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SUMMARY 
 
2002-2003 political context and latest developments 
2002 was marked, in France, by a change of political majority and government. The new 
political mood, more offensive on the repression front, led to increased activity of the forces 
of law (creation regional intervention groups (GIR) particularly in charge of the fighting 
against local traffics) and order and new legislative measures (as example, the creation of a 
new offence of driving under the influence of substances classified as narcotics). 
At the beginning of summer 2003, a process of reform of the law of 1970 was started. This 
law lays down the main objectives of public action to counter drug problems. The principle of 
this change had been implied since the beginning of 2003 in the successive declarations of 
several ministers and was repeated in the report of a Senate commission (Olin and Plasait, 
2003). The various reform options were drawn up by the Interministerial Mission for the Fight 
against Drugs and Drug addiction (MILDT) in concert with all the ministers and have been 
sent to the Prime Minister. He should announce the chosen option by the end of this year. 
Since the end of the prolonged 1999-2002 three-year plan in June 2002, the Government’s 
line on anti-drug and prevention of dependence strategy has not yet been officially formalised 
in a plan. Those working in the field are continuing their activities based on the principles of 
the 1999-2002 three-year plan but in the face of more or less severe budgetary restrictions. 
 

Box 1: 2002 – Key Figures – 

Of those between the ages of 18 and 75, 22.8% have tried cannabis, 2.0% have tried 
cocaine, 1.4% have tried amphetamines, 0.8% have tried ecstasy and 0.7% have tried 
heroin. 
The estimated number of those undergoing substitution treatment in any one month of 
2002 is 90,000. 
According to the sources used, 30 to 60% of heroin users and 30 to 55% of cocaine 
users practise injection. 
97 deaths by overdose were recorded in 2002, the lowest level ever recorded. 
There were 240 new cases of AIDS and 199 deaths amongst injecting drug users. 
There were 96,740 arrests for drug offences of which 84% were for use. 
65,907 seizures were carried out in France, the most frequently seized substance being 
cannabis. 
The median price of a gram of white heroin is 80 €, 53 € for brown heroin. An ecstasy 
tablet costs, on average, 11.3 €. The average price of a gram of cocaine varies between 
52 and 91 €, according to the site. 

 
 
Use 
The developments observed amongst the population in general from year to year confirm the 
place of cannabis as the most frequently consumed illicit drug. Amongst adults, the 
prevalence of experimentation (having tried at least once) and that of use during the past 12 
months are on the increase: 22.8% amongst the 18-75 year-olds in 2002 as against 19.6% in 
1999 for experimentation and 7.5% in 2002 as against 6.0% in 1999 for use during the past 
12 months (Beck and Legleye, 2003b). 
The levels of experimentation with other drugs remain stable (except in the case of cocaine) 
and marginal. The most recent calculations estimate the number of experimenters with 
heroin in the French population between 18 and 75 years of age at 300,000, as against 
850,000 for cocaine and 350,000 for ecstasy (Beck and Legleye, 2003b). 
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Amongst 17-year-olds, surveys in schools confirm that the level of experimentation with 
cannabis doubled between 1993 and 2002 and that its repeated use (consumption at least 
10 times during the past year) tripled during the same period (Beck and Legleye, 2003a). 
The levels of experimentation with other illicit drugs remain below those for alcohol, tobacco 
and cannabis but rose from 2000 to 2002. This is the case, in particular, for inhalants (4.1% 
in 2000 to 5.2% in 2002), for magic mushrooms (3.1% in 2000 to 4.2% in 2002), for poppers 
(2.4% in 2000 to 4.0% in 2002), for ecstasy (2.9% in 2000 to 3.9% in 2002) and for 
amphetamines (1.0% in 2000 to 2.0% in 2002). 
 
 
Emerging trends 
In continuity with the observations made in 2001 by the TREND system (Recent trends and 
new drugs), it seems that injection, while remaining the predominant method practised by the 
users frequenting the “low threshold” facilities, is falling off amongst younger users, while the 
practice of sniffing is becoming more widespread. 
At-risk behaviours amongst these users persist: 26% of those using injection had shared 
their syringe during the past month (Bello et al. 2003). Amongst sniffers, sharing remains 
equally widespread: Three quarters of interviewees admitted to having shared substance and 
almost half (43%) to having shared their straw during the past month (Bello et al. 2003). 
Certain misuses of HDB, the main opiate substitute in France, have been identified. These 
are encouraged by the availability of the product on the urban parallel markets. For this 
product, the practices of injection and sniffing have become evident amongst the users of 
“low threshold” facilities, as have non-substitution users (first-time users and first-tine 
dependence). 
 
 
Health and social indicators 
In line with the trends observed since 1998, an increase in the presence of patients aged 40 
and over and of minors was been noted amongst the patients registered for treatment in the 
Specialised drug addiction treatment centres (CSST).  
Amongst the substances leading to the registration of patients in these centres, the 
proportion of cocaine and crack is rising noticeably, in line with the data for the previous year 
and the observations of the TREND system. Opiates remain the principal grounds for 
registrations for treatment in France. 
It was also noted that the substances most frequently consumed during the past month by 
those frequenting the “low threshold” facilities, apart from alcohol, tobacco and cannabis, 
were cocaine, high-dose buprenorphine (HDB) and heroin (Bello et al. 2003). 
 
In 2002, the number of deaths by overdose recorded by the police services was 97. This is 
the lowest level recorded since the beginning of the nineties. The growing share of cocaine 
and medicines in fatal overdoses (14.6% of reported fatalities in 2002 against 9% in 2000 for 
cocaine, 33% of reported fatalities in 2002 against 29% in 2000 for medicines) is one of the 
major trends in the figures for 2002.  
To complement the official mortality statistics, this report gives the first results of a cohort 
study of the mortality of arrested users. This survey, carried out in the absence of a cohort 
study amongst active users frequenting a treatment centre, is the first large-scale cohort 
study of the mortality of drug users carried out in France (42,000 records). This study 
showed that the users arrested, for same sex and age, have a rate of mortality that is higher 
than that of the French population but, nevertheless, remains lower than that measured for 
active users in other European countries. 
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After a marked drop in all the criminal indicators (arrests, convictions, imprisonments) in 
2001, the figures for 2002 indicate a return to the levels of 2000 and earlier. 
Arrest for use of cannabis remains the most frequent (76% of all arrests made in 2002 
against 71% in 1998). More than 10,000 were imprisoned in France during 2002 for 
Infringement of drug law (ILS), making 13% of all those going to prison in 2002. On 1 
January 2003, 15% of the prison population were detained for a drug offence (12% on the 
same date in 2002 and 215 in 1995). 
 
 
Supply 
The new legislative provisions and the increase in police activity during 2002 had an impact 
on the organisation of trafficking in urban1 areas and in the techno party context (Bello et al. 
2003). 
In urban areas, we observed a fall in the accessibility of heroin, an increasing supply of 
stimulants and hallucinogens and a movement of trafficking to less visible locations and 
venues.  
In the techno party context, the new regulations governing the organisation of events have 
contributed to a displacement of trafficking to urban areas and music festivals outside the 
techno culture, because of the reduction in the size of party events. 
 

                                                 
1 The urban area or context is defined as those places in town where active drug users may be encountered and 
observed. 
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PART 1 : NATIONAL STRATEGIES: INSTITUTIONAL & LEGAL 
FRAMEWORK 

1. Developments in Drug Policy and Responses 

1.1 Political framework in the drug field 
In France, the Interministerial Mission for the Fight against Drugs and Drug addiction 
(MILDT) is the instance responsible for preparing the considerations of the “Permanent 
Interministerial Committee for the Fight against Drugs and Drug Addiction” and for co-
ordinating and implementing its decisions. 
In October 202, a new chairman was elected to head up the MILDT. New guidelines should 
shortly be defined for combating drugs and drug addiction as a part of a five-year plan. 
 

1.2 Legal framework 
The law of 31 December 1970, which was very much called into question in recent 
parliamentary debates (see below), assigns three main objectives to public action carried out 
in the matter of combating drugs and drug addiction:  

•  the severe repression of trafficking, 
•  to lay down the principle of the repression of narcotics use while proposing a 

therapeutic alternative to direct repression, 
•  to guarantee free care and anonymity to users wishing to submit to treatment. 

Work on revision of this law was started following the work of a Senate commission of 
enquiry (Olin and Plasait, 2003). Thus, on 4 July 2003, the Prime minister commissioned the 
MILDT to steer interministerial considerations on the possible scenarios for a reform of the 
said law. A series of proposals was submitted to him on 15 September, which aimed to 
“renew the law and find a solution that, while maintaining the prohibition, is more appropriate 
to the real situation than the law of 1970, which is centred on heroin” (Chairman of the 
MILDT, AFP, 24 June 2003). The proposals recommend that the use of drugs, especially 
cannabis, should be decriminalised (become a petty offence), the users of narcotics would 
then no longer be subject to imprisonment as provided by the law of 1970. It being left to the 
prime minister to decide on the amount but beyond the type of fine: fines of 3rd and 4th 
category on-the-spot fines (fines fixed, 68 to 135 euro, without registration in the national 
police record) or fines of the 1st class imposed by the police court which can be up to 1,500 
euro (with registration in the national police record).  

a) Major changes in law 

One of the most important parliamentary events of the period 2002-2003 is certainly the 
passing of the law No. 2003-87 of 3 February 2003 regarding driving under the influence 
of substances or plants classified as narcotics. 
This new law makes it an offence to drive under the influence of substances or plants 
classified as narcotics2 and makes it obligatory to test all drivers involved in a fatal road traffic 
accident. Testing is routinely carried out if the driver is involved in a road traffic accident 
causing personal injury if there is any plausible reason to suspect that he has used narcotics. 
Furthermore, the Gendarmerie may carry out random testing of this kind on any diver. 

                                                 
2 The punishment is more severe if concomitant alcohol consumption is detected – three years’ imprisonment and 
a fine of 9,000 € as against two years and a fine of 5,000 € for use of narcotics alone. 
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The debates surrounding this new law were essentially focused on the question of the effects 
of cannabis and the lack of knowledge of the dose-effect relationship for this substance in the 
absence of the results large-scale epidemiological studies (see section 3.4). 
 
In the social field, the passage of two laws should be mentioned. 
The law of 17 January 2002, known as the law of social modernisation (No. 2002-73, 
NOR: MESX0000077L) provides for the financing and prescription of medicines during 
police custody, especially of substitution medication. This law should lead to a fall in 
interruptions of treatment for those in police hands. 
The law of 2 January 2002, revising social and medico-social action (law No. 2002-2 
NOR: MESX0000158 L) has changed the status of the specialised treament centres for 
addicts (CSST) and the law on the financing of social security for 2003 (law No. 2002-
1487 of 20 December 2002), in its article 38, transfers the burden of the costs of the 
CSSTs from the State to the organs for the administration of health insurance. 
Counting from 1 January 2003, the medico-social expenses are covered by the health 
insurance for a period of 3 years, without prejudice to other participations, in the form of an 
annual global allocation. The decree of 26 February 2003 (No. 2003-160 – NOR: 
SANP0320261D), following the law of the same year, fixes the minimum conditions of 
organisation and operation and the missions of the CSSTs, the competence of which 
includes “associated addictions”.  
In this decree, the situation of the centres is made relatively stable to the extent that it 
provides them with greater operation security and that their missions can now take account 
of changes in their public and in practices. “On the other hand, there remains worry amongst 
the professionals regarding the absence of a solid regulatory basis and stable financing for 
the risk and harm reduction actions.” (Anonymous, 2003). 
 
Finally, in the field of domestic security, article 53 of the law No. 2001-1062 of 15 November 
2001 regarding day-to-day security (LSQ) has supplemented the law No. 95-73 of 21 
January 1995 giving guidelines and programming regarding security (LOPS). The new 
article 23-I of the LOPS confers a new legal framework on the gathering currently 
known as “rave parties”. The organisers of these gatherings are now required to declare 
their plans to the prefect of the department within which a rave party is planned. The decree 
No. 2002-887 of 3 May 2002 defines the details of this system and provides for a 
differentiated regime, depending whether the organisers subscribe or not to an engagement 
to adhere to the good practices fixed by order (see section 9.4 for more details). The 
implementation of the law on day-to-day security from the second half of 2002 and of the 
resulting decrees have had major and visible repercussions on: the general organisation and 
the types of events organised, the consumption of psychoactive substances, the intervention 
of the health services and, finally, trafficking (reference may be made, in particular, to 
sections 5.1 to 5.3 for more details). 

b) Any other project of law 

Several bills or draft laws were introduced during 2002 but not all came to a vote or were 
adopted.  
A bill regarding the adaptation of the justice system to developments in criminality was 
adopted in first reading by the Assemblée nationale on 23 May 20033, in continuance of the 
effort to modernise criminal justice4. The objective of this project is to provide justice with the 
means of dealing more effectively with certain forms of delinquency and criminality, in 
particular, those committed by organised gangs: 

                                                 
3 The bill will be debated in the Senate from 1 October 2003. 
4 started with the justice programme law of 9 September 2002 (No. 2002-1138, NOR: JUSX0200117L) 
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•  the introduction into criminal law of two new types of crime committed in organised 
gangs; the first, more serious category, crimes and offences against the person, 
includes trafficking of narcotics and living on immoral earnings (Art. 1); the second 
category will include less serious crimes, aggravated if committed in organised gangs 
(e.g. theft) (Art. 2), 

•  the creation of specialised inter-regional jurisdictions to handle proceedings dealing 
with organised delinquency and crime, 

•  the generalisation of specific procedural rules, which, to begin with, will only apply 
in cases of trafficking of narcotics and of terrorism and cover surveillance, infiltration, 
prolongation of police custody, night time searches and telephone tapping during the 
initial enquiry,  

•  the extension and clarification of the provisions regarding informers (Art.9), 
•  of the provisions targeting international delinquency and criminality, a certain 

number, relating to international judicial co-operation, aim to simplify the 
transmission and execution of international letters rogatory; there are also provisions 
to strengthen judicial co-operation within the European Union. 

 
The law regarding public health policy (quinquennial law of public health) that is currently 
being drawn up will take account of the report of the national technical group that analyses 
the available knowledge on more than 70 health problems (including addiction), their 
determinant factors and public health strategies. For each of the problems, this report 
proposes quantifiable objectives that should be attainable within the coming five years. With 
regard, more particularly, to the consumption of psychoactive substances, the report 
recommends a preventive strategy that can be broken down into several points: 

•  a preventive approach taking account of the importance of the context and occasion 
of consumption in the aetiology of addictive behaviour, based on tools for the early 
detection of individual risk factors and delay as far as possible the age of introduction 
to psychoactive substances, 

•  consideration, in public health strategies, of sensitive (e.g. pregnant women) or 
vulnerable groups, 

•  early detection of problem consumptions, possibly involving a reorganisation of 
existing structures or the creation of actual preventive consultations. 

The report specifies that these lines of action should be taken up in the next five-year plan to 
combat drugs and drug dependence. 
The current bill (NOR: SANX0300055L/B1) includes in its main objectives the 
implementation “of a national plan to limit the impact on health of violence, at-risk behaviour 
and addictive behaviour” without, however, going into detail as to how this should be done. 
 

1.3 Implementation of legal requirements 
“With a view to combating the underground economy and the various forms of organised 
delinquency that it involves”, the interministerial circular of 22 May 2002 instituted 28 
regional intervention groups (GIR) attached to the regional criminal police or to sections of 
the Gendarmerie nationale. The objective of this circular was clearly stated: to implement a 
“multi-disciplinary action involving not only the police and the Gendarmerie nationale but also 
the tax, customs, competition and fraud (CCRF) and employment authorities”. One year after 
its establishment, the Minister of the Interior considers the results of the system very positive: 
an improvement in the mutual operation of the State services involved in domestic security 
(police, gendarmes, customs, soldiers, tax officers), results considered “significant” in the 
number of operations carried out (arrests, police custodies, fiscal or customs sanctions etc.). 
With regard to measures against trafficking, a circular from the Department of Criminal 
Affairs and Reprieves (DACG ; CRIM 2002-04 G of 15-02-2002) fixes the precise rules of 
operation and organises the follow-up of funds seized in cases of narcotics trafficking or 
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money laundering, based on the fact that the drugs policy fund, set up by decree No. 95-
322 of 17 March 1995 has received no substantial income. 
With regard to the health aspects and, more particularly, substitution treatments, a circular 
from the General Health Department and the Hospitals Department (DGS / DHOS) now 
allows doctors practising in health establishments to initiate the prescription of methadone 
(DGS/DHOS circular No. 2002/57 of 30 January 2002, regarding the first prescription of 
methadone in health establishments).  
 

1.4 Developments in public attitudes and debates 

a) Public perception of the drug issues: main results from surveys 

The last available surveys of opinion on drugs were carried out in 1999 and 2002 by the 
OFDT (Beck et al. 2003 ; Beck and Peretti-Wattel, 2000).  
In 2002, of 2009 persons between 15 and 75 selected by the method of quotas and 
questioned by telephone, 61.0% considered themselves informed about drugs, slightly more 
than in 1999 (Beck et al. 2003). With regard to prevention, 9 interviewees in 10 find the 
information provided in schools useful but three quarters find it insufficient. 
In response to the question: “Which are the main drugs that you know of, even if you only 
know the names”, the French list an average of 3.8 drugs. The substance most frequently 
mentioned is cannabis with 82.0% of interviewees mentioning hashish, marijuana, cannabis 
or one of its derivatives (78.0% in 1999 and 82.0% in 2002, table 1). 

Table 1: Substances mentioned spontaneously as drugs by 
at least 5% of interviewees 

Substance 
Publimétrie 
1997 
n = 1 002 

OFDT 1999 
n = 2 002 

OFDT 2002 
n = 2 009 

Cannabis 67% 78.0% 82.0% 
Cocaine 56% 53.7% 59.7% 
Heroin 40% 44.9% 48.1% 
Ecstasy 29% 39.1% 37.4% 
LSD 22% 26.7% 26.6% 
Tobacco 17% 20.8% 19.7% 
Alcohol 14% 20.3% 18.8% 
Crack - 12.2% 13.4% 
Opium and other opiates 7% 7.6% 10.0% 
Morphine 7% 7.5% 5.4% 
Knows of no drugs 14% 6.2% 3.7% 

Source: Publimétrie 1997; EROPP 1999, OFDT; EROPP 2002, OFDT 

With regard to cannabis in particular, the French generally overestimate the proportion of 
those that have tried it at least once with respect to the reference figure of about 20% 
amongst 15-75 year-olds. The perception of the dangers of this substance remained 
unchanged during the period 1999-2002 (about 50% think it is dangerous from the first time 
that it is taken and two thirds of the population are convinced that the consumption of 
cannabis would lead to the subsequent consumption of more dangerous substances or 
“escalation theory”). Only 2% of those questioned considered it the most dangerous 
substance: heroin, ecstasy and cocaine are the three drugs most frequently mentioned. 
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Public perception on cannabis policy 
For cannabis, as for heroin, the minority in favour of an authorisation of its use under certain 
conditions remains stable (35.0% vs 34.0% and 12.0% vs 11.6% respectively – no significant 
change in either case). About three quarters of the French are very much opposed to such 
an authorisation for heroin, as against half for cannabis. 
The numbers in favour of the free sale of cannabis are distinctly higher than in 1999 (23.9% 
vs 17.1%, p < 0.001, table 2). 

Table 2: Opinion on the free sale of cannabis, change 1999-2002 

 1999 2002 
Entirely in favour 5.8 % 8.3 % 
Not opposed 11.3 % 15.6 % 

Total in favour 17.1 % 23.9 %
Not in favour 18.6 % 14.6 % 
Strongly opposed 63.9 % 60.9 % 

Total opposed 82.5 % 75.5 %
No opinion 0.4 % 0.6 % 
NB: The comparisons presented are of data corrected in the same way in both 

surveys, in accordance with the alignment carried out in 1999. 
Source: EROPP 1999/2002, OFDT. 

This increase is to be observed amongst both men and women and at all ages but 
particularly amongst 18-24 year-olds (+ 15 points). While this change may be influenced by 
the increase in the use of cannabis (+ 10 points amongst those who have already tried it), it 
is interesting to note that, amongst those who have never consume this substance, there is 
also a significant increase (14.4% against 10.3% in 1999, p < 0.001). 
Finally, the population is largely in favour of the medical prescription of cannabis for certain 
major illnesses (67% in 1999 and 74.5% in 2002). Such prescription is not authorised in 
France. 

b) Orientations of the main public debates in civil society, national parliament, 
organisations, NGO’s 

As we saw above, the parliamentary year 2002 produced a rich harvest of new laws (section 
1.2.a) and bills (section 1.2.c). The activity of the parliamentary commissions of enquiry 
demonstrates this will to reform. 

Commission inquiries 
On 12 December 2002, the Senate passed a resolution to set up a commission of enquiry on 
the national policy to combat addiction. Basing its work on hearings of experts (professionals, 
public decision makers, researchers etc.) and on visits, carried out from February to May 
2003, this 21-member commission of enquiry made 64 proposals in 4 main areas of 
intervention or priority (Box 2), on which a new anti-drug policy could be based (Olin and 
Plasait, 2003). In the event that Government does not introduce a bill following on the 
conclusions of the report, the senators making up the commission do not exclude the 
possibility that they will introduce a bill themselves. 
Another Senate commission of enquiry on delinquency in minors, whose report was 
submitted to the Leader of the Senate on 26 June 2002, devoted a short paragraph to the 
connection between delinquency and drug use (Carle and Schosteck, 2002). The emphasis 
is on the over-representation of the users of drugs (permitted or illicit) amongst those 
committing acts of delinquency (irrespective of social background) and on the danger of 
cannabis, objecting to the term “soft drug”.  
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Box 2 : The four priorities of the Senate commission of enquiry on the national 
policy to combat illicit drugs 

1. Give priority to total prevention. A prevention policy made up of health education, 
information, training and psychological, social and nursing treatment as soon as a drug 
related problem is detected. 
2. Develop a more effective care policy for reception, withdrawal, post-withdrawal and 
rehabilitation. 
3. Provide the judicial and educational response that does not exist today. In particular, it 
is proposed that the first use should be a petty offence and not liable to imprisonment but 
that recidivism and the refusal of treatment should remain crimes with the possibility that, 
as a last resort, the judge can order placement in a closed addict treatment centre. 
4. Strengthen the repression of trafficking in all its forms, especially by improving 
international co-operation. 

 

Reports 
On 20 February 2002, the Parliamentary Office for the Evaluation of Choices in Science and 
Technology, common to the two houses, presented its report on “the possible impact of 
drug use on the mental health of users” (Office parlementaire d'évaluation des choix 
scientifiques et technologiques, 2002). 
This work was carried out with the purpose of shedding some light for legislators on the 
effects of drugs on the brain and thus on the public health problems raised by the use of 
drugs (Box 3). To compile this report, some thirty French and international experts were 
heard. 
 

Box 3 : Main recommendation of the report on 
“the possible impact of drug use on the mental health of users” 

1. The possibility should be organised, with the necessary respect for the investigation, 
for researchers to have access to any drug related data that may figure in judicial 
proceedings.  
2. A public research establishment should be set up to centralise and encourage 
addiction studies. A tax of 0.5 € on a packet of cigarettes to finance this establishment 
would provide it with more than adequate means.  
3. A significant budgetary effort is required in the area of studies relating to addiction and 
clear priorities in the lines of research must be defined.  
4. Subutex® must become a component in a medical project to end addiction. The report 
invites the Government to reconsider the way in which this product is distributed. 
5. Systems must be established to analyse new drugs as they appear on the market.  
6. A large-scale study of school problems in connection with drug use must be 
undertaken.  

 
The Comparative Legislative Studies Division of the Senate European Affairs Service has 
drawn up a working document on the subject of the decriminalisation of cannabis 
(Division des études de législation comparée, 2002). This document, which is purely 
informative in nature, set out to make a comparative legislative study of the rules in force in a 
number of European countries “representing different legal traditions” (Germany, England 
and Wales, Denmark, the Netherlands, Portugal and Switzerland). 
The conclusion of the study is as follows: “if Switzerland were to adopt the proposed revision 
of the Federal law on narcotics, France would be the only one of the eight countries studied 
not to have decriminalised the use of cannabis.” 



 10

c) Media presentation and imaging drug use 

During the period 2002-2003, discussion in the media relating to drugs turned principally 
around topics related to security and the increased visibility of police activity and questions 
raised by the consumption of cannabis. This was against the background of political change 
after the successive victories of the right in the elections of spring 2002. 
As for subject relating to repression, the seizures of various substances were assiduously 
reported; elsewhere, from summer 2002, on the occasion of the traditional mid-august 
“Teknival”, several reports covered the new provisions regarding the organisation of “rave 
parties”. The media regularly return to events of this type, the drug consumption that takes 
place there, the health consequences and the actions taken in this context. The question of 
risk reduction, following the suggestion that the chairman of an association might be involved 
in “facilitation of drug consumption”, was also well covered after the summer holidays in 
2003. 
However, subjects relating to synthetic drugs and ecstasy in particular do not have such a 
hold on media attention. Apart from the reports (subsequently invalidated) of a possible link 
between the consumption of ecstasy and Parkinson’s disease at the end of 2002 and the 
“infatuation” of the media with GHB, the “date rape” drug, it is the most frequently tried and 
consumed illicit substance that retains the attention of journalists: cannabis.  
After the declaration of the socialist candidate, Lionel Jospin, to Agence France Presse in 
March 2002, that he was opposed to a “decriminalisation of cannabis” but at the same time 
felt that “to smoke a joint at home is certainly less dangerous than drinking before driving, for 
the individual and for others”, the media seized on the topic to present the positions of the 
various candidates. Regarding the law of 1970, the candidate, Jacques Chirac, finally re-
elected, indicated that “it should be brought up to date, especially with regard to the scale of 
sentences”. The media debate returned to these same questions in the autumn with the 
appointment of the new chairman of the MILDT, who chose the press to indicate, once 
appointed, that he is opposed to the decriminalisation of cannabis and wishes to fight against 
its becoming commonplace. At the same time, the discussion surrounding the proposed law 
on driving under the influence of drugs was in full swing, including in the media, which 
concentrated almost entirely on cannabis and its effects at the wheel. While awaiting the 
results of the huge epidemiological study, under the guidance of the OFDT, on the detection 
of narcotics in drivers involved in a fatal road traffic accident, the declarations of certain 
toxicologists, claiming to be able to demonstrate a link between drug consumption and 
accidents, were widely reported and discussed. From the beginning of 2003, the press and 
the broadcast media returned to the subject of cannabis and its consumption by young 
people on the occasion of the hearings of the Senate commission of enquiry on illicit 
substances (Olin and Plasait, 2003). The speech of the Minister of the Interior at the end of 
April, announcing a revision of the law of 1970, was widely commented. During the months 
that followed, the journalists covered these topics widely, especially in mid-September, on 
the occasion of the submission by the MILDT of its conclusions on the subject to the Prime 
Minister. In the course of a television transmission, he (the PM) declared that cannabis is a 
“real public health problem”, holding up to the cameras a large-format cigarette paper, a 
gesture that was discussed at length on the following day, by his partisans as much as by his 
detractors. 
 

1.5 Budget and funding arrangements 
The main anti-drug expenditure is covered by credits from the Ministry of Health and 
Solidarity: 

•  in chapter 47-15 “programs and arrangements to combat addictive practices” 
attached to the Central Health Department, 

•  in chapter 47-16 “interministerial actions to combat addiction”, attached to the MILDT 
•  at partly in chapter 47-18 “fight against AIDS and infectious diseases”. 



 11

Table 3 shows the various credits voted by the Government in the initial Finance Bill for 
2002. Cancellations of credits were also decided during this same period. Under chapter 47-
16 alone, the amount of the credits withdrawn was rather more than 4 million euro (table 4). 

Table 3: Specific credits in connection with expenditure for anti-drug activities, voted 
in the initial Finance Bill for 2002 (in millions of euro) 

Chapter 47-15:  
• 47-15 article 30 (non-decentralised expenditure) 
• 47-15 article 40 (decentralised expenditure) 

  118.46 
      1.23 
117.23 

Chapter 47-16     45.58 
Chapter 47-18     74.95 

Source: MILDT 

Table 4: Budget implemented in 2002, under chapter 47-16, of the interministerial 
action to fight against addiction (in millions of euro) 

• 47-16 article 10 (credits transferred to the ministries) 
• 47-16 article 20 (decentralised intervention credits) 
• 47-16 article 30 (decentralised credits, prevention programme, 

CDO, CIRDD) 

   5.69 
14.15 
21.47 

Total 41.31 
Source : MILDT 

 

Box 4: Media watch of the TREND observation system 

A media watch has been maintained since the end of 2000 as a part of the system for the 
observation of recent trends (TREND – Recent trends and new drugs). This system aims 
to identify the representations regarding illicit drugs and their use carried by several 
magazines targeting adolescents and young adults (Max, Technikart, Têtu, L’Affiche, 
Nova and Trax). The working method is to systematically record the open and implicit 
references to drug use made in these publications. 
Cannabis is, without contest, the substance must frequently mentioned in the 
publications. On reading the mentions, it appears that its use involves all social classes. 
The observation that its consumption by the population and, in particular, by the young is 
becoming commonplace, is encouraging the magazines to become intermediaries for 
information about this substance and demands for its decriminalisation. This attitude does 
not imply that they are any less motivated to highlight the potential health risks in 
connection with the use of this substance. 
The magazines studied also contain many references to cocaine, ecstasy and heroin. 
The image presented of cocaine is ambivalent. On the one hand, this substance 
fascinates with its association with partying, sex and high society. On the other hand, the 
serious heath consequences of its abuse are frequently highlighted.  
The recorded references to ecstasy give the impression that the product is used by a 
wide range of people (who may frequent clubs, official raves, free parties, fashionable 
parties, the street, artistic circles etc.) but indicate a serious lack of trust as to the 
composition of the tablets sold on the black market and the long term effects, which 
remain unknown. 
The image of heroin presented in the media is negative. Its use is stigmatised, appearing 
incompatible with the party context, except where medically prescribed for the treatment 
of dependent users. 
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PART 2 : EPIDEMIOLOGICAL SITUATION 
 

2. Prevalence, Patterns and Developments in Drug Use 

2.1 Main developments and emerging trends 
As last year, there has been a notable increase in experimentation with cannabis while 
experimentation with other drugs remains stable (part 2.2). 
Use of heroin and other opiates is still restricted to a small minority in France. According the 
TREND facility survey of those using the “low threshold” facilities (syringe exchange 
programmes and boutiques), the substances most consumed during the past month, 
apart from tobacco, cannabis and alcohol, are cocaine (42%), HDB (high-dose 
buprenorphine) (42%) and heroin (31%). It should be noted that HDB is used for both 
therapeutic and non-therapeutic purposes.  
Amongst these users, the prevalence of the various methods of taking is changing. The use 
of injection during the past month appears to be falling (44% in 2002 against 54% in 2001), 
while sniffing seems to be on the increase (49% in 2002). These changes seem to be more 
marked amongst the younger users. These observations are in line with those made in 2001. 
High-dose buprenorphine (Subutex®) is the compound most widely used for opiate 
substitution treatment in France. Its availability on the alternative market of the large urban 
areas is very high. While it seems that a majority use this product under medical supervision, 
there are, nevertheless, two kinds of problem: On the one hand, some use this product in 
an unsuitable manner (injection or sniffing), on the other hand, primary uses and primary 
dependence on HDB have been identified. Amongst those frequenting the “low threshold 
facilities”, rather less than half of HDB users had injected in the past month, 7% were primary 
HDB users (first opiate ever consumed) and 13% were primarily dependent (first opiate on 
which they became dependent) (Escot and Fahet, 2003).  
Cocaine was highly available in France in 2002. This is shown by its very frequent 
identification in the techno party context, the social diversity of its consumers and the high 
proportion of those frequenting “low threshold” facilities having consumed it during the past 
month in both its chlorhydrate form (42%) and its base form (26%). Nevertheless, it is a 
substance with which a small minority of the general population has experimented (30 in 
1000 of adults between 15 and 34 years of age in 2002).  
While, generally speaking, experimentation with hallucinogenic substances remains 
marginal in France, experimentation with hallucinogenic mushrooms is observed to 
be relatively frequent amongst 17 year-olds (26 girls in 1000 and 57 boys in 1000, Beck et 
al. 2003a). Furthermore, the TREND facility reports that hallucinogenic mushrooms and other 
natural products have a good image amongst users, which may favour a growth in their use.  
 
Among the users of “low threshold” facilities, while the prevalence of injection appears to be 
developing in a favourable direction, that of risky practices still gives cause for concern. 
Thus, amongst recent injectors (past month), the frequency of equipment or substance 
sharing remains high and almost a quarter of those surveyed admitted to having shared 
syringes during the past month (Bello et al. 2003). Amongst recent sniffers, straws had been 
shared by nearly one person in two. 
 

2.2 Drug use in the population 
Four levels are generally used to characterise the consumptions of various drugs. These 
levels were defined on the basis of internationally used indicators: 

•  experimentation: having used the substance at least once, 
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•  occasional use: consumption at least once in the past year, 
•  regular use: consumption at least once in the last thirty days, 
•  daily use: consumption every day or the previous day. 

a) Main results 

The use of cannabis increased significantly between 1992 and 2002. This development is 
confirmed by surveys, in particular those carried out amongst young people, and by 
observations made in the field: cannabis use is increasing (Beck et al. 2002a ; Beck et al. 
2003 ; Beck et al. 2002b ; Choquet et al. 2002). 
The prevalence of experimentation with this substance is much higher than that measured 
for the other illicit substances. For cannabis, a clear rise in experimentation was seen, in line 
with that observed since the beginning of the nineties (amongst 15-75 year-olds, from 1999 
to 2002, 19.6% to 23.2%, p<0.001 at least once; 6.4% to 8.5%, p<0.05 in the past year). 
However, the level of experimentation with other drugs remains low and stable with 3.6% of 
15-75 year-olds, admitting to having already taken an illicit drug other than cannabis at least 
once (the substance most frequently tried remains cocaine, tried by 1.9% of this age group). 
Amongst the 15-34 year-olds, 5.5% of those questioned admitted to having already taken an 
illicit drug other than cannabis at least once and 1.6% during the past year (Beck et al. 2003). 
Whatever the substance considered, the majority of experimenters are boys, who generally 
live in large urban housing developments (Beck et al. 2002a). Experimenters with illicit drugs 
are frequently unemployed or living with limited material resources – with the notable 
exception of those experimenting with cannabis, who are more socially integrated. 

b) General population 

The last prevalence figures available were extensively presented in the previous report, 
which is why we shall dwell long on them here (see also standard table No. 1). 
In France, in 2002, two persons from 15 to 75 years of age in five had already tried cannabis 
and less than one in ten used it currently, occasionally or regularly (Beck et al. 2003). 
Experimentation with cannabis is strongly linked to age and to sex, with younger persons and 
men declaring themselves users of illicit drugs more frequently than older persons and 
women, as shown in graph 1. 

Graph 1: Experimentation with cannabis according to age and divided by sex 
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Source: EROPP 2002, OFDT.  

The declared experimentation with drugs other than cannabis appears fairly marginal. The 
incidence of use at least once a year is very rare in the general population, no more than 
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0.3% for 15-75 year-olds and rising to 0.8% for ecstasy, 0.7% for cocaine and 0.6 % for 
hallucinogenic drugs (LSD and hallucinogenic mushrooms) amongst 15-34 year olds. 
The average age of experimentation (or initiation) varies fairly widely within the population 
from 15 to 75 years of age, depending on the substance (Beck et al. 2002a): 16.3 years for 
inhalants (n=346), 19.6 years for cannabis and 23 years for cocaine (n=202), to quote some 
examples. 

c) School and youth population 

The most recent data were presented in the previous report. Standard table No. 2 shows the 
results of the ESPAD survey (European School survey Project on Alcohol and other Drugs), 
carried out in 1999 (Choquet et al. 2002). 
The ESCAPAD survey regarding health and substance consumption on call-up preparation 
day, carried out in 2002 by the OFDT, shows that, at 17 years of age, after tobacco, alcohol 
and cannabis, the substances that have been most frequently tried are inhalants (5.2%), 
hallucinogenic mushrooms (4.2%), poppers (4.0%), ecstasy (3.9%) and, to a lesser extent, 
amphetamines (2.0%), cocaine (1.6%) and LSD (1.3%). There is always a higher frequency 
of experimentation for boys. 
Amongst 17 year-olds, cannabis was tried at an average age of 15.2 for boys and 15.3 for 
girls with a prevalence of experimentation of 54.6% for boys and 45.7% for girls (Beck et al. 
2003a). 
Amongst 17-19 year-olds, the average ages of first experimentation show that, apart from 
alcohol, tobacco is tried earliest, 6 months, on average, ahead of inhalants (Table 5, Beck et 
al. 2002b).  

Table 5 : Average age for experimenting with psychoactive substances (in years) 

 Age when tried, boys Age when tried, girls 
Tobacco 13.6 (n=2705) 13.8 (n=6886) 
Inhalants 14.2 (n=157) 14.4 (n=273) 
Psychotropic medicines 15.1 (n=360) 15.5 (n=2488) 
Cannabis 15.2 (n=1926) 15.5 (n=3855) 
Inebriation 15.2 (n=2250) 15.6 (n=4283) 
Crack 16.0 (n=21) 15.6 (n=23) 
Heroin 16.2 (n=20) 16.0 (n=45) 
Hallucinogenic 
mushrooms 16.2 (n=213) 16.1 (n=182) 

Poppers 16.2 (n=168) 16.1 (n=259) 
Cocaine 16.3 (n=70) 16.1 (n=86) 
Amphetamines 16.3 (n=67) 16.0 (n=74) 
Ecstasy 16.4 (n=152) 16.4 (n=203) 
LSD 16.4 (n=60) 16.2 (n=80) 
Source: ESCAPAD 2001, OFDT. 

Psychotropic medicines are “next on the list” (15.1 for boys and 15.5 for girls). Then comes 
the time for the first joint and getting drunk for the first time, the other substances being tried 
after the age of 16, on average. The numbers of consumers of these remaining substances 
are too small to reach a significant conclusion on chronological order. 

d) Specific groups 

Astrid Fontaine (2002) has made a qualitative and exploratory study of those in normal work, 
who are also consumers of psychotropic substances, both licit and illicit (41 persons 
indulging for at least one year, 15-20 years in some cases, an illegal habit while pursuing a 
normal professional activity).  
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3 categories of use by professionals can be distinguished; 
•  consumption is exclusively in private and does not occur at the place of work, 
•  consumption occurs occasionally at the place of work (exceptionally or more 

regularly), 
•  consumption is or has been regular, both in private and at work, for periods of one 

year or more. 
During this survey, A. Fontaine noted that all those encountered showed a general tendency 
to hide their consumption, not only from professional colleagues but also an above all from 
their superiors, customers or persons outside the business. Similarities can be observed in 
terms of management of consumption in relation to intensity and conditions of work rather 
than according to socio-professional category. “For these people, work is a constraint, a point 
of reference and a framework, more or less harsh for some, providing a greater or lesser 
sense of security for others. A minority places a particular emphasis on the positive values of 
work, the others are more equivocal and sometimes very negative regarding the stress that it 
creates” (Fontaine, 2003). 
 
As a part of the TREND activity, the worlds of male and female prostitution were studied in 
order to estimate the extent and methods of use of psychotropic substances (Da Silva, 2003, 
Cagliero and Lagrange, 2003). These investigations were carried out using questionnaires 
and interviews in Marseilles and Paris for men and transsexuals and in Lille, Marseilles and 
Paris for women. 
It appears that, apart from cannabis, only a minority of prostitutes had recently 
consumed illicit drugs (recent use of heroin by 2% of men and transsexuals and 5% of 
women). Recent use is more frequent amongst men and transsexuals than amongst women 
(greater prevalence of recent use of cocaine, poppers and ecstasy). The use of heroin as a 
factor behind the entry into prostitution is more widespread amongst women than amongst 
men and transsexuals.  
 

2.3 Problem drug use 

a) National and local estimates 

Under the aegis of the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) 
a local estimate of the prevalence of problem drug use was made in France, the result, 
obtained by the demographic estimation method using data for 1999, was 0.46% (standard 
table No. 7). 
Local estimates of the prevalence of opiate and cocaine use were carried out by Chevallier, 
E. (2001) in five French towns simultaneously (standard table No. 8) by the capture-
recapture method and vary between 15.3 persons in 1000 in Nice to 6.5 persons in 1000 in 
Toulouse for 15-59 year-olds. 
Finally, the idea of problem use has not yet been absorbed into surveys of the general 
population. There is, at present, no consensus regarding the indicators to be used to 
characterise the concept despite the work that has been carried out on international 
comparability of surveys of the general population5. It is probable that a definition will be 
adopted by the end of 2003. 

b) Risk behaviours 

From the survey of users frequenting the “low threshold” facilities carried out in 2002 (Bello et 
al. 2003), it is evident that sharing behaviour persists amongst those having recently injected 

                                                 
5 See Bless, R., Korf, D., Riper, H. and Diemel, S. (1997), Improving the comparability of general population 
surveys on drug use in the European union, EMCDDA. 
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(in the past month). Substance was shared during the past month by 62% of interviewees, 
most often on an occasional basis. Equipment (syringe, spoon, cotton) is much less 
frequently shared and if so, only occasionally. Nevertheless, 26% of injectors had shared 
their syringe and 24% their rinsing water during the past month. This observation underlines 
the importance, for those practising injection, of access to information on the resulting risks 
and easy access to sterile injection equipment in order to diminish the frequency of practices 
involving a risk of infection. 
Amongst recent sniffers (during the past month), the practice of sharing remains very 
widespread. Three quarters of interviewees admitted to having shared substance and almost 
half (43%) to having shared their straw during the past month. 
 
 

3. Health Consequences 

3.1 Drug treatment demand 
France still does not have a system for registering requests for treatment in accordance with 
the European protocol. 
This report relies on data from the survey carried out in November 1999 (Tellier, 2001) and 
also on data derived from annual activity reports from drug addiction treatment centres, the 
latest available6 figures dating from 2001 (about 5,000 patients), (DGS and OFDT, 2003). 
The data obtained from the activity reports does, however, have the benefit of relating to an 
annual period, which makes them more comparable with the data from the other countries. 
They can be used temporarily, while waiting for the establishment of a data collection system 
that complies with the European protocol. 
The results of two other surveys will also be used in this report, even though they differ in 
their method of data collection from the recommendations of the European protocol. The first 
is the OPPIDUM7 survey into the use of drugs by people registered by a panel of facilities, 
essentially drug treatment centres, over the course of a given month (Thirion and Saillard, 
2003). The second is a specific survey of users who attended “low threshold” facilities and 
was carried out at seven sites of the French facility for monitoring recent developments or 
TREND8 (Bello et al. 2003). 

a) Number of registrations 

As the latest figures available date from 1999 and have been covered comprehensively in 
the previous report, they will only be outlined briefly here. 
The number of people receiving treatment as recorded by the specialist units in 1999 was 
about 65,000, just under half of whom were first attenders9. 
The number of people receiving treatment from the specialist units recorded in the month of 
November rose annually by 4% between 1997 and 1999. They more than doubled in 10 
years, increasing from 28,000 in 1989 to 65,000 in 1999. This development is closely linked 
to the rapid increase in the number of specialist units over the course of this period. 

                                                 
6 The ‘typical’ activity report from drug addiction treatment centres contains a set of questions that provide a 
summary description of the patients registered during the year. The data is provided for all the patients who 
frequent the centre and not patient by patient. 
7 OPPIDUM: Monitoring of illegal psychotropic substances or those that are used for purposes other 
than medicinal. Number of patients included in 2002: 3422 
8 Number of patients included in 2002: 964 
9 This figure includes an unknown percentage of those recorded twice and probably also a certain number of 
single contacts not resulting in any treatment. These figures cannot therefore be directly compared to the number 
receiving drug treatment in the proper sense of the European protocol. 
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According to some theories, an idea of the number of patients in treatment over the period of 
a given month may be obtained using data relating to the sale of HDB and methadone. The 
2002 estimate is the same as that for 2001, more than 90,000 people a month receiving 
substitution treatment of whom more than 20,000 had their prescription issued by a specialist 
organisation. 

b) Patient characteristics 

Users of illicit drugs who received treatment were much more frequently male. Men 
represented nearly 78% of all those who sought treatment in specialist units in 2001, a 
percentage which was more or less identical in most surveys. It may be noted, however, that 
in the “low threshold” survey of 2002, the percentage of men reached 81%. 
For several years those attending drug treatment centres have generally tended to be male, 
the sex ratio gradually changing from three men to every woman to four men to every 
woman. 
The average age of users receiving treatment was about 31 in the survey of November 1999, 
a tendency towards older users having been observed since the end of the 1980s. This result 
is repeated in the various surveys mentioned in the introduction. Users who received 
treatment for the first time in specialist units in November 1999 were, as may be expected, 
younger (28.5 years of age) than those who had already made contact with these 
establishments (nearly 32 years of age). The age distribution of male and female patients is 
very similar. In the OPPIDUM 2002 survey, the average age was 32. 
The annual data provided by the specialised drug treatment centres in the activity reports for 
2001 showed a marked increase in users over forty, the percentage of whom increased from 
6% to 13% between 1998 and 2001. The data also revealed an increase in the percentage of 
minors whereas the percentage of those aged between 25 and 29 fell markedly (Table 6).  

Table 6: Distribution of all patients receiving treatment 
according to age ranges 1998-2001 (in %) 

 1998 1999 2000 2001 
Under 18 3,3 3,8 4,5 5,1 
18 to 24 23,4 19,8 19,8 21,7 
25 to 29 27,9 25,7 24,2 22,0 
30 to 39 38,7 41,6 40,3 38,2 
40 and over 6,6 9,0 11,2 13,0 
Totals 100,0 100,0 100,0 100,0 

Source: drawn from the standard activity reports of the Specialised Drug Addiction 
Treatment Centres, Central Health Department  / OFDT 

c) Origin leading to registration 

The annual activity reports from the drug treatment centres allow for identification of the 
origin of those patients receiving treatment. 
If around 43% of all patients sought advice of their own accord, 18% of them had been dealt 
with by the health partnerships and 13% by the courts. 10% of requests for treatment 
originated from relatives or social partners. 
Amongst the new patients, an increase could be noted in those referred by the courts 
between 1998 and 2001, the number of patients thus referred increasing in 1998 from 13% 
to 18% (table 7). 
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Table 7: Origin of demand from new patients 1998 - 2001 

 1998 1999 2000 2001 
“Spontaneous” patient demand 35.9 36.4 34.6 34.2 
Referral by relatives 13.8 12.4 11.8 12.9 
Referral by external health partnerships 20.2 19.4 20.3 18.5 
Referral by external social  partnerships 11.7 12.2 10.3 10.5 
Referral by schools and universities 1.4 1.3 1.3 1.3 
Judicial measures 13.4 14.1 16.8 17.8 

Therapeutic injunction 6.3 5.9 4.3 5.2 
Classification on advice 1.4 3.0 5.0 6.1 

Other legal measures 5.3 5.0 6.4 6.1 
Others (employers…)  3.6 4.2 4.9 4.6 
Total 100 100 100 100 
Source: drawn from the standard activity reports of the Specialised Drug Addiction Treatment Centres, 

General Health Department  / OFDT 

d) Substances leading to the registration for care 

According to the results of the November 1999 survey, opiates were the main reason (as a 
primary substance) behind three out of four registrations for care. The other two most 
frequently mentioned substances were cannabis (14% of registrations for care) and cocaine 
(5%). However, cocaine appeared much more often as a secondary substance leading to 
registration for care (15%), in most cases, for users who had mentioned a problem with 
opiates in the first place. 
In the annual figures obtained from the activity reports of the drug addiction treatment 
centres, the proportion of opiates is lower, while that of cannabis is significantly higher10. 
Over the 1998 to 2000 period, the proportion of heroin and opiates was in decline, while 
cannabis increased its share. 
In 2001, the share of opiates and cannabis remained almost stable, the share of cocaine 
continuing to increase at a moderate rate (Table 8). 
 
It is possible to distinguish two different age groups among the patients: 

•  those whose registration was primarily linked to opiate use, and whose average 
age was around 31 and increasing from year to year; 

•  those whose registration was primarily linked to cannabis use and whose age 
was around 25 at registration. This group includes a large number of young people, 
under 25 and a much smaller number of older people (over 30).  

                                                 
10 The discussion about the discrepancies in these two surveys was extensively covered in the previous report. 
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Table 8: Substances leading to registration at drug addiction treatment centres 
(in % of registered number of patients) 

 1998 1999 2000 2001 

Heroin 55.3 49.4 48.8 51.0 
HDB and methadone (without prescription) 9.1 12.0 10.2 8.7 
Codeine 4.0 3.5 3.1 2.3 

Total opiates 68.5 64.8 62.0 62.0 
Cocaine and crack 5.6 6.1 6.1 7.3 

crack 1.4 1.1 1.5 2.3 
LSD 0.7 0.6 0.7 0.9 
Cannabis 17.5 21.5 24.0 23.2 
Amphetamines 1.9 1.5 2.1 2.3 

              Ecstasy 0.6 0.6 1.0 1.4 
Solvents 0.2 0.2 0.4 0.1 
Psychotropic medicines (not including opiates) 5.7 5.3 4.7 4.2 

Total 100.0 100.0 100.0 100.0 
Note: this data was based on a sample of drug addiction treatment centres which had provided 
levels of response approaching 100% to the question about the substances at the origin of 
registration. 
Source: drawn from the standard activity reports of the Specialised Drug Addiction Treatment 
Centres, Central Health Department  / OFDT 

e) Recently consumed substances 

Surveys of people visiting care facilities also concentrated on substances consumed over the 
period just before the visit (month or week). These substances were not necessarily those 
leading to the registration for care. In the case of a user undergoing substitution treatment, 
heroin might have led to registration, even though it had not been used or some time. This is 
why heroin, which was in the majority in terms of substances at the origin of the registration 
for care, was actually being consumed only by a minority of users using the care facilities: 
13% in October 2002, according to the OPPIDUM survey, a downward trend already 
mentioned in previous reports (Table 9). The recent consumption of cocaine, then stabilising, 
was mentioned in 9% of cases in 2002 (Table 9). 
Amongst users attending “low threshold” centres, levels of consumption during the previous 
month were higher (32% for heroin, 42% for cocaine, 77% for cannabis). Users who attended 
this type of centre were, on average, more active drug users than those who were cared for 
in drug addiction treatment centres. 

Table 9: Percentage of registered patients who had used benzodiazepines, heroin and 
cocaine during the past week 

 1998 1999 2000 2001 2002 
Benzodiazepines 25.5 25 26.6 25 23 
Heroin 15.2 13 11.2 14.5 13 
Cocaine 12.9 12 8.2 8 9 

Source: Oppidum/CEIP 

The use of high-dose buprenorphine raised a special problem as regards measurement, 
since it may have functioned as a treatment (prescription by a doctor, using for treatment), or 
have been used in a non-treatment context, or may even have been used partly for treatment 
and partly not. In the OPPIDUM 2002 survey, 44% of patients used HDB, almost all during 
medical treatment (93%) an identical percentage to that appearing in the “low threshold” 
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survey. Users of the “low threshold” centres were differentiated by a much higher percentage 
of patients who had used HDB without prescription: 18% only used it without prescription and 
34% both without and with prescription.  

f) Method of use 

Amongst the users who attended the drug addiction treatment centres in the month of 
November 1999, nearly 15% declared that they had injected a drug within the previous 
month, a percentage which varied according to the drugs that had led to the registration 
(18% in the case of heroin, 15% for cocaine). In total, 59% of patients had already taken 
drugs intravenously. 
The percentage of injecting users was much higher amongst those who stated that they had 
used a substance within the previous 30 days. In the OPPIDUM survey of October 2002, 
intravenous injection involved 31% of current heroin users and 32% of cocaine users. In the 
“low threshold 2002” survey the proportion of injectors was much higher (during the previous 
30 days): it represented 61% of the heroin users, 48% of Subutex® users and 55% of 
cocaine users.  
Between 1997 and 1999, according to surveys carried out each November (Tellier, 2001), a 
downward trend in the practice of injecting was evident: the percentage of people who had 
injected themselves over the previous month fell from 18% to 15%. Data from the OPPIDUM 
survey confirmed this trend between 1999 and 2002. Amongst heroin users, the percentage 
of injectors fell from 39% to 31% between these two dates and for cocaine users, it fell from 
50% to 32%.  
 

3.2 Drug-related mortality 

a) Drug-related deaths 

The data most frequently used in France comes from the Central Office for the Repression of 
Drug-related Offences [Office central pour la répression du trafic illicite de stupéfiants] 
(OCRTIS). The data represents deaths from overdose recorded by the police services or the 
National Gendarmerie. According to OCRTIS, we should accept that the real number of fatal 
overdoses has been underestimated by between 10 and 20% in the OCRTIS figures (quoted 
by Lepere, B. et al. (Lepere et al. 2001)). 
 
In 2002, 97 deaths from overdoses were brought to the attention of the police services, this 
being 9% fewer than the previous year (Table 10; see also standard Tables No. 5 and No. 6). 
The number of overdoses continued to fall, a trend that began in 1995. Note that in 2002, the 
fall was particularly marked in Paris (from 27 deaths in 2001 to 13 in 2002). The development 
of substitution treatment and the drop in the number of heroin users were probably the 
principal factors behind this fall in overdoses. 
Indeed, the fall in the number of deaths was especially significant for those linked to heroin: 
down 26% on average every year since 1995. Although in the majority until then, for the first 
time in 2002, only 37% of recorded overdoses were linked to heroin (Table 10). 
The substances which are becoming increasingly important factors in overdoses are 
medicines: 28% of overdoses in 2002 with 27 deaths, of which 5 were deaths by Subutex® 
and 4 by methadone. In 11 cases of death involving medicines, the exact substance could 
not be identified. 
Cocaine was increasingly involved in overdose fatalities: 12 deaths in 2002, or 12.4% of all 
recorded overdoses, a record level.  
Fatalities linked to ecstasy were rare (2 deaths in 2002). Except for 2001 when 8 deaths had 
been recorded, the cases were anecdotal. 
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Finally, there were 15 cases of deaths for which the substance remained unidentified. For the 
first time, it was not possible to collect information from medical and legal authorities in order 
to identify the substances concerned.  

Table 10: Numbers of overdoses according to substances in question, 2000-2002 

 2000 2001 2002 
change 
2001-

2002 (%) 

  Number Share 
(%) Number Share 

(%)  

Heroin 71 62 57.9 36 37.1 -41.9 
 heroin alone  53 46  30   

Cocaine 11 10 9.3 12 12.4 20.0 
Cocaine alone 6 8  10   

Ecstasy 1 8 7.5 2 2.1 -75.0 
Ecstasy alone 1 5  1   

Medicines 35 26 24.3 27 27.8 3.8 
Subutex® alone 6 4  5  25.0 

methadone alone 5 4  4  0.0 
Opium    2 2.1  
Others 2   3 3.0  
Unknown  1 0.9 15 15.5  

Total 120 107 100 97 100 -9.3 
Source: FNAILS, OCRTIS 

The DRAMES (Deaths Relating to Medical and Substance Abuse) facility records fatalities 
that were the subject of judicial investigation (with autopsy and toxicological analyses carried 
out by participating laboratories although the geographical coverage is not yet complete). 
DRAMES, amongst other things, makes it possible to identify fatalities not recorded by 
OCRTIS or INSERM (or not linked to drugs in an obvious way). 
Comparison of OCRTIS and DRAMES data for the year 2000 revealed that only 37 people 
had been identified in both databases. DRAMES therefore recorded 117 cases of drug use 
not accounted for by OCRTIS. This leads us to suppose that the number of deaths due to 
drug overdose was at least 237 in 2000. 
DRAMES recorded 130 deaths in 2002 (results which remain provisional). Of these deaths, 
57% were linked to illicit substances, usually opiates, 40% were linked to substitution 
substances (Subutex® or methadone). 

b) Cohort study on drug offenders 

A cohort study on the mortality of arrested users currently being carried out by the OFDT. 
A part of the file of Police Questioning for the Use of Narcotics (FNAILS) kept by OCRTIS11 
was matched both with the National Register of Persons (RNIPP) in order to determine, at 
any given date, whether the people who made up the cohort were still living and with the 
National Register of Mortality so that the causes of death12 could be established. The initial 
sample contained more than 42,000 records. 

                                                 
11 For all people born in France arrested in 1992, 1993, 1996 and 1997 for simple use and use and trafficking of 
cocaine, crack, heroin or ecstasy; and a sample of those born in France and under investigation in 1992, 1993, 
1996 and 1997 for simple use and use and trafficking of cannabis.  
12 Living status was known on 7th August 2002. The causes of death were known for those occurring before the 
year 2000. 
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The actual death rate of all persons arrested is 5.3 per thousand people years (PY): it is 5.4 
for men (or 0.55%) and 4.3 for women(or 0.44%). 
Men who were investigated have a standardised mortality ratio (SMR) equals to 4.04 it 
means that they are 4 times more at risk of dying than other French males of the same 
age; this risk is 8 times greater for women (Table 11).  
If we only took into account people investigated for heroin use or use and trafficking, the 
SMR is 5.3 for men and 9.6 for women (Table 11). Warner Smith et al. (2001) demonstrated 
in their article that when all the causes of death were taken into account, users of illicit drugs 
were approximately 13 times more at risk of dying than their peers; the risk of excess 
mortality found in the OFDT survey is, therefore, lower than in the other surveys carried out 
on drug users.  

Table 11: SMR calculation, for all arrests, according to the substance in question. 

  Men Women 
  SMR lower limit higher limit SMR lower limit higher limit 

whole cohort 4.04*** 3.81 4.28 8.03*** 6.78 9.44 
substance cannabis 2.47*** 2.20 2.76 3.67*** 2.05 6.06 
  cocaine 4.55*** 3.46 5.89 9.01*** 4.49 16.13 
  crack 4.31*** 2.59 6.73 7.85** 1.58 22.95 
  heroin 5.31*** 4.94 5.69 9.64*** 7.97 11.57 
 ecstasy 3.74*** 2.46 5.44 2.10 0.03 11.71 

1. reference year 1997 for the basic mortality ratios amongst the French population as a whole; and taking into account 
people aged between 15 and 59 only  

2. The confidence interval was calculated at 95%. 
3. ***=p<0.001:**=p>0.01;*=p>0.05. 

Source: survey of the death-rate amongst drug users under investigation, OFDT. 

Causes of death 
The cause of death could be identified for 794 deaths, which occurred between 1992 and 
1999. The principal causes of death were AIDS (10%), fatal overdoses (15%), road traffic 
accidents (15%) and suicides (12%). The death rate of the study population was therefore 
both close to that observed for drug users (with a predominance of deaths from either AIDS 
or overdoses) and close to that observed amongst young adults (with a predominance of 
road traffic accidents or suicides). Note also that for 17.6% of deaths, the cause could not be 
determined (often because the result of the toxicological analyses did not reach INSERM). 
In order to compare the characteristics of the deaths of users arrested to those in the 
population as a whole, calculation of standardised mortality ratios (SMR) was necessary for 
each cause of death and for the substances in question in the arrests (Table 12). 
The SMR confirmed the excess mortality of users arrested with regard to AIDS and to drug 
dependence (overdose), particularly for users of heroin, cocaine, crack or ecstasy. Cases of 
death by accidental poisoning were also more frequent amongst these users than amongst 
the population as a whole. Levels of excess mortality were lower for suicides and for road 
traffic accidents whatever the substance in question in the arrest (Table 12). For women, the 
results should be interpreted carefully because of the low number of women in the study 
sample. 
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Table 12: SMR by cause of death and by substance 

 Men Women 

Cannabis users SMR lower 
limit 

higher limit SMR lower 
limit 

higher limit 

All possible causes   3.0*** 2.6 3.5      5.9*** 3.0 10.6 
Confirmed AIDS and HIV 
infection 

 12.4*** 6.2 22.2 - - - 

Drug dependence (overdose)    6.8*** 3.2 12.4 29.3 0.4 163.2 
Road traffic accidents    2.6*** 1.9 3.5 5.5 0.6 19.8 
Accidental poisoning 12.0** 2.4 35 - - - 
Other accidents and after effects    6.5*** 3.7 10.5 -   
Suicides    2.6*** 1.7 3.8    19.1*** 6.1 44.5 
Murders   7.4** 2.4 17.3 - - - 
Ill defined symptoms, signs and 
morbid states 

   5.3*** 3.5 7.8 6.8 0.1 38.1 

Users of heroin, cocaine, 
crack or ecstasy 

            

All possible causes  6.3*** 5.8 6.9   12.8*** 10.2 15.9 
Confirmed AIDS and HIV 
infection 

23.8*** 18.3 30.4   28.3*** 9.1 66.1 

Drug dependence (overdose) 63.5*** 51.3 77.7 528.0*** 312.8 834.6 
Road traffic accidents  3.1*** 2.4 4      5.2*** 1.7 12.2 
Accidental poisoning 28.6*** 14.3 51.2 - - - 
Other accidents and after effects 10.2*** 7.2 14  22.2** 4.5 64.9 
Suicides  3.6*** 2.7 4.7   11.3*** 5.6 20.2 
Murders 10.6*** 5.1 19.6 - - - 
Ill defined symptoms, signs and 
morbid states 

11.7*** 9.5 14.3   34.2*** 20.6 53.4 

1. reference year: 1997 for the basic death-rate amongst the French population as a whole and taking into account 
people aged between 15 and 59 only  

2. The confidence interval was calculated at 95%. 
3. ***=p<0.001:**=p>0.01;*=p>0.05. 

Source: survey of the death-rate amongst drug users arrested, OFDT. 

c) National Register of causes of death 

The national register of causes of death does not act as a reliable indicator of overdoses in 
the strict sense, as certain deaths where the cause is not immediately identified are classified 
as "cause unknown", even if a later autopsy shows it to be a death by overdose. By 
convention, INSERM classifies deaths linked to illicit drug taking (overdoses) essentially as 
drug dependence. 
The most recently available figures are from 1999, because INSERM is currently updating 
the database of causes of death (transition from ICD 9 to ICD 10). As these figures have 
already been provided in detail in previous reports, only major trends will be noted here. 
Cases of death from drug dependence have thus been in decline since 1994. This fall, 
steady at first, accelerated between 1996 and 1997, reaching a relatively stable plateau in 
1998 and 1999 (155 and 158 deaths respectively). At least half of these deaths were 
associated with the use of opiates. 
It may be noted that the analyses carried out by INSERM, based on the “Drug Related 
Deaths standard” definition for registers of death, yielded the following results for the year 
1999: 1621 deaths which made up 49% of men and 51% of women; 24% of these deaths 
related to those aged between 15 and 34, 57% to 35 to 64 year olds (see also standard table 
No. 5). 
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d) Deaths from AIDS 

The number of deaths from AIDS amongst drug users fell between 1994 and 1998, this 
development being largely explained by the new antiviral treatments and their greater 
accessibility. 
From 1998 to 2001, the National Health Watch Institute (InVs) was able to note a 
stabilisation in the number of deaths of intravenous drug users (IDU). The increase in the 
number of deaths from AIDS in 2002 has not yet been explained (Table 13). 

Table 13: Deaths from AIDS amongst intravenous drug users (IDU), 1998-2002 

 1998 1999 2000 2001* 2002* 
IDU 193 180 127 101 199 
All deaths 735 667 582 470 716 
Share: IDU (%) 26.3 27.0 21.8 21.5 27.8 

* adjusted figures 
Source: AIDS monitoring system, InVS 

 

3.3 Drug-related infectious diseases 

a) Prevalences of HIV, HBV and HCV 

Three information sources can be used to estimate the prevalence of HIV, HBV and HCV 
amongst drug users in France. The first two of these consist of data from the November 1999 
(Tellier, 2001) survey of patients attending drug addiction treatment centres and from the 
TREND system (Bello et al. 2003) relying on the survey carried out on users of "low 
threshold” centres in 2002. For these two sources, it was a case of declared prevalence. 
Finally, the “Coquelicot” study still its feasibility stage9 provided results of prevalence based 
on biological tests (Emmanuelli et al. 2003). 
In the data emerging from the survey of November 1999, the stated prevalence of HIV was 
just under 6% for users who did not inject themselves and 16% for those who did. It should 
be noted that the serological status was known in 37% of cases (3,400 people) in the first 
group as against 14% (8,300 people) in the second. According to this same survey, the 
proportion of people who were HCV positive was 20% of the patients who had been seen in 
the specialist units and who did not inject themselves, as opposed to 63% of injectors. 
In the "low threshold" survey of 2002 carried out by TREND, positive rates amongst people 
who stated that they knew their serological results (81% of users surveyed for HIV, 72% for 
HCV and 63% for HBV) showed a global rate of 10% for HIV (14% in 2001) of 49% for HCV 
(49% in 2001) and 14% for HBV (18% in 2001) (Table 14) (Bello et al. 2003). Thus, amongst 
those who had injected themselves recently, HIV would still have affected at least one in 
eight (14%) and hepatitis C at least six in every ten (62%). 
The “Coquelicot” study carried out on drug users with the help of biological tests (using filter 
paper to collect blood samples from the finger) showed a true prevalence of HCV of 73% as 
against a stated prevalence of 52% and a prevalence of 20% of HIV (Emmanuelli et al. 
2003). 
 

                                                 
9 The “Coquelicot” study constitutes the feasibility stage of a study on the prevalence of HIV and HCV and the 
determinant factors in at-risk practices by drug users. The study took place in Marseilles amongst 166 drug users 
recruited throughout the facilities specialising in addiction and in general practices. From 2003, the study will be 
extended to six sites (Lille Strasbourg, Paris, Ile de France, Bordeaux et Marseilles). 
 



 25

Table 14: Stated positive rate from the latest known serological test for HIV, hepatitis 
C (HCV) and hepatitis B (HBV) according to the method of use amongst 

participants in the “low threshold 2002” survey 

 Overall 
(%) 

Injectors 
during the 

month 
(%) 

Sniffers 
during the 

month 
(%) 

Exclusive 
sniffers (1) 

(%) 

HIV positive  10 % 14 % 10 % 3 % 
HCV positive  49 % 62 % 48 % 12 % 
HBV positive  14 % 17 % 13 % 6 % 

(1) people who had never injected, only sniff 
Sources: Data and processing: TREND/OFDT 

b) New cases of AIDS 

In 2002, the number of new cases of AIDS amongst drug users was relatively stable. The fall 
was particularly pronounced in 1996 and 1997. Between 1997 and 2000, the downward 
movement continued but more slowly. 
The number of AIDS cases diagnosed amongst injectors showed a similar development 
whatever the sex, with the number of male cases still higher than those of female (about 
three men to one woman). 

Table 15: New cases of AIDS amongst injectors (IDU), 1998-2002 

 1998 1999 2000 2001* 2002* 
IDU 347 300 241 249 240 
All new cases of AIDS 1,918 1,790 1,674 1,370 1,934 
Share: IDU (%) 18.1 16.6 14.4 14.9 12.4 

* adjusted figures 
Source: AIDS monitoring system, InVS 

According to the InVS, “the increase in the total number of AIDS cases estimated in 2002 
was perhaps in part due to the shortening of notification delays noted at the end of that year”. 
However, in 2002, the number of cases amongst injectors fell. The share of AIDS cases 
linked to the use of injectable drugs was falling (in all cases of AIDS declared by year of 
diagnosis): 36% in 1991, 19% in 1997 and 12% in 2002. 
 

3.4 Other drug-related morbidity 
Attempted suicide and psychiatric problems are major aspects of the morbidity of the most 
dependent drug users, aspects that we are not in a position to measure in a precise and 
consistent manner. 
 
The survey carried out within the TREND system of users of “low-threshold” centres in 2002 
provided indications of the state of health of these users as well as certain pathologies (Bello 
et al. 2003). 37% stated that they had felt in a bad or very bad state of physical health 
during the previous month and this was true of more women than men (43% vs 76%). 
A number of general complaints were very frequently made by the people in the survey. 
More than two thirds (67%) of people stated that they had suffered from fatigue during the 
previous month and 45% complained of headaches. Nearly half (46%) stated they had lost 
their appetites and 42% said they had lost weight. 
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Finally, a small group (4%) stated that they had suffered at least one overdose during 
the previous month. This means that one person in twenty amongst those contacted by this 
survey had possibly lived through a period of acute distress. Moreover, 2% of those surveyed 
stated they had suffered from “jaundice” during the previous month, which is an indication 
of the onset of acute or chronic hepatitis. 
 
The role of narcotics and, more particularly, cannabis in road traffic accidents was often 
raised by the French media in connection with the adoption of the new law No. 2003-87 of 3 
February 2003 relating to driving under the influence of substances or plants classed as 
narcotics. It appears, however, that to this day, “no study has managed to show that the use 
of cannabis alone increases the risk of being responsible for a serious accident with injury or 
death” (INSERM, 2001). The epidemiological study co-ordinated by OFDT, focussing its 
research on drivers who had taken drugs and been involved in a fatal road accident, is still in 
progress. The results expected at the end of 2004 will apparently provide some answers to 
this question. 
 
For psychiatric co-morbidities refer to section 16. 
 
 

4. Social and Legal Correlates and Consequences 

4.1 Social problems 
As already stated (section 2.2), whatever the substance considered, experimenters with illicit 
drugs are frequently unemployed or living with limited material resources – with the notable 
exception of those experimenting with cannabis, who are more socially integrated. 

a) Social exclusion 

Drug users registered with an institution 
In 2001, about 30% of drug users treated in specialised facilities had no fixed abode: 23% 
were in temporary accommodation, 7% said they had none (DGS and OFDT, 2003, 
Table 16). One third of these users were living on earned income and about half (45%) had 
an income from social security.  
Regarding the indicators relating to housing and income, it may be observed that the 
situation of drug users attending specialist institutions is tending to improve, albeit slowly. 
The proportion of users having an earned income did increase between 1998 and 2001. As 
for housing, the minimal improvement observed between 1998 and 2000 did not continue in 
2001 (Table 16). The positive development during the first three years was largely 
associated with the increase in the proportion of people in stable accommodation provided 
by their family. 
The users frequenting the “low threshold” facilities in 2002 were greater social outcasts than 
those encountered in the specialised drug addiction treatment centres. 14% of men and 9% 
of women in the “low threshold” survey were in continuous paid employment for the past six 
months, as against 1 person in 3 on average in the treatment centres (Bello et al. 2003). We 
also observe disparities regarding the type of housing (31% of persons stated that they lived 
in a squat, a hotel or were without fixed abode in the “low threshold” facilities against 9% in 
the specialised drug addiction treatment centres) and the proportion of dependent children 
(17% in “low threshold” against 9% in the treatment centres). 
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Table 16: Housing situation of registered patients of specialised drug addiction 
treatment centres 

 1998 1999 2000 2001 
Stable housing 68.2 68.6 70.9 69.3 
    independent 35.5 35.8 34.9 34.9 
    with family 23.9 23.9 25.1 26.6 
Temporary accommodation 24.2 23.7 22.6 23.0 
    with family/friends 11.0 10.4 8.9 9.1 
    hostels/hotels/housing and 
social reintegration centres 

9.2 9.3 8.6 8.9 

Homeless 7.6 7.5 6.2 7.2 
Prison - 0.3 0.3 0.4 
Total 100 100 100 100 

Source: drawn from the standard activity reports of the Specialised Drug Addiction Treatment Centres, 
General Health Department  / OFDT 

In 2002, certain TREND facility site observed the emergence of a new population of drug 
users, coming from Eastern Europe. These are generally young people, living in very 
insecure conditions. 

The homeless 
As in the rest of the population, men living in great poverty a much more likely to be repeated 
consumers than are women in the same situation. The prevalence of consumption varies 
with age and the cause of the situation. 
Amongst those without resources or socially excluded, who came into one of the 24 centres 
of the organisation, Médecins de Monde, for treatment during 2002 (24,682 patients in total 
and not included in the 17 special programmes conducted amongst drug users), 10% stated 
they were dependent on alcohol, 4.1% on cannabis and 3.4% on medicines (Médecins du 
Monde et al. 2003). Nevertheless, the low rate of reply to the question “do you have a 
repeated abuse or addiction problem” leaves open the possibility that abusive consumption is 
more prevalent in this population. 
Those dependent on cannabis or other psychoactive substances are, in the majority, men, 
French nationals, aged from 20 to 29 years, whereas men dependent on alcohol are 
generally aged between 30 and 39 (Médecins du Monde et al. 2003). They are in more 
insecure situations than the men who frequent the same centres but are not dependent: they 
are more often alone, homeless, out of work and victims of abuse. 

b) Public nuisance, community problems 

In the EROPP survey of representations, opinions and perceptions of psychotropic 
substances, while only 4.7% of those surveyed declared themselves opposed to the 
proposition “the law provides for the creation of treatment centres for addicts in collaboration 
with town halls, hospitals police and residents”, 21.5% would oppose such a centre in their 
neighbourhood. This is the classic NIMBY (“not in my backyard”) response with a total 
divergence between agreement in principle and acceptance in practice where the person 
surveyed might be affected. 
By way of example, in April 2003, the residents of a quarter of Paris, with the support of the 
district council, successfully opposed the installation of a care centre for the homeless which 
also included a needle exchange programme (NEP). Indeed, when the NEPs were set up, 
Benech le Roux (2001) noted that the neighbourhood conflicts that can suddenly arise 
between the residents and the promoters of risk reduction services have to do, above all, 
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with the right to urban areas10. “The reception centres for users, boutiques and even buses 
(and the risk reduction service in general) suggest a new concept, legitimising the presence 
of addicts in the town, such as was not the case earlier, when the task of the forces of law 
and order was to clear them from the public highway, imposing the abstinence paradigm”. 
Finally, we shall recall here that one of the functions of the mobile front-line teams is to 
improve the acceptance by neighbourhood residents of risk and harm reduction policies 
through information and an exchange of ideas (see also section 8.2). These teams play a 
mediating role between the neighbourhood, the town hall and the police, justice and health 
services. 
 

4.2 Drug offences and drug-related crime 
The sentencing data for infringements of the law on narcotics have the advantage of being 
well kept, old and fairly rapidly accessible (year n + 1 or 2). On the other hand, they do not 
give a complete picture of the treatment of these infringements, especially where the 
alternatives to conviction are concerned. Add to this the limitations peculiar to each source: 
differences in counting units, nomenclature etc. 

a) “Arrests” for use/possession/traffic 

In 2002, the police, the gendarmerie and the customs service recorded 96,740 arrests for 
Infringement of Drug Law (ILS), 145 more than the previous year but 4% less than in 2000. 
The sharp drop in arrests in 2001 was temporary. It was due, against a background of 
political change, to a drop in the activity of the forces of law and order following certain 
demobilisation on their part and to a lack of clear direction regarding the fight against drugs. 
With this break in the trend, the change in arrests between 2001 and 2002 must be 
interpreted with prudence. The current rise is rather a return to the level of 2000 (see 
standard table No. 11, Graph 2). “The strong objectives set by the new government and the 
ambitious targets marked up by the law setting the guidelines and programme for domestic 
security of summer 2002 seem to have reassured the forces of law and order” (Olin and 
Plasait, 2003). 
Drug use remains the main reason for arrest: 81,254 or 84% of arrests in 2002 were for 
offences against the law on narcotics, a proportion roughly equal to that recorded in 2001 
and 2000, showing that the drop in activity affected all offender categories.  
Cannabis was the substance most frequently in question and the proportion of arrests for use 
of this substance is rising: 90.4% of arrests for use alone in 2002 (73,449 arrests, Table 17), 
as against 85.7% in 2000 and 77.0% in 1996. 
This rise continues at the expense of arrests for the use of heroin, the share of which is 
continually falling (4.2% of arrests in 2002 as against 18.6% in 1996, an average annual rate 
of fall of 16%). 
Arrests for the use of cocaine come in 3rd position with slightly more than 1,500 arrests in 
2002. 854 arrests for the use of crack were recorded. Arrests for the use of crack were 
above the level for 2000 but those for cocaine remained well below the levels of 2000 and 
1999 (20% less arrests). 
Of the 198 arrests for the use of medicines recorded in 2002, half involved opiate based 
medicines or medicines currently consumed by heroin addicts as substitutes (chiefly 
methadone or Subutex®, more rarely, Rohypnol® and Skenan®). These were cases where 
the users were unable to produce proof of prescription for these products. 
 

                                                 
10 The urban area or context is defined as those places in town where active drug users may be encountered and 
observed 
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Graph 2: Relative numbers of arrests from 1995 to 2002 
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Table 17: Arrests for offences against narcotics law in 2002 by product 

  Use % in 
column 

Use and 
trafficking 

% in 
column 

Trafficking % in 
column 

Cannabis 73,449 90.4 6,493 78.5 4,057 56.3 
Heroin 3,449 4.2 739 8.9 1,021 14.2 
Cocaine 1,576 1.9 323 3.9 1,296 18.0 
Crack 854 1.1 150 1.8 301 4.2 
Ecstasy 1,384 1.7 450 5.4 447 6.2 
Medicines 198 0.2 78 0.9 33 0.5 
Others* 344 0.4 42 0.5 56 0.8 
Total 81,254 100 8,275 100.0 7,211 100.0 

Source: FNAILS, OCRTIS 

The records show 8,275 arrests for use and trafficking; the share of these in total arrests 
fell by comparison with 2000 (9% in 2001 and 2002 against 115 in 2000), with a shift in 
favour of users and, to a lesser extent, of traffickers. The breakdown of arrests for 
trafficking in 2002 was: 1,027 arrests for international trafficking (1% of all arrests for 
offences against the law on narcotics) and 6,184 for local trafficking. While most arrests for 
use involve cannabis, the weight of this substance is less in arrests for use with resale and 
for trafficking (Table 17). 

b) Convictions data 

The sentencing statistics taken from the national police records [Casier judiciaire national 
(CJN)] provide information about the sentences passed on users brought before the court. 
Even if a sentence takes account of several offences, the convention is that sentences are 
recorded against the main offence – the most serious is recorded in the police records. 
For the period 1998 to 2001, the number of court appearances of drug users fell in 
comparison with other types of criminality: While, in 1998, one user in 10 was brought before 
the court, the ration in 2001 was 1 in 12 (Setbon et al. 2003). 
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21,448 sentences for offences against the law on narcotics were pronounced in 2001, 6% 
less than in 2000. This fall is attributable to a certain demobilisation of the forces of law and 
order, in the same way as the drop in arrests recorded in 2001. We shall have to wait for the 
sentencing figures for 2002 to know whether this is a persistent fall or not. The fall in 
convictions was particularly high for crimes of trafficking (-18%) and crimes of use (-9%).  
Nearly ¾ of sentences for infraction of the law on narcotics as main offence were to a term in 
prison (Table 18), half of these were suspended sentences. Logically, the more serious the 
offence, the greater the chances that a sentence of imprisonment would actually be served. 
While it is true that imprisonment for the use of narcotics has decreased significantly, it can 
be seen that this recourse remains a part of judicial practice (in 1,077 cases of use, 
imprisonment was the sentence). 
Most of the other sentences pronounced were fines (in one third of convictions for illicit use 
of narcotics), sentences of substitution or educational measures were 10.5% of all sentences 
for narcotics offences and 155 of all convictions for use (Table 18). 

Table 18: Sentences for narcotics offences in 2001 
according to the manner of execution of the penalty 

  All 
sentences 

Sentence of imprisonment Fine Substitution 
order / 

educational 
measure 

Dispensation 

   Firm / partial 
suspension    

All offences 21,448 15,645 7,418 3,396 2,262 145 
%  73.0  15.8 10.5 0.7 

Possession/pro
curement 8,204 6,213 2,840 1,095 868 28 

Illicit use of 
narcotics 5,993 3,135 1,077 1,858 901 99 

Trafficking 
(import/export) 1,437 1,361 963 50 26 0 

Carrying 3,358 2,879 1,455 238 229 12 
Offer and 

supply 2,332 1,967 1,050 130 231 4 

Assisting use by 
others 58 34 9 19 5 0 

Other narcotics 
offences 66 56 24 6 2 2 

Source: CJN, SDSED – Ministry of Justice. 

For more details of the alternative measures to incarceration, reference the reader may refer 
section 12.2. 

c) Imprisonment for drug law offences 

More than 10,000 were imprisoned in France during 2002 for offences against the law on 
narcotics (as main offence), making 13% of all those going to prison in 2002. 
Two thirds of these were imprisoned for narcotics trafficking. At this stage in the penal 
procedure, those imprisoned for drug use represent 5% of all offences against the law on 
narcotics. Let us remember that, in these cases, other offences may have been taken into 
account and drug use is not necessarily the offence considered most serious (Table 19). 
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Table 19: Imprisonment for narcotics offences in 2002 

Type of offence 2002 Share in % 
Change 

compared to 
2001 in % 

Trafficking 6,442 63.5 38.6 
Supply 694 6.9 52.5 
Use 513 4.9 -4.2 
Others (apart from use) 4,868 24.7 25.2 
All narcotics offences 10,154 100 33.0 
All offences 80,353  24.4 

Source: National register of prisoners (PMJ1 - Ministry of Justice) 

The increase in the number of imprisonments compared to 2001 was particularly high 
relative to previous years: + 33% from 2001 to 2002 against an annual average fall of 4% up 
to 2000. This sharp rise follows a considerable fall in imprisonments for narcotics offences in 
2001, as for all data on criminal proceedings (arrests and convictions). Amongst 
imprisonments for narcotics offences, the rise was particularly high in the case of supply of 
narcotics, which, however, fell particularly sharply in 2001 (-28%). 

d) Other drug-related crime 

If there is a link between illicit drugs and delinquency, it is difficult to demonstrate. At present, 
the studies carried out in France do not show a causal relationship in one direction or the 
other. 
On the other hand, the evaluation studies carried out in France on substitution treatments 
concluded, for the most part, that the treatments had a positive impact on violent or 
delinquent behaviour, whatever the socio-economic characteristics of the users (Barré, 
1996 ; Calderon et al. 2001 ; Henrion, 1995). 
 
Current research tends rather to show that drug abuse and delinquency amongst young 
people are favoured by common risk factors, such as disengagement from socialising 
institutions, the frequentation of couples holding marginal values, deviant opportunities etc. 
(Brochu, 1997). 
This was established, in particular, by Ballion, R. (1999), who analysed the relationship 
amongst secondary school pupils between criminal behaviour (physical and verbal violence, 
racketeering, theft and vandalism) and the consumption of psychotropic substances: 14% of 
secondary pupils who have consumed cannabis 10 times or more stand out clearly by their 
criminal behaviour. This connection is confirmed by several other studies: Arenes, J. et al. 
(1998), Choquet, M. et Ledoux, S. (1998), Choquet, M. et al. (1998), Peretti, C. and 
Leselbaum, N. (1994). 
 

4.3 Social and economic costs of drug consumption 

a) Studies and estimates of health care costs, other social costs 

The last available enquiry on this subject was published in 2000 but the analysis and the 
conclusions are based on figures from 1995 (Kopp and Fenoglio, 2000). The collective outlay 
in relation to the whole illicit drug issue is traditionally divided into three categories: 
expenditure for prevention; expenditure for health and expenditure for law enforcement. 
Here, we shall give a brief description of the first two. 
 
Given the lack of data, only the costs connected with AIDS treatment and the costs due to 
Subutex® can be included in an evaluation of the health expenditure attributable to drug 
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consumption. Starting from the assumption of 40,000 persons undergoing substitution 
treatment with Subutex®, Kopp and Fenoglio estimated that the overall direct medical cost 
would be about 91.5 million € at an annual cost for each individual of 2,332.5 €. The hospital 
cost (the cost of distributed care provided by general practice cannot be estimated) of HIV 
treatment amongst drug users was estimated at 140.9 million € in 1995. 
The budget of the Ministry of Social Affairs of Health and the Urban Environment gives some 
idea of expenditure attributable to drugs. This was 106.15 million € in 1995 for the Health 
Department.  
In the same ministry, there are also budgets for the Social Affairs Department (DAS) to 
finance preventive actions at the national and local levels with credits under chapter 47-15 
(articles 50 and 60) of 2.1 million €.  
Still under the heading of prevention, 3.3 million € were granted to the Interministerial 
Department for the Town (DIV). 
In the Departmental Health and Social Welfare Office (DDASS) and the Regional 
Departments of Health and Social Affairs (DRASS), the total average budgetary cost, 
corresponding to the full-time equivalents of the officials working on addiction, was 2.5 million 
€. 
The Ministry of Social Affairs of Health and the Urban Environment thus spent a total 
of 114.1 million € on the health and prevention aspects of the fight against drugs and 
addiction in 1995. 

b) Estimates of total consumption/demand/expenditures on drugs 

According to the estimates made by Kopp et Fenoglio (2000), the social cost of illicit drugs in 
1995, in addition to the cost of consumption11, reached 2,035.2 million € (M€), an expenditure 
of 17 € per head, equivalent to 0.16% of the GDP for 1997. Taking the figure of 58.7 million 
for the population of France on 1st January 1998, the average annual cost supported by each 
French citizen is 34.6 €. 
The social cost of drugs is shared between (quoted from the largest to the smallest share in 
the total social cost of illicit drugs): lost income and production (45.7%), expenditure by the 
public authorities (36.3%), losses in taxes and obligatory contributions and other costs borne 
by private agents (Table 20). 

Tableau 20: Expenditure attributable to illicit drugs (1995) 

Expenditure Social cost 
(in millions of €) 

Health costs (AIDS and Subutex®) 232.4 
Expenditure by the Public Authorities 740.15 
Lost income and production 929.82 

lost income of private agents 270.56 
lost production at the workplace 659.26 

Losses of taxation and obligatory contributions 136.06 
due to clinically attributable death (AIDS and overdoses) 15.28 

due to imprisonment for offences against narcotics law 116.77 
Other costs borne by private agents (fines) 0.80 

Total 2 035.2 
Source: Kopp and Fenoglio (2000). 

                                                 
11 The cost of consumption is not taken into account on the basis of the methodology applied by the authors (the 
substitution scenario), which assumes that, in the absence of drugs, the consumers would transfer their 
consumption to other consumer goods that would not generate the costs induced by the consumption of drugs. 
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While the contribution to the total social cost of illicit drugs is 45.7%, the application of the 
law represents 29.3% (since the substances are illegal), the costs of treatment represent 
11.4%, and losses in taxes and obligatory contributions 6.5%. 
 
In a more recent study (Kopp and Fenoglio, 2002), on the costs and benefits of drugs, the 
same authors estimate that the net utility of illicit drugs is still negative12: drug consumption 
leads to a reduction in collective well-being of the order of 1,443.2 to 1,555 million €. 
 
 

5. Drug Markets 

According to Alain Labrousse (2003), France is a transit country for substances destined for, 
in particular, the Netherlands, Belgium, the United Kingdom, Italy and beyond (the United 
States in the case of synthetic drugs, the Middle East and Africa) and it is therefore difficult to 
separate the quantities of drugs destined for the domestic market from those that are just 
passing through. The question of trafficking in France must therefore be approached by 
product (movements into and out of French territory), the acquisition and destination 
countries being different, according to the substance under consideration. 

5.1 Availability and supply 
Thanks to the TREND system, the development of small-scale trafficking (at the urban and 
techno party level) and product accessibility and availability can be apprehended from the 
observation sites. 

a) Trafficking patterns 

From the second quarter of 2002, the TREND facility observers reported an increase in 
police activity in areas used for trafficking and around the addict reception centres. The 
increased police presence has had its consequences in both urban areas and the techno 
party context. 
In urban areas, an effect that had been observed for some years was accentuated: the 
movement of minor trafficking towards more peripheral areas or to places offering lower 
visibility, such as home sales, squats, or even the metro (French underground railway) (Bello 
et al. 2003). Locally, the change-over to the euro has provided dealers with an opportunity to 
put up their prices. 
 
The changes in the legal context (section 1.2) and the activities of the forces of law and order 
have had an impact on minor trafficking in the techno party context. 

•  At techno events of the free party type, minor trafficking has diminished because, 
since these events are often small-scale, the customer potential is no longer sufficient 
for a worthwhile sales volume. It is also more discreet to the extent that unlike large 
events, attended by thousands of people, small events no longer guarantee 
anonymity. 

•  Minor traffickers have moved towards music festivals, where anonymity is guaranteed 
by the large numbers and sales opportunities are more interesting, given the more 
numerous and less well-informed public. 

•  Product intended for the techno party context is being diverted to urban areas. 

                                                 
12 The utility of illicit drugs: the consumer benefit is set against the disutilities or negative externalities associated 
with these same drugs. 
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b) Availability and access to different drugs 

Cannabis: this is the most readily available and accessible of the illicit substances, as is 
shown by the number of arrests made and the annual number of seizures.  
Heroin: heroin availability and/or visibility remains low. This situation has become even more 
so with the near disappearance of open use areas and the fact that minor traffickers are 
turning to the more profitable sale of cocaine. Accessibility is still considered problematic. 
Nevertheless, three sites, the Ile-de-France, Lille and Lyon, report an increase in the 
availability of this substance: street trafficking in these locations is on the increase. 
Cocaine/crack: the availability of cocaine is rising or stable in urban areas and in the techno 
party context. 
Crack is readily available on the three known traditional sites, namely, Guyana, Martinique 
and central Paris. In these three departments, the open dealing and consumption areas that 
established themselves during the nineties are still very busy. The availability of base 
cocaine under the name of “base” or “free-base” is, on the other hand, much greater. For all 
mainland TREND sites, this form, while not necessarily being trafficked (prepared by the 
consumer himself), is observed as much in the techno party context as in urban areas. 
Ecstasy: the availability of ecstasy changed between the first and second halves of 2002. 
During the first half, the situation was more or less similar to that in 2001 with a high 
availability in “free-parties” and “Teknivals” and a more restricted availability in clubs, discos 
and private parties. During the second half, the change in the legal context for the 
organisation of raves seems to have led to three main changes: a fall in the availability of 
ecstasy in illegal party events, a spread of the product to other musical events that had been 
little affected up to that point (“trance” and “rock gothic”) and an increased availability outside 
the techno party context. 
 

5.2 Seizures 
The number of seizures carried out by all the forces of law and order in 2002 (65,907) is 23% 
higher than in 2001, as is the total quantity seized. The fall in police activity observed in 2001 
also had its effects on the number of seizure carried out in that year but 2002 seems to be 
getting back to normal (Table 21, see also standard table No. 13). 

Table 21: Number of seizures and quantities seized for main substances, 2000 - 2002 

 2000 2001 2002 
 No.(1) Qty(2) No. Qty No. Qty 
Cannabis (kg) 51,013 53,579 45,985 62,121 56,617 57,115 
Heroin (kg) 2,821 444 2,641 351 2,633 476 
Cocaine/crack (kg) 2,274 1,333 2 042 2,102 2,714 3,658 
Ecstasy (doses) 1,409 2,283,620 1,589 1,503,773 1,782 2,156,937 
Amphetamines (kg) 137 447 111 57 149 152 
 No. No. No. 
All substances 58,421 53,534 65,907 
Level (base = 100 in 1998) 122.6 112.4 138.3 

(1) = number of seizures made during the year, (2) = total quantity seized during the year 
Source: FNAILS, OCRTIS 

Once again, cannabis is the most common substance: some 56,617 seizures, making 86% 
of all seizures in 2002 with a total quantity of over 57 tonnes. This is chiefly cannabis resin 
but seizures of grass have been on the rise for several years. While most cannabis resin 
comes from Morocco (insofar as the origin can be identified), often via Spain, most cannabis 
grass comes from Belgium or the Netherlands. 
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Seizures of heroin increased in quantity (+36%) but not in the number of seizures, which 
remained at the same level as 2001. The overall rise in quantity was the result of one 
unusually large seizure of 110 kg, making up ¼ of all heroin seized in 2002. As is the case 
for cannabis, the great majority of seizures were of small quantities (under 5 g per seizure). 
Seizures of cocaine and crack rose spectacularly in numbers and, particularly, in quantity 
seized (Graph 3). 

Graph 3: Development in the number of seizures 
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In the case of cocaine, trafficking by sea appears to be increasing, as does that by air using 
smugglers: 40% of international cocaine traffickers were arrested at the Paris airports. The 
procurement and destination countries of the quantities seized were more diverse than for 
the preceding products. Crack trafficking remained concentrated in the overseas 
departments (DOM) closest to the source of supply: Martinique, Guyana and Guadeloupe 
accounted for half the quantity seized and 1/5 of the total number of seizures in 2002. 
Finally, as for arrests of traffickers, seizures of ecstasy showed a rise (Graph 3). They were 
particularly large in the Paris region and the northern departments (in 2001, major seizures 
also took place in the departments bordering Spain). As in 2001, the majority of doses seized 
came from the Netherlands and, to a lesser extent, Belgium. Once again, the majority of 
seizures were of small quantities (63% of seizures were less than 20 doses). 
Seizures of amphetamines were rarer (149 seizures amounting to 152 kg) (Graph 3). The 
provenance was much the same as for ecstasy. 
 

5.3 Price, purity 
The following information comes from the TREND observation system (Bello et al. 2003) and 
from SINTES (the National poison/substance identification system) (Giraudon, I. and Bello, 
P.-Y, 2003). 
Cannabis: Nearly two thirds of the samples of cannabis grass analysed by the forensic 
science laboratories (LPS) of Lyon contained less than 5% tetrahydrocannabinol (THC), a 
proportion that has been on the increase since 2000 (LPS, 2003). 
The largest fraction (42%) of the samples of cannabis resin analysed by the same laboratory 
contained between 5% and 10% of THC; this fraction has been falling during the last three 
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years in favour of samples containing 10% to 15% of THC (28% of all samples in 2002 
against 13% in 2000). 
The average price in euros of one gram of cannabis resin was 7 euro in 2002. The price of 
cannabis grass was lower than in 2000 and 2001 to rather less than 5 euro per gram (LPS 
Lyon, 2002). 
Heroin: The median price in mainland France of a gram of heroin appears to be falling but 
there are large local differences of both the price itself and its development during the past 
three years (Table 22). 
Globally, between 2001 and 2002, we observed a rise (from 67% to 73%) in the proportion of 
low concentration samples (from 0 to 20%). This trend was to be seen in data from both the 
customs and the police laboratories. From 2002 to 2002, the proportion of samples 
containing more than 50% fell from 11% to 5%. Most samples of heroin were still cut with 
caffeine (92% of police samples) and paracetamol (84% of police samples). The caffeine 
content is generally large with 79% of samples containing from 20% to 50%. Similarly, 80% 
of samples with paracetamol contained from 30% to 60%. 

Table 22: Average street price, in euros, of a gram of both forms of heroin at TREND 
sites (urban environment) in 2000 and 2001 

White heroin (hydrochloride) Brown heroin (base) 
SITES 

2000 2001 2002 Change 
2001-02 

2000 2001 2002 Change 
2001-02 

Bordeaux 229 107 110 + 3% 46 65 70 + 7% 

Lille - - - - 43 46 40 - 13 % 

Marseilles 117 107 110 + 3% 84 61 - - 

Metz - 84 - - 46 50 40 - 20 % 

Paris 84 - 125 - 57 18 30 + 67% 

Rennes 91 84 80 - 5 % 91 69 60 - 13 % 

SSD (1) 102 76 72 - 5 % 61 - 50 - 

Toulouse 72 91 75 - 18 % 72 69 60 - 13 % 

Mainland 

median 97 95 80  59 63 53  

(1) Seine Saint Denis 
Source: Data and processing: TREND/OFDT 

Cocaine/crack: The average price of one gram of cocaine on the mainland TREND sites 
varied between 52 and 91 €. The mainland median was 69 € per gram, an increase of 9% 
over 2001. The change in average recorded prices varies from one site to another: six of the 
nine mainland sites reported a rise and two a fall. In the techno party context, the current 
average price of one gram of cocaine, taking all varieties, vegetable and synthetic, together 
was 70 €. In 2002, the prices observed ran from 60 to 84 €, a narrowing of the gap from the 
previous year (53 to 91 €).  
The results of the toxicological analyses of the samples of cocaine seized by the customs 
services and the police showed an overall stability of price and purity. Six samples in ten 
contained between 60% and 100%, one third between 20% and 60% and one in twenty 
between 0 and 20%. The active cut substances most frequently found in cocaine samples in 
2002 were lidocaine (customs: 19 %, police: 24 %), phenacetine (customs: 18 %, police: 
11 %), caffeine (customs: 7 %, police: 16 %), and procaine (customs: 2 %, police: 4 %). 



 37

Ecstasy: The average price of the ecstasy tablets collected by the SINTES facility fell below 
the 10 € price barrier in spring 2002 (9.9 €). However, during the second half of the year it 
was 11.3 € (n = 300 tablets). Round prices are still the rule, almost half the tablets being sold 
at 10 € and one third at 15 €. 
The average price of capsules during the second half of 2002 was 12.2 € and samples of 
powder sold as MDMA were sold at 41 €.  
Of the 1993 samples collected in 2002 under the SINTES system, 8 out of ten tablets were 
ecstasy. In 2002, MDMA was found twice as frequently in the capsules (27% of capsules in 
2001 and 59% in 2002) and amphetamine twice as frequently in the powders (17% in 2001 
and 30% in 2002) (Table 23). Compared with 2001, containing at least one amphetamine 
derivative (taking MDMA, MDEA, MDA and amphetamine together) had increased. 

Table 23: Form and content of samples collected and seized in France in 2002, as 
shown in the SINTES database 

 Tablet 
% 

Capsul
e 
% 

Powder 
% 

Liquid 
% 

Tab 
% 

Total 

MDMA 82 59 28 1/36 7/25 70 
MDEA 4 1 3 0 0 3 
MDA 3 0 <1 0 0 2 
Amphetamine 7 8 30 0 1/25 10 
At least one amphetamine 88 73 57 1/36 8/25 78 
Cocaine <1 3 3 0 4/25 1 
Caffeine 7 11 34 0 7/25 12 
Anaesthetics** 0 <1 10 9/36 1/25 2 
Hallucinogens*** 0 0 0 1/36 9/25 <1 
Medicinal substances 6 41 22 5/36 10/25 11 
No psychoactive substance 5 10 14 12/36 3/25 8 
Total number of samples 1452 132 280 36 25 1925 

* : MDMA, MDEA, MDA, amphetamine,  **: ketamine, Lidocaine®, Gamma-OH ; *** : LSD, Psilocybine 
Interpretation: of the 1452 tablets collected in 2002, 82% contained MDMA. As a sample may contain several substances 

(e.g. MDMA + caffeine), the column totals are higher than 100. 
Data and processing: SINTES/OFDT 

The progressive fall in the average dosage of ecstasy tablets observed since SINTES was 
established continued in 2002: 56 mg of MDMA (25% of the tablet) on average in 2002, as 
against 63 mg (27%) in 2001 and 74 mg (29%) in 2000. During the second half of the year, 
samples dosed with more than 100 mg were identified, leading to the issue of quick 
information notes. 
 
 

6. Trends per Drug  

Cannabis 

Use 
In 2002, cannabis is still the illicit substance with the highest consumption in France. 
According to Beck, F. and Legleye, S. (2003b), the number of those having tried cannabis 
amongst the French population between 18 and 75 years of age reached 9.5 million in 2002 
and the number of everyday users was estimated at 350,000 (18 to 75).  
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Amongst 18 to 75 year-olds, the prevalence of experimentation (at least once) was 23%, an 
increase on 1999; use at least once in the past 12 months followed the same trend, rising 
from 6% to 7.5% (Beck and Legleye, 2003b). 
In 1999, 47.3% of boys and 38.1% of girls aged 17 said they had already taken cannabis at 
least once (Beck et al. 2003a). The rising trend observed throughout the nineties continued 
through the turn of the millennium. The first figures available from ESCAPAD 2002 confirm 
this trend: 54.6% of boys and 45.7% of girls at the age of 17 had tried it at least once. 
Repeated use and regular use have increase in a similar way or even faster: regular use of 
cannabis increased between 2000 and 2002 from 5.2% to 6.8% (p<0.01) amongst girls of 17 
and from 14.6% to 17.7% (p<0,001) amongst boys of the same age (Beck and Legleye, 
2003a). 

Health and social consequences 
The increase in the demand for treatment in connection with the use of cannabis is dealt with 
in part 15 of the same report.  
Two cases of death were mentioned by OCRTIS (Central Office for the Repression of Drug-
related Offences) in 2002 in which cannabis was associated with other substances in one 
with medicines and in the other with amphetamines. 

Criminal consequences 
During 2002, there were 73,449 arrests for the use of cannabis (an increase over 2001 but 
similar to 2000) involving a total of 69,976 persons. Amongst the arrests for the use of 
cannabis, those for the use of cannabis resin are in the majority (91%). 
The uses arrested are mostly French males with an average age of 22 (but more than 14% 
of arrests concern minors). Students and secondary school pupils make up 30% of those 
arrested, the most highly represented professional category, followed by labourers (23%) 
and persons with no declared professional occupation. 
Of the 69,967 persons involved in the arrests, 93.6% committed only one offence during the 
year, 5.7% were arrested twice or more for use of cannabis. The remaining 0.7% (467 
persons) were arrested for one or more uses of cannabis and other substances during the 
year (mainly heroin). 

Supply and trafficking 
Cannabis resin is the main substance trafficked in France, whereas cannabis grass and oil 
remain in an accessory role. 
In 2002, more than 70% of resin consignments seized in France were destined for European 
countries. The main destination countries, in order of importance, were: Great Britain, the 
Netherlands, Italy, Ireland, Germany and Belgium. The main country of procurement was 
Spain. 
With regard to cannabis grass, the European countries are a major source of supply for 
France. 

Heroin and other opiates 

Use 
The level of experimentation with heroin amongst the general population remained low in 
2002: 0.7% at least once amongst 18 to 75 year-olds, 1% amongst 17 to 19 year-olds, the 
estimated number of those aged from 18 to 75 having tried it in 2002 is 300,000. The 
prevalence of use during the past month was even lower. 
Amongst those frequenting the “low threshold” facilities, 71% stated that they had used 
heroin at least 10 times, 31% having used it during the past month. Recent users are mainly 
men under 35 years of age, the average age of first use being 20 (Bello et al. 2003). 
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In the techno party context, 2 groups of heroin users were identified: 
•  the main group is largely made up of marginalized urban nomads, “travellers”, who 

took to using heroin to regulate their use of stimulants and have subsequently 
become dependent,  

•  the other group consists of those who use heroin occasionally, without actually 
becoming dependent, in order to cope with the difficult phase of “coming down” after 
taking stimulants and hallucinogens. 

In 2002, the fall in injection and the rise of sniffing and inhalation in both contexts (party and 
urban) continued. Amongst heroin users in the “low threshold” facilities, the number injecting 
during the past month remained high (61%) but was lower amongst the most recent users 
(46% of those who had been using it for less than five years). Sniffing (52% in 2002 against 
31% in 2001) and inhalation (245 in 2002 against 15% in 2001) seem to be increasingly used 
(Bello et al. 2003). 
Continuing the trend of the previous year, the image of the substance is improving. In the 
urban environment, heroin appears to be the substance of choice compared to other opiates 
and especially over HDB in non-substitution use. In the techno party context, the image of 
heroin also seems to be improving thanks to the development of methods of use (sniffing and 
inhalation) that are less stigmatised than injection and the presence of products such as 
ketamine, which seem more dangerous. 

Health and social consequences 
Between 1998 and 2001, the proportion of those registered for treatment in the specialised 
treatment centres where heroin was the substance in question fell from 55% to 51%. The 
average age of those registered in connection with opiate use was 31, which is rising year by 
year. 
From 1998 to 2002, according to the system of information on the accessibility of injection 
equipment and substitution products (SIAMOIS) of the InVS, the estimated number of 
patients undergoing substitution treatment with HDB rose from 59,238 to 80,173. The 
number undergoing substitution treatment with methadone rose from 6,749 to 15,532 (an 
increase of 130%). Thus, the total number undergoing substitution treatment in 2002 was 
95,705. 
In 2002, there were 36 deaths caused by heroin, in 6 of which it was associated with other 
substances (cannabis and cocaine, cocaine, Neocodion, Methadone, Subutex®, Transxene 
and alcohol). The fall in numbers is particularly large compared to 2001: the number of 
overdoses with heroin fell 46% and it was involved in only 37% of overdoses in 2002. These 
overdoses mostly occurred in the user’s home. 
5 deaths from Subutex® were recorded, in one of which it was associated with a barbiturate 
and alcohol. Methadone was responsible for 4 further deaths. 9 deaths in total, representing 
9.3% of deaths by overdose in 2002, were caused by substitution products. 

Criminal consequences 
3,449 arrests for opiate use were made in 2002, being 4.2% of all arrests for drug use, a 
proportion that has been falling since 1996. 
The average age of the users arrested was 29, which continues to rise from year to year. 
These are mainly French males, either without a professional occupation or labourers. 
Those arrested for use and trafficking or heroin trafficking are generally older than those 
arrested for use but other socio-demographic characteristics are similar. 
Finally, 116 persons were arrested for use, use and trafficking or trafficking of Subutex® (59, 
39 and 18 respectively), chiefly in Paris. Arrest for use and trafficking of methadone also took 
place (35 in all) and these were more spread out over the French territory that the arrests for 
Subutex®. 

Supply and trafficking 
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Heroin remains a substance of low availability and accessibility. Even if certain TREND sites 
reported an increased street availability of heroin, this most frequently remains sporadic. This 
substance is most often obtained through people selling at home.  
The 476 kg of heroin seized in 2002 represent the largest volume seized in the past 5 years. 
The French market is supplied through the Netherlands and Belgium and represents 40% of 
the total amount seized in 2002. 
The majority of the TREND observation sites did, however, see an increase in the presence 
of Subutex® on the parallel market, continuing the trend of previous years. 
The misuse of methadone, if it exists, appears to be marginal. While two TREND sites 
reported the development of the use of methadone without medical supervision, the rest, i.e. 
the majority, reported that the prescription rules were respected and that street trafficking 
was virtually non-existent. 

Cocaine and crack 

Use 
Apart from cannabis, cocaine is the illicit substance that has been most frequently tried by 
the population from 18 to 75 years of age with an estimated number of users in this age 
group of 850,000 (Beck and Legleye, 2003b). The prevalence of experimentation in this age 
group is 2%, while the largest group of those having used it in the past year is the 18 to 24 
year-olds at 0.9% (Beck and Legleye, 2003b). 
Amongst 18 year-olds, 2.5% of boys and 1.3% of girls had tried it at least once, the average 
age of experimentation being 16 (Beck et al. 2002b). 
The spread of the use of cocaine in the techno party context and in urban areas, already 
indicated in TREND reports for previous years, continued in 2002. “It affects non-
interconnected social networks” (Bello et al. 2003) and diverse consumer profiles: former 
heroin users, persons under substitution treatment, those taking part in techno party events or 
other events, the well-integrated and the marginalised. 
Amongst the users of the “low threshold” facilities, 69% had used cocaine at least ten times in 
all and 39% crack/free-base (Bello et al. 2003). More than half (55%) admitted to having use 
cocaine (42%) or crack/free-base (26%) in the course of the past month. It is the stimulant 
most widely used by these people. The most recent cocaine users (less than five years) inject 
less (36%) and sniff more (59%) than longer-term users. 
In the techno party context, we have no estimated prevalence numbers, however, it seems 
that cocaine is easily observed and frequently used, although probably less than ecstasy 
(Bello et al. 2003). The main methods of use remain sniffing and smoking. 

Health and social consequences 
Cocaine and crack have been the largest single cause for registrations in the specialised 
treatment centres since 1998: 5.6% of patient registered in 1998 against 7.3% in 2001. 
12 cases of death by cocaine overdose were recorded in 2002, of which 2 where cocaine 
was associated with Subutex®. Deaths attributed to this substance represented 12.4% of all 
drug related deaths, a higher proportion than in 2000 and 2001. 

Criminal consequences 
2,430 arrests for the use of cocaine or crack were recorded in 2002. Paris is the department 
where arrests for use were most frequent. 
The average age of those arrested for use of cocaine was 29, for the use of crack it is 33.5 
(the highest average for all narcotic substances). While the majority of users, user-resellers 
and local traffickers are French, this is not the case for those arrested for international 
trafficking (87% foreigners for trafficking cocaine and 55% for crack). 
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Supply and trafficking 
The availability of the powder form continues to rise in urban areas and in the techno party 
context. That of the “base” form remains essentially centred on Paris and les Antilles, most 
frequently under the name of crack. This appears to be rising on other mainland sites, often 
under the name of “free-base”. 
The average price of a gram of cocaine is 69 € in urban areas and 70 € in the techno party 
context. 
According to OCRTIS (2003), “more than any other substance, cocaine trafficking has taken 
on a European dimension. The seizures made show that 5 European countries are 
particularly implicated in anti-trafficking activities, Spain, the Netherlands, Great Britain, 
Portugal and France), these being the 5 countries providing the most favourable entry points 
for Columbian cocaine”. 
France remains a transit country for cocaine (only Portugal could be identified as a 
destination country for crack this year): 44% of cocaine seized in 2002 was destined for the 
Netherlands, 18% for Italy and 10% for Great Britain. The main source regions for cocaine 
are Central America, South America and the Caribbean. 

Ecstasy 

Use 
The main consumers of ecstasy are young adults (prevalence of 2.3% amongst 18 to 25 
year-olds) but the prevalence of experimentation amongst 18 to 75 year-olds remains below 
1% (=0.9%) (Beck and Legleye, 2003b). The number of those aged between 18 and 75 who 
had tried it was estimated in 2002 at 350,000 and the number of occasional users at 
150,000. 
For 17 year-olds, the prevalence of experimentation in 2000 was 1.4% for girls and 2.8% for 
boys. These figures rose in 2002 to 2.9% for girls and 5.0% for boys (Beck et al. 2003a).  
Ecstasy remains a product that is very easily observed in the techno party context and is 
continuing its invasion of other social contexts. 
A quarter of those encountered in the “low threshold” facilities admitted to having consumed 
it during the past month. It is consumed more by males than females (the gender ratio is 3 
men to one woman) and by young people (46% are under 25 and 90% are under 35). 
The observation data from the TREND site network on ecstasy users show that, apart from 
those close to the techno party context, it is used by: 

•  those suffering from a certain social instability, such as the youth from difficult areas, 
young deviants or even dealing users,   

•  users of other drugs, multiple users, users injecting cocaine who are not on 
substitution treatment, former users on substitution. 

While ecstasy tablets remained the most usual form in 2002, an increasing demand for 
MDMA in powder form was observed by the sites network (Bello et al. 2003). This is most 
often sold under the chemical designation of “MDMA”. These observations are backed up by 
the SINTES system, which observed that samples of powder containing MDMA were 
collected twice as often in 2002 as in 2001 (51 to 26) while there was a 5 times increase in 
capsules (74 to 16). 
Three hypotheses can be advanced to explain the preference of certain users for the powder 
form: the low confidence that experienced users now have in the tablet form, a sense that the 
powder form is more easily managed than tablets and the fact that this form adapts to the 
currently fashionable methods of use.  

Health and social consequences 
Ecstasy’s contribution to the total registrations for treatment of drug users is very small 
(1.4%).  
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Two deaths in connection with the use of ecstasy were recorded in 2001; in one case this 
was the only product involved, in the other, it was associated with Subutex®, Skenan® and 
alcohol. Last year, there were 8 deaths involving this substance. 

Criminal consequences 
In 2002, 1,384 arrests were made for the use of ecstasy, representing a drop of 9% in 
comparison with the previous year. The average age was 23 and 3% of them were minors. 
Of those arrested for using ecstasy (a total of 1,481 persons were involved in the 1,384 
arrests), 8.8% were arrested twice during the year for using it and 8.8% were arrested for 
one or more uses during the year of ecstasy in association with another product (the other 
product in question was most frequently cannabis).  

Supply and trafficking 
The price of an ecstasy tablet continued its fall at the beginning of 2002 but stabilised in the 
second half of the year generally settling between 10 and 15 €. 
In France, more than 2 million doses were seized in 2002. “The growth of ecstasy trafficking 
in Europe is both disquieting and significant: in 2002, nearly 19 million ecstasy tablets were 
seized in the European Union countries (against 17.7 million in 2000 and 11.7 million in 
1999).” (OCRTIS, 2003). The tablets seized cam mostly from the Netherlands and were 
destined for Spain, France, the United States and Great Britain. 

Hallucinogens 

According to Bello, P.-Y. et al. (2003), “It is a minority of problem users in urban areas who 
have used LSD recently. Such use is essentially episodic, taken orally. The availability and 
accessibility of this substance in the two contexts studied fell sharply in 2002, apparently in 
connection with a major fall in supply.”  
The frequency of use of ketamine does not seem to have changed between 2001 and 2002; 
it involves a small minority of persons presenting very disparate social profiles (Bello et al. 
2003). Its extreme use on party occasions seems to have been more stigmatised by the 
participants in 2002 than in 2001, whereas more controlled use seems to be growing. Its 
availability and accessibility seem to have fallen in 2002.  
Hallucinogenic mushrooms are used by a small minority of the persons observed by TREND 
(2003) but appear in the surveys of the general population amongst the illicit substances 
must frequently tried (prevalence of 1.1% amongst 18 to 75 year-olds and 2.3% amongst 18 
to 25 year-olds (Beck and Legleye, 2003b)). No recent change in the frequency of their 
consumption has been observed. It seems, however, that their users have a very wide range 
of social profiles (Bello et al. 2003). They are almost always taken orally. While their 
accessibility and availability appear to be stable, they are difficult to evaluate, as they can be 
home grown and non-commercial exchange is frequent (gift or swapping). 
GHB is hardly observed in the contexts monitored by TREND (2003) “it is a substance that 
continues to be discussed in the media, chiefly because of its use as a ‘date rape’ drug.”  

Multiple use 

At 18 years of age, a majority of young people confess to having tried several psychoactive 
substances; in most cases the substances concerned are tobacco, alcohol and cannabis. 
The multiple consumption of alcohol, tobacco and cannabis concerned 8.3% of girls and 
22.9% of boys, who state that they have consumed at least two of these substances at least 
ten times per month for alcohol and cannabis, daily for tobacco, during the past 30 days 
(Beck et al. 2002b). The most common multiple consumption of these 3 substances is of 
tobacco and cannabis for both girls and boys (Table 24). It is the multiple consumers, 
especially those that have used all three substances together, who are more likely than other 
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young people to admit to trying illicit psychoactive substances other than cannabis (Beck et 
al. 2002b).  
Amongst people aged between 15 and 44, 14.7% of the population have indulged in 
repeated multiple consumption and the same association are found as amongst the young 
people with a significantly higher proportion of regular consumption of alcohol with tobacco 
(Table 24) (Beck et al. 2002a). Those consuming cannabis with other substances are the 
most likely to have tried illicit substances. 

Table 24: Multiple consumption of alcohol, tobacco and cannabis  
according to sex and age 

 At age 18 (1) Aged 15-44 (2) 
 girls boys total (%) % of men 
Alcohol-tobacco 2.0 5.6 8.7 69.9 
Alcohol-cannabis 0.1 0.6 0.4 76.0 
Tobacco-cannabis 5.1 11.5 3.9 63.0 
Alcohol-tobacco-cannabis 1.3 5.2 1.7 83.9 
None of the above 91.5 77.1 85.3 45.5 

(1) two substances consumed during the last 30 days: at least one cigarette a day, at least 
ten alcoholic drinks, at least 10 uses of cannabis. 

(2) repeated multiple consumption of at least two of the three substances: tobacco (smoking 
daily), alcohol (more than 10 times a month), cannabis (at least 10 times a year). 

Sources: ESCAPAD 2001, OFDT; Health barometer, CFES, processing OFDT. 

In the framework of the SINTES system, the associated consumptions13 that could have 
been taken at the same time as the substance collected were studied for those who were 
either “potential consumers” or “under the influence of the substance”. Of these consumers, 
1 in 8 had not taken any substance other than that collected (Giraudon and Bello, 2003). The 
main associations with synthetic products are cannabis (77% of users), alcohol (68%) and, to 
a lesser extent, amphetamines (19%) and acids or LSD (18%). 
Finally, regarding those undergoing substitution treatment, a fall in the consumption of illicit 
opiates was observed but counterbalanced by an increase in alcoholism (OFDT, 2003). 
 
 

7. Discussion 

7.1 Consistency between indicators 
Three main categories of sources (surveys of the general population, national files and 
registers, administrative statistics) consolidated or supplemented by qualitative data enable 
us to assess the situation regarding drug consumption and its consequences.  
Taking account of the limitations inherent in their extraction from the data, it is, generally 
speaking, unwise to attach too much importance to small fluctuations in any one indicator. 
Only significantly large changes in indicators, with confirmation from other data of the same 
nature, can be interpreted as trends. 
 
During the last decade (1990 – 2000), the converging changes in the indicators made it 
possible to confirm certain trends: 

•  the changes in the importance of heroin in cases of problematic consumption of illicit 
drugs; as can be seen from Graph 4, since 1994-95, overdoses, arrests, new cases 

                                                 
13 The questionnaire included the following substances: alcohol, cannabis, acid, heroin, cocaine, medicines 
psychotropic substances, amphetamine, other substances. 
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of AIDS amongst the users of drugs by injection and the number of seizures are 
falling steadily, with an opposite movement in the number of persons undergoing 
substitution treatment (Subutex®). 

Graph 4: Change in the main indicators for heroin, 1990-2001 
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Sources: FNAILS, OCRTIS ; OPPIDUM, CEIP / AFSSAPS ; InVS. 

For two years, the TREND facility has observed, following an observable reduction in 
the use of heroin and in connection with the growth in registrations for treatment with 
substitution products, an observable relative stabilisation in the frequency of its use 
(Bello et al. 2002 ; Bello et al. 2003). In addition, several studies have put forward the 
“new uses of heroin” (Reynaud-Maurupt and Verchere, 2003; Bello et al. 2003) : 

•  the correlation of the above with a rise in the importance of cocaine, 
•  the increased consumption of cannabis, 
•  the rapid rise of synthetic drugs. Indeed, the convergence of the various indicators 

available is notable: the increase in the number of seizures made and the number of 
arrests, as well as the observations of the TREND system, which confirm that ecstasy 
is a product easily observed in the techno party context and continuing to grow in 
importance outside this context (Bello et al. 2002 ; Bello et al. 2003),  

•  the growth of multiple substance use. 
 

7.2 Methodological limitations and data quality 
With regard to the scale of drug consumption, one of the main gaps in the French information 
system has, in large part, been filled by setting up a permanent system for monitoring 
consumption, perceptions and opinions on drugs amongst the general population. 
Nevertheless, this system has its limitations: the fact that consumption must be declared by 
the user and the bias introduced by certain methodological aspects, in particular the way in 
which the questionnaire is delivered. 
One of the principal methodological problems that faces us for the coming years is that 
concerning telephone surveys (reporting bias and coverage: the development of "red lists" 
and the mobile telephone). A comparative study of a sample of individuals with a mobile 
phone but no fixed line at home was carried out by the OFDT as a part of its EROPP survey. 
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The quality of delivery of the questionnaire by mobile phone seems more hazardous. Even if 
the possession of a mobile phone is associated with a particular demographic profile (more 
often young, qualified men) and a specific lifestyle (more likely to use psychoactive 
substances), “to the extent that the data collected by fixed line are aligned with the census 
[…], the failure to survey those only possessing a mobile phone does not bias the measures 
of the opinions expressed regarding drugs” (Beck et al. 2003). 
 
The available indicators on the health consequences of drug consumption are still too fragile. 
The collection of information on the data relating to requests for treatment, in accordance 
with the European protocol, should begin on 1 January 2004. It remains difficult to make an 
estimate of the coverage and the representative character to be obtained from the first 
period. Within 1 or 2 years, France should, therefore, be in a position to supply data on the 
demand for treatment that is compatible with the European protocol. 
Although the recruitment criteria are not those defined by the EMCDDA, the retrospective 
cohort study on the mortality of users arrested will yield information on the medium-term 
trend of mortality of this specific population (see part 3.2). These results cannot, however, be 
generalised for all users, as not enough is known about the status of those arrested (active 
user) and the manner of use (frequency, method of taking etc.). 
With a view to improving the indicators of user mortality, a joint exercise should be carried 
out between the various institutions providing mortality data (INSERM, OCRTIS, DRAMES) 
and the OFDT. Standardisation and comparison of results from the three available sources 
over a given period will enable us to understand, identify and qualify the failings of each of 
them. 
The available indicators on the social consequences of drug consumption – apart from 
judicial consequences – are even more sparse. The socio-economic and demographic 
characteristics of the users covered by the surveys are generally used to illustrate this area. 
However, qualitative surveys do give a snapshot view of the social consequences of drug 
use in specific user populations (youth, prostitutes, the homeless etc.). An expert study is 
currently under way, which will make it possible to determine which monitoring indicators are 
the most relevant for measuring social damage14 in connection with the use of psychoactive 
substances. 
A rapid increase is required in the concentration of observation and research on substances 
currently covered in a relatively cursory manner:  

•  the problem use of psychotropic medicines; the OFDT has already set up a working 
group made up of doctors, psychiatrists and sociologists with a view to clarifying the 
notions of inappropriate use and problem use and to devising and establishing 
indicators, 

•  the evaluation of substitution treatments and, in particular, misuses. 
 

                                                 
14 The field of social damage covers the following aspects: delinquency and criminality, educational difficulties, 
difficulties in family relationships, social exclusion and insecurity, prostitution, integration in the world of work, the 
underground economy, corruption and breaches of security. 
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PART 3 : DEMAND REDUCTION INTERVENTIONS 
The three-year plan was prolonged until June 2002 but no directive regarding demand 
reduction policy has been issued since that date. The next lines of intervention should shortly 
be determined by the Interministerial Mission (MILDT) according to the lines defined by the 
Government. 
In the absence of a new established policy, few new initiatives were started during 2002 and 
the professionals continued working according to the priorities defined in the 1999-2002 
three-year plan. 
 
 

8. Strategies in Demand Reduction at National Level 

8.1 Major strategies and activities 
Since the adoption of the Government’s three-year plan in June 1999, the national demand 
reduction strategy has been based on the following main principles: 

•  the extension of preventive measures to all forms of consumption of psychoactive 
substances (whatever the legal status of the substance), 

•  the establishment of early and appropriate health and social care for consumers of 
psychoactive substances, 

•  incorporation of public health considerations in criminal policy so that users arrested, 
sentenced or imprisoned can benefit from a socialising and health response 
appropriate to their individual situations, 

•  the reinforcement of risk reduction policy amongst dependent active users and the 
extension of risk and harm reduction policy to cover all kinds of consumption, 
especially recreational use by young people. 

 

8.2 Approaches and new developments 

a) Health developments relevant to demand reduction  

A working group, bringing together the General Health Department (DGS), the French Health 
Products Safety Agency (AFSSAPS), the MILDT and the OFDT, was set up in 2001 to re-
assess the programmes for the distribution of heroin under medical supervision. In this 
context, the OFDT has entrusted a group of foreign researchers with documentary research 
on the various clinical trials regarding programmes based on heroin prescribed for injection 
and their effectiveness in the prescribing countries15 (United Kingdom, Switzerland, 
Germany, Spain, Australia and the United States).   

b) Socio-cultural developments relevant to demand reduction 

Since 1999, front-line teams have been set up (at present, 5 in all) with the objectives of 
improving the provision of care for marginalised active users and improving the acceptability 
in the neighbourhoods affected of the risk and harm reduction policies by means of active 
information and exchange of ideas. 
One year after its formation, the operations and activities of the first front-line team 
(established in the 18th arrondissement of Paris) were evaluated (Fayman S. (ACT 
Consultants) et al. 2003).  

                                                 
15 Working document for internal use, the results and conclusions of the research have not been published. 
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The conclusion of the evaluation was that “dialogue between local political representatives, 
neighbours, the forces of law and order and professionals appears essential […] but for this 
to become a reality, it must be actively encouraged in the locality.  Furthermore, the 
professionals in the facilities must play a more active role in encouraging dialogue and 
acceptance, becoming more involved in information and public awareness activities, aimed, 
in particular, at residents and local political representatives.” (Setbon et al. 2003). 

c) Developments in public opinion 

In the survey of representations, opinions and perceptions of psychoactive substances 
carried out in 2002 (Beck et al. 2003), support for existing measures proved stable with 
reference to 1999. In 2002, 82.1 % of those questioned approved of substitution treatment 
(80.8 % in 1999), while 59.9 % approved of the unrestricted availability of syringes (63.0 % in 
1999). The consensus regarding obligatory treatment for illicit drug users who are arrested 
also remains very strong (91% in favour in both surveys). 
There is a connection between the knowledge of the existence of substitution treatment and 
the acceptance of such a practice: 51% of those who know that doctors can prescribe 
substitution treatment are entirely in favour, against 27% of those who do not know this. 
Dialogue and information are essential components of risk reduction policy. A new question 
was introduced regarding this in 2002 in order to evaluate the level of acceptance in the 
population: “In order to reduce health risks, some believe that drug users should be informed 
about the least dangerous method of use. Do you agree?” Those surveyed proved very 
much in favour of such an initiative (81.4% at least more or less in agreement).  
We might also refer to section 1.4 for the opinion of the French regarding public policy as it 
affects cannabis in particular. 

d) Specifics events during the reporting year 

The report on access to methadone in France by four experts appointed by Bernard 
Kouchner (former Minister for Health) was made public in 2001 (Auge-Caumon et al. 2002). 
This report indicates that the two existing substitution treatments (based on HDB and 
methadone) have proved effective with an 80% reduction in deaths by overdose from 1994 to 
2000, increased access to care for large numbers of people and a reduction in the 
consumption of heroin (Box 5). 

Box 5: Recommendations of the report on access to methadone 
(Auge-Caumon et al. 2002) 

1. The balance of access to and use of the two substitution products should be adjusted: 
8 treatments with HDB for each treatment with methadone. 
2. Trials of other substitution treatments should be encouraged, giving priority to 
morphine and heroin sulphates and including administration by injection. 
3. To improve the treatment of drug users and the quality of medico-psychosocial care, 
measures to extend the primary prescription of methadone are proposed. 
4. A consensual conference should be organised on substitution treatment methods to 
favour their development on a principle of quality of care associating all medico-
psychosocial participants.  
5. A National Agency for Addiction Research (ANRA) should be established with the 
purpose of maintaining knowledge and carrying out fundamental, clinical and therapeutic 
research. 

 
The Consultative Commission on substitution treatment of addiction met 4 times in 2002. The 
commission has some twenty members from various sectors (institutions, care centres, 
doctors, associations etc.) and is charged with: 
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•  monitoring developments in the use of substitution treatment in the framework of 
registration of addicts for treatment, 

•  making proposals for the improvement of the organisation of the prescription and 
delivery of substitution medicines, 

•  studying the context of use of any other substitution treatment, 
•  providing expert assistance to the departmental committees for monitoring 

substitution treatment. 
 
A group of experts chaired by Professor Michel Reynaud has reviewed the knowledge and 
treatment of the harmful use of psychoactive substances and proposes a clear and 
referenced definition of criteria for recognising such harmful use (Reynaud, 2002). The report 
presents validated clinical tools for detecting substance abuse as early as possible and 
summarises simple and validated strategies for registration for treatment. It concludes with a 
series of proposals for putting this early detection and registration into practice. 
 
 

9. Prevention 

a) National strategy 

Box 6: Drug prevention strategy in France 

In France, the development of social action is strongly marked by republican values, 
centred on the rights of the citizen and following the idea of the extension of rights and 
services guaranteed by the State (Welfare State). While well served by the voluntary 
sector, drug prevention has always fallen within the framework of this common law 
principle of public service. In this system, the various organs of State can intervene 
according to their competence to offer specific or even individualised responses. This 
traditional political model does not adapt to a logic of programming, which would be 
founded on specific means and inputs such as the identification, in advance, of risk 
factors. Indeed, such an approach would lead to distinctions of a social and cultural 
nature (ethnic, religious etc.) that are inadmissible in French society.  
This context explains the absence of structured drug prevention programmes and the 
predominance of support mechanisms and services in the description of the national 
strategies. 

 

The provisions of the three-year plan defined in 1999 were prolonged until June 2002. The 
major change in the field of prevention lies in the extension to all psychoactive substances, 
licit or illicit, and in the objective of avoiding the progression from use to harmful use or 
dependence in addition to the traditional objective of preventing initiation (OFDT, 2002b).  
The main objectives fixed by the Government plan consist in both stimulating departmental 
co-ordination of prevention policy and promoting the consideration of all types of use at the 
national level. 
During the second half of 2002, these strategies have persisted in the absence of new 
directives to abrogate them. Nevertheless, policy in the field of prevention, could has suffered 
from the budgetary freeze intervened during the year.  
In addition, the definition and organisation were fixed by the law of 4 March 2002 regarding 
the rights of the sick and the quality of the health system and which also instituted the 
National Prevention Technical Committee (Art. L 1417-3) and the National Institute for Health 
Education and Prevention or INPES (Art. L 1417-4) (see following section).  
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b) Organisation and coordination within national structures 

The MILDT is the guarantor of collaboration between the ministries on anti-drug policies. It 
defines the national guidelines that are implemented at the local level by its network of “drugs 
and dependencies” project leaders (CPDD). These latter, charged with the local co-
ordination of prevention policy, define a departmental programme in collaboration with the 
relevant State bodies, local government and the voluntary associations. 
Within the Ministry of National Education, the Department of School Education (DESCO) is 
charged with the co-ordination and evaluation of the policy of health promotion amongst 
pupils. As such, it is the favoured ministerial point of reference of the MILDT where 
prevention is concerned. The DESCO runs the network of technical advisers (doctors and 
nurses) of the decentralised services (education departments and rectorates), making them 
aware of the broad lines of ministerial policy. These technical advisers are involved in 
drawing up and implementing the regional and departmental systems pertaining to health, 
social exclusion and prevention amongst school pupils: Prevention/treatment access 
programme for people at risk16 (PRAPS), departmental programmes of dependency 
prevention and, since February 2002, regional health programmes (PRS).  
The police services have officers who carry out prevention work in addition to their normal 
duties: the anti-drug shift trainers (FRAD), officers of the Gendarmerie (Gendarmerie, 
Ministry of Defence) and the anti-drug police trainers (PFAD, Ministry of the Interior). Their 
primary target audience is young people in colleges and secondary schools. Finally, the 
Mission for the Fight Against Drugs (MILAD, Ministry of the Interior) runs a travelling 
information and addiction prevention campaign.  
A national prevention technical committee has been established to co-ordinate the 
prevention actions and their financing (law of 4 March 2002). Chaired by the Minister of 
Health, its members are representatives of the ministries concerned17, several national health 
authorities, the INPES, the health insurance authority, local governments and qualified 
individuals. 
The INPES is a new public body, replacing the French Committee for Health Education or 
CFES, placed under the supervision of the Ministry of Health, the Family and the Disabled. 
As a plank of the Government’s prevention policy, its main tasks are: 

•  the provision of expertise and advice on prevention and health promotion matters, 
•  the development of health and therapeutic education throughout the country, 

collaborating, in particular, with the network of 107 regional and departmental health 
education committees, 

•  the implementation on behalf of the State and its public bodies of the national priority 
prevention programmes, the content of which is determined by the Ministry of Health 
and, so far as necessary, by other ministries concerned.  

Its income and expenditure budget for 2002 was fixed at 71,088,969 euro. 

c) Expenditures on prevention in member states 

The credits granted by the MILDT in 2002 for prevention are presented in Table 25. 
The State subsidies for prevention of dependencies was 10.8 M€, as against 15.4 M€ in 
2001 and 11 M€ in 2000. For an estimate of the national expenditure in the field of 
prevention, it would also have been necessary to be able to evaluate the credits from the 
National Education and Health Information Prevention Fund (FNPEIS) of the health 
insurance, from the INPES and from private sources (e.g. the mutual funds). 
 

                                                 
16 Circular DGS-SP2 No. 99-110 of 23 February 1999 regarding the establishment of a programme of access to 
prevention and care for persons in need (NOR: MESP9930076C). 
17 In particular, the ministers responsible for health, social security, national education, youth and sports, 
employment, the environment and equipment. 
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Table 25: Prevention actions financed by the MILDT credits in 2002 

Type of action Credit 
(in millions of euro) 

Actions carried out as part of departmental prevention 
programmes (administered by “drugs and dependencies” project 
leaders) 

6.60 

Local actions under the supervision or administration of:  
- National Education (via the CESCs) 1.30 
- Youth and Sports 1.30 
- Agriculture (agricultural training) 0.13 
- Other decentralised services (PFAD and FRAD(1) etc.) 0.50 
- Associations heading up networks 1.00 

Total  10.83 
(1) cf. 9. section b. 
Source : MILDT, 2002. 

9.1 School programmes 

a) Specificities of policies 

The prevention of dependencies is a part of the policy on risk behaviour of youths18, a 
fundamental principle of the policy of promotion of pupil health since 1990. 
Formally, in the general or professional public secondary education establishments, the 
organisation of prevention is the prerogative of the head of the establishment. However, they 
are strongly urged to define an internal prevention policy, to establish co-ordination 
committees (Health and Citizenship Educational Committees or CESC) and to take account 
of the guidelines provided by the higher levels of their administrations and the regional 
(PRAPS, PRS), departmental (departmental prevention programmes) and local (CEL, CLS) 
authorities concerned by the fields of health, social exclusion and prevention. Thus, in the 
public education establishments, prevention is organised according to the local initiatives of 
the administrative and teaching teams through the “establishment project” (annual).  
In this scheme of things, the CESCs, prevention co-ordination structures within the 
establishments, bring together the teaching community and those active in local social life 
(associations, institutional actors etc,) around the head of the establishment, creating a link 
between the school and its environment. 

b) Models of school intervention 

As stated in the introductory box (Box 6), there is no model of prevention, in the strict sense, 
that is promoted at national level. The promotion of good prevention practice is carried out by 
the circulation of indicative guidelines and tools proposed by the administrations 
concerned, for example: 

•  the “Guidance for the prevention of at-risk behaviour in the school environment” and 
the “Guidance for prevention in primary schools” edited by the Ministry of National 
Education in collaboration with the MILDT; they address the psychology of the child 
and the adolescent, the law, the organisation of prevention and give information on 
psychoactive substances, 

                                                 
18 Circular No. 93-137 of 25 February replaced the provisions in Circular No 98-108 of 1 July 1998 relating to at-
risk behaviour and the health and citizenship education committee, BOEN of 9 July 1998 (NOR: SCOE9801172 
C). 
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•  the information booklet “Prevention of drug use: educational questions” edited by the 
MILDT and the present INPES in January 2002, one of the objectives of which is to 
help professionals carry out actions coherent with other actors concerned. 

In addition, the Commission for the Validation of Prevention Tools, co-ordinated by the 
MILDT, set up in 200, continued its activities in 2002. Its object is to ensure the reliability of 
the contents and a greater coherence of the prevention messages from the various actors in 
the field. Made up of ministry services, representatives of the INPES, experts and workers in 
the field, it provides an appreciation of the supports that are freely submitted to it.  
The publications and tools of the INPES and its network of local health education 
committees, much used in schools, play their part in the spread of knowledge in the matter 
of prevention: 

•  the multi-topic teaching boxes for schools (infants schools, primary schools, colleges 
and secondary schools); 

•  brochures and posters regarding the health of children and adolescents; 
•  the “pedagotheque”, a national information system for the analysis and development 

of teaching tools.  
The law of March 2002 also instituted a mission of accreditation of the public and private 
voluntary organs of prevention and health promotion on the basis of a public specification. 
 
Finally, the adolescent health education, counselling and development network 
(RESEDA) enables professionals in the agricultural training establishments of all the French 
regions to exchange ideas on practices, to share existing experience and to make known 
guidelines and thoughts about the prevention of at-risk behaviour. “Its creation (in 2001) 
illustrates the increased awareness of the tutelage administration and certain professionals 
of at-risk behaviour.” (Setbon et al. 2003). 

c) Prevention program available in the country 

The summary of the prevention of dependencies actions (which may also concern alcohol 
and tobacco) financed in 2002 by the MILDT credits (10.8 M€) will be drawn up in autumn 
2003. 

d) Evaluation studies and results 

The evaluation of the 1999-2002 three-year plan provides some quantitative information on 
the prevention strategies in schools but the most recent are for 2001. 
The three-year plan provided for the promotion of prevention activity in colleges, the 
objective fixed being to provide 40 hours of education within class times or “educational 
meetings for health”. However, the lack of centralised information makes it impossible to 
evaluate the realisation of this objective (Setbon et al. 2003). 
According to the Ministry of National Education, the coverage of the CESCs in 2001 reached 
67% of the 5,231 public secondary establishments (67% of colleges, 68% of secondary 
schools and 65% of the vocational secondary schools). However, the estimates supplied by 
the “drugs and dependencies” project leaders for establishments of these types are lower 
than the figures announced by the ministry: 3,264 or 60% of establishments were involved. In 
2001, according to the same source, about 35 of pupils had benefited from an action of 
prevention, two thirds of which were organised through the CESCs. “These figures, which 
can only be applied to the whole of France by reducing them, suggest in any case, a national 
coverage that is far from exhaustive.” (Setbon et al. 2003). 
Setbon, M., et al. (2003) conclude that “according to the patchy but consistent information, 
health education in schools has not particularly taken off during the three-year plan [1999-
2001] and the generalised prevention actions on psychoactive substances remained in the 
minority, connected with more or less individual initiatives.”  



 52

9.2 Youth programmes outside school 

a) Definition used 

In France, prevention targeting young people outside school and refers to actions carried out 
in the local youth information and reception centres, as well as in sports, cultural or 
recreational facilities (night clubs, bars). There is, however, no established definition. It can 
be that this type of prevention also includes prevention carried out in the techno party context 
(rave parties), possibly in parallel with testing. 

b) Types and characteristics of interventions with youth outside school 

The majority of prevention actions in this area are carried out under the supervision of the 
administrations responsible for youth, co-ordinated by the department of youth and public 
education, by the national police (MILAD lorry that visits tourist sites, see above) our the 
services of the Ministry of Culture and Communication (Department of Music, Dance, 
Theatre and Shows). 

c) Specific training for professional and peers in this field 

Several short training courses, listed by the INPES, took place during 2002. University 
courses were offered, for example: 

•  “Study of addiction” (Université Claude Bernard Lyon I), training in methods and 
know-how required for an effective contribution to health actions against addiction, 
both on the public level (prevention, health education, detection) and on the individual 
level (taking patients into treatment, assistance with withdrawal). Target audience: 
health, justice and social work professionals. 

•  3rd level university diploma (DESS) “Managers of educational and social actions in 
urban areas” (Université Paris VIII, Saint Denis), training for a territorial approach to 
social change and the urban crisis.  

•  “University diploma in health in the community, health promotion and local 
development” (Université Victor Segalen Bordeaux II - Institut de santé publique, 
d'épidémiologie et de développement, Bordeaux), training in community health 
methods, health promotion and health education from the point of view of social 
development. Suitable for: health professionals, administrators, educators, social 
workers. 

The experimental training module “at-risk behaviours of adolescents”, organised in 2000 for 
educational, leadership and rehabilitation professionals, was not repeated. At the local level, 
12 departments obtained supplementary training credits in 2002 for training actions 
incorporated in the departmental prevention programmes. Of these, 3 departments explicitly 
mentioned the topic “at-risk behaviour of adolescents”. 

9.3 Family and childhood 
This area is not the subject of actions centralised by the State structures and prevention 
initiatives aimed at children remain rare. 
Recently, occasional meetings have been organised between secondary school (in the 
framework of CESC) and primary school teachers to define protocols for the prevention of 
problems involving violence and those associated with psychoactive substance use amongst 
pre-adolescents. 
No updated information is available.  
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9.4 Other programmes 

a) Recreational settings 

Regional or local strategy that refer to recreational settings 
The governmental guidelines of the 1999-2001 three-year plan aimed to develop preventive 
actions and emergency interventions in direct relationship with young users in party events, 
sports and cultural locations. This policy is based on the national network of associations and 
the departmental prevention programmes. 
Since 1999, the MILDT has supported training for the association members intervening in the 
party context. At the same time, the health department favours the financing of interventions 
on the ground (nursing/ambulance presence, reception, information and prevention). 
The available information has shown that the definitions of the departmental prevention 
programmes take account of the question of the risk reduction approach at party, cultural and 
sports events. According to the evaluation carried out by EVALUA (2003), of 15 programmes 
selected in this year, 1/3 of the departmental prevention programmes provide for risk 
reduction actions at festivals and rave parties and 3 programmes in ten carry out preventive 
actions in discos to avoid road accidents. 
These results are corroborated by information extracted from the reports of the CPDD, 
responsible for drawing up the departmental prevention programmes. Of the 70 reports for 
2001, 40% of departments had established information, prevention and/or first aid actions for 
recreational locations (Setbon et al. 2003) (Table 26). Six departments in 10 had established 
information and prevention actions for cultural events (250 actions organised in all). Finally, 
43% of departments listed actions in connection with sports events (about 400 beneficiaries 
per department). 

Table 26: Interventions in party, sports and cultural contexts, 2001 

 N Positive 
answers 

S 
(1) 

Avge. 
Per 

dept.(2) 
N Positive 

answers S (1) 
Avge. 
Per 

dept.(2) 
In techno party 
context 29 41 % 165 6 16 23 % 89 450 5 262 

In cultural context 39 56 % 264 7 24 34 % 20 338 814 
In sports context 30 43 % 104 3 20 29 % 7 944 378 

(1) Sum of CDPP responding to the item 
(2) average calculated per department of CDPP responding to the item 
Source: Activity reports of “drugs and dependencies” project leaders Database for 2001, OFDT 

Basic standard for regulating nightlife setting 
The new article 23-I of the law giving guidance and programming for daily security (LOPS) 
requires the organisers of rave parties to declare their plans to the prefect of the department 
concerned. The decree No. 2002-887 of 3 May 2002 sets down how the declarations are to 
be made. 
Private individuals organising party gatherings of a musical nature in locations not designed 
for this purpose must declare their event to the Prefect of the department on month before 
the planned date if the gathering has the following characteristics: amplified music, more 
than 250 participants including the organisers, gathering announced in the press, by posters, 
leaflets or any other means of communication or telecommunication, presence of risks for the 
safety of participants because of an absence of provisions or the configuration of the 
location. The required notice of 1 month is reduced to 15 days for organisers who have 
subscribed to an engagement of good practice, defining their obligations regarding 
prevention and risk reduction actions in accordance with a master document provided by the 
order of 3 May 2002 (NOR: INTD0200243A). 
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The declaration must be accompanied by the authorisation to occupy the location given by 
the owner or the holder of the right of use. It must describe the provisions planned by the 
organisers to guarantee the health and safety of the participants, cleanliness, hygiene and 
public order. 
Failure to make a declaration or the holding of a rave party contrary to a prohibition 
pronounced by the Prefect is punishable with a fine as provided for class 5 offences 
(1,500 €) Further, the decree provides for the supplementary punishment of suspension of 
driving licence for three years or more, the confiscation of “the object that served to or was 
intended to commit the offence or the object that is its product” or 20 to 120 hours of 
Community Service. 

Guidelines for recreational settings and implementation 
The French Association for the Reduction of Risks Connected with Drug Use (AFR) has 
drawn up, in collaboration with other associations, a specification for interventions in 
connection with the use of psychoactive substances in the party context. 
Such interventions are broken down into three points: 

•  the supply of objective information on the effects of psychoactive substances, 
•  the provision of a rest area, away from noise and the consumption of water, 
•  on occasions, quick substance checks. 

Depending on the type of event (free party, tecknival, official rave, festival) a range of 
possible interventional practices has been established, running from minimum (no 
intervention) to maximum (“chill-out” with equipped medical station). 

b) Other programmes 

Community programmes 
Until 2001, the 100 listening posts for the young, their parents or both, based their action on 
a principle of overall prevention of addiction and marginalisation. The evaluation of these 
facilities, carried out by Jacob, E., et al. (2000), highlighted the increase in their interventions 
with persons distant from the institutions and the aid services. Youth reception centres (PAJ), 
set up at about the same time as the listening posts, worked on the problem of social 
emergency amongst the young and were also led to deal with problems of dependence. 
In March 2002, a unified system was set up under the name of Youth reception and 
counselling posts (PAEJ), made up of the PAJ and about 75 of the former listening posts19. 
These new association facilities deal with a broad public, from children in their family 
environment to young adults in insecure situations or going astray, whether or not they are 
users of psychoactive substances. These PAEJ must provide light-handed (non-clinical) 
close preventive support to these young persons in risk situations and to their adult 
entourage, based on welcome, support, raising awareness and mediation. The PAEJ 
exclude, within their walls, therapy, exchange of syringes, monitoring and prolonged, 
specialised social support. Some 25 listening post were highly concentrated on prevention 
and addict care. These were assimilated into the network of specialist treatment centres. 

Telephone help lines 
DATIS “Drugs, Alcohol and Tobacco Info Service” is the free, national telephone helpline with 
a short number (113) that is easily memorised. 
 
In 2001, technical changes, especially the change to the short number and the establishment 
of an outsourced initial reception, made it possible to deal with a larger number of calls 
(511,123 or 565 of the calls received in 2001). In this same year, the calls handled were only 
12% of the calls answered the previous year (graph 5) but their average duration (12.6 min) 
                                                 
19 Circular DGS / DGAS of 12 March 2002 (No. 2002-145). 
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had increased compared with the figures recorded in 2000 (about 3 minutes of additional 
conversation)20. 

Graph 5: Development in the number of calls handled by DATIS 
(and the outsourced initial reception) between 1998 and 2001 

59169

145219
5717064049

60214

184461
161030

511123

0

100000

200000

300000

400000

500000

600000

1998 1999 2000 2001

calls handled calls answered
 

Source: DATIS, 2002. 

The number of calls about alcohol had doubled, those about tobacco had quadrupled. This 
development accelerated particularly between 2000 and 2001 and is explained by the 
extension of the DATIS mission to all psychoactive substances while the capacity remained 
unchanged in terms of the number of receptionists. It is not possible to conclude that this 
measure is entirely successful because, from 1998 to 2001, the calls about cannabis, heroin, 
cocaine, substitution products, ecstasy and the amphetamines fell by an average of 42% 
(Setbon et al. 2003). With regard to cannabis, three hypotheses have been advanced by the 
overall evaluation teem of the three-year plan (Setbon et al. 2003):  

•  since half the calls made could not be handled by the service since the broadening of 
the missions of DATIS, it is the most numerous calls of the previous period that suffer 
most from this saturation, 

•  the public feels better informed21 and seeks less information from DATIS, 
•  the public seeks its information from other sources developed during the three years 

of the plan (e.g. the Web-site). 
Finally, given the overall drop in the calls observed, taking all illicit drugs together, it can be 
wondered if the users of “hard” drugs see a general service as able to answer their 
questions. So this would be a perverse effect of the extension to cover all psychoactive 
substances (Setbon et al. 2003). 

Press campaigns and communication actions 
The last major communication campaign, devised by the MILDT and implemented by the 
INPES, was carried out between January and February 2002 on the radio. The purpose of 
“Pour savoir où vous en êtes” was to draw the attention of young people from 15 to 25 years 
of age to problem consumption22 and encourage them to evaluate their own consumption. 

                                                 
20 Nevertheless, the DATIS personnel reports elements indicating an improvement in the quality of service 
provided. 
21 Indeed, from 1998 to 1999, we observe a slight but significant increase (from 7.8% to 10.4%) in the proportion 
of persons considering themselves well informed. In 2001, 61% of persons considered themselves well or very 
well informed against 58% in 1999. Beck, F., Legleye, S. and Peretti-Watel, P. (2003), Penser les drogues : 
perceptions des produits et des politiques publiques. Enquête sur les représentations opinions et perceptions sur 
les produits psychotropes (EROPP) 2002, OFDT, Paris. 
22 the term problem consumption refers, according to the specification of the campaigns, to intravenous drug 
users and to those who use drugs in a party context. 
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This was the last in a three-year programme of campaigns aiming to change public 
representations and behaviour by broadcasting reliable and credible information about 
psychoactive substances.  
This campaign was associated with intermediary measures aimed at ensuring the 
continuity of information and to direct the public towards the appropriate services: The DATIS 
national reception service (see above), the Web-site, drogues.gouv.fr (see below) and a 
second Web-site aimed at 15 to 25 year-olds (www. drogues-savoir-plus.com). 
This campaign was the subject of a specific survey to assess its impact. It proves that, in 
spite of a high appreciation score (85%) “Pour savoir où vous en êtes” only met with a 
moderate response from the target audience (40% of 15-25 year-olds considered themselves 
concerned by the subject of the campaign, 54% amongst the problem consumers of 
cannabis) and 17% said they had been led to reflect on their consumption (response rate 
below average) (Setbon et al. 2003). 

Internet site 
The Web-site, www.drogues.gouv.fr, was opened in December 1999. Its objective is to make 
all scientifically validated information on all psychoactive substances, licit or illicit, accessible 
to the public. It is the first public service site for drugs and drug addiction in France. 
Since it was set up (December 1999), the site has seen a steady increase in the number and 
duration of visits (Table 27): 65.2% more visits in 2002 than in 2001. 
“Although a qualitative ad hoc study is not available, the usefulness of the site seems to be 
largely recognised today. The ability to ask questions with total confidentiality associated with 
the scientific legitimacy of the information providers contributes to the recognition and 
credibility of the public information source” (Setbon et al. 2003). 

Table 27: Visits to the site www.drogues.gouv.fr, 2001-2002 

 2001 2002 Change 
2001-2001 

Annual number of visits: 
- to the “general public” pages: 

   

 - “What you need to know” 44,604 60,425 + 35.1 % 
 - “Further information” 24,460 33,428 + 36.7 % 
- to the “professional” pages 23,978 28,586 + 6.7 % 
Monthly average visit durations 9:15 15:41 + 69.5 % 

Number of one-time visitors 220,154 363,670 + 65.2 % 
Source: MILDT, 2002. 

 
 

10. Reduction of drug related harm 

a) Role of harm reduction within the national strategy 

The 1999-2002 three-year plan, a continuation of the French national strategy established at 
the beginning of the 1980s to fight the Aids epidemic amongst drug users, had defined 
amongst its primary objectives, a reduction in risk and harm (RRD) to the most 
marginalized and dependent active drug users. The policy offers ways of improving the 
social and health situation of these users without imposing on them any stipulations about 
giving up drugs.  
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It also provides for extending this reduction of risk and harm approach to the damaging 
practices of young people, notably regarding drug use in party/club venues (musical, 
cultural or sporting). To this end, the plan provided for reinforced support to community 
organisations (associations). 

b) Harm reduction practices 

Reduction of risks in recreational situations 
Refer to section 9.4 on prevention in a recreational situation. 

Reduction of risks amongst the most marginalised active users 
The three-year plan suggested that, in order to implement “real” policy of risk and harm 
reduction, the authorities should not only strengthen and pursue the development of so-
called “low threshold” facilities designed for the most marginalised drug users but also set up 
social mediation programmes in areas where drug user centres already exist. 

c) Range of services 

The risk and harm reduction facility or “low threshold” facility was developed to complement 
the specialist centres. It focused on preventive action by aiming to facilitate access to sterile 
injection equipment, the dissemination of preventive messages and the screening of high-risk 
groups. 
The system is built around the following complementary actions: 

•  the open sale of syringes in pharmacies, 
•  preventive kits available from dispensing machines(227 in total in 2001), 
•  syringes exchange programmes run by associations totalling 118 in 2001, 
•  “boutiques” or drop in centres for drug users (40 in 2001), 
•  “sleep-ins”, providing emergency overnight accommodation for particularly vulnerable 

drug users (4 in 2002), 
•  methadone buses, improving access to substitution treatment (2 in 2001, in Paris and 

Marseilles), 
•  finally, there are the front-line teams whose objectives are to improve the provision of 

treatment to drug users and act as local mediators (4 in 2001). 
Overall, the risk and harm reduction system covers most of the French territory (87 
departments covered). 
 

10.1 Description of interventions 

a) Outreach work in recreational setting 

See also section 9.4. 
Risk and harm reduction interventions in the techno party context are provided either by 
associations with local and national financial support, or within the framework of 
departmental prevention programmes. 
The main areas where intervention takes place on national territory are the regions of Ile de 
France, followed by Provence-Alpes-Côte D’Azur (PACA) and Languedoc Roussillon (in 
2001). However, despite the ability of intervention teams to move around and follow the main 
activities of young people, the nationwide network of associations intervening in the techno 
party context remains incomplete and inadequate (Setbon et al. 2003). 
Intervention in the techno party context is usually organised as a partnership between the 
various organisations of the network (Médecins du Monde, Mutualité française, Techno Plus, 
Self support and Risk Reduction for Drug Users (ASUD) being the most important) and this is 
all the more so as events bring together very large numbers of people. Once authorisation 
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has been granted (see section 9.4b) the institutional partners are involved (prefecture, 
emergency services, fire service, emergency medical services etc.). 
In 2001, according to the activity reports of the associations concerned (outlined earlier) 167 
interventions in the techno party context were carried out, the majority of these (63%) in free 
parties bringing together between 300 and 3,000 people. 
According to the same associations, despite a clear increase in interventions in 2000 and 
2001, the number of people potentially targeted fell to a significant degree (Setbon et al. 
2003). This development was not a sign of lack of commitment on the part of the 
associations but of a change in the type of location targeted with these organisations having, 
in effect, been more present in “free parties” which brought together fewer people than 
“Tecknivals” (up to 35,000 people). 

b) Prevention of infectious diseases 

Most of the information available has been set out in standard table No. 10. 
According to Emmanuelli, J., et al. (2003)“the available studies carried out in France on drug 
users tend to show that a policy of risk reduction has had some impact on the HIV epidemic. 
This impact was less evident for HCV as we can see by the still significant level of incidence 
and high prevalence amongst drug users under 30.”  
In another article, Emmanuelli, J., (2003) presents trends in risk reduction amongst 
intravenous drug users. Since 2000, a significant fall in the take-up of sterile syringes, usually 
sold or distributed to injecting drug users, has been observed. This fall can be explained 
either by a fall in the practice of injection (and more indirectly as an indicator of the efficacy of 
substitution treatment) or by a return on the part of some users to the practices of sharing 
and reusing syringes. Both of these facts were taken from the “low threshold 2002” survey by 
the TREND information system (Bello et al. 2003) (see also sections 2.1, 2.3 and 3.3)  

c) Prevention of drug related overdoses 

No information available 
 

10.2 Standards and evaluation 
During the period 1999-2002, two evaluations directed by the OFDT focused on “low 
threshold centres”: 

•  the evaluation of the methadone bus in Paris (OFDT, 200a); this evaluation, carried 
out by the IREP (The Institute for Research on the Epidemiology of Drug 
Dependency) and INSERM, concerned, on the one hand, the facility’s activities and 
users (effectiveness of the implementation) and, on the other, the changes produced 
(effectiveness of the results) in terms of access to the social health network 
(capture/referral role), the effects on consumption practices and on the health and 
social rehabilitation of dependent persons, 

•  the evaluation of the risk reduction and social mediation pilot project in the 18th 
arrondissement of Paris (Fayman S. (ACT Consultants) et al. 2003); this evaluation, 
conducted by ACT Consultants, provided an assessment of the effectiveness of the 
programme in relation to its initial objectives and the extent of the effectiveness of the 
operation with regard to users and residents (interviews and surveys wee conducted). 

Amongst the surveys and studies on users attending centres dedicated to risk and harm 
reduction, it is important to mention: 

•  the survey of the social characteristics, consumption behaviour and risks reported by 
drug users attending the NEP, carried out in 1998 (Emmanuelli et al. 1999), 
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•  the “November surveys” (of 1997 and 1999) relating to the prevalence of HIV and 
hepatitis amongst intravenous drug takers attending the specialist addict treatment 
centres, hospitals and certain social facilities (Tellier, 2001 ; Palle and Tellier, 1998), 

•  the annual surveys, carried out by the TREND system, of drug users who attend the 
low threshold, on demand facilities (Bello et al. 2001 ; Bello et al. 2002 ; Bello et al. 
2003), 

•  the system of information on dispensary access to injection equipment and 
substitution drugs (SIAMOIS) of the InVC, which describes the development of sales 
of substitution medicines and injection equipment. 

 
 

11. Treatment 

11.1 Detoxification treatments 
Since the decree of 29 June 1992, all the specialised treatment facilities for users of illicit 
drugs (specialised outpatient treatment centres for addicts, centres with group 
accommodation and specialised addict treatment centres in prisons) must, in addition to the 
other missions with which they are entrusted, guarantee successful detoxification and 
support during detoxification when this takes place in hospital.  
With regard to the specialised outpatient treatment centres (which represent 76% of 
specialised facilities), in 2000 and 2001, there were 3 facilities that provided more than half of 
all detoxifications and about 60% reported none at all (table 28). These figures must, 
however, be interpreted with care. 

Table 28: Average number of patients having undergone detoxification treatment, 
per facility (specialised outpatient treatment centre for addicts), 1998 - 2001 

 1998 1999 2000 2001 
Average number of patients having undergone detoxification 
provided by the CSST (per facility) 6.8 5.7 6.2 7.0 

Average number of patients having undergone detoxification 
treatment by diminishing dose of substitution products 5.7 4.6 5.9 5.9 

NB: To establish the figures in the table above, only those facilities were taken into account that had carried out less 
than 150 detoxification treatments (and had supplied information on their activity).  

Interpretation: on average, each CSST completed the outpatient  detoxification  treatment of 7 patients in 2001. 
Source:  activity report of the CSSTs, DGS/OFDT 

 

11.2 Substitution and maintenance programmes 

a) Objectives for substitution treatment 

Since 1995, substitution has constituted a form of treatment and has been integrated into a 
total therapeutic strategy for drug dependence. In general terms, the objectives of 
substitution are to:  

•  favour integration into a therapeutic process and improve medical handling of any 
addiction related pathologies of a psychiatric and/or somatic order, 

•  stabilise the use of illicit drugs and reduce the practice of injection, which is a source 
of both infectious and viral transmission, 

•  favour social integration. 
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b) Criteria of admission to substitution treatment 

As a part of treatment with HDB, dependence on opiates is evaluated by the practitioner. For 
methadone, this evaluation is accompanied by a urine test (testing for opiates other than 
methadone). 

c) Organisation and delivery 

On the implementation of substitution treatment, the latest steps taken by the Government 
are aimed at reducing the disparities between methadone and buprenorphine in terms of 
length of treatment, forms of prescription, monitoring and delivery. 
The order of 20 September 1999 fixes the maximum delivery of buprenorphine at 7 days 
with the possibility that the doctor might request the treatment be delivered on one occasion 
only for a maximum period of 28 days in order to limit its misuse. The order of the 8th 
February lengthened the prescription duration for methadone from 7 to 14 days but with a 
maximum delivery in the pharmacy of 7 days. In order to make methadone more accessible 
and to make those people who do not attend specialist care centres benefit from it, the 
circular DGS/DHOS No. 2002/57 of January 30 2002 authorised doctors working in a 
health unit to give a first prescription of methadone to drug addicts highly dependent on 
opiates. The objective of this circular is also to diversify the locations and situations in which 
substitution treatment can be undertaken within the framework of appropriate medical and 
psycho-social supervision. 
The general evaluation report of the three-year plan (Setbon et al. 2003) concludes, 
however, that in spite of the regulatory provisions, “quantitative progress in the controlled 
distribution of methadone is insufficient to allow for rebalancing of the relationship between 
substitution treatments with methadone and buprenorphine.” 
 
The facilities involved in the delivery of substitution products are: 

•  specialised drug addiction treatment centres (CSST); eight departments still lack this 
sort of unit; these are of three main types: mobile care centres, care centres which 
provide group accommodation and centres located in prisons, 

•  the “care and liaison teams" whose objective is to improve hospital care; their main 
aim is to train and assist the hospital care teams, to develop care and treatment 
systems and further links with other treatment facilities thereby creating social, 
medical and psychological consistency, 

•  general practice; according to the 2001 survey of general practitioners, almost 3 out 
of 4 practitioners who had seen at least some users of opiates over the previous 12 
months stated that they had offered substitution treatment “most often” or “always”. 
(Coulomb et al. 2002). 

d) Substitution drugs and mode of application 

You will find forms of prescription, period of treatment, dosages as well as locations for the 
delivery of HDB and methadone set out in Table 29. 

e) Diversion of substitution drugs 

Buprenorphine is the most widely used substitution treatment for opiates in France (80,000 
persons in 2002, according to the SIAMOIS system run by In VS). Several reports indicate 
misuse of this substance: regarding the prescription and methods of supply and regarding 
the method of use (Lalande and Grelet, 2001 ; Vidal-Trecan et al. 2001 ; Bello et al. 2002 ; 
Bello et al. 2003). 
The TREND report shows there are people dependent on HDB who had never been 
dependent on other opiates (non-substitute use). amongst the 502 people attending “low 
threshold” facilities, even though first use was limited (7% of HDB users), as many as 27% of 
HDB users found themselves dependent on Subutex® without having been dependent on 
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opiates in the first place (Escot and Fahet, 2003). In the cases of non-substitution 
consumption of HDB, ways into drug use were diverse (social vulnerability, prison, friends, 
couples, party/club events) and covered quite broad social and demographic groupings and 
age ranges. Intravenous use seems to be favoured by the majority of this specific population. 
This usage appears to be present in most French regions and raises the problem of the 
factors contributing to the development of these behaviour patterns. 
 
The TREND information system has also highlighted four groups of buprenorphine users 
without medical supervision (Bello et al. 2003):  

•  users of stimulants observed in the techno party context who use buprenorphine to 
mange the come-down, 

•  persons lacking stability or leading a nomadic life, 
•  youth and adolescents, 
•  people who would have begun using HDB in prison. 

These people inject, sniff and smoke HDB more frequently than those who acquire all or part 
of it by prescription. 
 

Table 29 : Statutory framework for substitution treatments in France in 2002 

Methods Buprenorphine Methadone 

Came into force Early 1996 1994 
Prescription Initiation and supervision in urban 

medical practice (General practioner – 
GP) or a specialized drug addiction 
treatment centre. 
First prescription and continuation of 
treatment  in course possible in prison 

Initiation in specialized drug addiction 
treatment centre and in hospital 
environment since 30 January 2002 then 
possibility of supervision in urban medical 
practice (GP). 
First prescription with possible 
continuation of treatment in prison  

Maximum duration of  
prescription 

28 days 14 days 

Posology Recommended maximum of 16 mg/day Recommended maximum of 100 
mg/day 

Delivery Delivery in pharmacy in all cases. 
Delivery in batches for maximum periods 
of 7 days with the possibility of a single 
delivery for a maximum period of 28 days 
at the request of the doctor 

Administered under supervision in a 
specialized drug addiction treatment 
centre or in hospital environment  or 
issue of the medicament  for up to 14 
days 
Maximum delivery in pharmacy, 7 days' 
supply 

Urine tests Not anticipated 1 or 2 per week in the first 3 months then 
twice a month As considered necessary 
by the doctor if supervised in urban 
practice. 
Always carried out at the specialized drug 
addiction treatment centre or at the 
hospital 

Payment for treatment Common regulations if followed up by the 
city services 

Gratuity then common regulations if 
taken over by the city services 

Source: DGS 
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f) Evaluation results, statistics, research and results 

At present, no large-scale specific evaluation has been planned to obtain validated results on 
the impact of the French policy of substitution treatment on those dependent on opiates 
(Setbon et al. 2003).  
The OFDT-CNAM survey (CNAMTS and OFDT, 2002) throws some light on ways of using 
opiate substitution treatment. This type of study should be renewed annually, covering a 
larger number of sites. Results from 1999 and 2000 data enable us to make a number of 
statements: 

•  the number of patients undergoing substitution treatment is increasing and the role 
played by methadone is growing, 

•  the probability of being given substitution treatment using methadone rather than 
HDB is higher for women than for men and higher also for those over 30 than those 
aged between 15 and 29, 

•  most patients undergoing substitution treatment receive one or two prescriptions for 
substitution products in a six-month period, 

•  the prescription of certain psychotropic medicines for patients undergoing substitution 
treatment is much more frequent than in the general population, it is more frequent 
amongst those taking buprenorphine (31% to 54%) than amongst those taking 
methadone(27 to 50%). 

The survey carried out by the Association for the Fight Against Aids (AIDES) (Calderon et al. 
2001) highlighted differences of a financial, social and health order depending on the method 
of substitution treatment. The impact of substitution treatment on social and emotional life 
and relationships in general is smaller for those on morphine sulphate. On the other hand, 
those on methadone tend to report better professional integration and a better financial 
situation. More moderate progress can be observed for most categories (health, social and 
financial) amongst people taking HDB. 
 

11.3 After-care and re-integration 
In France the aftercare and re-socialisation programmes are mainly integrated in a 
specialised facility. 
More precisely it concerns specialised centres with collective accommodation, also 
called residential therapeutic centres. In these centres the drug users are taken care of from 
a medical psycho-social and socioeducational perspective by a multidisciplinary team 
(doctors, psychiatrists, nurses, psychologists, teachers, and social workers). The objective of 
this care is to restore the personal equilibrium and social integration of residents. Almost all 
of the centres with accommodation are managed by associations. In 2003, 42 are counted, 
with a total reception capacity of 514 places. 
The specialised care centres for outpatient drug addicts or those with accommodation can 
manage the temporary therapeutic accommodation networks, transitional or emergency 
accommodation structures or family reception networks. 
The therapeutic accommodation networks, 80 of them in 2003, aim to enable drug users 
to rediscover their autonomy. Today they must be reserved for people with huge health or 
social difficulties (drug users leaving prison, etc). These structures must also help to 
reinforce the emergency and transitional accommodation capacity and the method of care to 
enable the user to take a "break" to stabilise the withdrawal or substitution treatment and 
benefit from stable accommodation.  
The transitional or emergency accommodation structures propose short stays which are 
flexible from one to four weeks according to the person's health and social requirements. 
Socioeducational and/or health support is also planned. In 2003, 18 structures exist. 
The reception family networks were introduced at the end of the 1970s. The stay in a 
reception family responds to various situations and intervenes at different points in the 
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addicted person’s progression. In 2003, 20 reception family networks are recorded. The type 
of beneficiaries (single, with children, in withdrawal, undergoing substitution, under the law, 
etc.) and the length of stays (from a weekend to 9 months) are varied. Reception into the 
family is oriented towards the autonomy being regained and may be a step towards the 
professional rehabilitation of drug addicts. At the same time the therapeutic monitoring of the 
drug addicted person is ensured by the CSST attached to the reception family. 
 

Box 7: women on substitution, latest developments 

Current considerations tend to (Franchitto et al. 2000 ; Cayol et al. 2000): 
1. favour substitution treatment during pregnancy and during the first month after 
childbirth, 
2. favour the establishment of an individualised contractual plan between the woman and 
the hospital, 
3. prioritise the mother-child relationship, 
4. organise post hospital monitoring of the mother and child in collaboration with a drug 
addiction centre and child care professionals. 
 
A survey was carried out of women recruited in perinatal care centres across the whole of 
France, who had given live birth between October 1998 and October 1999 and who had 
stated that they had received Subutex®  or methadone on prescription during their 
pregnancy (259 women in total) (Lejeune and Simmat Durand, 2003). 
The main results of this study were as follows: 
1. The diagnosis and monitoring of pregnancy were early and regular. No postnatal 
mortality was recorded. If a comparison is made with known data on heroin addiction 
during pregnancy, the rate of premature birth was significantly better (10% vs 30 to 40%) 
as was the frequency of early separation between mother and child (4% vs 30 to 50%).  
2. Apart from differences of little or know significance in gestational age at birth and 
earliness of onset of neonatal deficiency syndrome, there were no perinatal reasons to 
prefer either Subutex® or Methadone as treatment. 
3. The observed intensity and frequency of neonatal deficiency syndrome were not in 
proportion to the nature or dosage of the substitution treatment received by the mother 
when she entered labour. No individual predictive factor could be identified for this 
syndrome. 
The only significant correlations which were found for the severity of the newborn 
withdrawal syndrome (SSNN) concern the overall seriousness of the social 
exclusion associated with drug addiction (TMSP index) and certain signs of insecurity. 
The mechanism is not clear. It might be, in part at least, related to the undeclared use of 
other psychotropic substances. 
4. Generally speaking, neonatal complications and, even more, the situations 
leading to separations of mother and child appear to be linked, above all, to social 
and demographic factors, rather than to the specific abuse of psychoactive substances. 

 
 
 

12. Interventions in the Criminal Justice System 

12.1 Assistance to drug users in prisons 
The interministerial letter DGS/DHOS/DAP/MILDT of 9 August 2001 laid down the 
guidelines regarding the improvement of the reception into medical and social care of 
prisoners exhibiting a dependence on licit substances (notably, alcohol) or illicit substances 
or having an abusive consumption. It aims to improve the organisation of local intervention 
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methods, associating all of the parties concerned within a clearly established project and with 
a named person in charge. The objectives of this reorganisation are as follows: the 
identification of dependent users, a course of treatment adapted to the needs of the detainee 
and to be in a position to guide and favour the integration of dependent detainees on leaving 
prison. Furthermore, the circular DGS/DHOS of 30 January 2002, regarding the primary 
prescription of methadone in health establishments, now allows doctors in Outpatient 
treatment/consultation units (UCSA) and regional medico-psychological service teams 
(SMPR) operating in prisons to start this type of treatment. 
The last available survey of the prison population shows that about 60% of those entering 
prison present a problem in connection with the consumption of alcohol and/or illicit drugs 
and requires appropriate treatment (Mouquet et al. 1999). 
Amongst the 185 prisons in France, few are developing a specific care system for addicts. 
There are addiction units in 16 large prisons. Care units for leavers (UPS) were implemented 
experimentally in 7 prisons in 1997. Outpatient Alcoholism Treatment Centres (CCAA) have 
been opened in only 3 prisons. The Departmental Justice and Health Conventions signed by 
the Prefect and the Public Prosecutor in 96 departments make it possible to finance special 
awareness initiatives in prison regarding the risks connected with alcohol and the treatment 
by the specialised facilities of about one thousand alcoholic detainees (Gorgeon C. 
(ACADIE) et al. 2003). 
Nevertheless, all prisoners on their arrival in prison, are offered a medical consultation in the 
ambulatory consultation and care units, with in particular, screening for tuberculosis, 
voluntary and confidential screening for HIV and, more recently for hepatitis C and including 
a vaccination against hepatitis B. The regional medico-psychological services are 
responsible for psychological and psychiatric care in 26 prisons (generally large) whilst the 
ambulatory consultation and care units are responsible for somatic care. 
The 102 prison services for integration and probation (SPIP) contribute to the objective of 
social monitoring of prisoners and their integration on leaving prison. They ensure the social 
re-integration of addicts (a part of whom have started treatment in prison) by directing them 
to the public or association partners. Each year, the prison services for integration and 
probation have taken on new social workers (67 in 1999, 14 in 2000) but, on 1 January 2002, 
there was still only one social worker per 100 prisoners. During 2001, nearly 10,000 left 
prison after serving their sentence and were received by the prison services for integration 
and probation. 
However, a positive change is to be noted in the hospital medical practices regarding 
substitution treatment in prisons. The first survey on substitution treatments in prisons was 
carried out amongst the prison medical services in 1998 and showed that insufficient use 
was made of such treatment. The given day surveys carried out by the DHOS and the 
Department of Health in November 1999 and again in December 2001 show an increase in 
the prescription of substitution treatment for prisoners (Tortay and Morfini, 1999 ; Morfini and 
Feuillerat, 2002). The most important development is to be seen is the fall in the drop-out 
rate from substitution treatment from 19% in 1999 to 5.5% in 2001. Thus, 12.4% of those 
entering prison in 2001 were undergoing substitution treatment. Whereas the 
prisoners undergoing substitution treatment in 1999 represented 3.3% of the prison 
population (2.8% on Subutex® and 0.5% on methadone), they were 5.4% in 2001. Of the 
149 prisons with detainees on substitution at the time of entry, 141 have not interrupted any 
treatment, more than double the figure in 1999.  The Department of Health and the DHOS 
therefore note a significant improvement in the use of substitution treatment in prison 
between 1998 and 2001, even if the medical teams on certain sites remain resistant. 
For more details on the risk reduction system actually implemented in French prisons, 
reference can be made to standard table No. 20. 
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12.2 Alternatives to prison for drug dependent offenders 
The French system of alternatives to incarceration having been explained in detail in the 
previous report, only the main new points will be discussed here. 
The alternatives to imprisonment apply to those found guilty and notably given a suspended 
sentence with probation or a General interest work (TIG). The defendant could have to 
undergo treatment under the supervision of the judge responsible for overseeing sentence 
[Juge d’application des peines (JAP)], this alternative is most often put into effect where the 
offence is a contravention of narcotics law with use. The JAP can also decide to suspend 
sentence with probation. 
Furthermore, the convicted user can accept to realise General interest work (TIG). This 
involves unpaid tasks, carried out for a local government and during 40 to 240 hours of work. 
These alternative punishments are chiefly used for convictions for illicit use or for possession 
and acquisition of narcotics. 
The monitoring of these alternative punishments is recorded by the Prison Service for 
Integration and Probation (SPIP). This service identifies, at the local level and under the 
supervision of the JAP, the social, medical and other structures through which the obligatory 
care pronounced as a substitute for imprisonment can be applied.  
For the application of the alternatives to incarceration, refer to section 4.2. 
 

12.3 Evaluation and training 

a) Evaluation results 

The evaluation of the 1999-2002 three-year plan to combat drug use and to prevent 
dependence shows that, in accordance with its objectives, “the fall in the number of 
prosecutions and sentences of imprisonment for the offence of the use of narcotics 
demonstrates a retreat from the logic of pure repression.” (Setbon et al. 2003). However, 
given the absence of detailed national statistical data on the judicial consequences of arrests 
involving an offence of use, it is not possible to draw sound conclusions on the frequency of 
the use of health and social alternatives to prosecution and punishment in cases of drug use.  
During the period 1998-2001, the treatment of prisoners, while improving, remained 
sometime inadequate, as shown, in particular, by the uneven use of substitution. 
Nevertheless, when the collaboration between the partners concerned is effective and 
substitution treatments form a part of the overall treatment of addicts in prison, progress is 
observed, not only in risk reduction but also the basic work carried out with these patient-
detainees. 
The strategic recommendations of the evaluation of the three-year plan on this point 
concentrated on three lines of approach (Setbon et al. 2003): 

•  ensure that systematic treatment is provided from entry into prison and that 
monitoring is carried out throughout the stay in prison – and not just on the point of 
leaving, 

•  look for ways of executing the punishment that, for short sentences, might give health 
and social care and treatment priority over incarceration,  

•  take action so that the implementation of risk and harm reduction in detention is not 
limited to a policy of substitution. 

In June 2001, the Prison Service (DAP) and the DREES (Research, Studies, Evaluation, and 
Statistics Department) financed an epidemiological survey on the mental health of the prison 
population known to the regional hospital medical/psychological services, carried out by the 
French Psychiatric Epidemiology Group. This shows that more than 40% of psychiatric 
problems are connected with the use of psychoactive substances (illicit drugs or alcohol). 
When diagnosed, these addictive problems are most often found to be severe (on a scale of 
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slight, moderate, severe). Amongst minors, 15% of those presenting problems declare a 
previous treatment by an anti-addiction unit. 

b) Training 

A standardised scale for recognising psychoactive substance abuse and dependence (the 
“minigrade” scale) has been prepared for the use of medico-social personnel working in 
prisons. The organisation of regional training sessions in the use of this scale has been 
entrusted to the hospital agencies charged with “training the trainers” the latter then being 
expected to pass on the information locally. Some 376 people requiring training have been 
identified in 185 prison establishments. It will not be possible to know the number of 
establishments that are actually using the “minigrade” until training and implementation have 
taken place. The general use of this diagnostic tool in all prisons should permit centralised 
monitoring of addicted prisoners (Setbon et al. 2003). 
 
 

13. Quality Assurance 

In its 2003 programme of work, the National Health Accreditation and Evaluation Agency 
indicated that it would organise a “Consensual Conference”23 on the methods of opiate 
substitution treatment, at the request of the French Addictology Federation, the Central 
Health Department and the National Health Insurance Office for Salaried Workers. As yet, no 
result is available. 
 
As a part of the overall evaluation of the 1999-2002 three-year plan, the prevention policy, 
the risk and harm reduction system in connection with the use of psychoactive substances in 
the party/clubbing context, the risk and harm reduction system for the most marginalized 
users, the training of professionals and the penal policy with regard to drug users have been 
evaluated regarding the objectives set down in the plan and the extent to which they were 
realised at the end of the period (Setbon et al. 2003). In the light of the results of the 
evaluation, strategic (with a view to drawing up the next plan to combat drug use and prevent 
addiction) and operational (with a view to evaluating the next plan) recommendations have 
been made by the evaluation team. 
Reference may also be made to sections 9, 10, 11 and 12 for some of the results of this 
evaluation and to section 14 for the methodology used. 
 

                                                 
23 A consensual conference is a method of drawing up medical and professional recommendations, aiming to 
define a position of consensus with regard to a controversial medical procedure in order to improve the quality of 
care. The method uses a jury to sum up, in response to predefined questions on a given topic, the scientific data 
presented by experts and publicly debated. The ANAES ensures that the recommendations are distributed to the 
target groups. 
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PART 4: SELECTED ISSUES 

14. Evaluation of National Drugs Strategies 

 14.1 Existence of evaluation 
Since the law criminalising drug use in France was passed in 1970 and despite the many 
legislative, social and health changes, the anti-drug policy in France has never been 
evaluated. An attempt was started in 1993 but ended in failure. Thus, after more than three 
decades of public action against drugs, little or nothing has given an account of how 
achievement measures up against expectations in reducing the many problems arising from 
the supply of and demand for psychoactive substances.  
 
The “three-year plan to fight against drugs and prevent dependence (1999-2002)” 
(Interministerial Mission for the Fight Against Drugs and Drug Addiction [MILDT], 1999), 
adopted in June 1999, made a deliberate break with this attitude by providing for an 
action on two levels. The first level consists in a general and continuous evaluation of the 
public policies as a part of the three-year plan, the second in the establishment, 
development and generalisation of the capabilities and expertise required for evaluation. This 
general approach was considered to be of service to the public action against drugs and to 
favour its social acceptability. This presumption was based on the awareness of the 
imperfect nature of the public action and on the evaluation capability to be improved. To 
make the evaluation an integral part of the field of action was also to accept the presence of 
a critical, outside observer who reports on the inadequacies or errors in the programmes 
started. On the other hand, to ignore the evaluation or delay its implementation amounted to 
considering that it was preferable to put up with the imperfections in the public action and the 
lack of knowledge regarding its effects rather than to make the details publicly known.  
 
From its conception, the three-year plan provided for the evaluation of the public 
policies, starting with the construction of reliable indicators. It took as one of its 
objectives “to establish a general evaluation framework so that the measures in the three-
year plan might be evaluated as a whole, starting from specific objectives that can be 
evaluated, that is to say realistic, measurable and limited in time”.   
 
Further, the plan outlined the main methodological choices for preparing and carrying 
the general evaluation through to a successful conclusion. “With regard to these specific 
objectives, the list of actions, facilities and programmes included within the field of evaluation 
shall be determined and that which arises from the renewal, continuation or adaptation of 
previously existing facilities shall be identified. Within this work plan, evaluations of particular 
facilities can be programmed. Their results shall be included as part of the general analysis”. 
 
Furthermore, the three-year plan named the public authorities as the sponsors of this 
evaluation and the French Monitoring Center for Drugs and Drug Addiction13 (OFDT) 
as project owner. “An evaluation mandate, drawn up by the Interministerial Mission for the 
Fight Against Drugs and Drug Addiction (MILDT) and approved in Interministerial 
committee14, shall be entrusted to the OFDT”. The evaluation mandate was approved on 

                                                 
13 The OFDT, the French focal point, is a Public Interest Group, set up in 1993. 
14 Since 1982, there has been co-ordination of government action on drug problems. The Interministerial 
committee (Ministers), made up of the ministries concerned by this question and chaired by the Prime Minister, 
defined the policy to be pursued in this regard. The MILDT (which has gone under various other names) has the 
task of preparing the agenda for the committee’s deliberations and co-ordinating the implementation of the 
decisions reached. 
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26 September 2000, one year after the plan was adopted. The approval defined the 
principles of the evaluation, the priority evaluation areas and the roles of the parties involved 
in the project (OFDT, 2000b). 
 

 14.2 Evaluation method 

Field of evaluation 

The mandate entrusted to the OFDT by the Interministerial Committee determined the field of 
evaluation. To define its boundaries, the mandate was based on foreign examples, in 
particular the evaluation system established in 1991 in Switzerland15. In addition to the 
“overall evaluation approach” chosen as a working method to account for the realisation of 
the strategic objectives defined in the three-year plan, five priority programmes and/or 
specific facilities were evaluated: 

•  the departmental prevention programmes (Lefebvre-Naré F. (EVALUA), 2003), 
•  the interministry training initiative (Toulemonde J. et al. (C3E-Eureval), 2003), 
•  the approach to specialised alcohol addiction units with a view to general admission 

(Sannino N. et al. (CEMKA-EVAL), 2003), 
•  the harm reduction and social mediation programme in the 18th arrondissement of 

Paris (Fayman S. et al. (ACT Consultants), 2003), 
•  the departmental agreements on health and justice objectives (Gorgeon C. et al. 

(ACADIE), 2003). 
These programme evaluations provided for as a part of the three-year plan were managed 
by the OFDT in collaboration with the institutions concerned and were carried out by 
independent teams selected in a call for tenders procedure. Their specific results were added 
to the general evaluation report (Setbon et al., 2003). 
Given the numerous objectives of the three-year plan and their diversity, it was agreed that 
differing reference points should be used in reporting on their realisation: consistency of 
programmes started with the objectives, extent to which objectives are actually realised or 
level of effectiveness. Put another way, the purpose of the evaluation was to determine the 
extent to which, after three years of implementation, a proposed action has helped in 
realising (as yet partially) the “ultimate objective” to which it was intended to contribute. 
Whatever the levels of realisation and effects covered by the evaluation, their presentation is 
structured according to a certain number of common key elements of the eight lines of 
attack: 

•  the issue around which each line of attack is organised, 
•  the overall response as stated in the three-year plan, either explicitly or as implied 

by objectives that appear to contribute to it, 
•  the operational objectives, 
•  finally, the evaluation itself, based on available data, considering one or more 

systems of reference of the evaluation (consistency, effectiveness or, more 
frequently, measurement of the impact) and describing the observed effects and such 
conclusions as can be drawn at the end of three years, 

•  each line of attack ends with conclusions, which sum up the main observations and 
make recommendations intended to solve the problems encountered. 

 
A brief summary of the eight lines of attack gives some idea of their content: 

                                                 
15 In Switzerland, the Federal Office Of Public Health has given the task of evaluating the measures taken by the 
Confederation to reduce problems connected with addiction to the Preventive Programmes Evaluation Unit 
(UEPP) of the University Institute of Social and Preventive Medicine of Lausanne (IUMSP). 
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Line 1. Familiarisation, knowledge and understanding 
Line 2. Communication and information: creation and promotion of a common knowledge 
base regarding psychoactive substances  
Line 3. systematisation of prevention and its extension to cover permitted substances 
(alcohol, tobacco, psychotropic medicines) 
Line 4. Reduction of risks and damage 
Line 5. Reception, guidance, care, rehabilitation 
Line 6. Reassertion of the objectives of criminal policy regarding users 
Line 7. Reassertion of the priority of combating trafficking 
Line 8. Consolidation of action outside France. 

Scope of the evaluation 

It did not fall within the mandate of the evaluation to reach a judgement on the relevance of 
the objectives of public policy on drugs. It aimed to assess the contribution made by the 
actions and programmes to the achievement of the stated objectives and to identify where 
they fall short of being fully realised. Equally, the evaluation carried out refrained from 
making any judgement of those taking part in the policy implementation: the very nature of 
the government intervention in the drugs field and its extreme fragmentation made it 
impossible to attribute any overall and sector responsibility in the changes and points of 
inertia identified to the co-ordinating participant (the MILDT). It was, therefore, essentially a 
measurement of the effectiveness of the objectives and means allocated to combating 
drugs.  
Indeed, the evaluation shows that, despite its efforts, the MILDT does not appear to be in a 
position to contribute to the realisation of the target objectives with an equal efficacy – a 
precondition for any effectiveness whatever. In the light of the accomplishments over the 
three-year period, the field of action of the interministerial body can be represented as 
three concentric circles, each corresponding to a level of involvement and imputability 
as a function of its modes of action.  
The first circle, closest to the centre, which is occupied by the MILDT itself, covers the field 
where it acts by direct control: this is the area where its mastery of the elements required 
for the action allows it to play the parts of both project owner and central player: where its 
involvement appears most productive (for example, in the area of actions intended to create 
a common culture in the form of campaigns directed at the general population). The second 
circle corresponds to the field of contractual control: it includes the actions where there is a 
real interministerial presence but this is essentially limited to the allocation of resources and 
there is no possibility of influencing the field of action or changing the behaviour of the 
players (this is the case for the interministerial action in the field of research, for the 
departmental prevention programmes and for the departmental agreements on health and 
justice objectives). The most distant circle, finally, is that of control by formal co-
ordination. It includes all those actions where the MILDT is not free to impose its will and 
incentives, showing the limitations of the co-ordinating function in the face of independent 
players with resources and modes of action responding to specific concerns (repression, 
justice, international action). 
This analytical representation in three circles of the interministerial action in support of the 
three-year plan can be used to take a view both retrospective and prospective of the 
strategy of non-selective programming. In fact, the evaluation shows that there are 
priorities of action but that they are only evident in retrospect. They become clear rather than 
being the consequences of pre-determined choices to which ad hoc resources have been 
allocated. This observation leads to a consideration of the risks and benefits of each of two 
models: one in which priorities are defined from the start and one in which priorities are 
determined during an action programme. This consideration goes alongside a need to reflect 
on the operational content to be expected of a set of interministerial measures. 
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Let us, nonetheless, emphasise that the difficulties identified in evaluating the plan are not 
sufficient to condemn the plan and the strategy that lies behind it. The contributions of the 
evaluation in terms of knowledge and methodology should not be minimised. In spite of its 
limitations, it constitutes a first step, reflecting far more, in its modesty, the general difficulties 
confronting the evaluation than its lack of utility. It has been a practical illustration of the fact 
that, in order to judge the validity of a programme, not only is a degree of detachment 
required but also a methodology must be used that is capable of isolating its various 
variables and it must be possible to measure its own impacts by comparison with the initial 
situation.  

Roles played by those involved in the evaluation 

The evaluation of the three-year plan was sponsored by the Government, represented by the 
interministerial committee16 (in the form of the ministers themselves). Following on this, the 
administrations of the ministries concerned, in a permanent interministerial committee17, 
chaired by a delegate of the MILDT, have accepted the valuation mandate and the frame of 
reference (or action theory) for the evaluation of the three-year plan (OFDT, 2000c). The role 
of this body was to ensure that the evaluation was implemented and that the results would be 
used.  
The progress of this last stage was disturbed by the shift in political balance that marked the 
beginning of a period of uncertainty at the time that the general evaluation report was being 
finalised. The results were finally presented, in a special release meeting in June 2003, to the 
technical advisors of the ministerial offices concerned, who took note of the study and its 
conclusions. The partners defined the manner in which the general report was to be 
distributed, scheduled for August 2003. 
With regard to the specific evaluations, the results, conclusions and recommendations of 
those that were concluded before the change of Government were presented in the 
permanent interministerial committee. Ministerial involvement was concerted through the 
MILDT, which participated actively in the process by contributing to the definition of the 
specification of the specific evaluations and to their follow-up. The Interministerial Mission 
was consistently represented in the ad hoc steering committees of the specific evaluations, 
as were the principal Ministers concerned by the subjects of the evaluations. These bodies, 
presided over by the OFDT, were also charged with the elaboration of the recommendations 
flowing from the evaluation results. 
The OFDT was the project owner of the evaluation of the governmental plan, 1999-2002. Its 
new investment in the evaluation of policies led to the creation of a specific evaluation facility. 
This is made up of a permanent team of three study officers (within the “Evaluation of 
Public Policies” section) and a special commission of four experts of the OFDT’s scientific 
college, the “Evaluation” commission. The innovative and complex nature of this work 
required, at the various stages in the project, close collaboration between these participants, 
which was co-ordinated by the Director of the OFDT. The “Evaluation of Public Policies” 
section provided guidance and control of the methodology to be used in the evaluations 
carried out from 2000 to 2002 in the context of the evaluation of the governmental plan. It 
carried out this work in connection with the “Evaluation” commission, as well as that directly 

                                                 
16 The decree No. 99-808 of 15 September 1999, regarding the Interministerial Committee for the Fight Against 
Drugs and Drug Addiction and Preventing Dependency and the Interministerial Mission for the Fight Against 
Drugs and Drug Addiction, defines the membership of the inter-ministerial committee.  It includes, under the 
chairmanship of the Prime Minister, the ministers and responsible junior ministers of twenty ministries. The 
secretarial duties are fulfilled by the Secretariat General of the Government. The chairman of the mission is the 
general spokesman of the interministerial committee. 
17 According to the above-mentioned decree No. 99-808 of 15 September 1999, the chairman of the 
interministerial mission has available a permanent committee that he chairs. The permanent committee includes 
one or more representatives of each minister and junior minister. Other ministers or junior ministered can be 
called on to be represented in the committee, according to the agenda for the meeting concerned. 
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connected with the evaluation: the structuring of the evaluation and the collection and 
formatting of data.  
The OFDT being directly concerned by the interministerial guidelines on the research, the 
scientific responsibility for the evaluation of the 1999-2002 governmental plan was 
assumed by the “Evaluation” commission, which had the benefit of being completely 
independent of the sponsors. In this capacity, it validated the method and content of the body 
of work carried out for the purpose of this evaluation and is a signatory of the final report. Its 
members (two sociologists, an economist and a magistrate) drew up the conclusions and 
recommendations of the evaluation in question. 

Evaluation tools 

The evaluation team equipped itself with structuring and quality control tools at the various 
stages in the evaluation procedure (Table 30). 

Table 30: Structuring tools and instances used by the OFDT in the context of its 
evaluation mandate 

Specific evaluations of the 
evaluation mandate 

Overall evaluation of the governmental plan 

Structuring tools and instances 
For each evaluation,   
chronologically: 

 detailed specifications, 
including, in particular: 

- a list of key questions for the 
evaluation, defined in close 
collaboration with the public 
institutions concerned, 

- methodological 
specifications. 

 Frame of reference for the evaluation: theory of action 
of the governmental plan (2000). This re-organised 
the objectives of the governmental plan, which are 
numerous and of differing status, by identifying 
synoptically, for each policy line, their linkage and the 
overall objective to which they contributed. 

 Exhaustive identification table of the objectives of the 
governmental plan, of the associated evaluation 
criteria (developments expected, whether quantified or 
not, by the plan), of the corresponding indicators and 
of the potential sources of information (2002). 

 Theory of action of the evaluation on the basis of the 
two tools above (2002). 

Tools and instances controlling the quality of the study 
 Technical selection committee (experts of the OFDT’s 

scientific college and, more particularly, of the “Evaluation” 
commission or external experts, depending on the area of 
competence) 

 ad hoc steering committee for following up the research 
from the intermediate reports 

 Technical committee for the validation of studies and the 
application of an internal scale for the assessment of the 
evaluation reports18  

 “Evaluation” 
commission of the 
OFDT’s scientific 
college 

 
The evaluators made use of a body of information of all kinds giving some indication of the 
extent to which the actions programmed for the period 1999-2002 were realised. The list of 
these numerous sources of information can be summarised as follows:  

•  the four priority evaluations relating to: the Departmental Agreements on Objectives 
in Health and Justice (CDOs), the interministerial policy on professional training, the 

                                                 
18 Scale based on the tools developed in the context of the “MEANS” programme of the European Commission 
DG XVI (programme SEM 2000). The criteria: satisfaction of demands, suitability of methods used, reliability of 
data, soundness of analysis, credibility of results, impartiality of conclusions, clarity of report. 



 72

departmental policy programmes for the prevention of addiction, outreach 
experiments by the specialised facilities to provide general care for addictive 
behaviour; 

•  the evaluations of particular measures: the legal measure of compulsory treatment for 
drug users on criminal charges (Setbon and De Calan, 2000), the units for prison 
leavers (Rotily et al., 2001), the pilot anti-addiction scheme in the 18th arrondissement 
of Paris, the state of affairs regarding the application of the provisions of the “Évin” 
law (1991) regarding anti-smoking campaigning in schools  (Karsenty and Diaz 
Gomez, 2003); 

•  various surveys of the general population on the prevalences of consumption 
amongst young people and adults and surveys of perceptions of drug use and 
policies likely to reduce it; 

•  the many assessments of activities and studies of the public anti-drug facilities set up 
by the public services concerned, including the MILDT and the ministerial services 
connected with the following areas: addiction, hospitals and social institutions, the 
education system, domestic policy, finance, customs, justice; 

•  specific studies and reports carried out and produced by the public bodies generating 
data relative to the drugs problem, such as the DREES (Statistics, Evaluation, 
Studies, and Research Department of the Ministry of Employment and Pensions), the 
INSERM and the OFDT; 

•  parliamentary reports and reports of national auditing bodies (Court of Accounts and 
Inspectorate General of Social Affairs); 

•  the APPRE database on actions to prevent dependency (years 1999 and 2000). 
The identification of the key indicators was carried out between January and June 2002, 
when the question was raised of collecting the information for making a report and identifying 
its potential sources. The evaluation team is conscious of the limitations of this organisation. 
Apart from the priority fields of evaluation, for which ad hoc collection tools have been 
devised, the many intervention sectors were evaluated using information produced 
independently of the OFDT’s evaluation process. Consequently, the work of the evaluators 
came up several times against an absence or discontinuity of data in terms both of quality 
(statistical categories defined differently according to the various sources retracing the 
components of a given reality) and of time. In this respect, it has to be admitted that the 
system suffered from its novelty. The schedule – let us remember, by the way, that the 
evaluation mandate was ratified in Autumn 2000 – left little room to hope for a co-ordinated 
and well timed development of the systems of observation. In addition, the evaluation team 
did not have access to the levers necessary to fill these gaps. For a repeat of the exercise, 
the evaluation arrangements would probably be constructed on a different basis. 

Durability of the approach 

The evaluation as described here covered the duration of the three-year plan 1999-2002. 
The principal stages in the evaluation timetable were as follows: 
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Main stages Principle documentary product Start date Finish date
Order definition  Evaluation mandate January 

2000 
February 
2000 

Clarification of the 
subject of the 
evaluation 

 Frame of reference or theory of action of 
the three-year plan 1999-2001 

March 2000 September 
2000 

With a view to 
preparing the 
collection of 
“primary19” data on 
the basis of a 
reduced number of 
specific evaluations 

 Specification 
 Intermediate report 
 Final report: conclusions and 

recommendations 

October 
2000 * 

September 
2002 ** 

With a view to 
preparing the 
collection of 
“secondary20” data in 
support of the three 
methodological tools 

 Revision of the initial theory of action 
(adopted interministerially in September 
2000) and adaptations 

 1st methodological table: setting out of the 
overall and specific objectives, of the 
evaluation criteria (at overall and specific 
levels) and of the global (if available) and 
specific indicators 

 2nd methodological table: description of 
the characteristics of the indicators 
(definitions, target level, available sources 
of information) 

February 
2002 

June 2002 

Analyses  Edition and finalisation of various sections 
of the general evaluation report 

July 2002 October 
2002 

Definition of 
conclusions and 
recommendations 

 Drawing up of conclusions and 
recommendations specific to the various 
sections of the general evaluation report 

 Formulation of the main points to be 
learned from the evaluation in order to 
better take account of the evaluation 
when preparing the next anti-drug plan 

November 
2003 

March 2003 

Presentation of the 
result to the 
sponsors 

 Presentation of the evaluation results at 
the interministerial level (to the technical 
advisors of the various ministries 
concerned by the drugs problem and to 
the presiding body of the MILDT) 

5 May 2003 

Wider publication of 
the results 

 1,300 copy print of a collection including 
the general evaluation report on the three-
year plan 1999-2002 and the five specific 
evaluation reports  

April 2003 July-August 
2003 

* Launch date of the first specific study - ** Finalisation date of the last specific study 

As already underlined, this was the first exercise of its kind after more than three decades of 
application of the law of 1970, criminalising the use of drugs in France. It was the result of 
both a strong political will over this period and a major effort by the experts engaged. 
 
                                                 
19 By “primary data”, we mean information collected directly in the field by means of a survey carried out by the 
evaluation team amongst populations directly concerned by the measure. The primary data are in addition to the 
data already available at the start of the evaluation (treatment data, statistics, past investigations etc.). 
20 This is pre-existing information, collected and interpreted by the evaluation team. 



 74

Whether this evaluation will become a continuing process will probably depend on the 
interest shown by the new decision makers in anti-drug policy. The general evaluation report, 
drawn up by the OFDT and the Evaluation Commission of its scientific college, showed the 
importance of incorporating the evaluation at the heart of the political process, right from the 
preparatory stage. In the months to come, we shall be able to see whether these 
recommendations have been put into practice. 

Use of the evaluation results 

As we have already indicated, the evaluation facility established in the context of the three-
year plan was a response to a specific demand from the public authorities. The order was 
defined in the evaluation mandate, which stated: “The evaluation must make it possible to 
improve the development of the current three-year plan and will also provide information 
relevant to the preparation of the next plan”.  
 
Having seen that these objectives would be too ambitious if applied to all measures in the 
plan, the evaluation programme provided for the realisation of a limited number of studies. 
The specific evaluations chosen have already been mentioned (Departmental agreements on 
objectives in health/justice, training programme, departmental dependency prevention plans, 
the scheme in the 18th arrondissement of Paris etc.). These investigations were intended to 
provide an in-depth response to certain questions that would be put by the sponsors from the 
central administrations when each evaluation was prepared. For each evaluation, a steering 
committee was established, with members from the various administrations concerned. Its 
pluralistic composition was intended to ensure that all points of view are represented. 
Furthermore, to guarantee that all the preoccupations of the participants are taken into 
account, the work of the external teams and the steering committee was monitored by the 
OFDT. The principle preoccupation of the evaluation system established was to make better 
use of the results of the evaluations. To this end and so far as possible, the conclusions and 
recommendations were discussed in steering committees enlarged by other actors who 
might be concerned by the subjects discussed.  
 
Of the priority evaluations, three were submitted directly to the chair of the MILDT on 25 July 
2002, in the presence of the OFDT’s evaluation teams21. The chair of the MILDT at the time 
emphasised the value of this approach. The recommendations drawn up by the evaluators 
and the lines of thought put forward in the report were presented and discussed. This 
association is a clear indicator of direct incorporation of the evaluation results in the 
government decision making process. 
 
Nevertheless, this evaluation process encountered several difficulties: 

•  an absence of evaluation teams specialised in public anti-drug policies, 
•  excessively ambitious expectations on the part of the sponsors, 
•  repeated confusion between the notions of relevance, effectiveness and efficiency in 

the minds of the sponsors of the evaluation, 
•  a delay between the implementation schedule and the evaluation schedule. 

 
Generally speaking, knowledge of the real effects of public action appears to have 
progressed, despite a lack of systematisation. The MILDT took note of the evaluations 
produced, which could, in the near future, provide a new lever for public action. 
 

                                                 
21 These are evaluations relating to the training part of the three-year plan, the departmental agreements on 
justice and health objectives, the departmental prevention programmes, all three of which were presented to the 
MILDT in June and July 2000. 
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14.3 Lessons for a future evaluation exercise 
At the end of this first exercise, the evaluators drew up a list of recommendations for 
preparing the evaluation of future plans, which can be summarised as follows: 

•  identify the problems to be addressed by the public action and define, explicitly 
and without ambiguity, the long-term strategic and operational objectives that are 
intended to solve them,  

•  place realistic objectives with high priority at the centre of the public action, 
•  define concepts explicitly – the more so if they are new – that lie at the heart of the 

stated policies, stating how, concretely, they are to be applied, so as to favour the 
practical implementation of the actions required to achieve the objectives. This is a 
question of translating policies into the language of action programmes. 

•  translate the objectives already defined in the form of programmes and relevant 
measures, describing the target audiences and the resources required (regulatory, 
administrative, human and financial) for the implementation of the programmes, 

•  describe the success criteria for the objectives (in relation to an objective point of 
reference), 

•  ensure that the objectives defined complement one another (are mutually 
beneficial and contradictions are avoided), 

•  ensure that there is an on-going system of quality information, based on a 
restricted number of sensitive and up-to-date indicators of resources and 
achievement of result and, to this end, identify such indicators from the definition of 
the programmes, so as to be able to identify any revisions to be made in existing 
information systems. Procure the necessary resources (personnel and financial) to 
guarantee the gathering of information and its utilisation while avoiding the resort to 
statistical categories that differ or are only loosely connected across the various 
collecting services, 

•  assure the quality of implementation, making a mid-term assessment of how those 
in the field interpret the objectives in their professional practice and of the difficulties 
that they encounter, 

•  systematically evaluate the experimental programmes and the conditions for their 
generalisation, the success criteria of which should be pre-defined, 

•  adapt the expectations of the evaluation to the programme to be evaluated; the 
methods capable of evaluating the “real” efficacy of a programme (the observed 
difference from what would have happened without the programming) and those 
directed at analysing the efficiency (cost/effect) are costly and rarely feasible for a 
programme or policy on the national scale –  their use should be restricted to the 
evaluation of experimental (innovative) programmes or, so far as efficiency is 
concerned, to smaller-scale programmes, 

•  develop the resources and competencies required to carry out decentralised 
evaluations. 

 
 

June 2003 
C. Diaz Gomez, C. Mutatayi, I. Obradovic 

OFDT 
crdia@ofdt.fr, camut@ofdt.fr, ivbro@ofdt.fr 
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15. Cannabis problems in context: understanding increased treatment 
demand 

Growing numbers of cannabis users throughout Europe are asking to be admitted on 
treatment programs. From the point of view of healthcare policies it is important to analyse 
the reasons for this increase. The objective of this study is to analyse the data available at a 
national level and to put it into context so that any conclusions drawn from the study can be 
better understood. In light of this, and at the request of the European Monitoring Centre for 
Drugs and Drug Addiction (EMCDDA), five fundamental questions are to be answered. 
Firstly, has there been an increase in the demand for treatment from cannabis users? 
Secondly, which factors must be taken into consideration when analysing the data 
concerned. Thirdly, what are the profiles of those asking for treatment for problems 
associated with cannabis? Next, how prevalent are those with problems related to cannabis 
and what kinds of problems do they have? Finally, what are the specific measures used to 
treat cannabis users? 
 

15.1 Demand for treatment for cannabis use 
This chapter aims to clarify the demand in France for treatment for those using cannabis as a 
primary drug (on its own or together with others). It also aims to identify the sources of 
counselling, the causes of demand and changes in demand. Furthermore, the aim is to 
establish a profile of the clients, the specific changes in legislation and in the modes of drug 
use that may help explain the growth in the demand for treatment. 

Proportion of patients being treated for using cannabis as a primary drug (on its 
own or together with others) 

France does not yet have a system for recording requests for treatment that conforms to 
European guidelines. Between 1987 and 1999 the data used was supplied by a survey 
carried out by the statistics department of the ministry in charge of healthcare (SESI-DGS 
later DREES), which covered the reception structures for drug users. It was compulsory for 
all Specialised drug addiction treatment centres (CSST) to take part in the survey which was 
initially carried over a three-month period (the 4th quarter) and later over a period of one 
month (November). This type of survey was discontinued in 1999 and has not been resumed 
to this day. On the other hand, however, the 1992 Decree governing the CSST makes it 
compulsory for them to supply a standardised annual report of their activities (delivered to 
the Ministry of health since 1998). This provision was reiterated in the Decree of 26th 
February 2003 (n° 2003-160 – NOR : SANP0320261D). The data gathered in these 
standardised reports or “type reports” provide an outline description of the patients cared for 
in the course of the year. 
The current data is therefore based on the standardised reports delivered by the CSST. The 
latest figures available are for 2001 (DGS and OFDT, 2002). The information supplied in 
these reports refers to the patients seen throughout the year as a group rather than to 
individual patients, so the data cannot be cross-referenced. The data in the reports on the 
activities of the CSST do, however, have the advantage of being compiled on an annual 
basis, making comparison at a European level easier. In addition to the CSST, only the 
TREND22 survey provides some information on drug users making use of low threshold 
facilities (“boutiques” and needle exchange programmes) or hospitals (focus groups). No 

                                                 
22 TREND: stands for recent trends and new drugs, and was set up by the OFDT in 1999. The objective of the 
TREND infrastructure was to acquire insight into the modes of use of the users of illicit drugs, whose use is not 
very widespread, as well as any emerging trends that are associated with them. The information gathering 
framework relies on 3 categories of sources, the TREND information gathering systems (network of TREND 
facilities, the SINTES system, press monitoring), specific investigations as well as partner information systems. 
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information, however, is available on requests for treatment made by cannabis users to 
doctors. That said, however, it is clear that the demand for treatment23 at the CSST 
attributable to the use of cannabis continued to grow between 1998 (17.5% of all requests) 
and 2000(24% of all requests) before levelling out in 2001. The figures relate to 53,000 
patients seen during 2000 and around 50,000 seen in 2001 (the data is supported by around 
32,000 case files. 
 
It should be recalled that the last “DGS/DREES” surveys available are for 1997 and 1999. 
These also show an increase in the number of requests for treatment as a primary product 
during the month gone by, from 12.7% in 1997 to 15.5% in 1999 (with 18,075 patients in 
1997 and 19,564 in 1999) (Palle and Tellier, 1998, Tellier, 2001). It should be highlighted that 
this level of demand for treatment (around 3,300 requests for treatment in 1999 compared to 
948 in 1989) had never been reached since the survey was set up at the end of the 1980s. 
It would seem, therefore that between 1998 and 2001 demand for treatment related to the 
use of cannabis continued to grow. This trend also perpetuates a trend recorded in the 
November surveys carried out between 1997 and 1999 (Table 31). Overall this growth 
represents a doubling in demand over 5 years. Requests for treatment relating to the use of 
cannabis now account for 30% of new patients (new patients for the year in progress). 

Table 31: Substances that led to admission (as a % of patients and of new admitted) 

Year (total number of patients, 
validated case files) 

1998 
n = 22,827 

1999 
n = 21,436 

2000 
n = 32,398 

2001 
n = 31,938 

Cannabis (/total no. patients) (%) 17.5 21.5 24.0 23.2 
Total number of new patients n = 11,687 11,361 17,097 16,619 
Cannabis (/new patients) (%) 24.2 26.7 27.5 28.9 

Source: DGS and OFDT, 2002 

It should be recalled that for the low threshold structures (TREND/OFDT survey 2001, which 
included 799 patients) the levels of drug use during the 30 previous days are higher for those 
using cannabis at 82%, compared to 23% for heroin and 39% for cocaine. This survey, 
however, does not make it possible to identify either the substance that prompted the request 
for help or to identify any trends. The OPPIDUM survey (Monitoring of illegal psychotropic 
substances or those that are used for purposes other than medicinal, CEIP) which is carried 
out each year in October at the survey centres (CSST in particular, 80 centres in 2001) aims 
to identify the current habits of drug addicts (2,858 were included in 2001). There is a 
considerable lack of reporting on cannabis in these types of survey, the reasons for which 
shall be elaborated later. It should nevertheless be pointed out that there is an upward trend 
in the number of patients using cannabis, from 4% in 1997, to 5% in 1998, to 6% in 1999, 
2000 and 2001 and finally to 7% in 2002 (private paper, Professor Xavier THIRION, CEIP 
Marseilles). 

Sources of advice: 

Typically there are 3 sources in France that advise cannabis users to consult the CSST. 
These are the parents of young (often under-age) users, law enforcement agencies and the 
educational community. It is a fact that users only rarely request treatment for the use of 
cannabis as a primary drug, and if they do so it is usually at a late stage. This is mainly due 
to the significant discrepancies between the way in which users and their family and social 

                                                 
23 The demand for treatment is extrapolated from the total number of requests by “individual patients” who were 
seen at the CSST throughout the current calendar year. The length of the treatment period can also be used. As 
the “DGS/DRESS” surveys are carried out during a single month, the levels of drug use relate to the month 
preceding the survey and the demand for treatment to the month that has gone by. 
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entourage perceive the effects of drug habits on the individual’s health. The former see those 
effects as moderate while the latter are more concerned.  
 
It should not be ignored, however, that a majority of users have themselves admitted to 
treatment programs. The November 1999 survey may show that in comparison cannabis 
users are still more likely than opiate users, for example, to be referred to the CSST by law 
enforcement agencies (24% of the reasons for admission compared to 6%), the fact remains, 
however, that a large majority of admissions take place on a voluntary and outside a judicial 
context. Moreover, an average age for those admitted of 25.5 (Tellier, 2001) suggests a 
voluntary step taken by young recognising a problem with which they are confronted, rather 
than a step that is strongly influenced by parents or the school environment. The 
characteristics for those requesting treatment for the first time (first treatment program) are 
slightly different. The individuals concerned are younger (23 years old) and are more often 
referred through the judicial process (1/3 of cases). It would seem that admissions are less 
frequently voluntary and they are often the result of action taken by their social entourage. 

Reasons for a request and trends 

The existing sources of information only make it possible to distinguish between judicial 
reasons for admission (as an alternative to custodial or administrative sanctions) and other 
reasons (psychological problems, social problems...). A more detailed insight into the latter is 
not possible without relying on qualitative information (opinions of professionals, focus 
groups) as they appear in the TREND/OFDT surveys. 

Alternatives to sanctions: 
In 1999, 24% of the requests for treatment related to cannabis (1/3 of first requests) were 
therefore the result of judicial proceedings. The requests for treatment were the result of 
judicial proceedings, which in turn, had followed a number of arrests using cannabis. There 
has been a significant increase in the number of such arrests throughout the 1990s. Arrests 
for the use of cannabis account for 9 out of 10 arrests for illegal drug use in France 
(compared to 7 out of 10 at the beginning of the 1990s). The figures continued to rise 
between 1990 (around 20,000 arrests) and 2000 (74,000 arrests, 82,000 in total including 
those for use and trafficking). There was a slight fall in 2001 (a total of 70,000 arrests) 
(OCRTIS, 2002). The average age of these users is 21,8 (data for 2000) and their age has 
continued to fall since 1995. Meanwhile, in contrast, the average age of those arrested for 
the use of most other illegal drugs has shown a tendency to increase. 
 
Since the circular issued by the Minister of Justice on 17 June 1999 (NOR: JUSA9900148C), 
arrests for drug use only without related crimes can no longer lead to custodial sentences. 
Alternative measures such as calls to order and warnings (in around 80% of cases in 2001, 
provisional data) but also placement with health and /or social advisory services (in around 
15% of cases, provisional data for 2001 Ministry of Justice, DACG, Infocentre) are now 
mandatory. The latter measures fall within the framework of the objectives set for Health-
Justice (CDO, established by the interministerial circular of 14 January 1993). These 
measures affected 36,300 people in 2001 compared to 9,235 in 1999. In 1999, cannabis 
users accounted 71% of those targeted by such social and sanitary services. 
Even if the placements without follow-up and the calls to order/warnings are still the most 
frequent sanctions chosen, these measures to promote treatment have nonetheless helped 
to increase the number of requests for help from the treatment centres. (17.8% of new 
patients – regardless of the substance – admitted to the CSST in 2001, compared to 16.8% 
in 2000, 14.1% in 1999 and 13.4% in 1998). The greatest increase has been witnessed in 
the case of placements with guidance (the measure most frequently linked with cannabis 
use: 6.1% in 2001 compared to 1.4% in 1998). This mainly explains the increase in the 
number of judicial measures to promote treatment whereas the number of therapeutic 
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injunctions (mainly linked to heroin) remained unchanged. This leads one to believe that 
such measures promote the resort to treatment centres for problems related to the use of 
cannabis. It is possible, nevertheless that this effect alone may not explain the rise in the 
demand for treatment related to the use of cannabis. The increase in the number of requests 
for treatment at the CSST has, in fact, also been recorded in some departments (Gironde for 
example) in which judicial measures do not promote treatments at the CSST but by general 
prevention teams. The judicial measures alone cannot therefore, explain the growth in the 
number of requests for treatment even if though they have significantly contributed to that 
growth. 

Psychological and social problems in young people: 
The causes of such problems cannot be clearly identified with information sources currently 
available. Nevertheless, professionals interviewed on this matter (TREND focus groups, the 
National Association of Speakers on Drug Addiction – ANIT, RESTIM network) provide 
similar answers. All agree that they have observed a rise in demand for treatment due to 
problems related to the use of cannabis. In addition to the “forced” requests already 
mentioned, the main problems named as the reasons for patients to seek treatment were as 
follows: 

•  changes to cognitive functions, short attention span, memory problems (short-term 
memory) and concentration problems, 

•  amotivational syndrome in conjunction with adynamia, 
•  depressive disorders, 
•  paradoxical anxiety disorders sometimes even ideas of reference and threat, readily 

described as “paranoid” by those affected themselves, 
•  polymorph delirium with hallucinogenic elements,  
•  dependency: this in itself can be the cause of a request for help, even in addition to 

the immediate cause previously mentioned. When, for example, the affected 
individual becomes aware of (spontaneously or thanks to pressure from the 
entourage which highlights the problem) and challenges what he perceives as an 
alienation which is unsatisfying, intrusive, unbearable or simply too expensive... 

 
On a psychological and social level, the most frequently quoted warning signs are as follows: 
lack of adaptability at school and at work leading to social withdrawal, isolation, behavioural 
disorders when under the influence of drugs (anxiety, irritability, lack of inhibitions, 
“paranoia”...) or during detoxification periods. 

Patient profiles 

As we have seen, those seeking treatment for problems related to the use of cannabis are 
different to opiate users seeking treatment at the CSST (data for 1999, Tellier, 2001). 
They are younger people (with an average age of 25.5 compared to 31.5 for opiate users, 
52% are under 25 compared to 13% for opiate users). They are mainly men (82% compared 
to 76% for opiate users). They are more likely to have a criminal background (24% compared 
to 6%). They are more likely to be new patients (57% of cases compared to 29% for opiate 
users). They are less likely to take several types of drugs (a second substance – generally 
alcohol – is only mentioned in 40% of cases compared to 60% for those on opiates and 70% 
for those on cocaine). 20% of cannabis users are pupils or students (compared to 2% for 
those on opiates). 15% of them receive RMI (Minimum benefits paid to those with no other 
source of income) (compared to 31% for opiate users), 29% are in employment (compared to 
39% of those on opiates). Even though certain factors are considerably determined by age 
(studies, employment, RMI...) it would generally seem that those using cannabis have a less 
unstable background than those on opiates. 
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These characteristics are even more marked for those requesting treatment for the first time. 
They are younger (with an average age of 23, 2 out 3 are under 25). One third are pupils or 
students and one third have a criminal background.  
And these differences are even more pronounced among those who have been arrested for 
using cannabis. They are even younger (with an average age of 21.8 in 2000). The 
proportion of these who are under age continues to grow. One third are pupils or students 
compared to 1 in 20 of those arrested for using heroin.  

Specific changes to the law 

Certain changes in the application of the legislation may have played a role in bringing about 
the growth in demand for treatment. As has been mentioned previously, therapeutic 
injunctions have been withdrawn in most jurisdictions for offences relating to cannabis. 
Meanwhile, the recent development of alternative proceedings (circular of 1999) in the shape 
of psychological and social injunctions within the framework of objectives set out for Health-
Justice (CDO) have contributed to the growth in demand for treatment. It should be noted 
that a law prohibiting the use of narcotics at the wheel was recently introduced to the penal 
code of (law no. 2003-87 of 3rd February 2003 relating to driving under the influence of 
substances or plants classed as narcotics). The new law allows drug screening to be carried 
out either following an accident or as a preventative measure. In the long term this should 
bring about more mandatory treatment programs and even lead to the setting up of programs 
similar to those in place for the treatment of problems related to alcohol. These 
arrangements, however, have yet to be put in place and have therefore had no effect so far. 

Changes in the substances used 

Among the factors that may be responsible for the growing problems related to the use of 
cannabis and the growing demand for treatment it should not be forgotten that the THC 
(delta-9-tétrahydrocannabinol) content of the substances being consumed has increased, 
and with it their toxicity. This is how a study (Mura et al., 2001) based on results from the 
analysis of 5,152 samples taken from substances seized in France between 1993 and 2000 
show a rise in their THC content since 1996. There is little difference between most of the 
samples (less than 5% THC content for the grass and less than 10% THC content for the 
resin). The novelty is the appearance of substances that have been heavily titrated. In 2000, 
3% of the grass samples (“skunk”) and 18% of the resin samples (pollen, “haya”, ...) 
contained more than 15% THC. Some of the samples currently being seized can have a THC 
content of more than 30%, whereas prior to 1995 the highest content recorded had been 
10.6%. It should be recalled by way of comparisons that the THC content of cannabis 
samples (generally grass) seized in the USA may have tripled between 1980 and 1997 
nevertheless, they “only” rose from 1.5% to 4.5% (El Sholy et al., 2000). This must lead one 
to question the studies into the use of cannabis under real conditions that have been carried 
out on either side of the Atlantic. 
Moreover, parallel to the change in the THC content, one should forget the changes in the 
modes of taking cannabis. The traditional joint has been discarded in favour of more potent 
modes of extraction such as water pipes (“brad”, “bhong” etc.). 

Changes in the means of problem identification and notification 

A further element that should be taken into account when considering the changes in the 
demand for treatment are the changes in the means of problem identification and notification 
that have affected users and professionals alike. It is true that in the past it was common 
place for professionals and drug users to play down the health and social consequences of 
drug use. So much so in fact that when these problems were identified those concerned 
were only too ready to attribute them to purely psychological or social causes or even to 
other substances that taken much more sporadically but which were much more toxic. This 
meant that drug users failed to request admission to the specialised treatment centres, and 
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when they did seek admission the professionals often had a tendency to class the more 
“toxic” substance as the primary drug. This meant that cannabis was systematically recorded 
as a secondary drug (or was not recorded at all as in the case of OPPIDUM). 
Attitudes have changed considerably in France over the last few years, however. This is 
especially due to the spread of the problem, which has become more apparent both for 
young people as well as professionals. It is also due to international studies such as those 
carried out by ANDREASSON on the links between cannabis and psychotic disorders 
(Andreasson et al., 1987, Andreasson et al., 1989, Zammit et al., 2002). It is therefore 
certain, even if the trends cannot be quantified that the change in the collective perception of 
the situation prompts users to better identify the problem. It also facilitates their requests for 
treatment at a CSST which will be more likely to record cannabis as the primary drug. This 
has therefore acted as a catalyst promoting the increase in demand for treatment by 
improving through monitoring and notification. 

15.2 Prevalence of problematic cannabis use and patterns of problems 

Prevalence of “heavy” use, problematic use and of dependency 

Definitions 
Although the definitions of dependency applicable in France match the international 
definitions (ICD 10, DSM IV), there is no definition for « heavy » or « considerable » use, nor 
is there one for problematic use. A study is currently being carried out on the subject in 
collaboration between Professor Michel REYNAUD and the OFDT. This study will make it 
possible to draw up definitions for problematic use and will determine the indicators on which 
it is based. The results of the study should be known by the end of 2003. In addition to this 
the analysis contained in the ESCAPAD 2002 should provide an unprecedented survey of 
problematic uses. Until then the modes of drug use featured in the studies by the OFDT and 
the Health Barometer (Guilbert et al., 2001, INPES, processing OFDT) differ in terms of the 
following frequencies of use: abstinence (has never experimented), former user (has already 
smoked but not in the last 12 months), occasional user (has smoked between 1 and 9 times 
in the course of the year), repeat use (has smoked more 10 times in the course of the year 
but less than 10 times during the last month), regular user (has smoked at least 10 time in 
the last 30 days). 

Methods and results 
For data on the prevalence of cannabis amongst the population as a whole, the most 
relevant surveys are the Health Barometer 2000 (Beck and Legleye, 2002a) and the 
ESCAPAD 2000, 2001 and 2002 surveys (Beck and Legleye, 2003a). 
The Health Barometer 2000 was carried out using a representative sample of the population 
aged between 12 and 75. 13,685 people responded to the questionnaire which was 
completed by telephone. The ESCAPAD surveys are carried out each year and includes 
French youths (between the ages of 17 and 19) who are called upon to take part in a day of 
defence preparation (JAPD) which has replaced national service.  
Amongst the population as a whole (Beck and Legleye, 2002a) cannabis is the illegal drug 
whose use is by far the most widespread. Among those aged between 15 and 75, more than 
1 person in 5 (21.7%) has used cannabis at least once in their life. Twice as high among men 
than among women the levels of experimentation are closely linked to the age of the 
respondents. 4 in 10 people aged between 15 and 34 have experimented with it compared to 
1 in 10 among those between 35 and 75. The prevalence of experimentation is highest 
amongst those between 20 and 25 (almost 60% of men, 40% of those between 15 and 19 
and 50% of those between 26 and 34). A doubling of the frequency of experimentation with 
cannabis has been recorded amongst those between 18 and 25 between 1992 (23.3% 
Health Barometer 1992) and 1999 (44.5%) with no substantial rise being recorded for the 
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substances. The same was true for those aged between 26 and 44. The level of 
experimentation stood at 30% in 1999 compared to 16% in 1992. 
3.6% of those between aged 15 and 75 fall into the category of repeat users (that is 
1,700,000 people, extrapolated data) but 14.6% of those aged between 18 and 25. The level 
of repeat users is particularly high for men (65.4%). 2.7% of those aged between 15 and 44 
are regular users (77.5% of men). The average age in both cases stands at around 23, but 
the age at which initiation takes place for regular users is significantly lower (16.6 years old) 
than that for repeat users (17.2 years old). The average age of experimentation for all 
categories of users is 19.5 (median age of 18). The number of daily users (at least 30 days in 
the last month) was assessed to be of the order of 280,000 people (extrapolated data). 
Furthermore, the repeat or regular users are more likely combine the use cannabis with that 
of other drugs, and are more likely to display symptoms of multiple dependencies and more 
frequent highs. Similarly, in general cannabis users (aged between 15 and 24) state that they 
are not in as good a state of health as non-users. This particularly apparent from the scores 
for anxiety and self-esteem (evaluation carried out using the Duke indices, Health Barometer 
2000).  
 
The tendency to trivialise cannabis recorded higher up in the population is even more 
pronounced among youths (Beck et al., 2000). As far as experimentation is concerned there 
has been a definite increase among those from the age of 15. In 1999 at the age 18, 59% of 
men and 43% of women stated that they had used cannabis compared to 34% and 17% in 
1993 respectively. A little under a quarter of men aged 17 (23.7% compared to 12.6% of 
women of the same age) stated to be at least repeat smokers whereas it was the case for a 
third of them at the age of 19 (32.7%). It should be pointed out that 15.8% of men aged 19 
(8% aged 17, 2.6% of women aged 17) fell into the category of intensive users (smoking at 
least 20 times or more per month). The small differences existing between men and women 
for low-level users become more pronounced as the level of use increases. The initial results 
of the ESCAPAD 2002 (Beck and Legleye, 2003c) survey for youths aged 17, confirm that 
the growing prevalence of experimentation (54.6% among men; 45.7% among women) and 
repeated drug use (28% among men; 14.4% among women) are ongoing trends. It should be 
noted that this recent study found the average age for experimentation to be around 15 (15.2 
for men, and 15.3 for women) which presents a significant risk factor for the future. 
 
Overall it would seem that the use of large quantities of cannabis, whether they are defined 
in term of repeated or regular use have been increasing constantly since the beginning of the 
1990s, especially amongst the young. There is also a growing trend for use of cannabis to 
start at an earlier age. 
 
Faced with the lack of a definition for what represents problematic use, it is not possible to 
produce validated prevalence data but a certain number of indicators show that this is the 
case. Based on ideas supplied by the DSM III R, the Health Barometer 2000 actually studied 
three variables that can serve as strong indicators of problematic use. First, the daily use of 
the substance for at least 2 weeks. Second, failed attempts to give up. Finally, the complete 
withdrawal from or reduction of social, school, professional or leisure activities because of 
drug use. With regard the first point, 2.7% of those aged between 17-75 interviewed claim to 
used cannabis on an almost daily basis for at least 2 weeks, it is for 12.4% of those 
experimenting with the drug, and for 72% of regular users. More than ¾ of them are men, 
with an average of 27. The failed attempts to give up cannabis drug affect 1% of those 
experimenting with the drug and 5% of regular users (inversely, almost ¾ are either regular 
or repeat users of the drug). The reduction of or withdrawal from social activities due to 
cannabis affects 3% of those experimenting with the drug, a third of them are regular users, it 
thus affects one regular user in ten. It should be pointed out that while, on average, those 
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experimenting with cannabis started at the age of 20, the average age on first use amongst 
those who have subsequently had to reduce their activities is only 16. 
On this subject it should be recalled that the early age for experimenting undeniably poses 
an increased risk of subsequent problems linked to the drugs use. The Health Barometer 
indicates that around 7% of those experimenting with cannabis had done so before the age 
of 15. The current trend towards experimenting with cannabis at an increasingly early age is 
therefore a cause for concern, which doubtless plays an important role in shaping the 
problems that develop. This trend complements the growth in demand for treatment. Finally, 
it should emphasised that other clinical factors also characterise problematic use (use when 
alone, use in the morning) and that strongly linked to a more or less regular use of the drug. 
As far as the prevalence of dependency on cannabis is concerned, no reliable data exists in 
France, the classic data put forward by G. E. WOODY et al. (1993) should nevertheless be 
borne in mind. The data deems the addictive properties of “american” cannabis to be 
relatively weak but nonetheless real. Of those tested 59% developed no dependency, 18% 
developed a slight dependency, 13% developed a moderate dependency and 10% 
developed a serious dependency no matter what the levels of drug use. 

Road traffic accidents linked to cannabis 

Most of the studies available in France merely indicate an increased likelihood that cannabis 
users will be among those involved in a road traffic accident. In France that probability lies at 
between 6% and 16% but some studies indicate that this can increase to 30% when young 
people (between the ages of 15 and 24) are involved. Tests carried out under experiment 
conditions actually show that an individuals driving is affected by the use of cannabis (Lagier 
et al., 1996, Mura, 1999). The driver’s reflexes are slowed down (which increases the 
breaking distance), the driver’s state of vigilance and attention is also impaired, as is their 
judgement of distances. The driver also feels drowsy an experiences a changed perception 
of danger, impaired night and colour vision, and on rarer occasions there can behavioural 
problems may arise that are linked to psychiatric disorders (anxiety, delirium...). Under real 
driving conditions, however, the risks associated with the use of cannabis have yet to be 
established and they have not yet been quantified as no witness group has so far been set 
up. It is for this reason that since 1st October 2001, and for the last 2 years, all drivers 
involved in a road traffic accident have undergone a drugs search within the framework of 
Law no. 99-505 of 18th June 1999. The results of this work are currently the subject of an 
accident investigation study and an epidemiological study overseen by the OFDT. Their 
findings are expected to be published in 2004.  
As road safety has been declared an issue of national importance by the President of the 
Republic a number of measures have been adopted in this field since 2002. These measures 
include Law no. 2003-87 of 3rd February 2003 which prohibits the use of narcotics at the 
wheel and foresees the possibility of drug searches both after an accident and as a 
preventative measure. This mobilisation has no doubt helped to draw the attention of both 
drug users and professionals to a danger which until then, had been widely underestimated. 

Social problems related to the use of cannabis 

As far as we are aware the social problems such as the changes in relationships and in 
social achievement (school marks or productivity at work) have yet to feature as the object of 
a specific study in France. These problems are, nevertheless, widely recognised and 
highlighted by the professionals and families concerned: educationalists, school health 
visitors, company doctors, etc. They are generally described as being on the increase, 
although there has been no systematic study to confirm (or counter) this increasingly 
widespread opinion. The doctors working for the (DRTEFP) Regional Directorate for work, 
employment and professional training indicate that growing numbers of organisations 
representing employers (often of Anglo-Saxon origins or from multinationals) provide them 
with cannabis detection kits for their employees. This is a new turn of events in France and 
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highlights the growing concerns over the people the companies are employing and ensuring 
they are up to the job particularly for high risk positions.  

Psychiatric problems related to the use of cannabis 

The regular use of cannabis is related to a large number of psychiatric disorders, including 
behavioural problems due to lowered inhibition, hyperactivity with loss of attention span, 
disorders linked to anxiety and depression with an increased risk of suicide. The greatest 
concerns are obviously for the psychotic disorders triggered when under the influence of 
cannabis, and most especially the links between cannabis and schizophrenia, as it would 
seem that using cannabis increases the risk of developing the illness (by a factor of 6 for 
regular users) and certainly causes the condition of those with the illness to deteriorate.  
Acute psychoses brought on by cannabis were identified in France as early as the end of the 
19th century. The subject remained relevant particularly in the DOM-TOM (Antilles, Guyana, 
Reunion, Polynesia, New Caledonia...) due to the massive and availability of cannabis. 
According to information provided by focus groups, the phenomenon now seems to be on the 
rise in mainland France. This is no doubt linked to growing use by younger people on the one 
hand and on the other to the availability of substances with a higher THC content, which are 
increasingly frequently smoked in “douilles”. 
 
No validated data exists at a national level that would make it possible to assess the 
significance of this phenomenon. The computerised information gathering system for 
admissions for psychiatric treatment and treatment in emergency outpatients (PMSI) is not 
yet far enough developed for it to be used at a national level. Nevertheless, some pilot 
studies (Pr. Hélène VERDOUX, (Verdoux et al., 1996)) confirm the significance of the 
problem (there is a high prevalence of prior cannabis use in patients with psychotic 
disorders) in France in spite of the fact that it hasn’t been researched...   
Although they are now widely recognised by professionals, neither adynamia nor cognitive 
disorders which have negative effects on learning and professional skills have, to our 
knowledge, been the object of study to assess their prevalence. 

Health problems (other than psychiatric) related to cannabis 

Beyond the problems caused by secondary trauma from road traffic accidents brought about 
by the use of cannabis few health problems have been reported. This is not surprising except 
for acute problems that are not very serious (aggravation of asthma, irritation of the trachea 
and the bronchi, vagal discomfort), the most serious consequences (lung cancer in 
particular) take tens of years to develop and cannot therefore be identified in young patients. 
As the use of cannabis only appeared in France in the 1970s and did not really become 
widespread (regular users) until the last ten years it should be possible to deal with their 
impact. The risk factor posed by cannabis could be better identified if more research were 
available and if the cross-examination was not simply limited to alcohol and tobacco. 
Similarly, the issue of taking cannabis when pregnant is another area which has not been 
taken into account in France. 
 

15.3 Specific interventions for problematic cannabis use 

a) Equipment and centre for specific treatment 

Outside the Specialised drug addiction treatment centres (CSST) governed by the Decree of 
February 2003 which have the task of taking care of users of illegal drug (of which cannabis 
is but one), there are no healthcare or social care structures specialising in the treatment of 
problematic drug use specialised in the treatment or cannabis users. The prevention and 
health promotion structures as well as the PAEJ value their global, as specific approach 
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which makes them even less inclined to adopt structures or even programs specialising in 
the treatment of cannabis related problems. 

b) Specific programs 

In view of the fact that no structures exist specifically for the treatment of cannabis problems, 
several CSST have initiated specific programs for problematic drug use and cannabis in 
particular, independently or in partnership, on their own premises or at unmarked facilities. 
The general idea of these programs is to facilitate access by problem drug users to treatment 
by helping them to become aware of their problems as early as possible, in particular by 
means of self evaluation infrastructures and motivational aides (2 individual sessions). They 
are then offered treatment that is adapted to their needs, for example, in the shape of short 
protocols using the cognitive approach (3 to 10 individual or group sessions). These are 
inspired by those suggested at an international level by the Cannabis Youth Treatment (US 
Department of Health, (Dennis and The CYT Steering Committee, 2002)). These ideas were 
first put in to effect by Jean-Pierre COUTERON (CEDAT) in the Paris region and are in the 
process of being developed at a national level, in thanks partly to the involvement of the 
RESTIM, ANIT network of professionals (Couteron, 2001). Other initiatives have appeared 
elsewhere outside Paris in the Lyons and Bordeaux regions amongst others (CAAN’abuse ; 
(Delile, 2003)). The special point about this program is that it is a multi-partnership program 
located on same unmarked premises (not labelled as being for “drug addiction”) belonging to 
the French Red Cross. These facilities treat drug and alcohol addiction as well as providing 
for prevention in the shape of information and health promotion campaigns. This projects 
aims to receive young drug users, to identify problematic patterns of use and related 
problems, to evaluate and then direct them towards information/prevention programs, either 
to shorter programmes or to more traditional treatment programmes.  
All these specific initiatives are being considered and discussed by a national working group 
set up within ANIT and are being co-ordinated by Jean-Pierre COUTERON and Jean-Michel 
DELILE (CEID). They are, however, too recent to have had any influence on the growth in 
demand for treatment. It should be noted that these initiatives in the fields of access to 
treatment and of drawing up procedures adapted to the needs of patients come from 
professionals in these fields and are currently being evaluated through university hospital 
research on the in the same areas (Pr Michel REYNAUD ; (2002)) or on related psychiatric 
problems Pr Hélène VERDOUX). It would also be interesting for qualitative information 
systems on drug such as TREND (OFDT) to include cannabis use and development in the 
field of research that may contribute to improving policy in matters of health. 
 

15.4 Conclusion 
The relative growth in demand for treatment for problems related to cannabis as a primary 
drug is a development that cannot be denied. The trend has been registered by a number of 
monitoring systems over a period of ten years. The growth in demand is rapid. The 
proportion of current case file cannabis accounts at the CSST doubled between 1997 and 
2001. The scales of demand is such that cannabis user now make up 30% of new 
admissions to specialist centres.  
The patients are generally young and better integrated in society than other patients seen at 
the centres. Most often they are referred through the judicial process and the treatment 
periods are shorter. In addition to referrals by the judiciary, the most frequent reasons for 
treatment, apart for the dependency itself, are cognitive and psychiatric problems, their social 
consequences and the behavioural disorders associated with them. The increased risk of 
road traffic accidents as well as the consequence for drugs educational and professional 
future are also a cause for growing concern. 
The considerable growth in demand is without doubt the result of an important rise over the 
last ten years in France of levels of experimentation and repeat use of cannabis (and as a 
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result problematic drug use... data is lacking, however in this field) by young people. 
Moreover, the rising levels of use and the fact that it is starting at an increasingly early age 
(the percentage of users starting under the age of 15, especially is rising) are obviously a 
further cause for concern. The greater availability of substances with a higher THC content 
and the changes towards more aggressive forms of the modes of drug use is equally 
significant. Elsewhere, the increase in judicial referrals of (placing on record with referral) 
following the circular of 1999 has made a large contribution to the increase in those seeking 
treatment. 
The impact of cannabis use is such that the dominant perceptions in France of this form of 
drug use in young people but also of many professionals as well as policy decision-makers is 
beginning to change. In the past, many used to see cannabis more as an issue of social 
norms rather than one of public health. Doubt was cast on the potentially harmful effects of 
this substance in line with a view that is relatively widespread in the West (Dennis et al., 
2002). There was little concern amongst professionals and the fact that users were slow to 
seek treatment appeared to confirm this view. The current growth is awareness and the 
change in the general context in turn and contributing to the growing demand for treatment 
related to the use of cannabis. This seems to be because patients are more prepared to 
request treatment and professionals are more prepared to recognise its need. This trend 
ought to continue as the authorities in France (Olin and Plasait, 2003) are encouraging those 
running such facilities to avoid any complacency in this regard. 
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16. Co-morbidity 

16.1 Definitions, psychiatric diagnoses most frequently encountered amongst the 
users of illicit drugs, prevalence 

Definitions, general problem 

In general, co-morbidity can be defined as existence or occurring of other morbid entity 
during clinical evolution of a patient presenting the index disease studied  
 
The association between psychiatric problems and the use of illicit drugs can be studied in 
two ways. It can be studied by selecting populations for their mental pathology or by 
selecting them on the basis of their use of illicit drugs. As stated by Sue M. Barrow (1999), “si 
l’identification des troubles liés à la consommation de drogues chez les malades mentaux et 
l’évaluation des troubles psychiatriques chez les consommateurs de drogue ont fait 
apparaître des résultats parallèles, les obstacles rencontrés et les approches développées 
sont bien différents d’un champ à l’autre. […] Dans la littérature psychiatrique, le principal 
souci de l’évaluation est la sous-détection de l’usage de substances chez des personnes 
atteintes de maladies mentales graves.” For professionals working with drug users, the main 
question will be the diagnostic differentiation between psychiatric problems and any effects 
resulting directly from drug use. 

The main psychiatric diagnoses most frequently encountered amongst the users 
of illicit drugs 

Psychiatric problems can arise as either acute or more chronic complications of illicit drug 
use. These secondary psychiatric problems are distinguished from primary psychiatric 
symptoms that appear before drug consumption begins.  

Results obtained from the work of clinicians dealing with drug addicts 
Several North-American studies (Barrow, 1999, p.20) sum up research on drug addicts 
undergoing treatment. The problems most frequently mentioned depend on the nature of the 
treatment offered and, therefore, on the drug or drugs used. 
All these studies show the high rate of co-morbidity (varying, however, according to the work 
reported) amongst those dependent on opiates or cocaine. The most frequent problems 
observed seem to be: 

•  mood problems, mostly depressive symptoms, 
•  anxiety problems, especially of the phobic type, 
•  post-traumatic stress disorders. 

Psychoses are rare in the samples studied from the services specialising in the treatment of 
addiction. 
 
Alain Morel (1999) distinguishes the non-specific psychiatric disorders found amongst drug 
addicts from the complications specifically connected with drug use. In the first category he 
mentions 

•  anxiety-depressive disorders (mood problems, sleep problems, aboulia, anhedonia, 
anxiety states, behavioural problems), 

•  sleep disorders of various severities and origins - in some cases the symptoms are 
relatively isolated, in others it is a signature of a genuine psychiatric pathology 
(depression, anxiety disorder, psychosis), 

•  aggressive and violent behaviour, indicating serious personality disorders (antisocial, 
psychopathic, schizophrenic or paranoid personality) or connected with the effects of 
the drugs consumed. 
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As problems connected with the use of drugs he mentions 
•  the pharmaco-psychoses induced by hallucinogenic drugs or the repeated 

consumption of amphetamines, 
•  confusion syndromes. 

Finally, he points out the frequency of antisocial, border-line and psychotic personalities 
amongst those who become dependent on drugs. 

Results obtained from generalist work  
This kind of work, while it most often covers numerically convincing cohorts, has the major 
inconvenience of usually not being very rigorous in its diagnostic criteria. 
In the OFDT’s 2002 report (OFDT, 2002a) are monographs dealing with the main illicit drugs 
consumed in France. Each monograph includes a section on mortality and morbidity. For 
cannabis (p. 104), the existence of psychiatric complications is debated, with no conclusions. 
For heroine (p. 167) and cocaine (p. 123), the existence of such complications is not 
mentioned. LSD (p. 187) can lead to “serious psychiatric problems (depression, paranoid 
states)”, while the consumption of ecstasy (p. 143) can cause sleep disturbance, depressive 
disorders and psychotic problems. 
In recent years, the INSERM has issued two major monographs, one on ecstasy and the 
other on cannabis. 
The authors of the monograph on ecstasy (INSERM, 1997) find that there is no French study 
available on the psychopathological complications of taking ecstasy. The psychiatric 
complications occur either immediately after the consumption of MDMA or during the days 
that follow consumption. They are sometimes to be observed after taking it for the first time 
and sometimes amongst regular users. The disorders observed include: 

•  acute psychoses with delusions of persecution, 
•  chronic psychoses of a paranoid nature, 
•  “flash-backs” (transitory recurrence of delusory ideas some time after addiction and 

withdrawal), 
•  anxiety panic attacks, 
•  depressive states. 

In the monograph on cannabis (INSERM, 2001), the following data are to be found: 
•  an important co-morbidity between cannabis use and putting thoughts into action in 

general, 
•  a significant increase in the risk of suicide attempts where cannabis is abused, the 

risk of recidivism is considerably increased (3 times higher amongst regular users), 
•  in the case of bulimia, the use of cannabis is considered an aggravating factor, 
•  in the case of mood-swing disorders, the use of cannabis reduces the manic 

symptoms and increases the risk of depressive symptoms, 
•  delusory states induced by cannabis are rare, brief and respond readily to treatment, 
•  an association between schizophrenia and cannabis addiction is particularly frequent 

(up to 40% in some studies), 
•  in the long term, cannabis aggravates schizophrenic disorders, 
•  the risk of developing schizophrenia is 4 times higher amongst regular users of 

cannabis. 
The Roques report (Roques, 1999) reports the occurrence of 

•  psychotic disorders: amphetamine - and cocaine- induced pharmaco-psychoses, as 
well as flash-backs induced by hallucinogens, 

•  mood disorders amongst the users of amphetamines or cocaine when under the 
influence of the drug or during withdrawal, 

•  anxiety disorders amongst the users of all drugs.  

Diagnostic summary 
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The psychiatric diagnoses most frequently encountered amongst the users of illicit drugs 
depend on: 

•  the manner of use (occasional or regular), 
•  the nature of the drugs used, 
•  the timing of the diagnosis: before, immediately after, a long time after or at the time 

of withdrawal. 
We shall exclude the acute disorders connected with the effects of the drugs themselves, 
which are not co-morbidities in the strict sense. The categories used are those of the WHO 
International Classification of Diseases (WHO, 1994). 
 

Psychotic disorders 

 During drug use. These are chiefly pharmacopsychoses that are induced by the regular 
use of amphetamines (ecstasy) or cocaine and acute delusory outbursts under the 
influence of LSD. 

 Delayed psychotic disorders: these are disorders the onset of which is delayed with 
respect to the use of the drugs or “flash-backs”, usually described following the use of 
LSD or ecstasy. 

 Schizophrenia, schizothymic disorder and delusory disorders that cannot be attributed to 
an intoxication, or a syndrome of drug dependency or withdrawal. This type of pathology 
is described amongst regular users of all illicit substances. While cases of psychotic 
decompensation after drug use (amphetamines and, to a lesser extent, cannabis) are 
well known to clinicians, the nature of the link between regular use of these substances 
and these pathologies, especially with regard to the regular use of cannabis, remains a 
matter of controversy (Dervaux et al., 2002). 

Anxiety and depressive disorders 

 Mood disorders, essentially depressive disorders, are frequently encountered amongst 
regular users of illicit drugs, sometimes even before the start of consumption. Transitory 
depressive states are described after party use of ecstasy or cocaine. All these disorders 
can occur on withdrawal. 

 Neurotic disorders (anxiety phobias, anxiety disorders) can accompany the consumption 
or withdrawal of drugs.  

Eating disorders 

 Anorexia and bulimia are frequently associated with drug use, chiefly amongst women. 

Sleeping disorders 

 Frequently reported by drug users. They can even be present before drugs are first 
consumed. 

Personality disorders 

Those most frequently encountered are: 
 emotionally labile personality of an impulsive or border-line type 
 dissocial personality 
 anxious personality 
 dependent personality 

 

Prevalence of the various psychiatric pathologies presented by the users of illicit 
drugs 

The prevalence of psychiatric co-morbidities amongst the users of illicit drugs can be studied 
by examining this population directly or by considering the population of psychiatric patients 
and enquiring into their use of drugs.  
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Data on the prevalence of psychiatric disorders amongst drug users 
The best studied drug users are those included in management programmes. 
The OPPIDUM24 survey covers the use of psychoactive substances amongst pharmaco-
dependent subjects attending specialist care centres for addicts. In 2002, the survey covered 
3,422 subjects. 7% of those questioned admitted to using sedatives while 8% were on 
antidepressants. These results can be interpreted as indirect indicators of the presence of 
psychiatric disorders. 
A study carried out by Françoise Facy (1999) and covering 3,936 subjects included in French 
methadone treatment records found, on the basis of admission checkups (the percentages 
vary, depending whether the date of admission was before or after 1996): 

•  depressive disorders in 3 to 3.2 % of subjects, 
•  anxiety disorders in 3.5 to 3.7 % of subjects, 
•  behavioural disorders in 2.5 % of subjects, 
•  eating disorders in 2 to 2.1% of subjects, 
•  psychotic disorders in 1.5 to 1.6% of subjects. 

A doctoral thesis in medicine (Feingold, 2000) investigated psychiatric co-morbidities 
amongst subjects included for at least two years in a record of methadone treatment. Of the 
30 subjects included in the study: 

•  10 had no psychiatric diagnosis, 
•  11 had presented a severely depressive episode, of which 3 in a context of manic-

depressive disorder and 3 others in a context of recurrent depressive disorder, while 
one of the subjects presented a paranoid personality type, 

•  9 had presented narcissistic disorders, of which one with schizoaffective disorder, two 
with border-line personality and one with antisocial personality. 

In the 2001 Médecins du Monde, Paris (2001) activity report of the “Methadone Bus”, which 
takes in drug users in insecure situations, it was found that, of the 279 new patients in 2001, 
28.6 % admitted to a history of psychiatric problems, of which 21 % had already been 
hospitalised in a psychiatric service (3 sectioned, 5 at the request of a third party and 20 for 
attempted suicide). 
 
The SPESUB study (Fihma et al., 2001) covers 650 subjects treated with Subutex®. This 
study mentions the presence of “psychiatric disorders” amongst these subjects (without 
specifying their nature): 

•  confirmed in 29.4 % of subjects, 
•  probable in 43.9 %, 
•  absent in 26.7 % of cases. 

25.1 % of those questioned had a history of attempted suicide. 
 

Data on the use of drugs amongst subjects presenting confirmed psychiatric pathology 
The high frequency of consumption of illicit drugs, alcohol and tobacco amongst psychiatric 
patients is now an accepted idea.  
Abusive and dependent behaviours were studied in two cohorts of schizophrenic patients in 
the Paris region, with the following results (Dervaux et al., 2002): 
 
 
 
 

                                                 
24 OPPIDUM, september 2002, CEIP Marseilles, 27 Bd Jean-Moulin, 13385 Marseilles Cedex 5. 
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Abuse or dependency Cohort 1 (N = 115) 
(Dervaux et al., 2003) 

Cohort 2 (N = 105) 
(Gut-Fayand et al., 
2001) 

Alcohol alone 13.0% 11.4% 
Cannabis alone 10.4% 10.5% 
Opiates alone 0.9%  
Amphetamines alone 8.7%  
Alcohol and cannabis 1.7% 2.9% 
Alcohol and sedatives 0.9% 1.9% 
Cannabis and sedatives 6.2%  
Abuse of / dependency on 3 or 
more substances including alcohol 
and cannabis 

6.2% 7.5% 

Total of abuse/dependency 42.7% 34.2% 
 
A study carried out on 362 patients monitored in Martinique by a psychiatric department 
found the following figures (Slama et al., 2001): 

•  27% of the patients had been diagnosed with a disorder connected with substance 
use, 

•  25% had been diagnosed with both psychiatric and substance related disorders, of 
which 72% had been diagnosed with schizophrenia. 

Some conclusions on the question of prevalence 
It is very difficult to find consistent conclusions in response to this question of the prevalence 
of psychiatric co-morbidities amongst the users of illicit drugs. 
Some authors give prevalence figures without naming their sources: 
“The frequency of psychiatric co-morbidity amongst addicted subjects is considered 
particularly high by all authors (from 70 to 90 % amongst those seeking treatment)” (Morel, 
1999). 
The figures often show very wide variations: “the frequency of addictive behaviour amongst 
populations of hospitalised schizophrenic patients varies between 20% and 60%” (Dervaux 
et al., 2002), “mood disorders, associated to a greater or lesser extent with manifestations of 
anxiety, are particularly common: between 30% and 70%, depending on the study” (Morel, 
1999). 
According to other authors, the prevalence of co-morbidity is stable and of the order of 20%: 
“even if the results show some disparity, they are all more or less in agreement and indicate 
co-morbidity figures in the region of 20%” (Slama et al., 2001). 
 
The few publications quoted above do not appear to enable consistent conclusions to be 
drawn. This stems from divergences in the groups studied, the diagnostic criteria selected 
and the times at which diagnosis was carried out. The general impression is certainly that the 
users of illicit drugs suffer more from psychiatric disorders than the general population while 
the mentally ill are more frequently consumers of psychoactive substances (mostly alcohol 
and tobacco, cannabis to a lesser extent), however, we lack rigorous, large-scale studies on 
the subject25. Finally, certain groups of drug users appear never to have been seriously 
studied with regard to their mental disorders. This essentially concerns those who are not 
undergoing specialist treatment for their addiction or their psychiatric condition. 
 

                                                 
25 a research project, under the name of ISADORA, is currently being carried out on the prognosis for patients 
with serious psychiatric problems combine with substance dependency in several European countries. 
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16.2 Impact of co-morbidity on services and staff 
From the beginning of the seventies, when the French treatment system for addicts was 
initiated, until the mid-nineties, when substitution treatments were developed, the question of 
co-morbidity seems to have had little impact on the treatment services for addicts. Many 
teams do not include a doctor or, perhaps with greater reason, a psychiatrist able to 
diagnose and treat mental disorders. Some large centres are an exception, being established 
by psychiatric departments (we can mention the Centre Marmottan in Paris, the Trait-d’Union 
in Boulogne and l’Envol in Rennes, amongst others) and managed by psychiatrists. 
However, even in these establishments, psychiatric disorders are not taken into account as 
such and, most frequently, no psychotropic treatment is prescribed. 
The growth in the prescription of substitution treatments has led to a reduction of the taboo 
against medical prescription and a rise in the readiness of addicts to seek treatment. The 
mental disorders of a good number of patients are no longer masked by the effects of drugs 
or by withdrawal symptoms.  
 
There have been several notable developments: 

•  introduction of psychotropic treatments (including tranquillisers), prescribed by 
practitioners in the centre or from outside, in the majority of specialist care centres 
(with the exception of a few facilities of the therapeutic community type that make 
total abstinence a condition of admission and of which there are few in France), 

•  recruitment of psychiatrists in certain facilities that had none, 
•  establishment of partnerships between specialist addict care centres and general 

psychiatry departments. 
 
It is no longer rare for the teams that treat addicts to include psychiatrists and psychologists 
able to manage psychiatric co-morbidities. It remains generally uncertain whether psychiatric 
teams have the proper training to take addicts under their wing. 
 

16.3 Services and provisions for the users of illicit drugs presenting psychiatric 
disorders. 

General aspects 

There is no service specialising specifically in the management of drug users presenting 
associated psychiatric symptoms. Some, like the Moreau de Tours centre of the Sainte-Anne 
hospital, Paris, have a long-established addict management programme in the context of a 
psychiatric hospital and, as a result, a particular know-how in the co-morbidity area. While 
some less specialised psychiatric services are open to addicts, all too many make drug use a 
ground for suspicion, refusal of admission or exclusion.  
In the accommodation and rehabilitation centres for persons of no fixed abode (CHRS), 
alcoholism is frequently diagnosed and treated; any use of illicit substances, on the other 
hand, is still unknown or denied. It is still difficult to have explicitly addicted subject admitted 
to these establishments. 

Regulatory aspects 

The objective of a number of circulars in recent years was to improve the management of 
addicts presenting a psychiatric co-morbidity. 

•  The Community Health Authority’s guideline of 5 November 1998 deals with the 
establishment of therapeutic projects in the specialised addict treatment centres. It 
recommends that “the specialism of psychiatry should be decomparmentalised in 
order to take better account of psychiatric co-morbidities”. 
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•  The circular DGS/SP3/DH/EO No. 99 of 15 June 1999, regarding the organisation of 
hospital treatment for addicts, states that “provision for the hospitalisation of addicts 
must be a matter for all somatic and/or psychiatric services”. The task of the liaison 
teams is “to help in evaluating the situation of a patient with regard to his addiction, 
his psychological or psychiatric disorders and his medical/social problems”. A 
particular effort is to be made to develop links with the psychiatric sector: “the 
addiction is often associated with psychiatric disorders, requiring a greater 
involvement of psychiatrists and teams from the sector. The liaison and addict 
treatment team should establish a true partnership with the hospital and outpatient 
psychiatric teams to ensure access to psychiatric patient management […] It is 
recommended that agreements should be concluded with health establishments 
having one or more psychiatric departments. The establishment of formal 
relationships between the various partners in the shape of a network is to be strongly 
encouraged.” 

•  The circular DHO/O2DGS/SD6B No. 2000-460 of 8 September 2000, regarding the 
organisation of hospital care for persons exhibiting addictive behaviour, states that 
“psychiatric co-morbidity is often associated with abuse or dependency. Furthermore, 
acute agitation states are increasingly frequently encountered in connection with the 
abuse of psycho-stimulants and hallucinogens. In order to respond to these 
psychiatric disorders, psychiatric services must organise themselves to respond, 
beyond the strict withdrawal cures, to such persons’ needs for hospitalisation”. 

Reading these circulars, we clearly see the difficulties in the hospital management of addicts 
suffering from psychiatric co-morbidities as well as the will of the public authorities to see 
them diminish. We should remember that, strictly speaking, there is no legal obligation 
(beyond confinement) on a psychiatric service to admit or retain a patient.  

Co-operation between various services 

Collaborative arrangements have been established, in accordance with the wishes of the 
public authorities, with a view to organising joint admissions and case management for 
psychiatric disturbances and addictions. In most cases these are limited collaborations 
dealing with a particular case (the specialised drug addiction treatment centre, for example, 
provides substitution treatment and looks after social monitoring while the psychiatric medical 
centre looks after psychiatric care, including medication and the management of repeated 
hospitalisations). This type of practice remains little formalised and poorly recorded and 
studied.  
The Senate commission of enquiry into the national policy on illicit drugs (Olin and Plasait, 
2003), which has just made its report, underlines the difficulties in managing patients with co-
morbidity in a chapter entitled “Inadequate links with psychiatric services”. Lucien Abenhaïm, 
The Chief Medical Officer, reported to the commission that “the psychiatrists unload those of 
their patients with psychiatric disturbances who are also addicts on the addict treatment 
centres with a view to treatment of addiction alone, although addiction is sometimes 
addiction is only the secondary effect of a psychiatric disturbance.”  
The impression that prevails is that collaboration between addict care services and 
psychiatric services is still at the embryonic stage, even though many clinicians emphasise 
the importance and frequency of co-morbidity. 

Some remarks on availability of treatment 

Circular DGS/DHOS 2002/57 of 30 January 2002 gives any doctor practising in a health 
establishment the possibility of initiating a methadone treatment. This provision should 
ultimately favour the provision of treatment for opiate addicts in psychiatric hospitals.  
 
The prison population should receive particular attention. The prevalence of psychiatric 
disturbances, like that of drug use, is much higher here than amongst the population in 
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general. An interministerial note of August 2002 emphasises the necessity of making 
substitution treatments available in prison. It had already been established that these 
treatments were not equally available in all the country’s prisons. In November 1999, 1,653 
detainees (of a population of about 50,000) benefited from substitution treatment, although it 
is considered that 30 to 40 % of prisoners are addicts. 
 

16.4 Responding better to co-morbidities amongst the users of illicit drugs 

Through better knowledge of the question. 

 By means of large epidemiological surveys, mirroring the work carried out in North-
America to make a regular study of psychiatric disturbances and co-morbidities in the 
general population. 

 By means of surveys directed at the mentally ill to make a systematic investigation of 
the use of illicit drugs. 

 By means of surveys directed at the users of illicit drugs treated in the specialist 
centres, in prison and in the low-threshold reception centres. These studies should 
use recognised diagnostic criteria (DSM IV or ICD 10) in order to allow direct 
comparison with work carried out in other countries and monitoring from year to year. 

In 2002, the Parliamentary Office for the Evaluation of Scientific and Technical Choices 
considered “the possible impact of the consumption of drugs on the mental health of the 
consumers” (Cabal, 2002). This report takes a broad view of mental health: “I shall also not 
limit myself to the psychiatric view of mental illness but shall include behavioural problems 
connected to the use of psychotropic substances” (p. 20). In his conclusion, the author 
underlines that there is “scientific discussion of the effects of drugs on the brain (the subject 
of this report)” (p. 137).  
Amongst the author’s recommendations (p. 139), which point out the lack of scientifically 
supported knowledge, we find:  

•  the creation of a public research establishment to centralise and give impetus to 
studies of addiction, 

•  the realisation of a large scale survey on school problems connected with drug 
consumption. 

Through recommending certain practices that are often underrated or too little 
developed 

 The organisation of limited partnerships between the specialist addiction treatment 
centres and psychiatric services on a case-by-case basis.   

 The development of regular contacts between teams in the form of clinic meetings 
and further training activities.  

 The recruitment of psychiatrists and psychologists in the specialist addiction 
treatment centres. 

 The general availability of mobile teams specialising in addiction (ECIMUD) in 
hospitals, including psychiatric hospitals. 

Through improvements in initial and further training 

 The initial training of doctors and nurses should deal with the question of co-morbidty. 
 The professionals in the specialist treatment systems and centres for addicts should 

receive basic training in psychiatry. 
 The psychiatrists must be more aware regarding the diagnosis of drug use amongst 

their patients. 
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Through the creation or development of more suitable services 

 The creation, in France, of one or more services specialising in the crisis reception of 
addicts with psychiatric disturbances seems essential. These services, established in 
the psychiatric hospitals, would allow for the reception and evaluation of these 
complex situations with direction to the appropriate long-term treatment services. The 
recent growth in the use of psycho-stimulant drugs, which are very likely to unleash 
acute psychiatric episodes, makes the provision of such services essential. 

 The specific capabilities of some addict treatment centres that include a number of 
psychiatrists and psychologists in their teams should be better utilised. Agreements 
could be reached between such services or services in the psychiatric sector and the 
others to provide diagnostic consultations an appropriate follow-up treatment for all 
addicts who need it. 

 

16.5 Conclusion 
Much remains to be done in France for psychiatric co-morbidities amongst addicts to be 
properly recognised and treated.  
During the eighties, our country was faced with a real “addiction epidemic”. Of those who, 
more than twenty years later, are still addicts, a large number present psychiatric 
disturbances, which are either the cause or the consequence of drug abuse over an 
abnormally long period. Those who are more psychologically stable have taken advantage of 
the progress in therapy and have overcome their addiction. The remaining number, who are 
still managed by the health and social facilities, present mental disturbances to an extent that 
may well be little known but is certainly major. 
The nature of the drugs consumed in France has changed in the direction of substances that 
are less sedative and more psycho-stimulant and therefore more likely to provoke psychiatric 
problems with a strong symptomatic expression. This trend appears to be confirmed year by 
year. 
It thus seems beyond any reasonable doubt that, in the coming years, the question of 
psychiatric co-morbidity amongst drug users will become a major subject of public health 
concern. 
 
 

Dr Sylvie Wieviorka 
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www.toxibase.org Toxibase network site 
 



 101

For legislative aspects: www.senat.fr, www.assemblee-nat.fr, www.legifrance.gouv.fr, 
Ministries : www.premier-ministre.gouv, www.sante.gouv.fr, www.interieur.gouv.fr, 
www.ville.gouv.fr, www.education.gouv.fr, www.justice.fr  
Institute’ Web-sites: www.inpes.sante.fr site of the National Institute for Prevention an 
Health Education; www.invs.sante.fr site of the Health Watch Institute; www.insee.fr site of 
the National Institute of Statistics and Economic Studies; 
http://sc8.vesinet.inserm.fr:1080/accueil_fr.html INSERM information service on medical 
causes of death; www.anaes.fr/ANAES/anaesparametrage.nsf/HomePage?ReadForm 
ANAES siteAssocation’ Web-sites: www.anit.asso.fr site of the French Association of 
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ANNEX 
 

A.1. Drug monitoring systems and sources of information 

Tools used for observation 
All sources of information used in the report may be classified into larger categories; it is 
possible to describe their specific properties and limitations insofar as they are able to 
describe the phenomenon. 

General population surveys 

These surveys rely on respondents’ declarations. This type of research aims to measure the 
behaviour, attitudes, or options of the general population, or a part thereof, with regard to the 
usage of products. The method that is used consists of questions asked to a representative 
sample of these groups. The advantage of these surveys is that they yield a direct 
measurement of the phenomenon, and notably how widespread it is, within the entire 
population, as well as a reliable measurement of the evolution of said phenomenon. It is, 
however, difficult to use these surveys to identify relatively rare behaviour. The results offer 
an image of declared consumption, which is not necessarily identical to actual consumption.  

Registries 

National statistics stemming from compulsory declarations (death, AIDS, etc.) also enable us 
to estimate, at least in part, the use of harmful substances from the perspective of some 
types of harm that ensue from their abuse. 

Administrative statistics 

Administrative statistics and some studies target a particular population, as defined by the 
institution that is operating in this area (for example, health/people who seek treatments, 
justices/incarcerated individuals), offer a partial vision of the phenomenon of drug use, as 
perceived from a particular perspective. By definition, the “hidden” population, not observed 
by the institution, evades these statistics. 
These sources of information are particularly valuable for the analysis of general trends due 
to their durability, regularity, and availability. Using them, however, can nevertheless be a 
tricky task, and their limitations must be taken into consideration. The indicators that are thus 
produced are “indirect indicators,” and their inertia, which is an inherent part of their 
production process, generally does not enable us to explain recent trends in the 
phenomenon. Furthermore, these sources of information pose specific problems: limitations 
on the theoretical field, reliability, and possible duplication of counting… 
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Qualitative studies 

Individual studies concern population subgroups that are directly affected by usage of the 
products but are not institutionally selected. Ethnographic research is an example of such 
studies. In addition to being able to describe forms of usage and behaviour, this type of 
approach enables us to tackle the “hidden” part of the phenomenon: individuals that are not 
perceived by any institution. These individual studies describe types of behaviour 
qualitatively but do not enable us to measure their scope. 

System used to monitor emerging phenomena 

In 1999, OFDT set up a specific system used to monitor emerging phenomena (TREND). On 
one hand, this tool concerns a network of “watchdog” observers focusing on “urban area” 
urban area (places in the cities where people are using drugs are observed: low-threshold 
facilities, drug addiction treatment centres, or ‘open spaces’ like the street or squat) and 
“techno party scenes” (places where techno party events are organised). On the other hand, 
this system uses a designer drug collection analysis system. This system, at the crossroads 
of the various methods described above, is distinguished by the subject of observation on 
which the tool focuses: emerging phenomena. Ruling out resorting to statistical methods, the 
information given by this system is mainly qualitative: field observation whose cross-
validation and analysis enable us to guarantee the presence of trends that are seen in 
observations supplied through surveys and lasting statistics. 
 

Information/documentation system 

Toxibase, national network of documentation on drugs 

Toxibase is a national network of centres providing information and documentation on 
subjects relating to addictive behaviour, set up in 1986 and staffed by filed professionals. 
The Toxibase network has 8 documentation centres in eight different centres of population 
and open to the public. Its bibliographic database contains more than 29,000 references in 
French and English.  
The network publishes a quarterly documentary revue, edited by specialists. In 2002 it 
addressed, in particular, the following topics: addictions without drugs, drug trafficking and 
health consequences in Afghanistan and Central Asia, addiction networks. 
Toxibase has also developed a database listing and describing French language prevention 
tools that can be used in the field. This lists about 500 tools specialising in the fields of illicit 
drugs, alcohol, tobacco, doping and health education.  

Drug dependencies information centres 

In 2001, 40 Drug/dependencies Resource and Information Centres (CIRDD) were set up as 
part of the 1999-2001 three-year plan. This number remained stable in 2002, the objective of 
the plan having been achieved (40 centres covering the national territory). 
Their purpose is to supply technical support to key institutional players and professionals in 
the departments for the implementation of local operations, notably those pertaining to 
prevention, education, and treatment. Five of the CIRDDs (Marseilles, Strasbourg, Reims, 
Lyon and Montpellier) are also Toxibase network centres. 
CIRDDs have been established in 17 of the 22 regions of France and 3 overseas 
departments (Guadeloupe, Martinique and Reunion). Three regions alone count 14 of these 
centres:  Provence Alpes Côte d’Azur, Champagne and the Ile de France. 
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RESEDA Adolescent health education, counselling and development network 
RESTIM Network for information training and the development of clinical and 

therapeutic knowledge on the uses of psychostimulants 
RMI Minimum benefits paid for those with no other source of income 
RNIPP National register of persons 
RRD Risk and harm reduction 
SMR Standardized mortality ratio 
SDSED Sub-office for statistics, studies and documentation 
SIAMOIS system of information on the accessibility of injection equipment and 

substitution products 
SINTES National poison/substance identification system 
SMPR Regional hospital medical/psychological services 
SPIP Prison service for integration and probation 
SSNN Neonatal withdrawal syndrome 
THC Tretahydrocannabinol 
TIG General interest work 
TOM Overseas territories (TOM) 
TREND Recent trends and new drugs 
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UCSA Outpatient treatment/consultation unit 
DU Drug users 
UDI Injecting drug users  
UEPP Preventive programmes evaluation unit 
UPS Care unit for prison leavers 
HCB Hepatitis B Virus 
HCV Hepatitis C Virus 
HIV human immunodeficiency virus 
GMR General mortality register 
 


