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Preface

This is already the tenth Annual Report of the Netherlands National Drug Monitor 
(NDM).
The central task of the NDM is to collect and integrate data on developments in 
substance use and drug-related crime. These reports have thus accumulated a wealth 
of knowledge throughout the years.

This tenth report highlights a number of issues. One of these is the steady increase in the 
number of addiction clients with a cannabis problem. Likewise, the number of alcohol 
and amphetamine clients is increasing, although the latter group remains small. Perhaps 
a somewhat worrying finding is the fact that juveniles in state care and pupils in the 
so-called REC-4 schools for special education are using all substances to a (much) greater 
extent than pupils in mainstream secondary schools. However, these are relatively small 
groups of youngsters. It is also worth noting that dilutants/mixers are increasingly being 
found in ecstasy and cocaine.

As is customary, the 2009 Annual Report has been compiled by Bureau of the National 
Drug Monitor (NDM), which is incorporated in the Trimbos Institute and the Scientific 
Research and Documentation Centre (WODC) of the Justice Ministry.
Many thanks are due to the staff of these agencies. Once again they have completed 
a great deal of hard work during the past year. Indeed, the same people produced the 
document entitled “Evaluatie van het Nederlandse drugsbeleid” [Evaluation of Dutch 
drug policy] in 2009, which provided a thorough analysis of Dutch policy on drugs since 
1972. The Scientific Council of the NDM, to which a number of new members have 
been added also acted as advisory committee to this evaluative report and was highly 
impressed by the level of effort undertaken by all the staff involved.

Prof. dr. Henk Garretsen
Chairman, Scientific Committee of the National Drug Monitor
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List of abreviations and acronyms

2C-B  4-bromo-2,5-dimethoxyphenethylamine
4-MTA  4-methylthioamphetamine
AIAR  Amsterdam Institute for Addiction Research
AIDS  Acquired Immune Deficiency Syndrome
AIHW  Australian Institute of Health and Welfare
BMK  Benzyl-methyl-keton
BO  Primary Education
BZK  Ministry of the Interior (and Kingdom Relations)
BZP  Benzylpiperazine
CAN  Swedish Council for Information on Alcohol and Other Drugs
CAS  Canadian Addiction Survey
(CBS)  Statistics Netherlands
CEDRO  Centre for Drugs Research
CIV  Central Information Centre for Football Hooliganism
CJIB  Central Fine Collection Agency
CMR  Central Methadone Registration
COPD  Chronic Obstructive Pulmonary Disease
COR  Continuous Research on Smoking Habits
CPA  Ambulance Transport Centre
CSV  Criminal Consortium
CVA  Cerebral Vascular Accident (stroke)
CVS  Patient Monitoring System
DBC  Diagnosis-Treatment Combination
DHD  Dutch Hospital Data
DIMS  Drugs Information and Monitoring system
DIS  DBC Information system
DJI   Custodial Institutions Service / Correctional Institutions Service (juve-

niles)
DMS  Drug Monitoring System
dNRI/O&A  Research and Analysis Group of the National Criminal Intelligence 

Service of the National Police Agency
DOB  2,5-dimethoxy-4-bromoamphetamine
DSM  Diagnostic and Statistical Manual
EHBO  First Aid
EMCDDA  European Monitoring Centre for Drugs and Drug Addiction
  (In Dutch EWDD)
ESPAD  European School Survey Project on Alcohol and Other Drugs
EU  European Union
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EWDD  European Monitoring Centre for Drugs and Drug Addiction (inEn 
 glish: EMCDDA)

FPD  Forensic Psychiatric Service
GGD  Municipal Health Service
GG&GD  Community Health Service
GGZ  Netherlands Association for Mental Health Care
GHB  Gamma hydroxybutyric acid
HAART  Highly Active Anti-Retroviral Treatment
HAVO  General secondary education
HBSC  Health Behaviour in School-aged Children (study)
HBV  Hepatitis B virus
HCV  Hepatitis C virus
HDL-C  High density lipoprotein cholesterol
HIV  Human Immunodeficiency Virus
HKS  Police Records System
ICD  International Classification of Diseases
IDG  Intravenous Drug User
IGZ  (Public) Health Care Inspectorate
ISD  Institution for Prolific Offenders
IVO  Addiction Research Institute (Rotterdam)
IVZ  Organization of Care Information Systems
KLPD  National Police Agency
KMar  Royal Military Police
LADIS  National Alcohol and Drugs Information System
LIS  Injury Information System
LMR  National Medical Registration
LOM  School for children with learning and educational difficulties
LSD  d-Lysergic-acid-diethylamide
LUMC  Leiden University Medical Center
Lwoo  learning support education
LZI  National Hospital Care Information
MBDB  N-methyl-1-(3,4-methyleen-dioxyphenyl)-2-butanamine
mCPP  meta-Chlor-Phenyl-Piperazine
MDA  Methyleen-dioxyamphetamine
MDEA  Methyleen-dioxyethylamphetamine
MDMA  3,4-methyleen-dioxymethamphetamine
MGC  Monitor of Organised Crime
MLK  School for children with learning difficulties
MMO  Social Inclusion Monitor
MO/VB region  Region for Social Inclusion and Addiction Policy
MSM  Men who have sex with men
NDM  National Drug Monitor
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NEMESIS Netherlands Mental Health Survey and Incidence Study
NFU  Netherlands Federation of University Medical Centres
NIGZ  National Institute for Health Promotion and Illness Prevention
NMG  National Mental Health Monitor
NPO  National Prevalence Survey
NRI   National Criminal Investigation Service/ National Intelligence Service
NVIC  National Poisons Information Centre
NWO  Netherlands Institute of Scientific Research
OBJD  Research and Policy Database of Criminal Records
OM  Public Prosecutor / Public Prosecution Service / Office
OPS  List of wanted persons
PAAZ  Psychiatric Department of a General Hospital
PBW  Prisons Act
PMA  Paramethoxyamphetamine
PMK  Piperonyl-methyl-keton
PMMA  Paramethoxymethylamphetamine
POLS  General Social Survey
Pro  practical education
REC-4  RegionalExpertise Centre school for special education
RIAGG  Regional Institute for Outpatient Mental Health Care
RIBW  Regional Organisation for Sheltered Accommodation
RISc  Risc (of Recidivsm) Assessment Scales
RIVM  National Institute of Public Health and the Environment
SAMHSA  Substance Abuse and Mental Health Services Administration
SAR  Alcohol Research Foundation
SEH  Emergency First Aid
SHM  HIV Monitoring Foundation
SIVZ  see: IVZ
STD  Sexually Transmittable Diseases
SOV  Judicial Placement of Addicts
Sr  Criminal Code
Sv  Code of Criminal Procedure
SVG   Addiction and Probation Department of the Netherlands Association 

for Mental Health Care
SRM  Monitor of Criminal Law (enforcement)
SSI  Cigarette industry foundation
SWOV  Institute for Road Safety Research
TBS  Disposal to be treated on behalf of the State (hospital order)
THC  Tetrahydrocannabinol
TNS NIPO  The Netherlands Institute of Public Opinion and Market Research
TRIAS  Transaction registration and information processing system
TULP   Imposition of restricted freedom sanctions in penitentiary institutions
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UvA  University of Amsterdam
VBA  Drug Counselling Unit
v.i.  Conditional release
VIS  Early Intervention System
VMBO  Preparatory Secondary Vocational Education
VMBO-p  Lower secondary school: practical stream
VMBO-t  Lower secondary school: theoretical stream
VNG  Association of Municipalities of the Netherlands
VTV  Centre for Public Health Studies
VWO  Higher Secondary School
VWS  Ministry of Health, Education, Welfare and Sport
WHO  World Health Organisation
WODC  Scientific Research and Documentation Centre
WVMC  Abuse of Chemical Substances Prevention Act
WvS  Code of Criminal Law
ZMOK  School for children with severe educational difficulties
ZonMw  Netherlands Organisation for Health Research and Development
Zorgis   Care Information System of the Netherlands Association for Mental 

Health Care
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Summary

Below is an outline of the most striking developments from the 2009 Annual Report. 
Tables 1a and 1b give an overview of the most recent figures on substance use and 
drug-related crime. The percentage of recent users refers to the percentage that used a 
substance during the past year; the percentage of current users refers to the percentage 
that has used a substance during the past month.

Drugs: usage and treatment demand

Large difference in cannabis use between mainstream and special 
education, treatment demand continues to rise
Among mainstream secondary school-goers aged 12 to 18 years, the percentage of 
current cannabis users declined gradually between 1996 and 2007. This decline was 
most marked among boys. In 2007 8% of this age group were current cannabis users 
- 6% of girls and 10% of boys. Between 2003 and 2007 the percentage of boys who 
had already tried cannabis at a very young age (14) declined from 21% to 13%; among 
14 year-old girls, the decline in ever use during this period was less marked (down from 
16% to 12%).

By comparison with pupils in mainstream secondary education, cannabis use is more 
frequent among the pupils of REC-4 schools for special education. These include pupils 
in schools within a Regional Expertise Centre for very problematic children, children 
with a long-term psychiatric condition, pupils of schools affiliated to a Pedagogical 
Institute, pupils in practical education (pro) and pupils of support education schools 
(lwoo). 41% of 16 year old pupils attending REC-4 schools are current cannabis users, 
compared to 13% of their peers in mainstream education. The use of other drugs is 
also more prevalent among the pupils of REC-4 schools. There is little or no difference 
in drug use between pupils receiving support education, practical education or main-
stream education. Incidentally, the numbers involved in the special schools are low (see 
appendix F).

Despite the decline trend of the past decade, the percentage of cannabis users among 
Dutch school-goers in 2007 is relatively high compared to school-goers in other Euro-
pean countries. Of the EU-15 only Spain has a higher percentage of current cannabis 
users among school-goers in the 15-16 year age group (20%). This is followed by the 
Netherlands and France (both15%), Italy (13%), Belgium (12%) and the U.K. (11%). 
In the remaining countries, the percentage of current cannabis users ranges between 
1% and 10%.
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As against this declining/stabilising trend in cannabis usage among school-goers, there 
has been a steady increase in the number of clients with a cannabis problem seeking 
help from outpatient addiction care. Between 1994 and 2008 the number of primary 
cannabis clients rose from 1,951 to 8,410. Between 2006 and 2007 there was an increase 
of 23% and between 2007 and 2008 a further rise of 5%. This increase took place in 
all age groups. For years, the percentage of young cannabis clients under the age of 20 
has remained stable at around 15%. Over half of cannabis clients had problems with 
one or more other substances as well. Few people are admitted to general hospitals with 
cannabis problems as the primary diagnosis (57 admissions in 2008). The number of 
admissions citing cannabis misuse and dependence as a secondary diagnosis is higher, 
(476 in 2008) and shows a rising trend. From 2007 to 2008 there was an increase of 
19 percent. In a quarter (26%) of the admissions in which cannabis problems were 
secondary, psychosis was the main diagnosis.

This trend in seeking treatment may be indicative of a rise in the number of problem 
cannabis users; however, it may equally reflect an improvement in treatment supply 
for cannabis problems, or growing awareness of the addictive properties of cannabis, 
leading users to seek help earlier. Some 29,000 people in the general population aged 
between 18 and 64 meet a diagnosis of cannabis dependence, and 40,000 people meet 
a diagnosis of cannabis misuse.

No further increase in treatment demand for cocaine use
In the school-going population aged 12-18 in mainstream education, ever use of cocaine 
declined slightly from 3% to 1.7% between 1996 and 2007. Current use remained 
around the same level (about 1%). By comparison with their peers from other European 
countries, Dutch school-goers occupy a mid-range position in this respect.

Cocaine, particularly when sniffed or snorted in powder form is relatively common 
among youth and young adults who are frequently ‘out on the town’. However, cocaine 
is not only used in social settings, but often also at home, both at the weekend and 
during the week. It is estimated that 12% of those attending national and regional 
parties in 2008/2009 were current cocaine users, and 5% used cocaine on the night. 
Among frequenters of clubs and discos the rate of current use was somewhat lower, 
varying between regions from 3% to 6%. The smoked form of cocaine (crack cocaine) 
is much more common among opiate addicts; however, there are crack users in the hard 
drugs scene who doe not use opiates. It is not known how many people suffer physical, 
mental or social problems on account of excessive cocaine use. However, up to 2004 
the addiction care services registered a sharp increase in the number of primary cocaine 
clients, from 2,500 in 1994 to 10,000 in 2004. This rising trend did not persist. From 
2004 to 2008 there were two diverging trends: a slight decline in the number of primary 
crack cocaine clients, and a slight rise in the number of clients who snorted cocaine. In 
2008 the total number of cocaine clients (crack and snorting) was about the same as in 
2004 (9,686 primary and 7,581 secondary cocaine clients).
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The number of hospital admissions citing cocaine misuse or dependence as the main 
diagnosis is limited, but has shown a slight rise in recent years. In 2006, 2007 and 2008 
respectively there were 90, 114 and 131 admissions of this nature. The number of 
admissions citing cocaine problems as a secondary diagnosis is larger. In 2006, 2007 and 
2008 respectively, there were 514, 607 and 617 cases. Viewed over the longer term, 
there has been a gradual rise in incidences.

Percentage of young opiate users receiving treatment remains limited
Heroin is not popular among the youth. In 2007 0.8% of school-goers aged 12 to 18 in 
mainstream education had tried this drug, and 0.4% reported past month use.

According to the most recent estimate for 2008 there are approximately 17 700 
problem opiate users in the Netherlands, within a margin of 17 300 to 18 100. This 
is less than a decade ago. The Dutch population of opiate users is in the process of 
ageing. The proportion of young opiate clients (15-29) receiving treatment for addic-
tion declined from 39% in 1994 to 6% in 2005 and 2006, stabilising at 5% in 2007 
and 2008. Between 2001 and 2004 the total number of clients with a primary opiate 
problem declined from almost 18,000 to 14,000, and remained around this level until 
2007. In 2008 there were 12 711 fewer opiate clients (down by almost 8%) than in 
2007 and only 5% were new incident addicts. The remainder were already registered for 
treatment with the addiction care services. While there was a decline in the number of 
admissions to general hospitals citing opiate problems as a secondary diagnosis between 
2002 and 2006, the number stagnated in the years following. Between 2006 and 2008 a 
slight rise (+14%) was evident. The number of hospital admissions with opiate problems 
as the main diagnosis remains low (79 in 2008).

The number of newly notified cases of HIV and hepatitis B and C among injecting drug 
users has been low for years. However, the number of existing infections, particularly of 
hepatitis C, is high – at least in municipalities that have data on this. The vast majority 
of regions in the Netherlands lack data on the prevalence of hepatitis C among drug 
users.

Increase in amphetamine clients, but total number remains low
There is a downward trend in the percentage of ever users and current users of amphe-
tamine among school-goers in mainstream education between 1996 and 2007. This 
decline was most marked between 1996 and 1999. In 2007 1.9% of school-goers 
aged 12-18 had ever used amphetamine, and 0.8% had used it in the past month. 
By comparison with other European countries, the percentage of amphetamine users 
among Dutch school-goers is relatively low.

Amphetamine is somewhat more popular among juveniles and young adults in the 
social scene (than among school-goers), but considerably less popular than ecstasy. In 
2008/2009 7% of party-goers at large-scale raves and parties were current users of 
amphetamine. Despite indications of the drug’s growing popularity among the provincial 
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youth, the percentage of current amphetamine users among clubbers remains highest 
in the more urbanized west of the country (5.4%) and lowest in the more rural south 
(1.7%).

Between 2001 and 2007 the number of amphetamine users seeking treatment trebled, 
and then stabilised in 2008 at 1, 446 addiction care clients. Throughout this period, the 
share of amphetamine in treatment demand for drug addiction remained low (between 
2 and 4%). The number of admissions to general hospitals with a main diagnosis of 
misuse and dependency on amphetamine-like substances (including ecstasy) remains 
limited. In 2008 there were 54 such admissions. There was an increase from 2006 to 
2007 in the number of secondary diagnoses related to misuse and dependency on 
amphetamine-like substances, from 88 to 136. This rising trend continued at a slower 
pace in 2008 (145 admissions). These trends in treatment demand may possibly be 
associated with an increase in the number of problem users of amphetamine, but there 
is a lack of data to verify this.

Ecstasy use seldom a reason for seeking treatment
Between 1996 and 2007 ecstasy use among the school-going youth showed a down-
ward trend. In 2007 2.4% of school-goers aged 12-18 in mainstream education had 
ever tried ecstasy and 0.8% had used it in the past month.

After cannabis, ecstasy remains the most popular illegal drug among juveniles and young 
people in the social scene. In 2008/2009 a quarter (24%) of the attendees at large-scale 
parties and festivals were current ecstasy users. Almost one in five (18%) had used 
the drug that evening, although this percentage varied considerably between venues. 
Among frequenters of clubs and discos, the percentage of current ecstasy users varied 
from 5% in the more rural north to 12% in the more urban west of the country.

It is not known how many people develop problems from ecstasy use. Few ecstasy 
users seek treatment from the addiction care services. The number of ecstasy clients as 
a percentage of all drug clients in addiction care has been low for years, at only 1%, and 
is declining slightly. In 2008 there were 191 clients with a primary ecstasy problem, and 
in 2007 there were 239. Three times as many clients cite ecstasy as a secondary problem 
(571 in 2008). Ecstasy use can cause a disruption to brain function, particularly in the 
verbal memory. However, the effects tend to be minor, and other factors may possibly 
play a role (overheating, other drugs, pre-existing illnesses and conditions).

Increase in GHB incidents
GHB use is rare in the general population and among school-goers in mainstream educa-
tion. In 2007 0.6% of school-goers aged 12-18 had ever used GHB. Higher percentages 
are found among pupils at special schools and among juveniles in care. 7.1 percent of 
16 year-olds attending REC-4 schools and 7 percent of juveniles in care had ever tried 
GHB. Likewise, juveniles and young adults in the social scene have more experience with 
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GHB. In 2008/2009 4.6 percent of frequenters of large-scale parties and raves reported 
past month use of GHB. Among clubbers and disco-goers, the percentage of current 
users was between one and two percent.

GHB use, particularly daily use can lead to dependency, and sudden cessation can result 
in rather severe withdrawal symptoms. Treatment demand on account of GHB addiction 
has increased in a number of addiction care organisations in recent years, but national 
data are lacking. GHB is difficult to dose, and there is a high risk of overdose. It is 
estimated that the number of GHB victims receiving emergency treatment quadrupled 
between 2003 and 2008 to 980. It is unclear how many deaths may be linked to GHB. 
In 2008 four cases were registered in the Causes of Death Statistics, that were linked to 
GHB. In 2008 users paid around six euro per 5 ml dose of the drug.

Alcohol and tobacco: usage and treatment demand

Decline in alcohol use among 12-14 year-olds; rise in treatment demand
In 2008 81 percent of the general population aged over 12 reported ‘sometimes’ drin-
king alcohol. This percentage has been stable for some years. Heavy drinking (defined 
as at least six units of alcohol on one or more days per week) occurs in ten percent of 
the population - 17 percent among males and four percent among females. This means 
a total of 1.4 million heavy drinkers. By comparison, in 2001 fourteen percent of the 
population aged over 12 were heavy drinkers. This slight downward trend is visible in all 
age groups up to 65 and in both males and females. There are large differences between 
age groups, particular in relation to heavy drinking. In 2008, 37% of males and 12% of 
females in the 18-24 year age bracket were heavy drinkers.

Alcohol use among school-goers in mainstream secondary education declined between 
2003 and 2007, but only in the 12-14 year age group. In 2007, 32 percent of this 
cohort were current drinkers, compared to 47% in 2003. Alcohol use remained stable 
among 15-18 year olds (76% in 2003 and 75% in 2007). There was also a decline 
in the percentage of school-goers aged 12-14 that had engaged in binge drinking 
during the past month (5 or more units in one session), during the period from 2003 
to 2007 (28% in 2003 versus 19% in 2007). Binge drinking occurred in 2007 in over 
half of 15-18 year old school-goers, which is the same as in 2003 (57% and 56% 
respectively). The popularity of alcopops and breezers has declined. While 29 percent 
of school-goers aged 12-18 drank these weekly in 2003, in 2007 the number was down 
to 16 percent.

Compared to other European countries (EU-15) Dutch school-goers of 15 and 16 
are ranked among the largest consumers of alcohol. For “drinking alcohol at least ten 
times in the past month” only Austria scored higher than the Netherlands (30% and 
24% respectively). It seems parents tend to underestimate the amount of alcohol their 
child is consuming.
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Despite a legal ban on selling alcohol to underage customers, youngsters below the 
age of 16 can still procure alcoholic beverages easily enough, if they attempt to do so. 
However, their chance of success has declined in off-licence liquor stores. Between 2001 
and 2007 there was also a decline in the percentage of underage drinkers that reported 
actually procuring alcohol (illegally). However, in 2007 half of the youngsters (49%) 
aged 13-17 had procured alcohol in licensed premises in the month prior to the survey. 
Only 2% had done so in off-license stores.

Only a small percentage (3%) of the circa 1.2 million problem drinkers in the Nether-
lands seek treatment from the addiction care services; however this number is growing. 
In 2008 over 33,000 clients were treated for a primary alcohol problem. This is as many 
as in 2007, but 10 percent more than in 2006 and 48 percent more than in 2001. The 
peak age group seeking treatment in 2008 was 40-54. In hospitals, the number of 
admissions for a main diagnosis of alcohol misuse or dependency rose from over 5,600 
in 2007 to almost 6,000 in 2008 (+6%). Almost twice as many admissions were linked 
to a secondary diagnosis involving alcohol, rising from nearly 12,000 to over 13,700 
(+15%). Among juveniles aged under 17 admitted to hospital for alcohol-related 
reasons, an increase was registered from 263 in 2001 to 711 in 2008 (+170%).

No further drop in number of smokers among the youth
Between 2004 and 2007 the percentage of smokers in the Dutch population aged 
over 15 remained largely unchanged. From 2007 to 2008 there was a slight decline in 
the percentage of smokers from 27.5% to 26.7%. There was also a slight drop in the 
percentage of heavy smokers (at least 20 cigarettes per day), from 7.2 to 6.7 in the 
population aged over 12 years.

After a sharp drop between 1996 and 2003, the percentage of current smokers among 
secondary school-goers in mainstream education stabilised at 19 percent in 2007. No 
differences were found between boys and girls in this respect.

In 2008 a total of 1.4 million people attempted to quit smoking. Treatment demand 
for tobacco addiction consists largely of self-help and GP consultations. The market 
for nicotine replacement products (patches, chewing gum, tablets) expanded further 
between 2007 and 2008. Various campaigns were run to encourage people to give up 
smoking.

For the year 2005 an estimated 90,000 people aged over 35 were admitted to hospital 
for smoking-related illnesses. The decline in smoking among school-goers may ultima-
tely yield considerable health gains, particularly in a drop in the number of COPD and 
lung cancer cases.
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Deaths

In the Netherlands, smoking is still the main cause of premature death. In 2008 over 
19,300 people aged over 20 died as direct consequence of smoking. This was almost 
the same number as in 2007. Lung cancer is the main cause of smoking related deaths. 
The death rate from this disease rose slightly between 2003 and 2008, particularly 
among women. These figures do not reflect deaths due to passive smoking. In 2008 
alcohol-related conditions were the direct cause of 765 deaths; in almost a further 
thousand cases, alcohol-related conditions were registered as a secondary diagnosis. 
The rising trend in total deaths from alcohol-related conditions from the early 1990s did 
not continue during the period between 2004 and 2008. The death rate from smoking 
and alcohol-related conditions is many times greater than the death rate due to (hard) 
drugs. In 2008 129 drugs users died from the consequences of drug overdose, which 
was more than in 2007, when there were 99 deaths. In the past ten years, this number 
has fluctuated between around 100 and 140 cases. Only one in five victims is aged 
between 15 and 34. Ten years ago, as many as 47% of victims were in this young age 
group. By comparison with a number of other EU member states, the rate of acute 
drug-related deaths in the Netherlands is low.

Market

Increase in use of mixers in ecstasy and cocaine
For many years, ‘ecstasy tablets’ at consumer level consist mainly of MDMA-like 
substances (in 2007 this was the case in 91% of the tablets tested). However, in late 
2008 and in the first half of 2009 the was a sharp decline in the proportion of tablets 
containing MDMA, accompanied by a sharp rise in the percentage of tablets containing 
more or less comparable pharmaceutical substances (such as mCPP). In the first half of 
2009 only 70 percent of ecstasy tablets tested contained MDMA. Other pharmaceuti-
cals are increasingly being found in cocaine samples, particularly levamisol, a substance 
that is no longer registered for human medicinal use. The health risks of snorting or 
smoking cocaine that has been mixed with levamisol are not known exactly. In the US, 
cases of serious blood diseases have been reported.

The average THC-content (the main active substance in cannabis) in Dutch-grown 
weed declined from 20 to 16 percent between 2004 and 2007, stabilising at this level 
in the years following. In 2009 the average percentage of THC in Dutch-grown weed 
was 15%. The price of Dutch-grown weed has risen slightly in recent years. In 2009 the 
average price was €8.10 per gram for the most popular variety, and €10.50 for the most 
potent variety. There are no indications that cannabis containing lead or glass particles 
is reaching the market via the coffee shops. Little is known about the presence of other 
substances such as pesticides in Dutch-grown weed, or about the extent to which these 
pose a threat to the health of cannabis users.
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Offences against the Opium Act

Investigations into serious forms of organised crime are mainly  
drug-related
As in earlier years, the majority of investigations into more serious forms of organised 
crime in 2007 and 2008 involved drugs. Most cases targeted organisations involved 
with hard drugs, and the most frequently cited drug is cocaine. The percentage of 
investigations dealing with hard drugs declined in 2008, whereas there was a rise in the 
percentage that involved soft drugs only – in particular Dutch-grown weed. 

Slight drop in new Opium Act offences in the law enforcement chain
The overall picture for 2007 and 2008 shows a (very) slight drop in the number of new 
drug offences and the number disposed of. This applies both to the number of suspects 
charged by the police and the Royal Marechaussee Constabulary, and to the number 
of new drug cases appearing before or disposed of by the public prosecutor and the 
courts.

2004 was a ‘peak year’ in terms of drug offences in the law enforcement chain. Since 
then, the trend has been stable, with a recent (very) light decline. The decline is most 
marked in hard drug crimes. The gap between the number of hard drug and soft drug 
crimes has been narrowing since 2004. The percentage of both appearing before the 
public prosecutor was virtually identical in 2008.

The number of Opium Act offences as a percentage of all crimes has remained fairly 
constant in recent years. It appears that drug offences follow the same trend as crime 
in general.

Summonses and penalties
Summonses are issued on two thirds of all drug offences. There was a decline in the 
percentage of summonses issued for drug offences in 2008 compared to 2007. A 
summons is more likely to be issued in cases involving hard drugs and especially those 
involving both hard and soft drugs than in cases involving soft drugs only.

For the majority of offences, the court imposes a community service order or a partly 
suspended prison sentence. In recent years, the percentage of community service orders 
has been higher than the number of these detention orders. (Partly) suspended prison 
sentences are mainly imposed for smuggling, production or trafficking of hard drugs; 
community service orders tend to be imposed for smuggling, production or trafficking 
of soft drugs. The number of detention orders for Opium Act offences has increased in 
recent years, but the relative percentage has remained unchanged.
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Offences by drug users

Drug users committing fewer property crimes but more violent crimes
The decline in criminality in the Netherlands, in particular the considerable drop in 
property crime appears to be partly related to a reduction in criminality among opiate 
users. There has been a decrease in the number of problem drug users with a high level 
of criminal recidivism entering the law enforcement system. The decline is particularly 
marked among addicts whose primary addiction is heroin, who are mainly responsible 
for property crimes. However, there is a rising trend of violent crime among drug users, 
which may be explained by an increase in crack cocaine use.

No change in the percentage of detainees with a drug problem
Recent studies conducted among Dutch detainees found that some 30 to 38 percent 
were battling with problem drug use or a drug addiction in the year prior to detention. 
A large number of problem drug users are found among the very active repeat offenders 
and those placed in an Institution for Prolific Offenders (ISD).

Increasing use of Probation and Aftercare for addicts
Probation and Aftercare for addicts is dealing with an ever growing number of clients. 
In 2007 and 2008 these numbered between 17,000 and over 18,000. The number of 
activities undertaken by Probation and Aftercare for addicts also shows a rising trend. 
There have been more instances of supervision, and an increase in the number of diag-
noses (which also takes account of the reduction of the re-offending risk estimation 
scales); and a greater number of reports has been issued.

Institutions for Prolific Offenders (ISD)
In 2007 there were 295 new ISD detainees and in 2008 292. The average per month for 
2007 was 662 in 2007 and 607 in 2008. Most detainees follow a regime of behavioural 
interventions either inside the penitentiary establishment or outside it. A minority of 21 
to 24 percent remains in a basic regime without behavioural interventions.
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Table 1a Key Data on Substance Use

Cannabis Cocaine Opiates Ecstasy Amphetamine Alcohol Tobacco

General Population Usage (2005)

- Percentage of recent users
- Percentage of current usersI

5.4%
3.3%

0.6%
0.3%

<0.1%
<0.1%

1.2%
0.4%

0.3%
0.2%

85%
78%

-
26.7%
(2008)

- Trend recent use (2001-2005) Stable Stable Stable Stable Stable Stable Downward

- International Comparison Slightly below 
average

Below average Low/medium Above average Below average Average Average

Use among juveniles, school-goers 2007)

- Percentage of current users, 12-18 years 8% 0.8% 0.4% 0.8% 0.8% 51% 19%

- Trend 12-18 years (1996-2007) Downward Stable Stable Downward Downward DownwardII Downward

- International comparison, 15/16 years Above average Average Average Above average Below average High Average

Number of problem users

29 300  
(dependence)
40 200 (misuse)

Unknown 17 300 – 18 100 Unknown Unknown 1 200 000III ±1 000 000IV

Number of Addiction Care clients (2008)

- Substance as primary problem
- Substance as secondary problem

8 410
5 940

9 686
7 581

12 711
1 923

191
571

1 446
910

33 205
5 528

n.a.

- Trend (2002-2008) Rising Rising to 2004, 
thereafter 
stabilising

Downward Stable, slightly
downward from 
2005

Rising Rising n.a.

Number of hospital admissions (2008)

- Misuse/dependence as main diagnosis
- Misuse/dependence as secondary diagnosis

 57
476

131
617

79
542

54
145

5 983
13 717

Unknown

- Trend (2002 – 2008) Rising Rising Downward Rising Rising Unknown

Registered deaths (2008)V

No primary 
deaths

22
(primary)

 52
(primary) 

<5 765
(primary)VI

1 009 (sec.)

19 357
(primary+sec.)

I. Recent use: in the past year; current use is in the past month. b = boys, g=girls. II. Between 2003 and 

2007. III. Estimate from 2003. Some 478,000 people were diagnosed with alcohol use or dependence in 

2007-2009. IV. Based on heavy smokers (20 or more cigarettes a day)According to new estimation methods. 

Numbers do not differ significantly from previous estimates. V. Primary death: substance as primary 

(underlying) cause of death. Secondary death: substance as secondary cause of death (contributory factor or 

complication). VI. Not taking account of road deaths or cancer-related deaths.



25Summary

Table 1a Key Data on Substance Use

Cannabis Cocaine Opiates Ecstasy Amphetamine Alcohol Tobacco

General Population Usage (2005)

- Percentage of recent users
- Percentage of current usersI

5.4%
3.3%

0.6%
0.3%

<0.1%
<0.1%

1.2%
0.4%

0.3%
0.2%

85%
78%

-
26.7%
(2008)

- Trend recent use (2001-2005) Stable Stable Stable Stable Stable Stable Downward

- International Comparison Slightly below 
average

Below average Low/medium Above average Below average Average Average

Use among juveniles, school-goers 2007)

- Percentage of current users, 12-18 years 8% 0.8% 0.4% 0.8% 0.8% 51% 19%

- Trend 12-18 years (1996-2007) Downward Stable Stable Downward Downward DownwardII Downward

- International comparison, 15/16 years Above average Average Average Above average Below average High Average

Number of problem users

29 300  
(dependence)
40 200 (misuse)

Unknown 17 300 – 18 100 Unknown Unknown 1 200 000III ±1 000 000IV

Number of Addiction Care clients (2008)

- Substance as primary problem
- Substance as secondary problem

8 410
5 940

9 686
7 581

12 711
1 923

191
571

1 446
910

33 205
5 528

n.a.

- Trend (2002-2008) Rising Rising to 2004, 
thereafter 
stabilising

Downward Stable, slightly
downward from 
2005

Rising Rising n.a.

Number of hospital admissions (2008)

- Misuse/dependence as main diagnosis
- Misuse/dependence as secondary diagnosis

 57
476

131
617

79
542

54
145

5 983
13 717

Unknown

- Trend (2002 – 2008) Rising Rising Downward Rising Rising Unknown

Registered deaths (2008)V

No primary 
deaths

22
(primary)

 52
(primary) 

<5 765
(primary)VI

1 009 (sec.)

19 357
(primary+sec.)

I. Recent use: in the past year; current use is in the past month. b = boys, g=girls. II. Between 2003 and 

2007. III. Estimate from 2003. Some 478,000 people were diagnosed with alcohol use or dependence in 

2007-2009. IV. Based on heavy smokers (20 or more cigarettes a day)According to new estimation methods. 

Numbers do not differ significantly from previous estimates. V. Primary death: substance as primary 

(underlying) cause of death. Secondary death: substance as secondary cause of death (contributory factor or 

complication). VI. Not taking account of road deaths or cancer-related deaths.
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Table 1b Key Figures Drug Crime: Opium Act Offences in the Law Enforcement Chain

Phase in the chain Number of police/
Royal Constabu-
lary suspectsI 2007

No. Of public 
prosecutor cases 
2008II

Convictions/
dispositions by a 
court in the first 
instance 2008

Custodial 
sentences 2007

Number of drug offences

- Total 21 477 18 785 11 487 4 165

- Hard drugs 10 709 9 086 5 835 n.b.

- Soft drugs 7 870 8 977 5 210 n.b.

- Both 2 804 651 436 n.b.

-  Update 2006-
2007/2008

(Very ) slightly 
downward 

Slightly Downward Downward Downward

-  General trend 
2002-2007/2008

Rising until 2004, 
thereafter stable 
at a relatively high 
level, hard drugs 
slightly downward 
since 2005, soft 
drugs rising 
in 2005, then 
declining slightly

Rising until 2004, 
thereafter declining 
(slightly).
Hard drugs 
downward since 
2005, soft drugs 
reasonably stable 
since 2005, slight 
decline after 2006

Fluctuating.
Decline in hard 
drugs since 
2003, increase 
in soft drugs to 
2006, thereafter 
downward

Rising until 
2003, thereafter 
downward

% Opium Act 
offences of total 
crime

7% 7% 8% 17%

-  Update %  
2006-2007/2008

Stabilising Stabilising Stabilising Stabilising

I. Data available through 2007 on suspects held by police and Royal Constabulary as well as custodial 

sentences; about cases with the public prosecutor and disposed of by the courts through 2008. Source: HKS, 

KLPD/DNRI; OMDATA, WODC
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1 Introduction

The National Drug Monitor

In the Netherlands there are several monitoring organisations that follow developments in 
the area of substance abuse. Scientific papers are also frequently published about usage 
patterns, prevention and treatment methods. In this veritable sea of information, the 
National Drug Monitor (NDM) provides policymakers and professionals working in prac-
tice as well as various other target groups with an up-to-date overview of the situation.

The primary goal of the NDM is to gather data about developments in substance use 
in a coordinated and consistent manner on the basis of existing research and registered 
data, and to process this information and translate it into a number of core products, 
such as Annual Reports and thematic reports. This aim is consistent with the current 
quest for evidence-based policy and practice.

The NDM was set up in 1999 on the initiative of the Minister for Health, Welfare and 
Sport.1 Drug use, however, is not exclusive to the domain of public health but also 
involves aspects of criminality and public nuisance. Since 2002, the Ministry of Justice 
has also supported the NDM.

The NDM embraces the following functions:
•   Acting  as  umbrella  for  and  coordinator  between  the  various  surveys  and  registra-

tions in the Netherlands concerning the use of addictive substances (drugs, alcohol, 
tobacco) and addiction. The NDM aspires towards the improvement and harmonisa-
tion of monitoring activities in the Netherlands, while taking account of international 
guidelines for data collection.

•   Synthesising data  and  reporting  to national  governments  and  to  international  and 
national organisations. The international organisations to which the NDM reports 
include the WHO (World Health Organisation), the UN and the EMCDDA (European 
Monitoring Centre for Drugs and Drug Addiction).

Within the NDM, the collection and integration of data are central. These activities are 
conducted on the basis of a limited number of key indicators – or barometers of policy – 
which are agreed by the EU member states within the framework of the EMCDDA. Data 
are collected on the following:
•  Substance use in the general population
•  Problem use and addiction
•  Treatment demand from addiction care
•  Illness in relation to substance use
•  Deaths in relation to substance use.
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The thinking behind these five key indicators is that the seriousness of the drugs situ-
ation in a country is reflected by the extent of drug use in the general population, 
the number of problem drug users and addicts, the extent of demand for treatment 
and the rate of illness and deaths associated with drug use. However, trends in these 
indicators may be influenced by factors other than problem drug use alone. For further 
information, see Box 1.

Where available, data are recorded on supply and market, such as the price and quality 
of drugs. The NDM also reports on registered drug crimes and how law enforcement 
agencies respond to these crimes. This is also conducted on the basis of a series of 
indicators, for which the WODC collects data (Meijer, Aidala, Verrest, Van Panhuis & 
Essers, 2003; Snippe, Hoogeveen & Bieleman, 2000).

What do the epidemiological key indicators signify?

The key indicators of the EMCDDA are intended to reflect the status of drugs 
problems and to enable improved monitoring of developments. They are also 
designed to contribute to a broader analysis of policy outcomes, although this 
remains problematic (Van Laar & Van Ooyen, 2009). The EMCDDA has developed 
protocols for five drug indicators, which the EU member states have to use in the 
data collection (EMCDDA, 2009). This is aimed at improving inter-country compara-
bility at European level of data on drug use and its consequences. Although distinct 
progress has been made in this respect, the goal has not yet been fully reached. 
Therefore differences between countries, particularly smaller ones, should still be 
interpreted with caution. This Annual Report also describes the situation concerning 
the consumption of alcohol and tobacco within the context of these indicators; 
with a few exceptions, these data have not been collected in an internationally 
standardised manner.

Substance use in the general population (including school-goers)
Population studies on substance use can shed light on the extent of usage and on 
risk groups. If conducted at regular intervals and in the same way, these studies 
can also reveal trends. Various groups of users are distinguished, in describing 
alcohol or drug use. The largest group comprises people who have ever in their 
lives consumed alcohol and/or drugs – even years previously (ever use). A better 
indicator of current developments is found in the percentage of people who have 
lately used a substance - in the past year or month (recent and current use).
 The way in which the surveys are conducted (e.g. written, by telephone or face-
to-face) and the circumstances surrounding the interviews (e.g. the presence of a 
parent), may influence people’s willingness to ‘admit’ to having used a substance. 
However, in view of the relatively liberal climate in the Netherlands regarding drug 
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use, particularly cannabis, under-reporting of drug use is less likely in the Netherlands 
than in countries with a more repressive policy where legal and/or social sanctions 
are attached to drug use. At the same time, it is suggested by the National Preva-
lence Survey 2005 (NPO) on substance use in the general population, that illegal 
drug use is a sensitive topic in the Netherlands too (Rodenburg et al., 2007). Also 
of importance is the extent to which the recruited respondents actually participate 
in the survey. This can range from less than 50% to almost 100%. A low response 
rate may undermine the reliability of the findings.
 Trends in the prevalence of substance use are often difficult to quantify on account 
of the numerous interacting factors that may be of influence. Examples are national 
and international policy; effective interventions; the production, availability and 
accessibility of drugs and other substances; economic factors (such as income); 
perceived risks of use; the social environment; and culture, lifestyle and fashions, 
and the role that substance plays in these.

Problem substance use
There is no single prevailing definition of the term ‘problem use’. The EMCDDA 
defines problem drug use as injecting drug use or long-term/regular use of opiates, 
cocaine and/or amphetamines. This is a broad definition which also covers hard 
drug users who use methadone, for instance, and are able to function well in 
society. Throughout the Netherlands, a wide range of definitions is used at local and 
national level. Comparisons therefore have to be made very cautiously. For other 
substances, such as cannabis and alcohol, the criteria for misuse and dependence of 
international classification systems such as the DSM or the ICD are often used.
 For research on substance use in the general population, respondents are gene-
rally selected by random sampling from the population register. This means that 
marginalised groups, such as chronic hard drug users, who are regularly admitted 
to institutional care or have no fixed address, are greatly under-represented in this 
type of research. Therefore, a number of special techniques have been developed, 
in order to estimate the numbers of hard drug users. Examples are the capture-
recapture method and the ‘multiplier’ method. These methods are based on the 
assumption that a certain percentage of the drug users is known to the police and/
or health care services and registered as such. Others have no contact with these 
organisations and are known as the hidden population. Specific statistical techniques 
are used to estimate this group as well, in order to arrive at a total estimate of the 
number of problem users. It should be borne in mind that prevalence estimates of 
this kind allow a considerable margin of error and are generally not very accurate.

Treatment Demand
A certain number of problem users of alcohol or drugs seek treatment from an addic-
tion care organisation or are admitted to hospital. Data about the numbers of these 
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clients and client profiles provide information about (trends in) treatment demand, 
and are useful in planning and evaluating the care given to alcohol and drug users. 
These data may also be an indirect indicator of trends in problem use; however 
other factors, such as the extent and quality of treatment resources, registration 
problems or changes in the referral system (e.g. increasingly via primary care), may 
equally impact on the number of registered clients. Significantly too, those who 
seek treatment may be atypical of addicts in general. There are indications that 
addicts who seek treatment are in a worse state than those who do not yet look for 
help. For instance, (comorbid) mental health problems are more common among 
addiction care clients than among those who battle with addiction on their own.

Drug-related infectious diseases
The EMCDDA focuses on monitoring the prevalence of HIV infections and hepatitis 
B and C among injecting drug users. This information is important for establishing 
priorities for prevention, estimating the (future) illness burden and societal costs, 
and for monitoring the effects of preventive interventions. This indicator is the least 
standardised. The information sources available in the EU member states are very 
diverse, and include random samples of drug users (the gold standard), results of 
screening of drug users having treatment or in prison, case reports and notified 
diagnoses of HIV and hepatitis. Furthermore there are large differences in scope 
(local, regional, national). In an absolute sense, the data of the different countries 
are therefore not comparable. They do, however, give an indication of develop-
ments in the rate of infection. In the Netherlands too, the information is somewhat 
fragmented. Nonetheless, it does permit cautious conclusions about trends in the 
problems on the basis of various sources.

Deaths related to alcohol and/or drugs
Deaths due to overdose or other causes related to substance use are regarded as 
the most serious and extreme consequence of substance use. Data on the extent 
and nature of the deaths can be used to monitor trends in problem uses and high 
risk behaviour (injecting, polydrugs use). In many countries the general cause of 
death statistics constitute the main source of information on acute drug deaths 
(‘overdose’). According to the EMCDDA protocol cases are selected on the basis 
of a pre-ordained range of ICD-9 or ICD-10 codes, which refer to the nature of 
the death (accidental, deliberate, cause unknown) and the kinds of drugs involved. 
Countries differ in the procedures followed to establish the cause of death (e.g. 
whether toxicological analyses are conducted or not). In countries where a post-
mortem examination is standard when an unnatural case of death is suspected, 
there is a greater likelihood of discovering a drug-related death than in countries 
where this is not the case and/or where the cause of death is established only on 
the basis of external characteristics and circumstances. And even if toxicological 
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information is available, this is by no means always used to code the cause of death 
in the official statistics. Differences like these can impair the comparability of data 
between countries. Drug users sometimes die from causes other than an overdose. 
These causes may even be independent of drug use, such as old age, or may be 
related to it, such as a destructive lifestyle, or infectious diseases from injecting. 
This total death rate among drug users is charted in longitudinal cohort studies that 
‘follow’ drug users throughout the years.
 There is no standard protocol for alcohol-related deaths. ICD-codes are found in 
the international that are used to determine deaths related to alcohol use (WHO, 
2000; Heale et al., 2002). These codes are used in this Annual Report where alcohol 
use is explicitly cited as the cause of death. It is virtually certain that the data reflect 
an underestimation of total alcohol-related deaths, because the role of alcohol use 
in cause of death is not always recognised.

Collaborations

The NDM relies on the input of many experts. The executors of many local and national 
monitoring projects, registering bodies and other organisations make their contribu-
tion. The quality of the publications is ensured by the NDM Scientific Committee. This 
Committee evaluates all draft texts and advises on the quality of the monitoring data. 
The NDM is supported on thematic modules by the study group on prevalence estimates 
of problem substance use and the study group on drug-related deaths.

Once yearly, the NDM publishes a statistical overview of addiction and substance use 
and their consequences. This is the NDM Annual Report. This report is included in the 
documentation that is presented to parliament annually.

Past and future drug policy

In 2009 drug policy in the Netherlands was subjected to an evaluative review (Van Laar 
and Van Ooyen, 2009). This review focussed chiefly on drug policy in the 1995-2998 
period, using data from the NDM Annual Reports. An independent advisory committee 
subsequently submitted a recommendation about future drug policy (Drug Policy Advi-
sory Committee, 2009). In 2010 a new bill on drugs will be drafted.
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2009 Annual Report

This is the tenth Annual Report of the NMD. As in previous years, chapters two through 
eight deal with developments per substance or classes of substances: cannabis, cocaine, 
opiates, ecstasy and amphetamines, alcohol and tobacco. Because there are signs of 
increasing popularity of GHB, a chapter of this substance has been added. In each 
chapter we present a concise report on the most recent data about usage, problem use, 
treatment demand, illness and deaths, as well as supply and market. The position of 
the Netherlands is placed in an international perspective, but owing to methodological 
differences, comparisons between countries should, however, be made with caution.

Chapter nine contains data on registered drug-related crime. Central to this is crime as 
defined by the Opium Act and the criminal behaviour of drug users in various stages of 
the law enforcement chain (police, Public Prosecutor, judiciary, custody). This chapter also 
contains an up-to-date overview of the possibilities available to law enforcement agencies 
for the compulsory and quasi-compulsory treatment of drug-addicted criminals.

Data on substance abuse and drug-related crime can be collected and represented in 
different ways. Appendix A contains information on the terminology used. Appendix 
B contains a concise overview of the most important sources of information for this 
Report.

Statistical significance
This Annual Report describes trends in substance use and differences between groups 
of users. In the case of data derived from a random population sample, we refer to 
an ‘increase’ or ‘decrease’ only when statistically significant. This means that any such 
change is unlikely to be by chance. At the same time, statistical significance is not entirely 
straightforward. In very large samples, tiny differences can be significant, but may have 
no practical meaning. Significance therefore does not always equate with relevance. 
Conversely, there may be clear differences in user percentages that are not relevant 
according to statistical analysis. This may be the case where samples are relatively small, 
with considerable variation within groups. In such cases it could be that a larger sample 
(for example more respondents) would yield a result that was significant.
In this Annual Report we regard statistical significance as guiding principle, but the size 
of the differences is also important.

The NDM Annual Report may also be accessed as a pdf document on the following 
websites: www.trimbos.nl. or www.wodc.nl.
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2 Cannabis

Cannabis (Cannabis Sativa or hemp) contains hashish and weed in various concentra-
tions. THC (tetrahydrocannabinol) is the main psychoactive component. Cannabis is 
generally smoked in cigarette form – with or without tobacco – and sometimes through 
a vaporizer. It is less often eaten in the form of space cake. Users tend to experience 
cannabis as calming, relaxing and mind-expanding. In high doses, cannabis can trigger 
anxiety, panic and psychotic symptoms.
The data below apply to both hashish and weed, unless otherwise specified.

2.1 Recent facts and trends

In this chapter, the main facts and trends concerning cannabis are:
•   Among school-goers in mainstream secondary education (12-18 years) the percen-

tage of ever and current cannabis users declined gradually between 1996 and 2007, 
particularly among boys (§ 2.3).

•   Cannabis use among Dutch school-goers aged 15 and 16 is high compared to other 
European countries, despite a declining trend (§ 2.5).

•   Cannabis use occurs significantly more often among pupils attending REC-4 schools 
for special education, compared to pupils at mainstream schools (§ 2.3).

•   By European standards, Dutch adults score slightly below average (in 2005) for recent 
cannabis use (§ 2.5).

•   In keeping with the rising trend of previous years, the number of cannabis clients of 
(outpatient) addiction care increased further in 2007 and 2008 (§ 2.6).

•   General  hospitals  again  registered  a  further  increase  in  the  number  of  admissions 
involving cannabis use or dependence as a secondary diagnosis between 2007 and 
2008 (§ 2.6). 

•   The average THC content of Dutch-grown weed dropped further between 2006 and 
2007, and stabilised in 2008 and 2009 (§ 2.8).

•   Between 2006 and 2009, there was a rise in the average price of Dutch-grown weed 
(§ 2.8).

2.2 Usage: general population

Cannabis is the most widely used of all illegal drugs. In 1997, 2001 and 2005, National 
Prevalence Surveys (NPO) were conducted (NPO, Rodenburg et al., 2007). 
•   From 1997 to 2001 the percentage of the population aged from 15 to 64 that had 

ever used cannabis remained stable. Between 2001 and 2005 the percentage of ever 
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users increased. The total percentage of recent and current users remained at the 
same level in all three surveys (table 2.1).

•   In 2005 over one in five people surveyed reported ever having used cannabis. One in 
twenty had used cannabis in the year prior to the interview (recent use), and one in 
thirty-three had done so in the month before the interview (current use).

•   Calculated in terms of the population, the number of current cannabis users amounts 
to 363,000.

•   In 2005 1.3% of the population had used cannabis for the first time ever. The growth 
of new users has remained stable throughout the years.

Table 2.1  Cannabis use in the Netherlands in the population aged from 15 to 64. Survey years 1997, 

2001 and 2005

1997 2001 2005

Ever use
-  Male
-  Females

19.1%
24.5%
13.6%

19.5%
23.6%
15.3%

22.6%
29.1%
16.1%

Recent useI

-  Males
-  Females

5.5%
7.1%
3.8%

5.5%
7.2%
3.8%

5.4%
7.8%
3.1%

Current useII

-  Males
-  Females

3.0%
4.2%
1.8%

3.4%
4.8%
1.9%

3.3%
5.2%
1.5%

First used in the past year 1.4% 1.1% 1.3%

Average age of recent usersI 27.3 years 28.3 years 30.5 years

Number of respondents: 17 590 (1997), 2 312 (2001), 4 516 (2005). I. In the past year. II. In the past 

month. Source: NPO, IVO.

Age and Gender
•   More males than females use cannabis (table 2.1).
•   Consumption of cannabis occurs chiefly among juveniles and young adults (figure 2.1).
 -  Between 1997 and 2005 the percentage of recent and current users aged 15 to 24 

dropped, whereas the percentage of recent and current users in the 25 to 44 year 
age group increased. This shift took place mainly between 1997 and 2001.

 -  Likewise, the average age of recent cannabis users rose – from 27 to almost 31 
(table 2.1).

 -  The age of onset is the age at which a person first used a substance (see also 
appendix A: age of onset). Among ever users of cannabis, the age of onset for the 
15 to 24 year old age group was 16.4 years on average. In the population aged 15 
to 64, the age of onset averaged 19.6 years.
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Figure 2.1  Cannabis users in the Netherlands by age group. Survey years 1997 and 2005
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Percentage of recent (last year, on left) users and current users (last month, on right) by age group. Source: 

NPO, IVO.

The main cities
There is more cannabis consumption in urban than in rural areas (Table 2.2).
•   In 2005 the percentage of ever and recent cannabis users was approximately three 

times greater in highly urban compared to non-urban areas.

Table 2.2  Use of cannabis in the four main cities and in non-urban areas among people aged over 

15 years. Survey years 1997 and 2005

Ever Use Recent Use Current Use

1997 2005 1997 2005 1997 2005

Very highly urbanI 31.4% 37.5% 10.4% 10.8% 6.2% 7.5%

Highly urbanII 21.0% 24.6% 4.8% 5.8% 2.9% 3.2%

Moderately urbanIII 15.5% 20.2% 4.3% 4.3% 2.2% 2.5%

Semi-ruralIV 15.0% 15.5% 4.5% 3.2% 2.2% 2.0%

RuralV 12.8% 13.9% 3.8% 3.0% 1.9% 1.5%

Percentage of ever use, recent (last year) and current (last month). No data by urbanisation level for 2001 

due to small numbers of respondents. I. Definition (Statistics Netherlands, CBS): municipalities with over 

2,500 addresses per square km. These are: Amsterdam, Rotterdam, Delft, The Hague, Groningen, Haarlem, 

Leiden, Rijswijk, Schiedam, Utrecht, Vlaardingen and Voorburg. II. Municipalities with 1,500 -2,500 

addresses per square km. III. Municipalities with 1,000 – 1,500 addresses per square km. IV. Districts 

with 500-1,000 addresses per square km. V. Districts with fewer than 500 addresses per square km. 

Source: NPO, IVO.
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Amount of use
•   In 2005 almost a quarter (23.3%) of current users took cannabis (almost) daily. This 

is the equivalent of 0.8% of the total population aged between 15 and 64. The 
percentage was double this (1.6%) among juveniles and young adults in the 15 to 
34 age group.

•   In population terms, some 85,000 people were using cannabis daily or almost daily 
in 2005. 

2.3 Usage: juveniles

School-goers in mainstream education
Since the mid-1980s, the Netherlands Institute of Mental Health and Addiction (Trimbos 
Institute) has periodically surveyed the extent of the experience of school-goers aged 12 
and older at maintream secondary schools with alcohol, tobacco, drugs and gambling. 
This survey is known as the Dutch National School Survey. The most recent measure-
ments were conducted in 2007 (Monshouwer et al., 2007).
•   Figure  2.2  shows  a  strong  increase  in  cannabis  use  among  school-goers  between 

1988 and 1996. From 1996 to 2007, ever use declined gradually from 22 to 17 
percent. During the same period, current use dropped slightly from 11 to 8 percent. 
This decline took place mostly among boys. Among girls, the percentage differences 
found between 1996 and 2007 were not significant. 

•   In 2007 more boys than girls had used cannabis in the month preceding the survey. 
The difference between boys and girls for cannabis use varied from one measurement 
to another.
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Figure 2.2 Cannabis use among secondary-school pupils aged 12 to 18 since 1988
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Age
•   Cannabis  use  increases  among  school-goers  with  age.  In  2007,  few  school-goers 

aged 12 had tried cannabis – only one in fifty (2%). By the age of 16, almost one in 
three had ever tried cannabis (30%).

•   The age at which school-goers first used cannabis dropped between 1988 and 1996, 
after which it stabilised (Monshouwer et al., 2005). The percentage of boys who 
had already tried cannabis at a very young age (≤14 years) remained stable between 
1996 and 2003 (21%) and declined between 2003 and 2007 from 21 to 13 percent. 
Among 14-year old girls, the decline in ever use of cannabis between 2003 and 2007 
was less marked and was not significant (from 16% to 12%). 

•   The Antenne Monitoring Station in Amsterdam found that the average age of onset 
for ever cannabis use among school-goers of western ethnicity rose from 13.5 in 1997 
to 14.2 in 2007 (Nabben et al., 2008). 

•   An early age of onset  for cannabis use  is associated with an  increased risk of  later 
developing mental health disorders, cannabis dependency, use of hard drugs and 
possibly cognitive disorders (CAM, 2008). The precise mechanisms involved are not 
fully known (e.g. effects of cannabis on the developing brain, susceptibility and/or 
social processes).
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Amount of use
•   Of the eight percent current school-going users in 2007, over half (55%) had used 

cannabis no more than once or twice during the past month. A minority had used 
cannabis more than ten times (14%): approximately one in five boys (18%) and one 
in 14 girls (7%) (see Figure 2.3).

•   Per incident, almost half of the current users smoked less than one joint. 18% of the 
boys smoked three or more joints per incident, compared to 11% of girls; but this 
difference is not statistically significant).

Figure 2.3  Frequency of cannabis use among current users. Survey year 2007
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Percentage of school-goers who had used cannabis in the month before the survey. Source : Dutch National 

School Survey, Trimbos Institute.

School level and ethnic background
•   There is little difference in the prevalence of cannabis use between the various levels 

of education. The percentage of pupils that ever used cannabis and the percentage 
that used cannabis in the past month is virtually identical in most of the different levels 
of Dutch secondary schools: VMBO-b (lower secondary, practical) VMBO-t (lower 
secondary, theoretical), HAVO (middle secondary), while it is slightly lower at VWO 
(higher secondary, although this difference was not statistically significant. 

•   There is no strong association between ethnic origin and ever use of cannabis1, with 
the exception of Moroccan school-goers who have comparatively less experience of 
cannabis use, in particular among girls (2%).

•   According to the Antenne Monitoring Station in Amsterdam, the percentage of ever 
users and current users of cannabis is lowest among Moroccan school-goers; but the 
percentage of users among Turkish and Surinamese school-goers is also lower than 
among their native Dutch peers (Korf et al., 2003).

1  See Appendix A
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Cannabis and problem behaviour
•   School-goers who use cannabis exhibit more aggressive and delinquent behaviour and 

have more school-related problems (truancy, poor results) than their non-using peers. 
This association becomes stronger with increasing frequency of use (Monshouwer et 
al., 2006); Verdurmen et al., 2005b).

•   Cannabis users are more likely to use other substances than non-users (e.g. 5 or more 
units of alcohol in the past month, daily smoking, ever use of hard drugs).

•   No differences were found for mental health problems, such as withdrawn behaviour, 
anxiety or depression.

Place of procurement
•   In  2007,  approximately  one  third  of  current  users  (35%)  got  their  cannabis  from 

friends, without having to buy it themselves. 40% of current users sometimes bought 
cannabis in a ‘coffee shop’. 18% sometimes bought cannabis on the street or in a 
park etc., and 16% from a (home) dealer; one in ten got it at school or near school; 
and likewise one in ten got it at someone’s house. 

•   More girls than boys got cannabis through friends, without having to buy it them-
selves, and boys were more likely than girls to purchase it in or through ‘coffee 
shops’.

•   A  significant  percentage  of  cannabis-using  school-goers  aged  up  to  17  reported 
having purchased cannabis in or through a ‘coffee shop’ in 2007. This is remarkable, 
since the age limit for access to these ‘coffee shops’ is 18. It is not known to what 
extent these under-age users actually purchased the cannabis themselves, or procured 
it through third parties. 

•   The percentage of those who sometimes procured cannabis through a ‘coffee shop’ 
was highest among males aged 18. Eight out of ten (82%) of current male users in 
this age group did so.
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Table 2.3 How do school-goers procure their cannabis? Survey year 2007

Method of procurement 12-15 years 16-17 years 18 years Total

B G B G B G B G Total

I never buy it 29% 41% 35% 46% 15% 17% 30% 42% 35%

Coffee shop 39% 22% 45% 42% 82% 67% 46% 31% 40%

From a dealer’s house 24% 11% 18% 6% 14% 35% 20% 10% 16%

Someone else’s house 12% 11% 9% 12% 3% 0% 10% 11% 10%

At or near school 14% 13% 10% 3% 3% 0% 11% 9% 10%

On the street, park etc. 28% 12% 19% 2% 11% 19% 23% 9% 18%

Bar 3% 3% 2% 1% 3% 0% 2% 2% 2%

Discotheque 4% 2% 3% 1% 3% 0% 3% 2% 3%

Youth café or  
community centre

1% 1% 2% 0% 0% 0% 1% 1% 1%

Youth centre 4% 2% 1% 0% 3% 0% 3% 1% 2%

Other 1% 1% 1% 1% 0% 0% 1% 1% 1%

School-goers aged 12 to 18 of Dutch secondary schools (current users). Respondents could tick more than 

one answer. Therefore the percentages do not add up to 100. B = boys; G = girls. Source: Dutch National 

School Survey, Trimbos Institute.

Schools for special education
In 2008, The Trimbos Institute, together with the University of Utrecht, conducted a study 
on substance use among over 2,600 pupils aged between 12 and 18 attending schools 
for special education (Kepper et al., 2009). These are schools affiliated to a Regional 
Expertise Centre (known as REC-4 schools. Pupils attending these schools may have 
severe learning or behavioural difficulties, a long-term illness with psychiatric problems; or 
they may be attending schools affiliated to a Pedagogical Institute. Other groups receive 
practical education (pro) or support education (lwoo)). The results for the 12-16 year age 
group were compared with those of a 2007 survey conducted in a peer group of pupils 
in mainstream secondary schools (vmbo without lwoo; havo and vwo).
•   Pupils attending REC-4 schools have by far the most experience of cannabis use. This 

applies to all age groups. Over half of the 16 year olds had ever tried cannabis (table 
2.4). Incidentally, pupils attending REC-4 schools account for only one to two percent 
of all secondary school pupils (see Appendix F).

•   Among 12-13 year-olds and 14-15 year-olds in practical education (pro) or support 
education (lwoo), the percentages of ever users are comparable to those in main-
stream schools. Among 16-year olds, ever use of cannabis is actually lower than in 
mainstream schools, particularly among pupils in practical education.

•   The  percentage  of  current  cannabis  users  is  also  highest  among  pupils  attending 
REC-4 schools. In the other types of education, the differences in use were small.

•   On average current cannabis users of both REC-4 and practical schools smoke three 
joints per incident. For the lwoo schools the average is two joints, and in mainstream 
schools it is 1.5 joints among 14-15 year-olds and one joint among 16-year olds.
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Table 2.4 Cannabis use among pupils aged 12-16 in special and mainstream schools, by age group

Ever Use Current Use

12-13 years 14-15 years 16 years 12-13 years 14-15 years 16 years

Special

 REC-4I 20% 42% 54% 11% 23% 41%

 ProII 5% 15% 19% 2% 6% 10%

 LwooIII 7% 17% 25% 3% 7% 13%

Mainstream 4% 17% 30% 2% 9% 13%

Percentage of ever and current (past month) users. Survey year for special schools was 2008. Survey year for 

mainstream schools was 2007. I. REC = Regional Expertise Centre. II. Pro = practical education. III. Lwoo = 

support education. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

Special groups of young people
In certain groups of juveniles and young adults, cannabis use is the rule rather than the 
exception. Table 2.5 summarises the results of various studies – mostly regional or local. 
The data are not comparable, on account of differences in age groups and research 
methods. Furthermore, the response rate for surveys among juveniles and young adults 
in the social scene is often low. This may lead to a distortion of the results. Trend data 
are only available for Amsterdam.

Juveniles and young adults in the social scene
•   The Antenna-Monitoring Station follows substance use  in various groups of young 

people in the Amsterdam social scene, such as ‘coffee shops’, bars and fashionable 
clubs (Benschop et al., 2009). In 2003 and 2008, 39% of the juvenile and young adult 
attendees at trendy clubs (and parties) in Amsterdam were current cannabis users. In 
both years, the average number of joints smoked by current users per occasion was 
about one and a half.

•   In 2008/2009 substance use was examined among attendees at eleven national and regi-
onally organised large scale parties (Trimbos Institute/University of Amsterdam 2010).

 - Three out of ten of the party-goers were current cannabis users.
 -  17% of the party-goers had smoked a joint on the evening itself. This varied from 

6% to 30% between parties. On average, the revellers smoked 2.4 joints.
•   In the same survey in 2008/2009, substance use among clubbers and disco-goers was 

studied in large and medium-sized municipalities in five regions of the Netherlands: North 
(Friesland, Groningen, Drenthe), Oost (Gelderland and Overijssel), Central (Utrecht, Flevo-
land), West (Noord- en Zuid-Holland) and South (Noord- Brabant, Zeeland, Limburg).

 -  The percentage of current cannabis users varied between regions and was highest 
in the regions West (28%), South (24%) and Central (24%) , while it was lowest 
in the regions North (17%) and East (18%).

 -  On the basis of these data, a national estimate of substance use among clubbers is 
being drawn up. These data were not available for this Annual Report, but will be 
included in the final report of the social scene survey.
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Problem Youth
There are relatively more current cannabis users among young drifters, school dropouts 
and juveniles detained in penitentiaries, as well as those in care (between two and eight 
out of ten).
•   Almost half  the  juveniles  in Amsterdam youth  care were  current  cannabis users  in 

2006 (Nabben et al., 2007a). Approximately one in three (31%) of these users take 
cannabis daily, which is 15% of all juveniles in care. The amount and frequency of 
use is the same for boys as for girls. Over one in ten of current users (11%) have 
indicated a wish to get help to quit or reduce their use.

•   At national level, lower percentages are found in younger age groups among juveniles 
in residential care, varying from 18% for 12 and 13 year-olds to 37% for the 16 
year-olds (Kepper et al., 2009). 
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Table 2.5 Current cannabis use in special groups

Location Survey year Age (years) Current use

Young people in the social scene and young adults

-  Frequenters of dance parties, 
festivals, city centre 

The Hague 2003 15 - 35 37%

-  Bar-goers Zaandam 2006 14 - 44 22%

-  Bar-goersI AmsterdamII 2005 Average 27 22%

-  Frequenters of bars and sport-hall 
canteen-bars

Noordwijk 2004 Average 23 19%

-  Discotheque-goers NijmegenIII 2006 Average 21 12%

-  Clubbers Amsterdam 2003 Average 28 39%

2008 Average 25 39%

-  Coffee shop frequenters Nijmegen 2005-6 Average 27 84%

-  Revellers at parties and festivals NationwideIII 2008/2009 Average 24 30%

Problem groups

-  Juveniles attending special schools 
and truancy projects 

Amsterdam 2003 13 - 16 32%

-  Juvenile detaineesIV Regional 2002/2003 14 - 17 59%

-  School drop-outsIV Regional 2002/2003 14 - 17 59%

-  Homeless YouthV Flevoland 2004 13 - 22 87%

-  Street youth Heerlen 2006 15 - 20 35%

-  Juveniles in care VI Amsterdam 2006 Average 17 45%

-  Juveniles in residential care Nationwide 2008 12-13 18%

14-15 36%

16 37%

Percentage of current users, (past month) per group. The figures in this table are not comparable on account 

of differences in age groups and research methods. I. Juveniles and young adults in mainstream bars, student 

bars, gay bars and hip bars. Therefore not representative of all bar-goers. II. Low response (26%). III. Low 

response (19%). IV. Research in the provinces of Noord-Holland, Flevoland and Utrecht. Usage among 

juvenile detainees: in the month prior to detention. Drop-outs are juveniles who have missed at least a 

month of school during the past year, not counting holidays. V. Young drifters aged up to 23 who have had 

no fixed abode for at least three months. VI. Juveniles with behavioural problems, juvenile delinquents, 

homeless juveniles and juveniles in other care projects. Sources: Parnassia; GGD Zaanstreek-Waterland; 

Antenne, Bonger Institute for Criminology, University of Amsterdam; GGD Zuid-Holland Noord; Tendens, 

Iriszorg;Research on the Social Scene, Trimbos-Institute / University of Amsterdam; Mondriaan Zorggroep; 

EXPLORE, Trimbos Institute /University of Utrecht.
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2.4 Problem use

It is not known exactly how many people develop problems related to cannabis use. 
Problem use involves a diagnosis of cannabis dependence based on the DSM interna-
tional psychiatric classification system. By comparison with nicotine, heroin and alcohol, 
cannabis is not very addictive. However, the risk of dependence increases with long-term 
frequent use and is often accompanied by dependence on other substances. Younger 
people are likely to be more susceptible to this than older people (CAM, 2008).

•   According to NEMESIS data from 2007-2008, on a yearly basis an estimated 0.1% 
to 0.5% of the population aged between 18 and 64 met the criteria for a diagnosis 
of cannabis dependence (DSM 4th revised edition). An estimated 0.2% to 0.6% of 
respondents met the criteria for a diagnosis of cannabis misuse.

•   Cannabis-related disorders are more frequent among males than females (see table 
2.6).

•   In population terms, there are an estimated 29,300 people with cannabis dependency 
and 40,200 with cannabis misuse. This population study did not survey juveniles aged 
under 18, people who were not sufficiently fluent in the Dutch language, and people 
who were homeless or were in a residential institution for a prolonged period. It is 
not known to what extent this may have influenced the results.

Table 2.6  Annual prevalence and numbers of people with a cannabis-related disorder (m/f). Between 

brackets: 95%Confidence Intervals. Survey period 2007-2009

Disorder Males
(%)

Females
(%)

Total
(%)

Total
(Number)

Cannabis misuse 0.6
(0.2 – 1.0)

0.2
(0.0 – 0.4)

0.4
(0.2 – 0.6)

40 200

Cannabis dependency 0.4
(0.1 – 0.8)

0.1
(0.0 – 0.3)

0.3
(0.1 – 0.5)

29 300

Source: Nemesis 2007-2009 (De Graaf et al., 2010).

•   As stated in §2.3 (frequent) cannabis use is linked to problem behaviour, such as aggres-
sive and criminal behaviour, use of other drugs and problems at school. This is not to 
say that cannabis use is the cause of these problems. Often cannabis use is preceded by 
behavioural problems, or both may be part of a broader pattern of deviant behaviour. 
Another possibility is an overlap of risk factors that lead to both cannabis use and 
deviant behaviour (Rigter and Van Laar, 2002; Hall and Pacula, 2003).

•   Research  conducted among  frequenters of  ‘coffee  shops’ has  found  that a  certain 
group, particularly young users has a clear preference for ‘strong weed’ with a high 
THC content, the main active ingredient in cannabis (Korf et al., 2004b; Korf et al., 
2007). These users consume cannabis relatively often and in relatively large quanti-
ties, and consequently incur a considerable risk of dependency. The size of this group 
is not known.
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•   The sharp increase in treatment requests from the addiction care services from cannabis 
users (§2.6) could be an indication of a rise in the number of problem cannabis users. 
However, other explanations are also possible, such as improved availability of treat-
ment, quicker referrals from pri9mary care and youth care and a growing awareness 
of the risks of cannabis, leading to more prompt seeking of help.

2.5 Usage: international comparison

General population
Data about drugs use in the EU member states and Norway are collected by the European 
Monitoring Centre for Drugs and Drug Addiction (EMCDDA, 2009). In the US, Canada 
and Australia respectively, data on drugs use in the general population are collected 
by the Substance Abuse and Mental Health Services Administration (SAMHSA, 2008), 
the Canadian Addiction Survey (CAS, 2005), and the Australian Institute of Health and 
Welfare (AIHW, 2008). 
•   It is difficult to conduct a precise comparison of the data, owing to differences in survey 

years, measuring methods and sampling. The age group is the main variable. Table 
2.7a shows usage data that have been (re)calculated according to the standard age 
group of the EMCDDA (15 to 64 years). Data for the other countries are contained 
in Table 2.7b. For Europe, only the EU-15 and Norway have been included.

•   Between 9% and 49% of people in the general western population have ever used 
cannabis (tables 2.7a and 2.7b). The lowest percentages are found in Greece and 
Portugal. In Canada, almost one in two people have ever tried cannabis and in the 
US four in ten. Of EU member states and Norway, Denmark tops the list with 37% 
for ever use, but has an average score for the measures ‘recent’ and ‘current’ use. For 
ever use, Romania has the lowest score, at 2%. 

•   An estimated 7% of all EU member state inhabitants, or 23 million people, have used 
cannabis during the past year. At 5%, the Netherlands is ranked somewhat below 
this European average. 

•   For the measure ‘recent use’, however, the percentages differ greatly. Of the EU-27 
for which data are available, the percentage of recent users is lowest in Malta (1%). 
Italy and Spain have the highest rate at 11%. Internationally, Canada tops the list at 
15%.

•   For current use, Spain stands out in front (9%). The lowest percentages are found in 
Malta (0.5%) and Sweden (0.6%). At 3%, the Netherlands is close to the European 
average of 4%.
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Table 2.7a  Cannabis use in the general population of a number of EU-15 member states and Norway: 

age group 15 to 64 years

Country Year Ever use Recent use Current use

France 2005 31% 9% 5%

Spain 2005/6 29% 11% 9%

Italy 2005 29% 11% 6%

The Netherlands 2005 23% 5% 3%

Austria 2004 20% 8% 4%

Ireland 2006/2007 22% 6% 3%

Norway 2004 16% 5% 2%

Finland 2006 14% 4% 2%

Belgium 2004 13% 5% 3%

Greece 2004 9% 2% 1%

Portugal 2007 12% 4% 2%

A precise comparison between countries is hampered by differences in survey year, measuring methods and 

sampling. Percentage of ever users, recent (past year) and current (past month). - = not measured. Source: 

EMCDDA

Table 2.7b  Cannabis use in the general population of a number of EU- 15 member states and 

Canada, the US and Australia: other age groupsI

Country Year Age (yrs) Ever use Recent use Current use

Canada 2004 15 + 49% 15% -

United States 2008 12 + 41% 10% 6%

Denmark 2005 16-64 37% 5% 3%

Australia 2007 14+ 34% 9% 5%

U.K. (England & Wales) 2006/2007 16-59 30% 8% 5%

Germany 2006 18 – 64 23% 5% 2%

Italy 2003 15 – 54 22% 7% 5%

Sweden 2006 16 – 64 12% 2% 1%

A precise comparison between countries is hampered by differences in survey year, measuring methods and 

sampling. Percentage of ever users, recent (past year) and current (past month).  

I. Drug use is relatively low in the youngest (12-15) and oldest age groups (>64). Consumption figures in 

studies with respondents younger and/or older than the EMCDDA standard may be lower than figures in 

studies that do use the EMCDDA-standard. The opposite is true for studies with a more limited age span.  

- = not measured. Sources: CAS, SAMHSA, EMCDDA, AIHW
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Trends
It is difficult to determine the trends in cannabis use on account of a lack of repeat and 
comparable measurements in and between countries.
•   In  thirteen  of  the  EU-15  plus  Norway  for  which  data  are  available,  cannabis  use 

has generally risen since 1990 in a majority of nine countries; it has declined in only 
one country; and has remained more or less stable in a minority of three countries, 
including the Netherlands. In most cases, the rise in use occurred mainly in the 1990s, 
whereas in the past decade recent cannabis use declined in France, the U.K., Germany 
and Greece. In the Netherlands recent cannabis use remained at more or less the same 
level between 1997 and 2005. 

•   Likewise in the US, cannabis use declined at the start of this century. Between 2002 
and 2007, recent use in the general population aged 12 and older dropped from 11 
to 10 percent. The decline occurred chiefly among juveniles aged from 12 to 17.

•   In Australia recent cannabis use in the general population aged 14 and older rose from 
13% in 1995 to 18% in 1998, after which it declined to 9% in 2007. 

Juveniles
The data from ESPAD, the European School Survey Project on Alcohol and Other Drugs 
lend themselves better to comparison. In 1999, 2003 and 2007, surveys were conducted 
among fifteen and sixteen year old secondary school pupils (Hibell et al., 2000, 2004, 
2008.
Table 2.8 shows cannabis use in a number of EU countries, Norway, Switzerland and the 
US. The US did not take part in the ESPAD but conducted similar research.
•   The percentage of school-goers that had ever used cannabis in 2007 was highest in 

Spain, followed closely by Switzerland, the US France and the U.K.. Dutch school-
goers were in sixth place.

•   Spain topped the list for current use, followed by Switzerland, France and the Nether-
lands.

•   The percentage of school-goers that had used cannabis six times or more in the past 
month was lowest in Greece and the Nordic countries Norway, Finland and Sweden, 
and highest in Spain, followed by Switzerland, France, the Netherlands, the US and 
Italy.

•   In 2003 Dutch school-goers occupied a better position  in  the  rankings. This  is not 
because cannabis use in the Netherlands has increased, but because between 2003 
and 2007 declines (some remarkable) took place in other countries such as the U.K., 
Ireland and France.

•   Regular cannabis use (10 time or more in the past year) is associated with low self-
esteem, an increased chance of depression, anomia, anti-social behaviour, running 
away from home, self-harm and suicidality. These associations were, however, also 
found with other substances, such as alcohol and tobacco.
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Table 2.8  Cannabis use among school-goers aged 15 and 16 in a number of EU member states, 

Norway, Switzerland and the US. Survey years 1999, 2003 and 2007

Country Ever Use Current Use Six or more times in the 
past month

1999 2003 2007 1999 2003 2007 1999 2003 2007

SpainII - 36% 36% - 22% 20% - - 8%

Switzerland - 40% 33% - 20% 15% - 10% 6%

France 35% 38% 31% 22% 22% 15% 9% 9% 6%

Netherlands 28% 28% 28% 14% 13% 15% 5% 6% 6%

United StatesI 41% 36% 31% 19% 17% 14% 9% 8% 6%

Italy 25% 27% 23% 14% 15% 13% 4% 6% 6%

BelgiumIII - 32% 24% - 17% 12% - 7% 4%

United Kingdom 35% 38% 29% 16% 20% 11% 6% 8% 4%

Ireland 32% 39% 20% 15% 17% 9% 5% 6% 4%

DenmarkII 24% 23% 25% 8% 8% 10% 1% 2% 2%

GermanyIV - 27% 20% - 12% 7% - 4% 2%

Austria - 21% 17% - 10% 6% - 3% 2%

Portugal 8% 15% 13% 5% 8% 6% 2% 3% 2%

Greece 9% 6% 6% 4% 2% 3% 2% 1% 1%

Norway 12% 9% 6% 4% 3% 2% 1% 1% 1%

Finland 10% 11% 8% 2% 3% 2% 1% 0% 0%

Sweden 8% 7% 7% 2% 1% 2% 0% 0% 0%

Percentage of ever use, current use (past month) and six times or more in the past month. I. The US did 

not participate in ESPAD but conducted comparable research. II. The data for Denmark and Spain are less 

representative. III. Belgium in 2007: data only for Flanders. IV. Germany: data for six of the sixteen federal 

states. - = not measured. Source: ESPAD.

2.6 Treatment demand

Addiction Care
The National Alcohol and Drugs Information System (LADIS) registers the number of 
people who seek treatment from outpatient addiction care, including rehabilitation 
programmes and the addiction clinics that are merged with the outpatient addiction 
care services (Ouwehand et al., 2009; IVZ, 2009). (See in appendix A: LADIS client)
•   The number of clients registered on account of a primary cannabis problem more than 

quadrupled between 1994 and 2008 (Figure 2.4). From 2006 to 2007 there was an 
increase of 23% and between 2007 and 2008, there was a further rise of 5%.

•   Per 100,000 inhabitants aged 15 and over, the number of primary clients rose from 
16 in 1994 to 62 in 2008.
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•   The role of cannabis  in all requests for treatment also rose – from 10% in 1994 to 
25% in 2008.

•   In 2008 approximately one third of primary cannabis clients were newcomers (34%). 
These had not previously been registered with the (outpatient) addiction care services 
for a drug-related problem.

•   For 52% of primary clients, cannabis was the only problem; 48% reported problems 
with another substance as well.

•   The  number  of  (outpatient)  addiction  care  clients  citing  cannabis  as  a  secondary 
problem also rose between 1994 and 2008 (Figure 2.4). For this group, alcohol 
(49%), cocaine or crack (29%), heroin (8%), amphetamine (7%) or gambling (2%) 
was the primary problem.

Figure 2.4  Number of (outpatient) addiction care clients with primary or secondary cannabis 

problems, from 1994
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Source: LADIS, IVZ (2009).

Age and gender
•   In  2008  the  majority  of  primary  cannabis  clients  were  male  (79%).  The  ratio  of 

females fluctuated during the period 1994 to 2008 between 15% and 21%.
•   In 2008 almost two-thirds of cannabis clients were aged over 25 (64%). The average 

age was 29. The peak age group was 20 to 29 (Figure 2.5).
•   In absolute terms the number of young clients aged between 15 and 19 rose from 

462 in 2001 to 1,162 in 2008. However, relative to the other age groups, their ratio 
in this period remained stable at 14 to 15 percent.
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Figure 2.5  Trends in age distribution of primary cannabis clients of (outpatient) addiction care from 2001
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General Hospitals; incidents
In 2007, the Dutch Hospital Registration (LMR) recorded about 1.8 million and in 2008 
approximately 1.9 million clinical admissions to general hospitals.
Drug-related problems did not figure strongly in these numbers. IN 2008, There were 
642 cases of drug misuse and drug addiction as the primary diagnosis and 2,386 cases 
as a secondary diagnosis.
•   In 9% of the main drug-related diagnoses in 2008, the drug involved was cannabis 

(figure 2.6). Misuse of cannabis was more often to blame than dependence (67% 
versus 32%). It is not known what the symptoms were that led to the hospital admis-
sion (mental or physical). The number of main diagnoses related to cannabis misuse or 
dependence has been low for years, although there appears to have been an increase 
between 2000 and 2008.

•   As a secondary diagnosis, cannabis plays a more prominent role. In 2008 there were 
476 secondary diagnoses involving cannabis (26% dependence, 74% misuse). In 
recent years there has been a rise in this respect, albeit with fluctuations. Between 
2007 and 2008 the number of cannabis secondary diagnoses rose by 19%.

•   In 2008  the most common main diagnoses  that accompanied  the secondary diag-
noses were:

 -  psychoses (26%)



512 Cannabis

 -  misuse or dependence on alcohol and drugs (18%, mainly alcohol: 13%)
 -  injury due to accidents (14%, such as fractures, cuts, concussion)
 -  respiratory tract illnesses and symptoms (5%)
 -  cardio-vascular illnesses (5%)
 -  poisoning (4%, by drugs, alcohol, medication)
•   In  these  figures,  the  same  person may  be  admitted more  than  once  per  year.  In 

addition, more than one secondary diagnosis may be made per case. In 2008, 
corrected for duplication, the total amounted to 461 persons who were admitted at 
least once with cannabis misuse or dependence as the main or secondary diagnosis. 
Their average age was 30, and 77% were male. The percentage of cannabis patients 
was highest in the twenty to twenty-four age group (figure 2.7).

Figure 2.6  Clinical admissions to general hospitals, related to cannabis misuse and dependence, 

from 1995
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Figure 2.7  Age distribution of cannabis patients in general hospitals. Survey year 2008
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•   In 2008 cannabis problems were also recorded as primary or secondary diagnosis in 
13 day-care treatments. This is somewhat less than in 2006 and 2007 (25 and 20 day 
care treatments respectively).

•   In addition, the LMR recorded 14 admissions in 2007 for which “accidental poisoning 
with hallucinogens” was cited as secondary diagnosis (ICD-9 code: E854.1). From 
2001 to 2007, there were 15, 8, 16 15 14 15 and 15 cases respectively. These may 
have involved cannabis, but equally LSD or magic mushrooms.

According to the injury information system (LIS) of the Consumer Safety Institute, an 
average of 3,800 people are treated annually at the accident and emergency depart-
ments of hospitals on account of an accident, violent incident or self-mutilation related 
to drug use (henceforth called ‘accidents’). The drugs meant here are cannabis, cocaine, 
heroin, cannabis, ecstasy, amphetamine and magic mushrooms. The data have been 
averaged over the period from 2004 through 2008 (Valkenberg, 2009).
•   After cocaine, cannabis is the most frequently cited drug. Approximately one in six 

(16%) victims of an accident involving drugs indicates having used cannabis. If we 
count only the cases where the drug is known (65%), then cannabis accounts for 
24% of all drug-related emergency room treatment.

•   These figures are likely to be an under-estimate of the true number of drug-related 
accidents, because the role of drugs is not investigated systematically.
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At the Ambulance Transport Centre (CPA), The Amsterdam Municipal Health Service 
(GGD Amsterdam) keeps a log of the number of requests for emergency treatment 
related to drug use. 
•   The number of requests on account of cannabis use peaked in 2006 and 2007.
•   In 2008. cannabis use played a role  in 381 cases, which represents a drop of 14% 

compared to 2007 (table 2.9).
•   In approximately four out of ten cases (39%), an ambulance was needed for admis-

sion to hospital. The remainder were treatable at the scene.

Table 2.9 Cannabis incidents registered by the GGD Amsterdam, from 1997

1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Smoking cannabis 211 107 118 106 243 226 196 258 281 347 370 318

Eating spacecake 47 28 21 35 46 59 61 62 61 114 74 63

Total 258 135 139 141 289 285 257 320 342 461 444 381

Number of incidents per annum. Source: CPA, GGD Amsterdam.

In recent years, the National Poison Information Centre (NVIC) of the National Institute 
of Public Health and the Environment (RIVM) has registered an increase in requests for 
information from doctors, pharmacists and government bodies with regard to cannabis 
use (table 2.10).
•   The number of information requests concerning cannabis trebled between 2000 and 

2005. From 2006 this trend came to an end (Van Velzen et al., 2009).
•   These data do not provide a picture of the absolute number of intoxications, because 

these are not notifiable. According as doctors become more familiar with the symptoms 
and treatment of an intoxication with a particular drug, the likelihood of consulting 
the NVIC is reduced.

Table 2.10  Requests for information concerning cannabis use from the National Poisons Information 

Centre from 2000

2000 2001 2002 2003 2004 2005 2006 2007 2008

Cannabis 71 129 141 144 191 202 186 171 168

Annual number of information requests via the NVIC 24-hour telephone line. Requests via the website 

www.vergiftigingen.info (online since April 2007) are included for the first time in 2008. Source: NVIC, 

RIVM.
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2.7 Illness and deaths

Illness
Increasingly, cannabis use is associated with mental problems.
•   Evidence is mounting that cannabis use increases the risk of later psychotic disorders 

(CAM, 2008).
•   The risk increases with the frequency of use.
•   Individuals with a prior history of psychotic symptoms are at greater risk of developing 

psychosis following cannabis use than those without a prior history.
•   It is possible that genetic factors play a role in this. There are indications that people 

with a certain variant (Val/Val) of the COMT-gene, which is involved in the break-
down of the receptor dopamine in the brain are extra susceptible to developing a 
psychosis, particularly if they have commenced cannabis use at a young age (Caspi 
et al., 2005).

•   Between six and ten percent of all new annual cases of psychotic disorders can be 
attributed to cannabis use.

•   Dutch-grown  weed  contains  relatively  little  cannabidiol  (CBD)  compared  to  THC 
content. CBD counteracts some of the effects of THC, and may possibly have a 
protective effect against the development of psychoses.

•   Research into the relationship between cannabis use and the onset of other mental 
problems, such as anxiety disorders depression, has yielded a less consistent picture 
(Moore et al., 2007).

•   Users can become dependent on cannabis, particularly with frequent use and an early 
age of onset. Often other personal and environmental factors play a role as well.

Chronic, heavy use of cannabis is also associated with other health risks.
•   Heavy, chronic cannabis use probably increases the risk of respiratory problems and 

lung cancer. This is because cannabis smoke contains toxic combustion and incineration 
substances. In addition, the manner of smoking a joint (prolonged, deep inhalation), 
results in increased absorption of these substances in the airwaves, compared to 
smoking a cigarette.

 -  Increased likelihood of infection appears only to occur in cannabis smokers whose 
immune system is already compromised.

 -  In the Netherlands, cannabis is generally mixed with tobacco. Tobacco smoke causes 
the same respiratory symptoms.

 -  Since the majority of cannabis smokers quit the habit after some time, thus limi-
ting the amount of dangerous substances that they inhale, compared to tobacco 
smokers who often smoke for longer periods, it is expected that the contribution 
of smoking cannabis to the incidence of cancer will remain limited.

•   To date it has not been established that cannabis use during pregnancy causes serious 
birth defects. Any congenital defects that have been found are slight effects on cogni-
tive development at a later stage of development.
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•   So far, epidemiological studies have not found any indication of an ongoing increased 
risk from cannabis use on cardio-vascular diseases. An increased risk of heart attack 
has been found shortly after smoking cannabis; however, other factors may also 
play a role, such as tobacco use and obesity. Nonetheless, people with pre-existing 
cardio-vascular disease constitute a risk group (CAM, 2008).

•   Indications of negative effects on the brain are only found in association with extre-
mely heavy, prolonged cannabis use; however, it is unclear to what extent these 
effects may be ‘reversed’ in time. It is possible that juveniles are more susceptible to 
these effects than adults.

The role of the increasing concentration of THC, detected until recently in Dutch-grown 
weed, in relation to acute or chronic (health) problems is unclear.
•   In 2005, the RIVM conducted research into the acute effects of strong cannabis (joints 

with 33, 51 and 70 mg of THC). The results showed an increase in heart rate, a drop 
in blood pressure and a decline in cognitive functions and motor function. The effects 
increased with higher THC doses (Mensinga et al., 2006). Young, healthy people can 
usually tolerate these effects without suffering any health complications. However, 
people with cardio-vascular illness incur a risk. 

•   Cannabis use also has a dose-dependent negative effect on driving safety.
•   It  is  possible  that  the  risks  of  psychosis  are  greater  in  cannabis  with  a  high  THC 

content and a low cannabidiol content; however research on this is still limited (Di 
Forti et al., 2009).

•   Both the acute and long-term effects of using cannabis with a higher THC content 
are related to the amount of cannabis used and ultimately ingested.

Deaths
The toxicity of cannabis is low. The majority of cannabis poisoning cases are not serious. 
However, a serious outcome sometimes occurs after large quantities of cannabis have 
been taken (CAM, 2008).
•   For  the  past  20  years,  Statistics Netherlands  (CBS)  has  not  recorded  a  single  case 

of death directly related to the intake of cannabis on its cause of death registration 
forms.

•   No direct deaths attributable only to cannabis are known from other countries.
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2.8 Supply and market

Coffee shops and other points of sale
•   Between 1997 and 2000, the number of coffee shops declined from over 1,100 to 

around eight hundred (Bieleman and Goeree, 2001). Likewise, after 2000 the number 
of coffee shops declined every year (table 2.11). Between 2000 and 2007 the number 
of coffee shops declined by 14% (Bieleman et al., 2008).

Table 2.11 Number of coffee shops in the Netherlands by municipality, from 2000

Municipalities by number  
of inhabitants

2000 2001 2002 2003 2004 2005 2006 2007

< 20 000 inhabitants 13 11 12 12 10 10 10 10

20-50 000 inhabitants 81 86 79 73 77 75 86 86

50-100 000 inhabitants 109 112 106 104 101 103 105 105

100-200000 inhabitants 168 167 174 168 166 161 148 143

> 200 000 inhabitants: 442 429 411 394 383 380 370 358

- Amsterdam 283 280 270 258 249 246 238 229

- Rotterdam 63 61 62 62 62 62 62 62

- The Hague 62 55 46 41 40 40 40 40

- Utrecht 18 17 18 18 17 17 17 14

- Eindhoven 16 16 15 15 15 15 15 15

Total 813 805 782 754I 737 729 719 702

I. In 2003 three coffee shops were not listed by municipality size. Source: Intraval

•   In  late 2007  there were 702 officially  sanctioned coffee  shops  in  the Netherlands; 
approximately half (51%) of these were in cities with over 200 thousand inhabi-
tants.

•   In 2007, 76 percent of municipalities had no coffee shop.
•   The University of Amsterdam has conducted research into the purchasing of cannabis. 

In municipalities with officially tolerated coffee shops, an estimated 70% of local 
cannabis is purchased directly in the coffee shop (Korf et al., 2005b). The greater the 
number of coffee shops per 100 000 inhabitants, the greater the share of the local 
coffee shops in local cannabis sales.

•   On  a  national  scale,  (excluding  the main  cities,  and municipalities  without  coffee 
shops) it is estimated that there are several thousand non-sanctioned cannabis 
suppliers. These operate from fixed points of sale such as their homes or on an 
under-the-counter basis in food and drink establishments as well as through mobile 
sales such as home delivery after telephone orders or dealing on the street.

•   These sellers account for an estimated 30% of local sales.
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Quality and price
The Trimbos Institute gathers information about the strength of cannabis, i.e. the 
concentration of active components, especially THC (tetrahydrocannabinol). Since 
2000, samples of various cannabis products have been purchased and submitted for 
chemical analysis (Niesink et al., 2009).
•   In all tests, Dutch-grown weed was found on average to contain higher concentrations 

of THC than imported varieties. The samples tested were of the most popular variety, 
according to sellers in coffee shops (i.e. the most sold), unless stated otherwise.

•   Figure 2.8  shows  that  there was a  strong  increase  in  the average THC content of 
Dutch-grown weed samples between 2000 and 2004. In 2005 the average THC 
concentration dropped from 20 to 18 percent, levelling off in 2006. From 2007, the 
average percentage stabilised at 15% to 16%.

•   Differences in THC content between the strongest and the most popular varieties of 
Dutch-grown weed were not significant in any of the years tested.

•   The percentage of THC in  imported weed has fluctuated in recent years at around 
seven percent.

•   The percentage of THC in  imported hashish rose up to 2002 and fluctuated in the 
years following. In 2007 the percentage declined, but this did not continue. In 2009, 
samples of imported hashish contained on average 17% THC. Dutch-grown weed 
largely originates from intensive and professional domestic cultivation, which by 
comparison with foreign cultivation, produces weed with a higher THC content.

In 2007, further research was conducted on the quality of Dutch-grown weed (Niesink 
et al., 2007; Van Amsterdam et al., 2007). This was prompted by suspicions that the 
weed was increasingly being mixed with substances such as glass beads, sand, lead or 
liquids to make the weed look better (more glossy) and to boost its weight artificially.
•   Microscopic testing of 100 samples from coffee shops showed virtually no contami-

nation with sand or glass particles.
•   Powdered glass and chalk have, however, been found in a number of other samples 

handed into the DIMS as ‘suspicious’, but these were not procured via the coffee 
shops.

•   Little is known about contamination of Dutch-grown weed with substances such as 
pesticides or fertilizers, or the extent to which these may be damaging to the health 
of the cannabis user.
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Figure 2.8 Average THC percentage in cannabis products from 2000
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in which samples were collected in the month of January. Source: DIMS, Trimbos Institute.

Table 2.12 shows the average prices for a gram of cannabis purchased in coffee 
shops.
•   In 2009 the average price of Dutch-grown weed was nearly two euro higher than in 

2006. The average price of a gram of the strongest weed sold (not in table) rose from 
€7.76 in 2007 to €10.47 in 2009.

•   Price  rises may possibly be  linked  to  the  intensified efforts  to  combat  (large-scale) 
cannabis production. Besides, the hot summer of 2006, when a lot of crops failed, is 
cited as a possible contributor to this price increase (Wouters et al., 2007).

•   The price of imported hashish rose between 2007 and 2009 by one euro per gram. 
The price of a gram of imported weed was around five euro in 2008 and 2009.

Table 2.12 Average price (€) per gram of cannabis product in coffee shops from 2001

Cannabis product 2001 2002 2003 2004 2005 2006 2007 2008 2009

Dutch-grown weed 5.86 6.10 6.45 5.97 6.22 6.20 7.30 7.67 8.12

Imported weed 4.10 4.16 4.32 4.86 4.11 4.40 4.30 5.16 4.88

Imported hashish 6.36 7.14 7.56 6.60 6.78 7.30 7.70 8.09 8.70

The prices relate to samples collected in December/January. The years cited refer to the year in which the 

month of January falls. Source: DIMS, Trimbos-Institute.
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3 Cocaine

Cocaine works as a stimulant. Many cocaine users are able to fit cocaine into their lives 
without developing problems; they use cocaine for recreational purposes. However, the 
drug can lead to addiction.

Cocaine can be used in a variety of forms (Boekhout van Solinge, 2001). In powder 
form, (cocaine hydrochloride) cocaine is usually snorted in the Netherlands, and rarely 
injected. Occasionally it is smoked like a cigarette. Street names for this kind of cocaine 
include ‘coke’, ‘flake’, ‘candy’, ‘nose candy’ ‘o.k.’, ‘okey doke’, ‘AKA’, ‘Vitamin C’, 
‘white lady’ and ‘coca puffs’. Among problem hard drug users, the base form of cocaine 
(‘crack cocaine’) is the most popular. Base cocaine is obtained by heating a solution of 
cocaine powder and a base substance, such as natrium bicarbonate or ammonia. It is 
smoked in a little pipe or tube or inhaled from aluminium foil. Both methods are known 
in this study as smoking, unless stated otherwise. Crack owes its name to the crackling 
sound it emits during the heating process. In the 1980s the users made their own base 
cocaine. Nowadays it is sold ready for use on the streets.

The data below apply to all forms of cocaine, unless stated otherwise.

3.1 Recent facts and trends

The main facts and trends concerning cocaine in this chapter are:

•   In the school-going population aged 12-18 in mainstream education, ever use of cocaine 
declined slightly between 1996 and 2007. Current use remained stable (§ 3.2).

•   Pupils attending REC-4 schools who are receiving special education more often use 
cocaine than their peers in mainstream schools and other forms of special education 
(§ 3.2).

•   After  ecstasy,  cocaine  is  the most  popular  hard  drug  among  juveniles  and  young 
adults in the social scene (§ 3.2).

•   With regard to recent use of cocaine, the Dutch score below average compared to 
other European member states (§ 3.5).

•   The  slight  drop  between  2004  and  2006  in  the  total  number  of  clients  seeking 
treatment from addiction care for cocaine use did not continue into 2007; however 
there was a further slight decline in 2008. There is a difference in trends for clients 
with a primary snorting problem (increase) and those with a primary crack problem 
(decrease) (§ 3.6).

•   Cocaine use features strongly in drug-related accidents in hospital emergency depart-
ments (§ 3.6).
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•   Between 2007 and 2008, there was little change in the number of clinical admissions 
to general hospitals on account of cocaine misuse and dependency. However, a longer 
term view shows a rise (§ 3.6).

•   The number of registered acute deaths from cocaine use is low, and remained stable 
between 2004 and 2008 (§ 3.7).

•   In recent years, powder cocaine used by consumers has been relatively often found 
to be mixed with medicines. There has been a marked rise in the use of levamisol as 
a mixing agent (§ 3.8).

3.2 Usage: general population

•   Between 2001 and 2005 there was an increase in the number of people in the Nether-
lands aged between 15 and 64 who had experience with cocaine (table 3.1). The 
difference between 1997 and 2001 was not significant (Rodenburg et al., 2007).

•   The percentage of recent and current users remained at the same level  in all  three 
surveys. The percentage of current users was the same in the 1997 and 2005 surveys. 
The decline recorded in 2001 was not significant.

•   In absolute figures, there were an estimated 32 thousand current users of cocaine in 
the Netherlands in 2005. These figures are virtually certain to be an underestimation, 
because problem users of hard drugs are under-represented in population surveys, 
such as the NPO.

•   The annual increase in first-time users of cocaine dropped from 0.4% in 2001 to 0.1% 
in 2005. These figures could be indicative of a decline in the new use of cocaine.

Table 3.1  Cocaine use in the Netherlands in the population aged 15 to 64. Survey years 1997, 2001 

and 2005

1997 2001 2005

Ever use 2.6% 2.1% 3.4%

Recent useI 0.7% 0.7% 0.6%

Current useII 0.3% 0.1% 0.3%

Used for the first time in the past year 0.3% 0.4% 0.1%

Average age of the recent usersI 27.7 26.7 31.9

Number of respondents: 17 590 (1997), 2 312 (2001), 4 516 (2005). I. In the past year. II. In the past 

month. Source: NPO, IVO.
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Age, gender and urbanisation level
•   Ever use of cocaine occurs mainly among males (5.2%, versus 1.6% among females) 

and in the age group 25 to 44 years (5.3%, versus 2.8% among 15-24 year olds and 
1.6% in the 45-64 age bracket).

•   Cocaine use occurs mainly  in  the big cities. 7.6% of  the population  in very highly 
urbanised areas have used cocaine. This compares with only 0.7% of the population 
in non-urban areas.

•   The numbers of recent and current users are too small to permit a further breakdown 
by age, gender and urbanisation level.

•   Between 2001 and 2005 there was a rise in the average age of recent users.
•   The age of onset  is  the age at which an  individual  first used a substance (see also 

appendix A: age of onset). Among ever users of cocaine, the age of onset was 17.6 
on average for the 15 to 24 year age group. In the population aged 15 to 64, the 
average age of onset is 23.1 years.

3.3 Usage: juveniles and young adults

School-goers
According to the Dutch National School Survey (Monshouwer et al., 2008), considerably 
fewer secondary school students use hard drugs, such as cocaine than cannabis.
•   From 1988 to 1996 there was, however, an increase in cocaine use among school-

goers, both for ever use and current use (Figure 3.1).
•   This trend was no longer found in the measurements after 1996. The percentage of 

pupils that had ever used this drug dropped slightly; the difference between 1996 
and 2007 is statistically significant. The percentage of current cocaine users remained 
stable during this period (Figure 3.1).

•   More boys than girls have ever (2.1% vs. 1.3%) or recently (1.1% vs. 0.4%) used 
cocaine.

•   The percentages of cocaine users seem somewhat  lower among pupils attending a 
higher level school (VWO) compared to their peers who attend a lower level school 
(HAVO and VMBO); however these differences are not statistically significant.
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Figure 3.1 Use of cocaine among school-goers aged 12 to 18 from 1988
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Percentage of ever users and recent users (past month). Source: Dutch National School Survey, Trimbos Institute.

Pupils in special education
Table 3.2 shows that pupils attending REC-4 schools have used cocaine considerably 
more often than their peers at other types of schools (Kepper et al., 2009). Among pupils 
attending these schools, ever-use of cocaine is higher than among pupils of practical 
education (pro), support education (lwoo) and mainstream schools. These differences 
are only significant for the age groups of 14-15 and 16 years. Incidentally, pupils atten-
ding REC-4 schools account for only one to two percent of the entire secondary school 
population (see appendix F).

Table 3.2 Ever use of cocaine among pupils at special and mainstream schools, by age group

12-13 years 14-15 years 16 years

Special Education

 REC-4I 1.1% 6.5% 13.1%

 ProII 1.7% 2.4% 3.2%

 LwooIII 0.6% 2.5% 2.0%

Mainstream Education 0.9% 1.7% 2.5%

Percentage of ever use. Survey year for special education is 2008. Survey year for mainstream education is 

2007. I. REC = Regional Expertise Centre. II. Pro = practical education. III. Lwoo = learning support educa-

tion. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.
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Special groups
In certain groups of juveniles and young adults, the rate of cocaine use is high. Table 
3.3 contains a summary of the results of various, often local, studies. The data are 
not easy to compare, on account of differences in age groups and research methods. 
Furthermore, the response rate is often low in surveys conducted among socialising 
juveniles and young adults, which can lead to a distortion of the results. Trend data are 
available only for Amsterdam.

Socialising juveniles and young adults
•   Cocaine is relatively popular among juveniles and young adults  in the social scene. 

However, it is also often used in private settings (Benschop et al., 2009; Van der Poel, 
2009).

•   In  Amsterdam,  the  percentage  of  ever-users  of  cocaine  among  clubbers  dropped 
between 2003 and 2008 from 39 to 33 percent. However, current users remained 
stable at 14% (Benschop et al., 2009). This drop chiefly concerns snorting cocaine. 
Key observers in the Amsterdam social scene reported a stabilisation of cocaine’s 
popularity in 2008. However, use appears to be less and less restricted to the week-
ends.

•   In 2008/2009 substance use was surveyed among those attending 11 national and 
regionally organised parties and festivals (Trimbos Institute/University of Amsterdam, 
2010). It was found that:

 - 12% of the attendees were current cocaine users.
 -  5% had used cocaine during the evening itself; however this percentage varied 

considerable between events (range: 0.6% to 15%). An average of 0.6grams of 
cocaine was taken during the event. Cocaine use on the social scene occurred most 
often in the 25-29 year age group.

•   The same study in 2008/2009 surveyed substance use among frequenters of clubs 
and discotheques in large and medium-sized towns in five regions of the Netherlands: 
North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Central 
(Utrecht, Flevoland), West (Noord-Holland and Zuid-Holland) and South (Noord- 
Brabant, Zeeland, Limburg). It was found that:

 -  The percentage of current cocaine users was lower than among attendees at large-
scale parties and festivals, and varied from 3% in the regions East and North to 
5.6% and 5.8% respectively in South and West. On the basis of these regional 
data, an estimate will be made of substance use among frequenters of clubs at 
national level. While these data are not yet available for this publication, they will 
be included in the final report of the social scene survey.

•   According  to  qualitative  panel  studies  involving  key  observers  in  social  settings, 
cocaine has penetrated society to a broad and varied extent.

 -  In 2006/2007 key observers reported that cocaine use throughout the whole country 
had reached saturation point, with possible slight upsurges in use in Amsterdam and 
Rotterdam (Nabben et al., 2007b).
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 -  However, rising popularity of cocaine has been observed among (employed) rural 
youth. It is also particularly popular among students, soccer fans and bar staff 
(Nabben et al., 2007b; Grund et al., 2007).

 -  In 2009 key observers in the province of Gelderland reported that on account of its 
high price, (snorting) cocaine is still mainly used by a relatively moneyed group of 
substance users in the social scene (De Jong et al., 2009).

•   In the social scene, cocaine is often consumed together with alcohol
 -  In a national survey conducted in 2008/2009, 3.9% of attendees at large-scale 

parties and festivals had consumed both cocaine and alcohol on the evening in 
question; 1.3% had used only cocaine (without alcohol) (Trimbos Institute/Univer-
sity of Utrecht, 2010).

•   The excessive use of alcohol by revellers is often quoted as one of the reasons for the 
popularity of cocaine (Nabben et al., 2007b) . This is because cocaine is thought by 
some drinkers to have a sobering effect, permitting the user to drink more and for 
longer (Pennings et al., 2002).

Problem Youth
•   In so far as data are available and comparisons can be made, crack  is more widely 

used by problem youth than by their peers in general, although percentages are low 
(table 3.3).

•   According  to  recent  research  among  juveniles  in  Amsterdam  youth  care  and  at 
national level, crack cocaine is used little in this group (Nabben et al., 2007a; Kepper 
et al., 2009).

•   Nonetheless, key observers have identified an upsurge in crack use among problem 
youth in Gelderland (De Jong et al., 2008;2009), street kids in Den Bosch (Stoele et 
al., 2005), marginalised youngsters in Eindhoven (Van ‘t Klooster et al., 2006), margi-
nalised youth in Maastricht (Coumans et al., 2005) and marginalised youth in Parkstad 
Limburg (Van der Dam et al., 2006). However, trend data are not available.
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Table 3.3 Cocaine use in special groups

Location Survey year Age (yrs) Ever use Current use

Juveniles and young adults in the social scene

-  Frequenters of dance 
parties, festivals, city centre 

The Hague 2003 15 - 35 23% 10%

-  Pub-goers Zaandam 2006 14 - 44 13% 4%

-  Pub-goersI AmsterdamII 2005 Average 27 26% 8%

2005

-  Visitors to restaurants, 
hotels, pubs

Eindhoven 2005 14 - 34 20% 6%

-  Frequenters of bars and 
sport hall canteen-bars

Noordwijk 2004 Average 23 20% 8%

-  Discotheque-goers NijmegenIII 2006 Average 21 11% 3%

-  Clubbers Amsterdam 2003 Average 28 39% 14%

2008 Average 25 33% 14%

-  “Coffee shop” clients Nijmegen 2005-6 Average 27 33% 10%

-  Attendees at raves and 
festivals

Nationwide 2008-2009 Average 24 27% 12%

Problem youth

-  Juvenile detaineesIV Regional 2002/2003 14 - 17 16%VI

5%VII
6%VI

2%IX 

-  School drop-outsIV Regional 2002/2003 14 - 17 10%VI

4%VII
2%VI

1%VII

-  Young driftersVI Flevoland 2004 13 - 22 29VI 10VI

19VII 6%VII

-  Juveniles in careVIII Amsterdam 2006 Avge. 17 8%VI

4%VII
2%VI

1%VII

-  Juveniles in residential care Nationwide 2008 12 – 13 6%VI -

3%VII -

14 – 15 17%VI -

4%VII -

16 18%VI -

3%VII -

Percentage of current users (last month) per group. The figures in this Table were not comparable on account 

of differences in age groups and research methods. I. Juveniles and young adults from mainstream bars, 

student bars, gay and hip bars. Therefore not representative of all bar-goers. II. Low response rate (26%). 

III. Low response rate (19%). IV. Research in the provinces of Noord-Holland, Flevoland and Utrecht. Use 

among juvenile detainees: in the month prior to detention. School drop-outs are youngsters who have failed 

to attend school for at least one month during the past 12 month, not counting holidays. V. Young people 

aged up to 23 who have had no fixed abode for at least three months. VI. Snortable cocaine in powder form 

VII. Smokeable cocaine in the form of crack. VIII. Juveniles with behavioural problems, juvenile delinquents, 

homeless juveniles and juveniles in other care projects. Sources: Parnassia; GGD Zaanstreek-Waterland; 

Antenne, Bonger Institute for Criminology, University of Amsterdam; Novadic-Kentron; GGD Zuid-Holland 

Noord; Tendens, Iriszorg; Social Scene Survey, Trimbos Institute/University of Amsterdam; Mondriaan Zorg-

groep; EXPLORE, Trimbos Institute/University of Utrecht.
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3.4 Problem use

There are no reliable estimates of the total number of problem cocaine users. According 
to field studies and registration data, there are basically three groups of users.
•   The first group consists of problem users of opiates (see § 4.4), who nowadays almost 

all use cocaine as well, usually the ready-to-smoke type of crack (Lempens et al., 2004; 
Buster & De Fuentes Merillas, 2004). Partly because it takes effect so quickly, crack 
use leads to more rapid compulsive behaviour and addiction than snortable cocaine 
(Van de Mheen, 2000; De Graaf et al., 2000; Coumans et al., 2000). For many opiate 
addicts, cocaine is now the drug of choice. They have great difficulty in cutting down 
or quitting and have a full-time job in procuring the substance (Vermeulen et al., 
2001). Use of crack may accelerate the marginalisation of problem opiate users and 
make the drugs scene more extreme (Coumans, 2005).

•   In  the hard drugs  scene  there are also problem users who  frequently use  cocaine, 
especially crack, without using heroin as well. It is not known how big this group 
is. Research has commenced on the size and characteristics of the group of users of 
crack (with or without opiates) (Van den Brink et al., 2008). According to research in 
Rotterdam, crack use can, in particular in the case of juveniles, act as a catalyst for 
a process of marginalisation, separating young people more and more from family, 
work and healthcare services (Van der Poel et al., 2004).

•   The  third group consists of users who  started off  snorting  cocaine  for  recreational 
purposes, but then developed problem use (derailed snorters). By comparison with 
crack smokers, they generally started to snort coke from a more socially integrated 
position. The number of these problem users is not known. According to research 
from 2008 conducted among clubbers in Amsterdam, over a quarter of current users 
felt they used too much cocaine or used it too frequently (Benschop et al., 2009).

3.5 Usage: international comparison

General Population
In the general population of western countries, the number of people using hard drugs 
such as cocaine is considerably lower than the number who use cannabis (EMCDDA, 
2009).
•   Differences  in  survey  year,  measuring  methods  and  sampling  make  it  difficult  to 

conduct a precise comparison. The age group is the main factor of influence. Table 
3.4a contains usage figures that have been (re)calculated according to the standard 
age group of the EMCDDA (15 to 64 years). Data for the other countries are shown 
in Table 3.4b. For Europe, only countries from the EU-15 and Norway have been 
included.

•   The percentage of people aged up to 60 or 70 who have experienced cocaine is by 
far the greatest in the US and Canada. In the EU-15 and Norway, the percentage 
of ever users varies from less than one per cent in Greece to seven percent in Spain 
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and 7.7% in the U.K (England and Wales). The lowest rates of all EU countries for 
ever users are reported in Romania, Malta and Lithuania (0.4%). In the Netherlands, 
over three percent (3.4%) of the population aged between 15 and 64 has ever used 
cocaine, which is close to the European average of 3.6%.

•   In  only  four  of  the  EU-27  countries  plus  Norway,  more  than  one  percent  of  the 
population reports past year use of cocaine. These four countries are Ireland (1.7%), 
Italy (2.2%), the U.K. (England & Wales, 2.6%) and Spain 3%. In the US, Canada 
and Australia, the percentage of recent users is also higher at 2.1%, 1.9% and 1.6% 
respectively . The Netherlands has a rate of recent cocaine use of 0.6%, which is 
below the European average of 1.2%.

Table 3.4a  Cocaine use in the general population of a number of EU-15 member states and Norway: 

age group 15 to 64 years

Country Year Ever use Recent Use

Spain 2005/2006 7.0% 3.0%

Italy 2005 6.6% 2.2%

Ireland 2006/2007 5.3% 1.7%

Netherlands 2005 3.4% 0.6%

Norway 2004 2.7% 0.8%

France 2005 2.6% 0.6%

Portugal 2007 1.9% 0.6%

Finland 2006 1.1% 0.5%

Greece 2004 0.7% 0.1%

Differences in survey year, measuring methods and sampling hamper a precise comparison between coun-

tries. Percentage of ever users and recent users (past year).Source: EMCDDA
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Table 3.4b  Cocaine use in the general population of a number of EU-15 member states, the US, 

Canada and Australia: other age groupsI

Country Year Age (years) Ever use Recent use

US 2008 12 and older 14.7% 2.1%

Canada 2004 15 and older 10.6% 1.9%

United Kingdom
(England & 
Wales)

2006/2007 16-59 7.7% 2.6%

Australia 2007 14 and older 5.9% 1.6%

Germany 2006 18 – 64 2.5% 0.6%

Denmark 2005 16 – 64 4.0% 1.0%

Sweden 2000 16 – 64 0.7% 0.0%

Differences in survey year, measuring methods and sampling hamper a precise comparison between 

countries. Percentage of ever use and recent use (past year). I. Drug use is relatively lowest in the youngest 

(12-15) and older age groups (>64). Usage figures in studies with respondents who are younger and/or older 

than the EMCDDA standard may be lower than in studies using the EMCDDA standard. The opposite is the 

case for studies with a more limited age range. Sources: EMCDDA, AIHW, CAS, SAMHSA

Juveniles
In the ESPAD surveys of fifteen and sixteen year old school-goers in Europe conducted 
in 1999, 2003 and 2007, respondents were asked if they had ever used cocaine (Hibell 
et al., 2000, 2004, 2009). In 2003 they were also asked about recent use. The data from 
this project are easier to compare than data from the general population.
•   Table  3.5  shows  cocaine  use  among  school-goers  in  a  number  of  EU  countries, 

Norway, Switzerland and the US. The US did not take part in ESPAD but conducted 
comparable research.

•   In the US, school-goers have more frequent experience of cocaine than their peers 
in most of the EU countries cited, plus Norway and Switzerland. Only the U.K., Italy 
and France had the same percentage in 2007 for ever- use as the US (5%).

•   The Netherlands, Denmark, Germany  and  Switzerland  occupied  a middle  position 
with three percent, but the differences compared to the other countries are slight.
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Table 3.5  Cocaine use among school-goers aged 15 and 16 in a number of EU member states, 

Norway, Switzerland and the USI. Survey years 1999, 2003 and 2007

Country 1999 2003 2007

Ever use Ever use Recent use Ever use

United StatesI 8% 5% 3% 5%

United Kingdom 3% 4% 3% 5%

Italy 2% 4% 3% 5%

France 2% 3% - 5%

SpainII - 6% 5% 4%

Ireland 2% 3% 1% 4%

Belgium - 3% 1% 4%

The Netherlands 3% 3% 1% 3%

DenmarkII 1% 2% 2% 3%

GermanyIII - 2% 2% 3%

Switzerland - 1% 0% 3%

Portugal 1% 3% 2% 2%

Sweden 1% 1% 0% 2%

Greece 1% 1% 1% 1%

Norway 1% 1% 1% 1%

Finland 1% 0% 0% 1%

Percentage of ever users and (2003) in the past year (recent). I. - = not measured. I The US did not 

participate in the ESPAD, but conducted comparable research. II The data for Denmark and Spain are less 

representative. III Six of sixteen federal German states Source: ESPAD.

3.6 Treatment demand

Outpatient Addiction Care
The National Alcohol and Drugs Information System (LADIS) registers the number of 
people who seek treatment from the (outpatient) addiction care services, which include 
the addiction probation and aftercare service and addiction clinics that are merged 
with the outpatient addiction care services (Ouwehand et al., 2009; IVZ, 2009). (See 
appendix A: LADIS clients).
•   The number of clients with cocaine as a primary problem quadrupled between 1994 

and 2004. Between 2004 and 2006 a small drop was registered for the first time, 
which did not persist into 2007; however, between 2007 and 2008 there was a fresh 
drop of three percent (figure 3.2).

•   Per 100 000  inhabitants aged 15 and older,  the number of primary cocaine clients 
rose from 20 in 1994 to 76 in 2004, fluctuating thereafter between 72 and 74.
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•   The ratio of cocaine clients  to all clients with a drug problem also grew, viz.,  from 
13% in 1994 to 29% in 2008.

•   In 2008 about one in six (16%) primary cocaine clients were newcomers. These clients 
were registered in 2008 and had not been registered before with the (outpatient) 
addiction care services for a drug problem.

•   For half of primary cocaine clients (50%), smoking (crack) is the main method of use, 
and for almost the other half (47%) it is snorting. Only one percent inject cocaine.

•   The  drop  between  2004  and  2006  in  the  number  of  primary  cocaine  clients  can 
be attributed to a reduction in the number of crack users. During this period, the 
percentage of crack users among primary cocaine clients declined from 61 to 54 
percent. In 2007 this trend continued with a further decline to 50%, which stabilised 
in 2008. The percentage of those snorting the drug rose from 41% in 2006 to 47% 
in 2008.

•   Most  primary  cocaine  clients  (77%)  also  had  problems  with  another  substance, 
mainly alcohol (28%), cannabis (21%), heroin (12%) and stimulants (2%). For about 
a quarter (23%), cocaine was the only problem.

•   Cocaine was also often cited as a secondary problem (Figure 3.2). In this group, the 
primary problem was heroin (43%), alcohol (37%), or cannabis (12%). Between 
2006 and 2007, there was a four percent rise in the number of clients with secondary 
cocaine problems, but this was followed by a 7% decline between 2007 and 2008..



713 Cocaine

Figure 3.2  Number of (outpatient) addiction care clients with primary or secondary cocaine problems 

from 1994I
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I. The rise in secondary cocaine clients from 2000 to 2001 is partly due to the provision of opiate client data 

(since 2001) by the GGD Amsterdam. Source: LADIS, IVZ (2009).

Age and gender
•   In 2008 over eight out of ten primary cocaine clients were male (82%). The ratio of 

female clients has risen somewhat since 1999 (16% in 1994-1999, 17% in 2000 and 
18% in 2001-2008).

•   In 2008 the average age was 36. This means that primary cocaine clients are younger 
than opiate and alcohol clients, but older than cannabis, ecstasy and amphetamine 
clients.

•   Figure 3.3 shows that 56% of primary cocaine clients are aged between 25 and 39. 
The ratio of young cocaine clients aged 15 to 29 has dropped over time from 56% 
in 1994 to 29% in 2008.
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Figure 3.3  Age distribution of primary cocaine clients of (outpatient) addiction care. Survey year 2008
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General hospitals; incidents
In general hospitals, cocaine misuse and dependence are not often registered as the 
primary diagnosis for clinical admissions.
•   In 2008 there were 131 cases, of which 69% were due to cocaine misuse and 31% 

to cocaine dependence (Figure 3.4).
•   Cocaine related problems are more often recorded as a secondary diagnosis. During 

the past decade, despite fluctuations from year to year, there has been an overall 
rise in the number of admissions with cocaine misuse or dependence as a secondary 
diagnosis. Between 2006 and 2007, the number of secondary diagnoses rose by 18% 
from 514 to 607, and in 2008, the number stabilised at 617 secondary diagnoses.

•   In 2008  the most  frequently occurring  categories of primary diagnoses which had 
cocaine misuse or dependence registered as a secondary diagnosis were:

 - diseases and symptoms of the respiratory system (18%)
 - injury through accidents (15%, such as fractures, cuts, concussion)
 - poisoning (12%)
 - misuse of or dependence on alcohol or (other) drugs (14%)
 - diseases of the cardio-vascular system (9%)
 - psychotic disorders (5%).
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Figure 3.4 Admissions to general hospitals related to cocaine misuse and dependence, from 1995
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•   The same person may be admitted more than once per year. In addition, more than 
one secondary diagnosis may be made per case. In 2008, corrected for duplication, 
the total amounted to 599 persons who were admitted at least once with cocaine 
misuse or dependence as the primary or secondary diagnosis. Their average age was 
35, and 73% were male. The peak age group is between 25 and 34 (35%).

•   The LMR registered no cases of ‘accidental poisoning with cocaine’ as the secondary 
diagnosis in 2007 or in 2008 (ICD-9 code E855.2)

According to the injury information system (LIS) of the Consumer Safety Institute, on 
average 3,800 people are treated annually at the accident and emergency departments 
of hospitals on account of an accident, violent incident or self-mutilation related to drug 
use (Valkenberg, 2009). The drugs in question are cannabis, cocaine, heroin, , ecstasy, 
amphetamine and magic mushrooms. The data have been averaged for the period from 
2004 through 2008, and consist of estimates for the entire country, based on data from 
a representative sample of hospitals.
•   Cocaine is the most frequently cited drug. Almost one in three (30%) drug victims 

indicates having used cocaine. If we count only the cases where the drug is known 
(65%), then cocaine accounts for 46% of all drug-related emergency room treat-
ment.

•   Approximately eleven percent of all drug victims (410 cases) are treated for complica-
tions caused by a foreign body. In most cases, these involve pellet swallowers.



74 Netherlands National Drug Monitor - NDM Annual Report 2009

•   These figures are likely to be an under-estimate of the true number of drug-related 
accidents. This is because the role of drugs in these incidents is not examined syste-
matically.

The National Poison Information Centre of the National Institute of Public Health and 
the Environment (RIVM) registers the number of requests for information from doctors, 
pharmacists and government organisations about (potentially) acute poisoning by 
foreign bodies such as drugs (Van Velzen et al., 2009).
•   The  number  of  information  requests  for  cocaine  rose  steadily  between  2000  and 

2003 and fluctuated in the years following. From 2006 to 2007 and again in 2008 
there was a slight rise in the number of requests (table 3.6). This increase can be 
partly explained by the fact that in 2008 requests via the website were included in 
the statistics.

•   A  trend  in  the  number  of  information  requests  does  not  necessarily  equate  with 
a trend in the number of intoxications. Increasing familiarity among professionals 
with the symptoms and treatment of drug poisoning cases may reduce the need for 
information requests from the NVIC.

Table 3.6  Information requests concerning cocaine use from the National Poisons Information Centre 

(NVIC) from 2000

2000 2001 2002 2003 2004 2005 2006 2007 2008

Cocaine 150 184 217 247 227 254 211 231 255

Number of information requests annually via the NVIC 24 telephone helpline. Requests via the website 

www.vergiftigingen.info (online since April 2007) were included in the data for the first time in 2008. 

Source: NVIC, RIVM.

3.7 Illness and deaths

•   Cocaine induced health problems, particularly from frequent crack smoking include 
lung complications (coke lung), heart attacks, brain haemorrhage, kidney failure, 
epileptic fits, exhaustion and reduced immunity, restlessness, irritability, depression, 
anxiety, psychoses and paranoia (Korf et al., 2004a).

•   Heavy coke users also have more difficulty in keeping their aggression under control. 
Moreover, cocaine raises the pain threshold, making violent cocaine users more diffi-
cult for the police to restrain (CIV, 2009).

•   Juveniles  and young adults  in  the  social  scene who have used  cocaine excessively 
and for prolonged periods exhibit paranoid, uptight and egotistical behaviour as well 
as introvertedness (Nabben et al., 2006, 2007). Constant tiredness is also cited as an 
effect of frequent cocaine use.21 And the nostrils can become damaged from frequent 
snorting (Mainline Foundation, 2008; Scheenstra et al., 2007).
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The Netherlands Cause-of-Death statistics of Statistics Netherlands (CBS) still lists few 
(acute) deaths that could be attributed to cocaine.
•   Nonetheless, there is evidence of an increase between 1997 and 2002, after which 

cocaine deaths declined in 2003 and stabilised between 2004 and 2008. From 1996 
through 2008 there was a total of 246 cases. During the past five years, there have 
been around 20 cocaine-related deaths per year (Figure 4.7 in chapter 4).

•   Figure 3.5 shows a breakdown by age group of all cocaine deaths in the period 2002 
through 2008. Almost two-thirds (65%) of the deceased were aged over 35. The 
peak is found in the age group of 30 to 39 years. Almost nine out of ten cocaine 
victims were male (86%).

Figure 3.5 Age distribution of cocaine deaths from 2000 to 2008
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International Comparison
According to the EMCDDA, fourteen EU member states registered a total of over 450 
deaths related to cocaine use in 2006 (EMCDDA). However, in many cases it is not clear 
if cocaine poisoning is the primary cause of death. Cases in which the death can be attri-
buted to a combination of substances, including cocaine, may also be included in these 
figures. This also applies to deaths in which cocaine use triggers an existing condition, and 
is actually a secondary cause of death. Under-reporting may also play a part.

•   Deaths in which cocaine has played a contributory part are sometimes recorded under 
natural causes, such as heart failure. Consequently, it is difficult to determine the 
number of cases in which cocaine use has contributed to death.
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•   The total number of deaths among ‘mules’ who have swallowed pellets of cocaine 
is unknown. This is partly because the cause-of-death statistics excludes persons 
who are not registered in the Netherlands. The Amsterdam Municipal Health Service 
(GGD) registered between three and eight cases annually in the period from 2002 
to 2006 (7 in 2006). In 2007 only one case was registered, and in 2008, five cases 
were registered.

3.8 Supply and market

Composition of cocaine samples
The Drugs Information and Monitoring System (DIMS) monitors the market for illegal 
drugs. To this end, it uses analyses of drug samples submitted by users in addiction 
care centres to establish which substances are in the drugs. Some of these samples are 
identified by the care centre itself. Samples containing unknown substances and all 
samples in powder form, such as cocaine, are forwarded to the laboratory for chemical 
analysis.

In 2008, 671 powder samples were presented, that had been bought by users as cocaine 
Van Dijk, 2009).
•   In 2008 96% of all powder samples bought as cocaine did in fact contain that drug 

(mainly hydrochloride). The cocaine concentration averaged 55% (in terms of weight). 
In 2007, the average was 57 percent.

•   3%  of  the  powder  samples  sold  as  cocaine  contained  no  cocaine  at  all,  but  one 
or more other psychoactive substances instead, and 1% contained no psychoactive 
substance whatever.

In recent years, powder samples that were sold as cocaine have increasingly been found 
to (also) contain medicines (figure 3.6).
•   Close to one in three (32%) samples analysed in 2008 were found to contain phena-

cetine. In 2005, 2006 and 2007 the percentages were 37%, 45% and 36% respec-
tively. Phenacetine was registered until 1984 as a painkiller, but because of possible 
carcinogenic effects, it was removed from the market. However, the concentrations of 
phenacetine that are used as a mixing agent are far lower than the therapeutic doses 
which were feared to induce harmful side-effects.

•   There has been an upsurge in the use of the mixing agent levamisol. This drug was 
used to treat cancer, but was removed from circulation for human use in 2004 in the 
Netherlands. It is still used in veterinary medicine to treat worms. In 2008, 30% of 
cocaine samples tested contained levamisol, compared to 11% in 2007. This rose to 
as much as half of lab samples analysed in the first half of 2009.

•   In North America, use of cocaine mixed with levisamol has been linked to a dangerous 
deficiency of white blood cells, which reduces resistance to illness (Zhu et al., 2009; 
Knowles et al., 2009).
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•   Little  is known as yet about a comparable  situation  in  the Netherlands or  in other 
European countries. Based on available data and the situation in late 2009, there is 
a real possibility of similar occurrences in the Netherlands, but a large-scale public 
health risk is thought to be unlikely (CAM, 2009).

Figure 3.6 Percentage of cocaine samples with mixing agents, from 2005
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Prices
Figures from the national Trendwatch-monitor, the Antenne Monitor and the DIMS-
project give an indication of the price paid by consumers for a gram of cocaine.
•   According  to  key observers,  socialising  juveniles  and  young adults who purchased 

cocaine in 2006/2007, paid on average 50 euro per gram, although prices varied 
from 35 to 60 euro per gram (Nabben et al., 2008).

•   These figures tally with the prices paid by users in 2007 for cocaine samples submitted 
to the DIMS-project (25 euro minimum and 75 euro maximum per gram of cocaine 
powder, with an average price of 45 euro per gram). These prices close to those 
reported in 2008, i.e. 48 euro per gram on average, with a minimum of €30 and a 
maximum price of €70.

•   In 2008, clubbers in Amsterdam who use cocaine paid on average 48 euro per gram 
to so-called ‘06-dealers’ (dealing via mobile phone) – the most common source of 
procurement. Prices paid to dealers operating from home and in the social scene were 
a little lower (43 euro and 41 euro respectively). Compared to 2003, average prices 
for a gram of cocaine in the social scene had dropped sharply, but remained stable 
for 06 and home dealers (Benschop et al., 2009).





794 Opiates

4 Opiates

The drug class of opiates comprises many substances. Some of these are known for their 
illegal use, such as heroin. Other opiates are heroin substitutes, such as methadone and 
buprenorphine, or are used therapeutically in medicine, such as morphine and codeine. 
This chapter is concerned chiefly with heroin and methadone.
Opiates can induce euphoria, but may also have the opposite effect.
Heroin can be taken in various forms. Currently the most common way to take heroin 
in the Netherlands is to smoke it (chasing from tinfoil). Injecting the drug is now less 
common in the Netherlands.
Opiate users whose habit has got out of control often use other substances (polydrug 
use), in a way that is not compatible with ‘normal’ life. Where the collective term 
‘hard drugs’ is referred to in this chapter, we usually mean at least one opiate - mainly 
cocaine.

4.1 Recent facts and trends

The main facts and trends concerning opiates in this chapter are:
•   Heroin use is low in the general population (§ 4.2).
•   Heroin  has  little  popularity  among  school-goers,  although  pupils  attending  REC-4 

schools have considerably more experience of heroin than those in mainstream 
education (§ 4.3).

•   The number of problem opiate users in the Netherlands has declined during the past 
decade (§ 4.4).

•   The number of opiate clients in (outpatient) addiction care declined slightly between 
2007 and 2008. There are few left under the age of 30 (§ 4.6).

•   There was  decline  between  2002  and  2006  in  the  number  of  hospital  admissions 
involving opiates; this levelled off in 2007 and 2008 (§ 4.6).

•   The number  of  newly  diagnosed  and notified  cases  of HIV-infection  and hepatitis 
B and C among injecting drug users has been low for years. Nonetheless, there is a 
high number of existing infections, particularly of hepatitis C, in the cities that can 
provide data (§ 4.7).

•   In 2008, an unexpected rise was seen in the needle exchange rate in Rotterdam and 
Amsterdam (§ 4.7).

•   The acute death rate from drug use was slightly higher  in 2008 than  in 2007, but 
has remained low for the past decade. The average age of acute drug-related death 
continues to rise. (§ 4.7).
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4.2 Usage: general population

Heroin use is low in the general population (Rodenburg et al., 2007).
•   According to the 2005 NPO survey, 0.6% of the Dutch population aged between 15 

and 64 had ever experienced heroin. This is more than the surveys of 1997 and 2001 
(0.3% and 0.2% respectively).

•   In all survey years, the percentage of recent and current users was less than 0.1%, 
with the exception of recent users in 1997 (0.1%).

•   These figures are likely to be an under-estimate, because problem users of hard drugs 
are under-represented in the NPO surveys. Many users of illegal opiates or methadone 
clients are not reached through random sampling, because they may be homeless, in 
prison, or otherwise out of the picture. They may possibly be included in statistics by 
means of other research methods (see § 4.3).

4.3 Usage: juveniles

Heroin is not popular among secondary school-goers in mainstream education aged 12 
and older (Table 4.1).
•   In 2007 there were more boys than girls who had ever used heroin. Ever use in boys 

was 0.9% versus 0.7% in girls; current use for boys was 0.6% versus 0.2% for girls 
(Monshouwer et al., 2008).

•   The percentage of ever users has fluctuated around one percent since 1988. Since 
then, no more than half of that group was currently using heroin.

Table 4.1  Heroin use among pupils of mainstream secondary schools aged 12 to 18 from 1988

Use 1988 1992 1996 1999 2003 2007

Ever 0.7% 0.7% 1.1% 0.8% 1.1% 0.8%

Current (past month) 0.3% 0.2% 0.5% 0.4% 0.5% 0.4%

Percentage of ever use and current use (past month). Source: Dutch National School Survey, Trimbos 

Institute.

Special Education
•   Table 4.2 shows that pupils attending REC-4 schools more often use heroin than those 

in mainstream education. This applies to all age groups (Kepper et al., 2009). Inciden-
tally, pupils of REC-4 schools account for only one to two percent of all secondary 
school pupils in the Netherlands (See Appendix F).

•   There is no significant difference in heroin use between pupils in practical education 
(pro) or learning support education (lwoo) compared to their peers in mainstream 
schools.
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Table 4.2 Ever use of heroin among pupils of special and mainstreams schools by age group

School type 12-13 years 14-15 years 16 years

Special education

 REC-4I 3.2% 3.6% 4.8%

 ProII 1.0% 1.5% 0.8%

 LwooIII 0.6% 1.4% 4.7%

Mainstream education 0.4% 1.1% 1.0%

Percentage of ever use. Survey year for special education is 2008. Survey year for mainstream education is 

2007. I. REC = Regional Expertise Centre. II. Pro = practical education. III. Lwoo = learning support educa-

tion. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

Special groups
In some risk groups, there is a higher rate of heroin use, but this does not apply to all 
risk groups.
•   In certain circles, a small minority experiments with heroin (Table 4.3). Among frequen-

ters of fashionable clubs in Amsterdam, the percentage of ever users was 2% in 2003, 
dropping to one percent in 2008. Current heroin use is rare in the social scene

•   In 2008/2009 substance use was surveyed among frequenters of eleven national and 
regionally organised parties and festivals (Trimbos Institute/ Utrecht University, 2010). 
The survey found that over one percent of the party-goers had ever tried heroin, and 
only 0.1% were current users of the drug.

•   The  same  survey  studied  substance use  among  frequenters  of  clubs  and discos  in 
medium sized and large municipalities in five regions of the Netherlands: the Northern 
region (Friesland, Groningen, Drenthe), the Eastern region (Gelderland and Overijssel), 
the central region (Utrecht, Flevoland), the Western region (Noord- and Zuid-Holland) 
and the Southern region (Noord- Brabant, Zeeland, Limburg). The percentage of ever 
users of heroin varied from 1.5% in the Western region to 0.3% in the central region; 
and the percentage of current heroin users ranged from 0.2% in the Western region 
to <0.01% elsewhere. These regional data will also form the basis for a national 
estimate of substance use among clubbers. The data are not yet available for this 
annual report, but will be included in the final report of the social scene study.

•   In Amsterdam heroin use is virtually negligible among juveniles in care, school drop-
outs and even the most deviant group of juvenile detainees (Nabben et al., 2007a; 
Benschop et al., 2006). Key observers in Amsterdam report that heroin use is virtually 
non-existent among the mainly immigrant street kids and various groups of problem 
juveniles, such as boy-prostitutes, homeless youth and drifters (Nabben et al., 2007a; 
Benschop et al., 2009).

•   By comparison with juveniles in youth care in Amsterdam, a higher percentage of ever 
users was found at national level among 14 and 15 year old youngsters in residential 
youth care. In 2008, five percent of these juveniles had ever tried heroin (Kepper et 
al., 2009).
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•   In the province of Gelderland, key observers in 2009 only identified heroin use among 
juveniles receiving youth support and treatment. Besides heroin, these youngsters use 
tranquilisers and sleeping pills in order to ‘come down’ after using stimulants. In some 
cases, heroin is used a few times weekly as a tranquiliser (De Jong et al., 2009).

Table 4.3 Heroin use in special groups

Location Survey year Age Ever use Current use

Juveniles and young adults in the social scene

-  Bar-goersI Amsterdam 2005 Average 27 1.5% 0%

-  Clubbers Amsterdam 2003 Average 28 2% 0% 

2008 Average 25 1% 0%

-  Party and festival-goers NationwideII 2008/2009 Average 24 1.4% 0.1%

Problem groups

-  School drop-outsIII Regional 2002/2003 14 - 17 1.1% 0.5% 

-  Juvenile detaineesIII Regional 2002/2003 14 - 17 3.4% 0.5% 

-  Juveniles in residential care Nationwide 2008 12-13
14-15
16

1.1%
5%
2.9%

-

-  Homeless youth1V Flevoland 2004 13 – 22 8% 2%

-  Juveniles in careV Amsterdam 2006 Average 17 1% 0%

Percentage of ever users and current users (past month) per group. The figures in this Table are not mutually 

comparable on account of differences in age groups and research methods. I. Selective sample of juveniles 

and young adults from mainstream bars, student bars, gay bars and hip bars; therefore not representative 

of all bar-goers. II Low response (19%). III. Research in the provinces of Noord-Holland, Flevoland and 

Utrecht. Drop-outs are juveniles who have not attended school for at least one month during the past 12 

months, not counting holidays. Usage among juvenile detainees: in the month prior to detention. IV. Young 

people up to age 23 who have had no fixed abode for at least three months. V. Juveniles with behavioural 

problems, juvenile delinquents, homeless youth and juveniles in other care settings.Sources: Antenne, 

Bonger Institute for Criminology, University of Amsterdam; Uitgaansonderzoek, Trimbos Institute/ University 

of Amsterdam; EXPLORE, Trimbos Institute/University of Utrecht.

4.4 Problem use

The available estimates tend not to draw a clear distinction between problem users 
of opiates and of other hard drugs (see Appendix A for a definition of problem use). 
The estimated figures in Table 4.4 refer mainly to regular users of illegal opiates or of 
methadone, who generally also take other substances such as (crack) cocaine, alcohol 
and sleeping pills or tranquillizers.
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•   According to the estimates for 2008, there are about 17,700 problem users of opiates 
in the Netherlands. This figure allows a margin of 17,300 to 18,100 problem opiate 
users (Cruts and Van Laar, 1010; Buster et al., 2009; Biesma et al., 2009; Schoenma-
kers et al., 2009a, 2009b; Ouwehand et al., 2010).

 -  An estimated six out of ten problem opiate users are socially marginalised due 
to criminal activity, psychiatric illness, an anti-social lifestyle or an unstable living 
situation.

 -  The remaining group of problem opiate users is relatively better socially integrated, 
partly due to the stabilising effect of methadone replacement therapy.

•   By comparison with the previous estimate, dating from 2001, the number of problem 
opiate users in the Netherlands has declined sharply; however methodological diffe-
rences in data collection make it difficult to say exactly how large this decline is.

•   In 2008, the Netherlands had about 1.6 problem users of hard drugs per thousand 
inhabitants aged between 15 and 64.

•   Per  thousand  inhabitants,  the  greatest  proportion  of  problem  users  is  found  in 
Rotterdam and The Hague (Figure 4.1). However, the differences between the various 
cities should be interpreted with caution on account of discrepancies in definitions 
and research methods. For example, the estimates for Amsterdam include opiate 
users who often use other substances as well. In The Hague and Rotterdam, a wider 
group of problem hard drug users was taken into account. If a wider definition were 
used for Amsterdam, this city would possibly be more in line with The Hague and 
Rotterdam.

Table 4.4 Estimates of the number of problem users of hard drugsI

Area Year Number

Nationwide 2008 17 700 (17 300 – 18 100)

Rotterdam 2003 5 051 (4 804 – 5 298) 

Amsterdam 2008 2 913

The Hague 2000-2002 3 200 (per annum)

Parkstad Limburg 2002 800

Enschede 2007 591

Apeldoorn 2007 432

Leeuwarden 2001 389

Almelo 2006 200

Hengelo 2004 191

I. Owing to differences in definitions and methods, the figures should be interpreted with caution. In 

Amsterdam, Leeuwarden, Enschede, Almelo, Apeldoorn and in the nationwide estimate, estimates of 

problem users involve opiates (as well). In Rotterdam, The Hague, and Parkstad Limburg, the figures relate 

to hard drug users in a broader sense. I. Average (and the upper and lower limit) of different estimates. 

Sources: Trimbos Institute, GGD Amsterdam, Intraval, IVO, GGD Den Haag, GGD Zuid-Limburg
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Figure 4.1  Estimates of the number of problem users of hard drugs per 1 000 inhabitants aged from 

15 to 64
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Figure 4.2 shows the development of a number of problem opiate users in Amsterdam 
according to estimates by the GGD Amsterdam.
•   The number in this group peaked in 1988 at 8,800 problem users and subsequently 

declined. The decline was largely due to reduction in the number of foreigners, espe-
cially Germans and Italians. In recent years, however, a decline has been observed 
in all groups.

•   In 2008 Amsterdam still had an estimated 2,900 problem users of opiates. Of these, 
50% were born in the Netherlands, 26% in Surinam, the Netherlands Antilles, 
Morocco or Turkey and 25% were born elsewhere.
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Figure 4.2 Problem users of opiates in Amsterdam, from 1985
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4000

6000

8000

10000

1985 1987 1989 1991 1993 1995 1997 1999 2001 2003 2005 2007

Number

Born in Surinam, the Netherlands Antilles, Morocco or Turkey

Born in the Netherlands Born elsewhere Total

Source: GGD Amsterdam

Age
The population of heroin users is getting older.
•   In Amsterdam the average age of methadone clients has risen from 32 in 1989 to 48 

in 2008 (Source: GGD Amsterdam). National data from addiction care centres (see § 
4.6) show a similar trend.

•   The ageing of heroin users is accompanied by an increasing number of somatic and 
psychiatric health problems.

Manner of use
The use of opiates poses a particularly high health risk when the drugs are injected. Over 
time, the injecting of drugs has declined among opiate users.
•   Among drug users participating in the Amsterdam Cohort Studies on HIV/AIDS, the 

number who reported having injected opiates since the previous survey dropped from 
57% in 1985 to 21% in 2004 (Lindenburg et al., 2006).

•   In 2008 9% of opiate clients of (outpatient) addiction care were registered as injec-
tors, and 75% as smokers – around the same number as in 2007 (9% and 71% 
respectively). The remainder took the drugs in a different way (Ouwehand et al., 
2009). In 1994, 16% of users were injecting, and in 2001 12%.

•   The long-term decline in the number of needles and syringes that are exchanged in 
needle-exchange programmes in Amsterdam and Rotterdam is also an indication of 
the decline in opiate injecting. However, recently an increase in the number of needles 
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and syringes exchanged has been registered (see § 4.7, Risk Behaviour).
•   The total number of injecting drug users in the Netherlands can be estimated on the 

basis of the percentage of injectors among hard drug clients of the addiction care 
services as well as an estimate of the total number of problem hard drug users in the 
country. In 2005, this calculation resulted in an estimate of about 3,100 injecting drug 
users, within a margin of at least 2,200 and at most 4,300 cases.

•   Key informants in a qualitative study have identified a rise in the number of young 
Eastern European heroin users who are injecting frequently (see § 4.7 Risk Behaviour). 
It is also thought that there are other groups of heroin users in certain cities who are 
unknown to the addiction care services. These treatment evaders are thought to have 
considerable mental health problems. Moreover, treatment is rarely sought by illegal 
immigrants, homeless juveniles, or people from the Moroccan, Chinese or Portuguese 
communities. It is not known to what extent risk-injecting occurs in these groups, 
although injecting is certainly highly unusual in a number of cultures.

4.5 Usage: international comparison

Use among school-goers
•   According  to  the ESPAD survey  in 2007 the percentage of 15 and 16 year olds  in 

Europe who had ever used heroin did not exceed two percent. Exceptions to this 
were France and Italy where the figure was 3%. In the Netherlands, one percent of 
school-goers had ever used heroin (Hibell et al., 2009).

Problem use
•   The EU has an estimated 1.3 to 1.7 million problem users of opiates, i.e. between four 

and five users per thousand inhabitants aged between 15 and 64. The total number 
of problem hard drug users is higher, because in some countries, problem users of 
amphetamine and cocaine account for a large proportion (EMCDDA, 2009).

•   The estimates are calculated using different statistical methods. Table 4.5 shows the 
lowest and the highest figures per country. Owing to differences in definitions and 
methods, the data should be interpreted with caution.

•   In the thirteen member states of EU-15 for which national estimates are available, the 
numbers vary from an average of three to ten problem hard drug users per thousand 
inhabitants aged between 15 and 64. Greece, the Netherlands, Germany and Austria 
are at the bottom of this list, with the U.K. at the top.

•   Of the new member states, the number of problem users varies from around four per 
thousand inhabitants aged 15 to 64 (Cyprus, Poland, the Czech Republic), to eight 
in Slovenia.
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Table 4.5 Problem users of hard drugs in 12 EU member states

Country Year Number per thousand inhabitants from 15 to 64 years

Lower limit – upper limitI Central estimateII

U.K. 2006-2007 9.7 – 10.3 9.9

Italy 2007 8.1 – 9.0 8.6

Spain 2002 7.1 – 9.9 8.5

Denmark 2005 7.1 – 8.0 7.5

France 2006 4.8 – 8.7 6.8

Portugal 2005 4.3 – 7.4 5.9

Ireland 2001 5.2 – 6.1 5.7

Finland 2005 4.2 – 5.5 4.8

Sweden 2003 - 4.5

Austria 2007 4.0 - 4.3 4.1

Germany 2006 3.0 – 3.6 3.3

Greece 2007 2.4 – 3.1 2.7

Netherlands 2008 1.56 – 1.64 1.6

Problem users according to the EMCDDA definition of problem use: long-term/regular use of opiates, 

cocaine and/or amphetamines. Owing to differences in methods, the data should be interpreted with 

caution. - = data missing. For most countries the estimates refer to opiate users, who also use other 

substances. In Italy and especially in Spain, problem cocaine users also account for a large pert of the total 

estimated number of problem users. In Sweden and Finland amphetamine users are in the majority. In 

the Czech Republic (not included in the table), both opiate and methamphetamine users are counted. I. 

Maximum values based on 95% confidence intervals or sensitivity analysis. II. In countries with a number of 

estimates, the average of these is used. Source: EMCDDA; Cruts & Van Laar, 2010

4.6 Treatment demand

Addiction care services
The National Alcohol and Drugs Information System (LADIS) registers the volume of 
people seeking treatment from (outpatient) addiction care, including probationary 
addiction and aftercare and the addiction clinics that have merged with outpatient 
addiction care (Ouwehand et al., 2009; IVZ, 2009) (See appendix A: LADIS Clients).49

•   The number of clients with a primary opium problem rose slightly up to 1997 (Figure 
4.3). This increase was partly real and partly a distortion of the figures, following the 
affiliation of a number of drug addiction care organisations to LADIS. The number of 
opiate clients remained fairly stable between 1997 and 2000. The increase in 2001 
can be largely attributed to the affiliation of GGD Amsterdam to LADIS.2

2  In 2001, GGD Amsterdam passed on the data of 1,869 clients with a primary heroin problem; 1,304 of these 
were not known to the other organizations that participate in LADIS.
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•   Between 2001 and 2004 the number of opiate clients dropped. Between 2004 and 
2007, the number of primary opiate clients fluctuated around the same level, but a 
further decline of 8% took place between 2007 and 2008.

•   The percentage of opiates involved in all drug-related requests for treatment dropped 
from 71% in 1994 to 44% in 2005, declining further to 38% in 2008. This is partly 
due to the rise in recent years in the number of clients with another drug problem, 
such as cocaine and cannabis.

•   The  majority  of  clients  had  already  sought  treatment  from  (outpatient)  addiction 
care for a drugs problem. Only 5% were first-time clients in 2008 and had not been 
registered before with (outpatient) addiction care for a drug problem. In 2000 as 
many as 22% were newcomers.

•   The  majority  (80%)  of  primary  opiate  clients  also  had  problems  with  another 
substance – mainly cocaine. Approximately one out of five primary opiate clients 
(20%) reported no secondary substance.

•   Opiates  are  less  likely  to  be  reported  as  a  secondary  problem  (figure  4.3). When 
they are, the primary problem is cocaine or crack (66%), alcohol (28%), or cannabis 
(3%).

Figure 4.3  Number of clients of (outpatient) addiction care with primary or secondary opiate 

problems from 1994I
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Age and gender
•   In  2008 80% of  primary opiate  clients were male. Over  time  this  percentage has 

fluctuated between 78% and 80%.
•   In 2008 the average age was 44 – considerably higher than that of cannabis, ecstasy 

and amphetamine clients. 70% of opiate clients were older than 39 (Figure 4.4).
•   The percentage of young opiate clients (age 15 to 29) dropped between 1994 and 

2006 from 39% to 6%. In 2007 and 2008, the number stabilised at five percent.

Figure 4.4 Age distribution of primary opiate clients of (outpatient) addiction care. Survey year 2008
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General hospitals; incidents
Misuse of and dependence on opiates are rarely stated as the primary diagnosis in 
general hospitals. In 2008 the LMR listed 79 admissions with this primary diagnosis 
(58% dependence and 42% misuse, Figure 4.5).
•   More frequently, opiate misuse and dependence are cited as a secondary diagnosis 

(542 in 2008; 76% dependence, 24% misuse). The decline registered between 2002 
and 2006 in the number of secondary diagnoses for opiate problems did not continue 
in 2007 and 2008. In fact, a slight rise took place between 2006 and 2008 (+14%). 
The primary diagnoses accompanying these secondary diagnoses vary considerably. 
The most common in 2008 were:

 -  diseases and symptoms of the respiratory tract (29%)
 -  digestive system disorders (10%)
 -  injury through accidents (9%; fractures, cuts, concussion)
 -  poisoning (8%)
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 -  misuse of or dependence on alcohol or drugs (6%)
 -  skin ailments (2%).

Figure 4.5 Admissions to general hospitals related to opiate misuse and dependence from 1995

100

200

300

400

500

600

700

800

900

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Number

Opiates as secondary diagnosisOpiates as main diagnosis

627

71

607

71

742

71

596

76

627

79

558

75

634

81

674

88

606

51

556

57

594

61

476

78

525

84

542

79

Number of diagnoses, not corrected for duplication of persons or more than one secondary diagnosis per 

admission. ICD-9 codes: 304.0, 304.7, 305.5 (see appendix C). Source: Dutch Hospital Data LMR, Prismant.

•   The same person may be admitted more than once per year. In addition, more than 
one secondary diagnosis may be made per case. In 2008, corrected for duplication, 
the total amounted to 480 persons who were admitted at least once with opiate 
misuse or dependence as the main or secondary diagnosis. Their average age was 43, 
and 73% were male. The peak age group is between 40 and 44 (19%).

•   In 2007 and 2008, the LMR registered no cases of accidental poisoning with opiates 
as a secondary diagnosis (ICD-9 codes E850.0 through E850.2).

According to the Injury Information System (LIS) of the Consumer Safety Institute, 
an average of 3,800 persons are treated annually in the emergency department of 
hospitals, following an accident, violent incident or self-mutilation related to drug use 
(Valkenberg, 2009). The drugs involved are cannabis, cocaine, heroin, ecstasy, amphe-
tamine and magic mushrooms. The data have been averaged over the period from 
2004 through 2008 and relate to estimates for the entire country, based on data from 
a representative sample of hospitals.
•   Heroin is cited in only three percent of cases. If we count only the cases where the 

drug is known (65%), then heroin accounts for 5% of all drug-related emergency 
room treatment.
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•   These figures are likely to be an under-estimate of the true number of drug-related 
accidents, as the role of drugs is not systematically investigated.

In 2008, the Ambulance Transport Centre (CPA) of GGD Amsterdam registered 221 
emergency requests for ambulances for presumed non-fatal overdoses of hard drugs. 
In 66% of the cases, transport to hospital was deemed necessary.
•   Most cases involved opiates and cocaine, with or without other substances.
•   The number of hard drug-related ambulance journeys dropped from 307 in 1997 to 

188 in 2000 and subsequently rose slightly, but appears to have stabilised in recent 
years.

The National Poison Information Centre (NVIC) of the National Institute of Public Health 
and the Environment (RIVM) registers the number of requests for information from 
doctors, pharmacists and government organisations about (potentially) acute poisoning 
by foreign bodies such as drugs.52

•   The number of  information requests for opiates doubled between 2000 and 2003, 
and rose by 15% between 2004 and 2005 from 112 to 129 requests (table 4.6)

•   The drop in the number of information requests in 2006 is related to a discontinuation 
of listing methadone among the drugs. From that year on, methadone is listed among 
medicines.

•   These figures do not really give a complete picture of the absolute number of drug 
intoxications, because intoxications are not strictly notifiable by doctors. In addition, 
increasing familiarity among doctors with the symptoms of poisoning by a certain 
drug and of the required treatment may reduce the likelihood of information requests 
from the NVIC.

Table 4.6  Information requests concerning opiate use from the National Poisons Information Centre 

(NVIC), from 2000

2000 2001 2002 2003 2004 2005 2006 2007 2008

Opiates 51 42 95 112 112 129 32 47 74

Number of information requests per annum via de 24-hour NVIC helpline. Requests via the website  

www.vergiftigingen.info (online since April 2007) were included for the first time in 2007.

Source: NVIC, RIVM.

4.7 Illness and deaths

HIV
By injecting with contaminated needles or by engaging in unprotected sex, hard drug 
users incur a risk of becoming infected with HIV, the virus that causes AIDS. There are 
currently three sources of information in which recent monitoring data concerning HIV 
among injecting drug users is gathered. The statistics indicate that the rise in new HIV 
infections in the Netherlands among (ever) injecting drug users remains slight. At the 
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same time it should be noted that the number of injecting drug users in the Netherlands 
is low (see paragraph on risk behaviour). The main national source of information on 
HIV infection rates is the HIV/AIDS register of the HIV Monitoring Foundation (SHM); 
other sources are local agencies, including the municipal health authorities (GGD) 
in Amsterdam and Rotterdam, the addiction care services in Zuid-Limburg and the 
Amsterdam Cohort Study, a longitudinal research project on drug users in Amsterdam.

The HIV Monitoring Foundation collects longitudinal data from all HIV infected persons 
who are registered with the HIV treatment centres. Data from this Foundation show 
that of all registered new HIV infections in the Netherlands, approximately one to two 
percent can be attributed to injecting drug use.
•   In 2008, injecting drug use was found to be the most likely cause of infection in 2 

(0.3%) of the 851 newly registered HIV infected persons (Koedijk et al., 2009). Both 
of these individuals were males.

•   Up to and including 2008, injecting drug use was the most probable transmission route 
for 665 (4 percent) of the total group of 15,225 registered HIV infected persons. Both 
in absolute and relative terms, the numbers of new HIV infections among injecting drug 
users in the HIV treatment centres are, however, on the decline in recent years. Up to 
2000, 8% of all newly registered HIV infections were associated with injecting drug use. 
More recently, injecting drug use has accounted fro fewer than 2% of new cases.

•   Absolute numbers are also low: 18 (2001); 15 (2002); 23 (2003); 10 (2004), 10 
(2005), 8 (2006) and 5 (2007).

•   It is appropriate to make a few comments in qualification of the above described 
positive development, regarding the low number of newly registered infections 
among injecting drug users. It may be assumed that the true number of HIV infec-
tions among drug users is higher than the numbers registered (Van Empelen et al., 
2009). A survey conducted among 125 drug users revealed that a third had never 
been tested for HIV. And of those who had been tested, in three-quarters of the cases 
the tests had been conducted at least six months previously.

•   Although deaths among HIV-positive people have been considerably reduced since the 
introduction of the highly effective treatment, HAART (highly active antiretroviral treat-
ment) nonetheless, HIV infection through injecting drug use remains a strong predictor 
of a fatal outcome. Reasons for this include relatively frequent co-infection with Hepa-
titis C and lifestyle factors, such as excessive alcohol use (Gras et al., 2007). Almost half 
of problem heroin users don’t manage to adhere to strict lifestyle requirements, such as 
dietary guidelines and fixed times for taking various medicines (Witteveen, 2008).

On behalf of the Ministry for Health, Welfare and Sport, the RIVM is attempting to 
improve insight on standard screening of infectious diseases among drug users in addic-
tion care services, including a number of GGD agencies that actively offer treatment to 
drug users (Van Veen, 2009). Below, some of the results from Amsterdam, Rotterdam 
and Heerlen are described. Because screening for infectious diseases takes different 
forms in practice, the data are not intercomparable.
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•   In Amsterdam, about half of the approximately 2,500 methadone users are receiving 
treatment at methadone centres or GGD outpatient clinics. Between 2004 and 2008, 
1,140 tests were conducted in this group, with 28 testing positive for HIV. Assuming 
that each patient is tested only once, this represents a HIV prevalence rate of 2.5% 
in this group of more ‘seriously’ addicted heroin users.

•   In Rotterdam,  the pilot project  ‘Active Testing’  took place  in 2007 and 2008. This 
showed that 2.4% of tested drug users were HIV positive (Breemer et al., 2009).

•   In Heerlen,  since 2003,  drug users  being  treated  at  the Mondriaan  addiction  care 
centre are voluntarily tested for drug-related infectious diseases. The (incomplete) list 
of test results shows that 9% of the 197 tested individuals are HIV positive.

The third source of data on HIV is the Amsterdam Cohort Study. In this longitudinal 
study, a sharp drop has been found over the past 20 years in the percentage of HIV- 
positive drug users, in particular, young drug users (< 30 years old when in included in 
the study).
•   The incidence of new HIV diagnoses among ever injectors has dropped from 8.5 per 

100 person years in 1986 to around 0 since 2000, with a slight rise in 2005, when 
two injecting drug users tested HIV-positive. Up to and including 2008, no new HIV 
infections were subsequently recorded (www.amsterdamcohortstudies.org).

•   Of  all  1,4888  participants  in  the  drug  users’  cohort  study  since  1985,  28% were 
found to be HIV positive during the first visit or one of the subsequent visits.

•   Of the 335 individuals who attended the Amsterdam GGD in 2008 to participate in 
a drug user’s cohort study, 15% tested positive for HIV during a first or subsequent 
visit. 5% of the 55 young drug users who were still active in the cohort study in 2008 
were HIV positive, i.e., three individuals www.amsterdamcohortstudies.org).

Finally, data are available from surveys conducted by the RIVM between 1994 and 
2003, among samples of injecting drug users. A total of some 3,500 injecting hard drug 
users participated, in nine regions of the Netherlands (De Boer et al., 2006). The main 
results have been described in earlier editions of the NDM Annual Report.
•   Summarized briefly,  these  surveys  showed considerable  regional differences  in HIV 

infection among ever injectors, ranging from 1 percent (Groningen, Arnhem) to 26% 
(Amsterdam). Besides methodological considerations, these differences can be largely 
attributed to actual differences in regional rates of infection.

•   In cities where repeat measurements were conducted, the percentage of HIV-positive 
injecting drug users was found to be fairly stable. An exception was Heerlen, where 
the number doubled from 11% in 1994 to 22% in 1999.

•   In 2007 a decision was taken by the RIVM to discontinue these surveys, unless in the 
future other sources – such as those described above – should disclose specific areas 
of concern, justifying more in-depth study. On account of the increase registered 
within a few years in the number of HIV-positive drug users in Heerlen, the Ministry 
for Health has asked the RIVM to conduct a new measurement. This is likely to take 
place in 2010.
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International comparison
The European Monitoring Centre for Drugs and Drug Addiction provides data on the 
prevalence of HIV infection among injecting drug users in EU member states (EMCDDA, 
2009). The data are derived from a variety of sources and differ in range. Furthermore, 
within a given country, the situation at local level may diverge strongly from the general 
national picture. The data are therefore not easily comparable and merely reflect an 
indication of the rate of infection.
•   For  some  years,  the  number  of  new  HIV  infections  related  to  injecting  drug  use 

has been declining in most countries. In 2006 (the year for which the most recent 
overview is available), a new case of HIV was diagnosed in an average of 5 injecting 
drug users per million inhabitants. However, there is considerable variation between 
countries and within countries.

•   The  three  countries  with  the  relatively  highest  number  of  newly  diagnosed  HIV 
infections are Estonia (142 new cases per million inhabitants in 2006), Latvia (47 
new cases) and Portugal (66 new cases). In absolute numbers, the more populous 
countries make a substantial contribution to the aggregate of new HIV diagnoses, e.g. 
the U.K. (187 new HIV cases among injecting drug users in 2006), Germany (168), 
France (167) and Poland (112).

•   In contrast to the Netherlands, there are signs that HIV transmission among injecting 
drug users remains at a high level in a number of countries. In Estonia, for instance, 
about one third of drug users who have been injecting for less than two years are HIV-
positive. A further indication is that random samples from Spain, Portugal, Estonia, 
Latvia, Lithuania and Poland show that over 5% of young drug users aged under 25 
are HIV-positive.

Hepatitis B and C
A chronic Hepatitis B or Hepatitis C infection can cause serious forms of liver inflam-
mation. Hepatitis B is transmitted by blood to blood contact or through unprotected 
sexual contact. C can virtually only be transmitted by direct blood to blood contact 
and is much more contagious than HIV. It can also be transmitted by sharing other 
contaminated (injecting) materials besides needles. Injecting drug use is relatively often 
the cause of Hepatitis C infection.

Data about the prevalence of Hepatitis C and Hepatitis B among injecting hard drug users 
are not collected systematically in the Netherlands. The available data show that acute 
infection with both viruses is rarely observed among drug users. However, the number 
of chronically infected drug users is considerable, particularly in the case of Hepatitis 
C. Because of a lack of data on injecting drug users, figures relating to (problem) drug 
users in general are often used.
•   In various drug treatment locations, drug users are tested on the spot for Hepatitis C 

infection. Large projects of this nature include the Dutch-C project in Amsterdam and 
the Active Testing project in Rotterdam.
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•   The data on  infection rates that emerge from these projects are not representative 
of all drug users. This is not only because only drug users who are in contact with 
addiction services are screened, but also because selection takes place within this 
group as to who is tested or not. It is difficult to assess whether this leads to an 
overestimate or underestimate of the true number of infections.

•   In a  longitudinal  study  in Amsterdam, 59% of 396 ever  injecting drug users were 
found to be HCV positive (Van Veen, 2009).

•   Data from GGD Amsterdam show a high percentage of hepatitis C infection among 
injecting drug users attending methadone dispensaries. In 2007, 57% (26 of the 46) 
of patients tested were carriers of the hepatitis C virus. In 2008, the virus was found 
in 65% of the 48 injecting drug users tested.

•   In 2007 and 2008, the pilot project Active Testing was conducted in Rotterdam. In 
this project, drug users and semi-homeless people were offered active screening for 
Hepatitis C, B and HIV. The pilot results showed that 119 (28%) of the 431 individuals 
tested (mostly drug users) had a Hepatitis C infection. Of the group with the highest 
risk behaviour – drug users and ex-drug users who had ever injected drugs – three 
quarters were Hepatitis C positive (Breemer et al., 2009).

•   In Rotterdam, the majority (59%) of those infected had difficult-to-treat virus variants 
(geno type 1 and 4) (Breemer et al., 2009).

•   Remarkably, one seventh of those found to be infected with Hepatitis C in the Active 
Testing project claimed never to have injected drugs.

•   In  Heerlen,  approximately  half  the  drug  users  receiving  treatment  at  the  Mond-
riaan addiction care centre were screened for Hepatitis C. The virus was found in 
58% of them (Van Veen, 2009). The percentage of (ever) injectors in this group is 
unknown.

•   In  Injecting drug users  the unfortunate  combination of  a dual  infection with both 
Hepatitis C and HIV is often encountered. Data from the HIV Monitoring Foundation 
show that 94 percent of tested HIV-positive injecting drug users in active follow-up 
care were also infected with hepatitis C. Infection among other HIV risk groups is less 
than 10% (Gras et al.,2007).

•   An acute Hepatitis C infection is a notifiable disease. Although the number of (injecting) 
drug users who have a chronic Hepatitis C infection is high, acute Hepatitis C is rarely 
found in drug users. Of the 48 cases of acute or recent Hepatitis C infection reported 
to the RIVM in 2008, the transmission route was known in 39 cases; in only one case 
(2.6%),was the route known to be injecting drug use. In both absolute and relative 
terms this represents a decline compared to previous years. Hepatitis C infections are 
however, increasingly encountered in men who have sex with men (MSM). Chronic 
HCV infection among drug users is no longer notifiable since 2003; consequently 
there is a lack of data from this source on the prevalence of this infection among 
drug users.

•   Injecting drug use is less often the reason for hepatitis B infections. In 2008 the RIVM) 
registered 265 new cases of acute Hepatitis B infection. The cause of infection was 
known in 165 of these. In no cases was the infection caused by injecting drug use. 
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The total number of chronic hepatitis B infections in 2008 was 1,576; For 1,108 cases 
the transmission route was known. In only 3 cases (0.3%) was injecting drug use the 
most likely transmission route.

•   Since 1998, drug users and other risk groups are offered a vaccination against Hepa-
titis B. According to data from GGD Nederland, over 15,625 drug users had availed 
of this up to September 2009. This group comprises ever and recent injectors as well 
as never injectors. Of the total group almost one percent were chronic Hepatitis B 
carriers. Almost 11% had ever contracted hepatitis B and were now immune (Marlies 
van Dam, personal communication, RIVM).

International Comparison
Data on Hepatitis C are not easily comparable between countries on account of diffe-
rences in sources and methods of data collection. The data only give an indication of 
the rate of infection. EMCDDA figures indicate that, as in the Netherlands, Hepatitis C 
infection occurs very frequently among injecting drug users in the other EU member 
states.
•   In most countries, a Hepatitis C infection rate of over 40% is found among injecting 

drug users. Only three countries (Bulgaria, the Czech Republic and Finland) report 
national research results that show a Hepatitis C rate of less than 25% among injecting 
drug users; even these percentages constitute a serious health problem (EMCDDA, 
2009).

•   Studies conducted among young drug users and drug users who only recently started 
to inject (less than two years ago), show that Hepatitis C occurs early in their ‘user 
career’. This implies that effective preventative measures should be initiated at an 
early stage.

•   Among European countries, the variation in the rate of Hepatitis B infection is greater 
than for hepatitis C. This may possibly be due to factors such as different vaccination 
strategies (universal versus risk groups). The most complete data available concern 
having previously had a Hepatitis B infection. In 2006, eleven countries reported data 
on this; in six of the eleven over 40 percent of injecting drug users had ever been 
infected with hepatitis B. These figures indicate that in some countries Hepatitis B is 
still very prevalent among injecting drug users. This is a cause for concern, given the 
serious consequences of the infection.

High-Risk Behaviour
Since the 1990s there has been a strong decline in the use of borrowed syringes among 
injecting drug users. As such, injecting drugs is also less common (see also § 4.3).
•   Recent data are lacking however, for most cities and regions. According to the most 

recent surveys, between 8% and 30% of injectors sometimes borrow needles or 
syringes (Van de Laar & Op de Coul, 2004).

•    In recent years there has been a sharp drop in the number of needles and syringes 
that are exchanged in needle exchange programmes in Amsterdam and Rotterdam, 
although both cities experienced a slight upsurge in 2008.
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 -  In the early 1990’s about one million needles were exchanged annually in 
Amsterdam. By 2007 this had dropped to 171,200, although there was a slight 
upturn to 184,000 in 2008 (GGD Amsterdam). In Rotterdam the number of syringes 
exchanged between 2000 and 2007 more than halved from 422,000 to 168,900. 
However, in 2008, the NX centres ordered almost 75,000 more syringes from the 
GGD than in the previous year (GGD Rotterdam).

 -  The long-term decline in the number of needles exchanged may possibly be 
explained by the following factors: a drop in the number of heroin users in general, 
a decline in the influx of drug users (often injecting) from neighbouring countries, a 
decline in the popularity of injecting drugs in connection with health problems, the 
increase in crack cocaine use and the higher death rate among injecting drug users. 
It is not clear how the spike in 2008 should be interpreted. Perhaps the existing 
group of users injected more frequently, or needles and syringes were re-used less 
often. An unexpected rise in the number of injectors cannot be ruled out. Another 
possibility is that needle exchange staff ordered larger quantities of supplies.

•   In a recent qualitative study on infectious diseases among heroin users, key informants 
from the whole of the Netherlands reported that needles are currently only shared in 
emergencies, but that other injecting materials are borrowed regularly. These include 
tourniquets, spoons, swabs and filters (Hoogenboezem et al., 2008a).

•   Apart from sharing injecting materials, high-risk techniques are often used, such as 
injecting in the groin and neck or in veins; injecting substances that are not soluble, 
such as methadone liquid, Ritalin, paracetamol, benzodiazepines; using alternatives 
to sterile water such as rainwater or canal water; or injecting under highly unhygienic 
circumstances.

•     Interviews with  key  informants  have  revealed  the  emergence  of  a  new group  of 
high-risk injectors. In recent years there has been an increase in the number of 
young Eastern-European heroin users in the Netherlands. These are thought to inject 
frequently and excessively (see also §4.3) (Hoogenboezem et al., 2008b).

High-risk sexual activity remains widespread.
•   However,  few  recent  (national)  data  are  available.  According  to  the  most  recent 

measurements taken among injecting drug users in various cities, failure to use 
condoms occurred most frequently among long-term partners (76-96%), followed by 
casual partners (39-73%) and clients (13-50%) (Van de Laar & Op de Coul, 2004).

•   The number of visits to the GGD health services by drug users who participated in the 
Amsterdam Cohort Studies on HIV/AIDS, in which drug users indicated having had 
unprotected sex, dropped from 52% in 1990 to 40% in 1996. In the period following 
(from1996-2004), this percentage remained stable (Lindenburg et al., 2006).

•   Research conducted on street prostitution in Amsterdam found that virtually all street 
prostitutes use drugs; four-fifths have ever used heroin, and a quarter have ever 
injected (Korf et al., 2005a). Half the respondents reported having engaged in unpro-
tected oral sex and a quarter had unprotected genital sex with clients. The researchers 
noted that these figures are likely to be an underestimate of the true situation.
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•   It  is  thought  that  risk  behaviour  is  increasing  due  to  the  effects  of  crack  cocaine 
(Hoogenboezem et al., 2008b).

AIDS
The annual number of AIDS notifications (all transmission routes) to the Public Health 
Inspectorate (through 1999) and to the HIV Monitoring Foundation (SHM) (from 2000) 
rose from 325 in 1988 to 533 in 1995, and subsequently dropped to 159 cases in 
2008 (Koedijk et al., 2009). This decline is partly due to the availability of effective 
anti-retroviral drugs (HAART). These drugs delay or prevent the onset of AIDS in HIV-
positive patients.
•   The number of notified AIDS cases caused by injecting drug use in the Netherlands 

has remained limited throughout the years.
•   Of the 7,777 registered AIDS patients (up to and including 2008), 684 were injecting 

drug users (9%). This means that the role of injecting drug use in the development 
of AIDS is on average higher than for contracting HIV.

•   After  peaking  at  fourteen  percent  in  1995,  there  has  been  a  drop  in  number  of 
injecting drug users among HIV-positive patients who developed full-blown AIDS. 
In 2007, 4% (10 instances) of notified AIDS cases involved an injecting drug user. In 
2008, AIDS was diagnosed in 7 injecting drug users (likewise 4% of the total number 
of newly diagnosed AIDS cases (Koedijk et al., 2009)

International Comparison
Since the introduction of effective anti-retroviral drugs, the number of new AIDS patients 
has become a less reliable measure of the transmission of the HIV virus. Nonetheless, 
notifications of new AIDS cases still serve as an indication of the size of the problem. They 
are also an indication of the availability of anti-retroviral treatment for drug users.
•   For years, Portugal has had the highest percentages of new AIDS diagnoses among 

drug users. I 2006, 22.4 new cases per million inhabitants were reported (EMCDDA, 
2008). Other European countries with a high percentage of new AIDS diagnoses 
among drug users in 2005 are Estonia, Spain and Latvia. Apart from Estonia, a down-
ward trend can be seen in these countries. The Netherlands is one of the countries 
with a low number of new AIDS cases among drug users.

•   There are no data on the availability of HAART for drug users. However, according 
to WHO estimates, the rate of access to HAART medication is over 75% everywhere 
in the EU member states (EMCDDA, 2007).

Deaths

Direct deaths
According to the cause of death statistics of Statistics Netherlands (CBS) the death rate 
from the direct consequences of opiate use is low in the Netherlands. Direct deaths are 
those following an overdose, i.e. intoxication from a lethal dose of a drug. According 
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to the EMCDDA standard for calculating direct drug deaths, both accidental and non-
accidental overdoses (suicide) are included, as well as cases where it has not been 
determined whether the poisoning was accidental or not (EMCDDA, 2008; Van Laar et 
al., 2002a, 2002b; Van Laar et al., 2006).

Between the mid-1990s and 2001, there was a rise across the spectrum – not only for 
opiates - in the number of registered deaths from drug overdose (Figure 4.6). Per million 
inhabitants aged between 15 and 64 the numbers fluctuated slightly. In the case of the 
Netherlands, between 1996 and 2006, the number fluctuated between ten and thirteen 
direct drug deaths in this population cohort (Figure 4.9).

Figure 4.6 Deaths from drug overdose in the Netherlands from 1986
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N965.0 and/or N968.5 and/or N969.6 and/or N969.7). From 1996 ICD-10 codes: F11-F12, F14-F16, F19, 

X42**, X41**, X62**, X61**, Y12**, Y11** (**In combination with the T-codes T40.0-9, T43.6). For an 

explanation of the codes: see appendix C. Source: Cause of death statistics, Statistics Netherlands (CBS).

•   The rising trend from the mid-1990s can be partly attributed to an increase in cocaine-
related deaths (see § 3.7).

•   The transition from classification system ICD-9 to ICD-10 in 1996 also plays a part 
in the increase. A greater number of cases may possibly be counted as drugs deaths 
since 1996 according to the ICD-10 classification, than was formerly the case with 
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the ICD-9 classification. Drug deaths are more easily recognisable in the ICD-10 
classification than in the ICD-9 classification.

•   Between 1996 and 2001 there was also a rise in the number of cases of “poisoning by 
other or unspecified narcotics” and “poisoning by other or unspecified psychodyslep-
tics”. These cases often involve (combinations) of hard drugs, with or without other 
substances, and sometimes also (combinations of) medicines and/or alcohol.

•   From 2001 the death rate showed an unpredictable course. After declining in 2002, 
it rose in 2004, then dropped in 2005, 2006 and 2007, only to rise again by 30% 
in 2008.

•   This number only relates to deaths among inhabitants who were officially registered 
in the population register. In 2008, a further 21 cases were registered with Statistics 
Netherlands (CBS) of drug deaths among people who were in the Netherlands at the 
time of death, but were not registered in the population register as residents.

The number of registered deaths by opiate overdose is low in the Netherlands.
•   Until 2001  this number  fluctuated between 47 and 81 cases per annum. Between 

2002 and 2008, deaths from opiate use fluctuated between 34 and 60 cases.
•   As  is the case with opiate users  in general, overdose victims are also getting older, 

and the percentage of younger opiate deaths is declining. From 1985 through 1989, 
84% of fatal victims were younger than 35, compared to an average of 20% between 
2005 and 2008 (Figure 4.7). In 2008 alone, the figure was 12%.

•   Methadone was registered as a primary cause of death on only four occasions in 2007 
and seven times in 2008. Generally, other substances are also involved.
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Figure 4.7  Age distribution of deaths from overdose of opiates in the periods 1985-1989, 1990-

1994, 1995-1999 and 2000-2004 and 2005-2008
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Total deaths
The EMCDDA protocol charts only the volume of acute (overdose) deaths. Drug users 
may also die of other causes, such as accidents and illnesses incurred by injecting drugs 
(indirect drug-related deaths). In addition, drug users may die of causes that are neither 
directly nor indirectly related to their drug habit (age-dependent basic death rate) These 
three components – overdose deaths, indirect deaths and basic death rate – constitute 
the total death rate among drug users.
•   By means of data on deaths among drug users  in Amsterdam (see following para-

graph) and an estimation of the total number of problem hard drug users in the 
Netherlands, it was possible to make an estimate of the total death rate.

•   An estimated 480 problem hard drug users died in the Netherlands in 2001, with a 
confidence interval of 340 to 660 deaths.

•   Of these total deaths, it is estimated that 11% were attributable to the basic death 
rate that is not related to drugs; an estimated 23% of the deaths were related directly 
to drugs and 66% related indirectly to drug use (Cruts et al., 2008b).
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Amsterdam
GGD Amsterdam reports the number of deaths among drug users on an annual basis 
(Figure 4.8). Unlike the national cause of death figures of Statistics Netherlands (CBS) 
the overdose deaths registered in Amsterdam also include deaths among people not 
included in the population register. These include illegal immigrants and tourists. The 
GGD report also takes account of registered opiate users in Amsterdam who died of 
causes other than an overdose.
•   In 2007 and 2008 respectively, 25 and 22 drug users in Amsterdam died following an 

‘overdose’ of drugs - often opiates, with or without other substances.
•   Deceased opiate clients have usually died of causes other than an overdose such as 

endocarditis, sepsis, lung disease, liver cirrhosis, suicide, accidents, violence or AIDS. 
As they grow older, opiate users are more likely die of underlying conditions such as 
diseases of the lungs, liver or heart.

 -  The drop in the number of deaths registered in the early 1990s did not continue 
through the mid-1990s. After a sharp rise in 2004 in the category ‘other causes of 
death’, the number in this category rose in 2005, but dropped again in 2006. In 
2007 and 2008, there was a further rise (figure 4.8).



1034 Opiates

Figure 4.8 Deaths among drug users in Amsterdam from overdose and other causesI, from 1993
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International Comparison
•   Annually, between seven and nine thousand people in the EU die following a drug 

overdose, often involving opiates in combination with other substances. This can be 
seen as the minimum number, since not all cases of drug-related deaths are registered 
(EMCCDA, 2009).

•   International comparison of the number of ‘drug deaths’ is hampered by discrepan-
cies in the definition of this term. For a number of countries from the EU-15 and for 
Norway, sufficient data are available to enable a comparison in drug death trends. 
Figure 4.9 shows the trend from 1995 for these countries in drug-induced deaths per 
million inhabitants aged from 15 to 64.
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Figure 4.9  Number of drug-induced deaths per million inhabitants aged from 15 to 64 in a number 

of EU-15 countries and Norway, from 1995I
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5  Ecstasy, amphetamine and  
related substances

The official name for Ecstasy is 3,4-methylenedioxymethamphetamine (MDMA). Other 
substances that are chemically similar to MDMA – or indeed substances that bear no 
resemblance to it - are also sold as Ecstasy without the user being aware of the diffe-
rence. These include MDA, MDEA, MBDB and amphetamines. In this chapter, unless 
otherwise indicated, ‘Ecstasy’ is understood to mean substances that are experienced or 
passed off as Ecstasy. By amphetamines we mean both ‘ordinary’ amphetamine - and 
methamphetamine, the stronger variant - unless otherwise indicated. 

Ecstasy has a stimulating and entactogenic effect. An entactogenic effect means that 
people feel drawn to each other and make contact more easily. This combination of 
qualities has contributed to Ecstasy’s reputation as a party or dance drug. The addic-
tive effect is thought to be low. Ecstasy is generally swallowed in the form of tablets. 
Sometimes it is dissolved as a powder in a drink and then taken. User names for Ecstasy 
tablets are often derived from the logo stamped on the pills, such as “mitsubishi”, “lover 
boy” or “superman’. High dose pills are sometimes called “Super X” or “triple stacks”. 
Other street names include “E”, “Rolls”, “Adam”, “Hug Drug”, “Disco biscuits”, “White 
Doves” “New Yorkers”, “sweeties” and “wafers” (Nabben et al., 2008). 

Amphetamine likewise has a stimulating effect, stronger than Ecstasy, but has no entac-
togenic effect. Amphetamine is used socially, but also by opiate or polydrug addicts. 
Frequent use can lead to dependence. This risk is greater for methamphetamine than 
for ordinary amphetamine. The user name for amphetamine is “speed”. User names 
for methamphetamine are “crystal”, “ice”, “tina”, “yaba” and “meth” (Nabben et 
al., 2008). In the Netherlands, amphetamines are generally swallowed or snorted, and 
sometimes injected. Methamphetamine is sometimes smoked. Among rural youth, 
amphetamine is sometimes used as a cheaper alternative to cocaine. Used in this way, 
amphetamine is known in Dutch as ‘farmer’s coke’ (Schaafsma 2008).

5.1 Recent facts and trends

The most important facts and trends about Ecstasy and amphetamines in this chapter 
are:
•   The use of Ecstasy and amphetamine among pupils of  secondary  schools  shows a 

declining trend between 1996 and 2007. The sharpest decline took place between 
1996 and 1999 (§ 5.3).
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•   Pupils attending REC-4 schools have considerably more experience of both Ecstasy 
and amphetamine, compared to their peers in mainstream and other forms of special 
education (§ 5.3).

•   Compared to a number of other EU member states, the percentage of recent Ecstasy 
users in the Netherlands is on the high side (§ 5.5). 

•   The number of people with a primary or secondary Ecstasy problem seeking treatment 
from (outpatient) addiction care is relatively small, and has been declining gradually 
since 2005 (§ 5.6). 

•   The rise in the number of clients with a primary or secondary amphetamine problem 
between 2002 and 2007 did not continue in 2008 (§ 5.6).

•   The number of admissions  to general hospitals with a primary diagnosis of misuse 
of or dependence on amphetamine(-like substances) is low, but showed an increase 
between 2006 and 2008 (§ 5.6). 

•   The percentage of Ecstasy pills containing (only) a high dose of MDMA or an MDMA-
like substance declined in 2008 and the first half of 2009. The percentage of Ecstasy 
tablets containing other substances (mCPP, mephedrone) has increased (§ 5.8).

•   Methamphetamine, an extra strong variant of amphetamine, has found little popu-
larity in the Netherlands (§ 5.8).

5.2 Usage: general population

•   The number of people in the Dutch population aged between 15 and 64 that had ever 
used Ecstasy increased between 2001 and 2005 (table 5.1). The percentage of recent 
and current users remained stable during this period (Rodenburg et al., 2007). 

•   Considerably fewer people have ever or recently used amphetamines. Their numbers 
remained stable between 2001 and 2005. 

•   The percentage of current users  for both Ecstasy and amphetamine  remained well 
below one percent. 

•   In absolute terms, the number of current Ecstasy users in 2005 amounted to 40,000, 
while there were 21,000 current amphetamine users. These estimates are probably 
on the low side, because problem users of hard drugs were under-represented in the 
survey in question.

•   The annual increase in new Ecstasy users remained stable between 2001 and 2005. 
For amphetamines, the drop between 2001 and 2005 is significant. This may be an 
indication of a slight loss of popularity of this substance. 
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Table 5.1  Use of Ecstasy and amphetamine among people aged between 15 and 64 in the Nether-

lands. Survey years 1997, 2001 and 2005

Ecstasy Amphetamine

1997 2001 2005 1997 2001 2005

Ever use 2.3% 3.2% 4.3% 2.2% 2.0% 2.1%

Recent useI 0.8% 1.1% 1.2% 0.4% 0.4% 0.3%

Current useII 0.3% 0.3% 0.4% 0.1% 0.0% 0.2%

Used for the first time in the past year 0.5% 0.5% 0.3% 0.2% 0.2% 0.1%

Average age of recent users I 25.1 26.6 28.1 25.8 27.0 25.9

Number of respondents: 17 590 (1997), 2 312 (2001), 4 516 (2005). I. In the past year. II. In the past 

month. Source: NPO, IVO. 

Age, Gender and Urbanisation Level
•   For  both  Ecstasy  and  amphetamines,  the  percentage  of  ever  users  is  three  times 

higher in males than in females. The figures for 2005 are 6.6% and 1.2% for Ecstasy 
and 3.2% and 1.0% for amphetamine respectively (Rodenburg et al., 2007). 

•   Ever use of Ecstasy occurs most  in very highly urbanised areas (9.6%) and  least  in 
non-urban areas (2.0%). For amphetamine, the differences are less pronounced but 
the same pattern is visible (4.1% in very highly urbanised areas, versus 1.3% in 
non-urban areas.

•   People in the 25 to 44 year age group have the most experience with Ecstasy (7.1% 
versus 5.1% among 15-24 year olds and 0.9% among 45-64 year olds). For amphe-
tamine, there are no differences in ever use between the age groups.

•   The number of recent and current Ecstasy and amphetamine users is too small for a 
breakdown by age, gender and urbanisation.

•   The average age of  recent Ecstasy users has risen from 25  in 1997 to 28  in 2005. 
The difference between 2001 and 2005 was not significant. For amphetamine, no 
differences have been found over the years.

•   The age of onset  is  the age at which an  individual  first used a substance (see also 
appendix A: age of onset). Among ever users in the 15 to 24 age group, the age 
of onset averaged 17.3 years for Ecstasy and 17.4 years for amphetamines. In the 
population aged15 to 64, the age of onset averaged 22.2 for Ecstasy and 21.6 for 
amphetamine.
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5.3 Usage: juveniles and young adults

School-goers
•   From 1992 to 1996 there was a rise in the percentage of Ecstasy and amphetamine 

users among pupils in mainstream secondary schools (Figure 5.1) (Monshouwer et 
al., 2008). 

•   For both drugs, the percentage of ever users dropped significantly between 1996 and 
1999. Differences between successive survey years in 1999, 2003 and 2007 were not 
significant (Figure 5.1).

•   The percentage of current users of Ecstasy and amphetamines dropped significantly 
between 1996 and 1999 and subsequently stabilised (Figure 5.1).

Figure 5.1 Use of Ecstasy and amphetamine among school-goers aged 12 to 18 from 1992
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Special Education
•   Table 5.2 shows that Pupils attending REC-4 schools have considerably more expe-

rience of both Ecstasy and amphetamine, compared to their peers in practical educa-
tion (pro), learning support education (lwoo) and mainstream education (Kepper et 
al., 2009). The differences are significant for the age groups 14-15 and 16 years. 
Incidentally, pupils attending REC-4 schools account for only one to two percent of 
the entire secondary school population (see Appendix F).

•   No differences were found in ever use of Ecstasy and amphetamine between pupils 
receiving practical education, lwoo education and mainstream education. 
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Table 5.2  Ever use of Ecstasy and amphetamine among pupils aged 12-16 in special and mainstream 

schools, by age group 

Ecstasy Amphetamine

School type 12-13 years 14-15 years 16 years 12-13 years 14-15 years 16 years

Special

 REC-4I 3.1% 10.1% 17.9% 3.2% 7.1% 11.9%

 ProII 1.4% 3.5% 3.2% 1.0% 1.3% 1.6%

 LwooIII 2.0% 1.9% 5.3% 0.6% 1.6% 2.0%

Mainstream 0.8% 2.5% 3.2% 0.9% 2.4% 2.3%

Percentage of ever users. Survey year for special schools was 2008. Survey year for mainstream schools 

was 2007. I. REC = Regional Expertise Centre. II. Pro =practical education. III. Lwoo = learning support 

education. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht. 

Special groups
In certain groups of juveniles and young adults there are relatively more users of Ecstasy 
and amphetamine. Table 5.3 contains a summary of the results of various studies. The 
figures are not mutually comparable because of differences in age groups and research 
methods. Furthermore, response rates in surveys of socialising juveniles and young 
adults are often low, which can lead to a distortion of the results. Trend data are only 
available for Amsterdam.

Ecstasy
After cannabis, Ecstasy remains the illegal recreational drug of choice for young people, 
particularly in the dance scene, albeit with signs of levelling off. In recent years, this drug 
has also encountered competition from cocaine and amphetamine.
•   In 2008/2009 substance use was examined among attendees at eleven national and 

regionally organised large scale parties and festivals (Trimbos Institute/University of 
Amsterdam 2010). The findings were as follows:

 -  One in four of the attendees were current Ecstasy users (24%).
 -  Current Ecstasy use was most common in the 30-35 year age group (33%), and 

was least common in the under 20s (14%).
 -  18% of the revellers had taken Ecstasy on the evening of the event. This varied 

considerably between events (range: 1% to 62%). On average, users had taken 
1.7 pills. 

•   In the same survey in 2008/2009, substance use among clubbers and disco-goers was 
studied in large and medium-sized municipalities in five regions of the Netherlands: 
North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Central 
(Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord- Brabant, 
Zeeland, Limburg). 

 -  The percentage of current Ecstasy users was highest in West (12.3%), followed by 
South (7.2%), Central (6.9%), East (5.6%) and North (4.8%).



110 Netherlands National Drug Monitor - NDM Annual Report 2009

•   In 2008, key observers in Amsterdam reported that while Ecstasy remains a popular 
recreational drug, frequency of use is now significantly lower than was the case in 
the late 1990s. After years of decline, the observers report that its usage has now 
levelled off. In Amsterdam, 21% of clubbers had used Ecstasy during the past month 
(Benschop et al., 2009).

•   In the province of Gelderland, key observers in 2009 reported Ecstasy use only in the 
social scene (De Jong et al., 2009). The observers noted a decline in ecstasy use that 
year, which they have attributed to a collapse of the market.

•   Quitting  or  reducing  ecstasy  use  appears  to  be  mainly  influenced  by  changes  in 
circumstances (such as a new job or relationship) or by declining interest in the 
substance. Concern about negative health effects appears to be a less relevant factor 
(Peters et al., 2008).

•   In nightlife  settings,  Ecstasy  is often  taken with other  substances,  such as alcohol, 
cannabis and amphetamine. Ecstasy taken together with alcohol is particularly popular 
(Nabben et al., 2007b).

 -  In the national survey of 2008/2009, 13% of party- and festival-goers had 
consumed both alcohol and Ecstasy on the evening in question (cp. 18% total 
ecstasy users).

 -  Both the combination of Ecstasy and cocaine and the combination of Ecstasy and 
amphetamine were reported by 3% of revellers. 2% had used both Ecstasy and 
GHB during the event. 

Amphetamine 
•   Amphetamine is less popular as a recreational drug among juveniles and young adults 

than Ecstasy. At hardcore gatherings and in certain (alternative) scenes, amphetamine 
use is somewhat more prevalent (punk, electro, trance, underground, rock and techno) 
than in fashionable clubs (Trimbos Institute/University of Amsterdam, 2010). 

•   Among frequenters of trendy clubs in Amsterdam, the percentage of ever users of this 
drug declined from 34% to 24% between 2003 and 2008. The percentage of current 
users stabilised during this period at six to seven percent (Benschop et al., 2009). 

•   Although there are no trend data concerning amphetamine use in other regions, key 
observers in the social scene are of the opinion that amphetamine use has increased 
slightly, particularly in rural areas and in the south and north of the country (Nabben 
et al., 2007b). In the province of Gelderland key observers report that amphetamine is 
popular because it is cheap and easily available (De Jong et al., 2009). Amphetamine 
is therefore sometimes known as ‘poor coke’. Research conducted in 2008/2009 
among clubbers and disco-goers in large and medium-sized municipalities in five 
regions of the Netherlands found that amphetamine use is still) highest in the west 
of the country (Trimbos Institute/University of Amsterdam, 2010).

 -  Percentages of current amphetamine users varied from 1.7% in South (Noord- 
Brabant, Zeeland, Limburg) to 5.4% in West (Noord- and Zuid-Holland). 
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 -  In the regions East (Gelderland and Overijssel), North (Friesland, Groningen, 
Drenthe) and Central (Utrecht, Flevoland) the rates of use were 2.2 percent, 2.4 
percent and 3.0 percent respectively.. 

 -  On the basis of these regional data, a national estimate of this substance use among 
clubbers is being drawn up. These data were not available for this Annual Report, 
but will be included in the final report of the social scene survey. 

•   As a recreational drug, amphetamine use is somewhat more common among atten-
dees at parties and festivals. 

 -  Research conducted in 2008/2009 found that 7% of these revellers were current 
amphetamine users. On the evening in question, 5.7% had taken amphetamine, 
although this varied between events from 0 to 21%. An average of 0.7 grams was 
taken per occasion.

 -  3% of revellers had consumed both alcohol and amphetamine during the event. 
•   DIMS data (see (§ 5.8) and qualitative data  from the Trendwatch Monitor suggest 

that methamphetamine is not particularly popular in the Netherlands (Nabben et al., 
2007b). At the same time, Trendwatch has identified a slight increase in interest in this 
substance in 2006/2007 among gay networks in Amsterdam and among so-called 
psychonauts, who experiment a lot with hallucinogenic substances and other drugs. 
However, according to the Antenna monitor in 2008, methamphetamine was difficult 
to obtain and expensive (Benschop et al., 2009).



112 Netherlands National Drug Monitor - NDM Annual Report 2009

Table 5.3 Use of Ecstasy and amphetamine in special groups

Location Survey year Age
(years)

Ecstasy Amphetamine

Socialising juveniles 
and young adults

Ever Current Ever Current

-  Attending dance 
parties, outdoor 
music festivals, city 
centre 

The Hague 2003 15 – 35 35% 17% - -

-  Bar-goers Zaandam 2006 14 – 44 17% 7% 7% 2%

-  Bar-goersI AmsterdamII 2005 Avge. 27 32% 7% 17% 2%

-  Frequenters of 
bars and sports 
canteens

Noordwijk 2004 Avge. 23 20% 6% - -

-  Disco-goers NijmegenIII 2006 Avge. 21 17% 5% 7% 3%

-  Clubbers Amsterdam 2003 Avge. 26 33% 19% 34% 7%

Amsterdam 2008 Avge. 25 48% 21% 24% 6%

-  Coffee shop clients Nijmegen 2005/2006 Avge. 27 40% 13% 25% 6%

-  Party- and  
festival-goers

NationwideIII 2008/2009 Avge. 24 42% 24% 23% 7%

Problem youth

-  Juvenile detaineesIV Regional 2002/2003 14 – 17 23% 9% 10% 3%

-  School drop-outsIV Regional 2002/2003 14 – 17 19% 6% 13% 2%

-  Homeless youthV Flevoland 2004 13-22 38% 8% 26% 2%

-  Juveniles in careVI Amsterdam 2006 Avge. 17 14% 2% 7% 1%

-  Juveniles in 
residential care

Nationwide 2008 12 – 13 7% - 5% -

14 – 15 15% - 14% -

16 25% - 17% -

Percentage of ever users and current users (last month) per group. The figures in this table are not mutually 

comparable because of differences in age group and research methods. I. Juveniles and young adults from 

mainstream bars, student bars, gay bars and hip bars. Therefore not representative of all bar-goers. II. Low 

response (26%). III. Low response (19%). IV. Research in the provinces of Noord-Holland, Flevoland and 

Utrecht. Use among juvenile detainees: in the month prior to detention. School drop-outs are juveniles who 

have not attended school for at least one month during the past 12 months, not counting holidays. V. Young 

people aged up to 23 who have had no fixed abode for at least three months. VI Juveniles with behavioural 

problems, juvenile delinquents, homeless youth and juveniles in other care projects. Sources: Parnassia; 

GGD Zaanstreek-Waterland; Antenna Monitor, Bonger Institute for Criminology, University of Amsterdam; 

GGD Zuid-Holland Noord; Tendens, Iriszorg; Social Scene Survey (Uitgaansonderzoek), Trimbos Institute/

University of Amsterdam; EXPLORE, Trimbos Institute/University of Utrecht.
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5.4 Problem use

•   It is not known how many problem users of Ecstasy and amphetamines there are, i.e. 
people who are impeded in their daily functioning by their drug use or even become 
addicted. 

•   Chronic use of both Ecstasy and amphetamine can  lead  to dependency. However, 
there is debate concerning Ecstasy withdrawal syndrome (Degenhardt et al., 2009; 
Leung and Cottler, 2008).

•   The number of requests for treatment from addiction care services in connection with 
Ecstasy is low (see also § 5.6). It is not known whether this has to do with a lack of 
problems in this area, the nature and seriousness of the symptoms or other factors.

•   Since 2008, Ecstasy users can now seek treatment during special clinical consultations 
with the addiction care services in the west of the country. Users apparently mainly 
report symptoms such as depression, feelings of derealisation, anxiety, reduced 
concentration, tiredness, feeling shocks to the head, pins and needles, muscle twit-
ching, vision problems and dizziness. 

5.5 Usage: international comparison

General population
Tables 5.4a and 5.4b present data on the use of Ecstasy and amphetamines in a number 
of EU member states, Norway, Australia, Canada and the US.
•   Differences  in  survey  year,  measuring  methods  and  sampling  hamper  a  precise 

comparison. The main factor of influence is the age group. Table 5.4a shows usage 
figures that have been (re)calculated according to the standard age category of the 
EMCDDA (15 to 64). Figures for the other countries are contained in Table 5.4b. For 
Europe only countries in the EU-15 plus Norway are included. 

•   With  regard  to  ever use of  Ecstasy, Australia  tops  the  list with 8.9%. Percentages 
of five percent or higher are found in the U.K., (7.3%), Ireland (5.4%) and the US 
(5.2%). In the Netherlands, over 4% have ever used Ecstasy (4.3%). In Greece and 
Sweden the number of ever users does not exceed one percent. 

•   The percentage of ever users of amphetamine ranges from less than 1% in Portugal 
and Greece to 8.5% in the US, with an outlier of 12% in the U.K. (England and 
Wales). 2% of people in the Netherlands have ever used amphetamine. 

•   Of  the countries shown  in Tables 5.4a and 5.4b,  the percentage of  recent users  is 
highest for both Ecstasy (over 3%) and amphetamine (2%) in Australia. In the EU-15 
member states and Norway, the figures for recent Ecstasy use range from zero to two 
percent.

•   In the Netherlands, the percentage of recent Ecstasy users (1.2%) is above the Euro-
pean average of 0.8%. For recent amphetamine use, the Dutch percentage of 0.3% 
is below the European average of 0.6% (EMCDDA, 2009).
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Table 5.4a  Use of amphetamines and Ecstasy in the general population of a number of EU-15 

member states and Norway: age group 15 to 64 

Country Year Ecstasy Amphetamine

Ever Recent Ever Recent

Spain 2005/2006 4.4% 1.2% 3.4% 0.7%

The Netherlands 2005 4.3% 1.2% 2.1% 0.3%

Ireland 2006/2007 5.4% 1.2% 3.5% 0.4%

Austria 2004 3.0% 0.9% 2.4% 0.8%

Italy 2005 2.5% 0.5% 2.4% 0.4%

France 2005 2.0% 0.4% 1.4% 0.1%

Norway 2004 1.8% 0.5% 3.6% 1.1%

Finland 2006 1.6% 0.5% 2.2% 0.6%

Portugal 2007 1.3% 0.4% 0.9% 0.2%

Greece 2004 0.4% 0.2% 0.1% 0.0%

Belgium 2001 - - 2.1% -

Differences in survey year, measuring methods and sampling hamper a precise comparison between coun-

tries. Percentage of ever users and recent users (past year) - = not measured. Source: EMCDDA

Table 5.4b  Ecstasy and amphetamine use in the general population of a number of EU-15 member 

states, the US, Canada and Australia: other age groupsI 

Country Year Age Ecstasy Amphetamine

Ever Recent Ever Recent

Australia 2007 14 + 8.9% 3.5% 6.3% 2.3%

The U.K.  
(England & Wales)

2006/2007 16-59 7.3% 1.8% 11.9% 1.3%

US 2008 12 + 5.2% 0.9% 8.5% 1.1%

Canada 2004 15 + 4.1% 1.1% 6.4% 0.8%

Germany 2006 18 - 64 2.0% 0.4% 2.5% 0.5%

Denmark 2005 16 - 64 1.8% 0.3% 6.9% 0.7%

Sweden 2000 16 - 64 0.2% 0.2% 1.9% 0.2%

Differences in survey year, measuring methods and sampling hamper a precise comparison between 

countries. Percentage of ever use and recent use (past year). I. Drug use is relatively low in the youngest 

age groups (12-15) and in the oldest age groups (>64). Usage figures in studies with respondents who are 

younger and/or older than the EMCDDA-standard may be lower than in studies that use the EMCDDA-

standard. The opposite will be true for studies using a more restricted age range. Sources: EMCDDA, AIHW, 

SAMSHA, CAS.
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Juveniles and young adults
The data from the ESPAD-study on school-goers aged 15 and 16 in European countries 
lend themselves better to comparison. Table 5.5a shows the use of Ecstasy and Table 
5.5b shows the use of amphetamine in a number of EU states, Norway, Switzerland and 
the US. The US did not take part in ESPAD but conducted comparable research (Hibell 
et al., 2002, 2004, 2009).
•   In 2007,  the percentage of  school-goers  that had ever  tried Ecstasy was  lowest  in 

Greece, Sweden, Portugal, Finland, Norway and Switzerland (2% or less). The US, 
Belgium and Denmark topped the list with 5%, followed closely by Ireland, the 
Netherlands the U.K. and France with four percent. The percentage of recent users 
varied between one percent in Portugal, Finland and Norway, to four percent in 
Belgium (Flanders).

•   Of the countries listed in Table 5.5b, the US scored by far the highest for ever use of 
amphetamine (11%) in 2007, followed by Austria (8%). The Netherlands occupied 
a relatively low position with 2%. 

•   In 2003, the percentage for  recent amphetamine use was highest  in the US (9%). 
In the other countries in table 5.5b between 0 and 4% of school-goers had used 
amphetamines in the past year.



116 Netherlands National Drug Monitor - NDM Annual Report 2009

Table 5.5a  Ecstasy use among school-goers aged 15 and 16 in a number of EU member states, 

Norway, Switzerland and the US. Survey years 1999, 2003 and 2007

Country 1999 2003 2007

Ever Ever Recent Ever Recent

USI 6% 6% 3% 5% 3%

BelgiumIII - 4% 3% 5% 4%

DenmarkII 3% 2% 2% 5% 2%

Ireland 5% 5% 2% 4% 3%

The Netherlands 4% 5% 3% 4% 3%

United Kingdom 3% 5% 3% 4% 3%

France 3% 4% - 4% 2%

Austria - 3% 2% 3% 2%

GermanyIV - 3% 2% 3% 2%

Italy 2% 3% 2% 3% 2%

Greece 2% 2% 2% 2% 2%

Sweden 1% 2% 1% 2% 2%

Portugal 2% 4% 2% 2% 1%

Finland 1% 1% 1% 2% 1%

Norway 3% 2% 1% 1% 1%

SpainII - 5% 3% 3% 2%

Switzerland - 2% 1% 2% 2%

Percentage of ever users and past year users (recent). - = not measured. I. The US did not take part in the 

ESPAD, but conducted comparable research. II The data for Spain and Denmark are less representative. III 

Belgium in 2007 only for Flanders. IV Germany only for 7 federal states. Source: ESPAD.
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Table 5.5b  Ecstasy use among school-goers aged 15 and 16 in a number of EU member states, 

Norway, Switzerland and the USI. Survey years 1999, 2003 and 2007

Country 1999 2003 2007

Ever Ever Recent Ever

USI 16% 13% 9% 11%

Austria - 4% 4% 8%

GermanyIII - 5% 3% 5%

DenmarkII 4% 4% 3% 5%

BelgiumIV - 2% 1% 5%

France 2% 3% - 4%

Italy 2% 3% 2% 4%

SpainII - 4% 3% 3%

Switzerland - 3% 2% 3%

Ireland 3% 1% 0% 3%

Greece 1% 0% 0% 3%

U.K. 8% 3% 2% 2%

Portugal 3% 3% 2% 2%

Netherlands 2% 1% 1% 2%

Sweden 1% 1% 1% 2%

Norway 3% 2% 1% 1%

Finland 1% 1% 0% 1%

Percentage of ever users and past year users (recent). - = not measured. I. The US did not take part in the 

ESPAD, but conducted comparable research. II The data for Spain and Denmark are less representative. III 

Germany only for 7 federal states. IV Belgium in 2007 only for Flanders Source: ESPAD.

5.6 Treatment demand

Outpatient addiction care
The National Alcohol and Drugs Information System (LADIS) registers the number of 
people seeking treatment from (outpatient) addiction care services, including the addic-
tion probation and aftercare services and the addiction clinics that are merged with the 
outpatient addiction care services (Ouwehand et al., 2009; IVZ, 2009). (See Appendix 
A: LADIS clients.)

In 2008, an organization for addiction care held special clinical consultations in three 
locations in the west of the Netherlands for users of ‘party drugs’. Data from clients 
who availed of these consultations are only added to the LADIS addiction care data 
registration if treatment or follow-up is initiated. In total from August 2008 through 
September 2009, 58 intakes averaging one and a half hours were completed.
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Ecstasy
•   The number of (outpatient) addiction care client with Ecstasy as a primary problem 

rose until 1997 (Figure 5.2). This increase was partly due to the expansion of possibili-
ties for addiction care services to register problem Ecstasy use. After 1997 the number 
dropped until 1999, when it levelled off. Between 2005 and 2008 the number of 
primary Ecstasy clients dropped by over one third (35%). Between 2007 and 2008 
there was a decline of 20%.

•   Per 100,000 inhabitants aged 15 and older, LADIS registered only 1.4 primary Ecstasy 
clients in 2008 – considerably fewer than for most other drugs (62 for cannabis, 72 
for cocaine, 94 for opiates).

•   The percentage of Ecstasy problems  in  the entire  treatment demand for drugs has 
remained low in recent years: below 1%.

•   In 2008 nearly one quarter of primary Ecstasy clients (23%) were newcomers. They 
were registered for the first time in 2008, and had not been registered previously with 
(outpatient) addiction care for a drugs problem.

•   The majority  of  primary  Ecstasy  clients  also  had  problems with  another  substance 
(76%). 

•   There are more clients who cite Ecstasy as a secondary problem than as a primary 
problem. After a drop between 1997 and 1999 the number of these clients rose 
again between 2001 and 2005, followed by a further decline in the following years. 
Between 2007 and 2008 the number of secondary Ecstasy clients dropped by 14%. In 
2008 the primary problem for these secondary Ecstasy clients was mainly cocaine or 
crack (32%), followed by cannabis (22%), amphetamine (22%) or alcohol (18%).
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Figure 5.2  Numbers registered with (outpatient) addiction care for primary or secondary Ecstasy 

problems from 1994I
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I. In 1994 the registration of Ecstasy problems was not yet complete. Source: LADIS, IVZ (2009). 

Amphetamine
•   The number of clients with amphetamines as the primary problem rose until 1998, 

followed by a drop, but rose again between 2001 and 207. Between 2007 and 2008 
this rise did not continue (Figure 5.3).

•   The percentage of amphetamines in the entire treatment demand for drug problems 
remained low throughout the years under review (between 2% and 4%).

•   Per 100,000 inhabitants aged 15 and older, LADIS registered eleven primary amphe-
tamine clients in 2008 - more than in 1994 or in 2001 (4 in both years).

•   In  2008,  nearly  a  quarter  (23%)  of  primary  amphetamine  clients  were  first-time 
clients of (outpatient) addiction care for a drugs problem.

•   The majority of clients with a primary amphetamine problem also reported problems 
with other substances (79%).

•   For about nine hundred clients amphetamines were a secondary problem  in 2008. 
This represents an increase of 4% compared to 2007. For this group, the primary 
problem was heroin (59%), alcohol (25%), cannabis (6.4%), or cocaine or crack 
(2%).
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Figure 5.3  Numbers registered with (outpatient) addiction care for primary or secondary 

amphetamine problems from 1994
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Source LADIS, IVZ (2009).

Age and Gender

Ecstasy
•   In 2008 approximately seven out of ten (73%) of primary Ecstasy clients were male. 

The percentage of female clients (27%) is greater than for cannabis, cocaine or 
opiates (18-21%). Between 2000 and 2008 the percentage of female clients rose 
from 19 to 27 percent.

•   The average age of primary Ecstasy clients was 27. Accordingly, they are the youngest 
of all drugs clients. The peak age group is 20-24 (see Figure 5.4). 

Amphetamine
•   In 2008 three quarters of primary amphetamine clients were male (76%). The percen-

tage of female clients rose slightly from 21% in 2000 to 24% in 2008.
•    The average age is 29, somewhat older than Ecstasy clients, and slightly higher than 

the average age in 2005, when it was 26. For amphetamine clients, the peak age is 
20-29 (Figure 5.4).
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Figure 5.4  Age distribution of primary Ecstasy and amphetamine clients of (outpatient) addiction 

care. Survey year 2008
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General hospitals; incidents
The Dutch Hospital Registration (LMR) registers few annual admissions to general 
hospitals, with use of psycho-stimulants as the primary diagnosis. By this is meant 
amphetamine, but also other substances such as Ecstasy (Figure 5.5).
•   In 2008 there were 54 admissions, which accounts for 8% of all admissions with drugs 

as the primary diagnosis. 48 cases were related to misuse; 6 cases were diagnosed as 
dependent on amphetamine.

•   There were somewhat more numerous occurrences of secondary diagnosis involving 
these substances. Between 2006 and 2007, the number of secondary diagnoses rose 
by 55% to 136. Between 2007 and 2008 there was a further rise to 145 secondary 
diagnoses. The main illnesses or disorders accompanied by secondary diagnoses of 
amphetamine misuse or dependence were very diverse. The most common main 
diagnoses were:

 -  psychosis (19%) 
 -  misuse or dependence on drugs (16%)
 -  misuse or dependence on alcohol (13%)
 -  accidents (10%)
 -  poisoning (9%)
 -  cardio-vascular diseases (5%)
 -  diseases of the respiratory tract (3%).
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•   The same person may be admitted more than once per year. In addition, more than 
one secondary diagnosis may be made per case. In 2008, corrected for duplication, 
the total amounted to 166 persons who were admitted at least once during that 
year with amphetamine misuse or dependence as the main or secondary diagnosis. 
Their average age was 29, and 73% were male. The peak age group is twenty to 
twenty-four (23%).

•   In 2007 and 2008 the LMR registered no cases of accidental poisoning, with amphe-
tamines as a secondary diagnosis (ICD-9 code E854.2).

Figure 5.5  Admissions to general hospitals related to amphetamine misuse and dependence from 
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According to the national Injury Information System (LIS) of the consumer safety 
association some 3,800 people annually receive emergency treatment in a hospital for 
injury caused by an accident, violence or self-mutilation incident involving drugs use 
(Valkenberg, 2009). The drugs involved are cannabis, cocaine, heroin, Ecstasy, amphe-
tamine and magic mushrooms. The data have been averaged for the period from 2004 
through 2008 and are based on estimates for the whole country derived from data from 
a representative sample of hospitals.
•   Nine percent of drug victims report having used Ecstasy. If we count only those cases 

for which the drug is known (65%), then Ecstasy accounts for 15% of all drug-related 
cases treated in hospital emergency departments.
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•   By  contrast,  amphetamine  plays  a much more minor  role.  Three  percent  of  drug 
victims report having used amphetamine. If we count only those cases for which the 
drug is known (65%), then amphetamine accounts for 4% of all drug-related cases 
treated in hospital emergency departments

•   These  figures  are  probably  an  under-estimate  of  the  true  number  of  drug-related 
incidents, as the role of drugs is not investigated systematically.

GGD Amsterdam registers the number of requests for emergency treatment from the 
Ambulance Transport Centre (CPA).
•   In 2008 there were 43 Ecstasy-related requests for treatment, 36% less than in 2007 

(table 5.6). 
•   In nearly three-quarters of the Ecstasy cases (70%), removal to hospital was neces-

sary; this is more than in the case of cannabis incidents (39%).
•   In 2008, amphetamines were the reason for a request for treatment from the CPA in 

Amsterdam in only 14 cases.

Table 5.6  Drug-related incidents involving amphetamines and Ecstasy, registered by GGD 

Amsterdam, from 1997

1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Amphetamine 7 7 7 30 6 5 7 8 3 13 17 14

Ecstasy 41 35 43 36 42 39 39 59 63 53 67 43

Number of incidents (persons) per year. Source: CPA, GGD Amsterdam.

The National Poison Information Centre (NVIC) of the RIVM registers the number of 
information requests from doctors, pharmacists and government organisations concer-
ning (potentially) acute intoxication by poisonous substances such as drugs (Van Velzen 
et al., 2009).
•   There are more requests for information concerning Ecstasy than concerning amphe-

tamine (table 5.7). The number of information requests for Ecstasy rose until 2004 
and dropped slightly in the years 2005 to 2007, stabilising in 2008.

Table 5.7  Requests for information on account of Ecstasy and amphetamine use from the National 

Poisons Information Centre from 2000

2000 2001 2002 2003 2004 2005 2006 2007 2008

Ecstasy 164 194 184 208 246 217 183 171 185

Amphetamine 42 39 39 47 51 128 106 88 125

Number of information requests per year received via the NVIC 24-hour helpline. Requests made via the 

website www.vergiftigingen.info (online since April 2007) were included in the table for the first time in 

2008. Source: NVIC, RIVM.
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•   The number of requests for information on amphetamines trebled between 2000 and 
2005. Most of the requests related to patients who had used amphetamines at parties, 
both singly and in combination with other drugs or alcohol. In 2006 and 2007, there 
was a slight drop in the number of information requests involving amphetamines.

•   The increase between 2007 and 2008 occurred partly because requests made via the 
website were included in the statistics for the first time in 2008.

•   These figures do not give a picture of the absolute number of intoxications, because 
these are not notifiable. The increasing familiarity of doctors with the symptoms and 
treatment of a certain drug overdose may play a part, as this reduces the need to 
seek information from the NVIC.

5.7 Illness and deaths

Illnesses
•   According  to  the  latest  scientific  findings,  there  is  evidence  of  disruption  to  brain 

function, particularly the memory, concentration and mood in both users and ex-users 
of Ecstasy (Kalechstein et al., 2007; Rogers et al., 2009; Schilt, 2009; De Win, 2007; 
Jager, 2006).

•   This disruption can last longer than a year after the drug use has been discontinued. 
It is unknown whether there is a return to full recovery.

•   These changes are probably due to the effects of Ecstasy use; yet despite over 20 years 
of research, it remains unclear exactly how harmful the drug is. The reported effects 
are generally minor, with the exception of reduced (verbal and working) memory, and 
the effects fall within ‘normal’ margins. Nor can it be established with certainty what 
the role of other factors may be, such as the use of other drugs or the pre-existence 
of illnesses and conditions (Rogers et al., 2009).

•   The changes are probably due to damage to serotonergic nerves in the brain.
•   Tests on  laboratory animals have  shown  that  the  risk of brain damage  increases  if 

there is a rise in body temperature after using MDMA. In humans this is also likely 
to be the case. 

•   The risk of overheating and consequently (long-term brain damage) increases if a user 
takes large doses of MDMA in a warm environment (over 18-20 degrees Celsius). 
The exact dose that leads to damage is not known.

•   The results of research conducted by the University of Amsterdam and the University 
of Utrecht, do not suggest that short-term or one-off use might cause serious damage 
to and impairment of brain function in the long term (De Win, 2007; Jager, 2006; 
Schilt, 2009). At the same time it cannot simply be concluded that a low dose of 
Ecstasy is safe.

 -  Research participants took an average of 1.8 to 6 Ecstasy tablets and were tested 
on average 8 to 19 weeks after their last dose.

 -  The results showed a narrowing of the arteries in some parts of the brain.
 -  Performance for memory and concentration tasks or in brain activity during the 
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performance of these tasks remained more or less unchanged, with the exception 
of a negative effect on verbal memory. 

 -  Indications of possible damage to nerve endings were also found, as well as an 
increased need for sensation seeking. No effect on depression or impulsiveness was 
found.

 -  It is not known whether the artery narrowing and memory reduction is permanent. 
The clinical relevance of these effects would appear to be small, for the time being 
at least.

•   Research conducted among rather older Ecstasy users (40-45 years) shows that the 
negative effects of Ecstasy on verbal memory exacerbate the normal age-related 
deterioration of the brain (Schilt, 2009). It is not known whether at a later age (65+), 
Ecstasy will accelerate the process of cognitive decline.

•   There may possibly be a degree of genetic susceptibility to the effects of Ecstasy on 
verbal memory (Schilt, 2009).

Combined use of Ecstasy (MDMA) and other substances may incur (acute) risks.
•   Lab research conducted by the University of Leiden found that both MDMA and THC 

(the main active component of cannabis) cause a faster heartbeat. The effects can be 
amplified if these two substances are taken simultaneously. Furthermore, the elevated 
body temperature caused by MDMA use lasts longer if THC is also ingested (Dumont, 
2009). An accelerated heartbeat can lead to health problems in certain individuals. 

•   Remarkably, the consumption of a low dose of alcohol (2-3 units) appears to have a 
somewhat mitigating influence on certain physiological effects of MDMA, such as fluid 
retention and raised body temperature. It is not known whether these findings may 
have practical relevance. Higher doses of alcohol could have the opposite effect.

•   A  comprehensive meta-analysis  of  human  research  does  indeed  suggest  a  certain 
protective effect of alcohol on the harmful consequences of Ecstasy use. The study 
puts forward two possible explanations for this. It may be that alcohol suppresses the 
harmful effects on the brain of overheating from Ecstasy use. Alternatively, Ecstasy 
users who simultaneously consume alcohol may tend to be more moderate users of 
the drug (Rogers, 2009).

Deaths
The exact number of deaths due to use of amphetamine and Ecstasy is unknown.
•   According  to  the  cause  of  death  statistics  of  Statistics  Netherlands  (CBS),  these 

substances are not often the primary cause of death. In the period 1996 - 2002 
there was a maximum of four acute deaths per year. In 2003 Statistics Netherlands 
registered seven cases, in 2004 five cases and both in 2005 and 2006 four cases. 
In 2007 only one case was registered and in 2008 only two (ICD-10 code F15 and 
ICD-10 codes X41, X61 and Y11, all three codes in combination with code T43.6; 
for an explanation of the codes, see appendix C). These codes not only refer to 
amphetamines and MDMA (-like substances), but also to other stimulants such as 
caffeine, ephedrine and khat.
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According to the EMCDDA, in other European countries, Ecstasy and amphetamine play 
a subordinate role in drugs death, at least in so far as figures are available (EMCDDA, 
2009).
•   In 2007, throughout the entire EU, approximately 90 deaths were reported in which 

Ecstasy played a role. 
•   Ecstasy was often not  the only substance  involved. Other  factors which may have 

played a part in these deaths are over-heating, water intoxication or an underlying 
illness.

•   A  relatively  large  number  of  deaths  due  to methamphetamine  –  the  extra  strong 
variant of amphetamine – were reported in the Czech Republic. Finland reported 64 
cases in which amphetamine may possibly have had fatal consequences. 

5.8 Supply and market

The Drugs Information and Monitoring System (DIMS) tests drug samples submitted by 
users in addiction care centres, to establish which substances are in the drugs. Some of 
these samples (tablets) are identified by the treatment centre itself by certain features 
such as logo, weight and diameter. Samples containing unknown substances and all 
samples in powder form are forwarded to the laboratory for chemical analysis (Van 
Dijk, 2009). 

Composition of Ecstasy tablets
In 2008, consumers submitted a total of 3,775 tablets for analysis, of which 60% (2,266 
tablets) were sent on to the laboratory for further chemical analysis. Of these, the majo-
rity (96.3%) had been purchased by the consumer as Ecstasy. In the first half of 2009 
(week 1 to week 26), as many as 4,240 tablets were submitted to the testing services. 
This increase is likely related to a disruption to the Ecstasy market that commenced in 
the second half of 2008 (see below).

Table 5.8 shows the percentage of the ‘Ecstasy’ tablets analysed that were found 
to contain MDMA and/or another substance. The table only shows pills that were 
purchased by the consumer as Ecstasy, irrespective of the actual composition.
•   In 2008, 80% of the pills contained an MDMA-like substance (MDMA, MDA, MDEA 

or MBDB), compared to 91% in 2007. Most MDMA-like pills contain only MDMA. 
The first half of 2009 shows a remarkable change compared to previous years: Only 
70% of the tablets contained an MDMA-like substance. 

•   Increasingly, MDMA  is being  replaced  in Ecstasy pills by various other  substances, 
whether pharmacologically similar to MDMA or not. The number of ‘Ecstasy pills’ 
containing only pharmacologically active substance other than MDMA rose from 8% 
in 2007 to 17% in 2008 and 29% in the first half of 2009.

 -  In most cases the other active substance was meta-Chloro-Phenyl-Piperazine 
(mCPP). The total amount of Ecstasy pills in which mCPP was found (alone or 
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together with another substance) was 14% in 2008 and 22% in the first half of 
2009. In 2007 and 2006 the numbers were 10% and 9% respectively. 

 -  In 2009, however, for the first time other pharmacologically active substances were 
found in Ecstasy tablets. These include 4-fluoramphetamine and mephedrone (see 
Other Substances).

•    The percentage of  ‘Ecstasy pills’ containing no MDMA-like substance, but  instead 
containing amphetamine or methamphetamine rose from 1.4% in 2008 to 4% in the 
first half of 2009.

•    The average amount of MDMA in Ecstasy pills rose from 74 mg in 2006 to 82 mg 
in 2007, stabilising at an average of 81 mg in 2008. In the first half of 2009 there 
was a sharp drop to 65 mg. The highest dosage measured in 2009 was 203 mg; this 
compares to 20 mg in 2008 and 199 mg in 2007.

•   Figure 5.6 shows that the proportion of high-dose Ecstasy pills (more than 105 mg 
MDMA) on average remained stable in 2007 and 2008 (30%). There was a sharp 
drop in this rate to 9% in the second quarter of 2009. 

•   These trends suggest a reduced availability of MDMA in the second half of 2008 and 
the first half of 2009. 

Table 5.8  Number and composition of (Ecstasy) tablets submitted to DIMS that were analysed in the 

lab, from 1999

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009IV

Total number of 
tablets analysed

1 805 2 462 2 359 2 130 2 177 1 985 2 134 2 523 2 319 2 185I 1 140

MDMA 83.7 87.6 86.1 84.9 85.4 85.6 76.0 75.4 78.8 69.5 52.2

MDEA 1.6 0.8 0.7 0.4 0.5 0.1 0.3 0.2 0.4 0.2 0.3

MDA 2.4 1.9 0.6 1.4 0.9 1.9 2.9 0.4 0.0 0.0 0.3

MBDB 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Combination of 
Ecstasy-like substan-
cesII

1.0 2.7 2.5 1.5 2.2 4.4 5.2 0.8 0.9 0.9 3.1

Combination of 
Ecstasy-likeII and other 
pharmacologically 
active substanceIII

5.1 4.1 7.4 8.2 8.3 5.4 7.8 13.0 11.0 9.4 14.0

(Meth)Amphetamine 3.0 0.7 0.7 1.7 1.0 0.3 3.9 0.9 0.4 0.5 1.8

(Meth)amphetamine 
+ other

0.5 0.2 0.3 0.2 0.2 0.0 0.1 0.9 0.3 0.9 2.2

Other pharmacologi-
cally active substance

2.2 1.4 1.1 0.8 0.6 1.7 3.2 7.1 7.3 15.3 24.6

No pharmacologically 
active substance

0.6 0.6 0.6 0.8 0.8 0.7 0.7 1.2 0.8 3.3 1.5

Percentage of tablets containing a particular substance or combination of substances. Categories are mutu-

ally exclusive and add up to 100 percent. I. Total after correction. II. Ecstasy-like means MDMA, MDEA, 

MDA or MBDB . III. For instance, caffeine, paracetamol and mCPP. IV. Only the first six months of 2009. 

Source: DIMS.
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Figure 5.6 Concentration of MDMA in ‘Ecstasy’ tablets submitted to the DIMS from 1999
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Other substances
Table 5.9 indicates the number of samples found by DIMS (tablets, powders, liquids 
or other) containing substances that are undergoing continuous monitoring within the 
context of the European Early Warning System (EWS), or otherwise pose a possible 
threat to public health. 
•   In 2008 and 2009, substances such as 4-MTA, BZP, DOB, MBDB and PMA/PMMA 

were scarcely if at all found on the Dutch market. 
•   The hallucinogen 2C-B, which was often  found  in  the mid-nineties,  particularly  in 

Ecstasy pills, was found 75 times in drug samples in 2008 and 42 times in the first 
half of 2009. 

•   New substances, first encountered by DIMS in 2009 or late 2008 were 4-fluoramphe-
tamine and mephedrone (67 times and 22 times respectively, in the first half of 2009). 
These numbers refer only to samples analysed in the lab. 4-fluoramphetamine is an 
amphetamine with analogous effects on both serotonin and dopamine brain recep-
tors. Tests conducted on animals suggest that it is less stimulative and less addictive 
than amphetamine (Marona-Lewicka et al., 1995); Negus et al., 2007). Nothing is 
yet known from the literature about mephedrone. 
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•   Ketamine was found more often in 2008 than in 2006, but not more often than in 
2007. Nor was there any real sign of an increase in the first half of 2009. Use of 
this substance is reported in certain networks in some parts of the country. Its use 
increased among Amsterdam clubbers during the past decade, but nationwide trend 
data are not available (Benschop et al., 2009; Nabben et al., 2007a).

•   In late 2004 the substance meta-Chloro-Phenyl-Piperazine (mCPP) appeared on the 
Dutch Ecstasy market. mCPP, like MDMA works on serotonergenic brain cells, but has 
scarcely any stimulative effect. Users report many negative effects (Bossong, 2009). 

 -  The total share of samples containing mCPP in all samples registered by DIMS 
rose from 6% in 2006 to 7% in 2007 and 2008. This rising trend appears to have 
continued during the first half of 2009 (10%). It was decided at European level not 
to conduct a risk evaluation for this substance. However, since 2006 it is actively 
monitored within the context of the European Early Warning System. 

•   Another piperazine that has been found in Ecstasy tablets since 2003 is benzylpipe-
razine (BZP). In contrast to certain other European countries, BZP does not appear to 
enjoy great popularity in the Netherlands. In 2008 and 2009 it was scarcely found 
at all by the DIMS. 

 -  At European level, a risk evaluation for BZP was conducted in 2007. Following the 
ensuing recommendations, it was decided on 3 March 2008 that BZP should be 
brought under the control of national drugs legislation in the EU member states. 

 -  In the Netherlands, mCPP , BZP, mephedrone and 4-fluoramphetamine are 
regarded as non-registered drugs that are covered by the Medicines Act (GW), 
formerly known as the WoG. Unlicensed trade in these substances is illegal. On 
31 August 2009, BZP was brought under the Opium Act.
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Table 5.9 Number of samples containing other psychoactive substances from 1999

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 First 
half of 
2009

Total number of 
samples analysed

4 363 4 065 3 798 3 445 3 510 3 604 4 095 4 580 4 727 4 671 2 549

2C-B 25 12 11 2 15 5 9 18 21 75 42

4-MTA 8 6 1 5 0 1 0 0 0 0 0

Atropine 0 1 0 0 0 3 5 0 2 0 0

BZP 1 0 0 0 3 3 0 13 4 0 1

GHB/GBL 24 36 102 72 72 98 114 142 203 234 59

DOB 26 5 5 0 0 2 0 1 0 1 0

Ketamine 1 2 1 2 3 19 17 50 80 65 33

MBDB 0 0 0 0 0 1 1 0 0 0 0

mCPP - - - - 13 92 256 323 331 262

PMA/(PMMA)I 1 8 0 0 0 0 0 0 0 0

Strychnine 1 0 0 0 0 0 0 0 0 0

Mephedrone - - - - - - - - - - 22

4-fluor-
amphetamine

- - - - - - - - - 6 67

Only samples analysed in the lab. I. Pills containing more than 1 mg .Source: DIMS, Trimbos Institute

Composition of (meth)amphetamine samples 
‘Speed’ is the street name for amphetamine. As was the case for Ecstasy, between 
mid-2008 and mid 2009, distinct changes were observed in the composition of speed 
samples.

In the first half of 2009, 613 speed samples were analysed in the lab – a number which 
so far threatens to exceed the whole year numbers for 2008 (894) and 2007 (770) (Van 
Dijk, 2009).
•   In 2008  the vast majority of  the  samples  (95%) contained amphetamine  (without 

methamphetamine); in the first half of 2009, this was 90%.
•   In 2008, the concentration of amphetamine averaged 26 percent, (with a maximum 

of 76%), compared to 34% in 2007. In the first half of 2009, the average concen-
tration was 24%. 

•   A mere 0.6% of the samples sold as ‘speed’ in 2008 contained only methampheta-
mine and 0.3% contained both amphetamine and methamphetamine. For the first 
half of 2009, these percentages are 0.3% and 0.1% respectively. Methamphetamine, 
an extra strong variant of amphetamine, is not very popular in the Netherlands, in 
contrast to the US, for example.

•   As in previous years, most of the samples contained caffeine in 2008 and the first half 
of 2009 (average 78%) in addition to amphetamine. There is a remarkable parallel 
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between the monthly decline in 2008 in the amphetamine content of the speed 
samples and a rise in the concentration of caffeine. During the course of 2009 it 
appears that these trends will return to the level of early 2008 (Figure 5.7). 

•   In 2008, 4-fluoramphetamine was found on three occasions in samples sold as speed. 
This compares to 60 occasions in the first half of 2009.

Figure 5.7  Decline in the concentration of amphetamine in speed samples; rise in caffeine content 

during 2008 to mid-2009. 
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Prices
The national Trendwatch Monitor the Antenna Monitor and the DIMS project give 
some indication of the price paid by consumers for an Ecstasy tablet or a gram of 
amphetamine.

Amphetamine
•   According to key observers in the social scene, young revellers paid €7.50 on average 

in 2006/2007 for a gram of amphetamine; however, the prices ranged from 2 to 15 
euro per gram. In Amsterdam the average price was higher, at between 10 and 20 
euro. This may be related to the small and relatively inaccessible market for speed in 
Amsterdam. In 2008, the price paid in Amsterdam for a gram of amphetamine varied 
from 5 to 25 euro, with most users paying between 10 and 15 euro (Nabben et al., 
2007a, 2008; Benschop et al., 2009). 
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•   Consumers who had drug samples tested with DIMS in 2008 and 2009 paid between 
2 and 20 euro per gram of amphetamine (average 6 euro), which was about the same 
as in 2007 (Van Dijk, 2009).

Ecstasy
•   According to key observers in the social scene, the price of Ecstasy in 2006/2007varied 

between 2 and five euro per tablet. This is less than in 2004/2005, when it was 
between 3 and 8 euro per tablet). The price drops according as quantities purchased 
increase, and rises for higher concentrations of the active substance. However, in 
clubs, dealers charge 10 euro per tablet (Nabben et al., 2007a, 2008).

•   The average price paid by clubbers  in Amsterdam for Ecstasy declined  from €5.50 
in 2003 to €3.60 per pill in 2008. In 2008, the average price of an Ecstasy pill from 
a mobile phone dealer and a home dealer was cheaper than when purchased in the 
social scene (€2.7 compared to €3.3) (Benschop et al., 2009).

•   In 2008 in Amsterdam, an association was found between the price per Ecstasy pill 
(origin unknown) on the one hand, and the number purchased per transaction and 
the purity on the other hand (the higher the MDMA concentration, the more expen-
sive the tablets) (Benschop et al., 2009).

•   Consumers who had Ecstasy  tablets  tested with DIMS  in 2008 paid an average of 
€2.50 per pill in 2008, and in the first half of 2009 they paid an average of 3 euro, 
ranging from 1 euro to 10 euro per tablet. In 2006 and 2007 the average price of an 
Ecstasy tablet was around 3 euro (Van Dijk, 2009).
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6 GHB

GHB is an acronym for gamma-Hydroxybutyric acid, which is a substance that is gene-
rally sold in liquid form. Popular names for GHB are “liquid E”, “liquid X”, or “G” 
(Benschop et al., 2009). The effects of GHB are similar to those of alcohol, but the drug 
can also induce hallucinations and may have a stimulative effect. Even in ‘ordinary’ 
recreational doses, GHB can have unwelcome effects such as tiredness, forgetfulness, 
nausea, vomiting and convulsions. In higher doses (overdose), the users can fall into 
a comatose state. The margin between the recreational dose and overdose is often 
small. After waking from coma, the patient feels wakeful and alert, but may also be 
disorientated or aggressive. Dependency may develop with long-term and intensive use 
of the drug. The ingredients for GHB, such as GBL (gamma-Butyrolactone) and sodium 
hydroxide (drain unblocker), are easy to procure. GBL is a caustic soda (cleaning agent) 
that can be ordered online. It its pure form, this substance is stronger than GHB, but 
usage is dangerous on account of its aggressive characteristics. Taken in undiluted form, 
GBL can cause irritation and damage to the oesophagus and stomach.

6.1 Recent facts and trends

The main facts and trends concerning GHB in this chapter are:
•   Use of GHB in the general population and among school-goers in mainstream educa-

tion appears to be relatively rare (§ 6.2, § 6.3).
•   Pupils attending special schools and juveniles in care have more experience of GHB 

compared to their peers in mainstream secondary schools (§ 6.3).
•   In recent years, GHB use appears to have spread from socialising juveniles and young 

adults in the Randstad urban belt to a larger group of young people in the provinces. 
These youngsters also use the substance outside of recreational settings (§ 6.3).

•   In recent years, treatment demand for GHB addiction has increased at a number of 
organisations for addiction care; however national data are incomplete (§ 6.6).

•   Between 2003 and 2008 there was a sharp rise in the number of GHB victims seeking 
help from the emergency services (§ 6.6).

•   The number of deaths related to GHB is unclear (§ 6.7).
•   GHB is a relatively cheap drug (§ 6.8).
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6.2 Usage: general population

The results of an Internet survey conducted in January 2009 among over 1,700 people 
aged 12 and older suggest that GHB use is rare in the general population.
•   Only one respondent (0.2%) indicated having used GHB in the past 14 days (Meer-

kerk et al., 2009).

6.3 Usage: juveniles and young adults

School-goers
Compared to other drugs, few school-goers attending mainstream secondary schools 
have experience of using GHB.
•   According to the Dutch National School Survey on Substance Use in 2007, 0.6% of 

school-goers aged 12-18 have ever tried GHB (Monshouwer et al., 2008). This drug 
was not surveyed in the 2003 survey.

Pupils in special education
Table 6.1 shows that pupils attending special schools have considerably more experience 
of GHB use than their peers in mainstream schools (Kepper et al., 2009). Ever use of 
GHB among pupils of REC-4 schools, practical education (pro), and learning support 
education (lwoo), is higher than among pupils receiving mainstream education.

Table 6.1  Ever use of GHB among pupils in special and mainstream education, by age group

12-13 years 14-15 years 16 years

Special education

 REC-4I 4.7% 3.5% 7.1%

 ProII 5.7% 5.2% 3.9%

 LwooIII 5.0% 3.1% 4.0%

Mainstream education 0.3% 0.8% 0.8%

Percentage of ever users. Survey year for special education was 2008. Survey year for mainstream education 

was 2007. I. REC = Regional Expertise Centre. II. Pro =practical education. III. Lwoo = learning support 

education. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

Special Groups
GHB use among socialising juveniles and young adults is considerably more common 
than among pupils in mainstream education, although age differences and differences 
in research methods mean that exact comparisons are not possible.
•   The few available data from research conducted between 2005 and 2009 show that 

between 2% and 16% of socialisers have ever tried GHB and between one and four 
percent have used it in the past month (Table 6.2) (Nabben et al., 2007a; Trimbos 
Institute/University of Amsterdam, 2010).
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•   Among clubbers in Amsterdam, ever use increased from 10.4 percent in 1998 to 17.8 
percent in 2003, followed by a slight drop to 15.7 percent in 2008. Current use rose 
from 2.4 percent in 1998 to 4.2 percent in 2003 and 4.7 percent in 2008. Two percent 
of clubbers had used GHB on the evening in question (Benschop et al., 2009).

•   At dance parties in 2008, 14% of those who approached the Unity information stand 
had used GHB in the past month; six percent had used it on the evening in question 
(Benschop et al., 2009).However, since Unity targets alcohol and drug users, it is 
therefore likely to attract relatively many current users.

•   The findings of qualitative research suggest that from the late 1990s, GHB use was 
gaining in popularity among the trendy socialising set in Amsterdam. This rising trend 
stabilised around 2003, after which the drug appeared to decline in popularity in this 
group. However, in 2008 it was asserted that some Amsterdam social circles were 
literally ‘awash with’ GHB (Benschop et al., 2009). Panel members of the Antenna 
Monitoring station estimate that GHB is here to stay. GHB is also used in the social 
scene outside Amsterdam, often in a very risky way.

•   In recent years, GHB appears to be increasing in popularity particularly among groups 
of youths in the provinces, particularly in locations outside the regular social scene 
(De Jong et al., 2008). Daily use has also been observed in some groups of problem 
youngsters, who might previously have been regarded as experimenting.

•   The  Trendwatch monitor  of  2006/2007  describes  GHB  addicts who  take  a  bottle 
cap of GHB every four hours (2-2.5 gram dissolved in 5 ml water). By contrast, 
recreational users tend to limit their use to the weekend (Nabben et al., 2007b).

•   In 2008/2009 substance use was examined among attendees at eleven national and 
regionally organised large-scale parties and festivals (Trimbos Institute/University of 
Amsterdam, 2010).

 -  For GHB, rates of 14% for ever use and 5% for current use were found.
 -  During the evening in question, 3% of all attendees had used GHB, but this varied 

considerably between events (range: 0 to 20%).
•   In the same survey in 2008/2009, substance use among clubbers and disco-goers was 

studied in large and medium-sized municipalities in five regions of the Netherlands: 
North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Central 
(Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord- Brabant, 
Zeeland, Limburg).

 -  The percentage of clubbers that had ever used GHB varied from 8.4 percent in West 
to 3.9 percent in North.

 -  The percentage of current GHB users varied from 2.2 percent in region West to 1.1 
percent in South.

 -  On the basis of these regional data, a national estimate of this substance use among 
clubbers is being drawn up. These data were not available for this Annual Report, 
but will be included in the final report of the social scene survey.
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GHB use is more common among juveniles in care than in their peers in mainstream 
education.
•   Ever use of GHB among juveniles in care varies from 2% among 12 and 13 year olds 

to 7% among 16 year olds (Table 6.2) (Monshouwer et al., 2008).
•   The percentage of juveniles in care who have ever used GHB is comparable to that 

for pupils in special education (see Tables 6.1 and 6.2).

Table 6.2 GHB use in special groups

Special group Location Year Age
(years)

Usage (%)

Ever Current

Socialising juveniles and young adults

- Bar-goers AmsterdamI 2005 Avge. 27 10.0% 1.5%

- Coffee shop clients

- Disco-goers

Nijmegen

German-
Dutch 
border areaI

2005/2006

2005/2006

Avge. 27

Avge. 21

9%

2.5%

2%

1%

- Bar-goers Zaandam 2006 12 – 44 
(Avge. 21)
12 – 17
18 – 24
25 – 44

6.0% 2.2%
4.0%
1.6%
2.1%

- Clubbers and disco-goers Amsterdam 2008 Avge. 25 15.7% 4.7%

-  Attendees at parties and 
festivals

NationwideI 2008/2009 Avge. 24 14.3% 4.6%

Problem youth
- Juveniles in care Nationwide 2007 12 – 13

14 – 15
16

2.0%
6.0%
7.0%

Percentage of ever and current (last month) users). Various groups were surveyed, with their corresponding 

age group categories. I. Low response. Sources: Antenne; Tendens, Iriszorg; Trendwatch; Dutch National 

School Survey on Substance Use, Trimbos Institute; Social Scene survey (Uitgaansonderzoek), Trimbos 

Institute/University of Amsterdam; EXPLORE, Trimbos Institute/Utrecht University.

6.4 Problem use

There is a lack of precise data about the total number of GHB users in the Netherlands. 
Some sources suggest that the number is rising, both in terms of acute problems and 
chronic addiction problems.

Even people who use GHB frequently only for a short period, such as a few weeks, can 
develop dependency on the drug. Quitting the drug abruptly can lead to a withdrawal 
syndrome, with symptoms such as excessive sweating, sudden anxiety attacks and 
tachycardia (Van Noorden et al., 2009). These symptoms generally arise within hours 
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after the last dose of the drug. To treat this withdrawal syndrome, pharmaco-therapeutic 
intervention may be necessary.

Internationally, a large number of studies have been conducted on GHB dependence 
and on withdrawal symptoms (Gonzales and Nutt, 2005).
•   Prevalence figures vary considerably: 21 percent of a random sample of GHB users 

in the US were dependent on the substance, compared to 4 percent of a sample of 
GHB users in Australia.

•   There is a consensus among researchers that daily use of GHB (with daytime doses 
every one to three hours) increases the likelihood of dependency.

There is a lack of data on the number of GHB addicts in the Netherlands.
•   Qualitative research conducted in the Netherlands in 2006/2007 found that the first 

GHB addicts have been encountered in the social scene. These are mainly daily users 
(Nabben et al., 2007a).

•   Addiction care organisations throughout the Netherlands report a sharp  increase  in 
the number of GHB clients in 2008 – estimated at several hundred, although precise 
data are not available (Trimbos report) (see § 6.6).

Likewise, the number of acute incidents appears to be on the increase (see§ 6.6). 
Various organisations operating in the area of nightlife and addiction report a change 
in attitudes among certain groups of young people in relation to GHB use. It appears 
that use of this drug is now considered more normal. GBH is increasingly regarded as a 
cheap alternative to alcohol and other drugs. Passing out (into a coma) is regarded in 
these circles as a harmless side effect of the drug.

6.5 Usage: international comparison

General Population
As is the case in Dutch population surveys on drug use, little is known about GHB use 
in the general population in other countries.
•   The only country outside the EU that has (recent) data on GHB use is Australia. 0.5 

percent of the Australian population aged over 14 reported having ever having used 
GHB, while 0.1 percent reported recent use. The peak age group was between 20 
and 29 (Degenhardt & Dunn, 2008).

Juveniles and Young Adults
In the ESPAD surveys conducted among 15 and 16 year old school-goers in Europe in 
2007, respondents were asked about ever use of GHB. The data from this research lend 
themselves better to international comparison than data from surveys conducted in the 
general population (Hibell et al., 2009).
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•   GHB use among school-goers is low. In most EU member states, including the Nether-
lands, no more than 1 percent of school-goers aged 15-16 had ever tried GHB, with 
the exception of Austria, Italy, Germany and Denmark, where the figure was 2%.

GHB use appears to be more common among clubbers and frequenters of dance 
parties.
•   There are no internationally comparable studies. The results of mainly local surveys 

conducted among attendees of dance parties show percentages of ever use of GHB 
varying from 17.4 percent in the Netherlands (Amsterdam) and 13 percent in Belgium, 
to 6.7 percent in the Czech Republic, 5.9 percent in Hungary and 5.8 percent in the 
U.K. Because the methods differ between studies and between countries, the results 
should be interpreted with caution (EMCDDA, 2009).

•   Ever use of GHB among clubbers (average age 24) in New York city in 2005/2006 
was 22 percent (Parsons et al., 2009). Recent use (during the past four months) of 
GHB was less than five percent of the clubbers.

•   Ever use of GHB among regular Ecstasy users in Australia (average age 24) increased 
from 5 percent in 2000 to 40 percent in 2006. The percentage of users in the six 
months prior to the survey rose during that period from 1 percent to 21 percent 
(Dunn et al., 2009). The number of days of use in the past half year in 2006 varied 
from 1 to 40 ml (median dose 3 ml). On a ‘typical’ day 0.25 to 20 ml GHB was taken 
(median 3.5 ml); and on a ‘heavy’ day, the dose was 0.25 to 40 ml (median 6 ml).

6.6 Treatment demand

Addiction Care Services
In 2008/2009 various organisations for addiction care and prevention throughout the 
Netherlands have reported a rise in the number of requests for treatment in relation 
to GHB (Trimbos Institute, 2009a). However, national data are incomplete. GHB is 
registered as a separate substance in the LADIS database only since 2008. The as yet 
incomplete data show that in 2008 145 primary GHB clients were registered with LADIS. 
For 49 clients, GHB was a secondary substance (IVZ, 2009).
•   Addiction  care  in  the  North  of  the  country  (Noord  Nederland)  reported  62  GHB 

clients in 2008 for the regions of Groningen, Friesland and Drenthe, compared to 22 
in 2007.

•   The region Gelderland reported a rise in GHB use, but seldom as a primary problem, 
with some 20 people receiving treatment, compared to only two in 2004.

•   In the second half of 2008, addiction care in Brabant registered around 50 requests 
for treatment in connection with GHB dependence. By 2009, the number had risen 
to 80.

•   Many other regions in the Netherlands have also identified a rise in treatment demand; 
however no definite figures have been reported.
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Age and Gender
•   Data from Addiction Care Noord Nederland show that the average age of GHB users 

was 27 and that over half were male (Quo Fadis, 2009).
•   In  the  Gelderland  region most  requests were  from  young  people  aged  16  to  24, 

gender unspecified (De Jong et al., 2008).

General Hospitals: Incidents
The national Injury Information System (LIS) of the consumer safety association registers 
patients who receive emergency treatment in a selection of hospitals in the Netherlands 
for injury caused by an accident, violence or self-mutilation incident involving drugs use. 
These hospitals constitute a representative sample of hospitals in the Netherlands that 
have a 24/7 emergency department (Valkenberg, 2009).
•   LIS identified a sharp rise in the number of cases involving GHB use treated in hospital 

emergency departments from 2003 to 2008. During this period, the annual number 
quadrupled to some 980 cases in 20083. This breaks down as 19 cases per week.

•   In 36 percent of the cases treated, it is known that alcohol as well as GHB was taken.
•   Over 40 percent of the cases treated were bad enough to require hospitalisation. Half 

of these were referred directly to intensive care.
•   Some 3 percent of those treated claim to have been the victim of unnoticed/unin-

tended drug ingestion, such as having their drink ‘spiked’.
•   Approximately 65 percent of cases occurred at the weekend.
•   67 percent of those treated in emergency departments from 2003 to 2007 were male 

(Table 6.3). Over half (53%) were aged between 20 and 29; 24 percent were aged 
between 30 and 39 and 15 percent were in the 15 through 19 year age group.

Table 6.3 GHB incidents by age and gender. Data are averaged over 2003-2007

Age (years) Male Female

0-14 - 2%

15-25 42% 55%

25-54 57% 41%

Unknown 1% 2%

Gender 67% 33%

Source: Injury Information System 2003-2007, Consumer and Safety.

The GGD (Amsterdam) registers the number of requests for emergency treatment from 
the Ambulance Transport Centre (CPA).
•   Between  2001  and  2008  the  number  of  incidents  involving  GHB  almost  doubled 

(Table 6.4).
•   In half of the cases, removal to hospital was necessary. The remainder were treated 

at the scene.

3 The national estimate is based on 105 registered cases in 2008 in LIS.
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Table 6.4 GHB incidents registered by GGD Amsterdam, from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009
1st half

GHB 69 67 74 98 76 110 110 128 60

Annual number of incidents. Source: GGD Amsterdam.

In 2007 and 2008 The National Poison Information Centre (NVIC) reported that after 
cocaine, GHB was the second most frequently cited drug for information requests. 
(Figure 6.1) (Van Velzen et al., 2009).

Figure 6.1  Information requestsI from the National Poison Information Centre relating to drug use, 

from 2006
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requests were counted. In 2007 and in 2008, requests made via the website www.vergiftigingen.info (online 

since April 2007) were also included in the data. Source: NVIC, RIVM.

6.7 Illness and deaths

•   The dose-effect relationship for GHB is acute, and the difference between a dose that 
produces a desired effect and an undesired effect is very small. This means the risk of 
overdose is large. An overdose of GHB is dangerous, as breathing can be suppressed 
and the user can fall unconscious or even into a coma (Moser and Purssell, 2000). 
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The consequences of this condition can vary from respiratory disruption to respiratory 
failure. The risks increase if the GHB is taken in combination with alcohol or other 
substances such as benzodiazepines.

•   Increased tolerance to the drug arising from frequent usage can result in ‘diminishing 
returns’, with users consuming more to reach the same effect. This can lead to more 
symptoms, such as nausea, vomiting, aggressive behaviour, dizziness, bradycardia and 
hypothermia. Higher doses lead to a general feeling of unwellness (Van Sassenbroeck 
et al., 2007).

•   Various substances have been tested (Kohrs et al., 2004; Zvosec et al., 2007) with a 
view to combating the effects of a GHB overdose. These have so far not met with 
success. There is no specific antidote. Acute treatment mainly consists of freeing the 
respiratory tract and monitoring vital functions.

It is difficult to establish GHB as a cause of death. The drug is quickly broken down 
in the body and is therefore traceable in blood or urine for a short time only (Jones et 
al., 2009). In any case, presence of GHB need not be conclusive, because there are 
considerable differences in tolerance to the drug. Furthermore, GHB can be formed 
in the body after death, which hampers an evaluation of the contribution of GHB to 
the cause of death. A further complicating factor is the absence of a specific code for 
registering GHB deaths in the Cause of Death statistics.
•   In  2008  GHB was  cited  on  four  cause-of-death  forms with  Statistics  Netherlands 

(CBS). It is not known whether GHB was the cause of or a contributory factor to 
death in these cases.

•   Between  2006  and  mid-2009,  there  were  five  deaths  in  Amsterdam  which  were 
attributed to GHB intoxication. Three of these cases were suicides.

•   For 2007,  the Netherlands Forensic  Institute  reported no fatal cases  in which GHB 
use was the primary cause of death. In 2008 GHB was the primary cause of death in 
one fatality, although Ecstasy (MDMA) was also found. In 2009 (through October) 
four cases were known in which GHB was presumed to be the cause of death. In all 
these cases alcohol was also involved, and in one case there were other substances 
too. One case was thought to be a suicide.

6.8 Supply and market

Composition of GHB
The Drugs Information and Monitoring System (DIMS) monitors the market for illegal 
drugs. To this end it makes use of analyses of substances present in drug samples submitted 
by users in addiction care centres. Some of these samples (tablets) are identified by the 
treatment centre itself. Samples are forwarded to the laboratory for chemical analysis.

•   In  2008,  214  liquid  samples were  submitted,  which  had  been  purchased  as  GHB 
(DIMS annual report, 2008).
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•   Of  the  liquid  samples  sold  as  GHB,  97  percent  actually  contained  GHB,  with  an 
average concentration of 44 percent (by weight). The minimum concentration of 
GHB solution in the liquid samples was 40 percent and the maximum was around 55 
percent. In 2007 the average concentration was 42 percent.

•   Interestingly, GHB appeared in powder form in 2008, whereas this was not found at 
all in 2007. Nine powder samples, sold as GHB, did in fact contain the drug, with an 
average content of 47 percent.

Prices
The national Trendwatch Monitor the Antenna Monitor and the DIMS project give 
an indication of the price paid by consumers for a single dose of GHB or a litre of the 
substance. .
•   According to key observers  in 2006/2007,  juveniles and young adults  in the social 

scene generally paid 10 euro per 5 ml of GHB. Litre prices varied from 150 to 260 euro 
(Nabben et al., 2007a).

•   In 2008 consumers who submitted GHB samples  to the DIMS, paid approximately 
6 euro per 5 ml. The price paid for a litre amounted to 180 euro (Van Dijk, 2009).
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7 Alcohol

Alcohol is made from fermenting grains or fruits. It is drunk in the form of beer, wine or 
spirits. One glass of wine, beer or a measure of spirits contains approximately the same 
amount of alcohol. This is because the size of the glass used is reduced according as the 
alcohol content of the drink is higher.

In social situations, drinkers experience alcohol as relaxing and convivial. In less sociable 
situations, alcohol can exacerbate an aggressive mood. Excessive use (even where inci-
dental) can result in accidents – at work, at home and in traffic. Alcohol is an addictive 
substance. With regular use, habit and tolerance are increased. Excessive use of alcohol 
can lead to a number of illnesses, particularly diseases of the liver and the cardio-vascular 
system, cancer, brain damage and mental disorders.

7.1 Recent facts and trends

The main facts and trends concerning alcohol in this chapter are:
•   According to sales figures, the consumption of alcohol per head of the population in 

the Netherlands has remained stable for years (§ 7.2). This also applies to the number 
of people who only occasionally drink alcohol (§ 7.2).

•   By  contrast,  the percentage of  heavy drinkers  aged 12  and older  declined  slightly 
between 2001 and 2008 (§ 7.4).

•   Alcohol  use  (ever  use,  current  use,  binge  drinking)  among pupils  attending main-
stream secondary schools declined between 2003 and 2007. This decline was limited 
to the younger age groups of 12-14; among 15 to 18 year olds, there was no change 
(§ 7.3).

•   With regard to ever use and current use of alcohol, pupils in special education don’t 
differ from their peers in mainstream education; however binge drinking is more 
common among the former (§ 7.3).

•   By comparison with their European peers, Dutch school-goers in 2007 were still among 
the heaviest drinkers, despite a decline in (frequent) alcohol consumption (§ 7.5).

•   Despite a statutory ban, juveniles aged under 16 are still easily able to procure alco-
holic beverages; however, the percentage of those who actually ordered or bought 
alcohol has declined in recent years (§ 7.8).

•   The number of alcohol clients  receiving treatment  from (outpatient) addiction care 
services rose further between 2006 and 2008 (§ 7.6).

•   The registration data of general hospitals show an increase between 2006 and 2007 
and again between 2007 and 2008 in the number of admissions involving an alcohol-
related condition. The increase in the number of juveniles up to age 16 admitted for 
alcohol-related reasons was most marked between 2006 and 2007 (§ 7.6).
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•   Total deaths from alcohol-related conditions (primary and secondary causes of death 
together) remained stable between 2004 and 2008 (§ 7.7).

7.2 Usage: general population

Alcohol use is widespread in Dutch society.
•   According to the findings of National Prevalence Surveys (NPO), the percentage of 

people in the population aged 15 to 64 that used alcohol in the past year dropped 
slightly from 87% in 1997 to 85% in 2001 (Rodenburg et al., 2007). This drop was 
most marked among females and among respondents in the 25-44 age group.

•   Between 2001 and 2005 the percentage of recent drinkers remained stable at 85%.
•   The number of  people who had  taken alcohol  in  the past month  remained  stable 

throughout the years at around 78%.
•   The percentage of drinkers who had consumed six or more drinks in one day during 

the past six months (binge drinking) dropped from 40% in 2001 to 35% in 2005. This 
decline took place both among males and females and particularly among respon-
dents aged from 15 to 24.

•   The age of onset  is  the age at which an  individual  first uses a  substance  (see also 
appendix A: age of onset). Among recent users of alcohol, the age of onset in the 
15 to 24 age group was 14.6 years on average. In the population aged 15 to 64 the 
age of onset averaged at 16.5.

According to a survey conducted by Statistics Netherlands (CBS) in 2008, approximately 
four out of five people (81%) aged 12 and older ‘sometimes drink alcohol’. In 2001 
the figure was 82%. The percentage of drinkers has remained fairly stable for years 
(Statistics Netherlands, 2009c).

Sales figures give an indication of the amount of alcohol consumed annually per head of 
the population (Table 7.1) (Alcohol producers’ association, 2008b; Vintners’ association, 
2009).
•   Alcohol consumption was highest  in the Netherlands during the second half of the 

1970s and in the 1980s. Then followed a slight decline, which did not continue from 
the early 1990s.

•   In 2006, 7.9 litres of pure alcohol were consumed per capita – the same amount as 
in 2005.

•   The consumption of spirits and beer remained unchanged in 2006 and wine drinking 
rose slightly from 21.3 litres in 2005 to 21.5 litres in 2006.

•   After a sharp drop in 2003 (minus one third compared to 2002) sales of ready-mixed 
drinks (‘alcopops’) stabilised in 2004. However, in 2005 there was another sharp drop 
(by 31% compared to 2004). This decline continued in 2006 (down a further 19%). 
Accordingly the consumption of these drinks has plummeted by more than two-thirds 
since 2002 to 114,746 hectolitres.
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•   In contrast to this downward trend in alcopops, there has been a rise in the sales of 
liqueurettes (liqueur-like products with an alcohol content of under 15 percent). The 
sale of these drinks rose from 36 812 hectolitres in 2005 to 42 442 hectolitres in 
2006 – an increase of 15 percent.

•   In 2006, a total of 78 litres of beer, 22 litres of wine and four litres of spirits per person 
were imbibed.

Table 7.1 Beer, wine and spirits per capita (in litres of pure alcohol), from 1960

Year Beer Wine Spirits Total

1960 1.2 0.2 1.1 2.6

1965 1.9 0.5 1.9 4.2

1970 2.9 0.8 2.0 5.7

1975 4.0 1.5 3.4 8.9

1980 4.8 1.4 2.7 8.9

1985 4.2 2.0 2.2 8.5

1990 4.1 1.9 2.0 8.1

1995 4.1 2.2 1.7 8.0

2000 4.1 2.3 1.7 8.2

2001 4.0 2.3 1.7 8.1

2002 4.0 2.3 1.7 8.0

2003 4.0 2.5 1.5 7.9

2004 3.9 2.6 1.4 7.9

2005 3.9 2.7 1.3 7.9

2006 3.9 2.8 1.3 7.9

Source: Drinks Product Board; Wine Product Board.

7.3 Usage: juveniles and young adults

School-goers
Since the mid-1980s, the Trimbos Institute has monitored the extent to which pupils 
aged from 12 to 18 attending mainstream secondary schools have experience with 
alcohol, tobacco, drugs and gambling. This takes place within the context of the Dutch 
National School Survey (Monshouwer et al., 2008). The most recent results date from 
2007.
•   In  2007,  79%  of  pupils  attending  mainstream  secondary  schools  had  ever  used 

alcohol. This was less than in 2003, when the figure was 85%. However, the percen-
tage fluctuated somewhat over a fifteen-year period. (Figure 7.1).

•   In 2007, 51% of pupils interviewed had drunk alcohol in the month before the survey, 
which was less than in 2003.
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Figure 7.1 Alcohol consumption among school-goers aged 12 to 18, from 1988
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Age and gender
•   The decline in ever use and current use of alcohol reported between 2003 and 2007 

occurred only in the 12 to 14 year age group (see figure 7.2, which illustrates the 
trend in ever use). Accordingly, in 2007, 32% of school-goers in this age bracket 
were current drinkers, compared to 47% in 2003. By contrast, alcohol use remained 
stable in that period in the 15-18 year age group (76% in 2003 and 75% in 2007) 
(Monshouwer et al., 2008).

•   In 2007, over half of 12 year olds (56%) had ever drunk a glass of alcohol, and by 
age 15 this had risen to 89%.

•   In 2007 approximately the same number of girls (77%) as boys (81%) had ever taken 
alcohol. Likewise, a similar percentage of girls (49%) and boys (52%) had drunk 
alcohol in the past month. However, differences in drinking patterns were found 
between the sexes. Boys drink alcohol more often and in greater quantities than girls. 
The difference was more marked for older boys.:

 -  23% of the sixteen year old boys who had drunk alcohol in the past month had 
done so more than 10 times in the month, compared to 10% of the girls.

 -  Likewise, 23% of the group of past-month drinking 16 year old boys had drunk 
on average more than 20 units of alcohol on a weekend day. For girls, the figure 
was 6%.

•   There  are  also  differences  between  boys  and  girls  in  terms  of  which  drinks  they 
prefer. Beer is the most popular alcoholic beverage among boys (45% drink beer on 



1477 Alcohol

a weekly basis); for girls the most popular drinks are alcopops/breezers (17% weekly 
consumption). Notably, the popularity of alcopops/breezers declined between 2003 
and 2007 among both sexes. In 2003, these drinks were consumed weekly by 29% 
of 12 to 18 year old school-goers compared to 16% in 2007.

Figure 7.2 Trends in ever alcohol use in secondary school pupils by age and gender from 1992
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Binge Drinking
•   Over  one  in  three  (36%)  of  pupils  attending  secondary  schools  reported  having 

recently engaged in binge drinking. This is defined as consuming at least five units of 
alcohol on at least one occasion during the past month. There was little difference in 
the percentages for boys and girls.

•   In  the  12  to  14  age  group,  the  percentage  of  binge  drinkers  declined  between 
2003 and 2007 (28% in 2003 versus 19% in 2007). Among 15 to 18 year olds, the 
percentage of binge drinkers in this period remained stable (56% in 2003 and 57% 
in 2007).

•   Among school-goers who drink, the percentage of binge drinkers remained stable, 
however, in all age categories. In 2007 and 2003, the respective percentages were 
68% and 66% of all current drinkers aged 12 to 18.

•   Nonetheless, according to NPO data, binge drinking in the 15-24 age group declined 
between 2001 and 2005 – from 53% to 40%. These figures refer to people who on 
at least one occasion consumed six or more units of alcohol in a single day during the 
past half year. This definition differs somewhat from that in the HBSC study; therefore 
the results are not mutually comparable (Rodenburg et al., 2005).
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Ethnic background
•   Among  secondary  school-goers  with  a  Moroccan  or  Turkish  background,  current 

alcohol use is significantly lower than among native Dutch pupils (8% and 19% 
versus 54%). Pupils with a Surinamese or Antillean/ Aruban background occupy an 
intermediate position (39% and 38%) (Monshouwer et al., 2008).

•   The quantity  taken per occasion does not,  however,  differ between ethnic groups 
(Monshouwer et al., 2008).

Alcohol and problem behaviour
•   Pupils aged 12-16 who drink on a weekly basis exhibit more delinquent and aggressive 

behaviour than those who do not drink every week. There is no difference between 
boys and girls in this respect, but the association is stronger among the younger age 
groups (Verdurmen et al., 2005a).

•   Among juveniles of 12 and 13, weekly alcohol use is linked to somatic symptoms and 
feelings of anxiety and depression.

Parents
Parents can play an important role in the education of their child regarding alcohol.
•   Various studies have shown that establishing rules in relation to alcohol (forbidding 

alcohol use) can delay alcohol onset and reduce the likelihood of problem drinking 
(Van der Vorst, 2007; Vet & Van den Eijnden, 2007).

•   However, as children get older, many parents quickly become more tolerant.
 -  Around a quarter of parents of juveniles aged 12 to 16 allow their adolescent to 

drink one glass of alcohol at home.
 -  From around age 16 on, over half of adolescents say they are allowed to drink at 

home (Van Dorsselaer et al., 2007).

The sentinel station survey on parents sheds more light on the awareness and assump-
tions of parents regarding substance use by their children. This survey also creates better 
insight into the measures taken by parents to prevent high-risk substance use by their 
children (Verdurmen et al., 2008).
•   In  2007,  parents  of  secondary-school  children  had  a  good  idea  of  whether  their 

child was sometimes drinking. However, parents typically underestimate the amount 
of alcohol consumed. On average, adolescents drink three times more during the 
weekend than their parents believe.

•   The number of drinks taken by adolescents at the weekend is closely  linked to the 
drinking behaviour of their parents. The more the parents drink, then the more the 
children are likely to drink as well.

•   Virtually all parents believe that  it  is harmful  for  the under sixteens to take one or 
two alcoholic drinks on a daily basis (95%), or to consume five or more drinks every 
weekend (95%).

•   Over half of parents (55%) believe it is harmful for the under sixteens to drink one or 
two units of alcohol every weekend, and nearly half think the opposite (45%).
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•   A quarter of parents report having a ‘no alcohol agreement’ with their child. In most 
cases the agreement is not to drink before the age of 16.

•   There were more parents in 2007 than in 2006 who felt that their child should defi-
nitely not be allowed to drink alcohol in various situations.

Special Education
•   Table 7,2 shows the percentages for alcohol use among pupils  in special education 

compared to their peers in mainstream education (Kepper et al., 2009). The percentage 
of pupils that has ever or recently drunk alcohol is not higher in special schools. On 
the contrary, these percentages tend to be higher for pupils in mainstream schools.

Table 7.2  Alcohol consumption among pupils aged 12-16 in special and mainstream education, by 

age group

Ever Use Current Use

School type 12-13 years 14-15 years 16 years 12-13 years 14-15 years 16 years

Special

 REC-4I 62% 77% 84% 24% 45% 65%

 ProII 51% 64% 74% 19% 39% 55%

 LwooIII 57% 76% 79% 25% 46% 61%

Mainstream 62% 85% 92% 21% 56% 77%

Percentage of ever and recent (past month) users. Survey year for special education was 2008. Survey year 

for mainstream education was 2007. I. REC = Regional Expertise Centre. II. Pro =practical education. III. 

Lwoo = learning support education. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

•   Table 7.3 shows the percentage of current drinkers that have been drunk in the past 
month among pupils of special schools compared to pupils of mainstream schools; it 
also shows the percentage of current drinkers that have consumed five or more units 
of alcohol in one session during the past month (Kepper et al., 2009).

•   Compared  to mainstream  education  drunkenness  among  current  drinkers  is  more 
common among 12 and 13 year olds in practical (pro) education and among 14, 
15 and 16 year olds attending REC-4 schools. Binge drinking (5 or more units in 
one session) among current drinkers is more common in REC-4, schools as well as 
among pupils of pro and lwoo education. Incidentally, pupils attending REC-4 schools 
account for only one to two percent of the entire secondary school population (see 
Appendix F).
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Table 7.3  Percentage of current drinkers among pupils aged 12 to 16 in special and mainstream 

education who were drunk in the past month or who took five or more drinks per session, 

by age group

Drunk Five or more drinks per session  
(binge drinking)

School type 12-13 years 14-15 years 16 years 12-13 years 14-15 years 16 years

Special

REC-4 28% 49% 71% 72% 89% 89%

pro 31% 39% 45% 76% 91% 92%

lwoo 22% 41% 46% 76% 87% 80%

Mainstream 17% 41% 53% 50% 66% 76%

Percentage of recent (past month) users. Survey year for special education was 2008. Survey year for main-

stream education was 2007. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

Special groups of young people
In certain groups of juveniles and young adults alcohol use may occur more frequently. 
Alcohol consumption among socialising youngsters, young holiday-makers and problem 
youth is discussed below.

Socialising juveniles and young adults
Many young people drink when they are out socialising. Table 7.4 summarises the 
results of a number of studies conducted among young people in the social scene. 
The figures are not mutually comparable on account of differences in age groups and 
research methods. Furthermore, the response rates in research on socialising young 
people are often low, which can lead to a distortion of the results.
•   In 2005 one fifth of young socialisers aged 13 drank alcohol while out, as did nearly 

two-thirds of fourteen and fifteen year olds and almost nine out of ten sixteen and 
seventeen year olds. These figures are comparable with those from 2003 (Bieleman 
et al., 2006).

•   In 2008/2009 substance use was examined among attendees at eleven national and 
regionally organised large-scale parties and festivals (Trimbos Institute/University of 
Amsterdam, 2010).

 - Nine out of ten (91%) of the revellers were current drinkers.
 -  Eight out of ten (80%) had consumed five or more drinks on at least one occasion 

(binge drinking) during the past month.
•   In the same survey in 2008/2009, alcohol use among clubbers and disco-goers was 

studied in large and medium-sized municipalities in five regions of the Netherlands: 
North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Central 
(Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord- Brabant, 
Zeeland, Limburg).

 -  The percentage of current drinkers was highest in East (94%), followed by South 
(93%), North and West (91%) and Central (90%). However, these differences were 
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not statistically significant. The percentage of current binge drinking was highest 
in North (88%), followed by South (87%), West (86%) and Central (82%). These 
differences were likewise not statistically significant.

 -  On the basis of these regional data, a national estimate of this substance use among 
clubbers is being drawn up. These data were not available for this Annual Report, 
but will be included in the final report of the social scene survey.

•   Alcohol  consumption  is  lower  among  fans of Hip-hop/Rap/R&B  than among  fans 
of Pop/Rock or Dance/House/Techno. This may be associated with the preference 
of young Moroccans for the former, since alcohol use is lower among the Moroccan 
community (Van Gelder et al., 2003).

•   In Amsterdam almost one third of bar-goers, coffee-shop clients and frequenters of 
fashionable clubs use alcohol daily or a few times a week, and consume at least four 
or five drinks on each occasion. Half the bar-goers drink alcohol a few times a week 
and 7% consume alcohol daily. The percentage of bar-goers that consume alcohol 
daily appears to have remained the same since 2000 (Benschop et al., 2009).

•   Young  male  holiday-makers  on  the  island  of  Schouwen-Duiveland  consumed  an 
average of 24 alcoholic drinks per day of the holiday in 2002, rising to an average of 
25 drinks in 2004 (Van de Luitgaarden et al., 2010).

•   The percentage of binge drinkers (6 or more drinks) among young people going out 
ranges in various studies from 49% to 80%.

Pre-drinking
•   According to reports from key observers in the social scene, “pre-drinking” has been 

on the increase in recent years (Nabben et al., 2005). This can take place at home, on 
the street, in a ‘hangout’ , at a friend’s place, or indeed increasingly in bars themselves 
(encouraged by special offers). In general it appears to be mainly teenagers who 
engage in pre-drinking before a night out, in order to save money.

•   A survey conducted in 2005 among teenagers out socialising (aged 13-17) found that 
half of those who drink sometimes do so before going out. They pre-drink mainly at 
home (61%) or at a friend’s house (65%) (Bieleman et al., 2006). The percentages 
of pre-drinkers vary per age group:

 -  A quarter (26%) of 13 year old socialising drinkers (or 1.5% of all 13 year olds).
 -  41% of 14/15 year old socialising drinkers (or 12% of all 14/15 year olds).
 -  56% of 16/17 year old socialising drinkers (or 39% of all 16/17 year olds).
•   Among clubbers in Amsterdam in 2008, pre-drinking occurred among a slight majority 

of 54% (Benschop et al., 2009).
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Table 7.4 Alcohol use in the social youth scene

Population Location Survey 
year

Measure for alcohol useI Age %
No. of drinks

Young people 
socialising in 
general

Nationwide 2005 Past year 13
14-15
16-17

19%
62%
87%

Attending raves, 
outdoor festivals, 
city centre

The Hague 2003 Past month
Past week

15-35 88%
60%

Bar-goers Zaandam 2006 Binge drinking:
Six drinks or more
Ten drinks or more

14-44
Average 21 64%

50%

Frequenters of bars 
and sports club 
canteens

Noordwijk 2004 Binge drinking:
more than 6 drinks
more than 10 drinks

Average 23 
61%
32%

Disco-goers Nijmegen 2005 Binge drinking:
10 or more drinks

15-40
Average 21 29%

Bar-goers Amsterdam 2005 Past month
Daily or a few times 
weekly, at least four or 
five drinks per occasion
Binge drinking:
Six drinks or more

Average 26 97%
33%

49%

Clubbers Amsterdam 2003 High-risk drinking. Daily 
or a few times weekly, at 
least four or five drinks 
per occasion

Average 28 33%

2008 Average 25 29%

Young male 
holidaymakers

Schouwen-
Duiveland

2002
2004

Average no. of drinks per 
day of holiday

Average 18 24
25

Attendees at parties 
and festivals

Nation-
wideII

2008/
2009

Ever
Past year
Past month
Binge drinking past month

Average 24 99%
97%
91%
80%

The figures in this table are not mutually comparable on account of differences in age groups and research 

methods. I. The following definitions of binge drinking are used: Zaandam: 6/10 drinks or more on an 

average night out; Noordwijk: on average more than 6/10 drinks on a weekend night out; Nijmegen: 10 or 

more drinks on the evening of the survey; Amsterdam: 6/10 drinks when out on the town. II Low response 

(19%). Sources : Parnassia; GGD Zaanstreek-Waterland; Antenne, Bonger Institute for Criminology, Univer-

sity of Amsterdam; GGD Zuid-Holland Noord; Tendens, Iriszorg; Uitgaansonderzoek, Trimbos Institute/

University of Amsterdam; EXPLORE, Trimbos Institute/University of Utrecht.
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Hangouts
In recent years there has been increasing focus on alcohol use among youngsters in 
‘hangouts’. A hangout is a collective name for an informal place, such as hut or a den 
where young people meet up in their free time. The phenomenon of spending time in 
hangouts has been researched in various studies. Some of the findings are contradic-
tory, which may be related to different definitions of hangouts and different research 
methods. For this reason it is currently not possible to provide an accurate estimate of 
the extent of alcohol consumption in hangouts.

According to the national monitor on alcohol availability among youngsters in 2005, 
11% of adolescents aged 13-17 sometimes go to a hangout (Bieleman et al., 2006). In 
the Netherlands there are estimated to be some 1 500 such hangouts (Mulder, 2005).
•   8% of 13 year olds report sometimes going to a hangout, as well as 15% of 14-15 

year olds and 12% of 16-17 year olds (Bieleman et al., 2006).
•   It  is mostly older groups who drink while  frequenting the hangouts. Of  the 16-17 

year olds who go there, 82% drink alcohol there. Of the 14-15 year olds and 13 year 
olds, 65% and 26% respectively report drinking alcohol in these dens.

•   On average, five alcoholic drinks are consumed.

The 2005 HBSC study – also a national study - found much higher figures for hangouts. 
According to this study, 40% of juveniles aged twelve to sixteen had frequented a 
hangout in the past month. A third of these reported having drunk alcohol there (Van 
Dorsselaer et al., 2007).
•   Young people in rural areas are more likely to visit a hangout. Around one third of city 

juveniles sometimes go to a hangout, compared to over half of village youth.
•   In cities, 22% of juveniles say they drink alcohol in a hangout, compared to 41% in 

the villages.

In a recent study (2007) of hangouts in the region of Twente, 30% of fourth year 
students (average age 15.8 years) reported having sometimes visited a hangout (Korte, 
2008).
•   Most  of  those  who  frequent  a  hangout  are  attending  a  VMBO  lower  secondary 

school (36%), followed by HAVO middle secondary school (25%) and VWO higher 
secondary school (20%)

•   Youngsters who go to hangouts consume more alcohol than those who don’t – even 
after correcting for gender and education level. Hangout frequenters consume on 
average 15 alcohol units per week, compared to seven for those who do not go to 
hangouts.

•   On a typical hangout evening in the weekend, young people take an average of nine 
alcoholic drinks.
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Holiday-makers
•   Research conducted at youth camp sites in 2003 (average age 17.4), has shown that 

over 80% of the boys and nearly half the girls drink alcohol every day during the 
holiday. Boys consume an average of 17 drinks per day, and girls take seven drinks a 
day (De Graaf & Poort, 2004).

Problem Youth
Alcohol use is often common among certain groups of problem youth.
•   Juveniles  attending  a  truancy  project  in  Amsterdam  are more  likely  to  be  current 

drinkers (over 50%) than their non-truant peers who attend school regularly (40%) 
(Korf et al., 2004a).

•   Pupils attending schools for children with severe educational difficulties (ZMOK) do not 
differ significantly in terms of frequency and intensity of alcohol use from their peers in 
mainstream schools. However, when only the native Dutch pupils are compared, the 
ZMOK school pupils do drink more and more often (Van Zundert et al., 2004).

•   Research conducted among young people in care in Amsterdam (age 14-25); average 
age 17.5) shows that 54 percent consumed alcohol during the past month (current 
drinkers) (Nabben et al., 2007a).

 -  The vast majority of the current drinkers only drink occasionally (86%); a mere 2% 
consume alcohol on a daily basis.

 -  The current drinkers take five drinks on each occasion, on average.
 -  Six percent of those in Amsterdam youth care meet the definition for risk drinking. 

This is defined as consuming at least four drinks per session daily or several times a 
week (up to age 19) or five drinks per occasion (young people over 19).

 -  The above data on the proportion of current drinkers, the average number of drinks 
and risk drinking among young people in the Amsterdam youth care are similar to 
the findings from an earlier study conducted among school-goers in Amsterdam.

 -  Girls and boys in care in Amsterdam are equally likely to be current drinkers, drink 
the same amount per session and are equally likely to be risk drinkers.

 -  Differences were however found between boys of western and non-western origin. 
Among those of western origin, the percentage of current drinkers (74%) and 
risk drinkers (12%) is much higher than among non-western boys (46% and 3% 
respectively). When they drink, however, both groups consume the same number 
of units per occasion.

 -  Juvenile delinquents are less often current drinkers (40%) than juveniles with beha-
viour problems (59%) or homeless youth (61%).

•   In 2008 a nationwide survey on alcohol use was conducted among juveniles aged 12 
to 16 in residential care (Kepper et al., 2009). The percentage of ever drinkers among 
12 to 13 year olds, 14 to 15 year olds and among 16 year olds was 73, 95 and 96 
percent, respectively. For current drinkers in these age groups, the percentages were 
31, 67 and 72, respectively. 49% of current drinkers aged 14 and 15 had been drunk 
in the past month, and 53% of the 16 year olds. 81% and 82% in both these groups 
respectively had engaged in binge drinking in the past month (five or more drinks)..
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•   Research from 2002/2003 among 14-17 year old detainees and drop-outs (defined 
as juveniles who had missed school for at least one month during the past year, 
excluding holidays) measured past month alcohol use and binge drinking (5 or more 
units at one session the past month) (Adlaf et al., 2006).

 -  It was found that alcohol use among juvenile detainees and drop-outs was compa-
rable: 63% of the juvenile detainees and 64% of the drop-outs had drunk alcohol 
in the past month, and 48% and 47% respectively had been binge drinking in the 
past month.

 -  These percentages are also comparable with those for ‘regular’ 14 to 17 year old 
school-goers in the HBSC project.

7.4 Problem users

The extent of alcohol problems depends on the definition used. Researchers distinguish 
between heavy drinking, problem drinking, irresponsible drinking and dependence on 
or misuse of alcohol.

Heavy drinking
According to Statistics Netherlands (CBS) ‘heavy drinking’ means consuming at least six 
units of alcohol on one or more days per week (CBS, 2009b).
•   Based on this definition, 10% of the Dutch population aged 12 and over were heavy 

drinkers in 2008. This translates as 1.4 million people. In 2001, 14% of the population 
were classed as heavy drinkers.

•   This gradually declining trend was visible in all age groups up to 65, and applied to 
both males and females.

•   In 2008 there were over four times more male heavy drinkers than female: 16.9% of 
males and 3.5% of females (CBS, 2009b).

•   Young people aged between 18 and 24 scored highest on this measure. In 2008 the 
percentage of heavy drinkers among young men was 37% and 12% among young 
women (Figure 7.3). This is lower than in 2002, when 42% of males aged 18 to 24 
were heavy drinkers and 18% of the females; however there is virtually no change 
from 2007 (38% of males and 14% of females aged 18 to 24).
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Figure 7.3  Heavy drinkers by gender and age among people aged 12 and older. Survey year 2008
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Problem drinking
Problem drinkers are people who not only drink above a certain level, but also expe-
rience problems caused by their alcohol consumption.
•   In 2003 10% of the Dutch population aged between 16 and 69 were problem drin-

kers, with more male problem drinkers (17%) than female (4%) (Van Dijck & Knibbe, 
2005).

•   Problem drinking is most prevalent in the 16-24 age group, where 34% of males and 
9% of females are problem drinkers.

•   Of the problem drinkers recorded in 2003, a year later almost half (46%) were still 
problem drinkers. This means that over half of this group no longer meet the criteria 
for problem drinking (Van Dijck & Knibbe, 2005).

•   The severity of the alcohol-related problems as well as age and gender are the main 
factors which determine whether problem drinkers are still categorised as such after 
one year. The likelihood of remaining a problem drinker increases with the severity of 
the problems and is greatest among younger age groups and males.

•   Of those measured who were not problem drinkers in 2003, two percent had deve-
loped a problem with alcohol by 2004.
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Alcohol misuse and dependence
•   According to data from the 2007-2009 NEMESIS-2 study, between 0.3% and 1.2% 

of the Dutch population aged between 18 and 64 fulfilled the diagnostic criteria for 
alcohol dependence on an annual basis; An estimated 2.9% to 4.5% of respondents 
met the criteria for alcohol misuse.

•   Alcohol disorders are more common among men than women (table 7.5).
•   In terms of population numbers, an estimated 82,400 people in the 18-64 age bracket 

are dependent on alcohol. Almost five times as many misuse alcohol (395 600).
•   This population study did not take account of juveniles under the age of 18 or older 

people aged over 65; nor did it include those who were insufficiently fluent in Dutch 
to participate, homeless people or those in institutional care for a prolonged period. 
It is not known to what extent this may have influenced the outcome.

•   The  number  of  people with  an  alcohol  disorder,  particular  alcohol  dependence,  is 
lower in the 2007-2009 survey than in NEMESIS I from 1996 (annual prevalence of 
dependence: 0.7%). This may have been caused by differences in the criteria for a 
diagnosis of dependence. The criteria in the 4th edition of the DSM are more strin-
gent than those of the 3rd edition, which means that fewer people meet the criteria 
for dependence. Furthermore, the instrument used to measure disorders has been 
changed, which has also resulted in a lower estimate of the prevalence of alcohol 
dependence in NEMESIS-2, compared to the earlier study.

•   Other  international  research  has  likewise  shown  that  the  4th edition of the DSM 
produces lower estimates than the 3rd edition (De Graaf et al., 2010).

Table 7.5  Annual prevalence and number of people with an alcohol disorder, by gender. In brackets: 

95% Confidence Intervals. Survey year 2007-2009

Disorder Men (%) Women (%) Total (%) Total number

Alcohol misuse 5.6
(4.2 – 6.9)

1.8
(1.1 – 2.6)

3.7
(2.9 – 4.5)

395 600

Alcohol dependence 1.0
(0.3 – 1.7)

0.5
(0.0 – 0.9)

0.7
(0.3 – 1.2)

82 400

Source: Nemesis-2 2007-2009 (De Graaf et al., 2010).

7.5 Usage: international comparison

General Population
•   On behalf of the European Commission, in 2006, the Eurobarometer surveyed (atti-

tudes to) alcohol use in the EU member states.
•   In 2006,  in the general population aged 15 and older  in the various member states 

of the EU-15, the percentage of those who had consumed alcohol in the past month 
varied from 56% to 84 percent. In the EU-15 as a whole, current alcohol use was 67%. 
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The countries with the lowest percentage were Portugal (56%) and Spain (61%). 
The highest percentages were found in the Netherlands (81%) and Denmark (84%) 
(European Commission, 2007).

•   For those who had drunk alcohol in the past year, the percentage of binge drinkers 
(five or more drinks per occasion) gives an indication of the level of excessive alcohol 
use in a country. This percentage varies from 44% in Portugal and 53% in Greece 
and Italy to 82% in Denmark and 88% in Ireland. The Netherlands occupies an 
intermediate position (Figure 7.4).

•   The  percentage  of  drinkers who  engage  in  binge  drinking  a  number  of  times  per 
week is lowest in Sweden (1%) and Finland (5%) and highest in Austria (24%) and 
Spain (28%).

Figure 7.4  Percentage of the alcohol drinking populationI aged 15 and older in the EU-15 member 

states who consume five drinks or more per occasion (binge drinking)
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Juveniles
ESPAD, the European School Survey Project on Alcohol and Other Drugs was conducted 
in 1999, 2003 and 2007, among fifteen and sixteen year old school-goers attending 
secondary schools (Hibell et al., 2000, 2004, 2009). Table 7.6 displays alcohol use in 
a number of EU countries plus Norway. Belgium, Germany and Austria participated 
only in 2003 and 2007. The US did not take part in the ESPAD survey, but conducted 
comparable research. The ESPAD study surveyed the use of alcohol and frequency of 
drunkenness.
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•   In  2007  the  Netherlands  scored  in  the  higher  echelons  for  the  measure  ‘having 
consumed alcohol at least 40 times in my entire life’.

•   The  Netherlands  was  exceeded  only  by  Austria  in  2007  for  the  measure  ‘having 
consumed alcohol at least ten times in the month prior to the survey’.

•   For the measure ‘drunkenness’, Dutch school-goers scored considerably less highly. 
Only 2% reported having been drunk at least twenty times in their lives.

•   Between 2003 and 2007, the percentage of school-goers that had drunk alcohol on 
40 or more occasions declined in the Netherlands; likewise there was a decline in the 
percentage that had been drunk 20 times or more in their lives. A similar drop took 
place in this period for the U.K., Belgium, Ireland, Finland, Sweden and Norway.

Table 7.6  Alcohol use and drunkenness among school-goers aged 15 and 16 in a number of EU 

member states, Norway and the US. Survey years 1999, 2003 and 2007

Country Consumption:
40 times or more in 
lifetime

Consumption:
10 times or more in past 
month

Intoxication:
20 times or more in 
lifetime

1999 2003 2007 1999 2003 2007 1999 2003 2007

Austria - 48% 52% - 21% 30% - 21% 9%

DenmarkI 59% 50% 49% 18% 13% 12% 41% 36% 17%

GermanyII - 37% 41% - 11% 18% - 12% 5%

The Netherlands 37% 45% 40% 20% 25% 24% 8% 6% 2%

U.K. 47% 43% 39% 16% 17% 14% 29% 27% 13%

BelgiumIII - 36% 34% - 20% 17% - 7% 1%

France 20% 22% 30% 8% 7% 13% 4% 3% 4%

Greece 42% 35% 28% 13% 13% 11% 4% 3% 2%

Ireland 40% 39% 23% 16% 16% 10% 25% 30% 9%

Italy 17% 24% 23% 7% 12% 13% 2% 5% 3%

Portugal 15% 14% 21% 6% 7% 13% 4% 3% 1%

Finland 20% 20% 16% 1% 2% 1% 28% 26% 7%

Sweden 19% 17% 14% 2% 1% 1% 19% 17% 4%

Norway 16% 15% 11% 3% 3% 1% 16% 14% 4%

US 16% 12% 11% 5% 4% 5% 11% 7% 7%

Percentage of school-goers. - = not measured. The US did not participate in ESPAD, but conducted compa-

rable research. I. The data for Denmark are less suited to comparison. II. Germany in 2007 for 7 federal 

states only. III. Belgium in 2007 only for Flanders Source: ESPAD.

A study which compared the reported availability and use of alcohol among school-
goers aged between 14 and 17 in the Netherlands and France found the following 
(Knibbe et al., 2005; Knibbe et al., 2007):
•   Dutch juveniles find it easier to procure alcohol than their French peers; 72% of the 

Dutch and 59% of the French juveniles find it easy to procure alcohol.
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•   In  France  it  is  more  likely  that  peers  and/or  older  people  will  criticise  teenagers’ 
drinking habits, even before negative consequences appear. Informal social control 
on adolescent drinking is stricter in France than in the Netherlands.

•   In both countries there is an association between perceived availability and alcohol use; 
teenagers who find it easy to get alcohol drink more often and they more frequently 
take five or more drinks per occasion.

7.6 Treatment demand

Addiction care services
The National Alcohol and Drugs Information System (LADIS) registers the number of 
people seeking treatment from (outpatient) addiction care, including the probation and 
aftercare services and the addiction clinics that are merged with outpatient addiction 
care (Ouwehand et al., 2009; IVZ, 2009). (See in appendix A:LADIS Client.)
•   In 2008, 33,205 people were registered with (outpatient) addiction care with alcohol 

use as the primary problem. This represents an estimated three percent of problem 
drinkers.

•   The absolute number of clients with a primary alcohol problem in (outpatient) addic-
tion care increased by 48% between 2001 and 2008 (Figure 7.5). From 2006 to 
2007 there was a rise of 10%, followed by a rise of less than one percent between 
2007 and 2008.

•   Per 100,000 inhabitants over the age of 15 in the Netherlands, the number of primary 
clients rose from 170 in 2001 to 247 in 2006.

•   Between 1994 and 2000, the percentage of alcohol in all requests for treatment from 
outpatient addiction care varied from 37% to 40%. Thereafter there was a distinct 
increase from 41% in 2001 to 47% in 2005. The percentage stabilised at 47% in 
2007 and 2008. In 2008 a fifth (20%) of primary alcohol clients were newcomers. 
They had not been registered before with (outpatient) addiction care on account of 
an alcohol problem. This is lower than the percentage of first-time clients among 
primary alcohol clients in 2007 (26%).

•   In  the  case  of  almost  two-thirds  of  primary  alcohol  clients,  alcohol  was  the  only 
problem substance (62%). Almost four in ten reported a secondary substance (38%), 
chiefly cannabis (12%), cocaine/crack (11%), or benzodiazepines (4%). In 2007, 
around four in ten (43%) reported using an additional substance as well.

•   The number of  (outpatient) addiction care  clients who cite alcohol as a  secondary 
problem doubled between 1996 and 2008 (Figure 7.5). Between 2006 and 2007 
there was a 7% rise in the number of secondary alcohol clients, but from 2007 to 
2008 the number declined again by 0.6%. For this group, cocaine or crack (42%), 
cannabis (26%) heroin (15%), gambling (5%), amphetamine (4%), methadone (3%) 
or benzodiazepines (2%) were the most prevalent primary problems.
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Figure 7.5  Number of clients of (outpatient) addiction care with primary or secondary alcohol 

problems, from 1996

5000

10000

15000

20000

25000

30000

35000

 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

 20939 21134 22378 22554 22365 22388 23849 26874 29518 31073 30210 33101 33205

 2465 2622 2718 2847 3007 3945 4121 4631 4987 5261 5208 5560 5528

Number

Primary

Secondary

Source: LADIS, IVZ (2009).

Age and gender
•   In 2008 the majority of primary alcohol clients were male (74%). The ratio of female 

clients fluctuated in 1994-2008 between 23 and 27 percent.
•   The average age in 2008 was 45. The peak age group for primary alcohol clients was 

40-54 (Figure 7.6).
•   The rise in the number of primary alcohol clients between 2002 and 2008 occurred 

in all age groups, but was more marked among juveniles and older people. In the 15 
to 19 year age group, the number rose by 85% during this period. Among 55 to 59 
year olds there was a rise of 62%, in the 60 to 64 age bracket a rise of 125% and 
an increase of 95% in the over 65s. Currently, almost a quarter of primary alcohol 
clients are aged over 55 (23%).
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Figure 7.6  Age distribution of primary alcohol clients of the (outpatient) addiction care services. 
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General hospitals and incidents
The LMR (Dutch Hospital Registration) registered some 1.8 million clinical admissions 
to general hospitals in 2007.
•   In 2008 there were 5,983 admissions with an alcohol-related condition as the primary 

diagnosis. The most frequent diagnoses were:
 -  alcohol misuse (37%)
 -  alcoholic liver disease (25%)
 -  alcohol dependence (18%)
 -  intoxication and toxic effects of alcohol (11%)
 -  alcohol-induced psychoses (7%).
•   Alcohol  problems  are  far  more  often  involved  in  secondary  diagnoses.  In  2008, 

13,717 alcohol-related secondary diagnoses were registered. In order of prevalence 
these were:

 -  alcohol misuse (49%)
 -  alcohol dependence (23%)
 -  alcoholic liver disease (14%),
 -  alcohol-induced psychoses (7%).
 -  intoxication and toxic effects of alcohol (5%)
 The primary diagnoses accompanying these secondary diagnoses were:
 -  accidents (other than poisoning (34%)
 -  gastric disorders (14%)
 -  poisoning (12%)
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 -  diseases of the cardio-vascular system (6%)
 -  illnesses and symptoms of the respiratory tract (5%)
 -  psychoses (3%).
•   The number of admissions to general hospitals with an alcohol-related condition as the 

primary diagnosis has increased since 2003 (Figure 7.7). From 2006 to 2007 the number 
of admissions rose by 16% and between 2007 and 2008 it rose by a further 6%.

•   Between 2001  and 2004  there was  a  rise  in  the  number  of  secondary  diagnoses, 
which appeared to stabilise in subsequent years (figure 7.7). From 2007 to 2008, 
however, there was a rise of 15%.

Figure 7.7 Admissions to general hospitals for alcohol-related problems, from 1998
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•   The same person may be admitted more than once per year. In addition, more than 
one secondary diagnosis may be made per case. In 2008, corrected for duplication, 
the total amounted to 14,220 persons who were admitted at least once with one (or 
more) alcohol-related condition(s) as the main or secondary diagnosis. Their average 
age was 47, and 69% were male. The peak age group is fifty to fifty-four (12%).

•   These  figures are probably an under-representation of  the  true  situation,  since  the 
role of alcohol is by no means always identified and registered in hospitals as the 
cause of an illness.
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•   In 2008, 337 day-care admissions were also registered as an alcohol-related primary 
diagnosis. From 2003 through 2007, there were 415, 347, 357, 353 and 359 such 
admissions, successively.

Figure 7.8 shows the number clinical or day-care admissions of children and juveniles 
aged under 17 for alcohol-related reasons.
•   In 2008 711 juveniles aged under 17 were admitted to hospital for an alcohol-related 

problem. Of these, 387were boys and 324 were girls.
•   Between 2001 and 2007 the number of admissions rose by 160%. Between 2006 

and 2007 the increase was 42%, and from 2007 to 2008, there was a further rise of 
four percent.

•   The  increase  is  relatively  greater  among  girls  than  among  boys.  Among  girls,  the 
number of admissions has more than quadrupled since 2001, and among boys, the 
number has doubled.

Figure 7.8  Clinical and day-care admissions (main or secondary diagnosis) of juveniles aged under 

17 for alcohol-related reasons, from 2001
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At the Ambulance Transport Centre (CPA), the Amsterdam Municipal Health Service 
(GGD Amsterdam) keeps a log of the number of requests for emergency treatment 
related to alcohol use.
•   In 2008 the CPA Amsterdam registered 2,145 alcohol-related ambulance journeys.
•   The number of alcohol-related ambulance journeys dropped slightly between 2001 

and 2003 (1,957 in 2001; 1,887 in 2002; 1,733 in 2003) and rose until 2006 (1,825 
in 2004; 2,056 in 2005; 2,165 in 2006).

•   In 2007 and 2008 the number of registrations stabilised at 2,138 and 2,145 respec-
tively.

•   About six out of ten patients (59%) were transported to a hospital emergency depart-
ment. In the other four out of ten cases, the ambulance staff provided first aid at 
the scene.

According to the injury information system (LIS) of the Consumer Safety Association, 
some 15,000 people annually receive emergency treatment in a hospital for injury caused 
by an accident, violence or self-harm involving alcohol (Table 7.5) (Valkenberg, 2009). 

The data are estimates for the whole country, based on figures from a representative 
sample of hospitals.
•   The  number  of  emergency  room admissions  resulting  from  accidents,  violent  inci-

dents or self-harming in which alcohol was involved, increased by 46% from 2004 
to 2008.

The remaining LIS data have been averaged over the period from 2004 through 2008.
•   Nearly three-quarters of all victims are male (69%; 11,000).
•   16% are aged between 0 and 19 years (which means 2,360 juveniles annually); 26% 

are aged 20 to 29 and 37% are in the 30-49 age group.
•   The likelihood of emergency room treatment is greatest in the 20-24 age group (15% 

of all cases), followed by age 15-19 (14%). Each week an average of 45 victims aged 
20 to 24 are treated in a hospital emergency department for the consequences of 
alcohol use.

•   Over half of the accidents (57%) take place in private circumstances (Table 7.7), such 
as a fall when intoxicated, or alcohol poisoning. In second place are road accidents 
(particularly falls from bicycles), followed by self-harm (often involving a combination 
of alcohol and drugs and/or medicines) and injury through violence.

•   Nearly half (47%;7,200) of the victims of an accident involving alcohol had fallen – often 
from a bicycle, moped or motorcycle (17%; 2,600). Over a third (35%; 5,400) had 
suffered alcohol poisoning. Nearly one in ten victims were injured after contact with an 
object such as cutting themselves on glass or bumping into something (9%; 1,300)

•   Four out of ten (40%, 6,200) victims were admitted to hospital after emergency room 
treatment. The percentage of people admitted to hospital following an accident invol-
ving alcohol is relatively high. This is an indication that accidents involving alcohol are 
serious. This compares with an admission rate of 11% on average for accidents in 
private circumstances, 18% for road traffic accidents and 60% for self-harming.
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•   In  approximately  1,200  admissions  annually,  drugs  had  been  used  in  addition  to 
alcohol. Self-harm occurs relatively frequently in a combination of alcohol and drugs 
(25% of cases, compared to 16% of cases involving only alcohol or only drugs).

•   These figures are probably an under-representation of the true scale of alcohol-related 
accidents, because the influence of alcohol on accidents is not systematically inves-
tigated.

Table 7.7  Type of alcohol-related incidents that were treated in the emergency department in Dutch 

hospitals (annual average for 2004-2008)

Type of incident Number Percentage

Private circumstances 8 800 57%

Road accident 3 200 21%

Self-harmI 2 400 16%

Injury through violence 920 6%

Total ±15 000 100%

I Such as suicide attempts by using alcohol and medicines. Source: LIS, Valkenberg (2009).

The National Poison Information Centre (NVIC) of the RIVM provides doctors, phar-
macists and government organizations with information about poisoning (Van Velzen 
et al., 2009).
•   In 2008, 2,103 cases of exposure  to alcohol were  reported  to  the NVIC. This was 

6% more than in 2007 (table 7.8). The increase is partly a consequence of the fact 
that notifications made via the website were included in the data for the first time 
in 2008.

•   These figures do not provide a clear picture of the absolute number of intoxications, 
however, because alcohol poisoning is not a notifiable condition. Moreover, doctors 
are generally familiar with the symptoms of alcohol use and overdose. The more 
familiar doctors are with the symptoms and treatment of intoxication with a particular 
substance, the less likely they are to consult the NVIC.

•   Some three-quarters of the cases involved a combination of alcohol and medicines.
•   The number of  information requests  for alcohol poisoning  involving  juveniles aged 

between 13 and 17 has increased in recent years from about 4% in 2002 to 8% in 
2005. No further rise has been registered since 2005. In 2008, the rate was seven 
percent. Alcohol poisoning among juveniles is mostly the result of drinking spirits 
with friends.
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Table 7.8  Requests for information on account of exposure to alcohol from the National Poisons 

Information Centre (NVIC) from 2000

2000 2001 2002 2003 2004 2005 2006 2007 2008

Total 1 372 1 247 1 403 1 709 1 817 1 780 1 658 1 979 2 103

-  % in 13-17 age group 4% 5% 4% 5% 7% 8% 8% 8% 7%

-  % alcohol and medicines 77% 75% 68% 72% 73% 75% 74%

Number of information requests annually submitted via the NVIC 24-hour helpline. Requests via the website 

www.vergiftigingen.info (online since April 2007) were included for the first time in 2008. Source: NVIC, 

RIVM.

Driving under the Influence
The percentage of drink-drivers remained stable in 2007 (Transport Ministry, 2008).
•   Sobriety tests conducted during weekend nights in 2007 showed that 3.0% of the 

tested motorists had more than 0.5 pro mille of alcohol in their blood. This is the 
same as in 2006, when the number was likewise 3%. However, compared to 2001, 
a decline has taken place (4.1% in 2001, compared to 3% in 2007).

•   In 2007 there were more male than female drink-drivers (3.6% versus 1.8%).
•   After reductions  in earlier years among both males and females, the percentage of 

offences remained stable in 2007 in both groups.
•   The  highest  percentage  of  drink-drivers  among males  is  in  the  35-49  age  group 

(4.5%); among females it is in the 25-34 age group (2.1%).
•   The percentage of drink-drivers is highest between 2.00 and 4.00 a.m., particularly 

on Friday night/Saturday morning (7.3%).

According to the traffic and shipping service (DVS), there were an estimated 2,300 
road deaths plus hospital admissions due to alcohol use in 2007 (table 7.9) (Ministry of 
Transport, Public Works and Water Management).4

•   The total number of alcohol-related hospital admissions and deaths has dropped since 
1998 (Table 7.9).

•   The percentage of alcohol-related traffic-accident deaths and hospital admissions has 
also dropped in relation to the total number of traffic-accident deaths and hospital 
admissions.

 -  In 1996 19% of traffic-accident deaths and hospital admissions were alcohol-
related; in 2007 the rate was 12%.

4 Data overlap partly with those of LIS, Consumer and Safety.
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Table 7.9  Estimated number of injuries and deaths in traffic accidents involving alcohol use, from 1998

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

Deaths 225 210 200 180 170 170 135 115 100 95

Hospital admissions 3 600 3 500 3 200 3 000 3 000 2 900 2 800 2 500 2 100 2 200

Source: Ministry of Transport, Public Works and Water Management: traffic and shipping service (DVS),

7.7 Illness and deaths

Illnesses

Moderate alcohol consumption: new insights
To date, it has appeared that moderate alcohol consumption was not harmful. In fact, 
light alcohol consumption is supposed to offer some protection against cardio-vascular 
illness.
•   Against  this  background,  the  Dutch  Health  Council  (2006)  in  its  ‘Healthy  Eating 

Guidelines’ recommended alcohol intake of no more than two standard measures 
daily for men and no more that one standard measure daily for women. Only young 
people under the age of 18 and women who might be pregnant or were breastfee-
ding were advised to abstain from alcohol.

•   However, recent research has given rise to the supposition that even moderate alcohol 
might not be without risks (Lauer & Sorlie, 2009). Moderate alcohol consumption can 
increase susceptibility to certain forms of cancer. It is probable that this disadvantage 
of an elevated cancer risk is no longer outweighed by the benefits of a reduced risk of 
cardio-vascular illness. Therefore, a universally applicable ‘safe lower limit’ for alcohol 
consumption which would rule out an elevated cancer risk cannot be established 
(SAR, 2010).

Excessive alcohol use
The harmful effects of excessive alcohol use are numerous.
•   Alcohol use is related to over 60 medical conditions. For most of these, risk increases 

according as more alcohol is consumed Anderson & Baumberg, 2006; Room et al., 
2005).

•   Globally, alcohol use causes almost as many deaths and illnesses as smoking and high 
blood pressure. The global illness burden from alcohol has been calculated to be 4.6 
percent (Rehm et al., 2009).

Excessive alcohol use increases the risk of certain types of cancer (KWF Dutch Cancer 
Society, 2004; Lauer & Sorlie, 2009).
•   Drinking two or more units of alcohol daily increases the risk of cancer of the mouth 

and throat, as well as a certain type of oesophageal cancer. The risk is further exacer-
bated for those who smoke as well.
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•   There are clear indications, that alcohol consumption is accompanied by an increased 
risk of breast cancer.

•   There are very clear indications of an increased risk of colon cancer, however only if 
three or more units per day are consumed.

•   For liver cancer, there are also clear indications of an increased risk from alcohol, but 
only after cirrhosis has first developed.

Excessive alcohol use also increases the risk of cardio-vascular disease and damage to 
the brain and nervous system (Single et al., 1999; Poppelier et al., 2002).
•   Daily  consumption  of  five  or  more  drinks  increases  the  risk  of  coronary  artery 

disease.
•   Daily consumption of more than two drinks increases the risk of hemorrhagic strokes. 

This is only true for hemorrhagic strokes.
•   Long-term  and  excessive  alcohol  consumption  (more  than  8  units  per  day)  may 

damage the nervous system (polyneuropathy), shrink the brain and damage cognitive 
functioning (learning, memory, concentration etc.).

•   Binge-drinking  increases  the  risk of  coronary  vascular disease,  acute  kidney  failure 
and brain damage.

In its advice on alcohol use in relation to conception, pregnancy and breast-feeding, the 
Netherlands Health Council concluded that it is impossible to set a safe limit for alcohol 
use by either men or women prior to conception and for women during pregnancy and 
breast-feeding (Netherlands Health Council, 2005).
•   There are indications that one standard glass or possibly even less of alcohol per day 

before conception may affect a woman’s fertility, and increase the risk of miscarriage 
and foetal death. The latter two risks are also increased by alcohol consumption by 
the father.

•   An  average  alcohol  consumption  of  less  than  one  standard  glass  per  day  during 
pregnancy may increase the risks of miscarriage, foetal death and premature birth. It 
may also have a negative impact on the child’s psychomotor development after birth. 
The effects are exacerbated by a higher average consumption. Consumption of six or 
more standard drinks per day increases the risk that the child will be born with defects 
and the typical facial characteristics of Foetal Alcohol Syndrome.

•   During  breastfeeding,  after  consumption  of  one  to  two  glasses  of  alcohol  by  the 
mother, infants have shown much less inclination to feed during the three hours 
afterwards and have a disturbed sleep-waking pattern.

Long-term heavy alcohol use in adolescence has been linked with damaging effects on 
the (development) of the brain Verdurmen et al., 2006).
•   Research especially shows negative effects on learning and memory function.
•   In  juveniles with  a  diagnosis  of  alcohol misuse  or  dependence,  damage  has  been 

found to the structure and volume of the brain, compared to their peers without 
alcohol problems.
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•   On  the  basis  of  current  research,  it  cannot  be  concluded with  certainty,  whether 
alcohol use is the (only) cause. However, the results of animal experiments do point 
to a causal association.

Deaths
The number of alcohol-related deaths showed a rising trend from 1996 through 2003. 
In 2004 there was evidence of a slight decline, and the number of alcohol-related deaths 
has remained stable since then.
•   According to the Causes of Death Statistics of Statistics Netherlands, in 2008 a total 

of 1,724 people died of causes linked specifically to alcohol, almost 2% more than 
in 2007 (Figure 7.9).

•   In 2008, alcohol was stated to be the primary cause of death in 44% of all alcohol-
related deaths; in the remaining 56%, alcohol use was the secondary cause of 
death.

•   In 2008, dependence and other mental disorders caused by alcohol use were the main 
causes of alcohol-related death (61%), followed by alcoholic liver disease (34%).

•   Alcohol-related deaths were most prevalent in the age group from 55 to 59 (Figure 
7.10). Most of those who died were male (75%).

•   The role of alcohol use in deaths is not always identified. Therefore these figures do 
not fully reflect the true situation.

 -  On the basis of epidemiological research it is thought that between four and six 
percent of cancer deaths are linked to chronic excessive alcohol use. This would 
mean that in 2008, between 1 675 and 2 510 alcohol-related cancer deaths took 
place. In 2002, only 150 such cases were actually registered (Van Leeuwen, 1999; 
Verdurmen et al., 2004).

 -  It may also be assumed that deaths caused by alcohol-related accidents and alcohol-
related aggression are not included fully in these figures.
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Figure 7.9 Deaths from alcohol-related conditions, from 1996
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Figure 7.10  Deaths from alcohol use (primary and secondary) in men and women by age group. 

Survey year 2008
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7.8 Supply and market

Research conducted by the World Health Organisation (WHO) has shown that the 
harm caused by alcohol can be reduced by increasing the price of alcohol and reducing 
its availability (WHO, 2009). However, in the Netherlands, alcohol is widely available 
in grocery stores, liquor stores and in pubs and restaurants. According to the Licensing 
and Catering Act, it is not permitted to sell drinks containing alcohol to juveniles aged 
under 16. For spirits, the age limit is 18.

The extent to which under-age drinkers succeed in procuring alcohol illegally themselves 
is determined by two factors. Firstly it depends on the extent to which an attempt is 
made. Secondly, it depends on the likelihood of success in actually illegally procuring 
the alcohol, once the attempt has been initiated.
•   In 2007, 30% of underage drinkers aged 13 years and 46% of underage drinkers 

aged 14 and 15 had attempted to procure low-alcohol beverages in bars in the past 
month (Kruize & Bieleman, 2008a).



1737 Alcohol

•   Of  under-age  drinkers  aged  13  to  15,  a  total  of  5%  had  purchased  low-alcohol 
beverages from bars, 1% from liquor stores and 5% from grocery stores (table 7.10). 
This reflects a declining trend: In 2001 the percentages were higher, at 14%. 1% and 
13 % respectively.

•   In 2007, around half of the 13 to 17 year olds (49%) had illegally ordered high-alcohol 
beverages in bars – about the same as in 2005 (48%), but less than in 2001 when 
the figure was 58%. Only two and three percent respectively, made the attempt in a 
liquor store in 2007 and in 2005; in 2001 the figure was four percent.

•   The chance of success remains high at 85% or more. This applies both to the under 
16s who try to procure weak alcoholic beverages and the under 18s who try to 
purchase high alcohol drinks. There is no difference between place of procurement. 
In the case of liquor stores, there was a decline in success rate from 91% in 2001 to 
68% in 2007.

Table 7.10  Percentage of under-age drinkers below the statutory age of 16 who purchased low-alcohol 

beverages from various sales outlets in the past month. Survey years 2001 and 2007

13 years 14 and 15 years Total

Sales outlet 2001 2007 2001 2007 2001 2007

Bars 4% 1% 25% 11% 14% 5%

Liquor stores 2% 1% 5% 2% 4% 1%

Grocery stores 6% 2% 18% 9% 13% 5%

Percentage of under-age drinkers. Source: Intraval.

The independent Institute for Alcohol Policy in the Netherlands (STAP) conducts 
research to establish which problematic areas hamper the combating of alcohol use 
among juveniles. The following problematic areas were recently identified:
•   Websites of alcohol producers containing advertisements for alcohol are very attrac-

tive to underage drinkers, particularly if the websites are interactive. Approximately 
on in five youngsters aged between 12 and 17 have ever visited a website of an 
alcohol producer. Although age-group controls are incorporated into these websites, 
in practice this does not deter the youngsters from visiting them (STAP, 2009a).

•   Juveniles  are  confronted  on  a  large  scale  with  alcohol  advertising  through  sports 
(STAP, 2009b).

•   By being exposed to alcohol advertising at sporting fixtures, young people develop 
positive attitudes to alcohol use (STAP, 2009c).

Excise
•   Since January 2009, the excise on a litre of spirits (35% alcohol) is €5.26, on a litre 

of wine €0.69 and on a litre of beer, €0.25 (Table 7.11).
•   For a glass of beer of 0.25 litres, this means €0.06, for a glass of wine of 0.1 litres it 

is €0.07 and for a measure of spirits (0.035 litres) it is €0.18.
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•   EU member states have different excise policies, with widely disparate rates of tax. In 
Italy, the tax on a litre of spirits with 35 volume percent alcohol is around three euro 
compared to some18 euro in Sweden (Table 7.11).

•   Seven wine producing countries impose no excise duty at all on wine.
•   Table 7.9 shows that the Dutch excise rates are in the mid-range.

Table 7.11  Excise duty on alcoholic beverages in a number of EU member states. Survey date July 2009

Member state BeerI WineII SpiritsIII

Sweden 17 222 1 804

Ireland 20 328 1 374

Finland 26 283 1 253

U.K. 21 270 981

Denmark 7  82 704

Belgium 2 47 613

Netherlands 25 69 526

France 1 3 515

Greece 1 0 458

Germany 1 0 456

Luxembourg 1 0 364

Portugal 9 0 350

Austria 2 0 350

Spain 1 0 291

Italy 2 0 280

Amounts in Euros per hectolitre of consumption. I. 5% alcohol by volume, survey date July 2007. II. 11% 

alcohol by volume; survey date July 2007. III. 35% alcohol by volume; survey date March 2007. Sources: 

Alcohol Product Board, (2008a), European Commission (2009a).
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8 Tobacco

Tobacco is made from the dried leaves of the tobacco plant (Nicotiana). It is generally 
smoked in the form of a cigarette, cigar or pipe, and more rarely taken as snuff 
or chewed.

Users experience tobacco as stimulating (improves concentration) and calming. Nico-
tine, its most important psychoactive component, is an addictive substance. Regular 
use is habit forming and increases tolerance. When tobacco smoke is inhaled, various 
substances are released, such as nicotine, tar and carbon monoxide, as well as number 
other chemicals that are harmful to the health.

8.1 Recent facts and trends

In this chapter, the main facts and trends concerning tobacco are:
•   Between 2007 and 2008, there was a slight drop in the percentage of (heavy) smokers 

in the general population. (§ 8.2).
•   Between 2005 and 2007, average tobacco sales per smoker remained stable, but rose 

slightly in 2008 (§ 8.2).
•   The  percentage  of  school-goers  in  mainstream  education  that  had  ever  smoked 

declined between 2003 and 2007. The percentage of current and daily smokers 
appears to have remained stable in this period. (§ 8.3).

•   Pupils attending REC-4 schools are more likely to be current smokers and smoke more 
cigarettes per day on average than pupils in mainstream schools (§ 8.3).

•   The Netherlands occupies an intermediate position in the EU with regard to smoking 
among school-goers (§ 8.4).

•   The use of smoking cessation aids rose between 2006 and 2008 (§ 8.5).
•   Lung cancer deaths from smoking rose somewhat between 2003 and 2008, particu-

larly among women (§ 8.6).
•   The slight reduction in total smoking-related deaths between 2000 and 2005 did not 

continue between 2005 and 2008 (§ 8.6).

8.2 Usage: general population

In the 1960s and 1970s smoking was the norm, particularly among men. From the late 
1960s until the early 1990s, the percentage of smokers declined sharply. This decline 
subsequently became less marked. The percentage of smokers in the population has 
been measured by various surveys.
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•   Surveys by  the Continuous  Survey of  Smoking Habits  (COR) of  STIVORO  (Dutch 
Expertise Centre on Tobacco Control) point to a flattening curve in the number of 
smokers between 2004 and 2008 (Table 8.1) (STIVORO, 2009a, 2009b).

 -  Between 2007 and 2008 there was a further slight decline in smoking in the popu-
lation aged 15 plus, from 27.5% to 26.7%

 -  In 2008 32% of the population aged over 15 were ex-smokers whereas 41% had 
never smoked.

 -  In terms of the number of people aged over 15, there are 3.6 million smokers in 
the Netherlands.

 -  The gap between male and female smokers has shrunk (Table 8.1). Female smokers 
now smoke virtually as much as male smokers.

 -  The highest percentage of smokers is found in the age group from 50 to 54. (Figure 
8.1).

•   The  NPO  (National  Prevalence  Research)  conducted  surveys  on  substance  use  in 
1997, 2001 and 2005) (Rodenburg et al., 2007).

 -  According to the NPO, the percentage of the population aged 15 to 64 that ever 
smoked dropped from 70% in 1997 to 62% in 2005. The drop was most marked 
between 2001 and 2005.

 -  The number of daily smokers dropped between 2001 and 2005 from 34% to 27%. 
These data deviate somewhat from those of the TNS NIPO measurements.
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Table 8.1 Male and female smokers in the Netherlands aged 15 and older, from 1970

Year Male Female Total

1970 75% 42% 59%

1975 66% 40% 53%

1980 52% 34% 43%

1985 43% 34% 39%

1990 39% 31% 35%

1995 39% 31% 35%

1996 39% 32% 35%

1997I 36.7% 30.3% 33.4%

1998 37.4% 30.1% 33.7%

1999 37.2% 30.6% 33.9%

2000 36.8% 29.3% 32.9%

2001II 33.2%II 27.2%II 30.2%II

2002 34.0% 27.6% 30.7%

2003 32.8% 27.2% 29.9%

2004 30.8% 25.2% 27.9%

2005 31.1% 24.5% 27.7%

2006 31.4% 25.0% 28.2%

2007 30.5% 24.5% 27.5%

2008 29.8% 23.8% 26.7%

Percentage of smokers. I. From 1997, the percentages are available with one digit after the decimal point. II In 

2001, the research method was changed: instead of a face-to-face interview at home, the survey is conducted 

via the Internet. This change may have affected the outcomes. Source: COR (STIVORO), TNS NIPO.

•   A downward trend can be seen in smoking among women during pregnancy. In 2003 
11% of pregnant women smoked, compared to 21% in 1996 (Lanting et al., 2007).

•   The National Anti-Smoking Programme 2006-2010 has set the target to reduce the 
number of smokers in Dutch society from 28% in 2005 to 20% in 2010 (Parliamen-
tary Report, 2006b).
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Figure 8.1 Percentage of smokers in the Netherlands by age group and gender. Survey year 2008
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In contrast to the reduction in the number of smokers, there was an increase in the 
1970s in the amount of tobacco used per smoker. Since the 1980s, the average number 
of cigarettes or roll-ups smoked daily has been estimated at around the twenty mark, 
with a decline from 2005 to an average of 18 a day (STIVORO, 2008a).
•   In 2008 some 25 billion cigarettes or  roll-ups were smoked  in the Netherlands – a 

decline of around one billion compared to 2007 (Table 8.2).
•   Rolling  tobacco  has  declined  in  popularity  since  1990  by  comparison  with  ciga-

rettes.
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Table 8.2 Use of cigarettes and rolling tobacco in the Netherlands, since 1967

Year Number of
Cigarettes
(billion)

Number of
Roll-ups
(billion)

Total number
(billion)

Average daily 
sales per 
smokerI

1967 16.6 9.1 25.7 12.9

1970 18.7 9.9 28.6 14.0

1975 23.9 13.1 37.0 18.6

1980 23.0 13.9 36.9 21.3

1985 16.3 17.8 34.1 20.7

1990 17.3 16.6 33.4 22.4

1995 17.2 14.4 31.6 20.1

2000 16.7 13.7 30.4 19.9

2001 16.3 12.4 28.7 20.1

2002 16.9 13.2 30.1 20.5

2003 17.0 13.1 30.1 20.9

2004 14.8 12.1 26.9 20.0

2005 13.5 11.1 24.6 18.3

2006  14.1  10.9  25.0  17.9

2007  15.2  10.8  26.0  18.3

2008  14.9  10.3  25.2  19.2

I. Average number of cigarettes or roll-ups. Source: STIVORO, Statistics Netherlands (CBS), Ministry of 

Finance.

Heavy smoking
A heavy smoker is defined as a smoker who smokes an average of at least 20 cigarettes 
and/or roll-ups per day. According to Statistics Netherlands (CBS), there has been a 
decline in recent years in the percentage of heavy smokers. However, in 2006 and 2007 
the decline was only slight and stabilised in 2008.
•   In 2008, 6.8% of the population aged over 12 smoked 20 or more cigarettes a day 

(8% of males and 5% of females). This corresponds to almost one million heavy 
smokers in the population. In 2007, the percentage of heavy smokers was 6.7%; in 
2006 7.2%; in 2005 7.7% and in 2001 9.8% (CBS, 2009a).

•   In  2008  a  quarter  of  all  smokers were  heavy  smokers  (25%).  In  2007  the  figure 
was 24%, while in 2000 as many as 35% of smokers were heavy smokers (CBS, 
2009a).
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8.3 Usage: juveniles and young adults

The percentage of young smokers has dropped in recent years.
•   According to the Dutch National School Survey, there was drop between 1996 and 

2007 in the percentage of school-goers attending mainstream secondary schools 
who had ever smoked (Figure 8.2). (Monshouwer et al., 2008). The percentage of 
those who had smoked during the past month declined between 1996 and 2003 and 
stabilised in 2007.

•   Data from the Continuous Survey of Smoking Habits (COR) of STIVORO show that 
the percentage of current smokers among those aged 10 to 19 remained stable from 
1992 through 2002 (between 27% and 31%). In 2004 and 2005, the percentage of 
current smokers in this age group dropped to 23%.This was followed by a further 
decline of 21% in 2006. In 2008, the rates were 22 and 24 percent respectively 
(STIVORO, 2008b).

•   In 2009, 60% of young people aged 10 to 19 had never smoked. This is an improve-
ment of 10% on 1999, when 50% of this age group had never smoked (STIVORO, 
Statistics Neterlands, 2009e).

Figure 8.2 Smoking among school-goers aged 12 to 18, from 1988
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Age and Gender
Smokers start young.
•   In  2007,  7%  of  pupils  in  the  two most  senior  years  of  primary  school  had  ever 

smoked. Of pupils attending mainstream secondary schools, 39% had ever smoked. 
These figures reflect the average; the percentage rises with age (Figure 8.3).

•   Nearly a fifth (19%) of secondary school pupils had smoked in the past month.
•   These percentages, too, increase as the pupils get older. In the oldest age group (17 

and 18), around one third (34%) were current smokers, compared to 4% of 12 year 
olds and 10% of thirteen year olds.

•   Almost  the  same  number  of  boys  (19%)  as  girls  (18%)  had  smoked  in  the  past 
month.

Figure 8.3 Smoking in school-goers aged 10 and older, by age. Survey year 2007
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Extent of smoking
•   Current  smokers  among  school-goers  smoke  the  following  amount  per  day  on 

average: 40% smoke less than one cigarette daily, and a fifth smoke more than ten 
a day.

•   Seven percent of school-goers smoked daily in 2007 – around the same as in 2003. 
Between 1999 and 2003 the percentage of daily smokers dropped from 13 to 9 
percent.

•   Over a third of daily smokers (35%) smoked more than ten a day in 2007.
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Special education
Table 8.3 shows the percentages of current smokers and the average number of ciga-
rettes smoked a day by pupils in special education, compared to those in mainstream 
education (Kepper et al., 2009).
•   The percentage of school-going smokers that smoked in the past month is by far the 

largest at REC-4 schools. In the 12-15 age group, the percentage of current smokers 
in practical education (pro) and in learning support education (lwoo) is also higher by 
comparison with mainstream education but lower than REC-4 schools. Incidentally, 
pupils attending REC-4 schools account for only one to two percent of all pupils in 
secondary schools (see Appendix F).

•   Current smokers attending REC-4 schools smoke the most cigarettes on average per 
day.

Table 8.3  Smoking among pupils aged 12 to 16 attending special and mainstream schools, by age group

Current smokers (%) Average number of cigarettes per day

School type 12-13 years 14-15 years 16 years 12-13 years 14-15 years 16 years

Special

 REC-4I 29% 47% 59% 11 13 14

 ProII 15% 31% 30% 7 9 11

 LwooIII 15% 30% 39% 5 11 11

Mainstream 8% 22% 26% 3 6 6

Percentage of current users (past month) and average number of cigarettes per day among current smokers. 

Survey year for special schools was 2008. Survey year for mainstream schools was 2007. I. REC = Regional 

Expertise Centre. II. Pro =practical education. III. Lwoo = learning support education. Sources: Trimbos 

Institute; Trimbos Institute/University of Utrecht.

Special groups of young people
Smoking is considerably more common among juveniles in the social scene and problem 
youngsters than among school-goers in general.
•   In 2008, smoking among 12 to 16 year olds in residential care was surveyed (Keppler 

et al., 2009). The percentage of ever smokers among 12 to 13 year olds, 14 to 15 
year olds and among 16 year olds was 68, 89 and 84 percent, respectively. In these 
age groups, the percentage of current smokers was 42%, 70% and 75% respectively. 
Current smokers smoked on average 8, 11 and 14 cigarettes a day.

•   In 2008/2009 substance use was examined among attendees at eleven national and 
regionally organised large scale parties and festivals (Trimbos Institute/University of 
Amsterdam 2010).

 -  Five out of ten attendees (51%) were current smokers.
•   In the same survey in 2008/2009, substance use among clubbers and disco-goers was 

studied in large and medium-sized municipalities in five regions of the Netherlands: 
North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Central 
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(Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord- Brabant, 
Zeeland, Limburg).

 -  The percentage of current smokers was highest in West (54%), followed by North 
(51%), South (50%), East (47%) and Central (46%), although these differences 
were not statistically significant.

 -  On the basis of these regional data, a national estimate of this substance use among 
clubbers is being drawn up. These data were not available for this Annual Report, 
but will be included in the final report of the social scene survey.

•   In 2008, 81% of clubbers  in Amsterdam had ever smoked, and 61% were current 
smokers (Benschop et al., 2009). In 2003 only 55% were current smokers. During 
this period, the percentage of daily smokers declined however, from 38% to 30%. 
On average, current smokers smoke nine cigarettes a day.

8.4 International comparison

General Population
On behalf of the European Commission, The Flash Eurobarometer measured the 
number of smokers in the EU member States + Norway in 2008. In the population aged 
over 15, the survey measured the percentage of daily smokers and the percentage of 
occasional smokers. These percentages differ considerably between the countries (table 
8.4) (Gallup, 2009).
•   Of  the  EU-15  +  Norway,  Greece  had  the  most  smokers  (42%),  with  35%  daily 

smokers and 7% occasional smokers. Sweden had the fewest (25%), with 18% daily 
smokers and 7% occasional. The Netherlands occupies an intermediate position.

•   In  all  countries  of  the  EU-15 + Norway,  the  percentage of  daily  smokers  is  larger 
than the percentage of occasional smokers. On average, in these 16 countries, the 
percentage of daily smokers is five times higher than the percentage of occasional 
smokers.

•   Of the EU-15 + Norway, the percentage of ex-smokers is highest in the Netherlands 
(29.2%), followed by Sweden (28.5%). The percentage of former smokers is lowest 
in Portugal (16.0%).

•   In the EU-27 in 2008, 38% of males aged 15 and older were smokers, compared to 
26% of females. Of the male cohort, 32% smoke daily and 6% smoke sometimes. 
Of the female cohort, 21% smoke daily and 5% smoke sometimes.
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Table 8.4 Smokers in the EU-15 plus Norway aged 15 and older. Survey year 2008

Country Daily Sometimes Total

Greece 34.7 7.4 42.1

Denmark 29.0 5.2 34.2

France 28.3 5.9 34.2

Austria 25.7 8.1 33.8

Germany 27.3 5.5 32.8

Spain 27.4 4.1 31.5

Ireland 24.6 4.2 28.8

Luxembourg 24.2 4.6 28.8

Italy 25.6 3.0 28.6

The Netherlands 24.2 3.8 28.0

Norway 20.7 7.2 27.9

U.K. 22.8 4.9 27.7

Belgium 23.7 2.5 26.2

Portugal 22.0 4.0 26.0

Finland 18.9 6.0 24.9

Sweden 17.5 7.0 24.5

Percentage of smokers. Daily smoking is not counted as sometimes smoking; the percentages may be added 

up. Source: Flash Eurobarometer, European Commission, Gallup

Juveniles and Young Adults
With the ESPAD survey of 2007 (see appendix B) it is possible to compare the smoking 
behaviour of 15 and 16 year old pupils in secondary schools throughout Europe. Figure 
8.4 shows the percentage of current smokers in 14 EU member states, plus Norway and 
Switzerland (Hibell et al., 2009).
•   Of the countries under review, Austria had the most and Portugal and Norway the 

fewest smokers among secondary school students.
•   The Netherlands occupies an intermediate position.
•   In most of the countries, more girls smoke than boys.
•   Nearly a quarter of Dutch school-goers (24%) report having smoked more than forty 

times in their lives. In the other countries, this percentage varies from 12% in Portugal 
to 35% in Austria.
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Figure 8.4  Smokers among secondary school pupils aged 15 and 16 in a number of EU member 

states plus Norway and Switzerland. Survey year 2007
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Percentage that had smoked in the past month. Source: ESPAD.

8.5 Treatment demand

Treatment demand for tobacco addiction mainly involves self-help and requests for 
treatment from the GP. The Addiction Care services sometimes provide cessation 
programmes, but not on a large scale.
•   In  2008,  almost  half  (47%)  of  smokers who  attempt  to  quit,  did  so without  any 

external help. The remainder attended courses, consulted their GP, used nicotine 
replacement therapies (patches, chewing gum or Zyban®) or Champix®, had acupunc-
ture or hypnosis, or tried a different method. The most common reason for giving up 
smoking is smokers’ concern about their own health (STIVORO, 2009a).

•   The use of nicotine replacement therapies has increased. Sales of patches, chewing 
gum and tablets rose from around 14.8 million euro during the 2007 calendar year 
to nearly 16.3 million euro during 2008 (IMS Health, 2009). In 2007, Zyban® was 
issued 48,000 times, a rise of over 6% compared to 2006. The new anti-smoking 
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medication, Champix®, which was launched onto the Dutch market in March 2007, 
was prescribed as often as Zyban® by the end of that year (Foundation for Pharma-
ceutical Statistics, SFK, 2008).

•   The Stop-Smoking Minimal Intervention Strategy (MIS) has proved to be an effective 
instrument which GPs, nurses and cardiologists can use to encourage patients to 
give up smoking (Bolman et al., 2004). The application of the MIS intervention by 
midwives can lead to a significant reduction in smoking among pregnant women (De 
Vries et al., 2006). It is thought that its adoption and implementation by the nursing 
departments of cardiology and obstetrics could be significantly improved (Segaar, 
2006).

•   In late 2004, an official guideline for treating tobacco addiction was published by the 
Dutch Institute for Healthcare Improvement (CBO). This guideline contains strategies 
for dealing with patients who smoke and describes the effectiveness of various treat-
ments (CBO, 2004; Van Weel et al., 2005).

•   In 2007, the NHG Guideline on giving up smoking was published. This guideline for 
general practices is a reworking of the CBO Guideline and builds on the Minimal 
Intervention Strategy on giving up smoking for general practice (H-MIS) (Chavannes 
et al., 2007). In April 2009, the Health Care Insurance Board (CVZ) issued a recom-
mendation that the smoking cessation programme should be covered by health insu-
rance from 2010. (Kroes & Mastenbroek, 2009). Since then, the minimal intervention 
strategy has been relaunched independently of any single insurer, and is known as 
the STIMEDIC® Stop Smoking method (www.stivoro.nl).

•   The Stop Smoking health care module is expected to be ready in 2009. This module 
is covered by the illness-specific health care guidelines to which quitting smoking 
apply. It is also offered as a separate intervention for anyone who wants to give up 
smoking.

The STIVORO advisory centre also provides support to people who want to give up 
smoking.
•   The campaign ‘There is a non-smoker inside every smoker’ ran from late April 2008 

to late January 2009. This campaign was run in conjunction with the introduction of 
the smoking ban in the hospitality industry on 1 July 2008. During the campaign, 
1.4 million smokers made an attempt to quit smoking. By means of intermediaries, 
attempts were also made to reach target groups in the Turkish community STIVORO, 
2009a).

•   Since  mid-2008,  assistance  is  offered  free  of  charge  via  the  interactive  internet 
programme ‘the stop site’, to those who want to give up smoking. In the space of 
half a year, 2,600 people availed of this offer.

•   The number of telephone coaching sessions rose from 703 in 2007 to 950 in 2008.
•   The percentage of quit attempts without the use of smoking cessation aids remained 

stable at around 70 percent between 1992 and 2008, as did the percentage of (ex-) 
smokers that used these aids for a quit attempt (on average 23%) (De Korte et al., 
2008).
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•   For low socio-economic status groups, the following smoking cessation measures have 
proven effective or may be effective: free support, telephone counselling, smoking 
cessation support in the workplace, mass media campaigns, school programmes and 
measures targeting pregnant women (Tariq et al., 2009).

Of a different scale altogether is the demand made on the health care system due to 
conditions caused or exacerbated by smoking.
•   For 2005 it is estimated that approximately 90,000 clinical hospital admissions of people 

aged 35 and older were due to smoking-related illnesses (Cruts et al., 2008a).
•   This amounts to around 7.5% of the total number of hospital admissions in this age 

group.
•   Cancer of the respiratory tract, coronary disease and COPD are the most frequently 

cited reasons for hospitalisation.

8.6 Illness and deaths

Illnesses
Smoking is linked to cardio-vascular illnesses, lung diseases and cancer.
•   Table 8.5 shows that lung cancer, COPD, oesophageal, laryngeal, and oral cancer are 

caused overwhelmingly by smoking. In 2007 91% of lung cancer cases among men 
and 73% among women were caused by smoking.

•   Research conducted by the University of Maastricht and GGD Zuid-Limburg found 
that the decline in under-age smoking (see § 7.3) may prevent large numbers of 
smoking-related disease in the future (Gielkens-Sijstermans et al., 2009). In 1996, 
22% of second-grade students in secondary school (average age 13) in the south-
east of the Netherlands were current smokers. By 2005 this had declined to 8%. 
Assuming that these youngsters do not take up smoking at a later age, it was calcu-
lated that the thirteen-year olds in 2005 would have an estimated 11,500 fewer cases 
of COPD, 3,400 fewer cases of lung cancer and 1,800 fewer heart attacks at a later 
age compared to the 1996 cohort.

•   Clear indications have emerged that smoking increases the risk of dementia (Reitz et 
al., 2007).

•   Research  in  the Dutch male  population  has  shown  that  an  average  smoker  has  a 
reduced life expectancy almost seven years and a heavy smoker of almost nine years. 
Furthermore, smoking cigarettes causes almost six years of illness (Streppel et al., 
2007).

•   A recent study has found that smoking is the single greatest cause of death among 
the many avoidable risks that affect people’s health (Danaei et al., 2009).

•   Passive smoking can also cause a variety of illnesses.
 -  People who do not smoke themselves, but are regularly exposed to environmental 

tobacco smoke (ETS) from a smoking partner have an increased risk of developing 
lung cancer. In the case of passive smoking women, the increased risk is 20% and 
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among passive smoking men, the elevated risk of lung cancer is 30% (Kawachi, 
2005).

 -  Besides lung cancer, passive smoking also increases the risk of diseases of the respi-
ratory tract, such as asthma and bronchitis. There is furthermore an elevated risk of 
cardio-vascular diseases and brain haemorrhage (Peters, 2007). The risk of an acute 
coronary incident increases by 15% from more than one hour of passive smoking 
weekly (Teo et al., 2006).

 -  According to recent research, the number of acute heart infarcts caused by ETS had 
already declined by 17% after one year, in regions where a smoking ban in public 
places had been implemented (Meyers et al., 2009; Lightwood & Glantz, 2009).

 -  Children have a higher risk of developing infections of the respiratory tract and 
middle-ear infection from ETS. Babies whose mothers smoke have a higher risk 
of complications during pregnancy, as well as premature birth, low birth weight, 
higher blood pressure and higher cholesterol (Kawachi, 2005; Peters, 2007; Teo et 
al., 2006; Van Schooten & Godschalk, 2005). Passive smoking by the mother during 
pregnancy can also result in a lower birth weight (Van Schooten and Godschalk, 
2005).

Deaths
Smoking is the main cause of premature death in the Netherlands
•   In 2008 19,357 people aged over 20 died from the direct consequences of smoking, 

in the Netherlands (table 8.5), approximately the same number as in 2007. Between 
2000 and 2005 there was a slight decline in smoking-related deaths (from 20,718 
to 18,907), but this trend did not continue between 2005 and 2008. Per 100,000 
inhabitants aged over 20, the death rate from smoking was 155 cases in 2008; in 
2000 the number was 173.

•   14% of  all  deaths  in  the Netherlands  in  2008  among  people  aged  over  20 were 
directly attributable to smoking (20% for men and 9% for women).

•   The true rate of deaths caused by smoking is higher, because the effects of passive 
smoking have not been factored in. Annual deaths from passive smoking are esti-
mated at several thousand cases due to heart conditions, several hundred cases from 
lung cancer and about a dozen instances of cot death (Hofhuis & Merkus, 2005).
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Table 8.5  Deaths due to a number of conditions among men and women from age 20. Survey year 2008I

Total deaths Deaths from smoking

Condition Men Women Men Women

Lung cancer 6 386 3 531 5 823 (91.2%) 2 591 (73.4%)

COPD 3 506 2 775 2 959 (84.4%) 1 902 (68.5%)

Coronary heart 
diseaseII

6 480 4 905 1 786 (27.6%) 601 (12.3%)

Stroke (CVA) 3 610 5 781 732 (20.3%) 525 (9.1%)

Heart failure 2 503 4 206 449 (17.9%) 223 (5.3%)

Oesophageal cancer 1 131 427 898 (79.4%) 267 (65.5%)

Laryngeal cancer 154 42 124 (80.5%) 35 (83.3%)

Oral cavity cancer 375 178 346 (92.3%) 96 (53.9%)

TotalI 24 145 21 715 13 117 (54.3%) 6 240 (28.7%) 

I. Per condition, first rounded to whole numbers and then added up. Source: RIVM

Thanks to the fall-off in smoking among men between 1960 and 1990, male deaths 
from lung cancer have dropped since the mid 1980s. Among women, however, who 
have taken up smoking in greater numbers, the trend is reversed (Table 8.6).
•   The  upward  trend  in  lung  cancer  deaths  among  women  will  continue  for  some 

decades (Bonneux et al., 2003).
•   The decline among men until 2003 did not continue in subsequent years. From 2007, 

a slight rise is evident.
•   The opposite trends for men and women balance each other out. Consequently, total 

deaths from lung cancer have remained fairly stable for some years, although there 
has been evidence of a slight rise again in recent years.

•   Figure 8.5 shows a stabilising trend in the number of deaths from COPD and other 
smoking-related conditions.

•   There  is a downward trend  in  the death  rate  from smoking-related coronary heart 
disease and stroke.
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Table 8.6  Deaths from lung cancer as a primary cause of death among people aged over 15, from 

1985. Number of deaths per 100 000 inhabitants

Year Males Females Total

1985 127 16 71

1986 130 17 72

1987 127 17 71

1988 128 19 72

1989 123 20 70

1990 117 20 67

1991 118 20 68

1992 117 22 69

1993 115 24 69

1994 113 26 68

1995 112 27 69

1996 109 28 68

1997 108 29 68

1998 106 30 68

1999 105 33 68

2000  99 34 66

2001 100 35 67

2002  96 39 68

2003  95 40 67

2004  99 42 70

2005  97 45 71

2006  95 47 71

2007  97 50 73

2008  97 51 74

Number of deaths per 100 000 inhabitants. From 1985-1996: ICD-9 code 162, from 1996: ICD-10 codes 

C33-34 (see Appendix C).Source: Cause of Death Statistics,CBS.
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Figure 8.5  Deaths from a number of smoking related conditions in the population aged over 20, 

from 2001
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8.7 Supply and market

Availability of tobacco
The market share of the various sales outlets varies for cigarettes, cigars, rolling tobacco 
and pipe tobacco (Dutch Retailers Association, 2009).
•   In 2008 39% of cigarettes were purchased in supermarkets, 29% at petrol stations, 19% 

in tobacconists and convenience stores, 5% in bars etc. and 8% from other outlets.
•   In the same year, the percentages for cigars were: 35% purchased in petrol stations, 

30% in tobacconists and convenience stores, 24% purchased in supermarkets, 2% 
in bars etc. and 9% from other outlets.

•   The percentages for rolling tobacco and pipe tobacco were: 51% in supermarkets, 
20% in tobacconists and convenience stores, 20% at petrol stations, 3% in bars etc. 
and 7% from other outlets.



192 Netherlands National Drug Monitor - NDM Annual Report 2009

Since 1 January 2003 it is no longer permitted under the amended tobacco laws, to sell 
tobacco products to juveniles aged under 16.
•   The  number  of  13  to  15  year  olds  surveyed who  have  bought  tobacco  products 

dropped between 1999 and 2005 from 26% to 9%, but rose to 10% in 2007 (Kruize 
& Bieleman, 2008b).

•   Youngsters attempt to purchase tobacco products from four different kinds of retail 
outlets: specialist tobacconists, grocery stores, petrol stations and cigarette machines. 
The trend in purchase attempts is moving away from grocery stores (4%), petrol 
stations (5%) and cigarette machines (3%), but is increasing among specialist tobac-
conists.

•   The  likelihood  that  a  juvenile  aged  under  16  will  succeed  in  purchasing  tobacco 
products was at least 90% in 2007, which is the same as in previous survey years. 
Nonetheless, 97% of retailers claim that they never sell tobacco to children aged 
under 16.

•   On the whole,  the statutory ban on sales to underage smokers has probably been 
effective, as fewer juveniles now smoke and non-smokers less frequently purchase 
tobacco (Verdonk-Kleinjan, et al. 2008).

On 1 January 2004, an article was added to the Tobacco Act to the effect that employers 
are obliged to protect employees from environmental tobacco smoke.
•   The percentage of companies that claim to have correctly implemented the smoking 

ban rose from 76% to 95% between 2004 and 2008 (Intraval, 2009).
•   During  this period,  the percentage of companies  that experienced problems  in  the 

introduction of the smoking ban declined from 23% to 12%.
•   During the same period, the percentage of companies that experienced problems in 

maintaining the smoking ban dropped from 15% to 4%.

Excise duty
•   In July 2009, a packet of 19 cigarettes  in the most popular price bracket cost 4.60 

euro. This converts to 6.05 euro for 25 cigarettes, of which €3.45 is excise tax and 
€0.97 is VAT (table 8.7). A packet of rolling tobacco weighing 50 grams cost €5.50, 
of which €2.48 is excise duty and €0.88 is VAT.
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Table 8.7 Cigarette prices and taxes from 1970. Survey date July 2009

Year Price Taxes Taxes in %

1970 0.86 0.60 69%

1975 1.02 0.68 67%

1980 1.36 0.98 72%

1985 1.88 1.35 72%

1990 1.97 1.37 70%

1995 2.56 1.84 72%

1996 2.61 1.87 72%

1997 2.79 2.01 72%

1998 2.93 2.11 72%

1999 3.04 2.19 72%

2000 3.15 2.27 72%

2001 3.43 2.50 73%

2002 3.54 2.58 73%

2003 3.54 2.63 74%

2004 4.60 3.36 73%

2005 5.00 3.65 73%

2006 5.00 3.65 73%

2007 5.00 3.65 73%

2009 6.05 4.42 73%

Price and taxes in Euro per pack of 25 (converted). Tax includes excise duty and VAT. Source: European 

Commission (2009b).

International Comparison
The taxes imposed on tobacco products differ considerably among EU member states.
•   In the EU-15 the excise duty is highest in Ireland and lowest in Greece (Table 8.8). 

The Netherlands occupies an intermediate position.



Table 8.8  Cigarette prices and taxes in a number of EU member states. Survey date July 2009

Country Price Excise duty VAT Excise+VAT

Ireland 10.56 6.51 1.46 7.97

U.K.  9.23 5.82 1.20 7.02

France  6.63 4.24 1.09 5.33

Sweden  6.30 3.97 1.26 5.23

Netherlands  6.05 3.45 0.97 4.42

Belgium  5.90 3.49 1.02 4.51

Germany  5.88 3.52 0.94 4.46

Finland  5.50 3.24 0.99 4.23

Denmark  5.36 2.86 1.07 3.94

Italy  4.63 2.71 0.77 3.48

Austria  4.50 2.60 0.75 3.35

Luxembourg  4.30 2.48 0.56 3.04

Portugal  4.25 2.62 0.71 3.33

Spain  3.75 2.39 0.52 2.91

Greece  3.75 2.16 0.60 2.76

Price. Excise duty and VAT expressed in euros per pack of 25 cigarettes (converted). Source: European 

Commission (2009b).
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9 Drug-related crime

This chapter covers crimes committed in violation of the drug laws (Opium Act), inclu-
ding organised crime and trafficking of precursors for drug production – insofar as this 
is registered by police and law enforcement agencies or has been reported in scientific 
research.

Drug smuggling, production, cultivation, trafficking and possession are all punishable by 
law. The policy of law enforcement is chiefly directed at drug production and trafficking. 
Lower priority is accorded to detecting small quantities of drugs for own use. If someone 
is caught with a small amount of a drug for his own use (five grams of cannabis or five 
cannabis plants and a half gram or one hard drug pill/capsule), the drug is seized and 
access to certain venues denied, but in principle an arrest is not made, nor is there a 
criminal investigation. In the case of possession of larger quantities, arrests are made 
and charges follow. The severity of sentencing depends on the quantities of the drug 
involved. ‘Large quantities’ are at least 500 grams of cannabis, 200 cannabis plants 
or 500 units of any other drug defined as a soft drug. With regard to hard drugs, any 
amount greater than the above-defined quantity for own use is considered serious.5 
The crime of ‘commercial cultivation’ of cannabis depends on the number of plants, 
i.e., more than five, the degree of professionalism and the role of the suspect.6 Halluci-
nogenic (magic) mushrooms (both dried and fresh) are now covered by the Opium Act 
are classified as soft drugs since December 2008.

A summary of recent facts and trends in § 9.1 is followed by a report in § 9.2 on (1) criminal 
investigations into organised drug crime, (2) dismantling of drug production locations, (3) 
charges brought by police and the Royal Military Police (KMar), (4) cases disposed of by 
the Public Prosecutor and the courts, (5) recidivism in cases of drug smuggling, trafficking, 
production and possession. This takes account of the entire law enforcement chain. There 
is also a brief report on (6) the Netherlands in an international perspective.

The data are derived from police records, registrations of the Public Prosecutor and 
Court Records, the WODC Recidivism Monitor and recent scientific research. The regi-
stries of law enforcement agencies. The data cannot be generalised to total drug crime, 
because it does not take account of crimes unknown to the law enforcement agencies 
or unregistered crimes. Furthermore, the figures reflect the crime-solving priorities and 
capacity of the law enforcement authorities. The registration data are sometimes incom-
plete or may not be comparable over time. This calls for a certain degree of caution in 
interpreting the data and in drawing conclusions about trends. Furthermore, registration 
systems are regularly updated and improved. In this case, the most recent updates are 

5 Official government papers: Stc 2000/250: Staatscourant 27 December 2000 no.250, 2000; Stb 2006 no. 416: 
Staatsblad 21 September 2006, no. 416, 2006; Opiumwet, 2010: www.overheid.nl.

6 Office of the Public Prosecutor, 2000: Aanwijzing Opiumwet.
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reported. These refer to 2007 in the case of police and KMar records on suspects as well 
as disposals by the courts, whereas the remainder refer to 2008.

The following developments in both criminal investigations and drug legislation are 
relevant as a background to the numbers:
•   Trafficking and smuggling of heroin and cocaine, production and trafficking of synthetic 

drugs and organised hemp cultivation are targeted by the programme ‘Clamp-down 
on organised crime’.7 In 2008 the National Police Agency (KLPD) classified these 
activities as a threat to Dutch society, and they are prioritised in criminal investigations 
during the period 2008-2012 (Boerman, Grapendaal & Mooij, 2008).

•   The intensified activities arising from the ‘Plan to combat drug smuggling at Schiphol 
airport’ have become permanent since 2006, and those targeting ecstasy (Combined 
effort to combat ecstasy) since 2007.

•   The  intensified  combating  of  hemp  cultivation  is  still  ongoing.  The  campaign was 
stepped up in 2006, and there is currently a pilot programme aimed at tackling the 
heavy organised crime behind hemp cultivation.8

•   In  2007,  article  13b  of  the  Opium  Act  was  expanded  to  permit  the  closure  of 
premises where drug dealing takes place, without there being any disturbance to 
public order.

9.1 Recent facts and trends

•   The general picture for 2007 and 2008 is of a slight decline in the number of drugs 
offences appearing before the courts and disposed of. No major changes are reported, 
either from 2006 to 2007 or from 2007 to 2008.

•   2004 was a peak year in terms of numbers of drugs offences in the criminal justice 
system. Since then, the numbers of total drug law violations have remained fairly 
stable. Hard drug offences show a declining trend; soft drug offences increased in 
2005, then stabilised and have recently declined slightly.

•   The  majority  of  criminal  investigations  conducted  into  the  more  serious  forms  of 
organised crime were again aimed at drugs, in 2007 and 2008. Where hard drugs 
are concerned, the police are chiefly targeting criminal organisations involved in 
cocaine.

•   In 2007 and 2008 fewer hemp plantations were dismantled than in previous years.
•   Police records show over 21,000 suspects of Opium Act offences in 2007. This was 

a decline on 2006. The majority of cases involved hard drugs. There was a rise in the 
number and percentage of people suspected of both hard and soft drug offences.

7 Parliamentary Report: T.K.29911/1, 2007: Tweede Kamer der Staten-Generaal 2004-2005 session publication 
number 29911 no. 10, 2007

8 Parliamentary Reports: T.K.24077/125, 2004: Tweede Kamer der Staten-Generaal 2003-2004 session, publi-
cation number 24077 no.125, 2004; T.K.24077/184, 2006: Tweede Kamer der Staten-Generaal 2005-2006 
session, publication number 24077 no.184, 2006; Stc 2008/171: Staatscourant September 2008 no. 171.
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•   Records from the Public Prosecutor’s office likewise show a drop in the numbers of 
Opium Act cases in 2007 and 2008 compared to 2006. And the number of cases in 
2008 was lower than in 2007. This trend applies to both hard and soft drug cases. 
Remarkably, the percentage of soft drug cases in 2008 is virtually the same as hard 
drug cases.

•   Two-thirds  of  drug  offences  appear  before  court.  In  this  respect,  there  is  a  clear 
difference between hard drug and soft drug cases. Summonses are more likely to be 
issued in cases involving hard drugs and especially in cases involving both hard and 
soft drugs than in cases involving soft drugs alone. Soft drug cases are more likely to 
culminate in a financial order via the Public Prosecutor.

•   The courts disposed of fewer Opium Act cases in 2007 and 2008. More cases involving 
hard drugs than soft drugs appeared before the courts. Hard drug crimes culminate 
relatively often in a custodial sentence.

•   In  2007,  the  courts  handed down more  community  services  orders  than  custodial 
sentences for drugs offences. A declining trend in custodial sentences started in 2003 
and does not apply only to drug law violations. For both types of sentence, there is 
evidence of a drop compared to 2006.

•   The percentage of drug law crimes in the total of all offences appearing before the 
public prosecutor and the courts and in all custodial sentences has remained fairly 
stable. This means that offences against the Opium Act are following a similar path 
to other forms of crime.

9.2 Drug law violations and organised drug crime

Criminal investigations into organised crime involving drugs
For the purpose of Europol’s Organised Crime Threat Assessment (OCTA), the Research 
and Analysis Group of the National Criminal Intelligence Service of the National Police 
Agency (KLPD), annually records the criminal investigations conducted by the Dutch 
police into organised crime. All 25 Dutch police regions, as well as the National Police 
Research and Analysis Group and special criminal investigation departments report on 
both their ongoing and completed investigations that meet the EU criteria for organised 
crime (table 9.1) 9.

Because of changes in registration methods, the data cannot be directly compared 
throughout the years. Data within the year groups 2000-2002, 2003-2004 and 2006-
2008 are comparable; and data for 2005 does not cover the entire calendar year. In 
2006, a broader data collection took place, which made the total number for 2006 
significantly higher than for previous years. This is particularly marked in the higher 
number of investigations into trafficking in soft drugs.

9 There may also be occasional reports on active groups that are not yet officially under investigation.
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Table 9.1  Criminal investigations into more serious forms of organised crime, drug law crime and 

hard and soft drugs, 2000-2008I

 2000 2001 2002 * 2003 2004 * 2005 * 2006 2007 2008

Total number of  
investigations

148 146 185 … 221 289 … 176 … 333 328 352

-  % targeting drugs 53% 62% 63% … 66% 69% … 72% … 75% 72% 70%

Number of investigations 
targeting drugs 

78 90 117 … 146 200 … 127 … 250 235 247

-  % involving hard drugs 82% 83% 83% … 83% 84% … 85% … 79% 83% 76%

-  % involving soft drugs 55% 41% 45% … 39% 27% … 41% … 60% 67% 65%

-  % involving only hard 
drugs

45% 59% 55% … 61% 69% … 59% … 40% 36% 35%

-  % involving only soft 
drugs

18% 17% 17% … 17% 11% … 15% … 21% 20% 24%

-  % involving hard and 
soft drugs

37% 24% 28% … 22% 16% … 26% … 39% 47% 41%

Number of investigations 
involving hard drugs

64 75 97 … 121 168 … 108 … 198 194 188

-  % cocaine    … 60% 57% … 54% … 68% 77% 76%

-  % synthetic drugs    … 54% 39% … 44% … 43% 40% 46%

-  % heroin    … 17% 18% … 29% … 29% 20% 22%

I A single investigation may involve trafficking in or production of several types of drug. Percentages 

therefore do not add up to 100%. * Refers to breaks with trend (between 2002 and 2003, between 2004 

and 2005 and between 2005 and 2006) as a result of changed registration methods. Source: KLPD/DNRI, 

Research and Analysis Group.

•   In 2007 and 2008, the bulk of criminal investigations was aimed at criminal organisa-
tions involved trafficking in or production of drugs 72% and 70% respectively). This 
is somewhat lower than in 2006.

•   As in previous years, the majority of these cases involved hard drugs (also), although 
there was a slight drop in 2008. The main drug involved is cocaine, which has been 
the case for years. This is followed by synthetic drugs (production and trafficking) 
and then heroin (trafficking). Cocaine accounts for an increasingly greater share of 
investigations (three-quarters of all cases in recent years). Investigations into synthetic 
drugs rose (again) in 2008, whereas heroin-related cases initially rose for a number of 
years but have more recently declined.

•   Two-thirds of investigations 67% in 2007 and 65% in 2008 concern criminal orga-
nisations that are (also) involved in soft drugs. This percentage rose between 2006 
and 2007 but declined again somewhat in 2008. However, there has been a rise in 
the number of cases involving only soft drugs. The majority of these concern criminal 
organisations that are (also) involved in the cultivation of Dutch-grown weed. A 
minority of cases involves hashish and marijuana (not in table).
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•   By comparison with 2007, the percentage of cases involving both hard and soft drugs 
declined in 2008.

•   In 2007 there were 274 cases  in which participation  in a criminal organisation was 
listed in addition to a drugs offence. This compares with 219 in 2008, which is also 
fewer than in 2006 (not in table).

Dismantling of drug production locations
According to the KLPD some 5,200 hemp plantations were dismantled in 2007 and in 
2008 over 4,700 (KLPD, 2009). In 2005 and 2006 about 6,000 hemp plantations were 
dismantled. The KLPD number of 6,000 has been validated by research (Wouters et al., 
2007). It can therefore be assumed that there was a decline in the number dismantled 
in 2007 and 2008.

Reports are compiled annually by the Expertise Centre on Synthetic Drugs on dismant-
ling operations involving production locations of synthetic drugs and dumping of 
chemical waste from synthetic drug production (Expertise Centre on Synthetic Drugs 
and Precursors, 2008).
•   In 2007, a total of 15 production locations were dismantled and in 2008 21 (table 

9.2). This represents a decline since 2006 and particularly compared to 2000-2004. 
However, according to the KLPD, the locations uncovered in recent years are larger 
in scale than was previously the case.

•   Most of the laboratories found in 2007 and 2008 were located in the west and south 
of the Netherlands.

•   There are increasing reports of ecstasy production in other parts of the world besides 
Europe. The most frequently cited location is Canada, followed by Australia (Boerman, 
Grapendaal & Mooij, 2008).

•   IN 2007 50 instances of dumping of chemical waste from the production of  illegal 
drugs were registered; in 2008 there were 36 cases (table 9.2). These numbers are 
lower than during the 2000-2004 period. Likewise the number in 2008 represents a 
decline on 2007. Equally, most of the dumps were found in the south and west of 
the country.

•   In  2007  the  Netherlands  topped  the  list  of  countries  where MDMA  tablets  were 
seized. In 2008, the Netherlands was in second place – behind Germany.

•   There is a declining trend in the number of cases (also) involving precursors for the 
production of synthetic drugs. These cases relate to the Abuse of Chemical Substances 
Prevention Act (WVMC). In 2007 and 2008 respectively, 14 and four cases were 
disposed of by the Public Prosecutor. This number is distinctly lower than in 2006, 
when there were 25 such cases; it is also low compared to the years 2000 to 2005 
(source: OMDATA, WODC; not in table).

•   In 2007 there were seven cases and in 2008 six cases involving precursors only. These 
numbers differ little if at all from 2006 (source: OMDATA, WODC; not in table).
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Table 9.2  Number of dismantled production locations and registered cases of dumped chemical 

waste from the production of synthetic drugs 2000-2008

2000 2001 2002 2003 2004 2005 2006 2007 2008

Production locations 37 35 43 37 29 18 23 15 21

Chemical waste dumps 101 127 105 95 81 51 42 50 36

Source: KLPD-DNR, Unit Netherlands South, 2009.

Drug Crime Suspects
Data are available through 2007 (figure 9.1). The general picture in recent years is fairly 
stable.
•   The  number  of  people  suspected  of  an  offence  against  the Opium Act  that were 

booked by the regular police or Royal Military Police has declined (very) slightly. In 
2007 there were over 21,000.

•   The number rose until 2004 and stabilised since then at a relatively high level, with 
a recent slight decline.

•   The proportion of drug offence suspects as a percentage of all suspects amounts to 
seven percent. This percentage has remained fairly stable in recent years (Van Ooyen 
et al., 2009).

•   Half of all suspects were arrested for a hard drugs offence.
•   37% were arrested for a soft drugs offence.
•   There is a steady increase in the number of those charged with both hard and soft 

drugs offences. Although these offences account for only 13% of total drug crime, 
this percentage has been rising in recent years.
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Figure 9.1  Number of drug crime suspects registered by police and Royal Military Police, by hard and 

soft drugs, 2002-2007I
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in the HKS. II. Data for 2006 are provisional . Source: HKS, KLPD/DNRI.

•   The majority of Opium Act suspects in 2007 were male (table 9.3).
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Table 9.3 Characteristics of suspects of Opium Act violations by hard and soft drugs, 2007I

Hard drugs Soft drugs Both Total

Total number 9 960 7 509 2 736 20 276

Gender Male 87% 83% 84% 85%

Female 13% 17% 16% 15%

Number of previous 
offencesII

1 39% 43% 36% 40%

2 11% 14% 13% 12%

3-4 12% 14% 15% 13%

5-10 17% 16% 20% 17%

11-20 10% 8% 11% 9%

21-50 8% 4% 5% 6%

> 51 3% 1% 1% 2%

Age at registration of last crime

12-17 yrs 3% 4% 3% 4%

18-24 yrs 30% 20% 21% 25%

25-34 yrs 32% 31% 32% 32%

35-44 yrs 22% 25% 26% 24%

45-54 yrs 10% 14% 11% 12%

55-64 yrs 2% 4% 5% 3%

≥ 65 yrs 0% 1% 1% 1%

I. The Table shows suspects of single crimes; each accused is represented only once in the table, even if a 

suspect is booked for Opium Act offences more than once in year. The figures are provisional. II in 404 cases 

the type of drug is unknown. This category has not been included here. III A previous offence is when police 

have booked a suspect for one or more offences; previous offences from the entire criminal history are 

meant. Source: HKS, KLPD/DNRI.

•   A considerable percentage of Opium Act suspects have a number of previous offences 
on record. One third have five or more, and 17% have more than ten. Those charged 
with offences involving hard drugs have the greatest number of previous convictions. 
This pattern does not differ from that in 2006 (not in table).

•   The majority of those charged are aged between 18 and 44. Few are younger than 
18 or over 55. Soft drugs offenders tend to be older than hard drug suspects.

Registration of Opium Act cases at the Public Prosecutions Department
Official reports of drug law violations are forwarded by the police to the offices of the 
Public Prosecutor. Not all incidents are registered with the Public Prosecutor. Offences 
are filtered first by the police on the basis of likelihood of successful prosecution. Cases 
that are deemed ‘unprosecutable’ are not forwarded to the offices of the Public Prose-
cutor. Data from the Public Prosecutor are available for 2007 and 2008.
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•   Figure 9.2  shows  that  in 2007 and 2008  fewer  cases were  reported  to  the Public 
Prosecutor than in 2006. There is an indication of a slight downward trend, which 
started in 2005.

•   The share of drug law offences (expressed as a percentage of total cases) tends to 
vary between seven and eight percent, and 2007 and 2008 are no exceptions to this 
(table 9.4). The lower number registered by the Public Prosecutor reflects a declining 
trend across the board and does not only apply to violations of the Opium Act.

•   The slight drop applies to both hard drugs and soft drugs cases. The decline is slightly 
more marked for hard drugs. The percentage of hard drugs and soft drugs cases in 
2008 was virtually identical.

•   The number of hard drugs cases has been  falling  since 2004, with a marked drop 
between 2004 and 2005.

•   Half  (51%)  of  the  hard  drugs  cases  in  2008  involved  possession.  The  remainder 
involve preparation, production and smuggling/trafficking or dealing of drugs (not 
in table).

•   The number of soft drugs cases has been fairly stable since 2004.
•   With regard to soft drugs cases, 27% of these concerned possession in 2008. 73% 

involved production, smuggling/trafficking or dealing (not in table).
•   Of total drug law cases, 40% involve possession of drugs, and 60% involve produc-

tion, smuggling/trafficking or dealing (not in table).
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Figure 9.2  Number of Opium Act cases registered with the Public Prosecutor, by hard and soft 

drugsII, 2002-2008
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Table 9.4  Drug law cases (in %) registered with the Public Prosecution Department, by hard and soft 

drugs, 2002-2008I

2002 2003 2004 2005 2006 2007 2008

Total criminal offences  
(against all laws)

254 
912

274 
390

275 
696

269 
038

270 
210

274 
649

263 
821

Percentage Opium Act offences 7% 7% 8% 8% 8% 7% 7%

Opium Act offences by drug type

- Hard drugs 57% 57% 55% 49% 49% 49% 48%

- Soft drugs 40% 40% 42% 47% 47% 47% 48%

- Hard and soft drugs 3% 3% 3% 4% 4% 3% 3%

Unknown 0% 0% 0% 0% 0% 0% 0%

I. More than one case may be registered per accused. Source: OMDATA, WODC.
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Disposals of Opium Act cases by the Public Prosecutor.
•   Approximately two-thirds of cases involving drugs were prosecuted in court by the 

Public Prosecutor in 2007 and 2008 (following a summons; figure 9.3).
•   Between 20% and 25% of Opium Act cases culminate in a financial order. This rate 

has increased somewhat in recent years, particularly in 2008.
•   The number of dismissals on policy grounds accounts for 6% of cases. In 2004 the 

number was relatively higher. This was due to the drug courier policy at Schiphol 
airport10. Since 2005, the percentage of dismissals on policy grounds has been decli-
ning, but is still higher than prior to 2004.

Figure 9.3  Opium Act cases disposed of by the Public Prosecutor (in %), 2000-2008
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Source: OMDATA, WODC.

•   Dismissals on  technical grounds account  for between  five and six percent of cases 
Joinders rarely occur.

•   Opium Act offences constitute 7% of the total number of cases disposed of by the 
Public Prosecutor in 2007 and 2008 (table 9.5). This percentage is lower than in 2006. 
Since 2002, it has fluctuated between seven and eight percent.

10 Hard drug couriers without a criminal record and with only a small amount of drugs were not prosecuted, but 
were deported after seizure of the drugs; they were then blacklisted to prevent future travel to the Netherlands.
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Table 9.5 Opium Act cases as a percentage of total cases before the Public Prosecutor, 2002-2008

2002 2003 2004 2005 2006 2007 2008

Percentage 7% 7% 8% 8% 8% 7% 7%

Source: OMDATA, WODC, 2009.

There are clear differences in the way hard drugs cases, soft drugs cases and cases 
involving both are dealt with by the Public Prosecutor:
•   Over two-thirds of hard drug cases were heard in court and 62% of soft drug cases 

in 2007 and 57% in 2008. The percentage is much higher in cases involving both soft 
and hard drugs (82%-83% in 2007 and 2008) (figure 9.4a-c)..

•   Financial orders are most common in soft drug cases.
•   Dismissals on policy grounds are more common  in cases  involving only hard drugs 

(8%) and are rare in cases involving a combination of hard and soft drugs (1%).
•   Dismissals on technical grounds and joinders are notably rare in combination cases

Figure 9.4  Opium Act cases disposed of by the Public Prosecutor by type of decision, 2002-2008, (a) 

hard drugs, (b) soft drugs, (c) hard and soft drugs
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0

10

20

30

40

50

60

70

80

90

100

 2002 2003 2004 2005 2006 2007 2008

 80% 80% 61% 64% 68% 68% 67%

 8% 9% 10% 13% 15% 17% 18%

 3% 3% 17% 13% 9% 7% 8%

 6% 5% 10% 7% 6% 5% 5%

 3% 3% 3% 3% 2% 2% 3%

%

Summons

Financial Order

Policy Dismissal

Technical Dismissal

Joinder



2079 Drug-related crime

(b) Opium Act – Soft Drugs
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(c) Hard and Soft Drugs
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Disposals by the courts (in the first instance)
•   In 2007 and 2008, there was a drop in the number of Opium Act cases disposed of 

by the courts, compared to 2006. (figure 9.5; table 9.6).
•   The decline relates to hard drugs cases, soft drugs cases and cases involving both hard 

and soft drugs. As in 2006, hard drugs cases accounted for about half of all drug 
cases, soft drugs cases accounted for 45% and the combination of hard and soft drug 
cases made up four percent.

•   Violations of the Opium Act accounted for eight percent of the total number of cases 
disposed of in Dutch courts in 2007 and 2008. This percentage is not much different 
from previous years. Thus, drugs offences appear to be following the same trend as 
other crimes.

Figure 9.5  Number of cases disposed of by the courts by hard and soft drugs, 2002-2008I
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Table 9.6  Percentage of cases disposed of in court in the first instance, by hard and soft drugs,  

2002-2008I

2002 2003 2004 2005 2006 2007 2008

Total cases (all laws) 128 808 148 266 145 905 145 165 146 754 139 769 140 694

Opium Act cases 10 703 12 714 12 143 12 199 13 023 11 845 11 487

% Opium Act of total 8% 9% 8% 8% 9% 8% 8%

Opium Act by drug type

- Hard drugs 66% 65% 58% 52% 50% 51% 51%

- Soft drugs 31% 31% 38% 43% 45% 45% 45%

- Hard and soft drugs 3% 3% 4% 4% 4% 4% 4%

Unknown 0% 0% 0% 0% 0% 0% 0%

I. More than one case may be registered per accused. Source: OMDATA, WODC.

Penalties imposed
Data is available up to 2007 which can show which penalties are imposed on drug 
law offenders. Figure 9.6 shows the number of penalties imposed by the court in the 
first instance from 2002 to 2007: community orders, (partial) unconditional custodial 
sentences and fines, and the number of cases disposed of by the Public Prosecutor with 
a financial order11

•   The most frequently imposed penalty in 2007 consisted of community service orders. 
This number declined between 2006 and 2007, putting an end to the continuously 
rising trend up to 2007.

•   The average duration of a service order declined in 2007 compared to previous years. 
The average number of community service days imposed in 2007 was 106 days, 
which is relatively short (table 9.7).

•   In 2007, over 4,000 (partially) unconditional custodial sentences were handed down, 
which continues the clear decline since 2003. However, percentage-wise there was 
no change between 2006 and 2007 (17%; not in table).

•   The ratio of community service orders to (partially unconditional) custodial sentences 
was reversed between 2004 and 2005. Since then more community service orders 
than prison sentences have been imposed.

•   (Partially) unconditional) custodial sentences are mainly imposed for smuggling, produc-
tion or trafficking of hard drugs. They are imposed relatively rarely for possession of soft 
drugs. In recent years community service orders have mainly been handed down for 
smuggling, production or trafficking of soft drugs (Van Ooyen et al., 2009).

•   For a drugs offence, the average duration of a custodial sentence in 2007 was 340 
days, which is longer than in 2006 (table 9.7).

•   In addition to (partially) unconditional) custodial sentences, fully conditional custodial 
sentences are handed down – a total of over 1,700 in 2007 (not shown).

11 The number of dispossessions cannot be retrieved in a reliable way from OMDATA and is therefore not listed.
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•   Financial orders (Public Prosecutor) are least common for Opium Act offences. The 
median amount was €250 in 2007 – in line with previous years (table 9.8).

•   In 2007, nearly 1,600 fines were imposed by the courts. This number has been decli-
ning since 2004. The median amount of a fine was 400 euro in 2007, which was less 
than in previous years (table 9.8).

Figure 9.6 Penalties in Opium Act cases, 2002-2007I
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Source: OMDATA. Data processing: WODC.

Table 9.7  Average duration (days) of community service orders and unconditional custodial sentences 

imposed for Opium Act violations, 2002-2008

 2002 2003 2004 2005 2006 2007

Community service order 120 128 117 112 113 106

Unconditional custodial sentence 431 389 376 335 311 340

Source: OMDATA, data processing, WODC.

Table 9.8  Amount (median, in euros) of fines and financial orders in Opium Act cases, 2000-2008

2002 2003 2004 2005 2006 2007

Financial orders 220 250 250 270 250 250

Fines 500 500 480 500 495 400

Source: OMDATA, Data processing: WODC.
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The percentage of Opium Act cases in all custodial sentences is relatively large. Of the 
11,934 detainees in custody on 30 September, 20% had been convicted of a drugs 
offence (figure 9.7). Opium Act offenders are the second largest category of offenders. 
Those convicted of violent crime are the largest group, constituting 39% of all convicted 
felons.

Figure 9.7  Percentage of Drugs Offenders in custodyI compared to five other groups of offenders.  

Survey date 30 September 2008
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I. Including convicted offenders placed extramurally. Extramural prisoners (subjected to electronic tagging and 

penitentiary programs) are included, as are places occupied under the Temporary Special Facilities Directo-

rate (TDBV) by drug couriers and illegal immigrants. Source: Criminaliteit en Rechtshandhaving [Crime and 

law enforcement], WODC (Research and Documentation Centre).

Recidivism among drug offenders
Table 9.9 shows how many offenders who have been convicted of a drugs offence later 
commit a new crime. A selection has been made from the WODC Recidivism Monitor of 
individuals who were convicted irrevocably at least once of a drugs offence in the 1997 
to 2004 period. These were then followed up to see whether they were registered with 
the authorities for another drugs offence within a specific period following the original 
crime for which they were convicted.
•   Within one year, some seven to eight percent were involved in new criminal procee-

dings involving a drugs offence. This percentage has been rising over time. After eight 
to ten years, nearly a quarter have got into trouble again.

•   By comparison with violent crimes, property crime, road traffic offences and public 
order offences, recidivism is lower among drugs offenders. Compared with all crime in 
general, the pattern deviates slightly from the population norm. On the whole, drug 
offenders occupy a more or less intermediate position. The rising trend throughout 
the years applies to all types of offences.



Table 9.9  Prevalence of new criminal proceedings for an Opium Act offence for successive cohorts of 

drug offenders in %I

Observation 
period:

1 year 2 years 3 years 4 years 5 years 6 years 7 years 8 years 9 years 10 
years

Cohort 1997 7.1 10.8 13.3 15.3 17.5 19.4 21.0 22.3 23.5 24.4

1998 6.5 10.3 13.4 16.1 18.2 20.4 22.1 23.9 24.6

1999 7.0 11.5 14.9 17.7 20.1 22.4 24.3 25.9

2000 6.7 11.5 15.2 18.6 21.2 23.0 24.8

2001 7.3 11.5 15.1 17.7 19.8 21.2

2002 8.4 13.2 16.5 19.1 20.9

2003 8.1 12.5 15.7 18.0

2004 7.2 11.2 13.7

I. Cohort: individuals who in a specific year have been convicted of at least one Opium Act offence. Cohort: 

1997: n = 7 602, cohort 1998: n = 8 328, cohort 1999: n= 8 112, cohort 2000: n = 7 785, cohort 2001: 

n = 9 044, cohort 2002: n = 11 072; cohort 2003: n= 12 659 and cohort 2004: n= 14 774. The data have 

been corrected for factors including time spent in detention. Source: WODC-Recidivemonitor/REPRIS, 2007.

The Netherlands in an international perspective
International comparison of data on drugs offences is hampered by differences in 
definitions, legislation, registration methods and investigation efforts (EMCDDA, 2008; 
Ester & Driessen, 2009; Van Ooyen et al., 2009). A comparison of trends reveals the 
following general picture:
•   The long-term trend of increased numbers of registered drugs offences in the Nether-

lands can also be seen in other countries.
•   In the Netherlands there are relatively fewer convictions for (use of and) possession 

of drugs within the criminal justice system.
•   In contrast to other countries, the rise  in registered drug crimes  in the Netherlands 

is chiefly attributable to more drug smuggling, trafficking and production. In this 
respect, the growth of registered cannabis production – Dutch-grown weed – plays 
a relatively major role in the Netherlands.
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10  Drug users in  
the criminal justice system

This chapter deals with drug users in the criminal justice system, in other words, crimes 
perpetrated by drug users. The data are derived from police records, registrations of the 
probationary aftercare service, the National Agency of Correctional Institutions (DJI), 
the WODC Recidivism Monitor and recent scientific research. The various registration 
systems only shed light on drug users who are on the police radar and are registered as 
‘users’ by the law enforcement agencies. Because the judicial authorities do not syste-
matically inquire about drug use among suspects and detainees, some of the drug-using 
population within the criminal justice system remains outside the statistics.
§10.2 contains information on numbers and characteristics of convicted drug users. 
In §10.3 the judicial measures and interventions applied to this target group are 
described.

10.1 Recent facts and trends

•   Between 30 and 38 percent of detainees in the Netherlands have problems with drug 
use or had battled a drug addiction prior to imprisonment.

•   (Problem) drug users are mainly arrested and convicted for property crimes.
•   There is a decline in the percentage of property crimes committed by drug users, but 

a rise in the number of violent crimes.
•   An increase can be seen in the number of clients of the probationary aftercare services 

– between 17,000 and 18,000 in 2007 and 2008. Likewise, there is evidence of 
a rising trend in the number of activities conducted by the probationary aftercare 
services. In particular, supervisory activities have increased, more diagnoses are made 
(leading to a reduction in the recidivism estimation scales) and more reports are being 
compiled.

•   Many problem drug users  come under  the  ‘Placement  in  an  Institution  for Prolific 
Offenders Act’ (ISD). In 2007 for the year as a whole, on average 662 individuals were 
assigned to the ISD, and 607 in 2008. In 2007 there were 295 new ISD participants 
and 292 in 2008. Placement lasts for a maximum of two years. Most participants are 
offered behavioural interventions.



214 Netherlands National Drug Monitor - NDM Annual Report 2009

10.2 Drug use among offenders

Drug-users in police files
In the police records system (HKS), suspects may be registered as ‘drug users’. This 
is a so-called a danger classification. A suspect is registered as a ‘drug user’ if there 
are reasons to believe that he or she poses a threat to the law enforcement officer on 
account of the drug use. Suspects may also be registered as ‘drug users’ on the basis 
of information they have supplied themselves, e.g. to the effect that they have a drug 
problem or because they have requested methadone. There is always a possibility that a 
suspect may be drug user, but is not registered as such in the HKS, because the police are 
not aware of this. It is likely that the figures are an underestimate. In addition, there are 
regional differences in the registration practice with regard to this category and records 
are not systematically updated. National data for 2008 are not available.

•   In 2007, the average age of suspects categorised as drug users was 38.8. Each year 
the average age rises. In 2006 it was 38.5 in 2005 37.8 and in 2004 37.1 years.

•   92% are male. This percentage seems to be increasing somewhat.
•   The majority live in one of the four major cities in the Netherlands (44%).
•   77 percent had come into contact with the police for an offence on more than 10 

previous occasions; 22% had over 50 previous encounters

Figure 10.1 gives a breakdown of the types of offences for which drug-using suspects 
were arrested.
•   Non-violent property crimes are the most common offences (49% in 2007). These 

are followed by violent crimes (29%, excluding violent theft), public order offences 
and Opium Act violations (24% and 21% respectively).

•   Two trends stand out: (1) a decline in the number of drug users that are accused of 
having committed property crimes (with or without violence) and (2) an increase in 
the percentage accused of other violent crimes (excluding property crimes).
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Figure 10.1  Type of offence by suspects classified by police as drug users, 2002-2007
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Suspects may be accused of more than one type of crime. Source: HKS, KLPD/DNRI.

The WODC Recidivism Monitor illustrates developments in the population of prolific 
offenders among drug-using suspects. The most recent surveys containing information 
about problem use date from 2003 and 2005 (Tollenaar, 2008).

The number and percentage of drug users among prolific offenders declined between 
2003 and 2005. This drop is due to a lower number of users with a primary opiate 
problem.
•   Nearly  three-quarters  of  prolific  offenders  had  problems  with  substance  use  or 

gambling, on the basis of the fact that they were registered with the outpatient 
addiction services. There was no change in this proportion between 2003 and 2005. 
Often more than one substance is used.

•   There was however a drop in absolute numbers between 2003 and 2005. In 2005, 
there were a total of 4,113 prolific offenders with problem drug use or a gambling 
addiction.

•   Three-quarters have a primary drug problem (not alcohol or gambling). There was a 
decline in this proportion.
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•   In  some  two-thirds  of  cases  opiates  or  crack/cocaine  are  the  primary  problem 
substance; in 5% of cases the problem drug is cannabis. There was a decline in the 
percentage that had a primary problem with opiates, whereas cocaine/crack and 
cannabis were more frequently the primary problem.

The decline in overall crime in the Netherlands, in particular the marked drop in property 
crimes appears to be partly attributable to the drop in criminality among primary opiate 
users (Van Ooyen, 2009).

Drug problems among detainees
•   Research from 2007 shows that 38% of detainees reported problem drug use in the 

year prior to custody (Oliemeulen et al., 2007). One third are risk users of cannabis, 
19% are problem cocaine users and 12% are problem opiate users. The use of 
(unprescribed) sedatives was also often problematic (in 15% of cases).

•   More recently, Bulten & Nijman (2009) published the results of research conducted 
among 191 randomly selected adult male detainees in a penitentiary institution 
in Vught. The Mini international neuropsychiatric interview was used to establish 
conditions such as the prevalence of drug addiction in the past year. Detainees were 
examined during the initial phase after arrival in custody. It was established that 
29.8% (within a margin of 23.3 to 36.3 percent) of the detainees had battled a drug 
addiction during the past year. The type of drug was not specified.

•   A comparison with research conducted among representative samples of detainees in 
the period from 1997 to 2007 suggests that the percentage of detainees with a drug 
problem remains unchanged (Van Ooyen, 2009).

10.3  Interventions for drug users in  

the criminal justice system

In this section the following are discussed:
•   The clients and activities within probationary aftercare
•   Behavioural interventions during detention
•   Treatment as an alternative to prosecution and sanctions
•   The measure ‘Placement in an Institution for Prolific Offenders’ (ISD).

Probationary Aftercare of addicts
Since 2002 information has been available from the Patient Monitoring System (CVS) 
of the Probationary Aftercare Service for Addicts.
•   In 2007, there were over 17,000 addicts in probationary after care, and in 2008 over 

18,000. The number is increasing (table 10.1).
•   The average age is 37.6 and 92% are male.
•   Nearly three-quarters were born  in the Netherlands. A  large proportion (over 70% 

have no steady job, half are single or have no stable living situation. 4% did not 
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complete primary school and nearly half have no secondary school certificate what-
soever (data 2008; not in table).

•   The  primary  substance  problem  in  most  cases  is  alcohol  use.  This  percentage  is 
rising.

•   Of the drug-using group, most have problems with cocaine/crack. This percentage 
is declining.

•   Opiates constitute the primary problem in of 14% of cases. The percentage of opiate 
users is clearly declining.

•   The percentage with  a  primary  cannabis  problem has  risen,  accounting  for  9%  in 
2007.

•   More than half the clients in 2002-2006 are alternately voluntary clients of the addic-
tion care services and enforced clients of probationary aftercare.

Table 10.1 Clients of probationary aftercare for addicts 2002-2008I

Clients: 2002 2003 2004 2005I 2006 2007 2008

Total number 12 399 14 579 14 875 15 574 16 385 17 103 18 039

Average age 35 35,3 35,6 36,1 36,5 37,6 37,6

Percentage of males 92% 92% 92% 92% 91% 92% 92%

Primary problem alcohol use 38% 40% 43% 46% 47% 47% II

Primary problem cocaine/crack 26% 27% 25% 24% 24% 23% II

Primary problem opiate use 25% 21% 18% 16% 15% 14% II

Primary problem cannabis use 6% 6% 7% 8% 8% 9% II

Clients in alternating treatment 
and probationary aftercare

7 794
(63%)

8 501
(58%)

8 489
(57%)

8 734
(56%)

9 457
(58%)

II II

I. Data from a large organisation for addiction care are missing; dummy figures have been imputed.  

II. No information available. Source: SIVZ, 2008 and www.svg.nl.

•   In 2007 and 2008,  between 45,000 and 46,000 activities were  conducted by  the 
probationary aftercare services. This reflects a rising trend (table 10.2).

•   Almost all activities show an increase. Only the activities ‘behavioural interventions’ 
and ‘reports’ showed a drop in 2007 and 2008 compared to previous years.

•   Supervision, diagnoses and reporting are the most frequently performed activities in 
recent years.
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Table 10.2  Number of times that Probationary Aftercare conducted core activities, 2002-2008I, II

Activities 2002 % 2003 % 2004 % 2005 % 2006 % 2007 % 2008 %

Early treatment 3 629 12 4 305 10 4 110 10 3 962 10 4 400 10 4 123 9 4 160 9

Early intervention 995 3 922 2 889 2 1 152 3 1 494 3 1 408 3 1 564 3

Referral to care 1 568 5 2 115 5 2 254 6 2 081 5 3 226 7 3 684 8 4 005 9

Supervision 2 407 8 3 726 8 4 919 12 5 454 13 7 880 18 9 728 22 10 679 23

Behavioural  
interventions

1 696 5 2 566 6 2 929 7 2 806 7 2 624 6 1 948 4 1 500 3

Work orders 3 382 11 4 098 9 4 650 12 4 904 12 5 293 12 5 267 12 5 322 12

Education orders 139 0,5 217 0,5 241 1 286 1 360 1 294 1 329 1

ReportsIII 7 587 24 8 746 20 8 369 21 8 454 21 8 931 20 8 658 19 8 568 19

Diagnoses 10 615 24 10 605 27 11 504 28 9 935 23 9 719 22 10 075 22

Total number 31 451 100 43 900 100 39 994 100 40 603 100 44 143 100 44 829 100 46 202 100

I. No data available at client level or specified by type of substance. II. Figures show number of activities 

after auditing. III. Information reports, advisory reports and evaluative reports. Source: SVG, 2009.

Treatment available during and outside detention.
Treatment available to drug users serving a custodial sentence consists of medical and 
psychiatric treatment, placement in a special Drug Counselling Units (VBA) and partici-
pation in behavioural interventions implemented by (addiction) probationary aftercare.
•   Medical  treatment:  in 2008,  the Guideline on Medication  for Detained Addicts was 
issued (Quality Institute, 2008). This guideline concerns the dispensing of methadone 
and the use of benzodiazepines and psychiatric medication during detention. It is recom-
mended that withdrawal from methadone should take place in proper consultation with 
the detainee, and where possible with the external addiction care physician.

•   In recent years, between 200 and 300 persons have been placed in the Drug Coun-
selling Units (VBAs); not all of these are addicts. The VBAs are being phased out. 
Instead, 700 special treatment places are being set up, some of which are purchased 
from mainstream GGZ/addiction care and some concentrated in five penitentiary 
psychiatric centres.

•   Detained  addicts  can  participate  in  behavioural  intervention  programs  if  they  are 
serving a sentence or a remaining sentence of at least four months. A special 
commission (Accreditation Panel for Behavioural Programmes for Offenders) tests 
interventions against quality criteria. The following specific interventions for convicted 
problem users were accredited in 2009:

 - Brief lifestyle training
 - Lifestyle training
•    Also available is the community service order relating to alcohol delinquency. There 

are also more general training interventions for cognitive skills.
•   When making the transition from detention to  life ‘on the outside’, all detainees are 

offered help from the social services. Aftercare is the responsibility of the municipality.
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Treatment as an alternative to prosecution and sanctions
•   Drug users serving a custodial sentences have the possibility of availing of treatment 

as an alternative to detention. Various possibilities are available under the law. These 
possibilities are available to all detainees, but in the case of drug users they are consi-
dered particularly important, since the problems need to be treated if an improvement 
is to be achieved.

•   In 2007, problem users were directed to treatment 3,684 times and in 2008 4,005 
times; this mainly involved non-clinical or clinical addiction care, or non-clinical 
psychiatric treatment (table 10.2; www.svg.nl).

•   Referrals to clinical addiction care show a decline over time, as do referrals to psychi-
atric treatment in a general psychiatric hospital. By contrast, there is an increase in 
referrals to non-clinical psychiatric treatment and addiction care. The same holds 
for referrals to psychiatric out-patient clinics, part-time psychiatric treatment and 
psychotherapy (www.svg.nl).

Institutions for Prolific Offenders
•   The ‘Placement in an Institution for Prolific Offenders Act’ (ISD) took effect in October 

200412. Under this measure, prolific offenders, even in the case of minor offences, can 
be detained in an ISD for a maximum of two years.

•   ISD orders are made by the courts. Offenders who receive these orders are placed in 
a penitentiary institution. Participation in behavioural interventions and programmes 
both inside and outside the institution is possible.

12 Parliamentary Reports: T.K.28980/16, 2004: Session 2003-2004 publication number 28980 no.16, 2004; 
T.K.29200/VI 67, 2004: Session 2003-2004 publication number 29200 VI, 2004.

Table 10.2  Number of times that Probationary Aftercare conducted core activities, 2002-2008I, II

Activities 2002 % 2003 % 2004 % 2005 % 2006 % 2007 % 2008 %

Early treatment 3 629 12 4 305 10 4 110 10 3 962 10 4 400 10 4 123 9 4 160 9

Early intervention 995 3 922 2 889 2 1 152 3 1 494 3 1 408 3 1 564 3

Referral to care 1 568 5 2 115 5 2 254 6 2 081 5 3 226 7 3 684 8 4 005 9

Supervision 2 407 8 3 726 8 4 919 12 5 454 13 7 880 18 9 728 22 10 679 23

Behavioural  
interventions

1 696 5 2 566 6 2 929 7 2 806 7 2 624 6 1 948 4 1 500 3

Work orders 3 382 11 4 098 9 4 650 12 4 904 12 5 293 12 5 267 12 5 322 12

Education orders 139 0,5 217 0,5 241 1 286 1 360 1 294 1 329 1

ReportsIII 7 587 24 8 746 20 8 369 21 8 454 21 8 931 20 8 658 19 8 568 19

Diagnoses 10 615 24 10 605 27 11 504 28 9 935 23 9 719 22 10 075 22

Total number 31 451 100 43 900 100 39 994 100 40 603 100 44 143 100 44 829 100 46 202 100

I. No data available at client level or specified by type of substance. II. Figures show number of activities 

after auditing. III. Information reports, advisory reports and evaluative reports. Source: SVG, 2009.

Treatment available during and outside detention.
Treatment available to drug users serving a custodial sentence consists of medical and 
psychiatric treatment, placement in a special Drug Counselling Units (VBA) and partici-
pation in behavioural interventions implemented by (addiction) probationary aftercare.
•   Medical  treatment:  in 2008,  the Guideline on Medication  for Detained Addicts was 
issued (Quality Institute, 2008). This guideline concerns the dispensing of methadone 
and the use of benzodiazepines and psychiatric medication during detention. It is recom-
mended that withdrawal from methadone should take place in proper consultation with 
the detainee, and where possible with the external addiction care physician.

•   In recent years, between 200 and 300 persons have been placed in the Drug Coun-
selling Units (VBAs); not all of these are addicts. The VBAs are being phased out. 
Instead, 700 special treatment places are being set up, some of which are purchased 
from mainstream GGZ/addiction care and some concentrated in five penitentiary 
psychiatric centres.

•   Detained  addicts  can  participate  in  behavioural  intervention  programs  if  they  are 
serving a sentence or a remaining sentence of at least four months. A special 
commission (Accreditation Panel for Behavioural Programmes for Offenders) tests 
interventions against quality criteria. The following specific interventions for convicted 
problem users were accredited in 2009:

 - Brief lifestyle training
 - Lifestyle training
•    Also available is the community service order relating to alcohol delinquency. There 

are also more general training interventions for cognitive skills.
•   When making the transition from detention to  life ‘on the outside’, all detainees are 

offered help from the social services. Aftercare is the responsibility of the municipality.
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•   The ISD has a capacity of 1,000 places of which 874 in penitentiary institutions and 
126 in external treatment centres. These places are not fully occupied: in 2007 on 
average 662 placement orders were made; in 2008 the number was 607 (figure 10.2). 
The highest number of placements to date was 679 (in June and August 2007). The 
numbers fluctuate considerably depending on location and jurisdiction.

•   In 2007 and 2008, ISD participants accounted for 5% of the total custodial popula-
tion. The ISD does not consist of a set program.

•   The  first group of  ISD participants were placed  in  January 2005.  In  that year, 310 
ISD orders were made. In 2006 there were 330 new placements, in 2007 295 and in 
2008 292. This means the number of placements increased up to 2007, but showed a 
slight decline in 2008. There was a further drop in 2009 (to 235 additional placement 
orders).

•   In 2007, a monthly average of 135  ISD participants were  in  the basic programme 
(i.e. without behavioural interventions = 21%); a further 394 (62%) participated in a 
behavioural intervention within the penitentiary establishment and 110 (17%) were 
in an external treatment programme. In 2008 a monthly average of 142 (24%) were 
in the basic programme, 332 (56%) were in an intramural programme and 119 (20%) 
participated in an extramural programme. The majority participate in a programme 
within the penitentiary institution (figure 10.3).

•     Initially  the  implementation  of  the  ISD  encountered  some  teething  problems 
(Goderie en Lünnemann, 2008; Implementation of Sanctions Inspectorate, 2008). 
These included the fact that the target group was more problematic than had been 
envisaged. Staff were not equipped to deal with this. A lack of coordination with 
aftercare arrangements was also reported (Implementation of Sanctions Inspectorate, 
2008). In the meantime, local collaboration has improved and a number of problems 
have been ironed out.
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Figure 10.2 Number of ISD participants, January 2005 - December 2008I
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I. Placement has a maximum duration of two years. There is a continuous turnover of participants. Source: 

Source: National Agency of Correctional Institutions (DJI), 2009.

Figure 10.3  Number of ISD participants in various programmes, January 2007 – December 2008
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•   Although there are some female ISD participants, the majority are male (Biesma et al., 
2006; Goderie & Lünnemann, 2008; Goderie, 2009). The average age in 2008 was 
39-40, within an age range of 21 to 62 years.

•   All  ISD participants have a drugs problem; 90% have a hard drugs problem. Some 
also have serious mental health issues and/or limited intellectual capabilities (Goderie 
& Lünnemann, 2008; Goderie, 2009; Ganpat, Wits, Schoenmakers & Greeven, 2009). 
However, some participants do not have a current mental disorder, and some have 
less acute problems with substance abuse (Ganpat, Wits, Schoenmakers en Greeven, 
2009)

•   Nearly  three quarters of  the offences  involve theft or burglary (Goderie en Lünne-
mann, 2008; Ganpat, Wits, Schoenmakers en Greeven, 2009).

•   In many cases there is an interplay of drug use, mental health problems, criminality 
and social problems. Problems surrounding ISD participants are therefore stubborn 
and they clearly form a vulnerable group (Ganpat, Wits, Schoenmakers en Greeven, 
2009).

•   The incapacitation effect of the ISD measure could be considerable; however only 
rough estimates are available in this respect (Goderie en Lünnemann, 2008; Van 
Ooyen, 2009; Van Velthoven en Moolenaar, 2009).
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Appendix A Glossary of Terms

This appendix consists of two parts. In the first part terms are explained that relate to 
substance use and addiction. The second part explains the terminology used in connec-
tion with drug-related crime.

I. Substance use and addiction

Addiction
Problem use of a substance, involving dependence. As a rule, this Annual Report means 
the clinical diagnosis of dependence. Hover, it is not possible for judicial monitoring 
organisations to establish clinical diagnoses. Judicial monitors register for example 
addition danger from drug use or ‘clear indications of addiction’ (see §8.3.2., SRM). 
The clinical diagnosis of dependence is established via classification systems as the 
DSM and the ICD. Characteristics of dependence are: frequent use of large amounts or 
prolonged periods of use, needing increasing quantities of the substance to induce the 
desired effect (habituation), withdrawal symptoms, using the substance to counteract 
withdrawal symptoms, wanting to quit without success, devoting considerable time to 
acquire the substance or to recover from use, neglecting important activities at home, 
at school at work or in leisure time and continuing with use despite the realization that 
it causes many problems.

Age of onset
The age at which an individual first used a substance, depending on the group to which 
it is applied. Age of onset may apply to ever users (ever lifetime use), recent users (in the 
past year) and current users (past month). The age of onset may also be determined for 
different age groups. For example, in 2005, the average age of onset for cannabis users 
in the 15 to 24 age group was 16.4 years. In the population aged 15 to 64 it was 19.6 
years. In a younger age group, the average age of onset may be lower than in a broader 
population, because some ‘late’ substance users may not be included in the calculations. 
However, at a later age there may be distorted recall about the age at which a substance 
was first used. Data on age of onset should therefore be interpreted with caution.
Chasing (the dragon)
Smoking heroin from tinfoil.

Buprenorphine
Like methadone, buprenorphine is a substitute for heroin and is used as medication for 
treating heroin addiction. Advantages of buprenorphine over methadone are that over-
dose has fewer side effects, the withdrawal effects after stopping use are less severe, 
and the risk of misuse and addiction is lower.
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Clinical admission
Admission to a hospital during which the patient stays for one or more nights in the 
hospital.

Convenience stores
See: Tobacconist and convenience store.

Current Use
The use of a substance in the past month, irrespective of frequency (from once to daily). 
Current users are automatically counted with recent users (past year), who in turn are 
automatically counted with ever users (lifetime use).

Day care
Admission to a hospital for a maximum of one day, without an overnight stay.

Dependence
See: Addiction.

DSM
DSM stands for Diagnostic and Statistical Manual of Mental Disorders. DSM forms 
a guide for determining which mental disorder a person has. According to the DSM, 
addiction is one of the mental disorders. DSM-III-r is the third (revised) version, and 
DSM-IV is the fourth version.

Dutch-grown weed
Weed (a cannabis product) which is produced in the Netherlands.

Ever use
The use of a substance ever in one’s lifetime, irrespective of frequency (from once to 
daily). Ever use does not say anything about recent or current use. If someone once tried a 
substance a long time ago that was popular in those days, this counts as ever use for life.

Hallucination
Sensory experience (seeing, hearing or feeling) that someone has, but is not shared 
by others. Hallucinations may be a symptom of a mental disorder, but are induced 
deliberately by some through drugs.

Hallucinogens
Substances that induce hallucinations, such as magic mushrooms and LSD. These are 
also known as psychodysleptic drugs. Cannabis can sometimes cause hallucinations.

Hardcore
Heavy form of music at raves.
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Hard drugs
Drugs on list I of the Opium Act. These drugs constitute an unacceptable public health 
risk. Hard drugs include, for instance, heroin, cocaine, crack, ecstasy and amphetamine.

Hepatitis
A highly contagious disease in which the liver is damaged by the hepatitis virus. The 
hepatitis virus occurs in various forms: hepatitis A, hepatitis B and hepatitis C. HBV is 
the hepatitis B virus, and HCV is the hepatitis C virus.

ICD
International Classification of Diseases. The ICD is the diagnostic classification system 
of the World Health Organisation (WHO) for somatic illnesses, accidents and mental 
disorders. Causes of death are also registered in ICD codes. The ICD-9 is the ninth and 
the ICD-10 is the tenth version. See also appendix C.

Immigrant, foreign, ethnic
Owing to differences in definitions, figures on non-nationals are not always comparable. 
Some definitions are:
According to the Ministry of the Interior, the Association of Municipalities of the Nether-
lands (VNG), the Dutch National School Survey, the Antenna-monitor and the most 
common definition in this Annual Report (unless otherwise indicated), “immigrant” 
means an inhabitant of the Netherlands who was born abroad, or at least one of whose 
parents was born abroad.
According to Statistics Netherlands (CBS): “immigrant” is an inhabitant of the Nether-
lands, at least one of whose parents was born abroad, despite the country of birth of 
the person himself or herself.
According to GGD Amsterdam: “immigrants” are inhabitants who were themselves 
born abroad.
According to LADIS: “immigrants” are clients who in their own experience have a 
cultural origin that is outside the Netherlands.

Inpatient addiction care
Addiction care for which the client is admitted to an institution.

LADIS Client
Client of (outpatient) addiction care some of whose data about background, treatment 
demand and treatment received are registered anonymously with LADIS, the National 
Alcohol and Drugs Information System. Clients are registered with addiction care for 
many kinds of help varying from therapeutic treatment to support in the form of debt 
restructuring, obtaining methadone, probation and aftercare or monitored access to a 
users’ area. Clients who no longer avail of the treatment after some time are automati-
cally deleted and are no longer included in the list of clients. The Ladis system corrects 
for duplication. Each person is included only once in the list of clients.
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Mellow
Type of music at raves that is more melodious and less heavy than hardcore music.

Misuse
Problematic use of a substance that does not (yet) constitute addiction. Misuse is 
established by diagnostic classification systems such as the DSM and the ICD. Charac-
teristics of misuse are: neglect of duties at home, at school or at work, use in dangerous 
situations (such as driving under the influence), coming into contact with the law and 
continuing with use despite the problems that it induces.

Narcotics
General, collective term for drugs.

Native Dutch
According to the Ministry of the Interior, the Association of Municipalities of the Nether-
lands (VNG), the Dutch National School Survey, the Antenna-monitor and the most 
common definition in this Annual Report (unless otherwise indicated), “native Dutch” 
means someone who was born in the Netherlands and both of whose parents were 
born in the Netherlands.

Outpatient addiction care
Addiction care for which the client is not admitted to an institution. For inpatient addic-
tion care, the client is admitted to an institution.

Parkstad Limburg
The conglomeration of South Limburg municipalities of Brunssum, Heerlen, Kerkrade, 
Landgraaf, Nuth, Onderbanken, Simpelveld and Voerendaal. (The municipality of Nuth 
has since withdrawn from the collaboration).

Party drugs
Drugs used by some revellers at parties and raves, such as ecstasy, amphetamines, 
cannabis, GHB and LSD.

Polydrug use
Use of several drugs by a drug user, such as heroin and cocaine.

Primary diagnosis
The main illness for which a patient is admitted to hospital.

Primary problem
If someone has problems with two (or more) substances, then the primary problem is 
the substance that causes the most problems. The other substance is the secondary 
problem.
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Primary cause of death
The direct cause of someone’s death. If someone dies directly from an overdose of 
drugs, then this is the primary cause of death. If someone dies from an accident that 
occurred under the influence of a drug, the accident is the primary cause of death. The 
drug is a secondary cause.

Problem use
The use of a substance in such a way that physical, mental or social problems arise, or 
that a nuisance to a society arises. Problem use is not always addiction. “Misuse” is a 
form of problem use that does not mean addiction.

Psychodysleptic drugs
See: Hallucinogens

Psychonauts
A psychonaut is literally someone who goes on a journey within the mind. Psychonauts 
use drugs to stimulate their mental journey of discovery. Some use only natural drugs 
such as magic mushrooms and cacti. Others also use synthetic drugs for their trip. 
Psychonauts can exchange their experiences on the website www.psychonaut.com

Psychosis
Mental disorder involving hallucinations, i.e. sensory experience (seeing, hearing or 
feeling) that someone has, but is not shared by others. If the disorder does not last 
longer than a month, then it is called a temporary psychotic disorder.

Recent use
The use of a substance in the past year, irrespective of the frequency (from once to 
daily). Recent users are automatically included with ever users (use ever in one’s life).

Recreational use
Use of a substance (generally in the user’s leisure time), without problem use (misuse 
or addiction).

Schizophrenia
Mental disorder involving hallucinations, i.e. sensory experience (seeing, hearing or 
feeling) that someone has, but is not shared by others People suffering from this 
disorder function poorly at school at work and in the family. The disorder is only known 
as schizophrenia if the disorder has lasted for at least six months.

Secondary cause of death
A cause that has contributed indirectly to death. If someone died from an accident that 
took place while he or she was under the influence of a drug, the drug is a secondary 
cause of death.
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Secondary diagnosis
A secondary or underlying illness, in addition to the main illness (primary diagnosis) for 
which a person has been admitted to hospital.

Secondary problem
If a user has a problem with two (or more) substances, the secondary problem is the 
substance that causes relatively the least problems. The other substance is the primary 
problem.

Soft drugs
Drugs on list II of the Opium Act, particularly cannabis. These are drugs that constitute 
a less great public health hazard than the hard drugs on list I of the Opium Act.

Special secondary education
Education for children with learning difficulties (MLK), education for children with 
learning and educational difficulties (LOM) and education for children with severe 
educational difficulties (ZMOK).

THC
Tetrahydrocannabinol, the main psycho-active ingredient of cannabis.

Tobacconists and convenience stores
Shops that generally sell products such as tobacco products, (cigarettes, cigars, rolling 
tobacco), smokers requisites (pipes, lighters) and magazines, newspapers, greeting 
cards, snacks, sweets and lottery tickets and scratch cards.

Use / Usage
The use of a substance ever in one’s life (ever use or lifetime use), in the past year (recent 
use) or in the past month (current use). Current users are automatically included with 
recent users (past year), who in turn are automatically included with ever users.

II. DRUGS CRIME13

Acquittal
Verdict by the judge when it is deemed not proven that the charges laid against the 
accused have been committed by the accused.
See also: case dismissal, verdict of guilt.

Adult suspect / offender
Suspects who are 18 or older at the time of committing a punishable offence.

13 Source: Statistics Netherlands (CBS), Voorburg/Heerlen, 2003; edited by WODC.
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Appeal
Legal instrument permissible to anyone against whom a judgment was pronounced.

Case dismissal
Decision by the public prosecutor not to prosecute an established punishable offence 
on policy or technical grounds;
See also: Dismissal on policy grounds. Dismissal on technical grounds.

Case inadmissible
Final judgment in which the judge refuses the request or demand of a party or denies 
the Public Prosecutor permission to prosecute on grounds that lie outside the case itself 
(such as a procedural error).

Charge
Written record by an investigating officer about facts or circumstances observed by him 
or her.

Compulsion
Compulsion means the user is given no choice. He can be admitted without his consent. 
See also: Quasi-compulsion.

Crime / felony
More severe punishable act, defined as such in the law; the division of punishable acts 
into crimes and offences is of importance in procedural law (absolute competence and 
legal remedies) and penalization; trials in the first instance are mainly held before the 
court as opposed to an offence, which is less severe.

Criminal Case
Charges against a suspect registered with an office of the public prosecutor.

Criminal record/prior offence
A criminal record / prior offence refers to a contact with the police in which charges 
were made relating to one or more offences.

Custody
Principal- : detention for a maximum of one year and four months; this is a lighter 
sentence than a prison sentence and is generally sat out in a remand centre.
Subsidiary- : detention on the grounds of not or not fully paying a fine.

Discharge from (further) prosecution
Decision by the judge, despite evidence supporting the case of the Public Prosecutor, 
based on the opinion that the offence or the accused is not punishable.
See also: Verdict of guilt, Acquittal.
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Dismissal on policy grounds
Decision by the public prosecutor not to prosecute a suspect for an established offence 
on the grounds of public interest.
See also: Dismissal.

Dismissal on technical grounds
Decision by the public prosecutor not to prosecute for a punishable act on the grounds 
that prosecution cannot lead to a conviction (for example because there is insufficient 
evidence or because the suspect cannot be sentenced.

Disposal by the court
Final judgment, whether conviction, acquittal, dismissal of charges or other verdicts.

Disposal by the Public Prosecutor
Final decision about a case registered with the office of public prosecutions, e.g. whether 
to drop charges, create a joinder, offer a transaction or submit to the courts for trial.

Early release
Statutory early release from penitentiary institutions of prisoners sentenced to long-term 
detention.

Final judgment
Verdict by a judge that concludes a civil case which started with a summons.

Financial order / transaction
Under certain circumstances, payment of one or more penalties (usually a fine) as 
decreed by the investigating officer or public prosecutor who then forfeits the right to 
prosecute.

In the first instance
Primary judicial body before which a case is heard.
See also: appeal.

Joinder ad informandum
Presentation by the public prosecutor of a case not being prosecuted to another case 
being heard by the judge, with the intention that the judge will take account of the 
joinder case in determining the sentence.
See also: Disposal by public prosecutor.

Joinder of causes of action
Joining together by the public prosecutor of a number of registered cases, with the 
intention that the judge will dispose of these cases together with a single sentence.
See Disposal by public prosecutor.
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Joinder of session
Joining together by the judge of a number of different cases registered with the office 
of the public prosecutor with the intention of dealing with these as a single case.
See Disposal by the court

Juvenile suspect / offender
Suspects who are under 18 at the time of committing a punishable offence. More 
straightforward juvenile cases are usually dealt with by Halt agencies.
NB. No-one can be prosecuted for an offence committed before the age of 12.

Offence
Punishable act of a less serious nature, defined as such in the law. the division of punis-
hable acts into crimes and offences is of importance in procedural law (absolute compe-
tence and legal remedies) and penalization; disposal usually occurs with a settlement/
financial order via the Public Prosecutor or are heard before a district court.
See also: crime/felon

Ordinary case before the courts
Criminal case in the first instance that is heard before the courts, with the exception of 
tax fraud and economic offences.

Percentage of solved crimes
The total number of crimes solved during a specific period in relation to the total number 
of charges pressed by the police during the same period for similar crimes, expressed 
in percentages.

Placed in remand / remanded in custody
Detention in police custody for a maximum of four days on the order of the (assistant) 
public prosecutor, if the normal time permitted for questioning a suspect (six hours) is 
not enough.

Pre-trial detention / temporary custody
Detention in a Remand centre pending trial, generally when there is suspicion of a 
serious crime (crime carrying a prison sentence of at least four years) or of absconding 
and/or of a danger to society.

Prison sentence
Detention, for life or for a limited period, with a maximum of 20 years, generally sat 
out in a prison.
See also: custody.

Probation and aftercare service
Organisation that aims by its efforts to make a demonstrable contribution towards the 
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reintegration and rehabilitation of offenders into society. Accordingly, an important aim 
is to prevent the repetition of punishable offences. To this end, the organisation conducts 
examinations and drafts reports with regard to the character and circumstances of the 
suspect or convicted offender; it devises plans of action to achieve its goals, conducts 
supervision and monitoring of the accused and of task orders. Only in cases that promise 
distinct possibilities of changed behaviour and the likelihood of success is deemed consi-
derable, are intensive programs undertaken with these goals in mind.

Public Prosecutor
Government agency charged with the following tasks: enforcing laws, detecting and 
prosecuting punishable offences, issuing sentences and informing the judge insofar as 
prescribed by law.

Quasi-compulsion
Using quasi-compulsion, the authorities try to steer a user who is also a repeat offender 
in the direction of a care program. The user has the choice between a care program 
and a judicial punishment. The choice is influenced as follows: if the user opts for a care 
program, not only can he or she improve their situation, but any further prosecution 
and sanction will be dismissed or adjourned. If not, or if he does not comply with the 
conditions put forward, then the judicial sanction will be imposed.

Sentence / Verdict
Binding decision explained by the judge in a case submitted to the court for judgment.

Solved crimes
Crimes for which at least one suspect /offender is known to the police, even if he or 
she is at large or denies having committed the act.

Summons
Official document (writ) that requires a person to appear in court at a certain time in 
connection with a punishable offence.

Suspect
The person against whom, prior to the start of prosecution, there is a reasonable 
assumption of guilt of committing a punishable offence on the grounds of facts or 
circumstances; then known as ‘the accused’ once prosecution commences.

Unconditional judgment
Decision by the judge without leave to appeal (by a regular legal instrument).

Verdict of guilt
Judgment by the judge, after the charges put forward by the public prosecutor have 
been deemed proven and punishable and the suspect is deemed to be punishable.
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Appendix B Sources

This appendix contains a schematic overview of the main sources used by the National 
Drug Monitor (NDM) for (I) use and problem use and (II) treatment demand and treat-
ment, (III) illness and death, (IV) market information and (V) crime and law enforcement. 
For a more detailed description of the sources used see: www.trimbos.nl/monitors, or 
www.ivo.nl, or www.zonmw.nl.
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I. Use and problem use

Source Target group Substances Measurements Organisation responsible/Homepage

Dutch National School Survey School-goers aged 10-18 in 
the last two years in primary 
schools and in mainstream 
secondary schools: VMBO, 
HAVO and VWO; sometimes 
programs at special schools

Alcohol, drugs, tobacco 1984, 1988, 1992, 1996, 
1999, 2003, 2007

Special schools, projects: 
1990, 1997, 2008

Trimbos Institute
www.trimbos.nl

Antenne School-goers and socialising 
young people in Amsterdam

Alcohol, drugs, tobacco Annually since 1993, with 
varying target groups

Bonger Institute of Criminology, University of Amsterdam  
in collaboration with Jellinek Preventie
www.jur.uva.nl
www.jellinek.nl/

ESPAD School-goers aged 15 and 16 
in 35 European countries

Alcohol, drugs, tobacco 1995, 1999, 2003, 2007 CAN, Pompidou Group,
For the Netherlands, Trimbos Institute
www.can.se/

Market research on the social 
scene in The Hague

Participants in the social scene 
aged 16-35 in The Hague

Alcohol, drugs 2002, 2003, 2007 MORE
www.denhaag.nl/

HBSC School-goers aged 11-17 Alcohol, cannabis, tobacco 2001, 2005 WHO, for the Netherlands: Trimbos Institute,  
Radboud University Nijmegen and Utrecht University
www.hbsc.org
www.trimbos.nl

National Institute for public 
opinion and market research 
(TNS NIPO)

National population aged 15 
and older

Tobacco Annual STIVORO
www.stivoro.nl

National Prevalence Survey 
(NPO)

National population aged 12 
and older (1997, 2001) or 
15-64 years (2005)

Alcohol, drugs, tobacco 1997, 2001, 2005 CEDRO, University of Amsterdam (1997, 2001)  
www.cedro-uva.org
IVO (2005)
www.ivo.nl

NEMESIS (Netherlands Mental 
Health Survey and Incidence 
Study

National population aged 
from age 12 (1997, 2001) or 
15-64 (2005) 

Alcohol, drugs NEMESIS I; 1996 and 
follow-up in 1997 and 1999; 
NEMESIS II: 2007 to 2015

Trimbos Institute
www.trimbos.nl

Permanent research on home 
life situation (POLS)

National population aged 15 
to 65 

Alcohol, tobacco, drugs Annual Statistics Netherlands (CBS)
www.cbs.nl
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I. Use and problem use

Source Target group Substances Measurements Organisation responsible/Homepage
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Alcohol, drugs, tobacco 1984, 1988, 1992, 1996, 
1999, 2003, 2007
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young people in Amsterdam
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in collaboration with Jellinek Preventie
www.jur.uva.nl
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ESPAD School-goers aged 15 and 16 
in 35 European countries

Alcohol, drugs, tobacco 1995, 1999, 2003, 2007 CAN, Pompidou Group,
For the Netherlands, Trimbos Institute
www.can.se/

Market research on the social 
scene in The Hague

Participants in the social scene 
aged 16-35 in The Hague

Alcohol, drugs 2002, 2003, 2007 MORE
www.denhaag.nl/

HBSC School-goers aged 11-17 Alcohol, cannabis, tobacco 2001, 2005 WHO, for the Netherlands: Trimbos Institute,  
Radboud University Nijmegen and Utrecht University
www.hbsc.org
www.trimbos.nl

National Institute for public 
opinion and market research 
(TNS NIPO)

National population aged 15 
and older

Tobacco Annual STIVORO
www.stivoro.nl

National Prevalence Survey 
(NPO)

National population aged 12 
and older (1997, 2001) or 
15-64 years (2005)

Alcohol, drugs, tobacco 1997, 2001, 2005 CEDRO, University of Amsterdam (1997, 2001)  
www.cedro-uva.org
IVO (2005)
www.ivo.nl

NEMESIS (Netherlands Mental 
Health Survey and Incidence 
Study

National population aged 
from age 12 (1997, 2001) or 
15-64 (2005) 

Alcohol, drugs NEMESIS I; 1996 and 
follow-up in 1997 and 1999; 
NEMESIS II: 2007 to 2015

Trimbos Institute
www.trimbos.nl

Permanent research on home 
life situation (POLS)

National population aged 15 
to 65 

Alcohol, tobacco, drugs Annual Statistics Netherlands (CBS)
www.cbs.nl
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II. Treatment demand and treatment 

Source Target group Substances Measurements Organisation responsible/Homepage

Central Methadone Registra-
tion (CMR)

Methadone clients in the 
Amsterdam region

Methadone Annual GGD(Community Health Service) Amsterdam
www.ggd.amsterdam.nl

National Alcohol and Drugs 
Information System (LADIS)

Clients of (outpatient) addic-
tion care 

Alcohol, drugs Annual IVZ, Houten
www.sivz.nl

Dutch Hospital Data (DHD)
National Medical Registration 
(LMR)

Hospital patients Alcohol, drugs Annual DHD Foundation Prismant
www.prismant.nl

Injury Information System 
(LIS)

Patients who receive emer-
gency treatment following an 
accident (data are extrapo-
lated). 

Alcohol, drugs Annual The Consumer Safety Institute
www.veiligheid.nl

III. Illness and Deaths

Source Target group/subject Substances Measurements Organization responsible/Homepage

Amsterdam cohort study 
and monitor of drugs-related 
deaths

Causes of death among 
methadone clients and 
recreational drug users in 
Amsterdam

Hard drugs, recreational drugs Annually from 1976 GGD (Municipal Health Service) Amsterdam
www.ggd.amsterdam.nl

Ambulance Transport Centre 
(CPA)

Ambulance journeys for the 
population of Amsterdam and 
surrounding area

Alcohol, drugs Annual GGD Amsterdam
www.ggd.amsterdam.nl

Cause of death statistics Causes of death for inha-
bitants of the Netherlands 
registered in the population 
register, and law court records

Alcohol, drugs, tobacco Annual Statistics Netherlands (CBS)
www.Statistics Netherlands (CBS).nl

HIV/AIDS-registration HIV-infected and AIDS 
patients among intravenous 
drug users

Hard drugs Half yearly IGZ, SHM, RIVM
www.hiv-monitoring.nl

HIV-monitoring among risk 
groups including drug users

Intravenous drug users in 
various cities

Hard drugs From 1991 various measure-
ments in various cities

RIVM and GGDs
www.rivm.nl/

DUI (Driving under the 
influence) monitor

Motorists Alcohol Annually, from 1970 AVV, Ministry of Road Traffic and Public Works
www.rws-avv.nl
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II. Treatment demand and treatment 

Source Target group Substances Measurements Organisation responsible/Homepage

Central Methadone Registra-
tion (CMR)

Methadone clients in the 
Amsterdam region

Methadone Annual GGD(Community Health Service) Amsterdam
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Hospital patients Alcohol, drugs Annual DHD Foundation Prismant
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Injury Information System 
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accident (data are extrapo-
lated). 

Alcohol, drugs Annual The Consumer Safety Institute
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methadone clients and 
recreational drug users in 
Amsterdam

Hard drugs, recreational drugs Annually from 1976 GGD (Municipal Health Service) Amsterdam
www.ggd.amsterdam.nl
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patients among intravenous 
drug users

Hard drugs Half yearly IGZ, SHM, RIVM
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HIV-monitoring among risk 
groups including drug users

Intravenous drug users in 
various cities

Hard drugs From 1991 various measure-
ments in various cities
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DUI (Driving under the 
influence) monitor

Motorists Alcohol Annually, from 1970 AVV, Ministry of Road Traffic and Public Works
www.rws-avv.nl
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IV. Market information 

Source Target group/subject Substances Measurements Responsible organisation/Homepage

Drugs Information and Moni-
toring System (DIMS)

Social scene drugs by recrea-
tional users

Social scene drugs Continuous; annual report Trimbos Institute
www.trimbos.nl

Monitor of official coffee 
shops

Number of officially sanc-
tioned coffee shops; coffee 
shop policy of municipalities 
plus enforcement policy

Cannabis 1997, 1999, annually from 
2000-2005, then every two 
years.

WODC
www.wodc.nl/

THC-monitor THC concentrations and price 
of cannabis samples from 
coffee shops

Cannabis Twice yearly until 2009); once 
yearly from 2010; annual 
report

Trimbos Institute
www.trimbos.nl

V. Law enforcement system

Source Target group/subject Sources Measurements Organisation responsible/Homepage

Patient monitoring system 
(CVS)

Output data of probationary 
aftercare, clients of probatio-
nary aftercare

All substances, no breakdown 
into type

Daily files Addiction and Probation department of the GGZ (SVG) in colla-
boration with Dutch Probation and the Youth Care, Probation 
and aftercare of the Salvation Army
www.ggznederland.nl

Police Records System (HKS) Summonses arising from 
charges; Charges made 
against suspects; registered 
criminal record of suspects

Danger classification ‘drug 
users’ or ‘alcohol dependent’; 
drugs offences divided into 
hard and soft drugs

Updating at the end of the 
first quarter of the entire 
previous year; also extraction 
of definite figures for previous 
year (because of processing 
lag)

Research and Analysis Group of the National Criminal Intel-
ligence Service of the National Police Agency (O&A/dNRI/
KLPD), in collaboration with the police regions; The Scientific 
Research and Documentation Centre (WODC) of the Justice 
Ministry has a copy
www.politie.nl/KLPD/
www.wodc.nl/

Seizures and dismantling 
operations

Drug seizures; number of 
criminal investigations; 
dismantled hemp farms; unco-
vered production locations of 
synthetic drugs

All substances, divided into 
type of drug

Continuous registration, 
annual report

K&O/O&A/dNRI/KLPD, in collaboration with police regions
www.politie.nl/KLPD/Expertise Centre for Synthetic Ddrugs

Research and Policy database 
of Criminal Records (OBJD)

Policy information on criminal 
law enforcement; anonymous 
copy of the database of the 
Criminal Records (OBJD)

Drug offences, sub-divided 
into hard and soft drugs

Updated four times yearly WODC
www.wodc.nl/

Public Prosecutor data 
(OMDATA)

National database of the 
national public prosecution 
department containing data 
about prosecutions and judge-
ments in the first instance

Drug offences, sub-divided 
into hard and soft drugs

Updated three times yearly Public Prosecutor and Council for the Judiciary. The Office 
of the Public Prosecutor collects and manages the data. The 
WODC has a copy
www.wodc.nl/

National Investigation Infor-
mation Services

Criminal investigations by the 
Dutch police of more serious 
forms of organised crime; 
offenders against laws that 
include the Opium Act who 
act in collaboration

Sub-divided into hard and soft 
drugs

Annual report K&O/O&A/dNRI/KLPD, in cooperation with the police regions
www.politie.nl/KLPD/
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IV. Market information 

Source Target group/subject Substances Measurements Responsible organisation/Homepage

Drugs Information and Moni-
toring System (DIMS)

Social scene drugs by recrea-
tional users

Social scene drugs Continuous; annual report Trimbos Institute
www.trimbos.nl

Monitor of official coffee 
shops

Number of officially sanc-
tioned coffee shops; coffee 
shop policy of municipalities 
plus enforcement policy

Cannabis 1997, 1999, annually from 
2000-2005, then every two 
years.

WODC
www.wodc.nl/

THC-monitor THC concentrations and price 
of cannabis samples from 
coffee shops

Cannabis Twice yearly until 2009); once 
yearly from 2010; annual 
report

Trimbos Institute
www.trimbos.nl

V. Law enforcement system

Source Target group/subject Sources Measurements Organisation responsible/Homepage

Patient monitoring system 
(CVS)

Output data of probationary 
aftercare, clients of probatio-
nary aftercare

All substances, no breakdown 
into type

Daily files Addiction and Probation department of the GGZ (SVG) in colla-
boration with Dutch Probation and the Youth Care, Probation 
and aftercare of the Salvation Army
www.ggznederland.nl

Police Records System (HKS) Summonses arising from 
charges; Charges made 
against suspects; registered 
criminal record of suspects

Danger classification ‘drug 
users’ or ‘alcohol dependent’; 
drugs offences divided into 
hard and soft drugs

Updating at the end of the 
first quarter of the entire 
previous year; also extraction 
of definite figures for previous 
year (because of processing 
lag)

Research and Analysis Group of the National Criminal Intel-
ligence Service of the National Police Agency (O&A/dNRI/
KLPD), in collaboration with the police regions; The Scientific 
Research and Documentation Centre (WODC) of the Justice 
Ministry has a copy
www.politie.nl/KLPD/
www.wodc.nl/

Seizures and dismantling 
operations

Drug seizures; number of 
criminal investigations; 
dismantled hemp farms; unco-
vered production locations of 
synthetic drugs

All substances, divided into 
type of drug

Continuous registration, 
annual report

K&O/O&A/dNRI/KLPD, in collaboration with police regions
www.politie.nl/KLPD/Expertise Centre for Synthetic Ddrugs

Research and Policy database 
of Criminal Records (OBJD)

Policy information on criminal 
law enforcement; anonymous 
copy of the database of the 
Criminal Records (OBJD)

Drug offences, sub-divided 
into hard and soft drugs

Updated four times yearly WODC
www.wodc.nl/

Public Prosecutor data 
(OMDATA)

National database of the 
national public prosecution 
department containing data 
about prosecutions and judge-
ments in the first instance

Drug offences, sub-divided 
into hard and soft drugs

Updated three times yearly Public Prosecutor and Council for the Judiciary. The Office 
of the Public Prosecutor collects and manages the data. The 
WODC has a copy
www.wodc.nl/

National Investigation Infor-
mation Services

Criminal investigations by the 
Dutch police of more serious 
forms of organised crime; 
offenders against laws that 
include the Opium Act who 
act in collaboration

Sub-divided into hard and soft 
drugs

Annual report K&O/O&A/dNRI/KLPD, in cooperation with the police regions
www.politie.nl/KLPD/
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Source Target group/subject Sources Measurements Organisation responsible/Homepage

Enforcement of penalties 
involving detention and 
measures in penitentiary 
(TULP)

Characteristics of detainees, 
offences, length of sentences 
and characteristics of the 
penal institutions; juvenile 
penitentiaries (TULP/JJI) and 
TBS-institutions are registered 
separately 

Continuous registration Custodial Institutions Service (DJI of the Justice Ministry
www.dji.nl/

WODC-Monitor of Recidivism Longitudinal research project 
with standardised recidivism 
measurements among various 
groups of convicted offenders. 

Reports on the basis of the 
OBJD

WODC
www.wodc.nl/

WODC Monitor of Prolific 
Offenders

Monitors very active adult 
offenders. Links up various 
databases, including police 
records, probationary 
aftercare and addiction care 
records

Problem substance and 
delinquent behaviour in very 
active prolific offenders

Annual report, however, no 
longer linked to Ladis.

WODC
www.wodc.nl/
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Source Target group/subject Sources Measurements Organisation responsible/Homepage

Enforcement of penalties 
involving detention and 
measures in penitentiary 
(TULP)
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penal institutions; juvenile 
penitentiaries (TULP/JJI) and 
TBS-institutions are registered 
separately 

Continuous registration Custodial Institutions Service (DJI of the Justice Ministry
www.dji.nl/

WODC-Monitor of Recidivism Longitudinal research project 
with standardised recidivism 
measurements among various 
groups of convicted offenders. 

Reports on the basis of the 
OBJD

WODC
www.wodc.nl/

WODC Monitor of Prolific 
Offenders

Monitors very active adult 
offenders. Links up various 
databases, including police 
records, probationary 
aftercare and addiction care 
records

Problem substance and 
delinquent behaviour in very 
active prolific offenders

Annual report, however, no 
longer linked to Ladis.

WODC
www.wodc.nl/
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Appendix C  Explanation of ICD-9  
and ICD-10 codes

Explanation of ICD-9 codes
ICD-9 code Explanation

162 Malignant neoplasm of trachea, bronchus and lungs

291 Alcohol psychoses

292 Drug psychoses

303 Alcohol dependence syndrome

304 Drug dependence

304.0 Opioid type dependence

304.2 Cocaine dependence

304.3 Cannabis addiction

304.4 Amphetamine and other psychostimulant dependence

304.7 Combinations of opioid type drug with any other

305 Non-dependent abuse of drugs or other substances

305.0 Alcohol abuse

305.2 Cannabis abuse

305.3 Hallucinogen abuse

305.4 Sedative, hypnotic or anxiolytic abuse

305.5 Opioid abuse

305.6 Cocaine abuse

305.7 Amphetamine or related acting sympathicomimetic abuse

305.8 Anti-depressant type abuse

305.9 Other, mixed, or unspecified drug abuse

357.5 Alcoholic polyneuropathy

425.5 Alcoholic cardio-myopathy

535.3 Alcoholic gastritis

571.0 Alcoholic fatty liver

571.1 Acute alcohol hepatitis

571.2 Alcoholic liver cirrhosis

571.3 Unspecified alcoholic liver damage

980.0-1 Toxic effect of alcohol

E850 Accidental poisoning by analgesics, antipyretics and antirheumatics

E850.0 Accidental poisoning by heroin

E854.1 Accidental poisoning by psychodysleptics (hallucinogens)

E854.2 Accidental poisoning by psycho-stimulants

E855.2 Accidental poisoning by local anaesthetics (including cocaine)

E860.0-2 Accidental poisoning by alcoholic drinks (ethanol/methanol)

E950.9* Suicide by poisoning through solid substances or liquids

E980.9* Poisoning by solid substances or liquids, undetermined intent

* Only included if registered as complication 980.0-1.
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Explanation of ICD-10 codes
ICD-10 code Explanation

C33 Malignant neoplasm of trachea

C34 Malignant neoplasm of bronchus and lung

F10 Mental and behavioural disorders due to use of alcohol 

F11 Mental and behavioural disorders due to use of opiates

F12 Mental and behavioural disorders due to use of cannabinoids

F13 Mental and behavioural disorders due to use of sedatives or hypnotics 

F14 Mental and behavioural disorders due to use of cocaine

F15 Mental and behavioural disorders due to use of other stimulants

F18 Mental and behavioural disorders due to use of volatile solvents

F19 Mental disorders and behavioural disorders due to multiple drug use and use of 
other psychoactive substances 

G31.2 Degeneration of nervous system due to alcohol 

G62.1 Alcoholic polyneuropathy

I42.6 Alcoholic cardio-myopathy

K29.2 Alcoholic gastritis

K70.0 Alcoholic fatty liver

K70.1 Alcoholic hepatitis

K70.2 Alcoholic fibrosis and sclerosis of liver

K70.3 Alcoholic liver cirrhosis

K70.4 Alcoholic hepatic failure

K70.9 Alcoholic liver disease, unspecified

K86.0 Alcohol-induced chronic pancreatitis

T51.0-1 Toxic effect of alcohol, ethanol and methanol (only as secondary code)

X41 + T43.6 Accidental poisoning by psychostimulants

X42 Accidental poisoning by narcotics and psychodysleptics (hallucinogens) not clas-
sified elsewhere

X42 + T40.5 Accidental poisoning by cocaine

X45* Accidental poisoning by and exposure to alcohol

X61 + T43.6 Suicide by psychostimulants

X65* Intentional poisoning by and exposure to alcohol

Y11 + T43.6 Poisoning by psychostimulants, undetermined intent

Y15* Poisoning by and exposure to alcohol, undetermined intent

*Only included if stated as complication T51.0-1.
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Appendix D  Websites in the area  
of alcohol and drugs

Arkin
http://www.arkin.nl

Australian Institute of Health and Welfare (AIHW)
http://www.aihw.gov.au/

Bouman GGZ
http://www.boumanggz.nl/

Brijder Verslavingszorg
http://www.brijder.nl/

CEDRO Centrum voor Drugsonderzoek (UvA)
http://www.cedro-uva.org/

Centraal Bureau voor de Statistiek (STATISTICS NETHERLANDS (CBS))
http://www.Statistics Netherlands (CBS).nl/

Centrum Maliebaan
http://www.centrummaliebaan.nl/

De Hoop ggz
http://www.dehoop.nl/

Dutch Hospital Data (DHD)
http://dutch.hospitaldata.eu

DeltaBouman
http://www.deltabouman.nl/

Emergis Verslavingszorg
http://www.emergis.nl/verslavingszorg/

European Centre for the Epidemiological Monitoring of AIDS
http://www.eurohiv.org/sida.htm
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European Monitoring Centre for Drugs and Drug Addiction (EMCDDA)
http://www.emcdda.org/

European Commission, Taxation and Customs Union
http://europa.eu.int/comm/taxation_customs/publications/info_doc/info_doc.
htm#Excises

Europol
http://www.europol.eu.int/home.htm

GGD Amsterdam 
http://www.ggd.amsterdam.nl/

GGD Nederland
http://www.ggd.nl/

GGZ Noord- en Midden Limburg/Verslavingszorg (GGZ NML)
http://www.ggz-groepnmlimburg.nl/

GGZ Nederland
http://www.ggznederland.nl

Inspectie voor de Gezondheidszorg
http://www.igz.nl/productie/indexie.html

Instituut voor Onderzoek naar Leefwijzen & Verslaving (IVO)
http://www.ivo.nl/

Intraval. Bureau voor onderzoek en advies
http://www.intraval.nl/

IrisZorg
http://www.iriszorg.nl/

Jellinek kliniek (Amsterdam)
http://www.jellinek.nl/

Korps Landelijke Politiediensten (KLPD)
http://www.klpd.nl/

Ministry for Justice
http://www.justitie.nl/
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Ministry for Health, Welfare and Sport
http://www.minvws.nl/index.html

Mondriaan Zorggroep/Verslavingszorg
http://www.mondriaanzorggroep.nl/

Nationaal Instituut voor Gezondheidsbevordering en Ziektepreventie 
(NIGZ)
http://www.nigz.nl/

Novadic-Kentron, netwerk voor verslavingszorg
http://www.novadic-kentron.nl/

Openbaar Ministerie
http://www.openbaarministerie.nl/ 

Parnassia, Psycho-Medisch Centrum
http://www.parnassia.nl/

Police
http://www.politie.nl/

Prismant
http://www.prismant.nl/index.htm

Rijksinstituut voor Volksgezondheid en Milieu (RIVM)
http://www.rivm.nl/

Rijks-Kwaliteitsinstituut voor land- en tuinbouwprodukten
www.rikilt.dlo.nl/

STAP, Nederlands Instituut voor Alcoholbeleid
http://www.alcoholpreventie.nl/

Stichting Consument en Veiligheid
http://www.consument-en-veiligheid.nl/

Stichting Informatievoorziening Zorg (IVZ)
http://www.sivz.nl/
http://www.ladisonline.nl

STIVORO, voor een rookvrije toekomst
http://www.stivoro.nl/
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Substance Abuse & Mental Health Service Administration (SAMHSA)
http://www.samhsa.gov/

SWOV-Stichting Wetenschappelijk Onderzoek Verkeersveiligheid
http://www.swov.nl

TACTUS, Instelling voor verslavingszorg
http://www.tactus.nl/ 

Trimbos Institute
http://www.trimbos.nl/

Vereniging GGZ Nederland
http://www.ggznederland.nl/

Verslavingszorg Noord Nederland
http://www.verslavingszorgnoordnederland.nl/

Wetenschappelijk Onderzoek- en Documentatiecentrum (WODC)
http://www.wodc.nl/

World Health Organisation (WHO)
http://www.who.int/en/

ZonMw
http://www.zonmw.nl/
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Appendix E  Drug use in a number of 
new EU member states

Use of cannabis, cocaine, ecstasy and amphetamine in the general 
population of a number of new EU member states 

Country Year AgeI Cannabis Cocaine Ecstasy Amphetamine

Ever Recent Ever Recent Ever Recent Ever Recent

Cyprus 2006 15 - 64 6.6% 2.1% 1.1% 0.6% 1.6% 1.0% 0.8% 0.3%

Estonia 2003 15 - 69 - 4.6% - 0.6% - 1.7% - 1.3%

Hungary 2003 18 - 54 9.8% 3.9% 1.0% 0.4% 3.1% 1.4% 2.5% 1.0%

Latvia 2003 15 - 64 10.6% 3.8% 1.2% 0.2% 2.4% 0.8% 2.6% 1.1%

Lithunia 2004 15 - 64 7.6% 2.2% 0.4% 0.3% 1.0% 0.4% 1.1% 0.3%

Malta 2001 18 – 64 3.5% 0.8% 0.4% 0.3% 0.7% 0.2% 0.4% 0%

Poland 2006 15 – 64 9.0% 2.7% 0.8% 0.2% 1.2% 0.3% 2.7% 0.7%

Slovakia 2006 15 - 64 16.1% 6.9% 1.2% 0.6% 4.3% 1.6% 1.2% 0.3%

Czech Rep. 2004 18 – 64 20.6% 9.3% 1.1% 0.2% 7.1% 3.5% 2.5% 0.7%

Romania 2004 15-64 1.7% - - - - - -

Bulgaria 2005 18-60 4.4% 1.5% 1.1% 0.3% 1.3% 0.5% 1.4% 0.4%

Percentage of ever users and recent users (past year). I. Drug use is relatively low in the youngest (12-15) 

and older age groups (>64). Usage figures in studies with respondents who are younger and/or older than 

the EMCDDA-standard (15-64) may be lower than in studies that apply the EMCDDA-standard. The oppo-

site is true for studies with a more limited age range. - = not measured. Source: EMCDDA.
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Appendix F  Pupils in special and 
mainstream schools

Pupils from age 12 to 16 in special and mainstream secondary education, 
number (above) and percentage (below), survey year 2007/2008

Number Age

12 years 13 years 14 years 15 years 16 years 12-16 years

Special

 REC-4I 1 082 1 965 2 510 3 124 2 966 11 647

 ProII 1 286 4 904 5 557 5 841 5 153 22 741

 LwooIII 7 999 23 335 25 415 24 565 16 604 97 918

Mainstream 97 043 156 566 158 268 159 230 126 747 697 854

Total 107 410 186 770 191 750 192 760 151 470 830 160

%

Special

 REC-4I 1% 1% 1% 2% 2% 1%

 ProII 1% 3% 3% 3% 3% 3%

 LwooIII 7% 12% 13% 13% 11% 12%

Mainstream 90% 84% 83% 83% 84% 84%

Total 100% 100% 100% 100% 100% 100%

Number of pupils (above) and percentage of pupils (below). I. REC = Regional Expertise Centre.  
II. Pro = practical education. III. Lwoo = learning support education. Source: Statistics Netherlands, StatLine 

Databank: education.
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