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PREFACE

Cannabis use among minors/school-goers continues to decline, but demand for addiction
treatment is still rising. Ecstasy use in this age group is also dropping, but remains above
the European average; however, demand for treatment is limited and is on the way
down. We see an increase in the number of incidents involving GHB. With regard to of-
fences against the Opium Act, there is a marked drop in the number of drug-related
crimes in the law enforcement chain, chiefly among hard drug offences, while the percen-
tage of soft drug offences is growing.

These are some of the findings of the Annual Report 2010 of the Netherlands National
Drug Monitor (NDM). The purpose of these annual reports is to collect and integrate data
about developments in substance use and developments in drug-related criminality. To
date the reports have yielded a wealth of data and information.

This is already the eleventh annual report compiled by the NDM office of the Trimbos In-
stitute in collaboration with the Research and Documentation Centre (WODC) of the
Netherlands Ministry of Security and Justice. Many NDM and WODC staff members have
been involved in compiling almost all eleven annual reports. The Scientific Council is im-
pressed by the efforts of these employees, which continually remain at a high level.
Thanks are due to all organisations and experts who supply the data every year and are
prepared to meet the information requests from the office of the NDM and the WODC.
Without these contributions, the NMD Annual Reports would not be possible.

Prof. dr. Henk Garretsen

Chairman of the Scientific Committee of the Netherlands National Drug Monitor (NDM)
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LIST OF ABREVIATIONS AND ACRONYMS

2C-B
4-MTA
AIAR
AIDS
AIHW
BMK
BO
BZK
BZP
CAN
CAS
CBS
CIv
ciiB
CMR
COPD
COR
CPA
Csv
CVA
CVs
DBC
DHD
DIMS
DII
DMS
dNRI/O&A

DOB
DSM
EHBO
EMCDDA

ESPAD
EU

FPD
GGD
GG&GD
GGZ NL
GHB
HAART
HAVO
HBSC
HBV
HCV
HDL-C
HIV
HKS
ICD
IDG

4-bromo-2,5-dimethoxyphenethylamine
4-methylthioamphetamine

Amsterdam Institute for Addiction Research

Acquired Immune Deficiency Syndrome

Australian Institute of Health and Welfare
Benzyl-methyl-keton

Primary Education

Ministry of the Interior (and Kingdom Relations)
Benzylpiperazine

Swedish Council for Information on Alcohol and Other Drugs
Canadian Addiction Survey

Statistics Netherlands

Central Information Centre for Football Hooliganism
Central Fine Collection Agency

Central Methadone Registration

Chronic Obstructive Pulmonary Disease

Continuous Research on Smoking Habits

Ambulance Transport Centre

Criminal Consortium

Cerebral Vascular Accident (stroke)

Patient Monitoring System

Diagnosis-Treatment Combination

Dutch Hospital Data, formerly LMR

Drugs Information and Monitoring system

Custodial Institutions Service / Correctional Institutions Service
Drug Monitoring System

Research and Analysis Group of the National Criminal Intelligence
Service of the National Police Agency
2,5-dimethoxy-4-bromoamphetamine

Diagnostic and Statistical Manual

First Aid / Emergency Room (Hospital)

European Monitoring Centre for Drugs and Drug Addiction
(In Dutch EWDD)

European School Survey Project on Alcohol and Other Drugs
European Union

Forensic Psychiatric Service

Public Municipal Health Service

Community Health Service

Netherlands Association for Mental Health Care

Gamma hydroxybutyric acid

Highly Active Anti-Retroviral Treatment

General secondary education

Health Behaviour in School-aged Children (study)
Hepatitis B virus

Hepatitis C virus

High density lipoprotein cholesterol

Human Immunodeficiency Virus

Police Records System

International Classification of Diseases

Intravenous Drug User
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1Gz (Public) Health Care Inspectorate

I1SD Institution for Prolific Offenders

VO Addiction Research Institute (Rotterdam)

vz Foundation for the Provision of Care Information

KLPD National Police Agency

KMar Royal Military Police

LADIS National Alcohol and Drugs Information System

LIS Injury Information System

LMR National Medical Registration, currently DHD

LSD d-Lysergic-acid-diethylamide

LUMC Leiden University Medical Center

Lwoo learning support education

MBDB N-methyl-1-(3,4-methyleen-dioxyphenyl)-2-butanamine

mCPP meta-Chlor-Phenyl-Piperazine

MDA Methyleen-dioxyamphetamine

MDEA Methyleen-dioxyethylamphetamine

MDI Monitor of Drug-Related Incidents

MDMA 3,4-methyleen-dioxymethamphetamine

MGC Monitor of Organised Crime

MMO Social Inclusion Monitor

MO/VB region Region for Social Inclusion and Addiction Policy

MSM Men who have sex with men

NDM Netherlands National Drug Monitor

NEMESIS Netherlands Mental Health Survey and Incidence Study

NFU Netherlands Federation of University Medical Centres

NIGZ National Institute for Health Promotion and Iliness Prevention

NMG National Mental Health Monitor

NPO National Prevalence Survey

NRI National Criminal Investigation Service/ National Intelligence Servi-
ce

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
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Sov Judicial Placement of Addicts

Sr Criminal Code

SRM Monitor of Criminal Law (enforcement)

SSI Cigarette industry foundation

STD Sexually Transmittable Diseases

Sv Code of Criminal Procedure

SVG Addiction and Probation Department of the Netherlands Association
for Mental Health Care

SWovV 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 institu
tions

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

ZonMw Netherlands Organisation for Health Research and Development
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Summary

Below is an outline of the most striking developments from the 2010 Annual Report.
Tables 1a and 1b give an overview of the most recent figures on substance use and drug-
related crime. Recent users are those who used a substance during the past year and
current users are those who have used a substance during the past month.

Drugs: usage and treatment demand

Cannabis use among school-goers continues to drop; demand for treatment still rising

In 2009 7 percent of the population aged between 15 and 64 had used cannabis in the
year prior to the survey. Four percent were current users. These percentages are higher
than those from 2004 (5% recent and 3% current use). In 2009 nearly one in three
(30%) of current users had used cannabis daily or almost daily during the past month. In
2005 the figure was one in four (23%).

Owing to differences in the method of data collection, it is however not clear
whether a real increase in (frequent) use has taken place. In 1997, 2001 and 2005 ques-
tions about drug use were asked in a personal interview (face-to-face): the interviewer
asked the questions and recorded the answers. In 2009 respondents entered their an-
swers directly on the computer, without the researcher being able to see. There are indi-
cations that more anonymous and privacy-protected interview methods - as applied in
2009 - may result in a higher prevalence of usage being recorded.

Based on the data from 2009, the percentage of recent and current cannabis us-
ers in the Netherlands matches exactly that of the European average.

Among mainstream secondary school-goers aged 12 to 18 years, the percentage
of current cannabis users declined gradually between 1996 and 2007. The gradual
downward trend continued in 2009, when 5% of 12-16 year old school-goers were cur-
rent cannabis users. There are no differences in current cannabis use between school
levels.

In certain groups of minors and young adults, cannabis use is higher than aver-
age. The percentage of current users in the various groups in the social scene in diverg-
ing regions and age groups and settings varied from 12% to around 40% (excluding cof-
fee shop clients). Among the various groups of problem youth, the percentage of current
users varied between 29 and 65 percent.

However, the number of cannabis users seeking treatment from addiction care continues
to rise. Between 2000 and 2009 the number of primary cannabis clients rose from 3 534
to 8 863. Between 2008 and 2009 there was an increase of 3%. This trend applies to all
age groups. Over half of cannabis clients had problems with one or more other sub-
stances as well. Still, few people are admitted to general hospitals with cannabis misuse
or dependence as the main diagnosis. In 2009 there were 75 such admissions. The num-
ber of number of admissions citing cannabis problems as a secondary diagnosis is larger
- 520 cases in 2009 - and continues to rise. In nearly a quarter (22%) of admissions
where cannabis problems were a secondary diagnosis, the main diagnosis involved psy-
choses.

This trend in seeking treatment may be indicative of a rise in the number of prob-
lem cannabis users, whether or not in connection with the relatively high THC content in
Dutch-grown weed. It may equally reflect an improvement in treatment for cannabis
problems or a growing awareness of the addictive properties of cannabis, leading users
to seek help earlier. Besides, it is important to bear in mind that the numbers are likely
to reflect a lag: it can take years before problem users seek help - if at all. It is therefore
possible that a rise in treatment demand can be traced back to a much earlier increase in

TRIMBOS-INSTITUUT 13



problem use in the population. On the whole, no adequate explanation has been found
for the rise in demand for cannabis treatment. Some 29,000 people in the general popu-
lation of 18 to 64 years met a diagnosis of cannabis dependence in 2007-2009 and some
40,000 met a diagnosis of cannabis misuse.

Stabilising treatment demand for cocaine addiction; slight rise in hospital admissions

In 2009 one in 20 (5.2%) of the Dutch population aged between 15 and 64 had ever
used cocaine and 1.2% were recent users. Current use was reported by 0.5%. These
figures are higher than those from the 2005 survey, but this may be related to a change
in the research methodology (see preceding sections).

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 re-
mained around the same level (about 1%).

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 fre-
quenters of clubs and discos the rate of current use was somewhat lower, varying regio-
nally between 3% and 6%.

The smoked form of cocaine (crack cocaine) is much more common among opiate ad-
dicts; however, there are crack users in the hard drugs scene who do not use opiates. It
is not known how many people suffer physical, mental or social problems on account of
excessive cocaine use.

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. Between 2004 and
2009 the number hovered around 10,000 (9,993 in 2009). For over half (52%) of the
clients with a primary cocaine problem in 2009, smoking crack was the main problem.
For 46%, snorting the drug was the most common method of use.

The number of hospital admissions citing cocaine misuse or dependence as the
main diagnosis is limited (100 in 2009). The number of admissions citing cocaine prob-
lems as a secondary diagnosis is larger and is gradually rising. In 2009 there were 637
such admissions, one fifth of which were related to respiratory illnesses.

Percentage of young opiate users receiving treatment remains limited
Heroin use occurs little among the general population. In 2009 only 0.5% of the popula-
tion aged between 15 and 64 had ever used this substance, and only 0.1% were current
users. Nor is heroin 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 18,000
problem opiate users in the Netherlands - less than a decade ago. The Dutch population
of opiate users is in the process of ageing. The number of opiate clients receiving addic-
tion care has declined since the start of this century. Between 2001 and 2004 the total
number of clients with a primary opiate problem fell from nearly 17,000 to over 14,000.
In the following years, a further gradual decline took place to a total of 12,466 clients in
20009.

The proportion of young opiate clients (15-29) receiving treatment for addiction declined

from 39% in 1994 to 6% in 2005 and 2006, stabilising at 5% from 2007 to 2009. The
majority of opiate users are known to the Addiction Care services. In 2009, only 4% of

14 TRIMBOS-INSTITUUT



cases were new. The rest were already registered for treatment with Addiction Care for a
drug problem.

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 stag-
nated in the years following. Between 2006 and 2009 a rise (+22%) was evident. Respi-
ratory illnesses and symptoms are the most frequently occurring reasons for admission
(29% in 2009). The number of hospital admissions with opiate problems as the main
diagnosis remains low (65 in 2009).

The number of newly notified cases of HIV and hepatitis B and C among injecting
drug users has been low for years. The Netherlands has the lowest number of newly di-
agnosed HIV cases among drug users per million inhabitants (0.5 in 2008)in the EU-15.
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.

Ecstasy use among the highest echelons of the EU; demand for treatment remains li-
mited and is declining

In 2009 6.1% of the population aged between 15 and 64 had ever used ecstasy. Recent
and current use was reported by 1.4% and 0.4% respectively. This puts the percentage
of recent users above the European average of 0.8%.

Between 1996 and 2007 ecstasy use among the school-going youth showed a
downward trend. In 2007 2.4% of secondary school-goers aged 12-18 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 north to 12% in the west of the country. On a nationwide scale,
4% reported current use.

It is not known how many people develop problems from ecstasy use. Among revellers at
parties and clubs, one in nine recent ecstasy users (11%) are defined as problem users -
fewer than for amphetamine (19%). Among clubbers, 13% of recent ecstasy users met
the criteria for problem 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 - less than 1% - and is declining slightly. In 2009 there were 154 clients with a
primary ecstasy problem, down from 191 in 2008. Three times as many clients cite ecs-
tasy as a secondary problem (451 in 2009.

Ecstasy was found to play a part in one quarter of registered drug-related inci-
dents in 2010. These incidents occurred mainly at dance parties and were mainly minor
in nature.

Amphetamine still less popular than ecstasy and cocaine

In 2009, 3.1% of the general population aged between 15 and 64 had ever used amphe-
tamine. Less than 1% were recent (0.4%) or current (0.2%) users. This means that am-
phetamine use is between two and three times lower than ecstasy use for all categories.
Moreover, the percentage of recent amphetamine users in the Netherlands is below the
European average of 0.6%.

TRIMBOS-INSTITUUT 15



There was a downward trend in the percentage of ever users and current users of
amphetamine 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.

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 am-
phetamine. The percentage of current amphetamine users among clubbers was highest
in the west of the country (5.4%) and lowest in the south (1.7%). On a nationwide scale,
2% were current users.

Between 2001 and 2007 the number of amphetamine users seeking treatment trebled,
and then stabilised in 2008 and 2009. In 2009, a total of 1 504 clients were registered
with a primary amphetamine problem, and 989 with a secondary amphetamine problem.
The average age of the primary amphetamine clients rose from 26 in 2005 to 30 in 2009.
Throughout this period, the share of amphetamine in treatment demand for drug addic-
tion remained low (between 2 and 4%). The number of admissions to general hospitals
with a primary diagnosis of misuse and dependency involving amphetamine-like sub-
stances (including ecstasy) likewise remains limited. In 2009 there were 73 such admis-
sions - slightly up from 2008 (54). The increase from 88 to 145 recorded between 2006
and 2008 in the number of secondary diagnoses related to misuse and dependence on
amphetamine-like substances, did not continue in 2009, when there were only 127 such
admissions.

Amphetamine use played a role in only a small percentage of registered drug-
related incidents in 2009/2010.

Increase in GHB incidents

GHB use is relatively rare in the general population and among school-goers in main-
stream education. In 2009 1.3% of the population aged between 15 and 64 had ever
used GHB and 0.2% were current users. Expressed in humbers, this means an estimated
144 000 people have ever tried GHB. The number of current users is estimated at 22
000, the same as the number of current amphetamine users.

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 and juveniles in
detention centres. Likewise, juveniles and young adults in the social scene have more
experience with 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, close to two
percent were current users (1.7%).

GHB use, particularly daily use can lead to dependence, 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 have only been available since 2009. In that year, 279 people with a primary GHB
problem were registered, and had an average age of 26.

GHB is difficult to dose accurately, and there is a high risk of overdose. It is esti-
mated that the number of GHB victims receiving emergency treatment (1,200) was six
times higher in 2009 than it had been in 2003. It is unclear how many deaths may be
linked to GHB. In 2009 eight cases were registered in the Causes of Death statistics with
Statistics Netherlands (CBS) and five cases in 2010 (provisional number). It is unknown ,
however, whether GHB was the actual cause or a contributory factor in these deaths.
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Alcohol and tobacco: usage and treatment demand

Slight decline in alcohol use among juveniles and adults

In 2009 three-quarters (76%) of the population aged 15-64 had consumed alcohol in the
past month. This rate is slightly lower than in 2005 (78%). Heavy drinking (at least six
units of alcohol on one or more days per week) was reported by 10% of the population
aged 12 or older in 2009. Thus 1.4 million people engaged in heavy drinking, although
the percentage is down on 2001, when 14% of the population were heavy drinkers. Be-
tween 2008 and 2009 the percentage of heavy drinkers in the general population re-
mained unchanged, except among males aged 18 to 24, where there was a decline from
37% to 30%.

Alcohol use among school-goers aged between 12 and 16 in secondary education
declined between 2003 and 2009, but mainly in the 12-14 year age group. In 2009, 37
percent of this cohort were past-month (current) drinkers, compared to 55% in 2003.
Likewise there was a drop in the percentage of school-goers that had engaged in past-
month binge-drinking (five or more units of alcohol on at least one occasion): down from
36% in 2003 to 26% in 2009. However, among current drinkers, the percentage of binge
drinkers in 2009 (67%) was around the same as in 2003 (64%). Pupils in the VMBO vo-
cational stream had a higher score than pupils in the more academic VWO on all indica-
tors measured for alcohol use in 2009 (percentage of current drinkers, binge drinking
and more than 10 units of alcohol on a week end day).

The percentage of juveniles under the age of 16 that had attempted to purchase
alcohol declined sharply between 2001 and 2009. However, their chance of success has
remained undiminished, despite a legal ban on selling alcohol to underage customers.

In 2009 over 34,000 clients were treated for a primary alcohol problem. This is as many
as in 2007 and 2008, but 54 percent more than in 2001. The rise in the number of pri-
mary alcohol clients was evident in all age groups, but was relatively most pronounced
among older age groups. In 2009 nearly a quarter of primary alcohol clients were aged
55 plus (23%).

The rise in the number of alcohol-related hospital admissions appears to be level-
ling off. In 2009, a total of 5 908 admissions recorded a primary diagnosis of alcohol mi-
suse or dependence. In 2008 5 983 such admissions were registered. Over twice as
many admissions record these conditions as a secondary diagnosis, rising from 9 949 in
2001 to 13 717 in 2008 (+35%), and dropping again in 2009 to 12 459 (-9%). Among
juveniles aged under 17 admitted to hospital there was a further increase in the number
of alcohol-related reasons (both primary and secondary diagnoses (887 in 2009). This
reflects a rise of 25% between 2008 and 2009.

Daily smoking among the youth stabilising.

The results of various surveys suggest that the percentage of smokers in the general
population has stabilised or declined slightly in recent years. According to Statistics Neth-
erlands, 27.1% of the population aged 12 and older were smokers in 2009. There was a
slight drop in the percentage of heavy smokers (20+ a day), from 6.8 to 6.3% among
those aged 12 or older.

The percentage of school-goers aged 12-16 in mainstream education that had
ever smoked declined slightly between 2005 and 2009. During this period, the percen-
tage of daily smokers appeared to stabilise. Still, 19% of 16 year olds in secondary edu-
cation are daily smokers. Daily smoking is much more common among pupils in the
VMBO vocational stream than pupils in the more academic VWO (15% versus 1%). Like-
wise, juveniles aged 12-16 in residential youth care and in youth detention centres are
relatively much heavier smokers than their peers in mainstream education.
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Annually, about a quarter of smokers make an attempt to quit smoking. In 2009
27% tried to kick the habit - about one million smokers in total.

Since 1 January 2011 a smoking cessation programme has been included in the
basic care covered by the Health Insurance Act. The basis of this integrated approach is a
form of recognised support for behavioural change, if necessary supplemented with prov-
en pharmacotherapy.

Deaths

Smoking still the main cause of premature death

In 2009 over 19,245 people aged over 20 died as direct consequence of smoking. This
was almost the same number as in 2008. Lung cancer is the main cause of smoking re-
lated deaths. The death rate from this disease rose slightly between 2003 and 2009, par-
ticularly among women. These figures do not reflect deaths due to passive smoking.
Globally, it is estimated that one in a hundred deaths are due to the consequences of
passive smoking. The deaths are mainly caused by illnesses such as heart disease, respi-
ratory tract infections, asthma and lung cancer.

The rising trend in total deaths from alcohol-related conditions from the early
1990s until around 2004 has not continued in the years since. In 2009 alcohol-related
conditions were the direct cause of 724 deaths; in 1,037 cases, alcohol-related conditions
were registered as the secondary cause of death. In total this is 2% more than in 2008,
but there is no question of a clearly rising trend.

The death rate from smoking and alcohol-related conditions is many times great-
er than the death rate due to (hard) drugs. In 2009 139 drugs users died from the con-
sequences of drug overdose, slightly more than in 2008, when there were 129 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 vic-
tims were in this young age group. By comparison with a number of other EU member
states, the rate of acute drug-related deaths per million inhabitants aged 15-64 in the
Netherlands is low.

Market

Less use of mixers in ecstasy pills

In 2009 a number of indicators pointed to a temporary decline in the prevalence of
MDMA. This is no longer the case for 2010. In 2010, 82% of samples contained only
MDMA or an MDMA-like substance (MDMA, MDA, MDEA or MBDB). In 2009 only 58% of
samples in the lab contained pure MDMA. The proportion of samples containing com-
pletely different pharmacologically active substances rose from 8% in 2007 to 27% in
2009, and declined again to 15% in 2010. The average MDMA content per ecstasy pill
was also higher in 2010 (90mg) compared to 2009 (66mg), and likewise higher than in
preceding years (between 70 and 80 mg).

Cocaine often "cut" with medicines

The percentage of cocaine samples mixed with medicines continues to rise. In 2010, le-
vamisole was found in six out of ten samples of cocaine powder. While levamisole was
formerly a medicine, it is no longer registered for human medicinal use. It is not known
what the precise health risks are of snorting or smoking cocaine that has been cut with
levamisole. In the US, cases of serious blood disorders have been reported.
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Relatively large amounts of THC and little CBD in Dutch-grown weed

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
15.1%. In 2010 this rose to 17.8%, but this may be related to a switch to a different lab
for analysing cannabis samples. Dutch-grown weed contains relatively little or even no
cannabidiol (CBD): 0.2% in 2010. This is a substance that is thought to counteract some
of the harmful effects of THC, such as acute psychotic symptoms, anxiety and memory
loss. Hash sourced abroad contains comparatively more CBD.

No further increase in the price of Dutch-grown weed.

The price for a gram of Dutch-grown weed stabilised in 2010, having risen between 2006
and 2009. In 2010 the average price was €8.10 per gram for the most popular variety
and €10.10 euro for the most potent variety.

The price of amphetamine has remained stable in recent years, with an average
street price of €6.60 per gram in 2010. Ecstasy went up in price, costing €3.20 on aver-
age per pill in 2010. Also in 2010, cocaine cost an average of 47 euro per gram.

GHB is relatively cheap. In 2010 users paid around five euro per 5 ml dose of
GHB. If it is home-made, a user only pays around ten cent per dose.

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 2009 involved drugs. In the case of hard drugs, the police mostly targeted orga-
nisations involved with cocaine. In second place were cases involving synthetic drugs and
in third place, cases related to heroin. The proportion of cases involving only hard drugs
is on the increase.

Slight drop in Opium Act offences in the law enforcement chain

The overall picture for 2009 shows a drop in the total number of drug offences dealt with
by the police and the Public Prosecutor and in the number disposed of by the courts.
Some 17,000 drug suspects were charged by the police and the Public Prosecutor in
2009. Owing to changes in the registration system and the provisional nature of the 2009
data, it is difficult to compare these figures with those of earlier years; this means
changes cannot be properly defined.

Proportion of soft drug crimes gaining the upper hand

As a proportion of drug crimes, offences involving hard drugs are declining, while the
ratio of soft drug crimes is increasing. This trend is evident in all data. According to police
records and data from the office of the public prosecutor, the proportion of suspects and
cases involving soft drugs outweighed hard drug cases in 2009.

Drug offenders usually end up in court

Summonses are issued for the majority (nearly two thirds) of all drug offences. A sum-
mons is more likely to be issued in cases involving hard drugs and especially those in-
volving both hard and soft drugs than in cases involving soft drugs only. In 2009, the
court imposed the same number of community service orders in the first instance as
(partly) suspended detention orders - unchanged from 2008. The average duration of a
community service order is 96 days, compared to an average of 305 days for a detention
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order. Other sanctions include fines, and the Public Prosecutor can order financial trans-
actions. These sanctions are less common in drug crime cases.

Percentage of detainees held for drug offences

According to measurements conducted on 30 September 2009, 22% of the prison popu-
lation consists of drug law offenders. This is virtually the same percentage as in preced-
ing years, second only to violent crime.

Recidivism among drug law offenders

Seven percent of offenders convicted of a drugs offence are found guilty of re-offending
within a year. Over a ten-year period, this number rises to 28%. Recidivism in general
(including for other crimes) is higher among hard drug offenders than among those con-
victed of offences involving soft drugs. Serious criminal recidivism is also more common
among hard drug criminals.

Cost of combating drug crime

According to 2009 estimates, the justice ministry spent some 523 million euro in 2006 on
combating drug crime (prevention, detection, investigations, sanctions and support for
both victims and offenders). Offences against the Opium Act rank fourth of seven crime
categories examined.

Drug users in the law enforcement system

Drug-using suspects mainly held for property crimes

The category "drug-using suspects" held by police comprise chiefly males with an aver-
age age of nearly 40, most of whom have a sizeable criminal record. They are mostly
arrested in connection with property crimes.

Drug-related public nuisance

Close to five percent of the Dutch population reports having experienced public nuisance
related to drugs. However, drug-related public nuisance is relatively rarely regarded as
the most urgent problem in a neighbourhood. Increasingly, public drug use is being pro-
hibited by a Local Decree. Municipalities may use these decrees to tackle drug-related
nuisance in public places.

Increasing use of Probation and Aftercare for addicts

In 2009, Probation and Aftercare for addicts undertook activities for over 15,000 problem
users of alcohol and drugs, as well as problem gamblers within the law enforcement sys-
tem. The number of such activities shows a rising trend. In 2009 there was an increase
in the number of advisory reports compiled on convicted addicts; Probation and Aftercare
was more often involved in the context of progression to care (from detention) and in
supervisory activities.

Care as an alternative to detention

Increasingly, activities are aimed at directing convicted addicts to extra-mural care pro-
grammes. In 2009, there were over 4,500 such instances. Most cases are directed to
non-clinical psychiatric or addiction care. Purchasing care is prioritised for triple-problem
addicts (addiction, psychiatric problems and mild mental impairment).

Institutions for Prolific Offenders (ISD)

The measure "Placement in an Institution for Prolific Offenders" was used in 2009 for
many problem polydrug users, most of whom also struggle with psychiatric problems.
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The majority of these participate in a programme involving behavioural interventions
either while in custody or extra-murally. The ISD measure was applied some 1,800 times
up to and including 2009. As a result of detention on foot of this measure, it is estimated

that cases of vehicle and residence break-ins were down by some 30%.
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1 INTRODUCTION

The Netherlands 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 Netherlands National Drug Monitor (NDM) provides policymakers and professionals
working in practice 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.! Drug use, however, is not exclusive to the domain of public health but also in-
volves aspects of criminality and public nuisance. Since 2002, the Ministry of Justice has
also supported the NDM.

The NDM embraces the following functions:

e Acting as umbrella for and coordinator between the various surveys and registrations
in the Netherlands concerning the use of addictive substances (drugs, alcohol, tobac-
co) and addiction. The NDM aspires towards the improvement and harmonisation of
monitoring activities in the Netherlands, while taking account of international guide-
lines for data collection.

e Synthesising data and reporting to national governments and to international and
national organisations. The international organisations to which the NDM reports in-
clude 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:

e Substance use in the general population

e Problem use and addiction

e Treatment demand

e Iliness in relation to substance use

e Deaths in relation to substance use.

The thinking behind these five key indicators is that the seriousness of the drugs situa-
tion 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 Appendix G.

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

TRIMBOS-INSTITUUT 27



agencies respond to these crimes. This is also conducted on the basis of a series of indi-
cators, for which the WODC collects data (Meijer, Aidala, Verrest, Van Panhuis & Essers,
2003; Snippe, Hoogeveen & Bieleman, 2000).

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 contribution.

The quality of the publications is ensured by the NDM Scientific Committee. This Commit-
tee 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 prob-
lem 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 docu-
mentation that is presented to parliament annually.

2010 Annual Report

This is the eleventh 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, GHB, alcohol and tobacco. In each chapter
we present a concise report on the most recent data about usage, problem use, treat-
ment 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 differ-
ences, 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). Chapter ten
contains data on criminality among drug users and the interventions available for treat-
ing 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 ‘in-
crease’ 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 changes can be significant, but may have no
practical meaning. Significance therefore does not always equate with relevance. Con-
versely, there may be clear differences in, for instance, user percentages from successive
surveys 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 re-
sult that was significant.

In this Annual Report we regard statistical significance as guiding principle, but the most
important consideration is the size of the difference.
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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 gen-
erally 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 can-
nabis as calming, relaxing and mind-expanding. In high doses, cannabis can trigger an-
xiety, 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:

e The percentage of ever, recent and current users of cannabis among the general
population was higher in 2009 than in 2005. This may be connected to a change in
research methods (§ 2.2).

e The gradual decline in cannabis use among school-goers in mainstream secondary
education continued in 2009 (§ 2.3).

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

e Cannabis use occurs significantly more often among juveniles and young adults who
engage in nightlife as well as among groups of ‘problematic’ youths (§ 2.3).

e The recent and current use of cannabis among Dutch adults coincides exactly with the
European average (§ 2.5).

e In keeping with the rising trend of previous years, the number of cannabis clients of
(outpatient) addiction care increased further in 2009 (§ 2.6).

e General hospitals again registered a further increase in the number of admissions
involving cannabis use or dependency as a secondary diagnosis between 2008 and
2009 (§ 2.6).

e The number of ‘coffee shops’ continued to decline in 2009 (§ 2.8).

e The average THC content of Dutch-grown weed has not increased since 2004. In
2010 a slightly higher percentage was measured compared to 2009 (§ 2.7 and § 2.8).

e Dutch-grown weed barely contains cannabidiol (CBD), a component which possibly
counteracts undesirable effects of THC (§ 2.8).

e Between 2006 and 2009, there was a rise in the average price of Dutch-grown weed,
while it remained at the same level over 2010 (§ 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; Van Rooij et
al. 2011). The method used to gather data was different in 2009 compared to previous
reports. In 1997, 2001 and 2005 data about drug use was gathered through personal
interviews with the respondents, in which the interviewer entered the data onto a laptop.
In 2009, the respondents themselves filled out answers to the questions without the in-
terviewer looking on. Indications suggest that methods with a higher degree of ano-
nymity and privacy protection, such as were applied in 2009, lead to a higher prevalence
of use (personal communication K. Knoops, CBS; EMCDDA, 2002).
e 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 throughout this period. Cannabis use in every measure was at a higher
level than in 2005 (table 2.1). As has been indicated above, a difference in research
methods could have had an influence.

In 2009, approximately one in four people surveyed reported ever having used can-
nabis (26%).

One in fourteen people surveyed reported having consumed cannabis in the year prior
to the interview (recent use) and one in twenty-five 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 466,000.

In 2009 1.2% 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, 2005 and 2009™
Trend

III
1997 2001 2005 Interruption! 2009
Ever use 19.1% 19.5% 22.6% 25.7%
Males 24.5% 23.6% 29.1% 32.9%
Females 13.6% 15.3% 16.1% 18.4%
Recent use' 5.5% 5.5% 5.4% 7.0%
Males 7.1% 7.2% 7.8% 9.8%
Females 3.8% 3.8% 3.1% 4.2%
Current use' 3.0% 3.4% 3.3% 4.2%
Males 4.2% 4.8% 5.2% 6.3%
Females 1.8% 1.9% 1.5% 2.0%
First used in the past 4o 1.1% 1.3% 1.2%
year
AveraIge age of recent 27.3 years  28.3 years 30.5 years =
users
Number of respondents: 17 590 (1997), 2 312 (2001), 4 516 (2005), 5 769 (2009) ... = Trend Interruption.. I.

In the past year. II. In the past month. III. In 2009 the research method was modified (see text). This modifi-
cation may have influenced outcomes. Source: NPO, IVO.

Age and Gender

30

More males than females use cannabis (table 2.1).

Consumption of cannabis occurs chiefly among juveniles and young adults (figure
2.1).

The percentage of recent cannabis users within the age group between 15-24 years
of age is almost twice as high as the percentage in the 25-44 years age group, and
almost eight times as high as compared to people aged 45-64 years old.

The average age of recent cannabis users increased from 27 years old in 1997 to al-
most 31 years in 2005 (table 2.1; no data available for 2009).

The age of onset is the age at which a person first used a substance (see also appen-
dix 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 year 2009
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15-24 years 25-44 years 45-64 years

Percentage of recent (last year) and current (last month) users by age group. Source: NPO, IVO.

The main cities

There is more cannabis consumption in urban than in rural areas (Table 2.2).

In 2009 the percentage of people who had ever used cannabis was about twice as high in
highly urban compared to moderately urban, semi-rural and non-urban areas.

The percentage of recent and current cannabis users was also by far the highest in highly
urban areas. In moderately urban, semi-rural and non-urban areas there were few differ-
ences between recent and current cannabis usage.

Table 2.2 Use of cannabis in the four main cities and in non-urban areas among
people aged over 15 years. Survey year 2009
Ever Recent Current
Very highly urban® 38.7% 12.6% 8.2%
Highly urban' 27.5% 6.9% 3.7%
Moderately urban™ 22.8% 5.6% 3.0%
Semi-rural 17.5% 4.7% 3.0%
Rural¥ 18.5% 4.3% 2.6%

Percentage of ever use, recent (last year) and current (last month). 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. 1IV.
Districts with 500-1,000 addresses per square km. V. Districts with fewer than 500 addresses per square km.
Source: NPO, IVO.

Amount of use
e Almost a third (30.2%) of current cannabis users took cannabis (almost) daily. This is
the equivalent of 1.3% of the total population aged 15-64 years. This percentage is

greater than the percentage of (almost) daily cannabis users in 2005 (23.3%).
e In terms of the population, 141,000 people took cannabis (almost) daily in 2009.
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2.3 USAGE: JUVENILES
School-goers in mainstream education

Cannabis usage among school-goers is measured periodically in several different nation-
wide surveys. Since the mid-1980s, the Netherlands Institute of Mental Health and Ad-
diction (Trimbos Institute) has periodically surveyed the extent of the experience of
school-goers aged 12 to 18 at mainstream secondary schools with alcohol, tobacco,
drugs and gambling. This survey is known as the Dutch National School Survey. The last
measurements were conducted in 2007 (Monshouwer et al., 2008). The Health Behaviour
in School-aged Children (HBSC) survey, which is conducted under auspices of the WHO,
collects data about health behaviour, including cannabis usage, among school-aged juve-
niles aged 11 to 16 years. In 2001, 2005 and 2009, the Netherlands took part in this
survey (Van Dorsselaer et al., 2010). Data from both surveys was used to describe re-
cent trends up to and including 2009. These sets of data were gathered using compara-
ble questions and a comparable group of school-goers, aged 12 to 16 enrolled in the first
to fourth years of secondary education.

e The Dutch National School Survey show a sharp increase in cannabis usage since the
late 1980s. Ever use among school-goers aged 12 to 18 increased from 9% in 1988
to 22% in 1996. Current use in this period rose from 4 to 11%.

e Since 1996 there has been a declining trend. In 2007, 17% of school-goers aged 12-
18 were ever users, and 8% were current users,

e Figure 2.2 shows that the declining trend among school-goers aged 12-16 has con-
tinued in 2009.

Figure 2.2 Trends in cannabis use among secondary-school pupils aged 12 to 16
years, by gender. Survey years 2001, 2003 2005, 2007, 2009

% Ever Recent Current

25 -
20 -
15 |
10 |

K\

5 <
0

2001 2003 2005 [ 2007 | 2009 2001 | 2003 | 2005 [ 2007 | 2009 2003 [ 2005 | 2007 [ 2009

- == Total| 17.4 | 16.1 | 14.2 | 13.2 | 11.8 14.4 126 | 11.7 [ 106 ] 9.3 77| 70| 6453

Boys| 19.7 | 17.1| 15.6 | 14.6 | 13.6 16.5 | 13.4 | 13.1 | 11.7 | 10.9 87 |84 | 72|67

Girls | 15.1 | 15 | 12.8|11.7 | 9.9 122118103 | 9.5 | 7.7 6.6 | 56 | 56 | 3.9

Percentage of ever users in their lifetime (left), in the past year (middle) and in the past months (right). Data
on current use was not available for 2001. Source: HBSC (2001, 2005, 2009), Dutch National School Survey
(2003, 2007), (Van Dorsselaer et al., 2010).
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In 2009, 12% of school-goers aged 12-16 years had ever tried cannabis; in 2007 this
figure was 13% and in 2001, 17%. The percentage of (past year) use of cannabis
gradually diminished from 14% in 2001 to 9% in 2009. Current usage also shows a
declining trend (8% in 2003 and 5% in 2009) (Van Dorsselaer et al., 2010). Differ-
ences between two consecutive measurement times are not significant; however, dif-
ferences between 2001 and 2009 are.

The decline in use of cannabis occurred both among boys and girls.

Age and Gender

Figures 2.2 and 2.3 show that boys between the ages of 12 and 16 have more often
used cannabis, including in the past month. However, in the 2009 HBSC survey, only
differences in current use were significant. Divided by age group, different genders
only showed significantly different findings in sixteen-year old school-goers.

Cannabis use increases among school-goers with age. In 2009, few school-goers
aged 12 had tried cannabis - less than one in a hundred (1%). By the age of 16, over
one in four had ever tried cannabis (29%), and one in eight were current users
(12%).

Based on the Dutch National School Survey, a sharp increase in the percentage of
school-goers who had first tried cannabis at a very young age (14 years old or
younger) between 1988 and 1996 was reported, with numbers stabilising between
1996 and 2003 (Monshouwer et al., 2005). School surveys between 2001 and 2009
show a decline. Where 20% of school-goers aged 14 had tried cannabis in 2001, this
percentage had almost halved by 2009 (11%).

This development is important because an early age of onset for cannabis use is as-
sociated with an increased risk of later developing mental health disorders, cannabis
dependency, use of hard drugs and possibly cognitive disorders (CAM, 2008; Schu-
bart et al., 2010; Bossong & Niesink, 2010). 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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Figure 2.3 Use of cannabis by age and gender among 12-16 year old juveniles atten-
ding secondary school. Survey year 2009

40 4 %
M Boys
M Girls

Ever Current

Percentage of ever users (left) and over the past month (right). Source; HBSC survey 2009 (Van Dorsselaer et
al., 2010).

Amount of use

In the 2009 HBSC survey, 9.3% of 12-16 year old school-goers had used cannabis in the
past year (figure 2.2). Four out of ten (42%) of these recent users had not used cannabis
more than once in the past year (HBSC survey 2009). This group is proportionally largest
in size among school-goers aged 12 and 13 (table 2.3).

Five out of ten recent users had used cannabis between 2 and 39 times.

A minority (10%) had used cannabis 40 times or more, of whom most are boys (14% as
opposed to 3% of recent users). This frequency category occurs most often among res-
pondents aged 15 and 16.

Table 2.3 Frequency of cannabis use among juveniles attending secondary school
aged 12-16. Percentages of recent (past year) users by age and gender.
Survey year 2009

12 13 14 15 16
years years years years years

Frequency B G T B G B G B G B G B G
Once 40 44 42 66 O 60 45 43 47 40 44 33 43
2-39times 46 52 49 34 0 37 49 47 51 43 55 52 50
> 40 times 14 3 10 0 0 3 6 10 2 17 2 15 7

Total

Percentage of recent users. B = boys; G = girls; T = Total. Source: HBSC survey 2009 (Van Dorsselaer et al.,
2010).
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Data from the 2007 Dutch National School Survey shows that among the 8% of 12-
18 year old school-goers who are current users, over half (55%) had not used canna-
bis more than once or twice in the past month (62% of girls and 46% of boys).
About a third took cannabis three to ten times (31% of girls and 36% of boys). A mi-
nority took cannabis more than ten times (14%): approximately one in five boys
(18%) and one in fourteen girls (7%).

Per incident 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 differ-
ence is not statistically significant).

School level, ethnic background and family type

There is little difference in the prevalence of cannabis use between the various levels
of education. In the 2009 HBSC survey, no significant differences were found for dif-
ferent school levels in recent and current use of cannabis (Van Dorsselaer et al.,
2010).

Equally, no strong correlation was found between ethnic background and use of can-
nabis.* Only among juveniles with a Moroccan ethnic background is there a lower lev-
el of cannabis use. In the 2009 HBSC survey, the percentage of recent (past year)
cannabis users is lower among Moroccan juveniles aged 12-16 than among their na-
tive Dutch peers (4% as opposed to 10%). This difference is only significant when
taking into account different school levels and types of family household (Van Dorsse-
laer et al., 2010). Differences between young people of other non-Western ethnic
backgrounds and their native Dutch peers are not significant.

Juveniles aged 12-16 growing up in broken families, whose parents are divorced or
where one or both parents are deceased, more often use cannabis as opposed to ju-
veniles growing up in families with both parents present (recent use 14% versus 8%;
current use 8% versus 5%) (Van Dorsselaer et al., 2010).

Parental attitudes

The 2009 HBSC survey also investigated the attitudes of parents (Van Dorsselaer et al.,
2010).

Almost nine out of ten (86%) parents consider the occasional use of cannabis to be
harmful in children under 16 years of age. The vast majority of parents (99%) con-
sider daily cannabis use to be harmful in children aged younger than 16; this percen-
tage is lower among parents whose children took cannabis in the past month but the
difference is small (96% versus 99%).

In cases where young people aged 14 to 16 have ever taken cannabis, only one in six
parents are aware they have done so.

A quarter of the parents of 12 to 13-year olds, and a third of the parents of 14 to 16-
year olds think they could not stop their children from starting to use cannabis.

Cannabis and problem behaviour

School-goers who use cannabis exhibit more aggressive and delinquent behaviour
and have more school-related problems (truancy, motivation for school and/or poor
results) than their non-using peers. This association becomes stronger with increasing
frequency of use (Monshouwer et al., 2006); Verdurmen et al., 2005b; Ter Bogt et
al., 2009).

'See Appendix A.
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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.

Several different explanations could be used to explain the correlations found (see §
2.4).

Place of procurement

The 2007 survey featured the question where juveniles procure their cannabis (Mon-
shouwer et al., 2008). About one third of current users (35%) indicated they got can-
nabis from friends without having to buy it themselves. 40% of current users some-
times 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 (table 2.4).

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 hav-
ing 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 ex-
tent 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.

Table 2.4 How school-goers aged 12-18 years procured cannabis, by age group and

gender. Survey year 2007

12-15 16-17

Method of . years years 18 years Total
rocuremen

= B G B G B G B G T

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

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

A & eEllRrs 24% 11% 18% 6%  14% 35% 20% 10% 16%

house

ﬁgl'}l?”e else’s oo 11% 9%  12% 3% 0%  10% 11%  10%

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

O i Bl 28% 12% 19% 2%  11% 19% 23% 9%  18%

park etc.
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

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

1% 1% 2% 0% 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; T = total. Source: Dutch Natio-
nal School Survey, Trimbos Institute.
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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 me-
thods. 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

e 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.

e In 2009, over nine out of ten coffee shop patrons had used cannabis in the past
month (Nabben et al., 2010). Three quarters of the people in this group (76%) used
cannabis daily or almost daily. They smoked an average of almost four joints a day
(median 3 per day). The heaviest smokers of cannabis were men and unemployed
coffee shop patrons and those not enrolled in education. People who visited coffee
shops often and for a long time were more likely to be approached for the survey.
This may have caused frequent cannabis users to be overrepresented.

e In 2008/2009 substance use was examined among attendees at eleven national and
regionally organised large-scale parties (Van der Poel et al.,2010).
o Three out of ten of the party-goers were current cannabis users.
o 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.

e 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 Nether-
lands: North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Cen-
tral (Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord-Brabant,
Zeeland, Limburg).

e 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%).

o On a national scale, it is estimated a quarter (24%) of clubbers are current
cannabis users.

o 10% of clubbers had used cannabis on the night itself. They smoked 1.8 joints
on average.

e 2008/2009 research among young people in the social scene in the Hague shows a
lower percentage of cannabis users (Dekkers et al., 2010).
o Respondents identified their favourite nightlife establishments as clubs and
discos (60%), bars (54%) or bars with dance floors (38%).
o Twelve percent of those surveyed were current cannabis users and 4% took
cannabis every day. Among those who took cannabis daily, the majority
(70%) smoked 2 or 3 joints a day.
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In the The Hague Nightlife Survey 2003 (Haags Uitgaansonderzoek 2003), current can-
nabis use was at 37%. This ‘decline’ is probably connected to differences in research me-
thods, which means the make-up of the group of respondents for 2008/2009 was dif-
ferent in @ number of characteristics relevant to cannabis use (on average respondents
were younger, included more females, there were fewer revellers on the social scene,
fewer attendees at organised parties and festivals).

Problem groups

There are relatively more current cannabis users among street youth, homeless youth,
drop-outs and juveniles detained in penitentiaries, as well as those in care (between
three and six out of ten).

38

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 in-
dicated 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 36% for the 14 and
15 year-olds and 37% of the 16 year-olds (Kepper et al., 2009). The number of juve-
nile current cannabis users averaged one in three (34%). This percentage was higher
among girls (36%) than among boys (33%).

In the month preceding their stay in the institution, boys (13-18 years old) in youth
penitentiaries have used cannabis relatively often (65%) (Kepper et al., 2009). The
differences in use of cannabis between these boys and their (male) peers in regular
secondary education are considerable: 54% as opposed to 5% among 13-14 year-
olds, 62% versus 14% among 15-16 year-olds and 70% versus 29% among those
aged 17-18. Two-thirds (64%) of the boys indicated having (also) used cannabis du-
ring their stay in the penitentiary institution.
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Table 2.5 Current use of cannabis in special groups

Young _people and young adults on Location Survey Age (years) Current
the social scene year use
Bar-goers Zaandam 2006 14 - 44 22%
Bar-goers!  Amsterdam® 2005 Average 27 22%
Discotheque-goers Nijmegen™ 2006 Average 21 12%
Clubbers Amsterdam 2008 Average 25 39%
Coffee shop-frequenters Amsterdam 2009 Average 28 94%

Nijmegen 2005/2006  Average 27 84%
Revellers at parties and festivals ~ Nationwide™  2008/2009 Average 24 30%
Clubbers and discotheque-goers  Nationwide  2008/2009  Average 22 24%

Heing) [ e e S s e e L ommemie | svemae 21 12%

social scene
Problem groups
Street youth Heerlen 2006 15 - 20 35%
Juveniles in care  Amsterdam 2006 Average 17 45%
Juveniles in residential care Nationwide 2008 Average 15 34%
Juveniles (boys only) |n.yo.utC Nationwide 2009 Average 16 65%
penitentiaries
Vulnerable youth"! Rotterdam 2009 14 - 17 29%

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.

Juveniles and young adults in mainstream bars, student bars, gay bars and hip bars. Therefore not representa-
tive of all bar-goers. II. Low response (26%). III. Low response (19%). IV. Juveniles with behavioural prob-
lems, juvenile delinquents, homeless juveniles and juveniles in other care projects. V. Use in the month prior
to detention in a youth penitentiary. Data collected in ten of the twelve institutions. VI. Juveniles not enrolled in
education (homeless youth, frequently truant juveniles, drop-outs) who were gathered through several (social
and care) institutions, the police and school-based care institutions.

Sources: GGD Zaanstreek-Waterland (Jans, 2006); Antenne 2005, Bonger Institute for Criminology, University
of Amsterdam (Nabben, Benschop and Korf, 2006); Tendens 2008, IrisZorg (De Jong et al., 2008); Antenne
2008, Bonger Institute for Criminology, University of Amsterdam (Benschop, Nabben and Korf, 2009); Antenne
2009, Bonger Institute for Criminology, University of Amsterdam (Benschop, Nabben and Korf, 2010); Research
on the Social Scene, Trimbos-Institute / University of Amsterdam (Van der Poel et al., 2010); The Hague Night-
life Survey (Haags Uitgaansonderzoek), The Hague local council/Parnassia/Haaglanden police (Dekkers, Grund
and Van Dijk, 2010); Mondriaan Zorggroep (Kramer and Dupont, 2006); Antenne 2006, Bonger Institute for
Criminology, University of Amsterdam (Nabben, Benschop and Korf, 2007); EXPLORE, Trimbos-Institute (Kep-
per et al., 2009); Intraval (Bieleman et al., 2010c).

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 international
psychiatric classification system. By comparison with heroin, cocaine and nicotine, can-
nabis is not very addictive (Van Amsterdam et al., 2010). However, the risk of depen-
dence 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).
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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 res-
pondents met the criteria for a diagnosis of cannabis misuse.

Among those who had used cannabis in the year preceding the interview (6.5% of all
respondents), one in nine met the criteria for a diagnosis of cannabis misuse.

[e]

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 de-
pendence and 40,200 with cannabis misuse. This population study did not sur-
vey juveniles aged under 18, people who were not sufficiently fluent in the
Dutch language, and people who were homeless or were in a residential insti-
tution for a prolonged period. It is not known to what extent this may have in-
fluenced the results.

Table 2.6 Annual prevalence and numbers of people with a cannabis-related disorder

Disorder

(males/females). Between brackets: 95% Confidence Intervals. Survey pe-
riod 2007-2009

Males Females Total Total
(%) (%) (%) (Number)
0.6
) . 0.2 0.4
Cannabis misuse (0.2 - 1.0) (0.0 - 0.4) (0.2 - 0.6) 40 200
) 0.4 0.1 0.3
Cannabis dependence (0.1 - 0.8) (0.0 - 0.3) (0.1 - 0.5) 29 300

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

As stated in §2.3 (frequent) cannabis use is linked to problem behaviour, such
as aggressive 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. Of-
ten 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 cer-
tain 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 quantities, and consequently incur a considerable risk of de-
pendency. The size of this group is not known.

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 treatment, quicker referrals from primary care and
youth care and a growing awareness of the risks of cannabis, leading to more
prompt seeking of help.
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2.5 USAGE: INTERNATIONAL COMPARISON

General Population

Data about drugs use in the EU member states and Norway are collected by the Euro-
pean Monitoring Centre for Drugs and Drug Addiction (EMCDDA, 2010). In the US, Cana-
da and Australia respectively, data on drugs use in the general population are collected
by the Substance Abuse and Mental Health Services Administration (SAMHSA, 2009), the
Canadian Alcohol and Drug Use Monitoring Survey (CADUMS, 2010), and the Australian
Institute of Health and Welfare (AIHW, 2008).

e It is difficult to conduct a precise comparison of the data, owing to differences in sur-
vey years, measuring methods and sampling. The age group is the main variable. Ta-
ble 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 con-
tained in Table 2.7b. For Europe, only the EU-15 and Norway have been included in
tables 2.7a and 2.7b. Data on other EU member states, where available, have been
included in Appendix E.

e Between 9% and 42% 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 and the US, almost one in four people have ever tried cannabis.
Of EU member states and Norway, Denmark tops the list with 39% for ever use, but
has an average score for the measures ‘recent’ and ‘current’ use. For ever use, Ro-
mania has the lowest score, at 2%.

e An estimated 7% of all EU member state inhabitants, or 23 million people, have used
cannabis during the past year. At 7% the Netherlands is ranked exactly on this Euro-
pean average.

e 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 Romania and
Malta (<1%). The Czech Republic and Italy have the highest rates at 15% and 14%
respectively.

e For current use, Spain, Italy and the United States stand out in front (7%). The low-
est percentages are found in Romania (0.1%), Malta (0.5%), Sweden (0.8%) and
Poland (0.9%). The Netherlands scores at 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
Italy 2008 32% 14% 7%
France 2005 31% 9% 5%

Spain 2007/8 27% 10% 7%

The Netherlands 2009 26% 7% 4%
Ireland 2006/2007 22% 6% 3%
Sweden 2008 21% 1% 1%
Norway 2004 16% 5% 2%
Austria 2008 14% 4% 2%
Finland 2006 14% 4% 2%
Belgium 2004 13% 5% 3%
Portugal 2007 12% 4% 2%
Greece 2004 9% 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). - = 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 groups’

Country Year Age Ever use Recent use el
(years) use
Canada 2009 15 + 42% 11% =
United States 2009 12 + 42% 11% 7%
Denmark 2008 16 - 64 39% 6% 2%
Australia 2007 14 + 34% 9% 5%
United Kingdom
(England a?wd el 2008/2009 16-59 31% 8% 5%
Germany 2006 18 - 64 23% 5% 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). 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: CADUMS,
SAMHSA, EMCDDA, AIHW.

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.

e For fifteen EU member states and Norway, trend data on cannabis use among those
aged 15 to 34 is available for the period from the late 1990s up to 2008.In five of
these countries (Bulgaria, Greece, Hungary, Finland and Sweden), recent use has re-
mained low (<9%) and stable. Six countries (Denmark, Germany, Spain, France, the
Netherlands and the United Kingdom) show a rather high percentage of cannabis us-
ers but trends are stable or declining. In four other countries (Czech Republic, Esto-
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nia, Italy and Slovakia), usage between the late 1990s and 2008 was relatively high
and on the increase.

In the United States, the percentage of recent cannabis users in the general popula-
tion aged 12 and older hovered around the 11% mark between 2002 and 2009.

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.

In Canada, the percentage of recent cannabis users in the population aged 15 and
older fell from 14% in 2004 to 11% in 2009.

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, France, the US, 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 times or more in the past year) is associated with low self-
esteem, an increased chance of depression, anomie (normlessness), anti-social beha-
viour, 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

Six or more times in

Ever Use Current Use the past month
(St Liidn7 1999 2003 2007 1999 2003 2007 1999 2003 2007
Spain! - 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%
tjer:fed St 4o 36%  31%  19%  17%  14% 9% 8% 6%
Italy 25% 27% 23% 14% 15% 13% 4% 6% 6%
Belgium'™ - 32% 24% - 17% 12% - 7% 4%
Z’Q'r,ﬁed KNG~ 350,  38%  29%  16%  20%  11% 6% 8% 4%
Ireland 32% 39% 20% 15% 17% 9% 5% 6% 4%
Denmark™ 24% 23% 25% 8% 8% 10% 1% 2% 2%
Germany!V - 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 repre-
sentative. III. Belgium in 2007: data only for Flanders. IV. Germany: data for six of the sixteen federal states. -
= not measured. Source: ESPAD.
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2.6 TREATMENT DEMAND AND INCIDENTS
Addiction Care

Addiction Care is the part of the health care system which provides help to those who
have become addicted to drugs, alcohol, medication or gambling. In the Netherlands,
several specialised institutions are active within Addiction Care. Together with addiction
rehabilitation programmes, these organisations send anonymous data on care provision
to the National Alcohol and Drugs Information System (LADIS) (Ouwehand et al.,
2010a). (See appendix A: LADIS client).

The number of clients registered on account of a primary cannabis problem more than
quadrupled between 1994 and 2009 (Figure 2.4). From 2008 to 2009 there was a further
rise of 3%.

Per 100,000 inhabitants aged 15 and over, the number of primary clients rose from 16 in
1994 to 65 in 2009.

The role of cannabis in all requests for treatment also rose — from 10% in 1994 to 26%
in 2009.

In 2009 approximately one third of primary cannabis clients were newcomers (33%).
These newcomers were registered in 2009 and had not previously been registered with
the (outpatient) addiction care services for a drug-related problem.

Cannabis was the only problem for half of the primary cannabis clients. The other half
reported problems with another substance as well; for this group, the other substance
was alcohol (46%), cocaine or crack (21%), amphetamine or other stimulants (14%),
hallucinogenics (6%), ecstasy (3%), medication (3%) or gambling (3%).

The number of (outpatient) addiction care clients citing cannabis as a secondary problem
also rose between 1994 and 2009 (Figure 2.4). For this group, alcohol (51%), cocaine or
crack (28%), heroin (8%), amphetamine (7%) or gambling (3%) was the primary prob-
lem.

Figure 2.4 Number of (outpatient) addiction care clients with primary or secondary
cannabis problems, from 1994

Number
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1994|1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
e Primary 1951 [ 2274 | 2659 | 3264 | 3291 | 3281 | 3534 | 3495 | 3800 | 4587 | 5514 | 6265 | 6857 | 8380 | 8617 | 8863
====Secondary | 2846 | 2668 | 2718 | 2820 | 2844 | 3063 | 3144 | 3300 | 3697 | 4291 | 4630 | 5057 | 5167 | 5698 | 5940 | 6107

Source: LADIS, IVZ (Ouwehand et al., 2010a).
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Age and Gender

In 2009 the majority of primary cannabis clients were male (81%). The ratio of females
fluctuated during the period 1994 to 2009 between 15% and 21%.

In 2009 almost two-thirds of cannabis clients were aged over 25 (65%). The average age
was 30. The peak can be found in the age group between 20 and 29 (figure 2.5)

In absolute terms the number of young cannabis clients aged between 15 and 19 almost
doubled between 2001 and 2009. However, relative to the other age groups, their ratio
in this period remained stable at 13 to 15 percent.

Figure 2.5 Trends in age distribution of primary cannabis clients of (outpatient) addic-
tion care from 2001

Number
10000
9000
8000
7000
6000
5000 -
4000
3000
2000 I
1000 J l
01 2001 2002 2003 2004 2005 2006 2007 2008 2009
W55+ 23 27 39 45 60 78 98 114 120
W 40-54 339 387 489 646 733 869 1093 1164 1259
W 25-39 1757 1897 2228 2626 3099 3375 4004 4217 4338
W 20-24 893 985 1191 1409 1463 1575 1934 1939 1974
m15-19 470 484 630 769 889 928 1212 1163 1148

Percentage of clients per age group. Source: LADIS, VZ (Ouwehand et al., 2010a).
Social background

The LADIS contains data about the social background of clients in addiction care, regar-
ding their cultural background, living circumstances, housing situation, working activities
and education.

e Nineteen percent of primary cannabis clients identified themselves as being from a
non-western ethnic background. (See appendix A for a definition of this term).

e A minority was single (39%) and over half were living together with others (61%),
which is to say, with their parents (27%), partner (10%), partner and children (9%),
with their children without a partner (4%) or in another type of domestic set-up
(11%).

e Only a small minority (2%) was living in an unstable housing situation (homeless, in
a night shelter or in a social accommodation facility).

e A minority was unemployed (36%) and a majority (64%) was active in regular em-
ployment (39%), as a student in secondary or higher-level education (4%) or was
otherwise employed (21%).
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A minority did not finish primary education (13%), but the majority (87%) did finish
their education in minimum primary education (38%), secondary education (42%) or
higher-level education (7%).

General Hospitals

In 2009, the Dutch Hospital Data (DHD) recorded about 1.9 million clinical admissions to
general hospitals.

Drug-related problems did not figure strongly in these nhumbers. In 2009, there were 608
cases of drug misuse and drug addiction as the primary diagnosis and 2,140 cases as a
secondary diagnosis.

In 12% of the main drug-related diagnoses in 2009, the drug involved was cannabis
(figure 2.6). Misuse of cannabis was more often to blame than dependence (73%
versus 27%). 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 in-
crease between 2000 and 2009.

As a secondary diagnosis, cannabis plays a more prominent role. In 2009 there were
520 secondary diagnoses involving cannabis (26% dependence, 74% misuse). In re-
cent years there has been a rise in this respect, albeit with fluctuations. Between
2008 and 2009 the number of cannabis secondary diagnoses rose by 9%.

In 2009 the most common main diagnoses that accompanied the secondary diagnoses
were:

psychoses (22%)

injury due to accidents (16%, such as fractures, cuts, concussion)

misuse or dependence on alcohol and drugs (14%, mainly alcohol: 10%)

respiratory tract illnesses and symptoms (7%)

cardio-vascular illnesses (4%)

poisoning (3%, by drugs, alcohol, medication)

In these figures, the same person may be admitted more than once per year. In addi-
tion, more than one secondary diagnosis may be made per case. In 2009, corrected
for duplication, the total amounted to 559 persons who were admitted at least once
with cannabis misuse or dependence as the main or secondary diagnosis. Their aver-
age age was 31, and 78% were male. The percentage of cannabis patients was high-
est in the twenty to twenty-four age group (figure 2.7).

TRIMBOS-INSTITUUT 47



Figure 2.6 Clinical admissions to general hospitals, related to cannabis misuse and
dependence, from 1995

Number
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100 62 69

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
e=¢==(Cannabis as main diagnosis === Cannabis as secondary diagnosis

Number of diagnoses, not corrected for duplication of persons. ICD-9 codes: 304.3, 305.2 (appendix C).
Source: Dutch Hospital Data (DHD). Kiwa Prismant.
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Figure 2.7  Age distribution of cannabis patients in general hospitals. Survey year 2009
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Percentage of patients per age group. Source: Dutch Hospital Data (DHD), Kiwa, Prismant.

In 2009 cannabis problems were also recorded as primary or secondary diagnosis in 49
day-care treatments. This is more than in 2008 (13 day-care treatments).

In addition, the DHD recorded 18 admissions in 2009 for which “accidental poisoning with
hallucinogens” was cited as secondary diagnosis (ICD-9 code: E854.1). From 2001 to
2008, there were 15, 8, 16, 15, 14, 15, 15 and 14 cases respectively. These may have
involved cannabis, but equally LSD or magic mushrooms.

Incidents

Several different sources are available to provide information on health incidents con-
nected with drug use (see also Appendix A for ‘incidents’). The nature of the incidents, as
well as the region and place of occurrence are different per source. However, due to an
(unknown degree of) overlap the numbers of incidents cannot simply be added up.

According to the injury information system (LIS) of the Consumer Safety Institute, an
average of 4,270 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, ecstasy, amphetamine and magic mushrooms. The data have been averaged over
the period from 2005 through 2009 (Nijman, 2011).

e 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
25% of all drug-related emergency room treatment.

e 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.

Since 2009, the Trimbos-Institute’s Drug Incidents Monitor (MDI) has been storing cur-

rent data on the nature and severity of drug-related health incidents in the Netherlands
(Vogels and Croes, 2010). In 2010, the incidents were reported by accident and emer-
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gency department of (local) hospitals, ambulance services and police doctors in six re-

gions in the Netherlands: Amsterdam, Eindhoven, Enschede, Groningen, Nijmegen and

Purmerend. Non-regional organisations in charge of First Aid centres at major events also

take part in the Monitor. According to changes in the density of coverage in 2010 as op-

posed to 2009, caution should be taken when interpreting trends (table 2.9).

e In 2009 a total of 2,525 incidents were reported. In 2010 this number was 2,852.

e In 2009, cannabis was the only drug involved in 868 reported incidents (34%). At
113 incidents, cannabis was involved in combination with another drug (4%). In
2010, 831 reported incidents (29%) involved just cannabis, and 139 incidents in-
volved cannabis combined with another drug (5%).

e In both years, eight out of ten cannabis incidents were reported in the Amsterdam
region.

e Table 2.9 shows the typical characteristics of incidents involving no other drug than
cannabis.

o Most of the cases involved mild intoxication: 74% in 2009 and 70% in 2010.
o In 46% of the 2009 incidents, and in 41% of the 2010 incidents, a combina-
tion of alcohol and cannabis was involved.

Table 2.9 Cannabis incidents registered by the Drug Incidents Monitor (MDI). Survey
years 2009 and 2010

2009 2010
Al FOfT e (34% o?iﬁe total) (29% osf;ﬁe total)
Male 73% 71%
Age (median) 26 years 26 years
Degree of intoxication:
Mild" 74% 70%
Somewhat serious" 22% 24%
Serious™ 4% 6%
Hospitalisation 14% 25%
Combined with alcohol 46% 41%

The number of incidents involving cannabis as the only drug and the relevant percentages were calculated
based on the known number (valid percentages). I.Mild: well able to speak coherently, noticeable usage. II.
Somewhat serious: not properly able to speak coherently, clearly under the influence. III. Incapable of speak-
ing coherently, possibly combined with: (sub)comatose, agitated/aggressive, disturbed vital parameters (such
as heart rate, blood pressure and respiratory frequency). Source: Drug Incidents Monitor (MDI), Trimbos-
Institute (Vogels and Croes, 2011).

At the Ambulance Transport Centre (CPA), the Amsterdam Municipal Health Service

(GGD Amsterdam) participates in the Drug Incidents Monitor (MDI), but has in fact long

been keeping a log of the number of requests for emergency treatment related to drug

use in the Amsterdam area.

e After previous peaks in 2006 and 2007, the number of requests on account of can-
nabis peaked again in 2009 and there was an even higher peak in 2010 (table 2.10).

e In 2009, cannabis use played a role in 480 cases, which represents an increase of
27% compared to 2008. In 2010 this number grew by an additional 128% to a total
of 617 incidents.

e In 2009 and 2010, an ambulance was needed for admission to hospital in 41% and
39% of the incidents respectively. The remainder were treatable at the scene.
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e People from outside the Netherlands (tourists) were involved in 58% of cases in
2009, and in 57% of cases in 2010.

Table 2.10  Cannabis incidents registered by the GGD Amsterdam, from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Smoking canna- | 5,5 | 556 | y96 | 258 | 281 | 347 | 370 | 318 | 386 | 508

bis
Eating space- 46 59 61 62 61 114 74 63 94 109
cake
Total 289 285 257 320 342 461 444 381 480 617

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 2.11).

e The number of information requests concerning cannabis grew by a factor of 1.6 be-
tween 2001 and 2005. From 2006 this trend seemed to come to an end, however be-
tween 2008 and 2009 another increase took place of 21% (Van Velzen et al., 2010).

e 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 symp-
toms and treatment of an intoxication with a particular drug, the likelihood of consult-
ing the NVIC is reduced.

Table 2.11 Requests for information concerning cannabis use from the National Poi-
sons Information Centre from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009
129 141 144 191 202 186 181 168 204
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
(Van Velzen et al., 2010).

2.7 ILLNESS AND DEATHS
Illness

Increasingly, cannabis use is associated with mental problems.

e Evidence is mounting that cannabis use increases the risk of later psychotic disorders
(CAM, 2008).

e The risk increases with the frequency of cannabis use. There is a greater risk where
the age of onset is younger (Schubart et al., 2010).

e Individuals with a prior history of psychotic symptoms are at greater risk of develop-
ing psychosis following cannabis use than those without a prior history.

e 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 psy-
chosis, particularly if they have commenced cannabis use at a young age (Caspi et
al., 2005; Estrada et al., 2011).

¢ Between six and ten percent of all new annual cases of psychotic disorders can be
attributed to cannabis use.
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Dutch-grown weed contains relatively little cannabidiol (CBD) compared to THC con-
tent. 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 and depression, has yielded a less consistent pic-
ture (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 incinera-
tion substances. In addition, the manner of smoking a joint (prolonged, deep inhala-
tion), results in increased absorption of these substances in the airwaves, compared
to smoking a cigarette.

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

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

o Since the majority of cannabis smokers quit the habit after some time, thus
limiting 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 se-
rious birth defects. Any congenital defects that have been found are slight effects on
cognitive development at a later stage of development.

So far, epidemiological studies have not found any indication of an ongoing increased
risk from cannabis use for 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 ex-
tremely heavy, prolonged cannabis use; however, it is unclear to what extent these
effects may be ‘reversed’ over 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.

52

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 con-
tent and a low cannabidiol content; however research on this is still limited (Di Forti
et al., 2009; see also §2.8).

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.
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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).

e For the past 20 years, Statistics Netherlands (CBS) has recorded practically no cases
of death directly related to the intake of cannabis on its cause of death registration
forms.

e No direct deaths attributable only to cannabis are known from other countries.

2.8 SUPPLY AND MARKET

Coffee shops and other points of sale

e At the end of 2009, there were 666 officially tolerated coffee shops in the Nether-
lands. About half of these (53%) were to be found in cities with over 200,000 inhabi-
tants (Bieleman et al., 2010a; Bieleman, 2011).

e In 2009, 77% of the municipalities in the country did not contain a coffee shop.

e Municipalities are permitted to choose their own policies regarding the establishment
of coffee shops. In 2009, 105 of a total of 441 municipalities (24%) officially tolerated
the presence of coffee shops. There were four of these 105 municipalities where (de-
spite this) no coffee shops were present. In over two-thirds of municipalities the offi-
cial policies prohibits coffee shops, and in almost a quarter (23%) of municipalities,
numbers were limited to a certain maximum. Seven percent indicated not having an
official policy.

e Since 2000 the number of coffee shops in the Netherlands has been falling steadily
(Bieleman et al., 2010a). Between 2000 and 2009, the number fell by 18%. Between
2008 and 2009 this decline continued by 5% (table 2.12).

e The decline between 2008 and 2009 can largely be explained by the closure of 18
coffee shops in Rotterdam which failed to meet the (new) mandatory minimum dis-
tance from schools. In Bergen op Zoom and Roosendaal (all) eight coffee shops also
shut their doors, due to a new zero-tolerance policy introduced in 2009. In other mu-
nicipalities coffee shops closed due to policies prohibiting new openings or takeovers.
Other coffee shops closed because they had breached legislation.
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Table 2.12  Number of coffee shops in the Netherlands by municipality, from 2000

Municipalities
by number of
inhabitants 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

< 20 000 13 11 12 12 10 10 10 10 8 8
20 - 50 000 81 86 79 73 77 75 71 71 72 68
50 - 100 000 109 112 106 104 101 103 105 105 100 91
100 - 200 000 184 183 174 168 166 161 148 143 148 148
> 200 000 426 413 411 394 383 380 385 373 372 351

- Amsterdam 283 280 270 258 249 246 238 229 228 225

- Rotterdam 63 61 62 62 62 62 62 62 62 44
- The Hague 62 55 46 41 40 40 40 40 40 40

- Utrecht 18 17 18 18 17 17 17 14 14 14

- Eindhoven 16 16 15 15 15 15 15 15 15 15
-Tilburg" 13 13 13 13

Total 813 805 782 754! 737 729 719 702 700 666

I. In 2003 three coffee shops were not listed by municipality size. II. Between 2005 and 2006 the number of
inhabitants in Tilburg grew to over 200,000, therefore Tilburg has only been a municipality with more than
200,000 inhabitants since 2006. Source: Monitor for Dutch Coffee Shop Policy (Monitor coffeeshopbeleid Neder-
land), Intraval (Bieleman et al., 2010a; Bieleman 2011).

e In 2003/2004, the University of Amsterdam 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.

e On a national scale, (excluding the main cities, and municipalities without coffee
shops) it is estimated that there are several thousand non-sanctioned cannabis sup-
pliers. 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.

e Whether the number of non-sanctioned cannabis points of sale has changed over the
last number of years is unknown.

e Research in Rotterdam suggests that the closure of 16 of the 61 tolerated coffee
shops on 1 June 2009 did not influence the way minors procure cannabis in the short
term (there was no increase in sales through illegal points of sale, especially dealers),
nor did it influence the use of cannabis among juveniles (Bieleman et al., 2010).

Quality and Price

The Trimbos Institute gathers information about the strength of cannabis, i.e. the con-
centration of active components, especially THC (tetrahydrocannabinol). Since 2000,
samples of various cannabis products have been purchased and submitted for chemical
analysis (Rigter and Niesink, 2010).
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In all tests, Dutch-grown weed was found on average to contain higher concentra-
tions of THC than imported varieties. No difference in THC-content was found be-
tween weed identified by coffee shop sellers as the most popular variety (i.e. the
most sold) and the variety of weed considered to be the ‘strongest’ (17.8% and
17.9%). Dutch-grown weed is about as strong as imported hashish.

The percentage of THC in imported hashish has been fluctuating in recent years be-
tween 16 and 19 percent.

Figure 2.8 shows that the average THC content of Dutch-grown weed samples be-
tween 2000 and 2004 doubled. Between 2004 and 2009, the THC content decreased,
however there was a new increase between 2009 and 2010. In 2010 the analysis of
cannabis samples was transferred to another laboratory, which is unlikely to have
significantly affected the trend; however, there is a possibility it had some influence
(Rigter and Niesink, 2010).

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 concentration of another cannabis component, cannabidiol (CBD) is also measured
annually (Rigter and Niesink, 2010).

In 2010, Dutch-grown weed, like imported weed, contained an average of 0.2% CBD.
The CBD content in imported hashish was higher: 7.5%.

Recently there have been indications that cannabidiol counteracts certain THC effects,
such as acute psychotic symptoms, anxiety, memory deterioration and rewarding ef-
fects (Bhattacharyya et al., 2010; Morgan et al., 2010; Leweke et al., 2009).

It appears the THC-CBD ratio is especially important. Dutch-grown weed contains a
lot of THC and little CBD, relatively speaking. This ratio is ‘better’ for foreign-grown
hashish.

For the moment there is a lack of epidemiological studies measuring whether the con-
sumption of cannabis with high or low CBD content is associated with different health
risks.

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 contamina-
tion 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 coffee shops.
Little is known about contamination of Dutch-grown weed with substances such as
pesticides or fertilisers, 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

%

25

. A
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% 72000 [ 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010
e==Dutch-grownweed | 8.6 | 11.3 | 151 | 181 | 20.4 | 17.7 | 175 | 16 | 16.4 | 151 | 17.8
e=Imported weed 5 | 53 | 66 | 62 | 7 | 67 | 55 | 6 | 84 | 99 | 75

Imported hashish 1 12.1 17.5 16.6 18.2 16.9 18.7 13.3 16.2 17.3 19

The percentages relate to samples that were collected in December/January. The years cited refer to the year
in which samples were collected in the month of January. For Dutch-grown weed the average percentages for
samples purchased as ‘most popular varieties’ are given here. The transition to a different laboratory for analy-
sis of these samples in 2010 may have influenced the trend. Source: DIMS™, Trimbos Institute.

Table 2.13 shows the average prices for a gram of cannabis purchased in coffee shops.

e The average price for a gram of Dutch-grown weed (most popular variety) was about
two euro higher in 2010 compared to 2006. In the past years, the increase in price
was greatest for Dutch-grown weed marked as ‘strongest’: this went from 7.0 euro in
2006 to 10.5 euro in 2009, to 10.1 euro in 2010.

e Possibly the price increases are linked to the intensified action taken against (large
scale) cannabis plantations.

e The price of imported hashish increased by about a euro per gram between 2008 and
2010. The price of a gram of imported weed fluctuates between four and five euro.

Table 2.13  Average price (€) per gram of cannabis product sold in coffee shops, from

2002
Cannabis 2002 2003 2004 2005 2006 2007 2008 2009 2010
product
"?V:ZCJ}'WOW" 610 645 597 622 620 730 7.67 812 813

Imported weed 4.16 4.32 4.86 4.11 4.40 4.30 5.16 4.88 4.57

Ia[BeIREE 714 756 660 678 7.30 7.70 809 870  9.07
hashish

I. Most popular variety. 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. 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 me-
thods 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:

e In 2009, the percentage of ever, recent and current cocaine users in the general po-
pulation was higher than in 2005. This may be related to a change in the method of
research (§ 3.2).

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

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

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

e The stabilisation of the total number of clients seeing treatment from addiction care
for cocaine use seen between 2004 and 2008 continued in 2009. The percentage of
younger clients is falling (§ 3.6).

e In 2009, there was a further rise in the number of clinical admissions to general hos-
pitals on account of cocaine use and dependency. The number of admissions where
cocaine problems were the primary diagnosis is relatively low and showed a slight de-
crease (§ 3.6).

e The number of registered acute deaths due to cocaine usage was slightly higher in
2009 compared to 2008, but has remained relatively low in recent years (§ 3.7).

e In recent years, powder cocaine used by consumers has been relatively often found
to be mixed with medicines. There has been a further rise in the use of levamisol as a
mixing agent in 2009 and 2010 (§ 3.8).
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3.2 USAGE: GENERAL POPULATION

In 1997, 2001, 2005 and 2009 surveys were conducted for the National Prevalence Sur-
vey (NPO, Rodenburg et al., 2007; Van Rooij et al., 2011). In 2009 the method used to
collect data was somewhat different to previous survey years. In 1997, 2001 and 2005,
data on drug usage was collected in a personal interview with the respondents, during
which the researcher would enter the answers into a laptop. In 2009, the respondents
themselves entered their response into the laptop, without the researcher looking on.
Indications suggest that more anonymous methods which better protect the respondents’
privacy, such as the one used in 2009, lead to higher reported usage prevalence (per-
sonal communication K. Knoops, CBS; EMCDDA, 2002).

Between 2001 and 2005 there was an increase in the number of people in the Nether-
lands aged between 15 and 64 who had ever used cocaine (table 3.1). (Rodenburg et al.,
2007). In 2009 a higher level of ever use was found compared to 2005, but this may be
due to the new research method used.

Between 1997, 2001 and 2005 no significant differences were found in the percentages
of recent and current use. The higher percentages found in 2009 compared to 2005 may
also be due to the new research method used.

In absolute numbers, the Netherlands had an estimated 55,000 current cocaine users in
2009. These figures are virtually certain to be an underestimation as 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. In 2009 the percentage found was 0.4% once again.

Table 3.1 Cocaine use in the Netherlands in the population aged 15 to 64. Survey
years 1997, 2001, 2005 and 2009"*

1997 2001 2005 . 1rend  5ppom
interruption
Ever use 2.6% 2.1% 3.4% 5.2%
Recent use! 0.7% 0.7% 0.6% 1.2%
Current use™ 0.3% 0.1% 0.3% 0.5%
Used for the first time in 0.3% 0.4% 0.1% 0.4%
the past year
1
AR EE CA 27.7 years 26.7 years 31.9 years =
users
Number of respondents: 17,590 (1997), 2,312 (2001), 4,516 (2005), 5,769 (2009). ... = Trend interruption. I.

In the past year. II. In the past month. III. In 2009 the research method changed (see text). This change may
have influenced the outcomes. Source: NPO, IVO (Van Rooij et al., 2011).

Age, gender and urbanisation level

e In 2009, ever use of cocaine occurred more among males (7.8%) than among fe-
males (2.5%). Ever use of cocaine was also higher in the 24-44 age bracket (8.0%)
than among those aged 15-24 (4.8%) or 45-64 (2.5%).

e Cocaine use also occurs more in the big cities. In 2009, 8.9% of the population in
highly urbanised areas had ever used cocaine. This compares to 3.9% in non-urban
areas.

e Recent cocaine use was more prevalent among males than among females (1.8%
versus 0.5%) and was highest in the 15-24 age group (2.4%), followed by the 15-44
age group (1.5%). Recent use is relatively scarce among the 45-64 age group
(0.2%).
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Recent use occurs more often in highly urban areas (2.0%) compared to low urban
(0.5%) and non-urban (0.7%) 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). In 2005, the age of onset among ever users of cocaine
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 was 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 however, there was 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.

Figure 3.1 Use of cocaine among school-goers aged 12 to 18 years, from 1988

%

3.5

2.5 A

1988 1992 1996 1999 2003 2007
e Ever use 1.2 1.6 3 2.8 2.2 1.7
=== Current use 0.4 0.4 1.1 1.2 0.8 0.8

Percentage of ever users and recent users (past month). Source: Dutch National School Survey, Trimbos Insti-
tute.
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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 (Iwoo) and mainstream schools. These differences are
only significant for the age groups of 14-15 and 16 years. Incidentally, pupils attending
REC-4 schools account for only one to two percent of the entire secondary school popula-
tion (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-4! 1.1% 6.5% 13.1%

Pro™ 1.7% 2.4% 3.2%

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

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.

Juveniles and young adults in the social scene

Cocaine is relatively popular in the social scene but it is also often used in private set-
tings. On these occasions, cocaine is usually snorted. Key observers in the social scene
have reported in 2008/2009 that cocaine usage occurs in every region in the Netherlands
these days (Doekhie et al., 2010).

¢ In Amsterdam, the percentage of ever-users of cocaine among clubbers dropped be-
tween 2003 and 2008 from 39 to 33 percent. However, current users remained sta-
ble at 14% (Benschop Nabben and Korf, 2009).

e After having stabilised in Amsterdam at the start of the century, the increased popu-
larity of this substance seems to have also stabilised in other regions (Doekhie et al.,
2010). The south of the country has caught up. This region has mainly seen an in-
crease of use among the village youth, as it fits into a lifestyle of hard work during
the week and intense partying at the weekend. As they live with their parents, these
young people have enough disposable income to support this.

e In 2008/2009 substance use was surveyed among those attending 11 national and
regionally organised parties and festivals (Van der Poel et al., 2010). It was found
that:

e 129% of the attendees were current cocaine users.
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e 5% had used cocaine during the evening itself; however this percentage varied consi-
derably 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 age group.

e During their night out, most cocaine users had consumed both alcohol and cocaine
(3.9% of all revellers). About one percent had only used cocaine (without alcohol)
(Van der Poel et al., 2010).

e 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 and Drenthe), East (Gelderland and Overijssel), Central
(Utrecht and Flevoland), West (Noord-Holland and Zuid-Holland) and South (Noord-
Brabant, Zeeland, Limburg). It was found that:

e 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.

e On a national scale, approximately 16% of clubbers had ever used cocaine. Approx-
imately 5% were current cocaine users.

e Research in 2008/2009 among juveniles and young adults in the Hague social scene
shows a slightly lower percentage of cocaine users (Dekkers et al., 2010). As has
been indicated before, differences in research methods may be related to differences
in the make-up of sample respondents and in the social setting.

o Respondents of the survey conducted in The Hague identified clubs and disco-
theques (60%) as their favourite nightlife spots, followed by cafes or bars
(54%) and bars with dance floors (38%).

o Twelve percent of respondents had ever consumed cocaine in their lifetimes;
three percent were current users.

Problem Youth

¢ Where figures are available, and as far as comparisons can be made, the use of crack
seems to be somewhat more prevalent among problem youth than among their
peers. Nonetheless, percentages are low (table 3.3).

e In the 2009 Antenna monitor, key observers have reported that experimenting with
crack does occur occasionally in some Amsterdam networks of homeless (problem)
youth (Nabben et al., 2010).

e Studies among juveniles in care, both in Amsterdam and on a national level, show
barely any usage of crack in this group (Nabben, Benschop and Korf, 2007; Kepper et
al., 2009).

e Nationally, the percentage of juveniles in care who have ever used cocaine varies
from 6% among 12-13 year-olds to 17% among 14-15 year-olds and 18% among 16
year-olds. These statistics were considerably lower among their peers in mainstream
education where the percentages were 1, 2 and 3% percent respectively (Kepper et
al., 2009). On average, 18% of juveniles in care had ever used cocaine: 17% of boys
and 19% of girls.

e Eighteen percent of boys (13-18 years) being detained in juvenile penitentiaries have
ever used cocaine before their detention (Kepper et al., 2009). The figures for ever
use differ strongly between these boys and their peers in mainstream secondary edu-
cation: 13 versus 1 percent of 13-14 year-olds; 17 versus 3 percent of 15-16 year-
olds and 21 versus 6 percent of 17-18 year olds. Four percent of boys indicated ha-
ving used cocaine during their stay at the penitentiary.
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Table 3.3 Cocaine use in special groups

- Survey Age Ever Current
Location

year (years) use use

Juveniles and young adults in

the social scene

Pub-goers Zaandam 2006 14 - 44 13% 4%
Pub-goers’ Amsterdam!! 2005 Average 27  26% 8%
Visitors to hotels, restaurants, pubs Eindhoven 2005 14 - 34 20% 6%
Discotheque-goers Nijmegen™ 2006 Average 21 11% 3%
Clubbers Amsterdam 2008 Average 25 33% 14%
“Coffee shop” clients Nijmegen 2005/2006 Average 27 33% 10%
Amsterdam 2009 Average 28 34% 5%

Attendees at raves and festivals Nationwide™ 2008/2009 Average 24  27% 12%

Clubbers and disco-goers Nationwide™ 2008/2009 Average 22 16% 5%
Juvenlles and young adults Inthe | [ o0 o | 2008/2000 | Average 21 || 12% 3%
social scene
Problem youth
Juveniles in care!V Amsterdam 2006 Average 17 8% 2%
4% 1%
Juveniles in residential care Nationwide 2008 Average 15 18%" 49%Y
5%"! 1%
. — 0 o,V o/ V
Juveniles (boys only) in Juvenl\lli Nationwide 2009 Ayvaree 16 18% 6%

penitentiaries 2%"! 1%"!

Percentages of current users (past month) per group. The statistics in this table cannot be compared due to
differences in age groups and research methods. I. Juveniles and young adults in mainstream, student, gay and
hip bars. Therefore not representative of all bar-goers. II. Low response rate (26%). III. Low response rate
(19%). IV. Juveniles with behavioural problems, juvenile delinquents, homeless juveniles and juveniles in other
care projects. V. Snortable cocaine in powder form VI. Smokeable cocaine in the form of crack. VII. Use among
juvenile detainees: in the month prior to detention. Data collected in ten of the twelve youth penitentiaries.

Sources: GGD Zaanstreek-Waterland (Jans, 2006); Antenna 2005, Bonger Institute for Criminology, University
of Amsterdam (Nabben, Benschop and Korf, 2006); Novadic-Kentron (Van Pareren and Van 't Klooster, 2006);
Tendens 2008,IrisZorg (De Jong et al., 2008); Antenna 2008, Bonger Institute for Criminology, University of
Amsterdam (Benschop, Nabben and Korf, 2009); Antenna 2009, Bonger Institute for Criminology, University of
Amsterdam (Nabben, Benschop and Korf, 2010); Social Scene Survey, Trimbos-Institute/University of Amster-
dam (Van der Poel et al., 2010); The Hague Nightlife Survey (HUO), The Hague Municipali-
ty/Parnassia/Haaglanden Police (Dekkers, Grund and Van Dijk, 2010); Antenna 2006, Bonger Institute for Cri-
minology, University of Amsterdam (Nabben, Benschop and Korf, 2007); EXPLORE, Trimbos-Institute (Kepper
et al., 2009).

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.

e The first group consists of problem users of opiates (see § 4.4), who nowadays al-
most all use cocaine as well, usually the ready-to-smoke type of crack.
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e 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.

e In 2008, substance use was researched in a sampling of 572 problem users of hard
drugs, gathered in eight cities (Cruts and Van Laar, 2010).

e These respondents used opiates or crack at least three days a week during the past
month.

e Problem use of crack, without problem use of opiates, occurred in 23% of users.

e Problem use of opiates occurred in the other 77%. Furthermore, 87 percent of these
problem users of opiates had also used crack in the past year and 97% had used
crack in their lifetimes (Trimbos Institute, 2008).

e 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. However, there are indi-
cations of the extent of problem use of cocaine among frequenters of raves and fes-
tivals and bars and discotheques (Van der Poel et al., 2010; see also § 3.3).

o 19% of attendees at raves and festivals aged 15 to 35 had used cocaine in the
past year (recently). Thirteen percent of these recent users were problem us-
ers. They met at least three of the seven criteria for problem use: 1) using
despite the resulting psychological and emotional problems, 2) spending a lot
of time on use, 3) needing a lot more to induce the same effects, 4) using
more than planned, 5) trying and failing to cut down on use, 6) ceasing other
important activities, 7) feeling ill when quitting (Van der Poel et al., 2010).

o Ten percent of frequenters of clubs and discotheques had used cocaine during
the past year (recently). Thirteen percent of these recent users were problem
users, according to the definition cited above (Van der Poel et al., 2010).

The problem use of cocaine (among other substances) has also been studied among resi-
dents of homeless shelters and homeless hard drug addicts in Amsterdam.

o In 2000, the first hostels for homeless addicts were opened in Utrecht. Re-
search in 2009 showed the majority (78%) were male. The average age was
45, almost half had a different ethnic background (47%) and most had Dutch
citizenship (88%) (Wolf et al., 2010). The residents of the shelter had on av-
erage spent eight years of their lives being homeless. A large majority of the
residents used hard drugs (almost) daily (84%). 51 percent of the residents
used cocaine (almost) daily.

o During the Amsterdam cold weather scheme, a bed is made available free if
charge in night shelters for any homeless person who registers themselves. In
the 2009-2010 winter, extra beds were placed in 26 walk-in shelters, social
accommodation facilities, assisted-living facilities and day activity centres in
Amsterdam. During this winter, substance use was researched among 105
homeless people who availed of these cold weather locations (Buster and De
Wit, 2010). The majority (95%) were male and the average age was 39. 21%
of the homeless people had used cocaine in the past month.
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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,
2010).

Differences in survey year, measuring methods and sampling make it difficult to con-
duct 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 is shown in Table
3.4b. For Europe, only countries from the EU-15 and Norway have been included.
Where available, data from other EU member states has been included in Appendix E.
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 9% in the U.K (England and
Wales). The lowest rates of all EU countries for ever users are reported in Romania,
Malta and Lithuania (0.5% or less). In the Netherlands, over five percent (5.2%) of
the population aged between 15 and 64 has ever used cocaine, which is slightly
above the European average of 4.1%.

In only four of the EU-27 countries plus Norway, more than 1.5 percent of the popu-
lation reports past year use of cocaine. These four countries are Ireland (1.7%), Italy
(2.1%), the U.K. (England & Wales, 3.0%) and Spain (3.1%). In the US and Austral-
ia, the percentage of recent users is also higher at 1.9% and 1.6% respectively. In
the Netherlands, the percentage of recent cocaine use is 1.2%, which is close to the
European average of 1.3%.

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 2007/2008 8.3% 3.1%
Italy 2008 7.0% 2.1%
Ireland 2006/2007 5.3% 1.7%
The Netherlands 2009 5.2% 1.2%
Sweden 2008 3.3% 0.5%
Norway 2004 2.7% 0.8%
France 2005 2.6% 0.6%
Austria 2008 2.2% 0.9%
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 countries.
Percentage of ever users and recent users (past year). Source: EMCDDA.

64
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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 groups’

Country Year Age (years) Ever use Recent use
United States 2008 12 and older 14.5% 1.9%
United Kingdom

(England and 2006/2007 16 - 59 9.4% 3.0%
Wales)

Canada 2009 15 and older 6.9% 1.2%
Australia 2007 14 and older 5.9% 1.6%
Denmark 2008 16 - 64 4.7% 1.4%
Germany 2006 18 - 64 2.5% 0.6%

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 stu-
dies with a more limited age range. Sources: EMCDDA, AIHW, CADUMS, SAMHS.

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 is easier to compare than data from the general population.

e Table 3.5 shows cocaine use among school-goers in a number of EU countries, Nor-
way, Switzerland and the US. The US did not take part in ESPAD but conducted com-
parable research.

e 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%).

e 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 years 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
United States’ 8% 5% 3% 5%
United Kingdom 3% 4% 3% 5%
Italy 2% 4% 3% 5%
France 2% 3% = 5%
Spain™ - 6% 5% 4%
Ireland 2% 3% 1% 4%
Belgium = 3% 1% 4%
The Netherlands 3% 3% 1% 3%
Denmark™ 1% 2% 2% 3%
Germany™ - 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). - = 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 AND INCIDENTS

Addiction Care

Addiction Care comprises the part of the healthcare system which offers help to people
who have become addicted to drugs, alcohol, medication or gambling. In the Nether-
lands, several specialised institutions operate within addiction care. Together with addic-
tion probation and aftercare services, these institutions send anonymous data on care to
the National Alcohol and Drugs Information System (LADIS) (Ouwehand et al., 2010a).
(See Appendix A: LADIS clients).

e The number of clients with cocaine as a primary problem quadrupled between 1994
and 2004: since then it has stabilised around the 10,000 mark (figure 3.2).

e 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.

e The ratio of cocaine clients to all clients with a drug problem also grew from 13% in
1994 to 29% in 2009.

e In 2009 about one in seven (15%) primary cocaine clients were newcomers. These
clients were registered in 2009 and had not been registered before with the (outpa-
tient) addiction care services for a drug problem.
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e For approximately half of primary cocaine clients (52%), smoking (crack) is the main
method of use, and for almost the other half (46%) it is snorting. Only one percent
inject cocaine.

e Most primary cocaine clients (75%) also had problems with another substance, main-
ly alcohol (28%), cannabis (20%), heroin (12%) and stimulants (5%). For a quarter
(25%), cocaine was the only problem.

e Cocaine was also often cited as a secondary problem (Figure 3.2). In this group, the
primary problem was heroin (46%), alcohol (37%), or cannabis (9%). Between 2008
and 2009, there was a five percent rise in the number of clients with secondary co-
caine problems.

Figure 3.2 Number of (outpatient) addiction care clients with primary or secondary
cocaine problems from 1994*

Number

13000

11000 4

9000 A

7000 A

5000 1

3000 A
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1994 1995| 1996 | 1997 | 1998 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
=== Primary 2468 | 2928 | 3349 | 4137 | 4607 | 5689 | 6346 | 6668 | 8089 | 9578 [ 1024 | 1009 | 1014 | 1056 | 1031 9993
====Secondary| 6020 | 6391|6503 | 7015 | 6699 | 6932 | 7111 | 8426 | 8281 | 8388 | 8393 | 8157 | 7829 | 8135 | 7581 7968

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 (Ouwehand et al., 2010a).

Age and Gender

e In 2009 over eight out of ten primary cocaine clients were male (83%).

e 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.

e Figure 3.3 shows that in 2009, 55% of primary cocaine clients were aged between 25
and 39. The ratio of young cocaine clients aged 15 to 29 has dropped over time from
56% in 1994 to 40% in 2002 and since then to 27% in 2009.
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Figure 3.3 Age distribution of primary cocaine clients of (outpatient) addiction care.
Survey years 2002 and 2009

%
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Percentage of clients per age group. Source: LADIS, IVZ (Ouwehand et al., 2010a).

Social background

LADIS contains data on the social background of clients in outpatient addiction care, re-
lating to their ethnic background, domestic set-up, housing situation, working life and
education.

26% of primary cocaine clients identified themselves as being of a non-Western eth-
nic background (for the definition see Appendix A).

Almost half of these clients were single (48%) and just over half (52%) were living
together with others, i.e., with their parents (16%), their partner (11%) their partner
and children (12%), with their children but without a partner (3%), or in another do-
mestic arrangement with others (11%).

A minority (7%) were in an unstable housing situation (homeless, in night shelters or
in a social accommodation facility).

Just under half were unemployed (44%) and a majority (56%) were engaged in some
type of regular employment, in education (34%) or engaged in a different kind of
working activity (21%).

A minority had not completed primary education (11%). The majority (89%) had at
least completed primary education (46%), secondary education (39%) or higher edu-
cation (4%).

General hospitals

In general hospitals, cocaine misuse and dependence are not often registered as the pri-
mary diagnosis for clinical admissions.

In 2009 there were 100 cases, of which 75% were due to cocaine misuse and 25% to
cocaine dependence (Figure 3.4).
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e 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 diag-
nosis. Between 2008 and 2009, the number of secondary diagnoses rose by a further
3%.

e In 2009 the most frequently occurring categories of primary diagnoses which had
cocaine misuse or dependence registered as a secondary diagnosis were:

o diseases and symptoms of the respiratory system (21%)

injury through accidents (16%, such as fractures, cuts, concussion)

misuse of or dependence on alcohol or (other) drugs (14%)

poisoning (8%)

diseases of the cardio-vascular system (8%)

psychotic disorders (4%).

O O O O O

Figure 3.4 Admissions to general hospitals related to cocaine misuse and dependence,

from 1995
Number
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Number of diagnoses, not corrected for duplication of persons. ICD-9 codes: 304.2, 305.6 (appendix C).
Source: Dutch Hospital Data, Kiwa Prismant.

e The same person may be admitted more than once per year. In addition, more than
one secondary diagnosis may be made per case. In 2009, corrected for duplication,
the total amounted to 658 persons who were admitted at least once with cocaine mi-
suse or dependence as the primary or secondary diagnosis. Their average age was
37, and 78% were male. There is no clear peak in the age groups. The age groups
containing over 10% of clients are 20-24 years (11%), 25-29 years (15%), 30-34
years (15%), 35-39 years (14%), 40-44 years (13%) and 45-49 years(14%).

o The DHD registered no cases of ‘accidental poisoning with cocaine’ as the sec-
ondary diagnosis in 2009 (ICD-9 code E855.2).
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Incidents

Several different sources are available to provide information on health incidents con-
nected to drug use (see also Appendix A for ‘incidents’). The nature of the incidents, as
well as the region and place of occurrence are different per source. However, due to an
(unknown degree of) overlap the numbers of incidents cannot simply be added up.

According to the injury information system (LIS) of the Consumer Safety Institute, on
average 4,270 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 (Nijman, 2011). The drugs in question are cannabis, cocaine, heroin, ecstasy, am-
phetamine and magic mushrooms. The data have been averaged for the period from
2005 through 2009, and consist of estimates for the entire country, based on data from a
representative sample of hospitals.

e Cocaine is the most frequently cited drug. Over one in four (28%) drug victims indi-
cates having used cocaine. If we count only the cases where the drug is known
(63%), then cocaine accounts for 45% of all drug-related emergency room treat-
ment.

e Approximately ten percent of all drug victims (410 cases) are treated for complica-
tions caused by ingesting a foreign body. In most cases, these involve pellet swallow-
ers.

e 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.

Since 2009, the Trimbos Institute’s Drug Incidents Monitor (MDI) has been storing cur-
rent data on the nature and severity of drug-related health incidents in the Netherlands
(Vogels and Croes, 2010). In 2010, the incidents were reported by accident and emer-
gency departments of (city) hospitals, ambulance services and police doctors in six re-
gions in the Netherlands: Amsterdam, Eindhoven, Enschede, Groningen, Nijmegen and

Purmerend. Non-regional organisations in charge of First Aid centres at major events also

take part in the Monitor. According to changes in the density of coverage in 2010 as op-

posed to 2009, caution should be taken when interpreting trends.

e In 2009 a total of 2,525 incidents were reported. In 2010, this figure was 2,852.

e In 2009 cocaine use was involved in 345 reported incidents (14%), which is about the
same number as in 2010 (352, or 12%). In both years, nine out of ten cases involved
snorted cocaine; one in ten cases involved crack.

e In both years, 188 cases involved just cocaine (with or without alcohol). In 2009, 166
incidents were registered which involved cocaine combined with another drug (with or
without alcohol). In 2010 this was the case in 164 incidents.

e Table 3.6 shows the characteristics of incidents in which cocaine was the only drug
involved.

o In about half of these cases, the degree of intoxication was somewhat serious
to serious. This figure was 51% in 2009 and 57% in 2010.

o In over half these cases, alcohol was also involved; 65% of cases in 2009 and
67% in 2010.
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Table 3.6 Cocaine incidents registered by the Drug Incidents Monitor (MDI). Survey
years 2009 and 2010

2009 2010
e (7% of1318e total) (7% of1t8h8e total)
Male 82% 79%
Age (median) 31 years 31 years
Degree of intoxication
Mild" 48% 43%
Somewhat serious" 40% 44%
Serious™ 11% 13%
Hospitalisation 35% 36%
Combined with alcohol 65% 67%

The number of incidents involving cocaine as the only drug and the relevant percentages were calculated based
on the known number (valid percentages). I. Mild: well able to speak coherently, noticeable usage. II. Some-
what serious: not properly able to speak coherently, clearly under the influence. III. Incapable of speaking
coherently, possibly combined with: (sub)comatose state, agitation/aggression, disturbed vital parameters
(such as heart rate, blood pressure and respiratory frequency). Source: Drug Incidents Monitor (MDI), Trimbos
Institute (Vogels and Croes, 2011).

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., 2010).

e The number of information requests for cocaine does not show a clear trend between
2001 and 2009 (table 3.7). An average of 229 requests a year are placed. The in-
crease that took place between 2007 and 2008 can be partly explained by the fact
that in 2008 requests via the website were included in the statistics for the first time.

e 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 infor-
mation requests from the NVIC.

Table 3.7 Information requests concerning cocaine use from the National Poisons
Information Centre (NVIC) from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009
184 217 247 227 254 211 231 255 238
Number of information requests annually via the NVIC 24-hour 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 (Van Velzen et al., 2010).

3.7 ILLNESS AND DEATHS

e Cocaine induced health problems, particularly from frequent crack smoking include
lung complications (coke lung), heart attacks, brain haemorrhage, kidney failure, epi-
leptic fits, exhaustion and reduced immunity, restlessness, irritability, depression, an-
Xiety, psychoses and paranoia (Korf et al., 2004).

e Heavy coke users also have more difficulty in keeping their aggression under control.
(Ernst et al., 2008). Cocaine psychoses can especially lead to aggressive behaviour
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(Tang et al., 2009). The higher level of aggression shown by crack users as opposed
to snorted cocaine users is not so much due to the substance, but rather to the users
themselves (Vaughn et al., 2010).

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 in-
trovertedness (Nabben et al., 2010). Constant tiredness is also cited as an effect of
frequent cocaine use. In addition to this, the nostrils can become damaged from fre-
quent snorting (Mainline Foundation, 2008; Scheenstra et al., 2007).

The Netherlands Cause-of-Death statistics of Statistics Netherlands (CBS) still list few
(acute) deaths that could be attributed to cocaine.

Nonetheless, there is evidence of an increase between 1997 and 2002, after which
cocaine deaths stabilised again. From 1996 through 2009 there was a total of 276
cases. During the past seven years, there have been around 22 cocaine-related
deaths per year. In 2009 there were 30 cases (Figure 4.9 in chapter 4).

Figure 3.5 shows a breakdown by age group of all cocaine deaths in the period 2003
through 2009. The majority (62%) of the deceased were aged over 35. The peak is
found in the age group of 30 to 34 years. Almost nine out of ten cocaine victims
were male (87%).

The total number of ‘cocaine pellet swallowers’ who died in the Netherlands is un-
known. This is due to the fact that, among other things, the Cause-of-Death Statistics
exclude persons who were not registered in the Dutch population register. The GGD
Amsterdam registered three to eight cases per year in the 2002 - 2006 period (7 in
2006). In 2007 only one case was registered, in 2008 five cases and in 2009 one
(probable) case was registered.

Figure 3.5  Age distribution of cocaine deaths from 2003 to 2009
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Percentage of deaths per age group. ICD-10 codes primary causes of death: F14 and X42*, X62*, Y12* (* in
combination with code T40.5). Source: Cause-of-Death statistics, Statistics Netherlands (CBS).

International comparison

According to the EMCDDA, deaths involving cocaine are harder to recognise compared to
deaths involving opiates (EMCDDA, 2010).
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Deaths to which cocaine has contributed are sometimes coded as natural circums-
tances of death, such as a heart condition. This leads to underreporting across the
EU.

In 2008, 15 EU member states reported about a thousand cocaine-related deaths.
There signs which indicate an increasing trend.

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 iden-
tified 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 2010, 1,026 powder samples were presented which had been bought by users as
cocaine (DIMS, 2010).

In 2010 95% of all powder samples bought as cocaine did in fact contain that
drug (mainly hydrochloride). The cocaine concentration averaged 52% (in terms of
weight). In 2008 and 2009, the averages found were 57 and 49 percent, respectively.
4% 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 sub-
stance whatever.

In recent years, powder samples that were sold as cocaine have increasingly been found
to (also) contain medicines (figure 3.6).

In 2010, thirteen percent of the cocaine samples were found to contain hydroxyzine,
a substance which was barely found at all in previous years. Hydroxyzine is used for
tension and (itching) skin ailments, among other things.

A quarter (25%) of samples analysed in 2010 were found to contain phenacetine.
This figure is lower than the 2009 percentage (39%). Phenacetine was registered un-
til 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 mix-
ing agent are far lower than the therapeutic doses which were feared to induce harm-
ful 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 2010, 64% of
cocaine powders contained this substance, compared to 12% in 2007.

In North America, use of cocaine mixed with levisamol has been linked to a dange-
rous deficiency of white blood cells, which reduces resistance to illness (Zhu et al.,
2009; Knowles et al., 2009).

Little is known as yet about a comparable situation in the Netherlands or in other Eu-
ropean 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).
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Figure 3.6 Percentage of cocaine samples containing mixing agents, from 2005
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Source: DIMS™, Trimbos Institute.

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 2008/2009, paid on average 50 euro per gram in the Randstad region and
45 euro per gram in the rest of the country (Doekhie et al., 2010). These prices are
similar to those of previous years.

These figures tally with the prices paid by users in 2010 for cocaine samples submit-
ted to the DIMS-project: 30 euro minimum and 75 euro maximum per gram of co-
caine powder, (with an average price of 47 euro per gram). These prices are also
close to those reported in previous years (DIMS, 2011).

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).
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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 co-
caine.

4.1 RECENT FACTS AND TRENDS

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

e Heroin use is low in the general population (§ 4.2).

e Heroin has little popularity among school-goers, although pupils attending REC-4
schools have considerably more experience of heroin than those in mainstream edu-
cation (8§ 4.3).

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

e The slight decline in the number of opiate clients in (outpatient) addiction care con-
tinued in 2009. There are few left under the age of 30 (§ 4.6).

e However, the decline between 2002 and 2006 in the number of hospital admissions
involving opiates has levelled off; there was a slight increase between 2006 and 2009
(8 4.6).

e 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).

e In 2009, the needle exchange rate in Rotterdam and Amsterdam continued to decline
(8 4.7).

e The acute death rate from use of opiates in 2009 did not change from the 2008 rate.
The average age of acute drug-related death continues to rise. (§ 4.7).

4.2 USAGE: GENERAL POPULATION

In 1997, 2001, 2005 and 2009 surveys were conducted for the National Prevalence Sur-

vey (NPO, Rodenburg et al., 2007; Van Rooij et al., 2011). Use of heroin is low in the

general population (Van Rooij et al., 2011). Due to a difference in research methods in

2009, care should be taken when comparing results to previous surveys (see also § 2.2).

e According to the 2009 NPO survey, 0.5% of the Dutch population aged between 15
and 64 had ever experienced heroin. This compares to 0.6% in 2005.

e In all survey years, the percentage of recent and current users was never more than
0.1%.

e 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 me-
thadone clients are not reached through random sampling in the general population,
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because they may be homeless, resident in a (penitentiary) institution, or otherwise
out of the picture. They may possibly be included in statistics by means of other re-
search methods (see § 4.3 and 4.4).

4.3 USAGE: JUVENILES

Heroin is not popular among secondary school-goers in mainstream education (Table

4.1).

e In 2007 there were more boys than girls who had ever or recently 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).

e 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
years from 1988

1988 1992 1996 1999 2003 2007
Ever use 0.7% 0.7% 1.1% 0.8% 1.1% 0.8%
Sniclils CE(L s 0.3% 0.2% 0.5% 0.4% 0.5% 0.4%
month)

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). Incidentally,
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.

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-4! 3.2% 3.6% 4.8%
Pro™ 1.0% 1.5% 0.8%
Lwoo™ 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 education.
Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

Special groups
Certain groups of juveniles and young adults are a little more experienced with heroin
than their ‘mainstream’ peers, but current use is limited in virtually all groups. Table 4.3

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,
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the response rate is often low in surveys conducted among socialising juveniles and
young adults, which can lead to a distortion of the results.

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. In certain circles, a small minority experiments with heroin. Among frequenters
of fashionable clubs in Amsterdam, the percentage of ever users was one percent in
2008 (Benschop et al., 2009). Among frequenters of bars in Amsterdam surveyed in
2005, this percentage was 1.5%. Among frequenters of coffee shops in Amsterdam,
the percentage of ever users was 3% in 2009. Current heroin use is extremely rare in
the social scene (Nabben et al., 2010).

In 2008/2009 substance use was surveyed among frequenters of eleven national and
regionally organised parties and festivals (Van der Poel et al., 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 Nor-
thern 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.

On a national scale, an estimated 1% of night club frequenters had ever used heroin
and an estimated 0.1% was a current heroin user.

Problem groups

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., 2007).
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., 2007; Benschop et al.,
2009).

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).

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 resi-
dential youth care. In 2008, five percent of these juveniles had ever tried heroin
(Kepper et al., 2009).

Three percent of boys (13-18 years) being detained in juvenile penitentiaries have
ever used heroin prior to their detention (Kepper et al., 2009). The figures for ever
use only differ between these boys and their peers in mainstream secondary educa-
tion in the group aged 17-18. In this age group, seven percent of boys in juvenile pe-
nitentiaries had ever used heroin, as compared to an ever use of two percent of boys
in mainstream secondary education. No use of heroin occurred during their stay at
the juvenile penitentiary.
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Table 4.3 Heroin use in special groups

Location Survey Age (Years) Ever Current
year use use
Juveniles and young adults in
the social scene
Bar-goers' Amsterdam 2005 Average 27 1.5% 0%
Frequenters of fashionable clubs ~Amsterdam 2008 Average 25 1% 0%
Party and festival-goers Nationwide™ 2008/2009  Average 24 1.4% 0.1%
Clubbers Nationwide™ 2008/2009  Average 22 1.1% 0.1%
Frequenters of coffee shops Amsterdam 2009 Average 28 3% 0%
Problem groups
Juveniles in care™ Amsterdam 2006 Average 17 1% 0%
Juveniles in residential care  Nationwide 2008 Average 15 4% 2%
e e e 2009 Average 16 3% 1%

penitentiaries’

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. Juveniles with behavioural problems, juvenile delinquents, homeless
youth and juveniles in other care settings. IV. Usage in the month prior to detention in a juvenile penitentiary
institution (JJI). Data was collected in ten out of twelve institutions.

Sources: Antenne 2005, Bonger Institute for Criminology, University of Amsterdam (Nabben, Benschop and
Korf, 2006); Antenne 2008, Bonger Institute for Criminology, University of Amsterdam (Benschop, Nabben and
Korf, 2009); Uitgaansonderzoek, Trimbos-institute/University of Amsterdam (Van der Poel et al., 2010); An-
tenne 2009, Bonger Institute for Criminology, University of Amsterdam (Nabben, Benschop and Korf, 2010);
Antenne 2006, Bonger Institute for Criminology, University of Amsterdam (Nabben, Benschop and Korf, 2007);
EXPLORE, Trimbos-institute (Kepper et al., 2009).

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 metha-
done, who generally also take other substances such as (crack) cocaine, alcohol and
sleeping pills or tranquillizers.

e According to the estimates for 2008, there are about 17,700 problem users of opiates
in the Netherlands. (Cruts & Van Laar, 2010; Buster et al., 2009; Biesma et al.,
2009; Schoenmakers et al., 2009a, 2009b; Ouwehand et al., 2010b).

e 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 situa-
tion.

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

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

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

78 TRIMBOS-INSTITUUT



Per thousand inhabitants, the greatest proportion of problem users is found in Rotter-
dam and The Hague. However, the differences between the various cities should be
interpreted with caution on account of discrepancies in definitions and research me-
thods. 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 Amster-
dam, 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 drugs and the number

per 1,000 inhabitants aged 15 to 64
Number per 1,000 inha-

Area Year L UL LGS bitants aged 15-64
Nationwide 2008 17,700 (17,300 - 18,100) 1.6
Amsterdam 2009 3,023 5.5
Rotterdam 2003 5,051 (4,804 - 5,298) 12.4
The Hague 2000-2002 3,200 (per year) 10.1
Leeuwarden 2001 389 6.3
Enschede 2008 761 7.1
Hengelo 2005 191 3.7
Almelo 2006 200 4.2
Apeldoorn 2007 432 4.7
Parkstad Limburg 2002 800 4.5

I. Owing to differences in definitions and methods, the figures should be interpreted with caution. In Amster-
dam, 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. Sources: Trimbos Institute, GGD Amsterdam, Intraval, IVO, GGD Den Haag, GGD Zuid-
Limburg

Figure 4.1 shows the development of the number of problem opiate users in Amsterdam
according to estimates by the GGD Amsterdam.

The number in this group peaked in 1988 and 1993 and subsequently declined. The
decline was largely due to reduction in the number of foreigners, especially Germans
and Italians. In recent years, however, a decline has been observed in all groups.
Between 2007 and 2009 the approximate number of problem users of opiates in Ams-
terdam remained stable.

In 2009 Amsterdam still had an estimated 3,023 problem users of opiates. Of these,
48% were born in the Netherlands, 24% in Surinam, the Netherlands Antilles, Moroc-
co or Turkey and 28% were born elsewhere.
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Figure 4.1 Problem users of opiates in Amsterdam, from 1985
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Number of problem users. 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) and the death rate among opiate users (see §4.7) show a similar trend.

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

Method of use

The use of opiates poses a particularly high health risk when the drugs are injected. Over
time, the injection 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 the 2008 field survey among 442 problem opiate users in eight cities (Cruts and
Van Laar, 2010), 46% reported ever having injected a drug (Trimbos-Institute,
2008). Among the group who had ever injected drugs, 29% were still injecting. 13%
of all problem opiate users who participated in the survey were still injecting drugs.

In 2009, 9% of opiate clients in addiction care was registered as an injecting user,
which is the same rate as found in 2007 and 2008 (Ouwehand et al., 2010a). In
1994, 16% were still injecting the drug. This figure was 13% in 2001.

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 (see § 4.7, Risk Behaviour).
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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 found in the field survey (13%) as well as an estimate of the total number of
problem hard drug users in the country (17,700). In 2008, this calculation resulted in
an estimate of about 2,301 injecting drug users, within a margin of at least 2,249 and
at most 2,353 cases.

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 Eu-
rope 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 and Norway together have an estimated 1.2 to 1.5 million problem users of
opiates, i.e. between 3.6 and 4.4 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, 2010).

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 fourteen member states of EU-15 and Norway for which national estimates are
available, the numbers vary from an average of one to ten problem hard drug users
per thousand inhabitants aged between 15 and 64. Spain, the Netherlands and Ger-
many are at the bottom of this list, with the U.K. and Italy at the top.

Of the new member states and the two candidate member states, the number of
problem users varies from around 0.5 (Turkey) and 2 (Cyprus) per thousand inhabi-
tants aged 15 to 64, to 6 (Malta) and 8 (Slovenia) per thousand for this age group.
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Table 4.5 Problem users of hard drugs in 14 European Union member states and

Norway

Number per thousand inhabitants

Country Year aged 15 to 64 years
Central estimate Lower limit - Upper limit’

U.K. 2003-2007 10.0 9.8-10.4
Italy 2007 9.8 9.5 -10.1
Luxembourg 2007 7.7 6.5-9.9
Denmark 2005 7.5 7.1 -8.0
Ireland 2006 7.2 6.2 - 8.1
Portugal 2005 = 43-7.4
Sweden 2007 4.9 =
France 2008 4.8 3.7-6.5
Finland 2005 4.8 4.2-55
Austria 2007 4.1 4.0 - 4.3
Norway 2008 3 2.1 -3.9
Greece 2008 2.7 2.8 = 3l
Germany 2008 - 1.8-2.5
Netherlands 2008 1.6 1.56 - 1.64
Spain 2006 1.35 1.3-1.4

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 part of the total estimated number of prob-
lem 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% confi-
dence intervals or sensitivity analysis. Source: EMCDDA; Cruts & Van Laar, 2010.

4.6 TREATMENT DEMAND & INCIDENTS
Addiction care services

Outpatient addiction care comprises the part of the healthcare system which offers help

to people who have become addicted to drugs, alcohol, medication or gambling. In the

Netherlands, several specialised institutions operate within addiction care. Together with

addiction probation and aftercare services, these institutions send anonymous data on

care to the National Alcohol and Drugs Information System (LADIS) (Ouwehand et al.,
2010a). (See Appendix A: LADIS clients).

e The number of clients with a primary opium problem rose slightly up to 1997 (Figure
4.2). 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.?

¢ Between 2002 and 2009 the number of primary opiate clients dropped by 23%. A
further decline of 3% took place between 2008 and 2009.

2 1n 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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e The percentage of opiates involved in all drug-related requests for treatment dropped
from 71% in 1994 to 44% in 2005, declining further to 36% in 2009. This is partly
due to the rise in recent years in the number of clients with another drug problem,
such as cocaine and cannabis.

e The majority of clients had already sought treatment from (outpatient) addiction care
for a drugs problem. Only 4% were first-time clients in 2009 and had not been regis-
tered before with (outpatient) addiction care for a drug problem. In 2000 as many as
22% were newcomers.

e The majority (78%) of primary opiate clients also had problems with another sub-
stance - mainly cocaine. Approximately one out of five primary opiate clients (22%)
reported no secondary substance.

e Opiates are less likely to be reported as a secondary problem (figure 4.3). When they
are, the primary problem is mainly cocaine or crack (65%) or alcohol (28%).

Figure 4.2 Number of clients of (outpatient) addiction care with primary or secondary
opiate problems from 1994*

Number
18000
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4000 1
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0 1994 | 1995|1996 | 1997 | 1998 | 1999 | 2000 | 2001 [ 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
e DPrimary 14002/14936|15247|15865|15491)15606| 15839 16810[16221|1538914222[1442913122/13614] 12835[12466|
====Secondary| 804 | 913 | 985 | 111211011313 | 1387 | 1761 | 1912 | 2056 | 2252 | 2023 | 2043 | 2023 | 1923 | 1966

I. The rise in the number of persons between 2000 and 2001 is due to inclusion for the first time of data from
GGD Amsterdam. Source: LADIS, IVZ (Ouwehand et al., 2010a).

Age and gender

e In 2009 80% of primary opiate clients were male. Over time this percentage has fluc-
tuated between 78% and 80%.

e In 2009 the average age was 45 - considerably higher than that of cannabis, ecstasy
and amphetamine clients. 73% of opiate clients were older than 39 (Figure 4.4). In
2002, as few as 25% were (Figure 4.3).

e The percentage of young opiate clients (age 15 to 29) dropped between 1994 and
2002 from 39% to 14%, and from there to 5% in 2009 (Figure 4.3).
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Figure 4.3 Age distribution of primary opiate clients of (outpatient) addiction care.
Survey years 2002 and 2009

Age

20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 >59 Age

Percentage of clients per age group. Source: LADIS, IVZ (Ouwehand et al., 2010a).

Social background

The LADIS contains data on the social background of clients in outpatient addiction care,
relating to their ethnic background, living situation, housing situation, working life and
education.

27% of primary opiate clients identified themselves as being of a non-Western ethnic
background (for the definition see Appendix A).

Just over half of these clients were single (52%) and almost half (48%) were living
together with others, this being with their parents (9%), their partner (12%) their
partner and children (8%), with their children but without a partner (4%), or in
another living situation with others (13%).

A minority (8%) were in an unstable housing situation (homeless, in night shelters or
in a social accommodation facility).

Approximately two-thirds were unemployed (67%) and just a minority (33%) were
engaged in some type of regular employment (19%), in education (2%) or engaged
in a different kind of working activity (12%).

A minority had not completed primary education (13%), however the majority (87%)
had at least completed primary education (52%), secondary education (31%) or
higher education (4%).

Methadone and medical heroin

In 2009, the LADIS registered a total of 9,909 methadone clients (Ouwehand et al.,
2010a).
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Methadone clients took methadone an average of 237 times in that year, in an aver-
age dosage of 69.9 milligrams. The average dose rose by 44% between 2000 and
2009.

In August 2009, a total of 715 treatment centres for medical heroin provision were
operating in fifteen municipalities (Annard, 2010). Medical heroin can only be pro-
vided to heroin addicts where other forms of treatment have failed.

Research has shown that the physical and psychological condition of addicts who re-
ceived medical heroin by prescription was much better than the condition of addicts
who had terminated this treatment. Addicts who received heroin also exhibited less
anti-social behaviour (Blanken et al., 2010; Blanken, 2011).

General hospitals

Misuse of and dependence on opiates are rarely stated as the primary diagnosis in gen-
eral hospitals. In 2009 the DHD listed 65 admissions with this primary diagnosis (63%
dependence and 37% misuse, Figure 4.4).

More frequently, opiate misuse and dependence are cited as a secondary diagnosis
(580 in 2009; 76% dependence, 24% misuse). The decline registered between 2002
and 2006 in the number of secondary diagnoses for opiate problems did not continue
in later years. In fact, a rise of 7% took place between 2008 and 2009. The primary
diagnoses accompanying these secondary diagnoses vary considerably. The most
common in 2009 were:

diseases and symptoms of the respiratory tract (29%)

injury through accidents (13%; fractures, cuts, concussion)

digestive system disorders (8%)

poisoning (5%)

misuse of or dependence on alcohol or drugs (9%)

skin ailments (3%).

The same person may be admitted more than once per year. In addition, more than
one secondary diagnosis may be made per case.

o In 2009, corrected for duplication, the total amounted to 547 persons who
were admitted at least once with opiate misuse or dependence as the main or
secondary diagnosis.

o Their average age was 44, and 73% were male. The peak age group was aged
between 40 and 54 (56%).

In 2009, the DHD registered no cases of accidental poisoning with opiates as a sec-
ondary diagnosis (ICD-9 codes E850.0 through E850.2).

O 0O 0O 0O 0O O
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Figure 4.4 Admissions to general hospitals related to opiates misuse and dependence,
from 1995

Number
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‘—Main diagnosis 7 7 7 76 79 75 81 88 51 57 61 78 84 79 65

Number of diagnoses, not corrected for duplication of persons. ICD-9 codes: 304.0, 304.7, 305.5 (see appendix
C). Source: Dutch Hospital Data (DHD), Kiwa Prismant.

Incidents

Several different sources are available to provide information on health incidents con-
nected to drug use (see also Appendix A for ‘incidents’). The nature of the incidents, as
well as the region and place of occurrence are different per source. However, due to an
(unknown degree of) overlap the numbers of incidents cannot simply be added up.

According to the injury information system (LIS) of the Consumer Safety Institute, on
average 4,270 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 (Nijman, 2011). The drugs in question are cannabis, cocaine, heroin, ecstasy, am-
phetamine and magic mushrooms. The data have been averaged for the period from
2005 through 2009, and consist of estimates for the entire country, based on data from a
representative sample of hospitals.

e Heroin is cited in just 2% of cases. If we count only the cases where the drug is
known (63%),then heroine accounts for 4% of all drug-related emergency room
treatment.

e These figures are likely to be an under-estimate of the true number of drug-related
accidents, as the role of drugs in these incidents is not examined systematically.

Since 2009, the Trimbos-Institute’s Drug Incidents Monitor (MDI) has been storing cur-
rent data on the nature and severity of drug-related health incidents in the Netherlands
(Vogels and Croes, 2011). In 2010, the incidents were reported by accident and emer-
gency departments of (city) hospitals, ambulance services and police doctors in six re-
gions in the Netherlands: Amsterdam, Eindhoven, Enschede, Groningen, Nijmegen and
Purmerend. Non-regional organisations in charge of First Aid points at major events also
take part in the Monitor. According to changes in the density of coverage in 2010 as op-
posed to 2009, caution should be taken when interpreting trends.
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e In 2009 a total of 2,525 incidents were reported. In 2010, this figure was 2,852.
e In 2009, there were 95 incidents (4%) where heroin was the only drug involved. In
2010, heroin was the only drug in 81 cases (3%).
e Table 4.6 shows the characteristics of incidents in which e was the only drug in-
volved.
o In about two-thirds of these cases, the degree of intoxication was light to
somewhat serious. This figure was 66% in 2009 and 67% in 2010.
o In 35% of these cases in 2009, and in 37% in 2010, alcohol was involved in
addition to e.

Table 4.6 Opiate incidents registered by the Drug Incidents Monitor (MDI). Survey
years 2009 and 2010.

2009 2010
NUTTIDEF Gl e (4% ofst)ge total) (3% of?fie total)
Male 82% 70%
Average age (median) 41 years 42 years
Degree of intoxication
Mild? 26% 32%
Somewhat serious! 40% 35%
Serious™ 34% 33%
Hospitalisation 42% 58%
Combined with alcohol 35% 37%

The number of incidents involving e as the only drug and the relevant percentages were calculated based on
the known number (valid percentages). I. Light: well able to speak coherently, noticeable usage. II. Somewhat
serious: not properly able to speak coherently, clearly under the influence. III. Incapable of speaking coherent-
ly, possibly combined with: (sub)comatose state, agitation/aggression, disturbed vital parameters (such as
heart rate, blood pressure and respiratory frequency). Source: Drug Incidents Monitor (MDI), Trimbos-Institute
(Vogels and Croes, 2011).

In 2009 and 2010, the GGD Amsterdam’s Ambulance Transport Centre (CPA), registered
71 and 41 urgent requests respectively due to suspicions of a non-lethal overdose of
opiates. Transportation to a hospital was necessary in 75% of cases in 2009 and in 76%
of cases in 2010.

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., 2010).

e The number of requests for information regarding opiates peaked in 2005 but has
since declined again (Table 4.7).

e The 2006 decline is connected to the fact methadone is no longer counted as a drug.
From that year on, methadone has been counted as a medicine.

e The increase that took place in 2008 can be partly explained by the fact that in 2008
requests via the website were first included in the statistics.

e 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 infor-
mation requests from the NVIC.
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Table 4.7 Information requests concerning opiate use from the National Poisons In-
formation Centre (NVIC) from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009
42 95 112 112 129 32 47 74 52
Number of information requests annually via the NVIC 24-hour telephone helpline. Requests via the website

www.vergiftigingen.info (online since April 2007) were first included in the data in 2008. Source: NVIC, RIVM
(Van Velzen et al., 2010).

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.

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 ser-
vices in Zuid-Limburg and the Amsterdam Cohort Study, a longitudinal research project
on drug users in Amsterdam. The statistics indicate that the rise in new HIV infections in
the Netherlands among (ever) injecting drug users remains slight. However, the percen-
tage of users who are already infected varies greatly between from region to region.

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, less than one percent can be at-
tributed to injecting drug use.

e In 2009, injecting drug use was found to be the most likely cause of infection in 1
(0.1%) of the 812 newly registered HIV infected persons (Vriend et al., 2010). This
individual was male (Table 4.8).

e Up to and including 2009, injecting drug use was the most probable transmission
route for 675 (4 percent) of the total group of 16,555 registered HIV infected per-
sons. Both in absolute and relative terms, the numbers of new HIV infections among
injecting drug users in the HIV treatment centres are 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 for fewer than 2% of new
cases. In absolute terms, the figures are 18 (2001); 15 (2002); 23 (2003); 10
(2004); 10 (2005); 8 (2006); 5 (2007) and 2 (2008) cases.

e However, the outcome of infection with HIV is likely to be worse among drug users
than among other groups at risk. Although deaths among HIV-positive people have
been considerably reduced since the introduction of the highly effective treatment,
HAART (highly active antiretroviral treatment) nonetheless, HIV infection through in-
jecting drug use remains a strong predictor of a fatal outcome. Reasons for this in-
clude relatively frequent co-infection with Hepatitis C (Gras et al., 2010).
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Table 4.8 Percentage of registered HIV-infections, separated by main route of trans-

mission
Proportion
Cases of HIV of total :
L - . Proportion
Transmission group diagnosed in number of of males™
2009 registered
cases of HIV
Total (number) 812 16,555 79%
Percentage injecting drug users <1% 4% 73%
Percentage of males who have sexual inter- 66% 550, 100%
course with males
Percentage heterosexual contact 28% 32% 43%
Percentage other categories' 7% 8% 76%

I. Including recipients of blood products, accidental punctures, mother-child transmission and other/unknown
causes. The numbers are constantly being updated due to delayed notifications. II. Of the cumulative number
per transmission group. Source: RIVM (Vriend et al., 2010).

The second 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 included in the
study).

e 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 2009, no new HIV
infections were subsequently recorded (www.amsterdamcohortstudies.org) (Figure
4.5).

e The decline in the transmission of HIV among drug users can be partially explained by
the decline in injecting and needle and syringe sharing, although high-risk sexual be-
haviour still occurs. The decline in new cases of HIV among drug users contrasts with
a slight increase in cases of HIV seen among males who have sexual relations with
males. Among this group, the sexual risk is still increasing
(www.amsterdamcohortstudies.org).

e Participation in both easily accessible methadone programmes and needle exchange
programmes reduces the chance of HIV (and Hepatitis C) infection (Van den Berg et
al., 2007).
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Figure 4.5 Annual incidence of HIV among injecting drug users and all drug users in
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person years. Source: Amsterdam Cohort Study (Amsterdam Cohort Study, 2009; Vriend et al., 2010).

Other (local) sources

Surveys were conducted by the RIVM in nine regions of the Netherlands between 1994
and 2003, among samples of injecting drug users in order to gain an understanding of
the number of existing HIV infections. A total of some 3,500 injecting hard drug users
participated (De Boer et al., 2006). Summarized briefly, these surveys showed consi-
derable regional differences in HIV infection among ever injectors, ranging from 1 per-
cent (Groningen, Arnhem) to 26% (Amsterdam).

90

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 order to follow up on the situation in Heerlen, the RIVM charted, in cooperation
with Mondriaan Addiction Care, HIV infections among drug users undergoing treat-
ment between 2008 and 2010, based on test results from patient files. Mondriaan
Addiction Care tests drug users undergoing treatment for drug-related infections on a
voluntary basis. From the (incomplete) overview of test results from the 2003-2008
period, it appears that 9% of the 197 hard drug users tested HIV positive (Van Veen,
2009). There is no current overview of the number of people in this group who have
ever or recently injected.

Research was also conducted in a local penitentiary institution in order to reach drug
users who were not in contact with addiction care services. A total of 229 detainees
participated in the survey (78% of the total prison population). 226 individuals filled
out a questionnaire, which included questions on high-risk behaviour. Blood samples
were taken from these individuals for testing, including tests for HIV. Almost eight
out of ten respondents were under 40 years of age. A little over half of the detainees
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had ever used hard drugs, but only 19 had ever injected. Not one of the tested pri-
soners tested positive for HIV.

International comparison

The European Monitoring Centre for Drugs and Drug Addiction provides data on the pre-
valence of HIV infection among injecting drug users in EU member states (EMCDDA,
2010). 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 indi-
cation of the rate of infection.

For some years, the number of new HIV infections related to injecting drug use has
remained low in most European countries. In this respect, Europe compares favoura-
bly to the rest of the world. In 2008 (the year for which the most recent overview is
available), a new case of HIV was diagnosed in an average of 2.6 injecting drug users
per million inhabitants in the European Union. This number has almost halved within
a two-year period: 5.0 per million inhabitants in 2006 and 3.7 per million inhabitants
in 2007. However, there is considerable variation both between and within countries
(EMCDDA, 2010).

The four countries with the relatively highest number of newly diagnosed HIV infec-
tions are Latvia, Estonia, Portugal and Lithuania with 44, 27, 21 and 13 new cases re-
lated to injecting drug use per million in habitants respectively in 2008. However, in
these countries the number of new infections with HIV among injecting drug users
has been declining for several years now. In absolute numbers, the more populous
countries make a substantial contribution to the aggregate of new HIV diagnoses,
e.g. the U.K., Germany, France and Poland (EMCDDA, 2010). Compared to the EU-15
member states, the Netherlands have the lowest number of newly diagnosed infec-
tions with HIV among injecting drug users per million inhabitants (Figure 4.6).
Although no striking rise in the number of new HIV diagnoses was seen between
2003 and 2008, high-risk behaviour is increasing significantly in some countries. In
Bulgaria, the number of injecting users rose from 0 new cases per million inhabitants
in 2003 to almost seven in 2008. Sweden experienced a peak in the number of new
injecting users in 2007 (6.7 per million inhabitants). Such developments indicate that
the danger of new infections with HIV among drug users has not subsided (EMCDDA,
2010).
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Figure 4.6 Number of newly diagnosed cases of HIV among injecting drug users per
million inhabitants in EU-15 countries, survey year 2008.
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Data for Austria is from 2006, data for Denmark from 2007. Source: EMCDDA (EMCDDA Statistical Bulletin
2010).

Hepatitis B and C

A chronic Hepatitis B or Hepatitis C infection can cause serious forms of liver inflamma-
tion. 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 (in-
jecting) materials besides needles. In the Netherlands, injecting drug users are among
the groups with the highest number of infections with Hepatitis C.

Data about the prevalence of Hepatitis C and Hepatitis B among hard drug users (injec-
ting or otherwise) are not collected systematically in the Netherlands. The available data
show that acute infection with both viruses is rarely observed among drug users. How-
ever, chronic infection with Hepatitis B or C occurs more often in drug users than in the
general population.

e An acute Hepatitis C infection is a notifiable disease. Of the 47 cases of acute or re-
cent Hepatitis C infection reported to the RIVM in 2009, the transmission route was
known in 38 cases; in three cases (8%) was the route known to be injecting drug
use, a figure comparable to previous year.

e Out of the 201 new cases of acute infections with Hepatitis B, the cause of the infec-
tion was known in 159 cases. None of these cases were related to injecting drug use.
The number of acute Hepatitis B cases reported which were related to injecting drug
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use has been low for years. There were no cases in 2005, one in 2006, two in 2007
and once again none in 2008.

The number of reported chronic Hepatitis B infections in 2009 was 1,756. The route
of transmission was known in 1,251 of these notifications. In six cases (0.5%) injec-
ting drug use was the most likely transmission route.

Table 4.9 is a summary of data from local and national source which provides an insight
into the infection rates of Hepatitis B and C among drug users.

The data in the table is not representative for all drug users. This is not just due to
the fact that the drug users being screened are mostly those who are in contact with
addiction care services, but also because within this group a selection takes place of
who is or isn't screened.

Although Table 4.9 shows the Hepatitis C infection rate is high among drug users,
data from the Amsterdam Cohort Study also shows the number of new cases of He-
patitis C has declined in recent years from 27.5 per 100 person years at the end of
the 1980s, to 2 per 100 person years after 2000 (Van den Berg et al., 2007).
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Table 4.9

Amsterdam

Amsterdam

Amsterdam

Amsterdam

Amsterdam

Rotterdam

Heerlen

Heerlen

Sittard

Sittard

Nationwide

Nationwide

Nationwide

Nationwide

Overview of different groups of drug users with a past or current Hepatitis

B or C infection

Target group

Drug users at GGD
methadone service

Injecting drug users
at GGD methadone
service

Drug users at GGD
methadone service

Injecting drug users
at GGD methadone
service

Drug users in Dutch C
project

Ever injecting drug
users

Drug users in treat-
ment with addiction
care services

Drug users in treat-
ment with addiction
care services

Ever injecting drug
users in penitentiary
institution

Ever injecting drug
users in penitentiary
institution

Ever injecting drug
users in penitentiary
institution

Ever injecting drug
users registered with
SHM

Ever injecting drug
users registered with
SHM

Drug users taking
part in Hepatitis B
vaccination campaign

Virus?®

Hepatitis B
Hepatitis B,

-current infection
-past infection

Hepatitis C

Hepatitis C

Hepatitis C
-current or past
infection
-current infection
Hepatitis C

Hepatitis B

Hepatitis C

Hepatitis B

Hepatitis C

Hepatitis C

Hepatitis B

Hepatitis C

Hepatitis B
-chronic sufferer
-past infection

Number
of
people
screened

680

22
16

1359

129

449

103

197

190

19

19

116

627

627

17,119

Infection

rate

33%
0%
31%

26%

59%

60%
41%

82%

48%

61%

42%

58%

41%

11%

91%

0,6%

12%

Year

2006~
2008

2009

2004-
2008

2007-
2009

Up to and
including
2010

2007-
2008

2003-
2008

2003-
2008

2009

2009

2010

2008

2008

1998-
2009

I. Current or past infection. SHM=HIV Monitoring Foundation. Sources: GGD Amsterdam; GGD Rotterdam-
Rijnmond; RIVM; NIVEL/ WODC; SHM (Breemer et al., 2009) (Lindenburg et al., 2011) (Schreuder and Van

Veen, 2010) (Schreuder et al., 2010) (Leemrijse et al., 2010) (Gras et al., 2009) (Haverkate 2010).
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International comparison

Data on Hepatitis B and C are not easily comparable between countries on account of
differences 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 two-thirds
of the countries where national data are available, a Hepatitis C infection rate of over
40% is found among injecting drug users. Only three countries (Hungary, the Czech
Republic and Slovenia) report national research results that show a Hepatitis C rate of
less than 25% among injecting drug users; even these percentages constitute a se-
rious health problem (EMCDDA, 2010).

Studies conducted among young drug users and drug users who only recently started
to inject (less than two years ago), show that Hepatitis C is contracted 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 different vaccination strategies (uni-
versal versus risk groups). The most complete data available concern having pre-
viously had a Hepatitis B infection. In 2007-2008, nine countries reported data on
this; in four of the nine over 40 percent of injecting drug users had ever been in-
fected with hepatitis B (EMCDDA, 2010).

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 sy-
ringes (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.
In the early 1990’s about one million needles were exchanged annually in Amster-
dam. By 2009 this had dropped to 139,400 (GGD Amsterdam). In Rotterdam the
number of syringes exchanged between 2000 and 2009 declined from 422,000 to
143,300. However, in 2008, the NX locations 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.
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Figure 4.7 Number of exchanged needles in Amsterdam and Rotterdam, 2002-2009
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Source: GGD Amsterdam and GGD Rotterdam.

According to somewhat older data, high-risk sexual activity is widespread. There have

been no indications that this has changed since.

e However, little recent (national) data is available. According to the most recent mea-
surements 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).

e 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).

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 168 cases in 2009
(Vriend et al., 2010). 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.

e The number of notified AIDS cases caused by injecting drug use in the Netherlands
has remained limited throughout the years. AIDS was registered with 6 injecting drug
users (3.6% of 168 cases of AIDS) in 2009 (Vriend et al., 2010).

e Among the 8,059 AIDS patients who were registered up to and including in 2008, 693
were injecting drug users (8.6%). This means the part played by injecting drug use in
the development of AIDS is higher on average than with HIV contraction.

o After peaking at fourteen percent in 1995, there has been a drop in number of injec-
ting drug users among HIV-positive patients who developed full-blown AIDS.

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.
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e In 2008, the highest number of new cases of AIDS among injecting drug users was
seen in Estonia (30.6 new cases per million inhabitants). Latvia, Lithuania, Portugal
and Spain also report relatively high numbers of new cases of AIDS (EMCDDA, 2010).

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 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 de-
termined whether the poisoning was accidental or not (EMCDDA, 2010; Van Laar et al.,
2006).

The death rate related to drugs across the spectrum (opiates, cocaine and other drugs)
fluctuates heavily (Figure 4.8). Between 1996 and 2009 peaks occurred in 2001 and
2009. The drug-related death rate rose by 8% between 2008 and 2009.

e The death rate related to opiates fell by 36 percent between 1996 and 2009.

e During the same period, the number of cocaine-related deaths tripled.

e The death rate related to other drugs also tripled during this period. These cases of-
ten involve (combinations of) hard drugs, sometimes together with other substances,
but also in some cases (combinations of) medicine and/or alcohol.

e Methadone was registered as the primary cause of death just seven times in 2008
and just nine times in 2009. Usually this involves a combination with other sub-
stances.

e This number only relates to deaths among inhabitants who were officially registered
in the population register. In 2009, a further 28 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.
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Figure 4.8 Deaths from drug overdose in the Netherlands, from 1996
Number
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=== (piates | 81 71 71 63 68 75 37 53 52 60 44 34 52 52
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Number of deaths. ICD-10 codes: F11-F12, F14-F16, F19, X42**, 6 X41** X62**, 6 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).

Age and gender

e 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 just 20% be-
tween 2005 and 2009 (Figure 4.9). In 2009 alone, the figure was 19%.

e In 2009, 81% of opiate victims was male and 19% female. Between 1996 and 2009
the percentage of males fluctuated between 61 and 85 percent, and the percentage
of females between 16 and 39 percent.
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Figure 4.9  Age distribution of deaths from overdose of opiates in the periods
1985-1989, 1990-1994, 1995-1999, 2000-2004 and 2005-2009
%
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B 35-64 15 35 50 59 71
015-34 82 61 47 35 20

Percentage of deaths per age group. Source: Cause of Death Statistics, Statistics Netherlands (CBS).

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 - 1) overdose deaths, 2) indirect deaths and 3) the basic death rate -
together constitute the total death rate among drug users.

e By means of data on deaths among methadone clients in Amsterdam and an estima-
tion of the total number of problem opiate users in the Netherlands, it was possible to
make an estimate of the total death rate among problem opiate users (Cruts et al.,
2008).

e An estimated 274 problem opiate users died in the Netherlands in 2008, with a confi-
dence interval of 268 to 280 deaths.

e Of these total deaths, it is estimated that 76 cases (28%) were attributable to the
basic death rate that is not related to drugs;

e An estimated 34 cases (12%) were related directly to drugs;

e And an estimated 164 cases (60%) were related indirectly to drug use.

Amsterdam

GGD Amsterdam reports the number of deaths among drug users on an annual basis
(Figure 4.10). Unlike the national cause of death figures of Statistics Netherlands (CBS),
the overdose deaths registered in Amsterdam also include deaths among people not in-
cluded 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.
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e In 2008 and 2009 respectively, 22 and 29 drug users in Amsterdam died following an
‘overdose’ of drugs - often opiates, with or without other substances.

e 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.

e The drop in the number of deaths registered in the early 1990s did not continue
through the mid-1990s. New peaks were seen in 2001 and 2003, after which there
was a decline and fluctuation. Between 2008 and 2009, the death rate fell by four-
teen percent (Figure 4.10).

Figure 4.10 Deaths among drug users in Amsterdam from overdose and other causes’,
from 1993
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Number of deaths among people ever registered as opiate users with GGD Amsterdam, caused by an overdose
of opiates or other drugs or by reasons other than overdose. I. Causes of death other than overdose may in-
clude endocarditis, sepsis, lung disease, liver cirrhosis, suicide, accidents, violence and AIDS. Source: GGD
Amsterdam.

International comparison

e Annually, between six and nine thousand people in the EU die following a drug over-
dose, 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, 2010).

e International comparison of the number of ‘drug deaths’ is hampered by discrepan-
cies in the definition of this term. There is a EMCDDA standard for drug deaths, based
on a specific selection of ICD-9 or ICD-10 codes from the cause of death statistics.
For a number of countries from the EU-15 and for Norway, sufficient data are availa-
ble to enable a comparison in drug death trends. Figure 4.11 shows the trend from
1995 for these countries in drug-induced deaths per million inhabitants aged from 15
to 64.

e In some countries, the trend in the past decade has fluctuated rather heavily with
sudden rises and declines. Meanwhile, the trend in other countries is much more sta-
ble.

e In Norway and Denmark, the drug death rate is relatively high, while in Italy, the
Netherlands and France it is relatively low.
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Figure 4.11  Number of drug-induced deaths per million inhabitants aged 15 to 64 in a
number of EU-15 countries and Norway, from 1995
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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 re-
semblance to it - are also sold as Ecstasy without the user being aware of the difference.
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 methamphe-
tamine, 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 addictive
effect is thought to be low. Ecstasy is generally swallowed in the form of tablets. Some-
times it is dissolved as a powder in a drink and then taken. User names for Ecstasy tab-
lets 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
entactogenic 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 me-
thamphetamine are “crystal”, “ice”, “tina”, “yaba” and “meth” (Nabben et al., 2008). In
the Netherlands, amphetamines are generally swallowed or snorted, and sometimes in-
jected. 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:

e In 2009 there were twice as many users of Ecstasy as of amphetamine in the Nether-
lands (§ 5.2).

e 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).

e After cannabis, Ecstasy remains the most important illegal drug on the social scene (§
5.3).

e The percentage of recent Ecstasy users in the Netherlands is above the European av-
erage (§ 5.5).

e Few Ecstasy users seek treatment from the addiction care services. The decline in
Ecstasy clients since 2005 continued in 2009 (§ 5.6).

e After a rise at the start of this century, the number of primary amphetamine clients
stabilised between 2007 and 2009 (§ 5.6).

e The number of admissions to general hospitals with a primary diagnosis of misuse of
or dependence on amphetamine(-like substances) is limited. The rise between 2006
and 2008 did not continue in 2009 (§ 5.6).

e [Ecstasy use was involved in one out of five to one out of seven registered drugs inci-
dents in 2009/2010 (§ 5.6).
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e The drop in 2008/2009 in the percentage of Ecstasy pills containing MDMA and the
increasing percentage of pills containing other substances, such as mCPP and mephe-
drone, indicated a reduced availability of MDMA. In 2010 the Ecstasy market
'recovered', with the average MDMA content of Ecstasy pills now higher than in the
preceding years (§ 5.8).

e In 2010 the amphetamine content in speed was likewise equal to or above the level
prior to 2008 (§ 5.8).

5.2 USAGE: GENERAL POPULATION

In 1997, 2001, 2005 and 2009, measurements were taken within the context of the Na-
tional Prevalence Survey (NPO) (NPO, Rodenburg et al., 2007; Van Rooij et al., 2011).
The method used for data collection in 2009 was different from that in the earlier waves.
In 1997, 2001 and 2005, data on drug use were collected in personal interviews with the
respondents, with the researcher entering the answers into a laptop. In 2009, the res-
pondents themselves entered their response into the laptop, without the researcher look-
ing on. Indications suggest that more anonymous methods which better protect the res-
pondents’ privacy, such as that used in 2009, lead to higher reported usage prevalence
(personal communication K. Knoops, CBS; EMCDDA, 2002).

e 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). In 2009 a higher percen-
tage of ever users was found than in 2005.

e The percentage of recent and current Ecstasy users remained at the same level be-
tween 2001 and 2005 and between 2005 and 2009 (Van Rooij et al., 2011).

e Compared to Ecstasy, considerably fewer people have ever or recently used amphe-
tamines. Their numbers remained stable between 2001 and 2005 In 2009 a higher
percentage was found for ever use of amphetamine, but this may be the result of the
new research method. Recent and current use remained at the same level between
2005 and 2009.

e Owing to the differences in method, it cannot be determined whether the higher per-
centages of ever use in 2009 really reflect an increase in usage. Likewise, it is not cer-
tain that the unchanged percentages for recent and current usage between 2005 and
2009 actually represent a stable trend in use.

e The percentage of current users for both Ecstasy and amphetamine remained well
below one percent in 2009.

e In absolute terms, the number of current Ecstasy users in 2009 amounted to 44,000,
while there were 22,000 current amphetamine users. These estimates are probably on
the low side, because problem users of hard drugs were under-represented in the sur-
vey in question.

e The annual increase in new Ecstasy users remained stable between 2001 and 2005.
For amphetamines, the drop between 2001 and 2005 is significant.
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Table 5.1 Use of Ecstasy and amphetamine among people aged between 15 and 64
in the Netherlands. Survey years 1997, 2001, 2005 and 2009

Ecstasy Amphetamine

1997 2001 2005 .. 2009™ 1997 2001 2005 .. 2009™
Ever use 2.3% 3.2% 4.3% .. 6.2% 22% 2.0% 21% .. 3.1%
Recent use! 0.8% 1.1% 1.2% .. 1.4% 0.4% 0.4% 0.3% .. 0.4%
Current use! 0.3% 0.3% 04% .. 04% 0.1% 0.0% 0.2% .. 0.2%
Used for the first
time in the past 0.5% 0.5% 0.3% .. 0.5% 02% 02% 0.1% .. 0.2%
year
Average age (Yrs) | ey || o5 6 || 281 | .. - 25.8 27.0 259 .. -
of recent users
Number of respondents: 17 590 (1997), 2 312 (2001), 4 516 (2005), 5 769 (2009). ... = Trend interruption. -

= data missing. I. In the past year. II. In the past month. III. In 2009 the research method changed (see text).
This change may have influenced the results. Source: NPO, IVO.

Age, Gender and Urbanisation Level

e For both Ecstasy and amphetamines, the percentage of ever users in 2009 was higher
in males than in females. 8.3 percent of males had ever used Ecstasy, compared to
4.0 percent of females. Amphetamine was ever used by 4.8 percent of males and by
1.4 percent of females (Van Rooij et al., 2011).

e In 2009, ever use of Ecstasy occurred most in very highly urbanised areas (10.4%)
and least in moderately urban areas (4.7%), low urban areas (4.2%) and non-urban
areas (4.5 %). For amphetamine, no significant difference was found in 2009 be-
tween the highly urbanised areas (4.1%) and the low (2.9%) or non-urban (3.0%)
areas.

e In 2009, people in the 25 to 44 year age group had the most experience with Ecstasy
(11.3% versus 6.0% among 15-24 year olds and 1.2% among 45-64 year olds). Ever
use of amphetamine was also highest in the 25-44 year age group (5.0%), followed
by the 15-24 year age group (3.1%) and 45-64 (1.3%).

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

e 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 dif-
ferences have been found over the years.

e 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 po-
pulation aged 15 to 64, the age of onset averaged 22.2 for Ecstasy and 21.6 for am-
phetamine.

5.3 USAGE: JUVENILES AND YOUNG ADULTS
School-goers

e 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).

e 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).
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e 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 years

from 1992
% Ecstasy % Amphetamine
7 7
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T T N
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emEver 3.4 5.8 3.8 29 24 |—Ever 2.2 53 2.8 22 1.9
e==Current| 1.0 23 1.4 1.2 0.8 |—Current 0.6 1.9 1.1 0.8 0.8

Percentage of ever users and current users (past month). Source: Dutch National School Survey, Trimbos Insti-
tute.

Special Education

e 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. In-
cidentally, pupils attending REC-4 schools account for only one to two percent of the
entire secondary school population (see Appendix F).

e 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 years 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-4! 3.1% 10.1% 17.9% 3.2% 7.1% 11.9%
Pro™ 1.4% 3.5% 3.2% 1.0% 1.3% 1.6%
Lwoo™™! 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 re-
search methods. Furthermore, response rates in surveys of socialising juveniles and
young adults are often low, which can lead to a distortion of the results.

Ecstasy

After cannabis, Ecstasy remains the illegal recreational drug of choice for young people,

particularly in the social scene, albeit with signs of levelling off (Doekhie et al., 2010). In

recent years, this drug has also encountered competition from cocaine, amphetamine
and GHB.

e In 2008/2009 key figures in the social scene reported that despite a deterioration in
quality (see § 5.8), most Ecstasy users had continued to use the drug and were pre-
pared to put up with the risks. A number had switched to another substance, while
others had discontinued drug use.

e In 2008/2009 substance use was examined among attendees at eleven national and
regionally organised large scale parties and festivals (Van der Poel et al., 2010). The
findings were as follows:

o One in four of the attendees were current Ecstasy users (24%).

o Current Ecstasy use was most common in the 30-35 year age group (33%),
and was least common in the under 20s (14%).

o 18% of the revellers had taken Ecstasy on the evening of the event. This va-
ried considerably between events (range: 1% to 62%). On average, users had
taken 1.7 pills.

e 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 Nether-
lands: North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Cen-
tral (Utrecht and Flevoland), West (Noord- and Zuid-Holland) and South (Noord-
Brabant, Zeeland and Limburg).

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

o On a nationwide basis, an estimated 23 percent of clubbers had ever used
Ecstasy, and an estimated nine percent were current Ecstasy users.
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e A survey of socialising juveniles and young adults in The Hague conducted in
2008/2009 found that 14 percent had ever used Ecstasy (Dekkers, Grund & Van Dijk,
2010). 4% were current users.

e 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. (see § 5.8).

e In nightlife settings, Ecstasy is often taken with other substances, such as alcohol,
cannabis and amphetamine. Ecstasy taken together with alcohol is particularly popu-
lar (Nabben, Benschop & Korf, 2007).

e 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).

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

e The survey conducted among socialisers in The Hague in 2008/2009 found that 10%
had used a combination of different substances during the past year. Of this group,
13% had used Ecstasy with alcohol.

¢ Among juveniles (13-18 years) in penitentiaries, 15% had ever used Ecstasy prior to
being in custody (Kepper et al., 2009). There are considerable differences in ever use
of Ecstasy between this group and youngsters in mainstream secondary education:
17% versus one percent among 13-14 year olds; 12 versus three percent among 15-
16 year olds; and 16 versus nine percent among 17-18 year olds. Five percent of the
detainees reported having used Ecstasy during their stay in the penitentiary.

e The percentage of juveniles in residential care that has ever used Ecstasy varies from
seven percent among 12-13 year olds to 15 percent among 14-15 year olds and 25
percent among 16 year olds. The percentages in mainstream education are signifi-
cantly lower, at one, two and three percent respectively (Kepper et al., 2009). An av-
erage of 21 percent of juveniles in care had ever used Ecstasy, which breaks down as
18 percent of the boys and 23 percent of the girls.

Amphetamine

e Amphetamine is less popular as a recreational drug among juveniles and young
adults than Ecstasy. At hardcore gatherings and in certain (alternative) scenes, am-
phetamine use is somewhat more prevalent (punk, electro, trance, underground, rock
and techno) than in fashionable city clubs (Van der Poel et al., 2010; Doekhie et al.,
2010).

e According to the observations of key figures in the social scene, there is a steady, and
particularly in the north, slightly rising trend (Doekhie et al., 2010).

e In the province of Gelderland key observers report that amphetamine is popular be-
cause it is cheap and easily available (De Jong et al., 2009). Amphetamine is there-
fore sometimes known as ‘poor coke’ or 'farmer's coke'.

e Research conducted in 2008/2009 among clubbers and disco-goers in large and me-
dium-sized municipalities in five regions of the Netherlands found that amphetamine
use is still) highest in the west of the country (Van der Poel et al., 2010).

o Percentages of current amphetamine users varied from 1.7% in South (Noord-
Brabant, Zeeland, Limburg) to 5.4% in West (Noord- and Zuid-Holland).

o In the regions East (Gelderland and Overijssel), North (Friesland, Groningen
and Drenthe) and Central (Utrecht and Flevoland) the rates of use were 2.2
percent, 2.4 percent and 3.0 percent respectively.
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o On a nationwide basis, an estimated 13 percent of clubbers had ever used
amphetamine, and an estimated three percent were current amphetamine us-
ers.

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

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

o 3% of revellers had consumed both alcohol and amphetamine during the
event.

A survey of socialising juveniles and young adults in The Hague conducted in
2008/2009 found that nine percent had ever used amphetamine (Dekkers, Grund &
Van Dijk, 2010). 2% were current users.

o Among juveniles (13-18 years) in penitentiaries, 9% had ever used ampheta-
mine prior to being in custody (Kepper et al., 2009). There are considerable
differences in ever use of amphetamine between this group and youngsters in
mainstream secondary education: 9% versus one percent among 13-14 year
olds; five versus three percent among 15-16 year olds; and 14 versus four
percent among 17-18 year olds. Three percent of the detainees reported hav-
ing used amphetamine during their stay in the penitentiary.

Among juveniles in residential care (12-18 years), 16% had ever used amphetamine:
15% of the boys and 18% of the girls (Kepper et al., 2009).

DIMS data (see (§ 5.8) and qualitative data from the Trendwatch Monitor suggest
that methamphetamine is not particularly popular in the Netherlands (Doekhie et al.,
2010). Its use seems to be concentrated a few niches among gay networks in Ams-
terdam and among so-called psychonauts, who experiment a lot with hallucinogenic
substances and other drugs. According to the Antenna monitor in 2009, methamphe-
tamine was difficult to obtain and expensive (Nabben, Benschop and Korf, 2010).
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Table 5.3 Use of Ecstasy and amphetamine in special groups

Location Sl Age Ecstasy Amphetamine
year (years)
ST LRI Ever Current Ever Current
and young adults
Bar-goers Zaandam 2006 14-44 17% 7% 7% 2%
Bar-goers' Amsterdam!! 2005 A‘;%e' 2% 7% 17% 2%
Disco-goers  Nijmegen™ 2006 Avge 21  17% 5% 7% 3%
Clubbers  Amsterdam 2008 Avge 25 48% 21% 24% 6%
Coffeeshop clients Amsterdam 2009 Avge 28 41% 6% 20% 2%

Nijmegen 2005/2006 Avge 27 40% 13% 25% 6%
Party and festival-goers Nationwide™ 2008/2009 Avge 24 42% 24% 23% 7%

Clubbers and disco- Nationwide™
goers

Socialising juveniles and
young adults

2008/2009 Avge 22 23% 9% 13% 3%

The Hague  2008/2009 Avge 21 14% 4% 9% 2%

Problem Youth

Juveniles in care¥  Amsterdam 2006 Avgel7 14% 2% 7% 1%
AUl i res'dezg'z Nationwide 2008 Avge 15 21% 4%  16% 3%

Juveniles (boys only) in

youth penitentiaries Nationwide 2009 Avge 16 15% 7% 9% 5%

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. Juveniles with behavioural problems, delinquent youth, home-
less youth, juvenile drifters and juveniles in other care facilities. V. Usage in the month prior to detention in a
youth penitentiary (JJI). Data were collected in ten of the twelve 1JI's.

Sources: GGD Zaanstreek-Waterland (Jans, 2006); Antenne 2005, Bonger Institute for Criminology, University
of Amsterdam (Nabben, Benschop and Korf, 2006); Tendens 2008, IrisZorg (De Jong et al., 2008); Antenne
2008, Bonger Institute for Criminology, University of Amsterdam (Benschop, Nabben and Korf, 2009); Antenne
2009, Bonger Institute for Criminology, University of Amsterdam (Nabben, Benschop and Korf, 2010); Tendens
2008, IrisZorg (De Jong et al., 2008); Social Scene Survey, (Uitgaansonderzoek) Trimbos Institute/University
of Amsterdam (Van der Poel et al., 2010); Social Scene Survey, the Hague, (HUO), Municipality of The Hague
/Parnassia/ Haaglanden Police Department (Dekkers, Grund and Van Dijk, 2010); Antenne 2006, Bonger Insti-
tute for Criminology, University of Amsterdam (Nabben, Benschop and Korf, 2007); EXPLORE, Trimbos Institute
(Kepper et al., 2009).

5.4 PROBLEM USE

e 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.

e Chronic use of both Ecstasy and amphetamine can lead to dependency. However,
there is debate concerning Ecstasy withdrawal syndrome (Degenhardt et al., 2010;
Leung and Cottler, 2008).

e 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.
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e Since 2008, Ecstasy users can now seek treatment during special clinical consulta-
tions with the addiction care services in the west of the country. Ecstasy users seek-
ing treatment apparently mainly report symptoms such as depression, feelings of de-
realisation, anxiety, reduced concentration, tiredness, feeling shocks to the head, pins
and needles, muscle twitching, vision problems and dizziness.

e Above, (see § 5.3) the study from 2008/2009 on substance use at parties and festiv-
als and in clubs and discotheques was referred to (Van der Poel et al., 2010). This
study also examined problem use of Ecstasy and amphetamine.

o Problem use was defined as meeting three or more of the following seven cri-
teria: continued use of the drug despite problems; spending a lot of time on
usage; needing a lot more of the substance to achieve the same effect; using
more than intended; unsuccessful quit attempts; giving up important activi-
ties; feeling ill after cutting down or attempting to quit.

o The survey of the party-goers showed that 11% of recent users were problem
users. Of recent amphetamine users, 19 percent were problem users.

o The survey of clubbers showed that 13% of those who had used Ecstasy in the
past years were problem users. Of those who had used amphetamine in the
past year, 21% had a problem with the substance..

5.5 USAGE: INTERNATIONAL COMPARISON
General population

e Where available, data for other EU member states are listed in Appendix E. Most
countries do not make a distinction between amphetamine and methamphetamine.
According to the EMCDDA, methamphetamine use in EU is highest in the Czech Re-
public and Slovakia (EMCDDA, 2010).

e For ever use of Ecstasy, the Czech Republic (9.6%), Australia (8.9%) and the U.K.
(8.6%) top the list. Rates of five to six percent are found in Ireland (5.4%), the US
(5.7%) and the Netherlands (6.2%). In Greece, Malta and Romania, less than one
percentage have ever used the drug.

e The percentage of ever users of amphetamine ranges from less than 1% in Portugal,
Greece, Cyprus, Malta and Romania to 8.7 percent in the US, with an outlier of 12%
in the U.K. (England and Wales). In the Netherlands, three percent have ever used
amphetamine.

e The percentage of recent users of Ecstasy is highest in the Czech Republic (3.7%)
and Australia (3.5%). In the other countries, the rate of recent Ecstasy use ranges
from 0.1% to 1.8%. For amphetamine the percentage of recent users ranges from
0.1% or less in France, Malta and Romania, to 2.3% in Australia.

¢ In the Netherlands, the percentage of recent Ecstasy users (1.4%) is above the Euro-
pean average of 0.8%. For recent amphetamine use, the Dutch percentage of 0.4% is
below the European average of 0.6% (EMCDDA, 2010).
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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

Netherlands 2009 6.2% 1.4% 3.1% 0.4%
Ireland 2006/2007 5.4% 1.2% 3.5% 0.4%
Spain 2007/2008 4.2% 1.2% 3.8% 0.9%
Italy 2008 3.0% 0.7% 3.2% 0.4%
Austria 2008 2.3% 0.5% 2.5% 0.5%
Sweden 2008 2.1% 0.1% 5.0% 0.8%
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%

Differences in survey year, measuring methods and sampling hamper a precise comparison between countries.
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 groups’

Country Year Age Ecstasy Amphetamine
Ever Recent Ever Recent

Australia 2007 14+ 8.9% 3.5% 6.3% 2.3%
-(FQ:gﬁJa:d & Wales) 2006/2007 16 - 59 8.6% 1.8% 12.3% 1.2%
us 2009 12 + 5.7% 1.1% 8.7% 1.2%
Canada 2009 15 + 3.9% 0.9% 4.6% 0.5%
Germany 2006 18 - 64 2.0% 0.4% 2.5% 0.5%
Denmark 2005 16 - 64 1.9% 0.4% 6.3% 1.2%

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, CADUMS.
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5.6 TREATMENT DEMAND AND INCIDENTS
Outpatient addiction care

The Addiction Care service is the segment of the health care service that offers help to
people who are addicted to drugs, alcohol, medicines or gambling. In the Netherlands a
number of specialised institutions are active in addiction care. Together with the proba-
tionary aftercare services, these organisations forward anonymous data about treatment
to the National Alcohol and Drugs Information System (LADIS) (Ouwehand et al.,
2010a). (See Appendix A: LADIS clients.)

Ecstasy

e 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 possi-
bilities for addiction care services to register problem Ecstasy use. After 1997 the
number dropped until 1999, when it levelled off. Between 2005 and 2009 the number
of primary Ecstasy clients dropped by 47%. Between 2008 and 2009 there was a fur-
ther decline of 19%.

e Per 100,000 inhabitants aged 15 and older, LADIS registered only 1.1 primary Ecsta-
sy clients in 2009 - considerably fewer than for most other drugs (65 for cannabis, 74
for cocaine and 92 for opiates).

e The percentage of Ecstasy problems in the entire treatment demand for drugs has
remained low in recent years: below 1%.

e In 2009 nearly one fifth of primary Ecstasy clients (19%) were newcomers. They
were registered for the first time in 2009, and had not been registered previously
with (outpatient) addiction care for a drugs problem.

e The majority of primary Ecstasy clients also had problems with another substance
(77%).

e There are more clients who cite Ecstasy as a secondary problem than as a primary
problem. Between 2005 and 2009, the proportion of secondary Ecstasy clients de-
clined by 42%. Between 2008 and 2009 there was a further drop of 21% In 2009 the
main problem substance for these secondary Ecstasy clients was cocaine or crack
(31%), followed by cannabis (21%), amphetamine (22%) or alcohol (19%).

TRIMBOS-INSTITUUT 113



Figure 5.2 Numbers registered with (outpatient) addiction care for primary or se-
condary Ecstasy problems from 1994

Number
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0

1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
=== Primary 29 | 208 | 398 | 457 | 340 | 252 | 241 | 225 | 250 | 277 | 291 [ 293 | 228 | 239 | 191 | 154
|==Secondary| 32 | 321 | 552 | 672 | 607 | 549 | 573 | 563 | 622 | 655 | 750 | 781 | 715 | 663 | 571 | 451

I. In 1994 the registration of Ecstasy problems was not yet complete. Source: LADIS, IVZ (Ouwehand et al.,
2010a).

Amphetamine

e The number of clients with amphetamines as the primary problem rose until 1998,
followed by a drop, but rose again between 2001 and 2007. Between 2007 and 2009
the number stabilised (Figure 5.3).

e The percentage of amphetamines in the entire treatment demand for drug problems
remained low throughout the years under review (between 2% and 4%).

e Per 100,000 inhabitants aged 15 and older, LADIS registered eleven primary amphe-
tamine clients in 2009 - more than in 1994 or in 2001 (4 in both years).

e In 2009, nearly a quarter (23%) of primary amphetamine clients were first-time
clients of (outpatient) addiction care for a drugs problem.

e The majority of clients with a primary amphetamine problem also reported problems
with other substances (78%).

e For nearly 1,000 clients amphetamines were a secondary problem in 2009. This
represents an increase of 9% compared to 2008. For this group, the primary problem
was alcohol (29%), cannabis(27%), cocaine or crack (22%), heroin (7%) or GHB
(7%).
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Figure 5.3 Numbers registered with (outpatient) addiction care for primary or se-
condary amphetamine problems from 1994

Number
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1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
= Primary 497 | 566 | 667 | 794 | 870 | 810 | 648 | 501 | 561 | 745 | 962 | 1154|1243 | 1529 | 1498 | 1504
=== Secondary | 489 | 566 | 558 | 610 | 590 | 560 | 498 | 474 | 481 | 552 | 645 | 728 | 760 | 878 | 910 | 989

Source : LADIS, IVZ (Ouwehand et al., 2010a).
Age and Gender

Ecstasy

e In 2009 approximately seven out of ten (74%) of primary Ecstasy clients were male.
The percentage of female clients (26%) is greater than for cannabis, cocaine or
opiates (17-20%). Between 2000 and 2009 the percentage of female clients rose
from 19 to 26 percent.

e The average age of primary Ecstasy clients was 29. Accordingly, they are the young-
est of all drugs clients. The peak age group is 20-24, but in 2002 the peak age was
higher (see Figure 5.4). Between 2002 and 2009, the average age of Ecstasy clients
rose from 25 to 29 years.
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Figure 5.4  Age distribution of primary Ecstasy clients of (outpatient) addiction care.
Survey years 2002 and 2009

15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 Age
Percentage per age group. Source: LADIS, IVZ (Ouwehand et al., 2010a).

Amphetamine

e In 2009 about three quarters of primary amphetamine clients were male (77%). The
percentage of female clients rose slightly from 21% in 2000 to 23% in 2009.

e The average age is 30, 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, but in 2002, the peak was in the 20 to 24 age group (Figure 5.5).
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Figure 5.5  Age distribution of primary amphetamine clients of (outpatient) addiction
care. Survey years 2002 and 2009

15-19  20-24 2529 30-34 35-39 4044 4549 50-54 55-59 60-64 Age

Percentage per age group. Source: LADIS, IVZ (Ouwehand et al., 2010a).
Social Background

LADIS contains data on the social background of clients in outpatient addiction care, re-
lating to their ethnic background, domestic set-up, housing situation, working life and
education.

Ecstasy

e 13% of primary Ecstasy clients identified themselves as being of a non-Western eth-
nic background (for the definition see Appendix A).

e Nearly one third were single (31%) and over two thirds (69%) were living together
with others, i.e., with their parents (36%), their partner (13%) their partner and
children (9%), with their children but without a partner (2%), or in another domestic
arrangement with others (9%).

e A small minority (4%) were in an unstable housing situation (homeless, in night shel-
ters or in a social accommodation facility).

e About one third were unemployed (36%) and nearly two thirds (64%) were engaged
in some type of regular employment (35%), in education (5%) or engaged in some
other kind of work (23%).

e A minority had not completed primary education (14%). The majority (86%) had at
least completed primary education (40%), secondary education (42%) or higher edu-
cation (4%).

Amphetamine

e 3% of primary amphetamine clients identified themselves as being of a non-Western
ethnic background (for the definition see Appendix A).
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About four out of ten were single (42%) and nearly six out of ten (58%) were living
together with others, i.e., with their parents (30%), their partner (9%) their partner
and children (5%), with their children but without a partner (3%), or in another do-
mestic arrangement with others (12%).

A small minority (2%) were in an unstable housing situation (homeless, in night shel-
ters or in a social accommodation facility).

Nearly four out of ten were unemployed (39%) and about six out of ten (61%) were
engaged in some type of regular employment (34%), in education (2%) or engaged
in some other kind of work (24%).

A minority had not completed primary education (12%). The majority (88%) had
completed primary education (46%), secondary education (40%) or higher education
(2%).

General Hospitals

The Dutch Hospital Data Registration (DHD) registers few annual admissions to general
hospitals, with use of psycho-stimulants as the primary diagnosis. By this is meant am-
phetamine, but also other substances such as Ecstasy (Figure 5.6).

In 2009 there were 73 admissions, which accounts for 12% of all admissions with
drugs as the primary diagnosis. 92% of cases were related to misuse and 8% of cas-
es were diagnosed as dependent on psycho-stimulants. Between 2008 and 2009 the
number of primary diagnoses rose by 35 percent.
There were somewhat more numerous occurrences of secondary diagnosis involving
these substances, 127 in 2009, a drop of twelve percent compared to 2008. The main
illnesses or disorders accompanied by secondary diagnoses of amphetamine misuse
or dependence were very diverse. The most common main diagnoses were:
o psychosis (19%)
misuse or dependence on drugs (15%)
misuse or dependence on alcohol (15%)
accidents (12%)
diseases of the respiratory tract (9%)
poisoning (7%)
cardio-vascular diseases (2%).
The same person may be admitted more than once per year. In addition, more than
one secondary diagnosis may be made per case.
o In 2009, corrected for duplication, a total of 190 persons were admitted at
least once during that year with misuse or dependence on psycho-stimulants
as the main or secondary diagnosis. This was a rise of 14% compared to 2008.
o Their average age was 29. The peak age group is twenty to twenty-four
(27%).
o Three-quarters (73%) were male.
o In 2009 the LMR/DHD registered no cases of accidental poisoning, with psy-
cho-stimulants as a secondary diagnosis (ICD-9 code E854.2).

O O 0O 0O O O
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Figure 5.6 Admissions to general hospitals related to misuse and dependence on psy-
cho-stimulants (Ecstasy and amphetamine) from 1995

Number
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1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
‘—Secondary diagnosis| 29 46 80 69 66 61 58 70 63 108 | 82 88 136 | 145 | 127
‘—Main diagnosis 23 29 33 25 21 29 36 29 30 40 45 39 56 54 73

Number of diagnoses, not corrected for duplication of persons. ICD-9 codes: 304.4, 305.7 (appendix C). Psy-
cho-stimulants such as Ecstasy and amphetamines are registered under the same codes. Source: Dutch Hospit-
al Data (DHD), Kiwa, Prismant.

Incidents

Several different sources are available to provide information on health incidents con-
nected to drug use (see also Appendix A for ‘incidents’). The nature of the incidents, as
well as the region and place of occurrence are different per source. However, due to an
(unknown degree of) overlap the numbers of incidents cannot simply be added up.

According to the injury information system (LIS) of the Consumer Safety Institute, on

average 4,270 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 (Nijman, 2011). The drugs in question are cannabis, cocaine, heroin, Ecstasy, am-
phetamine and magic mushrooms. The data have been averaged for the period from

2005 through 2009, and consist of estimates for the entire country, based on data from a

representative sample of hospitals.

e 9% of drug victims indicate having used Ecstasy. If we count only the cases where
the drug is known (63%), then Ecstasy accounts for 15% of all drug-related emer-
gency room treatment.

e Amphetamine does not appear to feature prominently. Three percent of drug victims
indicate having used amphetamine. If we count only the cases where the drug is
known (63%), then amphetamine accounts for 5% of all drug-related emergency
room treatment.

TRIMBOS-INSTITUUT 119



e 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.

e Since 2009, the Trimbos Institute’s Drug Incidents Monitor (MDI) has been storing
current data on the nature and severity of drug-related health incidents in the Neth-
erlands (Vogels and Croes, 2010). In 2010, the incidents were reported by accident
and emergency departments of (city) hospitals, ambulance services and police doc-
tors in six regions in the Netherlands: Amsterdam, Eindhoven, Enschede, Groningen,
Nijmegen and Purmerend. Non-regional organisations in charge of First Aid centres at
major events also take part in the Monitor. According to changes in the density of
coverage in 2010 as opposed to 2009, caution should be taken when interpreting
trends. (Table 5.5 and Table 5.6).

Ecstasy

e In 2009 a total of 2,525 incidents were reported. In 2010, this figure was 2,852.

e Of these, in 2009 360 cases (14% of drug cases) and in 2010 580 (20% of drug cas-
es) involved only Ecstasy. 192 cases in 2009 and 183 cases in 2010 involved Ecstasy
in combination with another drug.

e Table 5.5 shows the characteristics of incidents in which Ecstasy was the only drug
involved.

o In the majority of cases, the intoxication was mild: in 86 percent of the cases in
2009 and 85 percent of the cases in 2010.

o In about half the cases, alcohol was also involved: 46 percent of the cases in 2009
and 50 percent in 2010.

o In a minority of cases admission to hospital was necessary: six percent in 2009
and seven percent in 2010.

o In 2009 it was known in 93 percent of cases in which setting the Ecstasy incident
had taken place; the figure for 2010 was 92 percent. The vast majority of Ecstasy
incidents took place at a dance party: 95 percent of the known cases in 2009 and
97 percent in 2010.

e [t is difficult to account for the 'rise' in the number and percentage of Ecstasy-related
incidents. It is not known whether it can be attributed to the increased availability of
pills with a higher MDMA content (see § 5.8) or a change in the level of coverage or
other factors.
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Table 5.5 Ecstasy-related incidents registered by the

Survey years 2009 and 2010

2009
Number of incidents (14% o?ige )
Male 54%
Average age (median) 23 yrs
Degree of intoxication
Mild" 86%
Moderate™ 12%
Serious™ 3%
Hospitalisation 6%
Combined with alcohol 46%
Tourist 9%

Drug Incidents Monitor (MDI).

2010

580
(20% of the total)

59%
22 yrs

85%
11%
4%
7%
50%
8%

The number of incidents involving Ecstasy as the only drug and the relevant percentages were calculated based
on the known number (valid percentages). I. Mild: well able to speak coherently, noticeable usage. II. Mod-
erate: not properly able to speak coherently, clearly under the influence. III. Serious: Incapable of speaking
coherently, possibly combined with: (sub)comatose state, agitation/aggression, disturbed vital parameters
(such as heart rate, blood pressure and respiratory frequency). Source: Drug Incidents Monitor (MDI), Trimbos

Institute (Vogels and Croes, 2011).

Amphetamine

e In 2009 a total of 2,525 incidents were reported. In 2010, this figure was 2,852.
e Of these, in 2009 46 cases (2% of drug cases) and in 2010 72 cases (3% of drug
cases) involved only amphetamine. 69 cases in 2009 and 84 cases in 2010 involved

amphetamine in combination with another drug.

e Table 5.6 shows the characteristics of incidents in which amphetamine was the only

drug involved.

o In the majority of cases the intoxication was mild: 76 percent of cases in 2009

and 72 percent in 2010.

o In 57 percent of cases in 2009 and 49 percent of cases in 2010, alcohol was

involved in addition to amphetamine.

o In a minority of cases admission to hospital was necessary: in nine percent of

cases in 2009 and eighteen percent in 2010.

o In 2009 it was known in 85 percent of cases in which setting the amphetamine
incident had taken place; the figure for 2010 was 79 percent. The vast majori-
ty of amphetamine incidents took place at a dance party: 72 percent of the

known cases in 2009 and 71 percent in 2010.
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Table 5.6 Amphetamine-related incidents registered by the Drug Incidents Monitor
(MDI). Survey years 2009 and 2010

2009 2010
- 46 72
TR 1 (2% of the total) (3% of the total)
Male 74% 74%
Average age (median) 22 yrs 23 yrs
Degree of intoxication
Mild! 76% 72%
Moderate™ 13% 23%
Serious™ 11% 6%
Hospitalisation 9% 18%
Combined with alcohol 57% 49%
Tourist 19% 18%

The number of incidents involving amphetamine as the only drug and the relevant percentages were calculated
based on the known number (valid percentages). I. Mild: well able to speak coherently, noticeable usage. II.
Moderate: not properly able to speak coherently, clearly under the influence. III. Serious: Incapable of speak-
ing coherently, possibly combined with: (sub)comatose state, agitation/aggression, disturbed vital parameters
(such as heart rate, blood pressure and respiratory frequency). Source: Drug Incidents Monitor (MDI), Trimbos
Institute (Vogels and Croes, 2011).

GGD Amsterdam registers the number of requests for emergency treatment from the

Ambulance Transport Centre (CPA) and in this context has been participating in the Drug

Incidents Monitor (MDI) since 2009.

e In 2009 there were 54 Ecstasy-related requests for treatment in Amsterdam, rising
by 18 percent to 64 cases in 2010 (Table 5.7).

e In the majority of cases, removal to hospital was necessary: 80 percent in 2009 and
69 percent in 2010.

e In 2009 amphetamine was the reason for a request for treatment from the CPA in
Amsterdam in only eight cases and in 2010 in 19 cases; the percentages for removal
to hospital were 63 and 84 percent respectively.

Table 5.7 Drug-related incidents involving amphetamines and Ecstasy, registered by
GGD Amsterdam, from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Amphetamine 6 5 7 8 3 13 17 14 8 19
Ecstasy 42 39 39 59 63 53 67 43 54 64

Number of incidents (persons) per year. Source: CPA, GGD Amsterdam.

The National Poison Information Centre (NVIC) of the RIVM registers the number of in-
formation requests from doctors, pharmacists and government organisations concerning
(potentially) acute intoxication by poisonous substances such as drugs (Van Velzen et al.,
2010).

e There are more requests for information concerning Ecstasy than concerning amphe-
tamine (Table 5.8) The number of information requests for Ecstasy peaked in 2004
after which it dropped.

e The number of requests for information on amphetamines trebled between 2001 and
2005, and has fluctuated since then.

o 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.
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o 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.

Table 5.8 Requests for information on account of Ecstasy and amphetamine use from
the National Poisons Information Centre from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009
Ecstasy 194 184 208 246 217 183 171 185 140
Amphetamine 39 39 47 51 128 106 94 125 106

Number of information requests per year received via the NVIC 24-hour helpline. Requests made via the web-
site www.vergiftigingen.info (online since April 2007) were included in the table for the first time in 2008.
Source: NVIC, RIVM (Van Velzen et al., 2010).

5.7 ILLNESS AND DEATHS
Illnesses

e According to the latest scientific findings, there is evidence of (long-teem) 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).

e 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.

e 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, environmental factors and a risky lifestyle
(Rogers et al., 2009; Halpern et al., 2011).

e 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 Cel-
sius). The exact dose that leads to damage is not known.

e 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 (on average 1.8 to 6 Ecsta-
sy tablets) 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.

e 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 de-
terioration of the brain (Schilt, 2009). It is not known whether at a later age (65+),
Ecstasy will accelerate the process of cognitive decline.

e There may possibly be a degree of genetic susceptibility to the effects of Ecstasy on
verbal memory (Schilt, 2009).
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Combined use of Ecstasy (MDMA) and other substances may incur (acute) risks.

e Lab research conducted by the University of Leiden found that both MDMA and THC
(the main active component of cannabis) cause a faster heart rate. The effects can be
amplified if these two substances are taken simultaneously. Furthermore, the ele-
vated body temperature caused by MDMA use lasts longer if THC is also ingested
(Dumont, 2009). An accelerated heart rate can lead to health problems in certain in-
dividuals.

¢ 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 (Dumont, 2009). It is not known whether
these findings may have practical relevance. Higher doses of alcohol could have the
opposite effect.

e 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.

e According to the Cause of Death statistics of Statistics Netherlands (CBS), these sub-
stances are not often the primary cause of death. Between 1996 and 2009 the num-
ber of registered cases varied between and one and seven annually, with an average
of three cases per year. In 2009 four cases were registered (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 refer not only to ampheta-
mines and MDMA (-like substances), but also to other stimulants such as caffeine,
ephedrine and khat.

According to the EMCDDA, in other European countries, Ecstasy and amphetamine play a

subordinate role in drug-related deaths, at least in so far as figures are available

(EMCDDA, 2010).

e For 2008, Germany reported 18 deaths involving Ecstasy. Spain reported five cases in
six cities, France reported six, and the U.K. reported 55 cases.

e Ecstasy was frequently not the only substance involved. Other factors which may
have played a part in these deaths are over-heating, water intoxication or an underly-
ing illness.

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.

Composition of Ecstasy tablets

In 2010 consumers submitted a total of 5,544 tablets to the DIMS for analysis. This com-
pares to 3,775 and 8,746 tablets in 2008 and 2009 respectively. The increase in 2009 is
probably related to a disruption to the Ecstasy market that started in the second half of
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2008 and ended during the course of 2009. Half (2,752) of the tablets submitted in
2010) were identified by the organisation itself. The majority (94%) of these contained a
MDMA-like substance (MDMA, MDA, MDEA and/or MBDB). Of the 2,432 tablets forwarded
to the lab, 97 percent had been purchased as 'Ecstasy’.

e Table 5.9 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 pur-
chased by the consumer as Ecstasy, irrespective of the actual composition.

e In 2010 82 percent of the tablets analysed contained only an MDMA-like substance
(MDMA, MDA, MDEA or MBDB). This percentage is higher than in 2009, when 58 per-
cent of the samples tested contained an MDMA-like substance, generally MDMA itself.

e 2009 was a peak year for non-MDMA substances in Ecstasy tablets. The percentage
of ‘Ecstasy pills’ containing only pharmacologically active substance other than MDMA
rose from 8% in 2007 to 27 percent in 2009, dropping again to fifteen percent in
2010.

o In most cases the other active substance was meta-Chloro-Phenyl-Piperazine
(mCPP;see also under 'Other Substances'). The total proportion of Ecstasy pills
in which mCPP was found (alone or together with another substance) was
eight percent in 2010. In 2009 it was as much as eighteen percent.

o In 2009, however, for the first time other pharmacologically active substances
were found in Ecstasy tablets. These include 4-fluoramphetamine and mephe-
drone. Since the 'recovery' of the Ecstasy market in 2010, substances like
these are found less often (see 'Other Substances').

e The percentage of pills sold as Ecstasy, but containing no MDMA-like substance, and
instead containing amphetamine or methamphetamine rose from 1.4% in 2008 to 5.1
percent in 2009, dropping to 3.3 percent in 2010.

Table 5.9 Number and composition of (Ecstasy) tablets submitted to DIMS™ that
were analysed in the lab, from 2000

20 20 20 20 20 20 20 20 20 20 20

00 o1 02 03 04 05 06 07 08 09 10

Total number of

2462 2359 2130 2177 1985 2134 2523 2319 2185 2182 2359
tablets analysed

Only MDMA-like! 93.0 89.9 882 89.0 92.0 844 76.8 80.1 70.6 580 82.4
Combination of

IR 41 74 82 83 54 7.8 130 11.0 94 139 2.4
+ other active subs-

tance®

(Meth)amphetamine 0.7 0.7 1.7 1.0 0.3 3.9 0.9 0.4 0.5 4.9 2.6
(Meth)amphetamine
+ other substance
Other pharmacologi-
cally active substance
No pharmacologically
active substance

0.2 0.3 0.2 0.2 0.0 0.1 0.9 0.3 0.9 0.2 0.3
1.4 il 0.8 0.6 il.7 B2) 71 73 5.5 | 2045 | 108

0.6 0.6 0.8 0.8 0.7 0.7 1.2 0.8 &3 2.3 1.4

Percentage of tablets containing a particular substance or combination of substances. Categories are mutually
exclusive and add up to 100 percent. I. Here MDMA-like substances means: MDMA and/or MDEA and/or MDA
and/or MBDB. II. Pharmacologically active substances, such as caffeine, paracetamol and mCPP. Source:
DIMS™,

e In 2010 the average MDMA content in Ecstasy tablets was 90 mg. This is markedly
higher than the average dosage in 2009 (66 mg) and also higher than in the preced-
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ing years (74 mg in 2006, 82 mg in 2007, 81 mg in 2008). The highest concentration
found in 2010 was 213 mg.

Figure 5.7 shows that the proportion of high-dose Ecstasy pills (more than 105 mg
MDMA) on average remained stable in 2007 and 2008 at 30% (Figure 5.7). There
was a sharp drop in this rate to 10% in 2009, followed by a rise again in 2010 (30%).
These trends suggest a reduced availability of MDMA in 2009. In 2010 there were no
longer any signs of this.

Figure 5.7  Concentration of MDMA in ‘Ecstasy’ tablets submitted to the DIMS™ from

2000

%
100% T
90% A
80%
70% A
60%
50%
40% A
30%
20% A
10% A

0% 1
° | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010

B >140 mg 2 4 4 6 10 9 3 5 8 3 8

0106-140 mg 9 14 11 12 12 13 17 25 22 7 22

071-105 mg 35 49 42 38 34 28 30 28 26 32 40

H36-70 mg 45 28 39 38 39 36 37 33 29 40 25

31-35 mg 9 5 5 7 5 13 13 9 14 18 5

Percentage of tablets with a certain percentage of MDMA. These are tablets that were tested in the lab and
were found to contain at least 1 mg MDMA. Source: DIMS™, Trimbos Institute.

Composition of Speed 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 samples of
substances sold as speed (DIMS, 2011). In 2010 there appeared to be a turnaround in
this trend. In 2010 1,011 samples of a substance sold as speed were analysed in the lab.
This is the same level as in 2009 (1,061) but higher than in 2008 (894) and 2007 (770).

In 2010 the vast majority of the samples (96%) contained amphetamine (without
methamphetamine). In 2009 the rate was 93 percent.

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.

In 2010 the number of speed samples (also) mixed with caffeine was substantially
lower (52%) than in 2009 (73%) and 2008 (78%).

There is a remarkable contrast between the rise in the amphetamine content of the
speed samples throughout 2010 and a decline in the caffeine content (Figure 5.8).
From 2008 there had been a decline in the amphetamine content and a parallel rise in
the concentration of caffeine. By early 2010 these trends has returned to the level of
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early 2008, but in the second half of 2010, the concentration of amphetamine ap-
peared to be even somewhat higher than in the preceding years (43% in the second
half of 2010 versus 34% in the first quarter of 2008). Measurements for 2010 as a
whole, showed that the concentration of amphetamine averaged 39 percent com-
pared to 27 percent in 2009 and 26 percent in 2008.

In 2008, 4-fluoramphetamine was found on three occasions in samples sold as speed.
This compares to 67 cases in 2009 and 32 in 2010 (see also 'Other Substances').

Figure 5.8 Concentration of amphetamine and caffeine in speed samples, from 2004

%

60

50

40

30

20

10

0
20 | 20 | 20 | 2020202020 20| 20|20 |20 |20 20|20 |20
04 |05 | 06 | o7 | 08|08 |08 08|09 0909 0910|1010 10
“A|-2|-3|-4|-1|-2|-3|-4|-1|-2|-3]|-4
== Amphetamine | 35 | 35| 33 | 34 | 34 | 31| 23|19 22| 23|28 35|34 35|43 43
=== Caffeine 28 |27|29|29|33|38|46|51 50| 44|37 |32|23]24]| 16 18

Percentage of amphetamine and the mixing agent, caffeine, in speed samples that contain both amphetamine
and caffeine. The data show annual trends from 2004 to 2007 and quarterly trends from 2008 to 2010. Source:
DIMS™, Trimbos Institute.

Other Substances

Table 5.10 indicates the number of samples found by DIMS (tablets, powders, liquids or
other) containing substances that are undergoing continuous monitoring within the con-
text 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.

In 2010 tablets containing PMMA (para-Methoxymethamphetamine) were found, in
concentrations that could pose a health threat. The effects of PMMA are similar to
those induced by MDMA but occur much later. Because of the delayed effect, the risk
of overdose is considerable, showing symptoms such as an elevated heart rate and
extremely high body temperature. In Norway six deaths were reported in 2010 fol-
lowing PMMA use. In the Netherlands an awareness campaign was launched after this
substance made its appearance.

A very similar substance, PMA, likewise appeared on a few occasions in 2010 in sub-
stances sold as speed.
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The hallucinogen 2C-B, which was often found in the mid-nineties, particularly in Ecs-
tasy pills, is also regularly found since 2008 in drug samples submitted for analysis
(79 times in 2010). Ketamine was found significantly more often in 2010 than in pre-
vious years. After peaking in 2000, in 2008/2009 key observers in the social scene
reported renewed interest in this substance in the alternative dance circuit in the west
of the Netherlands. Ketamine has also been encountered in the south of the country,
in both urban and non-urban areas (Nabben et al., 2010).

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).
In 2010 3.6 percent of samples contained mCPP, less than in 2009 (8.3%). Benzylpi-
perazine (BZP) is another piperazine that has been found in a limited number of Ecs-
tasy tablets since 2003. In contrast to certain other European countries, BZP does
not appear to enjoy great popularity in the Netherlands. In 2009 and 2010 it was
scarcely detected 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. Accordingly, BZP was brought under the jurisdiction of the
Opium Act on 31 August 2009.

New substances

New substances encountered repeatedly in 2009 or 2010 by the DIMS were 4-
fluoramphetamine and mephedrone (50 and 62 times respectively in the first half of
2010). These numbers refer only to samples analysed in the lab. 4-fluoramphetamine
is an amphetamine with analogous effects on both serotonin and dopamine brain re-
ceptors. Tests conducted on animals suggest that it is less stimulative and less addic-
tive than amphetamine (Marona-Lewicka et al., 1995); Negus et al., 2007). Mephe-
drone is a stimulant with effects similar to those induced by amphetamine and MDMA.
Its addictive qualities are likely to be stronger than those of MDMA. The Dutch Foren-
sic Institute has reported a case of extreme agitation and self-mutilation with fatal
consequences after use of mephedrone in combination with amphetamine (Lusthof et
al., 2011). In the Netherlands, mephedrone occurs chiefly in pills sold as Ecstasy
(Brunt et al., 2010). By contrast, in Great Britain, for instance, the substance was of-
ten sold in its pure form, as a powder, in 2009 and 2010 (Winstock et al., 2010; Schi-
fano, 2010).

In 2010 another new substance was identified:, 4-fluormethamphetamine. Very little
is known about this substance.

In 2010 an EU risk estimate was conducted for mephedrone. On the basis of the re-
sults, the European Council decided on 3 December 2010 that this substance should
be brought under the control of national drugs legislation in the EU member states.
This means that in the Netherlands, mephedrone will be brought under the jurisdic-
tion of the Opium Act.

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.
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Table 5.10  Number of samples containing other psychoactive substances from 2000

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Number of

Zi:gfjd 4065 3798 3445 3510 3604 4095 4580 4727 4671 5086 5735
2C-B 12 11 2 15 5 9 18 21 75 81 79
4-MTA 6 5 0 1 0 0 0 0 0 0
Atropine 1 0 0 0 3 5 0 2 0 0 0
BZP 0 0 0 3 3 0 13 4 0 5 6
GHB/GBL 36 102 72 72 98 114 142 203 234 61 139
DOB 5 5 0 0 2 0 1 0 1 0 0
Ketamine 2 1 2 3 19 17 50 80 65 66 126
MBDB 0 0 0 0 1 1 0 0 0 0 0
mCPP - = = = 13 92 256 323 331 423 209
(P;"N?h/,l Ay 1 8 0 0 0 0 0 0 0 0 40
Strychnine 1 0 0 0 0 0 0 0 0 0 0
Mephedrone - - - - - - - - - 63 62
4-

fluoramphe- = = = = = = = = 6 89 50
tamine

4-fluormeth-

ampheta- = = = = - - - - - - 18
mine

The samples are only those analysed in the lab (pills, powders, liquids, etc.) I. Pills containing more than 1 mg.
Source: DIMS™, Trimbos Institute.

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 ampheta-
mine.

Amphetamine

According to key observers in the social scene, young revellers paid around €7.00 per
gram on average in 2008/2009 for amphetamine; however, the prices ranged from 2
to 20 euro per gram. In the cities, the average price was somewhat higher, at be-
tween 10 and 20 euro than in less urban or rural areas (often under 10 euro). In ci-
ties, with the exception of Rotterdam and Groningen, amphetamine seems also to be
more difficult to obtain than in non-urban areas (Doekhie et al., 2010).

Consumers who had drug samples tested with DIMS in 2010 paid between 2 and 20
euro per gram of amphetamine (average 6.6 euro), which was about the same as in
2009 and 2008 (DIMS, 2011).

Ecstasy

In 2008/2009 according to key observers in the social scene, the price of Ecstasy va-
ried between two and five euro per tablet, the same as in 2006/2007. The price drops
according as quantities purchased increase, and rises for higher concentrations of the
active substance (Doekhie et al., 2010).
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e The average price paid by clubbers in Amsterdam for Ecstasy in 2009 was the same
as in 2003 (average €4). In the intervening years an Ecstasy tablet was on average
one euro cheaper (Nabben et al., 2010).

e Consumers who had Ecstasy tablets tested with DIMS in 2010 paid on average 3.2
euro (ranging from 1.5 to 10 euro). This is somewhat more than in 2009 (average
€2.9) (DIMS, 2011).

e Price trends may be related to differences in purity and/or availability of the sub-
stance, but differences between years are minor.
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6 GHB

GHB is an acronym for gamma-Hydroxybutyric acid, which is a substance that is general-
ly 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, vomit-
ing 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. GHB is also
known in the media as a 'date-rape' drug. However, the link between GHB use and sex
offences has not been strongly underpinned (§ 6.7).

The ingredients for GHB, such as GBL (gamma-Butyrolactone) and sodium hy-
droxide (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. Taken in undiluted form, GBL can cause irritation and serious dam-
age to the oesophagus and stomach.

6.1 RECENT FACTS AND TRENDS

e The main facts and trends concerning GHB in this chapter are:

e In the general population, the percentage of current GHB users is smaller than that
for ecstasy, but the same as that for amphetamine (§ 6.2).

e Use of GHB among school-goers in mainstream education appears to be relatively
rare (§ 6.3).

e 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 users in the provinces. These
people also use the substance outside of recreational settings (§ 6.3).

e In recent years, treatment demand for GHB addiction has increased at a number of
organisations for addiction care (§ 6.6).

e GHB problems occur relatively often in younger age groups (§ 6.6).

e Between 2003 and 2009 there was a sharp rise in the number of GHB victims seeking
help from the emergency services (§ 6.6).

e There are indications that use of GBL is also involved in health incidents, but the ex-
tent of this involvement is not known (§ 6.6).

e GHB has been found in blood samples taken from vehicle drivers suspected of drug
use (§ 6.6).

e The number of deaths related to GHB is unclear (§ 6.7).

e GHB is a relatively cheap drug (§ 6.8).

6.2 USAGE: GENERAL POPULATION

GHB use was surveyed in the National Prevalence Survey of 2009 (Van Rooij et al.,
2011). The questions about GHB were included in the period from April through Decem-
ber. The results therefore relate to a slightly smaller sample (4,599) compared to that for
other substances, which were surveyed throughout the entire year (n=5 769). There
were no differences in terms of the composition of the sample.
e In 2009 1.3 percent of the population aged 15 to 64 had ever used GHB.

o More males (1.6%) than females (0.9%) had ever used the drug.
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o Among 25-44 year olds, the percentage of ever use was highest: 2.2 percent
versus 1.7 percent among 15-24 year olds and 0.1 percent among the 45-64
year age group.

e Recently (in the past year) 0.4 percent of the respondents had used GHB and 0.2%
were using it currently (during the past month).

e Expressed in absolute numbers, an estimated 144,000 have ever used GHB. The
number of current GHB users is estimated at 22,000.

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 Sub-
stance Use in 2007, 0.6% of school-goers aged 12-18 have ever tried GHB (Monshou-
wer et al., 2008). This drug was not included in the 2003 wave of this 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 edu-
cation (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-4! 4.7% 3.5% 7.1%
Pro 5.7% 5.2% 3.9%
Lwoo™™ 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 educa-
tion. Sources: Trimbos Institute; Trimbos Institute/University of Utrecht.

Special Groups

GHB use among certain groups of socialising juveniles and young adults seems to be
considerably more common than among pupils in mainstream education, although age
differences and discrepancies in research methods mean that exact comparisons are not
possible. A full picture of risk groups for GHB use is lacking.

e 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, remaining around this level (4.7%)
in 2008. Two percent of clubbers had used GHB on the evening in question (Benschop
et al., 2009).
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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 lit-
erally ‘awash with’ GHB (Benschop et al., 2009). Panel members of the Antenna
Monitoring station (2008) estimate that GHB is here to stay. GHB is also used in the
social scene outside Amsterdam, often in a very risky way. This scenario was con-
firmed in 2009 (Nabben et al., 2010). It has also been reported that in some circles,
weekend use is spilling over into weekday use of the drug. At the same time, in the
Amsterdam social scene, there seems to be an increasing aversion towards unbridled
behaviour, passing out and other health incidents caused by excessive GHB use.

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; Aarts et al., 2010). Daily use has also been observed in some
groups of problem youngsters, who might previously have been regarded as experi-
menting.

In 2008/2009 substance use was examined among attendees at eleven national and
regionally organised large-scale parties and festivals (Van der Poel et al., 2010).

o For GHB, rates of 14% for ever use and 5% for current use were found, with
an average user age of 23.

o 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 Nether-
lands: North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Cen-
tral (Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord- Bra-
bant, Zeeland, Limburg).

o 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 and 1.9 percent in West and Central regions respectively, to 1.2 and
1.1 in the North and the South, respectively.

o On a nationwide basis, six percent of clubbers had ever used GHB and an es-
timated almost two percent were current users. Over three quarters of current
users were male and were in the 20-29 year age bracket.

o During the evening/night of the survey itself, 0.7 percent of the revellers used
GHB. Nearly all of these users were male and were aged between 20 and 29.

GHB use is more common among juveniles in care and in youth penitentiaries (Table
6.2), than among their peers in mainstream education (Kepper et al., 2009).

Eight percent of juveniles in care aged 13 to 18 had ever used GHB, and one percent
had used the drug in the past month.

Among boys in penitentiaries, five percent had ever used the drug and three percent
had used it in the month prior to detention.

Six percent of juveniles in residential care aged 15-16 and likewise six percent of 15-
16 year old boys in youth penitentiaries had ever used GHB. Among their peers in
mainstream education, the rate was one percent.
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Table 6.2 GHB use in special groups

Use (%)
A - Age
Special grou Location Year
P group (years) Ever Current
Socialising juveniles
and young adults
- Bar-goers  Amsterdam’ 2010 Avge. 25 15.7% 4.7%
Amsterdam
- Coffee shop clients 2010 20-35 12.9% 1.5%
German-
- Disco-goers Dutch border 2005/2006 Avge. 21 2.5% 1%
area!
12 — 44 2.2%
(Avge. 21)
6.0% 4.0%
- Bar-goers Zaandam 2006 12 -17
1.6%
18 - 24 > 19
25-44 o
- Clubbers and disco-goers  Nationwide 2008/2009 Avge. 21 6.4% 1.7%
- i ()
AIRTEEES i FRINS ael | oo oo | smpmyznae Avge. 23 14.3% A
festivals
Problem Youth
- Juveniles in care o0 vide 2008 Avge. 15 7.7% 1.2%
- Juveniles (only boys) in
. T
VRUER PETIEMEERESS | o e e 2009 Avge. 16 5.2% 2.6%

Percentage of ever and current (last month) users). Various groups were surveyed, with their corresponding
age group categories. I. Low response. II. Usage in the month prior to detention in a youth penitentiary (JJI).
Data were collected in 10 of the 12 1JI's.

Sources: Antenne 2009, Bonger Institute for Criminology, University of Amsterdam (Nabben, Benschop & Korf,
2010); Tendens 2008, IrisZorg (De Jong et al., 2008); GGD Zaanstreek-Waterland (Jans, 2006); Uitgaanson-
derzoek (Social Scene Survey), Trimbos-Institute/University of Amsterdam (Van der Poel et al., 2010); EX-
PLORE, Trimbos-Institute (Kepper et al., 2009).

6.4 PROBLEM USE

Even people who use GHB frequently only for a short period, such as a few weeks, can
develop dependency on the drug (Perez et al., 2006).

Because of its short period of effect, users often take the drug every two to four
hours, day and night, in order to avoid withdrawal symptoms (Van Noorden et al.,
2010). Quitting the drug abruptly can lead to symptoms such as excessive sweating,
sudden anxiety attacks and tachycardia (Van Noorden et al., 2009). However, the se-
verity of this withdrawal syndrome can vary, and life-threatening complications have
been reported (Veerman et al., 2010). The symptoms generally arise within hours af-
ter the last dose of the drug.

To treat this withdrawal syndrome, large doses of benzodiazepines may be given. In
the Netherlands, there has also been some clinical experience with controlled with-
drawal of GHB by administering medicinal GHB (Van Noorden et al., 2010). In 2010,
research commenced on the safety and effectiveness of this form of treatment. Dur-
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ing this study, 350 GHB clients of Addiction Care will be treated and monitored for an
extended period.

There is a lack of data on the number of problem users of GHB in the Netherlands. How-
ever, various sources suggest that the numbers are rising - both in terms of acute prob-
lems and addiction problems (see § 6.6).

e Qualitative research conducted in the Netherlands in 2006/2007 encountered the first
GHB addicts in the social scene. These are mainly daily users, who take GHB every
few hours (Nabben et al., 2007a).

e 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 relatively harmless side effect of the drug.

e There is a lack of research on the (long term) effects of repeatedly passing out after
taking GHB.

International studies on the prevalence of and dependence on GHB show very diverse

data (Gonzales and Nutt, 2005).

e 21 percent of a random sample of GHB users in the US were dependent on the sub-
stance, compared to 4 percent of a sample of GHB users in Australia.

e However, there is a consensus among researchers that daily use of GHB (with doses
every few hours) increases the likelihood of dependency.

6.5 USAGE: INTERNATIONAL COMPARISON
General Population

Little is known about GHB use in the general population or school-going population of

other countries.

e According to the British Crime Survey in 2009, 0.1 percent of the British population
aged 16-59 had used GHB (or GBL) in the past year (UK Focal Point, 2010).

e 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).

e GHB use among school-goers is low. In most EU member states, including the Neth-
erlands, 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,

however, there are no internationally comparable studies in this area.

e The results of mainly local surveys conducted among attendees of dance parties show
percentages of ever use of GHB varying from 14.3 percent in the Netherlands (Ams-
terdam) and 13 percent in Belgium, to 6.7 percent in the Czech Republic, 5.9 percent
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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 (Van der Poel,
2010; EMCDDA, 2009).

e 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.

e 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 (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 AND INCIDENTS
Addiction Care Services

e In 2008/2009 various organisations for addiction care and prevention throughout the
Netherlands reported a rise in the number of requests for treatment in relation to
GHB (Trimbos Institute, 2009a). However, national data only include GHB as a sepa-
rate substance since 2009.

e In 2009, 279 individuals were treated for primary GHB problems. This number
represents 0.8 percent of all drugs clients in Addiction Care. There were 75 secondary
GHB clients.

e Two thirds of those seeking treatment for GHB as a primary problem also have pro-
blems with other substances.

e 40% of GHB clients in 2009 had not been previously registered with the Addiction
Care services.

e By comparison with other drug-related problems, GHB problems occur relatively often
among females (32% of all cases).

e The average age of GHB clients is 26; 46 percent are under the age of 25.

In 2011 research commenced on the development of a protocol for the treatment of GHB
dependence and detoxification for GHB. 350 Addiction Care clients are to take part in the
study (Dijkstra et al., 2010). The project is being conducted by the Nijmegen Institute for
Scientist-Practitioners in Addiction (NISPA) in collaboration with Addiction Care organisa-
tions.

Incidents

A number of different sources are available to provide information on health incidents
connected to drug use (see also Appendix A for ‘incidents’). The nature of the incidents,
as well as the region and place of occurrence are different per source. However, due to
an (unknown degree of) overlap the numbers of incidents cannot simply be added up.

The national Injury Information System (LIS) of the consumer safety association regis-

ters patients who receive emergency treatment in a selection of general hospitals in the

Netherlands for injury caused by an accident, violence or self-mutilation incident invol-

ving drugs use. These hospitals constitute a representative sample of hospitals in the

Netherlands that have a 24/7 emergency department (Nijman, 2011).

e LIS identified a sharp rise in the number of cases involving GHB use treated in hos-
pital emergency departments from 2003 to 2009. During this period, the annual
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number increased by a factor of six to around 1,200 cases in 20093, which corres-
ponds to 23 cases weekly.

The remaining numbers have been averaged over the period from 2004 through
2008.

69% of the victims were male (Table 6.3) and over half (53%) were aged between 20
and 29.

In 34 percent of the cases treated, it is known that alcohol as well as GHB was taken;
besides GHB, ten percent had taken ecstasy, seven percent had taken cocaine and
one percent had taken amphetamine.

Over 40 percent of the cases treated were bad enough to require hospitalisation. Half
of these were referred to intensive care.

The majority (59%) of cases occurred at the weekend.

Table 6.3 GHB incidents by age and gender. Data are averaged over 2004-2008

Age (years) Male Female
0-14 = 3%
15-24 43% 54%
25-54 57% 42%
Unknown <1% 2%
Gender 69% 31%

Number of registered cases: 129 (2008). Source: LIS, Consumer Safety Foundation.

Since 2009, the Trimbos Institute’s Drug Incidents Monitor (MDI) has been storing cur-
rent data on the nature and severity of drug-related health incidents in the Netherlands
(Vogels and Croes, 2010). In 2010, the incidents were reported by accident and emer-
gency departments of (city) hospitals, ambulance services and police doctors in six re-
gions in the Netherlands: Amsterdam, Eindhoven, Enschede, Groningen, Nijmegen and
Purmerend. Non-regional organisations in charge of First Aid centres at major events also
take part in the Monitor. On account of changes in the density of coverage in 2010 as
opposed to 2009, caution should be taken when interpreting trends (Table 6.4).

In 2009 a total of 2,525 incidents were reported, and in 2010 a total of 2,852.
In 2009 GHB was involved in 516 of the reported incidents (20%) and in 554 inci-
dents (19%) in 2010.
In both years GHB was the only drug involved in the majority of incidents (with or
without alcohol): 358 cases reported (14%) in 2009 and 380 cases (14%) in 2010.
158 of cases reported (6%) in 2009 involved GHB in combination with another drug.
In 2010 there were 174 such instances (6%).
Table 6.4 shows the characteristics of incidents in which GHB was the only drug in-
volved.
o In a quarter of the incidents reported in 2009 (25%), the intoxication was se-
vere. In 2010 this was the case for almost one in three incidents (31%).
o Compared to 2009, there was a higher percentage of hospitalisations in 2010:
46 percent in 2010 and 22 percent in 2009.
o In half of the cases in both in 2009 and 2010 alcohol was also involved.

3 The national estimate is based on 129 registered cases in 2008 in LIS.
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Table 6.4 GHB incidents registered by the Drug Incidents Monitor (MDI). Survey
years 2009 and 2010

2009 2010
TR 1 (14% o‘;’iﬁe total) (13% o:fifige total)
Male 76% 77%
Age (median) 26 27
Level of intoxication
Mild! 38% 23%
Moderate™ 38% 46%
Severe!! 25% 31%
Hospitalisation 22% 46%
Combined with alcohol 50% 50%

The number of incidents involving GHB as the only drug and the relevant percentages were calculated based on
the known number (valid percentages). I. Mild: well able to speak coherently, noticeable usage. II. Moderate:
not properly able to speak coherently, clearly under the influence. III. Severe: Incapable of speaking coherent-
ly, possibly combined with: (sub)comatose state, agitation/aggression, disturbed vital parameters (such as
heart rate, blood pressure and respiratory frequency). Source: Drug Incidents Monitor (MDI), Trimbos Institute
(Vogels and Croes, 2011).

The Ambulance Transport Centre (CPA) of GGD Amsterdam participates in the Drugs In-

cidents Monitor Drugs (MDI), but for a long time it has been registering the number of

requests for emergency treatment for drug use in Amsterdam and its environs.

e Between 2001 and 2010 the number of incidents in Amsterdam involving GHB almost
tripled (Table 6.5).

e Of the 169 reported cases in 2009 a quarter involved a serious level of intoxication.

e In almost ninety percent of cases in 2009 (86%) and in 2010 (85%), removal to hos-
pital was necessary. The remaining cases were treated at the scene.

Table 6.5 GHB incidents registered by GGD Amsterdam, from 2001

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
69 67 74 98 76 110 110 128 169 194

Annual number of incidents. Source: CPA, GGD Amsterdam.

The National Poison Information Centre (NVIC) of the RIVM registers the number of in-
formation requests from doctors, pharmacists and government organisations concerning
(potentially) acute intoxication by poisonous substances such as drugs (Van Velzen et al.,
2010).

e In 2009 a total of 268 information requests were registered for GHB/GBL intoxication
in individuals aged over 13. This is more than for any other drug (Van Velzen et al.,
2009).

e Remarkably, the substance GBL, a precursor chemical for producing GHB, features
increasingly prominently in information requests submitted to the NVIC. In 2009 31
of the 268 GHB/GBL- cases reported involved GBL (12%), while in 2008 this was the
case for only eleven of the 214 cases reported (5%).

e In its undiluted form, GBL can cause irritation and damage to the oesophagus and
stomach.
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Figure 6.1 Information requests from the National Poison Information Centre relating

to drug use, from 2006

Number of
information requests

268

261

250 A
M Cocaine
200 - EGHB/GBL
B Ecstasy
M Cannabis
150 1 135 ™Amphetamine
HOpiates
100 - 89 “Mushrooms

W Ephedra/stacker

50 -

2006 2007 2008 2009

Number of information requests per year received for persons aged 13 and older. In 2006 only telephone re-
quests were counted. From 2007 requests made both by telephone and via the website are counted, as the
website www.vergiftigingen.info was launched in 2007. Source: NVIC, RIVM.

Driving under the Influence

The Netherlands Forensic Institute analyses blood samples submitted by the police that
have been taken from vehicle drivers who are suspected of drug use.

In 2009 750 blood samples were submitted. In 23 percent (172 cases) GHB was
found.

Between January and November 2010 the police removed 131 individuals from the
road who were under the influence of GHB. This accounted for over twenty percent of
the total number of cases involving drugs.

GHB-related sex offences

GHB is described as a 'date-rape drug', and there are reports of rapes in which GHB was
used to drug the victim.

An international review has attempted to establish the extent to which proven GHB
intoxication was actually involved in the scientifically described rape incidents
(Németh et al., 2010).

GHB was detected in 0.2 to 4.4 percent of all incidences of sex offences described.
Thus it would appear to be used sporadically rather than frequently in cases of this
nature. The approach taken by the media in this respect may explain why GHB is far
more often cited as a date-rape drug than has actually been shown.

A problem with studies of this nature, however, is that GHB is traceable in the body
for a relatively short period of time. It remains in blood for a maximum of five hours
and in urine for twelve hours (Verstraete, 2004). With regard to most cases studied it
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is only known that the sample was collected 'within 24 hours after the incident'. Un-
der-reporting may therefore occur.

The number of cases in the Netherlands in which GHB may have played a part in rape
cases is unknown.

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).
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, low heart rate
and hypothermia. Higher doses lead to a general feeling of unwellness (Van Sassen-
broeck 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 the death rate from GHB use. 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; Verstraete, 2004). 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). In 2009 there were eight cases and provisional figures for 2010 show five cas-
es. The deaths occurred among both citizens of the Netherlands and non-citizens. It
is not known whether GHB was the cause of death or a contributory factor in these
cases.

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 five cases were identified
in which GHB contributed to death; in two of these GHB intoxication was presumed to
be the primary cause of death; and in three cases a combination of GHB and other
substances. In 2010 GHB combined with other substances was registered as the
cause of death in nine cases; two cases involved accidents that occurred under the
influence of GHB and other substances.

Cases registered in the Cause of Death Statistics do not fully overlap with those re-
ported by the NFI.
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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 sub-
mitted by users in addiction care centres. Some of these samples (tablets) are identified
by the treatment centre itself. Most of the remaining tablets and all powder and liquid
samples are forwarded to the laboratory for chemical analysis.

In 2010 135 liquid samples were submitted, which had been purchased as GHB
(DIMS, 2011).

Virtually all (132) of the liquid samples sold as GHB actually contained GHB, with an
average concentration of 53 percent (by weight). The minimum concentration of GHB
solution in the liquid samples was 39 percent and the maximum was around 55 per-
cent.

In 2010 GHB in powder form was submitted only once - the same as in 2009. In 2008
there were nine powder samples.

Prices

The national Trendwatch Monitor the Antenna Monitor and the DIMS project give an indi-
cation of the price paid by consumers for a single dose of GHB or a litre of the substance.

According to key observers in 2008/2009, juveniles and young adults in the social
scene generally paid between one and 10 euro per 5 ml of GHB (Doekhie et al.,
2010). Litre prices varied from 30 to 225 euro. Prices in the cities are higher than in
rural areas.

Those who manufacture GHB themselves from GBL, sodium hydroxide and distilled
water pay about ten eurocent per 5 ml dose.

In 2010 consumers who submitted GHB samples to the DIMS for analysis, had paid
approximately 5 euro per 5 ml, the same as in 2009. The price paid for a litre varied
from 80 to 230 euro, and averaged 130 euro (DIMS, 2011).
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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:

e According to sales figures, the consumption of alcohol per head of the population in
the Netherlands has remained stable for years. Between 1997 and 2005 percentage
of past month drinkers likewise remained stable, while there was a slight drop in
2009 (§ 7.2).

e There was also a slight decline in the percentage of heavy drinkers aged 12 and older
between 2001 and 2009. Between 2008 and 2009 the drop occurred only among
males aged 18-24 (§ 7.4).

e Alcohol use (ever use and, current use) among pupils attending mainstream second-
ary schools declined between 2003 and 2009. This decline chiefly occurred in the
youngest age groups up to age 14, with virtually no longer any differences between
boys and girls (§ 7.3).

¢ However the percentage of 'binge drinkers' among school-goers who drink was just
as high in 2009 as in 2003 (§ 7.3).

o 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 al-
cohol has declined in recent years (§ 7.8).

e The number of clients receiving treatment from (outpatient) addiction care services
for a primary alcohol problem did not rise further between 2007 and 2009 (§ 7.6).

e After a slight rise in previous years, the number of admissions to general hospitals
involving an alcohol-related condition has now levelled off. However, the annual
number of hospital admissions still continues to rise among boys under the age of 17
(8 7.6).

e Total deaths from alcohol-related conditions (primary and secondary causes of death
together) has fluctuated around 1,000 deaths annually for a number of years (§
7.7).

7.2 USAGE: GENERAL POPULATION

Alcohol consumption is widespread in Dutch society.

e According to the findings of National Prevalence Surveys (NPO), 84% of the popula-
tion aged 15 to 64 consumed alcohol in the past year (Table 7.1) (Van Rooij et al.,
2011). In the measurements of 2001 and 2005 the figure was 85 percent. (Roden-
burg et al., 2007).
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76% of those surveyed had consumed alcohol in the past month - less than in pre-
vious surveys (78% in all surveys) (Van Rooij et al., 2011).

32 percent of respondents had consumed six or more drinks in one day during the
past six months (binge drinking) in 2009. This is (significantly) less than in 2001
(40%) and 2005 (35%).

Males score higher on all measures of alcohol consumption (ever, current and binge
drinking).

In the various age groups (15-24, 25-44 and 45-64 years) the percentage of past
year drinkers was approximately the same (about 84%). Current drinking (a better
indicator for regular drinking) increases with age: 72 percent among 15-24 year-olds;
74 percent among 25-44 year-olds and 79 percent among 45-64 year olds. By con-
trast, the percentage of binge drinkers decreases with age (37% among 15-24 year-
olds, 34% among 25-44 year-olds and 27% among 45-64 year-olds).

Alcohol consumption is more pronounced in rural areas than in the most urban areas:
71 percent of the population in the most highly urbanised areas had consumed alco-
hol in the past month, compared to 80% of the population in non-urban areas. The
same trend is evident in binge drinking (more common in rural areas).

22 percent of past-month drinkers consumed alcohol (almost) daily.

Table 7.1 Alcohol consumption in the Dutch population aged 15 to 64. Survey year

2009
Total Males Females
Recent consumption! 84% 90% 78%
Current consumption™ 76% 84% 67%
Six IcI>Ir more drinks in one 32% 249% 20%

day

Percentage of drinkers. Number of respondents: 5,769. I. Past year. II. Past month. III. Past six months.
Source: NPO, IVO (Van Rooij et al., 2011).

Sales figures give an indication of the amount of alcohol consumed annually per head of

the

population (Table 7.1) (Vintners’ Association, 2010; www.stiva.nl).

Alcohol consumption was highest in the Netherlands during the second half of the
1970s and in the 1980s. Then followed a slight decline, which continued only margi-
nally from the early 1990s (Table 7.2).

2009, 73 litres of beer, 22 litres of wine and four litres of spirits per capita were con-
sumed.

Beer consumption in the Netherlands is declining. In 2008 78.5 litres of beer per capi-
ta were consumed. In 2009 this had dropped to 72.8 litres.

By contrast, wine consumption per capita has increased yearly since the end of the
20th century: from 17.5 litres in 1997 to 21.7 litres in 2009.

In the early years of the 21st century, sales of pre-mixed drinks (alcopops) rose
sharply: from 23,713 hectolitres in 1996 to 309,252 hectolitres in 2002. Since then,
sales of these drinks have plummeted, remaining below 100,000 hectolitres since
2007 (94,564 hectolitres in 2009).

Likewise, there was a decline in the sale of spirits between 1996 and 2009: from
853,790 hectolitres in 1996 to 649,645 hectolitres in 2009.
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Table 7.2 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
2007 3.9 2.6 1.3 7.7
2008 3.9 2.7 1.3 7.9
2009 3.6 2.7 1.3 7.6

Source: Drinks Product Board; Wine Product Board; STIVA.

7.3 USAGE: JUVENILES AND YOUNG ADULTS

School-going population in mainstream education

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 alco-
hol, tobacco, drugs and gambling. This takes place within the context of the Dutch Na-
tional School Survey, conducted every four years between 1988 and 2007 (Monshouwer
et al., 2008). Alcohol use in the school-going population aged between 11 and 16 was
also measured in 2001, 2005 and 2009 in the Health Behaviour in School-aged Children
(HBSC) surveys (Van Dorsselaer et al., 2010). In this chapter, data from both surveys
are used for a description of recent trends up to and including 2009. These were obtained
via comparable questionnaires from a comparable group of school-goers, i.e. aged 12 to
16, from first to fourth year in secondary school.

According to the Dutch National School Surveys, the percentage of school-goers aged
12-18 that had ever drunk alcohol fluctuated between 1988 and 1999: 79 percent in
1988, 69 percent in 1992, 79 percent in 1996 and 74 percent in 1999. In 2003 a
peak of 85 percent was recorded, followed by a drop to 79 percent in 2007.

The percentage of school-goers that had drunk alcohol in the month prior to the sur-
vey showed the same pattern: In 1992 the lowest percentage of current users was
reported (45%) in 2003 the highest (58%). In 2007 51 percent of the pupils sur-
veyed had consumed alcohol in the previous month.

Data for school-goers aged 12-16 from both the above surveys show a further drop in
alcohol consumption between 2007 and 2009 (Figure 7.1). The percentage of school-
goers in this age group that had ever drunk alcohol declined from 76 to 66 percent
and the percentage of current drinkers fell from 45 to 37 percent.
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Figure 7.1 Alcohol consumption among school-goers aged 12 to 16, from 2003
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Percentage of ever drinkers and in the month before the survey (current). Source: HBSC and Dutch National
School Survey (Van Dorsselaer et al., 2010).

Age and gender

Figure 7.1 shows that the decline in alcohol consumption between between 2003 and
2009 chiefly occurred in the youngest age group of the under-sixteens (Van Dorsse-
laer et al., 2010). For sixteen year-olds there were no significant differences. The de-
cline in ever use between 2007 and 2009 was significant for the 12-15 age group,
and the decline in current use was significant for 12-13 year-olds.

Between 2003 and 2009 the percentage of 12 year-olds who had ever used alcohol
declined by nearly one third. In 2009, however, four out of ten 12 year-olds had ever
taken a drink (41%) and by the age of fifteen, the percentage had more than doubled
(85%).

The HBSC study from 2009 shows that in the last year of primary school, boys are
more likely to have drunk alcohol than girls (35% versus 22%). In secondary schools,
approximately the same number of girls aged 12-16 (64%) as boys (67%) have ever
taken alcohol (Van Dorsselaer et al., 2010). Likewise, approximately the same num-
ber of girls (37%) as boys (38%) have drunk alcohol in the past month. However, dif-
ferences were found between the sexes in drinking patterns and self-reported drun-
kenness.

o More boys than girls report having drunk more than ten alcoholic drinks on
one day during the weekend (12% versus 7% of the current drinkers).

o 58 percent of the sixteen-year old boys and 39 percent of the girls indicated
ever having been drunk. In lower age groups, the differences between boys
and girls were not significant in this respect. Likewise, there were no differ-
ences between the sexes for drunkenness among current drinkers.

There are also differences between boys and girls in terms of which drinks they pre-
fer. Beer is the most popular alcoholic beverage among boys. According to the HBSC-
study in 2009, 55 percent of the boys drank beer during the past month, compared to
22 percent of the girls (Van Dorsselaer et al., 2010). During the past month, girls
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were more likely to have drunk wine (22% versus 6%), pre-mixed drinks (46% ver-
sus 33%) and liqueurs (26% versus 19%).

Binge drinking

Binge drinking is defined as consuming at least five units of alcohol on at least one occa-
sion. It is associated with numerous medical conditions and an increased risk of acci-
dents, irrespective of total daily alcohol consumption. (Roerecke and Rehm, 2010; Sun-
dell et al., 2008).

In 2009, one in four (26%) pupils attending secondary schools reported having en-
gaged in binge drinking during the past four weeks. This was less than in 2003 and
2005 (36% and 38% respectively) (HBSC, 2009). The difference between 2007 and
2009 was not significant (30% and 26%).

Among current drinkers, the percentage of binge drinkers rose from 64 percent in
2003 to 75 percent in 2005, declining again to 65 percent in 2007. In 2009 the per-
centage of binge drinkers remained stable (67%), with little difference compared to
2003.

The percentage of binge drinking school-goers among those who drink increases with
age: in 2009 56 percent of (currently drinking) 12 year olds had engaged in binge
drinking during the past month; among 16 year olds, the figure was 77 percent (Van
Dorsselaer et al., 2010). There is no difference between boys and girls on this mea-
sure.

Ethnic background, school level and family situation

The HBSC-study in 2009 found a lower percentage of current drinkers among the
immigrant school-going population than among native Dutch pupils (Table 7.3). Half
of the non-native school-going population in secondary schools indicate having an Is-
lamic background. This may explain the lower rate of alcohol use. Even after correct-
ing for school level and family situation, the number of school-goers from non-Dutch
ethnic backgrounds who had drunk alcohol during the past month was still significant-
ly lower.

Interestingly, non-Dutch pupils who do drink show the same consumption rate as that
of their native Dutch peers: the percentages of those who engage in binge drinking
and consume more than ten drinks in the weekend are the same (Table 7.3).

Alcohol use is also related to school level. On all the indicators for alcohol use, pupils
of the vocationally oriented stream of VMBO schools scored considerably higher than
their peers at the more academic VWO schools. The differences are significant even
after correction for confounders.

Household income and family composition are also related to the percentage of
school-goers that used alcohol during the past month. Pupils from high-income fami-
lies used alcohol more often than those from middle or low-income families. Past
month alcohol use was higher among pupils from broken families.
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Table 7.3 Alcohol consumption by ethnic background and school level, household
income and family composition among secondary school pupils aged 12 to
16 years. Survey year 2009

Binge drinking > 10 Drinks on a
Current use (%) among current weekend day among
drinkers current drinkers
Ethnic background
Native Dutch 41% 67% 9%
Other ethnicity 19% 71% 12%
School level
VMBO-b 45% 80% 15%
VMBO-t 35% 71% 8%
HAVO 43% 62% 10%
VWO 29% 51% 3%

Source: HBSC-survey 2009 (Van Dorsselaer et al., 2010).
Alcohol and problem behaviour

e Pupils aged 12-16 who drink on a weekly basis exhibit more delinquent and aggres-
sive behaviour than those who do not drink every week. There is no difference be-
tween boys and girls in this respect, but the association is stronger among the
younger age groups (Verdurmen et al., 2005a; Schrijvers & Schoemakers, 2008).

e 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 development of their child regarding alcohol.

e Various studies have shown that setting standards and establishing rules in relation to
alcohol (forbidding alcohol use) can delay alcohol onset and reduce the likelihood of
problem drinking (Van der Vorst et al., 2010).

¢ However, as children get older, many parents quickly become more tolerant.

o Around 15% of parents of juveniles aged 12 to 16 allow their adolescent to
drink one glass of alcohol at home.

o This is true for a little over 2% of twelve-year olds; by the age of 16, 54 per-
cent of boys and 41 percent of girls say they are allowed to drink at home
(Van Dorsselaer et al., 2010).

Both the National School Survey from 2007 and the HBSC-study from 2009 shed light on

parenting behaviour and its association with alcohol use in their children (Van Dorsselaer

et al., 2010).

e In 2009 parents of secondary-school children had a reasonably good idea of whether
their child was sometimes drinking. However, parents typically underestimate the
amount of alcohol consumed. On average, adolescents drink five times more during
the weekend than their parents believe.

e 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.

e Virtually all parents believe that it is harmful for the under sixteens to take one or
two alcoholic drinks on a daily basis (98%), or to consume five or more drinks every
weekend (98%). In 2007 these percentages were almost as high (95% and 96%).
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e In 2009 nearly three quarters of parents (72%) with children aged between 12 and
15 believed that it is harmful for the under sixteens to drink one or two units of alco-
hol every weekend. In 2007, 55 percent of parents were of this view.

e In 2009 one third of parents report having a ‘no alcohol agreement’ with their child.
In 2007 it was one quarter. In most cases the agreement is not to drink before the
age of 16.

e Alcohol-specific parenting behaviour also became stricter between 2007 and 2009. In
2007, 51 percent of parents felt that their child should definitely not be allowed to
drink alcohol in various situations. This had risen to 61% in 2009. Likewise, percen-
tage of parents that had made 'no alcohol before age 16' agreements had risen from
24 to 33 percent.

e In general, non-native parents and parents of VWO pupils have stricter rules for alco-
hol use.

Pupils in Special Education

e Table 7.4 shows the percentages for alcohol use among pupils in special education
compared to their peers in mainstream education (Kepper et al., 2009a). The percen-
tage of pupils that has ever or recently drunk alcohol is not higher in special schools.
In general, these percentages tend to be higher for pupils in mainstream schools.

Table 7.4 Alcohol consumption among pupils aged 12-16 years in special and main-
stream education, by age group
Ever Use Current Use
School type 12-13y 14-15y 16y 12-13y 14-15y 16y
Special
REC-4! 62% 77% 84% 24% 45% 65%
Pro” 51% 64% 74% 19% 39% 55%
Lwoo™™ 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.

e Table 7.5 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).

e 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 ses-
sion) among current drinkers is more common in REC-4, schools as well as among
pupils of pro and Ilwoo education. Incidentally, pupils attending REC-4 schools ac-
count for only one to two percent of the entire secondary school population (see Ap-
pendix F).
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Table 7.5 Percentage of current drinkers among pupils aged 12 to 16 years 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 12-13y 14-15y 16y 12-13y 14-15y 16y
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 and problem youth is discussed in this
section. Table 7.5 summarises the results of various studies. The data are not easily
comparable on account of differences in age groups and research methods. Moreover,
the response percentages in surveys of young people out socialising are often low, which
can lead to a distortion of the results.

Socialising juveniles and young adults

Many young people drink when they are out socialising (Table 7.6). Alcohol is consumed
in nearly every social network, but the level of consumption is related to the venue and
the kind of music played. Beer and wine dominate, but a lot of the new pre-mixes are
also drunk. The number of drinks consumed varies considerably (Nabben et al., 2010).

e According to the National Monitor on alcohol availability among youngsters, the per-
centage of juveniles that has sometimes consumed alcohol during a night out has de-
clined during the past decade (Bieleman et al., 2010). In 2009 six percent of 13 year
olds drank alcoholic beverages when they were out. This compares to 39 percent in
2001. Among 14 and 15 year olds, alcohol consumption when out socialising declined
from 74 to 42 percent during the same period. Only among sixteen and seventeen
year olds did the percentage of drinkers remain constant (91% in 2001, 89% in
2009).

e 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).

o Nine out of ten (91%) of the revellers were current drinkers - equally as many
males as females.

o Current drinking was more common among those with a high level of educa-
tion than those with low education (94% versus 87%) and in the major cities.
No difference between age groups was found.

o 9 percent of the current drinkers consumed alcohol (almost) daily, and nearly
two thirds drank only in the weekend or a few times a week (62%). An aver-
age of six to seven drinks were consumed per occasion, but this number
ranged from one drink to more than 15.
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o Binge drinking appears to have become the norm. Eight out of ten respon-
dents (80%) had consumed five or more drinks on a single occasion during
the past month. The percentage was higher among males (87% versus 75%).

e 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 Nether-
lands: North (Friesland, Groningen, Drenthe), East (Gelderland and Overijssel), Cen-
tral (Utrecht, Flevoland), West (Noord- and Zuid-Holland) and South (Noord- Bra-
bant, Zeeland, Limburg).

o The percentage of current drinkers (92%) was comparable to that of the party
goers. Likewise, 9 percent of the current drinkers consumed alcohol (almost)
daily, and 69 percent drank only at the weekend or a few times per week.

o A pattern of binge drinking was found among 86 percent of the revellers.

o Differences in current drinking between regions are small and not significant
(94% in East, 93% in South, 91% in North and West, 90% in the centre of the
country).

o Likewise, no significant differences between regions were found in the percen-
tages of binge drinkers (88% in North, 87% in South, 86% in West, 82% in
the centre).

e Research from 2008/2009 in The Hague similarly found that (heavy) alcohol use
among juveniles and young adults is no exception (Dekkers et al., 2010).

o Respondents cited their preferred venues for a night out to be clubs and discos
(60%), pubs or bars (54%) and bars with a dance floor (38%).

o Eight out of ten (82%) reported sometimes drinking alcohol.

o About three quarters of the male respondents and similarly three quarters of
the females reported having engaged in 'heavy' alcohol use in the previous
two weeks (defined as six or more drinks for males and four or more for fe-
males on at least one day).

o Nearly one in five respondents indicated having concerns on a regular basis
during the past year about their substance use; three quarters of the concerns
involved alcohol.

e The Amsterdam Antenne-monitor shows that alcohol use among coffee shop clients
has declined (Nabben et al., 2010)

o In 2009 seven out of ten (71%) coffee shop clients had drunk alcohol in the
past month. In 2001 the number was nine out of ten (89%).

o A quarter of current drinkers consumed alcohol on a few days per week; a
quarter only in the weekend; and a third only on certain occasions. Daily or
almost daily drinking was found among 13 percent of coffee shop clients. A
quarter of current drinkers have more than six drinks per occasion on average.

o There is a remarkable drop in high-risk drinking among coffee shop clients:
consuming at least four drinks (up to age 19) or five drinks (from age 19) dai-
ly or a few times a week. In 2009 5% of all coffee shop clients were classified
as risk drinkers. In 2001 the figure was 30 percent.

o One in five (22%) of coffee shop clients indicate occasionally drinking too
much or drinking too often.

Pre-drinking
e According to reports from key observers in the social scene, “pre-drinking”- has be-
come a widespread phenomenon, both in the cities and in rural areas (Doekhie et al.,

2010). 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
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appears to be mainly teenagers who engage in pre-drinking before a night out, in or-

der to save money.

e In 2009, the Monitor on alcohol availability found that 56% of socialising youngsters

(aged 13 to 17) sometimes engaged in pre-drinking prior to going out. This compares

to 50% in 2003 (Bieleman et al. 2010). They pre-drink mainly at home (55%) or at a

friend’s house (71%).

e The percentages of “pre-drinkers” vary according to age group (Bieleman et al.

2010):

o Over half (53%) of 13 year old socialising drinkers (double the rate of 26% in
2003).

o 44 percent of 14/15 year old socialising drinkers (was 41% in 2003).

o 59 percent of 16/17 year old socialising drinkers (was 56% in 2003).

e The national social scene survey of party-goers in 2008/2009 found that 30 per-
cent of those who consumed alcohol on the night had engaged in pre-drinking be-
forehand at home or at friends' houses. On average, 4.5 drinks were taken during
the pre-drinking session (varying from 1 drink to 20) (Van der Poel et al., 2010).

e The HBSC survey of school-age children also found that pre-drinking is a common
phenomenon. Nearly four out of ten school-goers who were recent drinkers had
engaged in pre-drinking at home or on the street before a night out. (Van Dorsse-
laer et al., 2010).
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Table 7.6

Population

Party and festival-
goers

Clubbers and disco-
goers

Young people socia-
lising in general

Disco-goers

Bar-goers

Bar-goers

Clubbers

Coffee shop clients

Socialising juveniles
and young adults

Location

Nationwide

Nationwide

Nationwide

Nijmegen

Zaandam

Amsterdam

Amsterdam

Amsterdam

The Hague

Survey
year

2008/
2009

2008/

2009

2009

2005

2006

2005

2008

2009

2008/
2009

Alcohol use in the social youth scene

Age

14-51
Average 24 yrs

13-51
Average 22 yrs

13-17 yrs

15-40
Average 21 yrs

14-44
Average 21 yrs

Average 26 yrs

Average 25 yrs

Average 28 yrs

Average 21 yrs

TRIMBOS-INSTITUUT

Measure for
alcohol use!
Ever
Past year
Past month
Past month binge
drinking

Ever
Past year
Past month
Past month binge
drinking

No. of drinks dur-
ing the night out

Binge drinking:
10 or more drinks

Binge drinking:
6 or more drinks
10 or more drinks

Past month
Daily or a few
times weekly at
least 4 or 5 drinks
per occasion

Binge drinking:
6 or more drinks

Risk-drinking:
Daily or a few
times weekly at
least 4 or 5 drinks
per occasion

Ever
Past year
Past month
Risk-drinking
among current
drinkers

Past month
6+ drinks (males)
4+ drinks (fe-
males)

%

99%
97%
91%
80%

98%
96%
92%
86%

53

29%

64%
50%

97%

33%

49%

29%

91%

82%

71%
7%

97%
74%
77%
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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: Social Scene Survey, Trimbos Institute/University of Amsterdam; Monitor of alcohol availability, Intra-
val; Tendens, Iriszorg; GGD Zaanstreek-Waterland; Antenne, Bonger Institute for Criminology, University of
Amsterdam; Social Scene Survey, The Hague, GGD Den Haag.

Hangouts

In recent years there has been increasing focus on alcohol use among youngsters in
‘hangouts’. Hangouts or dens are semi-private settings where adolescents congregate to
have fun and to drink (Intraval, 2010).

e In late 2009 an inventory was made of known hangouts in all 438 municipalities in
the Netherlands (Intraval, 2010). 273 of the 434 municipalities (63%) for which data
were available had no hangouts, according to the reporting official. Hangouts were
know to exist in 138 municipalities (32%) and in 23 municipalities (5%) it was not
known whether there were any hangouts or dens.

¢ Hangouts are encountered relatively often in the provinces of Friesland, Drenthe,
Overijssel and Gelderland. In 87 municipalities there were an estimated one to ten
hangouts and dens; in 18 municipalities there were between 11 and 30; and in seven
municipalities, 31 hangouts were known of. Most of the hangouts are located outside
the built-up areas.

The phenomenon of frequenting hangouts and alcohol use in hangouts has been re-
searched in a number of studies. However, the results are conflicting, which may be re-
lated to differences in definitions of hangouts and in research methods. Consequently, it
is currently not possible to give a sound estimate of the extent of alcohol consumption in
hangouts or drinking dens.

According to the National Monitor on alcohol availability among youngsters in 2009, 10%
of the over 3,000 adolescents surveyed (aged 13-17) sometimes go to a hangout (Bie-
leman et al., 2010). This represents a slight decline since 2005, when 11% of teenagers
frequented hangouts.

e 5% of 13 year olds reported sometimes going to a hangout (8% in 2005); 12% of
14-15 year olds did so (15% in 2005) and 13% of 16-17 year olds (up slightly from
12% in 2005) (Bieleman et al., 2010).

¢ However, there has been an increase in the percentage of youngsters who sometimes
consume alcohol in a hangout: up from 60 percent in 2006 to 75 percent in 2009.
The increase is largest among the 13 year olds: up from 26 percent in 2005 to 41
percent in 2009. Of the 14-15 year olds and the 16-17 year olds who frequent hang-
outs, the percentage who drink alcohol there is 63 percent (was 65%) and 89 percent
(was 82% in 2005) respectively.

e On average four and a half drinks are consumed (4.8 in 2005). The 13 year olds have
nearly three drinks on average, and the 16-17 year olds have nearly seven drinks on
average on each occasion.

The EMOVO study from 2009 in the north of the province of Noord-Holland found that
seven percent of youngsters surveyed sometimes consume alcohol in a hangout, den or
shed. Often it is the current and excessive drinkers who were more often drunk in the
past month, than youngsters who did not drink in a hangout, den or shed
(http://www.ggdhollandsnoorden.nl/). Other research from Noord-Holland found that
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youngsters who frequent hangouts and dens often drink twice or three times as much as
those who drink in legal hospitality venues (Van Dijk & Hoévell, 2009).

Nine percent of the respondents in the Social Scene Survey in The Hague indicated ha-
ving sometimes visited a hangout (Dekkers et al., 2010).

Problem Youth

Alcohol use is also often common among certain groups of problem youth.

e Research conducted in 2006 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).

[e]

o
o

o

The vast majority of the current drinkers only drink occasionally (86%); a
mere 2% of current drinkers 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.

e In 2008 a nationwide survey on alcohol use was conducted among juveniles aged 12
to 16 in residential care (Kepper et al., 2009a).

o

o

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).

e In 2009 substance use was surveyed among 155 boys detained in Youth Penitentia-
ries (JJIs) in the Netherlands (Kepper et al., 2009b).

o

70 percent of the detainees had consumed alcohol in the month prior to deten-
tion. 13-14 year olds in a JJI had drunk on average 10 units of alcohol on the
four weekdays and on average 17 units during the weekend. Boys this age at-
tending mainstream schools consume on average one drink during the week
and five drinks at the weekend.

Between 70 percent of the current drinkers in the JJI, (aged 13 and 14) and
over 80 percent (aged 15-18) had sometimes been drunk during the past
month. For all age groups, this was higher than among youngsters attending
mainstream schools, but the differences were statistically significant only in
the 15-16 year age group.

Less alcohol was consumed during detention in the penitentiary. Nonetheless,
nearly one third of the youngsters had consumed alcohol since their detention,
and the majority (26% of the research population) consumed the alcohol with-
in the walls of the institution itself. This is considerably lower than the rate of
cannabis use in JJIs (See Chapter 2). Of the 155 respondents. "only" 45 per-
cent reported that they had no difficulty procuring alcohol in the penitentiary
(compared to 87% for cannabis).
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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, 2010b).

Based on this definition, 10% of the Dutch population aged 12 and over were heavy
drinkers in 2009. This translates as 1.4 million people, the same number as in 2008
(10%), while there was a slight decline between 2001 and 2008. In 2001, 14% of the
population aged 12 and over 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 2009 seventeen percent of males (17.3%) and four percent of females (4.1%)
were defined as being heavy drinkers. This means there were over four times more
male heavy drinkers than female (CBS, 2010b).

Young people aged between 18 and 24 scored highest on this measure. In 2009 the
percentage of heavy drinkers among young men was 30% and 12% among young
women (Figure 7.2). By comparison with 2008 the percentage for men has dropped
significantly (was 37%), but has remained the same for women (12% for women
aged 18-24 in 2008).

Figure 7.2 Heavy drinkers by gender and age among people aged 12 and older. Sur-

vey year 2009

%
35

B Male MFemale & Total

30

12-17 18-24 25-34 35-44 45-54 55-64 65-74 >74 Age

Percentage of people who drink six units of alcohol on one or more days per week. Source: POLS, CBS, Stat-
Line.
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Problem drinking

Problem drinkers are people who not only drink above a certain level, but also experience
problems caused by their alcohol consumption.

In 2003 10% of the Dutch population aged between 16 and 69 were problem drink-
ers, 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 devel-
oped a problem with alcohol by 2004.

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 alco-
hol 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 7.7).

In terms of population numbers, an estimated 82,400 people in the 18-64 age brack-
et 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 lo-
wer in the 2007-2009 survey than in NEMESIS I from 1996 (annual prevalence of de-
pendence: 0.7%). This may have been caused by differences in the criteria for a di-
agnosis of dependence. The criteria in the 4th edition of the DSM are more stringent
than those of the 3™ edition, which means that fewer people meet the criteria for de-
pendence. Furthermore, the instrument used to measure disorders has been
changed, which has also resulted in a lower estimate of the prevalence of alcohol de-
pendence in NEMESIS-2, compared to the earlier study.

Other international research has likewise shown that the 4™ edition of the DSM pro-
duces lower estimates than the 3rd edition (De Graaf et al., 2010).

TRIMBOS-INSTITUUT 157



Table 7.7 Annual prevalence and number of people with an alcohol disorder, by
gender. In brackets: 95% Confidence Intervals. Survey period 2007-2009

Males Females Total Total
Disorder (%) (%) (%) number
5.6
. 1.8 3.7
Alcohol misuse (4.2 - 6.9) (1.1 - 2.6) (2.9 - 4.5) 395 600
1.0 0.5 0.7
Alcohol dependence 0.3 -1.7) (0.0 - 0.9) 0.3 -1.2) 82 400

Source: Nemesis-2 2007-2009 (De Graaf et al., 2010).
7.5 USAGE: INTERNATIONAL COMPARISON

General Population

e On behalf of the European Commission, in 2006 and 2009, the Eurobarometer sur-
veyed (attitudes to) alcohol use in the EU member states (European Commission,
2010).

e Some three-quarters (76%) of the general population aged 15 and older in the vari-
ous member states of the EU-27, had consumed alcohol during the past 12 months in
2009 - a comparable percentage to that of 2006 (75%). However, there are large dif-
ferences between countries. Denmark (93%), Sweden (90%) and the Netherlands
(88%) have the highest percentage of past year drinkers in Europe; while southern
countries, such as Portugal (58%), Italy (60%) and Hungary (64%) had the lowest.
In all countries together, the percentage of male past year drinkers (84%) was higher
than female (68%).

e Of those who had drunk alcohol in the past year, 88 percent reported having done so
in the past month. This indicates a low rate of occasional drinkers in the EU. Interes-
tingly, a large percentage of Italian past year drinkers (94%) as well as Bulgarian,
Greek, French and Portuguese (all 91%) reported having consumed alcohol during
the past month. Of Portuguese drinkers, 43 percent are daily drinkers; and of a quar-
ter of Italian drinkers are also daily drinkers. This suggests that in these countries
there is a large percentage of non-drinkers on the one hand, but on the other hand
many of those who drink are very regular drinkers. By contrast, the number of daily
drinkers among Swedish, Polish and Lithuanian drinkers is the lowest (only 1% daily
drinkers in these countries).

e The majority of EU citizens claim to be moderate drinkers (during the past month
69% consumed at most two drinks on the day that they were drinking) (Figure 7.3).
10% had five or more drinks on a drinking day. The Netherlands occupies a middle
position, with 13 percent of past month drinkers reporting that they consumed at
least five drinks each time.

e Binge drinking (five or more drinks, at least once weekly) is more common among
males than females (36% versus 19%). The percentage of binge drinkers is highest
(33%) among the youth aged 15-24. Binge drinking occurs in Europe also more often
among the unemployed (38%), manual workers (34%) and the self-employed (32%).
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Figure 7.3 Number of alcoholic drinks per occasion in the population’ aged 15 and ol-
der in member states of the EU-15, plus the EU-27 total
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Percentage of the drinking population. I. Drinking population = past month consumption. The remaining per-
centages refer to respondents who did not have a "usual" number of drinks, but whose drinking depended on
the situation. Source: Eurobarometer, European Commission.

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 se-
condary schools (Hibell et al., 2000, 2004, 2009). In 2009 a new measurement was con-
ducted, however, the international data are not yet known. Data from the Netherlands
have been included in this Annual Report (based on Van Dorsselaer et al., 2010). Table
7.8 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 sur-
vey, but conducted comparable research. The ESPAD study surveyed the use of alcohol
and frequency of drunkenness.

e In 2007 the Netherlands scored in the higher echelons for the measure ‘*having con-
sumed alcohol at least 40 times in my entire life’.

e The Netherlands was exceeded only by Austria in 2007 for the measure ‘having con-
sumed alcohol at least ten times in the month prior to the survey’.

e For the measure ‘drunkenness’, Dutch school-goers scored considerably less highly.
Only 2% reported having been drunk at least twenty times in their lives.

e Between 2003 and 2007, the percentage of school-goers that had drunk alcohol on
40 or more occasions declined in the Netherlands. A similar drop took place in this
period for the U.K., Belgium, Ireland, Finland, Sweden and Norway.

TRIMBOS-INSTITUUT 159



Table 7.8 Alcohol use and drunkenness among school-goers aged 15 and 16 years in
a number of EU member states, Norway and the US. Survey years 1999,
2003 and 2007

Drunk:

Consumption: Consumption: 20 times

Country 40 times or more in 10 times or more in or more

lifetime past month in life-

time™
1999 2003 2007 1999 2003 2007 2007
Austria = 48% 52% = 21% 30% 9%
Denmark! 59% 50% 49% 18% 13% 12% 17%
Germany!! - 37%  41% - 11% 18% 5%
The Netherlands 37% 45% 40% 20% 25% 24% 2%
United Kingdom 47% 43% 39% 16% 17% 14% 13%
Belgium™ - 36%  34% - 20% 17% 1%
France 20% 22% 30% 8% 7% 13% 4%
Greece 42% 35% 28% 13% 13% 11% 2%
Ireland 40% 39% 23% 16% 16% 10% 9%
Italy 17% 24% 23% 7% 12% 13% 3%
Portugal 15% 14% 21% 6% 7% 13% 1%
Finland 20% 20% 16% 1% 2% 1% 7%
Sweden 19% 17% 14% 2% 1% 1% 4%
Norway 16% 15% 11% 3% 3% 1% 4%
us 16% 12% 11% 5% 4% 5% 7%

Percentage of school-goers. - = not measured. I. The US did not participate in ESPAD, but conducted compara-

ble research. 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. IV. Because of a change in the questions, there are no comparable
figures for drunkenness in 1999 and 2003. Source: ESPAD.

Data from the Eurobarometer (Gallup, 2008) show that the EU youth (15 to 24 years)
find it relatively easy to procure alcohol. This was most marked in the Netherlands,
where 949% of this age group found it easy to procure alcohol, closely followed by Den-
mark (93%) and Bulgaria (91%). In Cyprus only 53% of the age group found it very
easy to procure alcohol. Other countries with relatively low percentages for this measure
were Romania (67%), Sweden (71%) and Estonia (72%).

A study which compared the perceived availability and use of alcohol among school-goers
aged between 14 and 17 in the Netherlands and France found, however, that there is a
relationship between perceived availability and alcohol use. Juveniles who find it easy to
procure alcohol will drink more often and will more often consume five drinks or more on
a single occasion (Knibbe et al., 2005; Knibbe et al., 2007). This study also found that
Dutch juveniles find it easier to procure alcohol than their French peers. 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.
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7.6 TREATMENT DEMAND AND INCIDENTS

Addiction care services

e Outpatient addiction care comprises the part of the healthcare system which offers
help to people who have become addicted to drugs, alcohol, medication or gambling.
In the Netherlands, several specialised institutions operate within addiction care. To-
gether with addiction probation and aftercare services, these institutions send ano-
nymous data on care to the National Alcohol and Drugs Information System (LADIS)
(Ouwehand et al., 2010a). (See Appendix A: LADIS clients).

e In the Netherlands in 2009 there were 34,646 people were registered with (outpa-
tient) addiction care for alcohol use as the primary problem.

e The absolute number of clients with a primary alcohol problem in (outpatient) addic-
tion care increased by 54 percent between 2001 and 2007 (Figure 7.4). Between
2007 and 2009 the number of clients remained more or less unchanged.

e Per 100,000 inhabitants over the age of 15 in the Netherlands, the number of primary
clients rose from 173 in 2001 to 255 in 2009.

¢ 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 in-
crease from 41% in 2001 to 47% in 2005. Between 2007 and 2009 the number stabi-
lised at 47 to 48 percent.

e In 2009 a quarter (25%) of primary alcohol clients were newcomers. They had not
been registered before with (outpatient) addiction care on account of an alcohol pro-
blem. This is higher than the percentage of first-time clients among primary alcohol
clients in 2008 (20%).

e In the case of almost six out of ten primary alcohol clients, alcohol was the only pro-
blem substance (61%). Almost four in ten reported a secondary substance (39%),
chiefly cannabis (12%), cocaine/crack (12%), or benzodiazepines (4%).

e The number of (outpatient) addiction care clients who cite alcohol as a secondary
problem doubled between 1996 and 2009 (Figure 7.4). Between 2008 and 2009 there
was a 7% rise in the number of secondary alcohol clients. For this group, cocaine or
crack (42%), cannabis (27%) heroin (15%), gambling (4%), amphetamine (4%),
methadone (2%) or benzodiazepines (2%) were the most prevalent primary pro-
blems.
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Figure 7.4 Number of clients of (outpatient) addiction care with primary or secondary
alcohol problems, from 1996
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Source: LADIS, IVZ (Ouwehand et al., 2010a).

Age and gender

e In 2009 the majority of primary alcohol clients were male (75%). The ratio of female
clients fluctuated in 1994-2009 between 23 and 27 percent.

e The average age in 2009 was 45. The peak age group for primary alcohol clients was
40-54 (Figure 7.5).

e The rise in the number of primary alcohol clients between 2002 and 2009 occurred in
all age groups, but was more marked among older people. Among 55 to 59 year olds
there was a rise of 67%, in the 60 to 64 age bracket a rise of 128% and an increase
of 117% in the over 65s. Currently, almost a quarter of primary alcohol clients are
aged over 55 (23%).

e Of the 7,967 older people (55+) who were registered in 2009 with the addiction care
services for an alcohol problem, 77 percent were already registered. On average,
they had been registered for five years. By comparison, older people with a heroin or
cocaine problem have a considerably longer history with Addiction Care (typically
over 10 years) (Wisselink et al., 2010).

e The over-55s with an alcohol problem differ from younger age groups who likewise
have alcohol problems, in a number of respects (Wisselink et al,. 2010):

o 30 percent of the older age group are female, compared to 23% in the young-
er age groups (under 55).

o There are fewer non-Dutch nationals (10%) in the older group than in the
younger groups (19%).

o In the younger groups there is a greater percentage of multiple addictions
(13% of multiple addictions among the older group versus 34% in younger
groups).

162 TRIMBOS-INSTITUUT



o The younger groups have a higher rate of contact with the law enforcement
agencies (65%, versus 38%).
The older group have a higher number of well educated people (32% have HBO (higher
vocational) or higher, versus 21% of the younger groups).

Figure 7.5  Age distribution of primary alcohol clients of the (outpatient) Addiction
Care services. Survey years 2002 and 2009

15-19  20-24 2529 30-34 35-39 40-44 4549 50-54 55-59 60-64 >64 Age

Percentage of clients per age group. Source: LADIS, IVZ (Ouwehand et al., 2010a).
General hospitals and incidents

Several different sources are available to provide information on health incidents con-
nected to drug use (see also Appendix A for ‘incidents’). The nature of the incidents, as
well as the region and place of occurrence are different per source. However, due to an
(unknown degree of) overlap the numbers of incidents cannot simply be added up.

The Dutch Hospital Data (DHD) registered some 1.9 million clinical admissions to general

hospitals in 2009.

e In 2009 there were 5,908 admissions with an alcohol-related condition as the primary
diagnosis. The most frequent diagnoses were:

alcohol misuse (40%)

alcoholic liver disease (23%)

alcohol dependence (18%)

intoxication and toxic effects of alcohol (10%)

alcohol-induced psychoses (7%).

e Alcohol problems are far more often involved in secondary diagnoses. In 2009 12,459
alcohol-related secondary diagnoses were registered. The primary diagnoses accom-
panying these secondary alcohol diagnoses were:

o accidents, other than poisoning (34%)
o digestive system disorders (14%)
o poisoning (10%)

O O O O ©
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o cardio-vascular illnesses (7%)
o diseases and symptoms of the respiratory tract (6%)
o psychoses (3%).

e The number of admissions to general hospitals with an alcohol-related condition as
the primary diagnosis has increased since 2003, but now appears to be stabilising
(Figure 7.6). Between 2008 and 2009 the number of primary alcohol diagnoses de-
clined by 1%.

e Between 2001 and 2004 there was a rise in the number of secondary diagnoses,
which appeared to stabilise in subsequent years (Figure 7.6). From 2007 to 2008,
however, there was a rise of 15%, but this was followed by a drop of nine percent be-
tween 2008 and 2009.

Figure 7.6 ~ Admissions to general hospitals for alcohol-related problems, from 1998
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1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
|—Main diagnosis 4076 | 4079 | 3923 | 3880 | 4254 | 4239 | 4501 | 4553 | 4855 | 5634 | 5983 | 5908
|—Secondary diagnosis| 9822 | 9652 | 10116 | 9949 | 10291 | 10899 | 11991 | 11546 | 11689 | 11975 | 13717 | 12459

Number of admissions, not corrected for duplication of persons. ICD-9 codes: 291, 303, 305.0, 357.5, 425.5,
535.3, 571.0-3, 980.0-1, E860.0-2, E950.0*, E980.9* (*only included if 980.0-1 is reported as a complica-
tion.). For an explanation of the codes: see appendix C. Source: Dutch Hospital Data (DHD), Kiwa, Prismant.

e The same person may be admitted more than once per year. In addition, more than
one secondary diagnosis may be made per case. In 2009, corrected for duplication,
the total amounted to 15,714 persons who were admitted at least once with one (or
more) alcohol-related condition(s) as the primary or secondary diagnosis. This was
eleven percent more than in 2008.

o In 2009 their average age was 47, and 71% were male.

o The peak age groups are 45-49 (11%), 50-54 (11%) and 55-59 (11%). Com-
pared to 2002 the percentage of those aged 60 or older was larger in 2009
(Figure 7.7).

e 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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e In 2009, 420 day-care admissions were also registered as an alcohol-related primary
diagnosis. From 2003 through 2008, there were 415, 347, 357, 353, 359 and 337
such day-care admissions, successively.

Figure 7.7  Age distribution of alcohol patients admitted to general hospitals. Survey
years 2002 and 2009
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Percentage per age group, corrected for duplication of persons. ICD-9 codes: 291, 303, 305.0, 357.5, 425.5,
535.3, 571.0-3, 980.0-1, E860.0-2, E950.0*, E980.9* (*only included if 980.0-1 is reported as a complication).
For an explanation of the codes: see Appendix C. Source: Dutch Hospital Data (DHD), Kiwa Prismant.

Figure 7.8 shows the number clinical or day-care admissions of children and juveniles

aged under 17 for alcohol-related reasons.

e In 2009 887 juveniles aged under 17 were admitted to hospital for an alcohol-related
problem. Of these, 496 (56%) were boys and 391(44%) were girls.

e Between 2001 and 2009 the number of admissions tripled. From 2008 to 2009 there
was a further rise of 25%. Accordingly, the above-identified general decline in alco-
hol-related hospital admissions between 2008 and 2009 (Figure 7.6) does not hold for
this age group.

e The increase is relatively greater among girls than among boys. Among girls, the
number of admissions is almost five times higher since 2001, and among boys, the
number has almost tripled.
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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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Number of admissions, not corrected for duplication of persons. The data include both hospital admissions and
day-care treatment. ICD-9 codes: 291, 303, 305.0, 357.5, 425.5, 535.3, 571.0-3, 980.0-1, E860.0-2, E950.0%,
E980.9* (*only included if 980.0-1 is reported as a complication.). For an explanation of the codes: see appen-
dix C. Source: Dutch Hospital Data, LMR, Kiwa Prismant.

Research conducted on paediatric wards in Dutch hospitals has listed the number of cha-
racteristics of juveniles aged 11 to 17 suffering from alcohol poisoning (Van Dalen et al.,
2009; University of Twente, STAP, Reinier de Graaf Group, 2010). The data were sourced
from 83 percent of the paediatricians in teaching hospitals and 92 percent of all paedia-
tricians in the remaining hospitals. There is some degree of overlap with the above de-
scribed Dutch Hospital Data.

In 2007 297 cases of alcohol intoxication were reported; in 2008 there were 337 and
in 2009, 500.

Remarkably, the cases were not so much among 'problem youth', but reflected an
average cross section of Dutch youngsters. There were just as many boys as girls in-
volved.

The average blood-alcohol level in these teenagers (average age 15.7 in 2009) was
1.8 per mille, which equates approximately with consuming 10-15 alcoholic bevera-
ges. One in eight had used cannabis in addition to alcohol (data from the first half of
2009).

The majority had been admitted to hospital in a state of alcohol-induced coma, and
remained unconscious for an average of three hours; between four and eleven per-
cent were admitted to intensive care.

The numbers are probably an under-estimation of the true number of alcohol intoxi-
cations among juveniles, because not all cases had been referred to a paediatrician.
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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 re-

lated to alcohol use.

e In 2009 the CPA Amsterdam registered 2,304 alcohol-related ambulance journeys,
which is slightly more than in previous years.

e 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 stabilised at 2
138 and 2 145 respectively.

e About six out of ten patients (61%) were transported to a hospital emergency de-
partment. In the other four out of ten cases, the paramedics provided first aid at the
scene.

According to the injury information system (LIS) of the Consumer Safety Institute, on
average 16,000 people are treated annually at the accident and emergency departments
of hospitals on account of an accident, violent incident or self-mutilation related to alco-
hol (Table 7.7) (Nijman, 2011). Of these, 1,300 individuals have also used drugs. The
data are estimates for the whole country, based on figures from a representative sample
of hospitals.
e The number of Emergency Room admissions resulting from accidents, violent inci-
dents or self-harming in which alcohol was involved, increased by 43 percent between
2005 and 2009.

The following LIS data have been averaged over the period from 2005 through 2009.

e The majority of victims are male (69%; 11,000).

e Nearly half (48%) of the victims are aged between 15 and 35; 15 percent are in the
15-20 age group, and a similar percentage are in the 20-25 year age group. This
means that on a weekly basis, an average of 93 young people (aged 15-25) receive
Emergency Room treatment for the consequences of alcohol use.

e In the 2004-2008 period, the number of girls aged 15 to 19 who received Emergency
Room treatment for alcohol poisoning increased by a factor of almost five (Valken-
berg, 2010). And the distribution of alcohol poisoning between the sexes has
changed: in 2004 a third of cases involved girls; by 2008 this was half of all cases.

e Over half of the accidents (58%) take place in private circumstances (Table 7.9),
such as a fall when intoxicated, or alcohol poisoning. In second place are road acci-
dents (20%, particularly falls from bicycles), followed by self-harm (16%, often in-
volving a combination of alcohol and drugs and/or medicines) and injury through vi-
olence (6%).

Table 7.9 Type of alcohol-related incidents that were treated in the emergency de-
partment in Dutch hospitals (annual average for 2005-2009)

Type of incident Number Percentage

Private circumstances 9 400 58%

Road accident 3 300 20%

Self harm! 2 500 16%

Injury through violence 960 6%

Total +16 000 100%

I. Such as suicide attempts by using alcohol and medicines. Source: LIS: Consumer Safety Foundation, Nijman
(2011).
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e Nearly half (46%) of the victims of an accident involving alcohol had fallen - often
from a bicycle and 37% of those seeking emergency treatment had suffered alcohol
poisoning (either with or without medicines). Nearly one in ten victims were injured
after contact with an object such as cutting themselves on glass or colliding with an
object (8%).

e Accidents involving alcohol tend to be serious. Four out of ten (41%) victims were
admitted to hospital after emergency room treatment. This compares with an admis-
sion rate of 12% on average for accidents in private circumstances, 19% for road
traffic accidents and 61% for self-harming.

e Per patient the direct medical costs for Emergency Room treatment or hospitalisation
on account of an alcohol-related problem amount to an average of 2,500 euro. This is
comparable to the costs of an average accident in private circumstances or road acci-
dent. Total annual direct medical costs for an accident, violent incident or self-harm
involving alcohol and requiring emergency room treatment or hospitalisation amount
to 46 million euro.

e These figures are probably an under-representation of the true scale of alcohol-
related accidents, because alcohol use is not reported by all patients, and nor is it
systematically investigated by doctors, unless medically relevant. The extent of the
under-reporting is not known, but recent research indicates that the true number of
alcohol-related cases that receive Emergency Room treatment may be up to five
times higher than the number based on Emergency Room registration data (Nijman,
2011).

The National Poison Information Centre (NVIC) of the RIVM provides doctors, pharma-
cists and government organizations with information about poisoning (Van Velzen et al.,
2010).

e In 2009, information was sought from the NIVC for just under 2,000 cases of expo-
sure to alcohol, which is comparable to the number in 2007 and a little less than the
2,103 cases reported in 2008. Requests for information are made both via the 24
hour helpline of the NVIC and the website www.vergiftingingen.info. Some three-
quarters of the cases involved a combination of alcohol and medicines.

e 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 fa-
miliar doctors are with the symptoms and treatment of intoxication with a particular
substance, the less likely they are to consult the NVIC.

e The number of information requests for alcohol poisoning involving juveniles aged
between 13 and 17 increased in recent years from 3.9% in 2002 to 7.8% in 2005-
2007, followed by a slight drop to 6.5 percent in 2008-2010. In 2007 there was a
peak in the absolute humber of information requests involving alcohol use in the 13-
17 age group, which has been followed by a drop since then.

Driving under the Influence

The risk of having a road traffic accident increases from a blood-alcohol level of 0.4%o0
(WHO, 2011). In the Netherlands the limit is set at 0.5 per mille, as in most countries,
except for learner drivers (0.2%o0). The percentage of drink-drivers remained stable in
2008 (Transport Ministry, 2010).

e Sobriety tests conducted during weekend nights in 2008 showed that 2.9% of the
tested motorists had more than 0.5 per mille of alcohol in their blood. This is almost
the same as in 2006 and 2007, when the number was 3%. However, compared to
2001, a decline has taken place (4.1% in 2001).
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e In 2008 there were more male than female drink-drivers (3.4% versus 1.6%).

e After reductions in earlier years among both males and females, the percentage of
offences remained virtually stable in 2008 in both groups.

e The highest percentage of drink-drivers among both males and females is in the 35-
49 age group (4.0% of male offenders and 2.0% of females).

e 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 2,500 road

deaths plus hospital admissions due to alcohol use in 2008 (table 7.10) (Ministry of

Transport, Public Works and Water Management, 2009).*

e The total number of alcohol-related hospital admissions and deaths has dropped since
1998 (Table 7.10).

e 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.

e In 1996 19% of traffic-accident deaths and hospital admissions were alcohol-related;
in 2008 the rate was 14%.

Table 7.10  Estimated number of injuries and deaths in traffic accidents involving alco-
hol use, from 1999

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008
Deaths 210 200 180 170 170 135 115 100 105 105

Hospital admis-

sions 3500 3200 3000 3000 2900 2800 2500 2100 2400 2400

Source: Ministry of Transport, Public Works and Water Management: traffic and shipping service (DVS).
7.7 ILLNESS AND DEATHS

Illnesses

Moderate alcohol consumption

To date, it has been thought that moderate alcohol consumption is not harmful. In fact,
light alcohol consumption can offer some protection against cardio-vascular illness and
diabetes, but only if there are no episodes of heavy alcohol use (Rehm et al., 2010).

e Against this background, the Dutch Health Council (2006) in its ‘Healthy Eating
Guidelines’ recommended alcohol intake of no more than two standard measures dai-
ly 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 breastfeeding
were advised to abstain from alcohol.

¢ However, recent research has given rise to the supposition that even moderate alco-
hol might not be without risks (Lauer & Sorlie, 2009). Moderate alcohol consumption
can increase susceptibility to certain forms of cancer. It is probable that this disad-
vantage of an elevated cancer risk is no longer outweighed by the benefits of a re-
duced 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).

4 Figures overlap partly with LIS, Consumer and Safety.
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Excessive alcohol use

The harmful effects of excessive alcohol use are numerous.

e Alcohol use is causally related to over 60 medical conditions. In addition alcohol is
implicated in the onset of 200 other illnesses (WHO, 2011). For most illnesses, the
risk increases the more one drinks (Rehm et al., 2010).

e Alcohol consumption is eighth on the global list of risk factors for death and ranks
third for illness and invalidity (after malnutrition in children and unsafe sex).

e Globally, almost 4% of deaths can be attributed to alcohol (6.2% for males; 1.1% for
females). For males aged 15-60 alcohol consumption is the most important risk factor
for death. Almost 30 percent of deaths caused by alcohol are the result of accidental
injury, 22 percent are the result of cancer; 17 percent from liver cirrhosis; 14 percent
from cardio-vascular conditions and diabetes, and 12 percent are the result of non-
accidental injuries (WHO, 2011).

e Furthermore, alcohol consumption is associated with serious social problems, includ-
ing violence, child neglect and work absenteeism (WHO, 2011).

e Data from the Netherlands also show a strong link between alcohol consumption and
illness (Hoeymans et al., 2010). The illness burden from alcohol has been calculated
at 4.5 percent of the total illness burden, putting alcohol in fourth place, after life-
style-related factors such as smoking (which contributes 13% to the illness burden),
obesity (9.7%) and high blood pressure (7.8%). The contribution of accidents to the
illness burden has not been factored into this calculation.

Excessive alcohol use increases the risk of certain types of cancer (Baan et al., 2007;

Lauer and Sorlie, 2009, Rehm et al, 2010).

e For some types of cancer the risk is elevated even by two drinks daily; however, the
more one drinks, the higher the risk of cancer.

e Alcohol consumption is associated with cancer of the colon, breast, mouth and oral
cavity, liver and oesophagus.

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, Rehm et al.,

2010).
e Daily consumption of five or more drinks increases the risk of coronary artery di-
sease.

e Daily consumption of more than two drinks increases the risk of strokes and cerebral
infarction. This is only true for hemorrhagic strokes.

e Binge-drinking increases the risk of coronary vascular disease, acute renal failure and
brain damage. Long-term and excessive alcohol consumption (more than 8 units per
day) may damage the nervous system (polyneuropathy), shrink the brain and da-
mage cognitive functioning (learning, memory, concentration etc.).

e A relationship is consistently found between alcohol use and epilepsy as well as psy-
chiatric disorders such as alcohol dependence and misuse, and depression. In these
cases, there is clearly a dose-response relationship.

Alcohol consumption is causally associated with numerous other illnesses (Rehm et al.,

2010):

e Alcohol consumption can compromise the immune system and play a causal role in
the onset of infectious ilinesses such as tuberculosis and lower respiratory tract infec-
tions (pneumonia).

e Alcohol use can also contribute to liver cirrhosis and pancreatitis.
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There is a two-sided relationship between alcohol use and diabetes: mild to moderate
alcohol consumption has a protective effect, whereas heavy drinking increases the
risk of diabetes.

Alcohol consumption during pregnancy may increase the risks of miscarriage, foetal
death and premature birth. It may also have a negative impact on the child’s psy-
chomotor development after birth and increases the risk that the child will be born
with defects and the typical facial characteristics of Foetal Alcohol Syndrome (Rehm
et al., 2010). In its advice on alcohol use, the Netherlands Health Council (2005) con-
cluded that it is impossible to set a safe limit for alcohol use prior to conception or
during pregnancy and breast-feeding.

Long-term heavy alcohol use in adolescence has been linked with damaging effects on
the the brain (Verdurmen et al., 2006; Boelema et al., 2009). The developing brain is
extra vulnerable to the effects of alcohol, and it is known that the brain continues to de-
velop until around the 24th year, and possibly even until age 30. Chronic alcohol misuse
may therefore not only alter the structure of the brain but may have functional conse-
quences.

Research especially shows negative effects on learning and memory function. Adoles-
cents with alcohol problems score lower on measures including linguistic ability, intel-
ligence, concentration, discernment, spatial analysis and other cognitive domains.

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 al-
cohol problems.

On the basis of current research, it cannot be concluded with certainty, whether alco-
hol use is the (only) cause. However, the results of animal experiments do point to a
causal association.

There is also likely to be a causal relationship between alcohol use and aggressive or
violent behaviour in young people. Youngsters who use alcohol are often both perpe-
trators and victims of violence.

Girls may be more susceptible to the negative effects of alcohol on the brain, com-
pared to boys. Likewise, after binge drinking, females get into fights more often than
males.

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 more or less stable since then.

According to the Causes of Death statistics of Statistics Netherlands, in 2009 a total
of 1,761 people died of causes linked specifically to alcohol, almost 2% more than in
2008 (Figure 7.9).
In 2009, alcohol was stated to be the primary cause of death in 41% of all alcohol-
related deaths; in the remaining 59%, alcohol use was the secondary cause of death.
In 2009, dependence and other mental disorders caused by alcohol use were the
main causes of alcohol-related death (54%), followed by alcoholic liver disease
(26%).
Alcohol-related deaths were most prevalent in the age group from 55 to 64 (Figure
7.10). Most of those who died were male (77%).
The role of alcohol in deaths is not always identified. Therefore these figures do not
fully reflect the true situation.

o On the basis of epidemiological research in the late 1990s, it is thought that

between four and six percent of cancer deaths are linked to chronic excessive
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alcohol use. This would mean that in 2009, between 1 700 and 2 545 alcohol-
related cancer deaths took place. In 2002 and in 2009, only 150 such cases
were actually registered (Van Leeuwen, 1999; Verdurmen et al., 2004; De
Bruin, Statistics Netherlands, personal communication, 2011).
e It may also be assumed that deaths caused by alcohol-related accidents and alco-
hol-related aggression are not represented fully in these figures.

Figure 7.9 Deaths due to alcohol-related conditions, from 1997

Number
2000

1800 A
1600 A
1400 A
1200 A
1000 A
800 1
600 1
4001 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009

BSecondary| 710 | 750 | 774 | 809 | 888 | 928 | 1090 | 1029 | 1003 | 1009 | 956 | 959 | 1037
O Primary 686 | 744 | 783 | 820 | 906 | 826 | 796 | 722 | 771 | 733 | 740 | 765 | 724

Number of deaths: ICD-10 codes F10, G31.2, G62.1, 142.6, K29.2, K70.0-4, K70.9, K86.0, X45*, X65*, Y15*,
T51.0-1 (* only included if stated as complication T51.0-1). For an explanation of the codes: see appendix C.
Primary cause of death: the illness or the event which started the started the process leading to death. This is
known as the underlying illness. Secondary cause of death: consequences or complications of the primary
cause of death, like other illnesses that were present at the time of death and may have contributed to the
death. Source: Cause of Deaths Statistics, Statistics Netherlands (CBS).
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Figure 7.10 Deaths from alcohol use (primary and secondary) in men and women by

age group. Survey year 2009

Number

350
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<40 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-74 75+ Age

EFemale 5 21 36 45 72 73 59 33 80

8 Male 36 56 107 192 232 238 163 130 183

Number of deaths. ICD-10 codes: F10, G31.2, G62.1, 142.6, K29.2, K70.0-4, K70.9, K86.0, X45*, X65*, Y15%*,
T51.0-1 (* only included if stated as complication T51.0-1). For an explanation of the codes: see appendix C.
Source: Cause of death statistics, Statistics Netherlands (CBS).

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 reduc-
ing its availability (WHO, 2009).

However, in the Netherlands, alcohol is widely available in grocery stores, liquor
stores and in pubs and restaurants.

Under the Dutch Licensing and Catering Act, it is not permitted to sell drinks contai-
ning alcohol to juveniles aged under 16. Internationally, the Netherlands has a rela-
tively low age limit. Of the 147 reporting to the WHO regarding their policy on access
to alcohol, only about 10 countries had an age limit of 16 years for beer and wine;
the remainder had an age limit of 18 (nearly 100 countries) or higher (about 20
countries) (WHO, 2011).

For spirits, the Netherlands has an age limit of 18, similar to the majority of the other
countries (WHO, 2011).

The National Monitor on alcohol availability among youngsters has conducted surveys
every two years since 1999 on the extent of compliance with the statutory age limit for
alcohol procurement under the Licensing and Catering Act (Bieleman et al. 2010). The
most recent survey was held in 2009 and was conducted in over 25 municipalities among
about 3,000 teenagers aged 13 to 17 as well as 531 businesses (hospitality industry,
liquor stores, grocery stores).

The extent to which under-age drinkers succeed in procuring alcohol illegally them-
selves is determined by two factors. Firstly it depends on the effort put into the at-
tempt. The findings of the Monitor show that the percentage of underage drinkers
who themselves sometimes try to purchase alcohol has declined since 2001 (Table
7.11).
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e Secondly, the extent to which under-age drinkers succeed in procuring alcohol illegal-
ly themselves depends on the reaction of the vendor. This determines the likelihood
of success in actually illegally procuring the alcohol, once the attempt has been ini-
tiated. According to the Monitor, the chances of success are as high as ever (Table
7.11), and are higher for girls than for boys.

e Thanks to the reduction in the number of attempts by underage drinkers to order or
purchase alcohol, there is a declining trend in the number of these youngsters pur-
chasing or ordering alcohol in the hospitality industry, liquor stores or grocery stores.

Table 7.11  Percentage of under-age drinkers who attempted to purchase or order ei-
ther low or strong alcoholic beverages in the past month and their success
rate. Survey years 2001 and 2009

Attempt Success rate

Sales outlet 2001 2009 2001 2009
Low alcohol beverage

Hospitality 38% 13% 94% 96%

Liquor store 4% 1% 91% 87%

Grocery store 13% 3% 91% 95%
High alcohol beverage

Hospitality 32% 7% 97% 98%

Liquor store 4% 2% 94% 93%

Grocery store = = = =

Percentage of under-age drinkers. Data on low-alcohol beverages refer to juveniles aged from 13 to 15; Data
on high-alcohol beverages (spirits) refer to juveniles aged 16 and 17. Spirits are not sold in grocery stores.
Source: Intraval.

According to local and regional sources, compliance with the statutory age limits under

the Licensing and Catering Act is poor.

e The results of a study in Zuidoost Brabant (conducted in 2006, 2007, 2008 and 2009)
show that of the 876 attempts by youngsters aged 15 or 17 to purchase alcohol (so-
called ‘mystery shoppers’, who were participating in the study) 87 percent were suc-
cessful (Gosselt et al., 2009).

e Within the hospitality industry, 99 percent of attempts were successful; in sports club
canteens 88 percent of the mystery shoppers succeeded in purchasing alcohol and in
the supermarket there was a 71 percent success rate.

e In 2009 average compliance with the Licensing and Catering Act in this region was
only 13 percent.

Excise

e Since January 2010, the excise on a litre of spirits (35% alcohol) is €5.26, on a litre
of wine €0.71 and on a litre of beer, €0.33.

e The excise tax on beer increased by 30 percent in 2009. For wine it was raised in
2008 and 2010, but the excise rate for spirits was reduced in 2010, from 17.75 euro
per percent of alcohol to 15.05 euro per percent of alcohol.

e For a glass of beer of 0.25 litres, this means €0.08, 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.

¢ EU member states have different excise policies, (Table 7.12) with widely disparate
rates of tax. Various wine producing countries impose no excise duty at all on wine.
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Dutch excise rates for wine and spirits are in the mid-range; for beer, the excise duty
in the Netherlands is relatively high.

e Research has shown that when the tax on alcohol is increased, consumption declines,
including problem drinking and under-age drinking (Wagenaar et al., 2009). Howev-
er, such measures are only effective in countries where illegal alcohol production is
not widespread.

Table 7.12  Excise duty on alcoholic beverages in a number of EU member states. Sur-
vey date July 2010

Member state Beer! Wine™ Spirits™
Sweden 16 212 1722
Ireland 16 262 1 090
Finland 26 283 1379
U.K. 19 247 915
Denmark 7 82 705
Belgium 2 47 613
Netherlands 33 71 526
France 3 4 530
Greece 3 0 858
Germany 0 456
Luxembourg 1 0 364
Portugal 14 0 353
Austria 2 0 350
Spain 10 0 291
Italy 2 0 280

Amounts in Euros per hectolitre of production. I. From 0.5% alcohol by volume. II. non-sparkling wine. III.
Excise duty on spirits is calculated by alcohol content by volume; here the excise duty on 35% alcohol by vo-
lume is reported. Source: European Commission (2010a).

TRIMBOS-INSTITUUT 175



176 TRIMBOS-INSTITUUT



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. Nicotine,
its most important psychoactive component, is an addictive substance. Regular use is
habit forming and increases tolerance. When tobacco smoke is inhaled, various sub-
stances are released, such as nicotine, tar and carbon monoxide, as well as a number of
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:

e The results of various surveys suggest that the percentage of smokers in the general
population has stabilised or even declined slightly in recent years (§ 8.2).

e Between 2005 and 2008, average tobacco sales per smoker remained stable, but de-
clined slightly in 2009 (§ 8.2).

e The downward trend in smoking among secondary school pupils aged 12-16 in main-
stream education and among this age group in general seems to have stagnated be-
tween 2005 and 2009 (§ 8.3).

e Pupils attending REC-4 schools and juveniles in residential care and in youth peniten-
tiaries are far more likely to be current and daily smokers than pupils of mainstream
secondary schools (§ 8.3).

e The Netherlands occupies an intermediate position in the EU with regard to smoking
among school-goers (§ 8.4).

e From 2011 a smoking cessation programme is included in basic health care cover
under the Health Care Insurance Act (§ 8.5).

e There is a rising trend for the number of deaths from lung cancer (§ 8.6).

e The slight drop in total smoking-related deaths between 2000 and 2005 did not con-
tinue between 2005 and 2009 (§ 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. Because of differences in research methods and in
the age groups surveyed, the results of the surveys may differ.

Surveys of the Continuous Survey of Smoking Habits (COR), conducted by TNS NIPO, on

behalf of STIVORO (Dutch Expertise Centre on Tobacco Control) (2010a) point to a flat-

tening curve in the number of smokers in recent years (Table 8.1).

e Between 2004 and 2009 the percentage of smokers in the population aged 15 and
older fluctuated at around 28 percent.

e In 2009 34% of the population aged over 15 were ex-smokers whereas 38% had
never smoked.

e In terms of the number of people aged over 15, there were 3.8 million smokers in the
Netherlands in 2009.
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e The gap between male and female smokers has shrunk (Table 8.1). Female smokers
now smoke virtually as much as males. Male smokers smoke an average of 14.6 and
female smokers an average of 14.1 cigarettes or roll-ups per day.

e In the age groups from 15 to 64 percentages of smokers are similar (Figure 8.1).
After 65 percentages are lower, as older people are often forced to give up smoking
due to illness.

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%
1997 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%
2001" 33.2%" 27.2%" 30.2%"
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%
2009 29.5% 25.9% 27.7%

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 con-
ducted via the Internet. This change may have affected the outcomes. Source: Continuous Survey of Smoking
Habits (COR), TNS NIPO on behalf of STIVORO.

e 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 (Parliamenta-
ry Report T.K.22894-114). In 2009 the percentage of smokers was still at the level of
2005 (28%).
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Figure 8.1 Percentage of smokers in the Netherlands by age group. Survey year 2009

50

40

30

20

10

%

32 32 31 32 32

15-19 20-24 25-29 30-34 35-39 40-44 4549 50-54 55-59 60-64 65-74 >74 Age

Source: Continuous Survey of Smoking Habits (COR), TNS NIPO on behalf of STIVORO.

The NPO (National Prevalence Research) conducted surveys on substance use in 1997,
2001 and 2005) (Rodenburg et al., 2007; Van Rooij et al., 20011).

According to the NPO, the percentage of the population aged 15 to 64 that ever
smoked dropped from 70% in 1997 to 68% in 2001 and to 62% in 2005. In 2009 a
further decline to 60 percent took place.

The number of daily smokers remained unchanged between 1997 and 2001 (35%
and 34%) and declined in 2005 (27%). Between 2005 and 2009 the percentage of
daily smokers dropped further to 25 percent.

Statistics Netherlands (CBS) collects data annually on smoking in the population from the
age of twelve.

Between 2001 and 2004 the percentage of smokers declined from 33.3 percent to
29.6 percent, and remained at this level through 2006. There was a subsequent drop
to 27.9% in 2007. In 2008 and 2009 the percentages of smokers were slightly lower,
i.e. 27.6 and 27.1 percent. These declines were small yet significant.

Accordingly, this picture is different from the results of the STIVORO survey, which
showed a slight rise in 2009 rather than a decline.

Heavy smoking

According to Statistics Netherlands (CBS), there has been a decline in recent years in the
percentage of heavy smokers A heavy smoker is defined as a smoker who smokes an
average of at least 20 cigarettes and/or roll-ups per day.

In 2009, 6.3% of the population aged over 12 smoked 20 or more cigarettes a day
(7.9% of males and 4.7% of females). In 2008 6.8 percent were heavy smokers. The
percentage was highest in the age group of 45 - 64 years (8.8%). There are about
900,000 heavy smokers in the entire population. In 2001 the rate was higher at 9.8
percent heavy smokers in the population (CBS, 2010).

In 2009 nearly a quarter of all smokers were heavy smokers (23%). In 2008 the fig-
ure was 25%, while in 2000 as many as 35% of smokers were heavy smokers
(www.cbs.nl).

TRIMBOS-INSTITUUT 179



Tobacco sales

In contrast to the drop in the number of smokers, there was a rise in the amount of to-

bacco used per smoker in the 1970s. (Table 8.2). Between 2000 and 2008 the average

sales per smoker per day were nineteen cigarettes or roll-ups (www.stivoro.nl).

e In 2009 the number had declined to 17 per day.

e In the same year, 23 billion cigarettes or roll-ups were smoked in the Netherlands - a
decline of 2.2 billion compared to 2008 (Table 8.2).

e Since 1990 rolling tobacco has declined more in popularity than cigarettes.

Table 8.2 Use of cigarettes and rolling tobacco in the Netherlands, since 1967
Number of Number of Average daily
Cigarettes Roll-ups Total number sales per
Year (billion) (billion) (billion) smoker®
1967 16.6 9.1 25.7 12.9
1970 18.7 ORS) 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 17.9 34.1 20.7
1990 17.3 16.6 33.9 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 18.4
2009 13.4 9.6 23.0 16.9

I. Average number of cigarettes or roll-ups. Source: STIVORO (www.stivoro.nl), CBS, Statistics Netherlands
(CBS), Ministry of Finance.

8.3 USAGE: JUVENILES AND YOUNG ADULTS

Trends in youth smoking behaviour are measured periodically by three national surveys

(see also Appendix B).

e The Dutch National School Survey is conducted every four years by the Trimbos Insti-
tute and gathers data on substance use (including tobacco) among school-goers aged
10 to 18 years (Monshouwer et al., 2008).

e The Health Behaviour in School-aged Children (HBSC) study gathers data every four
years under the auspices of the WHO on health behaviour (including smoking) in
school-goers aged 11 to 16 (Van Dorsselaer et al., 2010).

e The Dutch Youth Smoking Monitor gathers data annually on behalf of STIVORO (Cen-
tre for Tobacco Control) regarding smoking behaviour among young people aged from
10 to 19 (STIVORO, 2010b).

The format of the questionnaire on smoking is comparable in the National School Survey

and the HBSC study. For profiling smoking trends in both studies, only secondary school
pupils aged 12 to 16 were selected. (up to fourth grade). Figure 8.2 shows the trends in
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percentage of smokers between 2001 and 2009 in this cohort according to both the
HBSC and the National School Survey.

Figure 8.2 Percentage of ever and daily smokers among school-goers aged 12 to 16,

between 2001 and 2009, HBSC and National School Survey
Ever smokers Daily smokers
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60% |
50% |
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30% |
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0% 2001 2003 2005 2007 2009 2001 2003 2005 2007 2009
—16years| 67% 65% 55% 55% 54% 34% 22% 21% 16% 19%
= 15years| 58% 54% 49% 50% 46% 21% 14% 15% 12% 12%
=14 years| 53% 48% 37% 39% 34% 15% 9% 9% 7% 5%
=13 years| 39% 35% 21% 27% 18% 5% 3% 2% 2% 3%
= 12years| 20% 23% 12% 15% 9% 1% 1% 1% 0% 0%
= = =Total 46% 43% 33% 36% 31% 13% 8% 8% 7% 7%

Percentage of ever smokers and daily smokers. Sources: HBSC (2001, 2005, 2009), National School Survey
(2003, 2007) (Van Dorsselaer et al., 2010).

The percentage of school-goers that have ever smoked or smoke daily has declined
during the past decade for all age groups (Figure 8.2) (Van Dorsselaer et al., 2010).
The percentage of daily smokers has halved from 13% to 7%.

However, this decline seems to have stagnated since 2005. Differences between 2005
and 2009 are not significant.

Data on the percentage of current smokers are only available for the National School
Surveys among school-goers aged 12 to 18 (Monshouwer et al., 2008). These show a
decline from 30 percent in 1996 to 20 percent in 2003, and stabilisation in 2007 (19
percent).

Data from the Youth Smoking Monitor deviate somewhat from those of the HBSC and the
National School Surveys (Figure 8.3).

In STIVORO's Youth Smoking Monitor the percentages of ever smokers and daily
smokers are higher. Here too, the downward trend appears to stagnate in 2005. This
is particularly marked in the percentage of daily smokers.

Taking the three sources together, it may be concluded that there is a slight down-
ward trend in the percentage of youngsters who smoke, but this trend appears to
have levelled off in 2005.
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Figure 8.3 Percentage of smokers ever smokers and daily smokers among 12 to 16

year olds, from 2001
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Percentage of ever smokers and daily smokers. Source: Dutch Youth Smoking Monitor, STIVORO (2010b).

Age and Gender

Smoking starts at a young age.

In the last class of primary school, one in twenty pupils has ever smoked at least one
cigarette (Van Dorsselaer et al., 2010).

Between age 13 and 15 the number of youngsters who take up smoking rises sharply
(Figure 8.2).

By age 16, nineteen percent of secondary school pupils are daily smokers.

Just as many girls as boys are daily smokers, with no significant difference in any of
the age groups.

Extent of smoking

The percentage of daily smokers attending VMBO-b (vocational schools) is significant-
ly higher than at the more academic VWO schools (15% versus 1%) (Van Dorsselaer,
2010).

No association has been found between family income level and the percentage of
daily smoking school-goers.

There is no significant difference between the percentage of daily smokers among
native Dutch pupils and those from other ethnic backgrounds (5% versus 7%). How-
ever, when other factors, such as school level are accounted for, then a higher per-
centage of daily smokers is found for native Dutch pupils.
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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).

e 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).

e Current smokers attending REC-4 schools smoke the most cigarettes on average per
day.

Table 8.3 Smoking among pupils aged 12 to 16 years attending special and main-
stream schools, by age group

Current smokers (%) Average number of cigarettes per day
School type 12-13y 14-15y 16y 12-13y 14-15y 16y
Special
REC-4! 29% 47% 59% 11 13 14
Pro 15% 31% 30% 7 9 11
Lwoo™ 15% 30% 39% 5 11 11
Mainstream 8% 22% 26% 3 6 6

Percentage of current smokers (past month) and average number of cigarettes per day among current smoke-
rs. 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 Insti-
tute; Trimbos Institute/University of Utrecht.

Special groups

In certain groups of juveniles and young adults, smoking is more common than in the
general population or than among pupils in mainstream education.

Juveniles and young adults in the social scene

e In 2008/2009 substance use was examined among attendees at eleven national and
regionally organised large-scale parties and festivals (>5 000 attendees) (Van der
Poel et al., 2010).

o Five out of ten attendees (51%) were current smokers (had smoked during
the past month).

o During the event, almost 47 percent of the revellers smoked an average of 15
cigarettes.

o In the same survey in 2008/2009, substance use among clubbers and disco-
goers (aged 15 to 35) 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).

o 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.

o Half of the patrons at clubs and discotheques (51%) were current smokers
(had smoked during the past month).
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o During the evening/night out, 46 percent of the patrons smoked an average of
10 cigarettes.

Residential care and youth penitentiaries

In 2008 smoking was studied at national level among 12 to 16 year olds in residential
care (Kepper et al., 2009a). The percentage of current smokers among 12-13 year
olds, 14-15 year olds and 16 year olds respectively was 42, 70 and 75 percent. By
comparison, in the mainstream school population, the percentages for these three
age groups respective are: 8, 22 and 26 percent. In these age groups, current
smokers in residential youth care smoked an average of 8, 11 and 14 cigarettes per
day, respectively.

On average, 82 percent of the boys (13-18 years) in penitentiaries had smoked dur-
ing the month prior to detention (Kepper et al., 2009b). These youngsters smoked
eleven cigarettes per day on average. There are large differences in daily smoking
between these boys and their peers in mainstream secondary education: 46 versus 4
percent among 13-14 year-olds; 76 versus 12 percent among 15-16 year olds; and
82 versus 21 percent among 17-18 year olds.

8.4 USAGE: 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) (Gal-
lup, 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 percen-
tage of daily smokers is five times higher than the percentage of occasional smokers.
This shows once again how addictive nicotine is.

Of the EU-15 + Norway, the percentage of ex-smokers is highest in the Netherlands
(29.2%), followed by Sweden (28.5%). Portugal has the lowest percentage of former
smokers (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 occasionally.
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Table 8.4 Smokers in the EU-15 plus Norway from age 15. 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 Por-
tugal to 35% in Austria.

How countries score for the measure (daily) smoking can vary considerably between
the general population and the school-going population. For example, the percentage
of smokers in the Greek general population is the highest of all EU-15 member states
(Table 8.4), whereas the percentage of (current) smokers among Greek school-goers
is among the lowest (Figure 8.4).
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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 AND INCIDENTS

People with a nicotine addiction are not quick to seek treatment from Addiction Care.

e In 2009 204 individuals were treated for a nicotine addiction by the Addiction Care
services. This represents 0.3 percent of the total number of addicts treated by Addic-
tion Care in 2009 (Ouwehand et al., 2010a).

e The Addiction Care services sometimes offer (online) cessation programmes, but not
on a large scale.
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Treatment demand for tobacco addiction mainly involves self-help and requests for
treatment from the GP.

Every week a survey is conducted by STIVORO as part of the Continuous Survey of
Smoking Habits (COR) among a representative sample of about 200 households.

Annually about a quarter of all smokers make an attempt to quit smoking - 27% in
2009. Expressed in numbers, this means about one million smokers try to give up
smoking each year (www.stivoro.nl).

Of those who attempted to quit, between one and seven percent were still non-
smokers after one year.

In total 65 percent of smokers have ever made a serious attempt to give up smoking.
On average, current smokers have made a total of 2.2 quit attempts. Nearly three-
quarters of smokers attend their GP at least once annually. Each year one in five of
them are advised to give up smoking - 21% in 2009..

From 2001 to 2009 the percentage of smokers who used smoking cessation aids re-
mained stable at 34 percent. This means nearly two thirds of smokers attempt to quit
without any external help (Nagelhout et al., 2010). Health concerns are the main rea-
son for trying to give up smoking (STIVORO, 2010a).

The STIVORO advice centre also supports those who want to stop smoking.

The brochure "Stop smoking: You want to and you can" (in Dutch) was developed by
STIVORO in 2010. Approximately 151,690 of these were made available in pharma-
cies, etc.

In 2009, there were about 28 677 instances of use being made of the personal smok-
ing cessation advice service "Advies op Maat" and the online advisory resource for
help with quitting smoking, the "Hulpmiddelenwijzer". The special Advies op Maat for
pregnant women was used 1,906 times.

Since mid 2008 the interactive online course The "Stopsite" offers support free of
charge to people who want to quit smoking. Between August and late December
2010, a total of 2,021 individuals had registered with the website..

Between 2008 and 2009 the number of telephone coaching sessions with STIVORO
declined from 950 to 778. Research has established that telephone coaching has a fa-
vourable effect on smoking cessation attempts (Stead et al., 2006). A special inter-
vention to help smokers with depression to cope with their feelings has been shown
to have a positive effect on the chances of quitting. (Van der Meer et al., 2010).

NIVEL's Netherlands Information Network of General Practice (LINH) includes data on the
number of brief, extended or telephone consultations by support staff in general practic-

es.

In 2009 there were 8.5 consultations about smoking problems per 1 000 registered
patients. Practice support staff conducted a total of 115 283 consultations with people
aged over 15 about their smoking problems.

The registration data do not show whether these consultations comprised proven ef-
fective behavioural interventions (www.nivel.nl/linh).

The use of smoking cessation aids has risen.

Sales of nicotine replacement therapies - patches, chewing gum and tablets - rose
from about 15 million euro for the 2009 calendar year to just over 16 million in 2010
(IMS Health, 2010).

The number of people using bupropion (Zyban®) almost halved, falling from 24 000
in 2007 to 13 000 in 2010.
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e By contrast, the use of the anti-smoking pill, varenicline (Champix®), which was
launched onto the Dutch market in March 2007, rose from 12 000 users in 2007 to 50
000 in 2010. Each user received on average two prescriptions for this anti-smoking
medication (Foundation for Pharmaceutical Core Data, 2010).

Since 1 January 2011, a smoking cessation programme is included as an integral part of

Health insurance cover, under the Health Care Insurance Act.

e This integrated approach consists of a form of recognised behavioural support, and
may be supplemented with proven pharmaco-therapies. Smoking cessation pro-
grammes consisting only of pharmaco-therapy are not eligible for insurance cover
(Parliamentary Report: TK 22894/280, 2010).

e The 2009 reworked guideline on treatment for tobacco addiction by the CBO (Dutch
Institute for Health Care Improvement) serves as the basis for treating nicotine ad-
diction (CBO, 2009). This guideline provides an up-to-date overview of proven effec-
tive smoking cessation support.

Hospital admissions

Of a different scale altogether is the demand made on the health care system due to

conditions caused or exacerbated by smoking.

e 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., 2008).

e This amounts to around 7.5% of the total number of hospital admissions in this age
group.

e Cancer of the respiratory tract, coronary disease and COPD are the most frequently
cited reasons for hospitalisation.

Incidents

The National Poison Information Centre (NVIC) of the RIVM registers information re-

quests made in relation to poisoning from tobacco.

e Most cases involve very young children up to the age of four (see Table 8.5). Nicotine
poisoning in children generally tends to result from having eaten a cigarette butt from
an ashtray.

Table 8.5 Information requests concerning tobacco poisoning from the National
Poison Information Centre (NVIC), 2007-2009

Age 2007 2008 2009
0to 4 yrs 288 327 365
5to 12 yrs 9 6 12
13tto 17 yrs 5 13 14
18 to 65 yrs 32 37 32
> 65 yrs 10 8 14
Age unknown 4 5 2
Total 448 396 439

Number of information requests per year received via the 24 hour helpline. Requests via the website
www.vergiftigingen.info (online since April 2007) are counted since 2008. Source: NVIC, RIVM (Van Velzen et
al., 2010).
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8.6 ILLNESS AND DEATHS

Illnesses

Smoking is linked to cardio-vascular illnesses, lung diseases and cancer.

Table 8.6 shows that lung cancer, COPD, oesophageal, laryngeal, and oral cancer are
caused overwhelmingly by smoking. In 2009 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 § 8.3) 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 calculated 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 com-
pared to the 1996 cohort.

Smoking is the single greatest cause of death among the many avoidable risks that
affect people’s health (Danaei et al., 2009).

There are indications that exposure to nicotine before the age of 15 can result in
permanent attention deficit and impulsiveness disorders (Counotte et al., 2011).

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
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% as a result of more than one hour of pas-
sive smoking weekly (Teo et al., 2006).

The number of heart attacks 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).

Deaths

Smoking is the main cause of premature death in the Netherlands

In 2009 19,245 people aged over 20 died from the direct consequences of smoking,
in the Netherlands (table 8.6), approximately the same number as in 2008. 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 2009. Per 100,000 inhabi-
tants aged over 20, the death rate from smoking was 153 cases in 2009; in 2000
there were 173 deaths.

14% of all deaths in the Netherlands in 2009 among people aged over 20 were direct-
ly 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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Globally, an estimated one in a hundred deaths are due to the effects of passive
smoking. Annually, an estimated 600,000 non-smokers die as a result of inhaling en-
vironmental tobacco smoke (Oberg et al., 2010). The deaths are mainly due to heart
disease, respiratory tract infections, asthma and lung cancer.

Table 8.6 Deaths from a number of illnesses among men and women from age 20.
Survey year 2009"

Total deaths Smoking-related deaths
Iliness Men Women Men Women
Lung cancer 6 427 3533 5 885 (91.6%) 2 585 (73.2%)
COPD 3510 2 741 2 966 (84.5%) 1 885 (68.8%)
Coronary heart disease 6 183 4 481 1710 (27.7%) 549 (12.3%)
Stroke (CVA) 3453 5 602 684 (19.8%) 541 ( 9.7%)
Heart failure 2 550 4 004 435 (17.1%) 204 ( 8.0%)
Oesophageal cancer 1149 420 913 (79.5%) 262 (62.4%)
Laryngeal cancer 162 38 130 (80.3%) 32 (84.2%)
Oral cavity cancer 406 216 374 (92.1%) 118 (54.6%)
Total' 23 840 21 035 13 069 (54.8%) 6 176 (29.4%)

I. Numbers first rounded off for each illness and then added up. Percentages indicate the degree to which
smoking is related to the deaths. 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 tak-
en up smoking in greater numbers, the trend is reversed (Table 8.7).

190

The decline among men until 2003 did not continue in subsequent years. From 2007,
a slight rise is evident.

The opposing trends for men and women have been balancing each other out for
some time. Consequently, total deaths from lung cancer have remained fairly stable
for some years. However, in recent years there has been evidence of a slight rise,
which is related to a stabilisation of the death rate among men and an increase
among women (Figure 8.5).

Figure 8.5 also shows a flattening trend in the number of deaths from COPD.

There is a slightly rising trend for deaths due to other conditions (heart failure, oeso-
phageal cancer, laryngeal cancer and oral cavity cancer).

The death rate from smoking-related coronary heart disease and stroke is on a
downward curve.

TRIMBOS-INSTITUUT



Table 8.7 Deaths from lung cancer as a primary cause of death in the population
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
2009 96 51 73

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 2002
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Number of deaths from smoking. Other conditions are: oral cavity cancer, cancer of the larynx, oesophageal
cancer and heart failure. Source: RIVM, Statistics Netherlands (CBS).

8.7 SUPPLY AND MARKET

Availability of tobacco

Tobacco products are sold through a number of channels, such as tobacconists and con-
venience stores, supermarkets, petrol stations and in bars and restaurants. The market
share of the various sales outlets varies for cigarettes, cigars, rolling tobacco and pipe
tobacco (Table 8.8). Cigarettes, rolling tobacco and pipe tobacco are mainly purchased in
supermarkets. Cigars are mostly bought at petrol stations. Tobacconists and convenience
stores account for only a small share of sales of cigarettes (18%), cigars (27%) and rol-
ling and pipe tobacco (19%).

Table 8.8 Market share of various retailers in the sale of cigarettes, cigars, rolling
tobacco and pipe tobacco. Survey year 2009

Rolling and pipe

Retailer Cigarettes Cigars tobacco Total
Supermarket 43% 28% 55% 46%
Petrol station 30% 38% 19% 27%
'Sl'toobrzcconist/Convenience 18% 27% 19% 19%
Hospitality industry 3% 1% 3% 3%

Other 5% 6% 4% 5%

Total 100% 100% 100% 100%

Market share as a percentage. Source: www.hbd.nl, CBS, SSI, NVS, VNK.
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Since 1 January 2003 it is no longer permitted under the amended tobacco laws, to sell

tobacco products to juveniles aged under 16.

e In 2009, nine percent of 13 to 15 year olds surveyed have tried to buy tobacco pro-
ducts. The number was ten percent in 2007 (Bieleman, et al., 2010b).

e Youngsters attempt to purchase tobacco products from four different kinds of retail
outlets: specialist tobacconists, grocery stores, petrol stations and cigarette ma-
chines. The trend in purchase attempts is moving away from grocery stores (4%),
petrol stations (4%) and cigarette machines (3%), but is increasing among specialist
tobacconists.

e The likelihood that a juvenile aged under 16 will succeed in purchasing tobacco pro-
ducts was at least 90% in 2009, which is the same as in previous survey years.
Nonetheless, 97% of retailers claim that they never sell tobacco to children aged un-
der 16.

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).

e During this period, the percentage of companies that experienced problems in the
introduction of the smoking ban declined from 23% to 12%.

e During the same period, the percentage of companies that experienced problems in
maintaining the smoking ban dropped from 15% to 4%.

The smoking ban is being adapted for the hospitality industry. In fact, for small bars, the
ban is to be lifted completely (www.antwoordvoorbedrijven.nl). The hospitality industry
includes: bars and discotheques, restaurants, cafeterias and snack-bars, sports club can-
teens, theatres, cinemas and museums.

e Research conducted among some 600 venues in the hospitality sector in a total of 25
municipalities has established that in the autumn of 2010 (virtually) no smokers were
found in restaurants, cafeterias, snack-bars, sports club canteens, theatres, cinemas
or museums.

¢ However, smokers were encountered in half (51%) of the bars and discotheques. In
the summer of 2010 this was only 28 percent (Intraval/nVWA, 2010).

Excise duty

e In July 2010, a packet of 19 cigarettes in the most popular price bracket cost 4.80
euro. This converts to 6.32 euro for 25 cigarettes, of which €3.61 is excise tax and
€1.01 is VAT (table 8.9). A packet of rolling tobacco weighing 42.5 grams cost €5.50,
of which €2.67 is excise duty and €0.88 is VAT. Previously, 45 grams could be bought
for the same price (www.kerftabak.nl, www.nu.nl).
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Table 8.9 Cigarette prices and taxes from 1970. Survey date July 2010

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 4.60 3.36 73%
2006 5.00 3.65 73%
2007 5.00 3.65 73%
2009 6.05 4.42 73%
2010 6.32 4.62 73%

Price and taxes in Euro per pack of 25 (converted). Tax includes excise duty and VAT. Source: European Com-
mission (2010).

International Comparison
The taxes imposed on tobacco products differ considerably among EU member states.

e In the EU-15 the excise duty is highest in Ireland and lowest in Luxembourg (Table
8.10). The Netherlands occupies an intermediate position.
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Table 8.10  Cigarette prices and taxes in a number of EU member states. Survey date

July 2010
Country Price Excise duty VAT Excise+VAT e
percentage
Ireland 10.62 6.52 1.84 8.37 79%
U.K. 8.63 5.34 1.29 6.62 77%
France 7.00 4.48 1.15 5.63 80%
The Netherlands 6.32 3.61 1.01 4.62 73%
Germany 6.18 3.59 0.99 4.58 74%
Belgium 6.05 3.57 1.05 4.62 76%
Denmark 6.21 3.41 1.24 4.65 75%
Finland 5.50 3.30 1.03 4.33 79%
Sweden 6.13 3.16 1.23 4.39 72%
Austria 5.00 2.82 0.83 3.65 73%
Italy 4.75 2.78 0.79 3.57 75%
Portugal 4.37 2.70 0.76 3.46 79%
Greece 4.00 2.68 0.75 3.43 86%
Spain 4.25 2.68 0.65 3.33 78%
Luxembourg 4.60 2.62 0.60 3.22 70%

Price. Excise duty and VAT expressed in Euros per pack of 25 cigarettes (converted). Source: European Com-
mission (2010).
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9 TRAFFICKING, PRODUCTION AND POSSESSION OF
ILLEGAL DRUGS

This chapter covers developments in crimes committed in violation of the drug laws
(Opium Act), including investigations into organised crime - insofar as these are regis-
tered by police and law enforcement agencies or have been reported in scientific re-
search. Trafficking, dealing, production and possession of certain drugs are punishable
under law. The drugs in question are named in List 1 and List 2 of the Opium Act. List 1
is an inventory of hard drugs. these include heroin, cocaine, ecstasy, amphetamine and
LSD. List 2 lists the so-called soft drugs. The main drug on this list is cannabis, but magic
mushrooms and GHB are also included.

A summary of recent facts and trends in § 9.1 is followed by a report in § 9.2 on criminal

investigations into organised drug crime. § 9.3 examines the dismantling of drug produc-

tion locations of synthetic drugs. § 9.4 describes offences against the Opium Act in the

criminal justice chain on the basis of:

e charges brought by police and the Royal Military Police (KMar),

e cases registered with the Public Prosecutor,

e disposals by the Public Prosecutor and the Courts in the first instance,

e the percentage of drug law offenders in custody, and

e criminal recidivism by drug offenders (Opium Act and Abuse of Chemical Substances
Prevention Act, WVMC).

The data are derived from police records, registrations of the Public Prosecutor, the
WODC Recidivism Monitor and recent scientific research. The registered data cannot be
generalised to total drug crime, because they do 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 investigating authorities. The registration
data are sometimes incomplete or may not be comparable over time.

The 2009 data were influenced by the introduction of new police and public prosecutor
registration systems. As a result, data on cases disposed of by the public prosecutor and
the courts are not easily compared to previous years. According to the public prosecu-
tor's office (2010), the changes make it appear that there has been a greater decline in
the number of offences than was actually the case.

Registration systems are regularly updated and adapted. This report is based on the
most recent updates. As a result of the changes, the data may differ (slightly) from ear-
lier reported data. The most recent data (2009) are therefore provisional in nature.

The data refer to the period 2002-2009, with the exception of statistics from the WODC
Recidivism Monitor, which uses a longer series, in order to obtain a more complete pic-
ture of recidivism patterns.

The following developments in both criminal investigations and drug legislation are rele-

vant as a background to the numbers:

e Organised crime related to heroin and cocaine, synthetic drugs and hemp cultivation
is targeted by the programme ‘Clamp-down on organised crime’ (T.K.
29911/10,2007). 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 (T.K. 29911/17, 2008). The Public Prosecutor developed the
'programme-based approach' in which various parties (Public Prosecutor, police, re-
venue commissioners, electricity companies, insurers, local authorities) collaborate in

TRIMBOS-INSTITUUT 197



order to thwart the activities of the organised criminals. In 2009 a pilot programme
using this approach was conducted (Flight et al., 2010).
e The intensified activities arising from the ‘Plan to combat drug smuggling at Schiphol
airport’, chiefly targeting cocaine, have become permanent since 2006.
e The same applies since 2007 to efforts aimed at tackling ecstasy, arising from the Bill
'Combined effort to combat XTC'.
e The intensified combating of hemp cultivation is still ongoing (since 2004).
Tackling drug crime takes place partly at local and regional level. An example is combat-
ing hemp cultivation (Flight et al., 2010), for which both criminal law and administrative
law are applied. In the case of criminal investigation and procedures (investigative inqui-
ries, arrests, prosecutions and disposals), the information is stored in national databases,
and thus becomes available to this report.

9.1 RECENT FACTS AND TRENDS

e The majority of criminal investigations conducted into the more serious forms of or-
ganised crime were aimed at drugs, and in the case of hard drugs, most were aimed
at cocaine (§ 9.2).

e Several production locations for synthetic drugs were dismantled; only one of these
involved ecstasy (§ 9.3).

e It seems the total number of cases dealt with by police and the courts has declined,
with hard drug cases showing a decline but soft drug cases an increase (§ 9.4).

e The majority of suspects in Opium Act cases are summonsed, particularly in cases
involving a combination of hard and soft drugs (§ 9.4).

e There are no substantial changes in the percentage of drug offences in total crime
throughout the criminal justice chain, although there are some signs of a decrease (8§
9.4).

e Seven percent of drug offenders will commit a repeat drug offence within a year. This
rises to 28% after ten years (§ 9.4).

e In 2009 it was estimated that public spending on combating drug crime in 2006
amounted to 523 million euro (§ 9.5).

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 Dutch 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 orga-
nised crime (table 9.1).°

Because of changes in registration methods, the data cannot be directly compared
throughout the years. Data within the year groups 2003-2004 and 2006-2009 are com-
parable; 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 investiga-
tions into trafficking in soft drugs.

5 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, 2002-2009

2002 .. 2003 2004 .. 2005 2006 2007 2008 2009
Leliel alFianle Sy 185 .. 221 289 .. 176 333 328 352 272
investigations
- % targeting drugs  63% .. 66% 69% .. 72% 75% 72% 70%  75%
Number of investi-
gations targeting 117 .. 146 200 .. 127 250 235 247 203
drugs
- 04 i i
fo '”V°'V'"gdrr‘j;‘: 83% .. 83% 84% .. 85% 79% 83% 76%  72%
- 0 i 1
oinvolving soft oo 3900 2706 . 41% 60% 67% 65% 67%
drugs
- 0 H 1
involving only 5o, g1 69% .. 59% 40% 36% 35%  33%
hard drugs
- 0 i 1
oinvoving only o0, g705  11% .. 15% 21% 20% 24% 28%
soft drugs
- 0 H 1
%oinvolving hard g0, 200, 16% .. 26% 39% 47% 41%  40%
and soft drugs
Number of investi-
gations involving 97 121 168 108 198 194 188 147
hard drugs
- % cocaine .. 60% 57% .. 54% 68% 77% 76%  78%
- 0 1
7 B 54% 39% .. 44% 43% 40% 46% 41%
drugs
- % heroin v 17%  18% .. 29% 29% 20% 22%  25%

1. 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 Ana-

lysis Group, 2010.

There was a drop in the absolute number of investigations into drug-related organised
crime in 2009.

There was a rise in the relative number of drug-related investigations. Drug-related
investigations still account for the bulk of criminal investigations..

As in previous years, the majority of drug-related investigations involved hard drugs
(also), although there was again a slight drop in 2009. There are also increasingly
fewer cases involving only hard drugs.

The main hard 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). The proportion of investigations into synthetic drugs de-
clined in 2009, whereas heroin-related cases rose again slightly.

Over two-thirds of investigations (67% in 2009) concern criminal organisations that
are (also) involved in soft drugs. Compared to 2008, the percentage of cases invol-
ving only soft drugs has increased. The majority of these concern criminal organisa-
tions 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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9.3 DISMANTLING OF DRUG PRODUCATION INSTALLATIONS

Because there are question marks surrounding the validity of the national data on drug
seizures in 2009, these data are not reported here. There is likely to be some under-
reporting, although it is not clear to what extent. A survey by the Public Order and Safety
Inspectorate (2009) of the problems associated with the registration of seizures shows
that it is difficult to quantify drug seizures in a precise an comparable manner, for exam-
ple in cases where the drugs are impregnated in clothing or dissolved in liquid, particular-
ly when large quantities of drugs are involved. Since 2007 a new protocol has been in
place for the handling and registration of seizures by the police. This was improved on
and further implemented in 2010 (Inspectorate, 2009).

Reports are compiled annually by the Expertise Centre on Synthetic Drugs and Precursors
on dismantling operations involving production locations of synthetic drugs and dumping
of chemical waste from synthetic drug production

(Wouters et al., 2007). These data may also be incomplete, since it is not mandatory to

report numbers to the Expertise Centre. It may be assumed, however, that these data re

more reliable, on account of the Expertise Centre's knowledge and involvement in cases
involving synthetic drugs. The data are therefore reported here..

e In 2009, the dismantling of 24 production installations was registered (table 9.2).
This is three more than in 2008 and nine more than in 2007. The dismantling of pro-
duction installations for amphetamine and other synthetic and designer drugs ac-
counts for most of the increase. Only one MDMA (ecstasy) production installation was
dismantled. Nabben et al. (2010) have identified a slump in the ecstasy market in
2009, at least in Amsterdam. The Expertise Centre reported only one seizure of PMK,
the precursor for MDMA, amounting to 40 litres, which is not a lot. A shortage of PMK
has been identified worldwide. According to the Expertise Centre, the reason for this
may be found in new legislation and controls in the country of source - China.

e In 2009 two locations were found where the pre-precursor, safrol, was being con-
verted to PMK on an experimental basis. According to the Expertise Centre, this is a
new development.

¢ In 2009, BMK (phenylacetone or benzyl methyl ketone) was confiscated for the first
time since 2005. There were four seizures totalling 307 litres, which the Expertise
Centre regards as a relatively small amount.

e 37 storage locations were found for hardware and/or chemicals. This was two more
than in 2008 (table 9.2).

e In 2009 34 instances of dumping of chemical waste from the production of illegal
drugs were registered (table 9.2). This number is lower than in previous years. The
dumps mainly involve waste from amphetamine production.

e Production locations and dumps were mainly reported in the south of the country (not
in table).

e Under the Abuse of Chemical Substances Prevention Act (WVMC), companies are obli-
ged to report suspicious dealings involving registered chemicals to a special registra-
tion department of the Dutch tax information and investigations service (FIOD). In
2009, 59 suspicious cases were reported - the same number as in 2008 but more
than in previous years (not in table).

e According to the Expertise Centre, glass instruments used in the production of syn-
thetic drugs were more difficult for illegal producers to obtain in 2009.
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Table 9.2 Number of dismantled production installations and registered cases of
dumped chemical waste from the production of synthetic drugs 2002-2009.

2002 2003 2004 2005 2006 2007 2008 2009
Production

X . 43 37 29 18 23 15 21 24
installations

Storage locations 14 19 43 44 35 37
Chemical waste 105 95 81 51 42 50 36 34
dumps

Source: KLPD-DNR, Unit Netherlands South, 2010.

9.4 DRUG CRIME IN THE CRIMINAL JUSTICE CHAIN
Drug crime suspects in Police Records

The picture emerging from the (provisional) police figures for 2009 shows a declining
absolute number of drug crime suspects. It also shows a drop in the percentage of hard
drug suspects and an increase in the percentage soft drug suspects (Figure 9.1). Howev-
er, the figures for 2009 are still provisional and (to an unknown extent) influenced by the
introduction of the BVH software system for police records, which means it is difficult to
compare them to previous years' data.

e 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. In 2009 there were
nearly 17,000. The decline can be attributed mainly to a drop in the number of hard
drug cases and cases involving both hard and soft drugs.

e In 2009 44% of suspects were arrested on suspicion of a hard drugs crime; 45%
were arrested for a soft drugs offence; and 10% for a combined hard and soft drugs
offence.

Figure 9.1 Number of drug crime suspects registered by police and Royal Military Po-
lice, by hard and soft drugs, 2002-2009"

Number
25000

15000

10000 — \

5000

—_/_, \
0 2002 2003 2004 2005 2006 2007 2008 2009
=== Opium Act- Total 15790 18877 22269 21895 22008 21436 19852 16668
=== Opium Act- Hard drugs 9338 10843 12035 11084 10978 10682 9524 7400
Opium Act- Soft drugs 4593 5912 7433 8274 7973 7860 7555 7544
=== Opium Act- Hard and soft drugs 1222 1389 2105 2157 2708 2801 2717 1717
=== Opium Act - Other/uknown 637 733 696 380 349 93 56 7

I. Unit of calculation is the number of times that a suspect is booked for an Opium Act offence. Source: HKS,
KLPD/DNRI.
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The proportion of drug offence suspects as a percentage of all suspects did not change
much between 2008 and 2009. During the period from 2002 to 2009, the proportion va-
ried between six and seven percent (table 9.3).

Table 9.3 Percentage of drug crime suspects in total number of crime suspects',

2002-2009
2002 2003 2004 2005 2006 2007 2008 2009
% Opium Act 6.3% 6.8% 7.5% 7.3% 7.3% 6.9% 6.8% 6.5%

Total suspects
(rounded, *1000)

1. Total of all crime suspects, not only Opium Act. Source: HKS, KLPD/DNRI.

252 277 295 299 303 310 290 257

The majority of Opium Act suspects in 2009 were male (table 9.4).

43 percent of suspects in 2009 were first offenders. The remainder were already known
to the police. One third had five or more previous convictions; 16% had more than ten.
Those charged with offences involving hard drugs have a higher number of previous con-
victions than those in soft drug cases. This pattern does not differ from previous years.
The majority of those charged were aged between 18 and 44. Few are younger than 18
or over 55. Soft drug offenders tend to be older than hard drug suspects.
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Table 9.4 Characteristics of suspects of Opium Act violations by hard and soft drugs,

2009"
Hard drugs Soft drugs Both Total™
Total number 6 962 7 221 1685 15 875
Gender Male 87% 83% 85% 85%
Female 13% 17% 15% 15%
Ef”f?ni‘;;uf’f previous 42% 45% 38% 43%
2 11% 13% 13% 12%
3-4 11% 14% 14% 13%
5-10 16% 16% 18% 16%
11-20 9% 8% 11% 9%
21-50 7% 3% 5% 5%
> 51 3% 1% 1% 2%
Age at registration of
last offence (yrs)
12-17 2% 4% 4% 3%
18-24 28% 21% 21% 24%
25-34 34% 29% 33% 32%
35-44 22% 26% 24% 24%
45-54 11% 14% 13% 12%
55-64 3% 5% 4% 4%
> 65 0% 1% 1% 1%

I. The unit of calculation comprises single suspects; each accused is represented only once in the table, even if
a suspect is booked for Opium Act offences more than once in year. II. In seven cases the type of drug is un-
known. 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, including the current case, are
meant. Source: HKS, KLPD/DNRI.

Registration of Opium Act cases at the Public Prosecutions Department

As a rule, official reports of (presumed)drug law violations are forwarded by the police to

the offices of the Public Prosecutor. However, not all incidents are forwarded. For some

offences, the police have the authority to offer the option of a fine, such as in the case of
possession of less than 0.5 grams of heroin or cocaine. Payment of the fine means the
case is disposed of and not forwarded to the Public Prosecutor.

Figure 9.2 shows the number of cases registered with the Public Prosecutor's Office. Si-

milarly to police records, a declining trend in total number of cases is visible, with a de-

cline in the percentage of hard drug cases, but a rise in the percentage of soft drug ca-
ses.

e In 2009, according to the data supplied, over 17,000 Opium Act cases were regis-
tered by the Public Prosecutor, fewer than in 2008. It should be noted that data for
2009 are provisional and that a relatively higher number of cases forwarded have not
yet been registered by the Public Prosecutor, compared to previous years. This can be
explained by the introduction of the Integrated System for Case-Management in
Criminal Law (GPS) in 2008. 42 percent of the decline in numbers appearing before
the courts can be attributed to this (De Heer-de Lange & Kalidien, 2010; Public Prose-
cutor, 2010). According to the Public Prosecutor, other factors that may have caused
the decline include, in particular, a reduction in frequently occurring crime, the im-
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plementation of the BVH police registration system and the introduction of out-of-
court disposals. The exact effect of these on the number of Opium Act cases regis-
tered is unknown.

e The percentage of soft drug cases in 2009 exceeded that of hard drug cases (52 per-
cent versus 44 percent). A minority of cases (four percent) involved a combination of
both.

e The bulk of Opium Act cases involves drug production and trafficking (60%). 40% of
cases involve possession (not in figure).

e The ratio is different for hard drugs compared to soft drugs. For soft drugs, 70% of
offences involve production or trafficking, while 30% involve possession. By contrast,
in the case of hard drugs, 51% of offences involve production or trafficking, whereas
49% involve possession (not in table). It is not clear from the data what the quanti-
ties of the drugs are. The Public Prosecutor's guidelines for investigations and press-
ing charges state that cases involving possession of small quantities of drugs that are
can be considered to be for own use should be dismissed (by the police or the Public
Prosecutor). If charges are pressed, the emphasis should be on referral to treatment
(Public Prosecutor's Office, 2010). If larger quantities are involved, which can no
longer be considered to be for own use, then the suspect(s) should be arrested and
charged. In all cases, the drugs are confiscated.

e The share of drug law offences (expressed as a percentage of total cases) tends to
vary between seven and eight percent, and 2009 is no exception to this (table 9.5).
The lower number registered by the Public Prosecutor (in absolute figures) appears to
reflect a declining trend across the board and does not only apply to violations of the
Opium Act.

Figure 9.2 Number of Opium Act cases registered with the Public Prosecutor, by hard
and soft drugs®, 2002-2009

Number
25000 -

20000 - /\——-\

15000 -

10000 1 —//\

=y
5000 -
] 20;2_- 2003 2004 2005 2006 2007 2008 2009
=== Opium Act total 16617 18233 21947 20196 20310 19400 18854 17057
o= -Hard drugs 9502 10307 11972 9923 9910 9471 9084 7422
-Soft drugs 6613 7283 9248 9497 9544 9199 9045 8942
=== _Hard and soft drugs 455 612 695 716 822 677 671 645
«===_Unknown 47 31 32 60 34 53 54 48

I. More than one case may be registered per accused. II. A small number of Opium Act cases cannot be allo-
cated to any of the categories. These cases have not been included in the figures. Source: OMDATA, WODC.
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Table 9.5 Opium Act cases as a percentage of the total cases before the Public Prose-
cutor, 2002-2009
2002 2003 2004 2005 2006 2007 2008 2009

6.5% 6.6% 8.0% 7.5% 7.5% 7.1% 7.1% 7.3%

% Opium Act cases
275 264 234

Total cases (rounded, *1000) 255 274 276 269 270
Source: OMDATA, WODC.

Disposals of Opium Act cases by the Public Prosecutor

In 2009 the majority of those accused of drugs offences were prosecuted in court by
the Public Prosecutor (summonsed) (figure 9.3). This is the same as in 2008, but the
percentage is lower than in the period 2002-2007.

Nearly a quarter of Opium Act cases culminate in a financial order. In this respect,
there is virtually no change compared to 2008, but the percentage of cases is higher
than in the preceding years.

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 air-
port.® Since 2005, the percentage of dismissals on policy grounds has been declining,
but is still higher than prior to 2004.

Dismissals on technical grounds accounted for seven percent of cases in 2009. Joind-

ers rarely occur.

Opium Act cases disposed of by the Public Prosecutor (in %), 2000-2009"

Figure 9.3
%
80%
70% -
60% -
50% -
40% -
30% -
20%
10% -
0% 2002; N | 2003;N | 2004;N | 2005;N | 2006;N | 2007;N | 2008;N | 2009; N
=15987 | =17937 | =20942 | =19833 | =20538 | =18554 | =18840 | =17272
M Summons 71% 72% 61% 65% 66% 66% 62% 62%
M Financial order 18% 18% 20% 19% 21% 22% 24% 23%
Policy dismissal 3% 3% 10% 8% 6% 5% 6% 6%
M Technical dismissal 5% 5% 7% 6% 5% 5% 6% 7%
MJoinder 3% 3% 2% 2% 2% 2% 2% 2%

1. Totals (N) exclude administrative dismissals and transfers. Source: OMDATA, WODC.

As in previous years, there were clear differences in 2009 in the way hard drugs cases,
soft drugs cases and cases involving both were dealt with by the Public Prosecutor (Fi-

gure 9.4 a-c):
Summonses are more often issued for hard drug cases than for soft drug cases. The

percentage of summonses is highest for cases involving a combination of hard and
soft drugs.

6 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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e Financial orders are most common in soft drug cases, and least common in combined
hard and soft drug cases.

e Dismissals on policy grounds are relatively common in cases involving only hard
drugs and are rare in cases involving only soft drugs or combination of hard and soft
drugs. Dismissals on technical grounds are the least common in combination cases

Figure 9.4 Opium Act cases disposed of by the Public Prosecutor by type of decision,
2002-2009, (a) hard drugs, (b) soft drugs, (c) hard and soft drugs®

(a) Opium Act - Hard Drugs
%

90% 1
80% -
70%
60%
50%
40%
30%
20%
10%
0%
2002; N | 2003; N | 2004; N | 2005; N | 2006; N | 2007; N | 2008; N | 2009; N
=9213 | =10328 | = 11479 | =9889 | =10044 | =9137 | =9153 | =7624
BSummons 80% 80% 61% 64% 67% 68% 67% 67%
M Financial order 8% 9% 10% 13% 15% 17% 18% 18%
HWPolicy dismissal 3% 3% 17% 13% 9% 7% 8% 8%
ETechnical dismissal| 6% 5% 10% 7% 6% 5% 5% 6%
M Joinder 3% 3% 3% 3% 2% 2% 3% 2%
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(b) Opium Act - Soft drugs

%

70% -
60% -
50% -
40%
30% -
20% -
10% -
0% -
2002; N | 2003; N | 2004; N | 2005; N | 2006; N | 2007; N | 2008; N | 2009; N
=6249 | =6996 | =8761 | =9158 | =9680 | =8674 | =8970 | =8949
ESummons 55% 60% 58% 63% 63% 62% 57% 58%
B Financial order 35% 31% 34% 27% 27% 27% 31% 29%
=Policy dismissal 3% 3% 2% 3% 3% 4% 4% 4%
ETechnical dismissal 5% 4% 4% 4% 5% 6% 6% 7%
W Joinder 2% 2% 2% 2% 2% 2% 2% 1%
(c) Opium Act - Combined hard and soft drugs cases
%
100% -
90% -
80% -
70% -
60% -
50% -
40%
30% -
20% -
10% -
0%
2002; N | 2003; N | 2004; N | 2005; N | 2006; N | 2007; N | 2008; N | 2009; N
=476 =589 =672 =736 =780 =706 =662 =662
ESummons 87% 86% 86% 86% 83% 82% 83% 80%
M Financial order 4% 8% 8% 6% 10% 12% 11% 11%
=Policy dismissal 1% 2% 1% 2% 2% 1% 1% 2%
MTechnical dismissal 5% 3% 4% 4% 3% 3% 2% 4%
HJoinder 2% 1% 1% 2% 2% 3% 2% 2%

I. Total numbers (N) exclude administrative dismissals and transfers.

Disposals by the courts (in the first instance)

Opium Act cases disposed of by the courts likewise show a declining trend in absolute
numbers, with a downward trend in the proportion of hard drug cases but a rising trend

in the proportion of soft drug cases (Figure 9.5 and table 9.6).
e In 2009 the courts disposed of over 10,000 drug law cases, fewer than in 2008.
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e Hard drug cases accounted for 49 percent of all Opium Act cases (51% in 2008) and
soft drug offences accounted for 47% of cases (45% in 2008). A small percentage in-
volved cases with both hard and soft drugs (no change).

e Violations of the Opium Act accounted for around eight percent of the total number of
cases disposed of in Dutch courts in 2009. There are signs of a declining trend in the
share of Opium Act cases since 2006.

Figure 9.5 Number of cases disposed of by the courts in the first instance, by hard
and soft drugs, 2002-2009"

Number
14000
12000 - /\__/\
10000
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2000 -
0
2002 2003 2004 2005 2006 2007 2008 2009
=== Opium Act total 10698 12711 12143 12188 13007 11804 11412 10562
=== -Hard drugs 7050 8312 7007 6356 6521 6011 5810 5142
-Soft drugs 3289 3996 4662 5303 5891 5305 5166 4939
=== _Hard and soft drugs 334 398 465 522 576 481 430 461
=== _-Unknown 25 5 9 7 19 7 6 20

I. More than one case may be registered per accused. Source: OMDATA, WODC.

Table 9.6 Percentage of cases disposed of in court in the first instance, by hard and
soft drugs, 2002-2009"

2002 2003 2004 2005 2006 2007 2008 2009
% Opium Act 83% 8.6% 83% 84% 89% 8.5% 82% 7.6%
Total cases (rounded, *1000) 129 148 146 145 147 139 140 139

1. More than one case may be registered per accused. Source: OMDATA, WODC.
Penalties imposed

Figure 9.6 shows the number of community service orders (partly suspended) detention
orders and fines imposed by the courts in the first instance during the period 2002-2009.
The graph also shows how many cases were disposed of by the Public Prosecutor with a
financial order.

e In 2009, the same number of community service orders as (partly suspended) deten-
tion orders were imposed on drug offenders. There is little difference compared to
2008.

e The average duration of a community service order was slightly shorter in 2009 com-
pared to previous years. On average, 96 days of community service were imposed
(table 9.7).
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e For a drugs offence, the average duration of a custodial sentence in 2009 was 305
days, roughly the same as in 2008, but less than in preceding years (table 9.7).
(Partly suspended) custodial sentences were mainly imposed for smuggling, produc-
tion or trafficking of hard drugs between 2002 and 2008; community service orders
were mainly handed down for smuggling, production or trafficking of soft drugs,
(Wouters et al., 2007).

e Financial orders by the Public Prosecutor are least common for Opium Act offences.
The median amount was €250 in 2009; this is 20 euro more than in the previous
year, but does not deviate from the longer term trend (table 9.8).

e In 2009 nearly 1,500 fines were imposed by the courts. The median fine amounted to
370 euro in 2009, which is 30 euro less than in the previous year, but is relatively low
over the long term (table 9.8).

Figure 9.6 Penalties in Opium Act cases, 2002-2009"

Number
7000 A
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0 2002 2003 2004 2005 2006 2007 2008 2009

=== Community service order 3052 3870 4390 5127 5653 4699 4105 3649
=== nsuspended detention order| 5761 6405 5394 4843 4767 4232 4285 3610
Financial order 993 1118 1316 1174 1064 990 969 752

= rFine 1813 1864 2110 1830 1798 1614 1651 1487

Source: OMDATA. Data processing, WODC.

Table 9.7 Average duration (days) of community service orders and (partly sus-
pended) custodial sentences imposed for Opium Act violations, 2002-2009

2002 2003 2004 2005 2006 2007 2008 2009
Community service orders 120 128 117 112 113 106 102 96
Custodial sentences 430 389 377 335 310 341 301 305

Source: OMDATA. Data processing, WODC.

Table 9.8 Amount (median, in euros) of fines and financial orders in Opium Act ca-
ses, 2000-2009

2002 2003 2004 2005 2006 2007 2008 2009
Financial orders 220 250 250 270 250 250 230 250
Fines 500 500 480 500 490 400 400 370

Source: OMDATA, Data processing: WODC.
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Drug offenders in Dutch prisons

The percentage of Opium Act cases in all custodial sentences is relatively large. Of the
10,269 detainees in custody on 30 September 2009, 22% had been convicted of a drugs
offence (figure 9.7). This is virtually the same as the percentage in previous years (table
9.9). Opium Act offenders are the second largest category of offenders. Those convicted
of violent crime are the largest group.

Figure 9.7 Percentage of Drugs Offenders in custody’ compared to five other groups of
offenders. Survey date 30 September 2009

5%

229
% H Violent crimes

H Property crime
46%  mPublic order offences
B Traffic offences
3%
4%

B Drug crime
H Other

20%

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 Directorate
(TDBV) by drug couriers and illegal immigrants. Source: De Heer - de Lange & Kalidien, 2010.

Table 9.9 Percentage of drug offenders in the prison population, 2006-2009', survey
date, 30 September 2009

2006 2007 2008 2009
% Opium Act 21% 23% 23% 22%
Total prison population 12 052 11 109 10 424 10 269

Criminal recidivism among drug offenders

Table 9.10 shows the percentage of offenders who have been convicted of a drugs of-
fence and are later charged with a new drugs offence. A selection has been made from
the WODC Recidivism Monitor of individuals who were convicted irrevocably at least once
of a drugs offence (either under the Opium Act or the Abuse of Chemical Substances Pre-
vention Act, WVYMC) in the 1997 to 2007 period. These are offences that come before the
Public Prosecutor and do not culminate in acquittal, dismissal or a judgement on techni-
cal grounds. The data are corrected for variables including time spent in custody. The
offenders were then followed up to see whether they came before the Public Prosecutor
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for another drugs offence within a specific period following the original crime for which

they were convicted. This is known as 'special recidivism' (Wartna et al., 2008).

e The longer drug offenders are monitored after their conviction, the more the rate of
recidivism rises.

e After eight to ten years, on average a quarter have been in contact with the law for a
drugs offence. For an average of three quarters of drug offenders, no new drugs of-
fence is registered.

e In the cohorts of the most recent years under review (2006 and 2007), the preva-
lence of recidivism over a period of one to four years is relatively low, compared to
cohorts from earlier years. A drop in recidivism has been observed among all catego-
ries of offenders in recent years (Wartna et al., 2010).

e By comparison with offenders from seven other categories (violent crimes and sex
crimes, property crimes, with or without violence, road traffic offences public order
and other offences, recidivism is relatively low among drug offenders: they occupy
sixth place on this list (REPRIS, 2009).

Table 9.10  Prevalence (in cumulative % of recidivist offenders) in new criminal pro-
ceedings for a drugs offence (Opium Act or WVMC), by observation period
(special recidivism)

Observation period

S 2 3 a 5 6 7 8 9 10
Year and Number
1997 (n = 8 391) 75 11.5 143 16.3 184 20.5 22.1 23.5 24.8 26.1
1998 (n = 9 155) 6.6 10.8 14.0 169 19.2 21.5 232 251 262 27.2
1999 (n = 8 825) 71 11.9 153 185 21.0 23.4 254 27.0 281 29.4
2000 (n = 8 527) 6.7 11.5 15.3 18.9 21.6 23.7 258 27.3 28.4 29.2
2001 (n = 9 751) 7.6 12.1 16.0 189 21.3 23.1 24.6 259 26.7
2002 (n = 11 775) 6.4 102 12.7 142 154 16.6 17.5 18.1
2003 (n = 13 788) 8.4 13.4 16.7 19.5 21.5 23.0 24.2
2004 (n = 16 339) 73 11.8 148 17.3 189 20.1
2005 (n = 15 444) 6.9 11.0 13.9 16.3 17.7
2006 (n = 15 896) 6.3 9.9 127 147
2007 (n = 14 576) 58 9.6 11.9
’;;’fi;zge overobservation o 415 143 171 19.4 21.5 23.3 245 26.8 28.0

Source: WODC-Recidivism Monitor, 2010.

Figures 9.8 and 9.9 shows a further breakdown of recidivism: special recidivism of hard
drugs offenders involving a new hard drugs offence; and recidivism of soft drugs offend-
ers involving a new soft drugs offence.

e On average, seven percent of hard drugs offenders were in trouble with the law with-
in a year on account of a crime involving hard drugs (Figure 9.8).

e The percentage is lower for soft drugs offenders: five percent are in contact with the
law within a year on account of a soft drugs offence (Figure 9.9).

e After eight to ten years, around one fifth of hard drugs offenders have committed a
repeat offence involving hard drugs. The figure is one quarter for soft drugs offend-
ers.

e Cohorts of hard and soft drugs offenders from more recent years show a lower level
of recidivism than those from earlier years.
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Figure 9.8 Prevalence (in cumulative % of recidivist offenders) of new criminal pro-
ceedings for a hard drugs offence for successive cohorts of hard drugs of-
fenders (1997-2007), by observation period (1-10 years)
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Source: WODC-Recidivism Monitor, 2010.
Figure 9.9 Prevalence (in cumulative % of recidivist offenders) of new criminal pro-

ceedings for a soft drugs offence for successive cohorts of soft drugs of-
fenders (1997-2007), by observation period (1-10 years)
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We see from both general recidivism (the new contacts with the law arising from any
crime, irrespective of the type or severity of the offences committed) and serious reci-
divism (offences carrying a statutory sentence of at least four years; Wartna et al.,
2008), that there are differences between hard drugs offenders and soft drugs offenders
(table 9.11).

e The prevalence of general recidivism is consistently higher among hard drugs offen-

ders.
e Prevalence of serious recidivism is also higher among hard drugs offenders.

This indicates that hard drugs offenders are more likely to become involved in crimes of
different types and also in more serious crimes than soft drugs offenders. This is in line
with the findings in 9.4, that suspects in hard drugs cases have a longer police record
than suspects in soft drugs cases.

Table 9.11  Prevalence (average of 1997-2007 cohorts, in cumulative % of recidivist
offenders) of general and serious recidivism among drug offenders, by ob-
servation period and by hard or soft drugs offenders

Observation period in
years
General recidivism
-Hard drugs offenders 24.3 34.5 40.6 454 489 51.8 54.6 56.8 58.6 60.7
-Soft drugs offenders 21.0 31.4 37.7 424 459 48.7 51.0 52.1 53.1 54.0
Serious recidivism
-Hard drugs offenders 18.8 27.3 32.4 36.7 39.9 42.7 456 47.7 49.5 514
-Soft drugs offenders 15.0 22.9 279 32.0 35.0 37.5 39.6 40.7 41.6 42.2

Source: WODC-Recidivism Monitor, 2010.

1 2 3 4 5 6 7 8 9 10

9.5 COSTS OF DRUG CRIME

Moolenaar (2009) has made an estimate of the costs incurred by the justice system for
combating drug crime. These includes the costs of prevention, detection and investiga-
tion, pressing charges, imposing sanctions and providing support to victims and perpe-
trators. Moolenaar presents the various approaches that result in different outcomes.
The data are limited and the outcomes appear to depend on the definitions and calcula-
tion methods used. Moreover, the estimates have to be made on the basis of certain as-
sumptions. Based on the best possible method, Moolenaar arrived at an estimate of 523
million euro for 2006.
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10 DRUG USERS IN THE CRIMINAL JUSTICE SYSTEM

This chapter deals with drug users who have who have ended up in the criminal justice
system for breaking the law. Below follows a description of the crimes they are accused
of, what is known about their individual characteristics and their drug use (§ 10.2), what
is known about drug-related public nuisance (§ 10.3) and which criminal justice mea-
sures and interventions are applied to this target group (§ 10.4). The data are derived
from police records, registrations of the probationary aftercare service, the National
Agency of Correctional Institutions (DJI), and recent scientific research, such as reports
by the Comprehensive Safety Monitor. Drug use among convicted offenders is not syste-
matically registered, either by the police, the Public Prosecutor or the Prisons. The data
reported here only shed light on drug users who are on the police radar and are regis-
tered as ‘users’ by the law enforcement agencies. Because the judicial authorities do not
systematically inquire about drug use among suspects and detainees, some of the drug-
using population within the criminal justice system remains outside the statistics.

Paragraph 10.1 gives an overview of the most important findings in 2009.

10.1 RECENT FACTS AND TRENDS

e Drug-using suspects in police files are mainly arrested on account of property crimes
and crimes involving violence (§ 10.2).

e Drug use among juveniles in penitentiaries is relatively high (§ 10.2).

e Almost 5% of the Dutch population experiences public nuisance related to drugs (8§
10.3).

e There is an increase in the number of locations where joint smoking is banned (§
10.3).

e There is evidence of a rising trend in the number of activities aimed at drug users
conducted by the probationary aftercare services within the criminal justice system (8§
10.4).

e Five Penitentiary Psychiatric Centres have been set up, with 700 special treatment
places, part of which has been purchased by the criminal justice system for mental
health/addiction treatment. Priority is being given to addicts with triple problems (§
10.4).

e Convicted addicts are increasingly being referred to treatment outside custody, main-
ly to non-clinical psychiatric or addiction care. (§ 10.4).

e The Institution for Prolific Offenders (ISD)houses virtually only problem drug users,
most of whom are participating in a programme regime with behavioural interven-
tions, either while in custody or on the outside (§ 10.4).

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 rea-
sons 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 be-
cause 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
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of this. It is highly 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. The data for 2009 are provisional.

e According to the information supplied, in 2009, the average age of suspects catego-
rised as drug users was 40. The average age has risen in recent years.

e 92 percent are male and 43 percent live in one of the four major cities in the Nether-
lands (= 250,000 inhabitants).

e 79 percent come into contact with the police for an offence on more than 10 previous
occasions; 24% had over 50 previous encounters.

Figure 10.1 gives a breakdown of the types of offences for which drug-using suspects
were arrested.

e Non-violent property crimes are the most common offences (50% in 2009). These are
followed by violent crimes (35%, excluding violent theft), public order offences and
Opium Act violations (both 19%).

e After a drop between 2002 and 2007, the percentage of drug-using suspects arrested
for a property crime (with or without violence or extortion) more or less stabilised be-
tween in 2007 and 2009. The percentage arrested for other violent crimes (not prop-
erty crimes) rose until 2007, but not after that year.

e Since 2006 there is also evidence of a declining trend in the percentage of drug of-
fences.

e Since 2007 there has also been a drop in the percentage of public order offences.

e Road traffic offences have increased gradually throughout the years.

A possible explanation for the earlier downward trend in property crime can be found in
the research of Vollaard (2010). This research examines the effect of offenders being
detained in an ISD, and concludes that this has led to a 30% reduction in house and ve-
hicle break-ins. This, together with the fact that most ISD participants are drug users,
points to the ISD as a contributory factor towards this trend. A possible explanation for
both the drop in property crime and the increase in violent crime is that there are fewer
opiate users and more users of crack/cocaine (Cruts & Van Laar, 2010; Tollenaar & Van
der Laan, 2010). The trends in type of crime shown in Table 10.1 are also evident in
overall crime statistics in the Netherlands (De Heer-de Lange & Kalidien, 2010).
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Figure 10.1 Type of offence by suspects classified by police as drug users, 2002-2009"
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MProperty crimes 63% 58% 56% 53% 50% 49% 51% 50%
m\Vjolent theft/extortion 12% 11% 10% 8% 8% 8% 7% 6%
® Other violent crimes 22% 23% 24% 24% 26% 29% 28% 29%
HEDrug offences 19% 22% 23% 24% 25% 21% 21% 19%
WVandalism/public order|  23% 23% 23% 22% 23% 24% 22% 19%
HRoad traffic 10% 10% 11% 11% 11% 12% 13% 13%
M Sexual violence 1% 1% 1% 1% 1% 1% 1% 1%
mQOther offences 10% 11% 1% 11% 10% 1% 10% 11%

1. Suspects may be accused of more than one type of crime. Source: HKS, KLPD/DNRI.

Violent crimes committed under the influence of a substance

A recent survey was conducted among victims of serious (evident) domestic violence,
in which they were asked why they thought they had been abused. Alcohol use by the
offender was cited in 16% of cases, and drug use by the offender in 10% of cases
(Van Dijk et al., 2010).

Research conducted among perpetrators of domestic violence found that within the
population of offenders in probationary aftercare, in 28.3% of domestic violence cas-
es, the offender has a drugs problem, and in 42.8% of cases the offender has alcohol
problems (Van der Knaap et al., 2010).

In the forensic population, substance misuse is often found among perpetrators of
partner abuse; in a random sample conducted in a large outpatient forensic popula-
tion, 50% of those receiving treatment in connection with partner abuse offences also
suffered from disorders related to substance use. (Kraanen et al., 2010).

Prosecutions for Driving under the Influence

Driving under the influence (DUI) - of alcohol or drugs - is an offence under the Road
Traffic Act. The offence is punishable by a fine, suspension of driving licence, prison sen-
tence, or a mandatory course attendance (and from 2011 for heavy drinkers the fitting of
an ignition alcohol lock, combined with a mandatory support programme and application
of the recidivism measure).

In 2009 over 29,000 DUI cases were registered with the Public Prosecutor (De Heer -
de Lange & Kalidien, 2010). This figure is lower than in 2008, when there were over
36,700 cases. In 2009, DUI accounted for 12.7 percent of all cases sent to the Public
Prosecutor. This percentage is lower than in 2008, when it was 14.4 percent.

In 2009 the courts disposed of over 21,000 DUI cases in the first instance. This com-
pares to over 19,000 in 2008.

TRIMBOS-INSTITUUT 217



The majority of these cases involved driving under the influence of alcohol (see also §
7.6). With regard to driving under the influence of drugs, there are as yet no reliable fig-
ures available. These cases are difficult to detect to date, owing to the lack of managea-
ble detection instruments. However, an amendment to the 1994 Road Traffic Act is cur-
rently being prepared. In 2010 a recommendation was made that limits should be pro-
posed for the level of a drug legally permitted while driving. (Recommended legal limits
for drugs, 2010). It is proposed that the drug level should preferably be determined by a
blood test. A saliva test would be used first, for screening, although this test is not avail-
able for testing all drug types (T.K. 29398/172, 2009). The Minister of Security and Jus-
tice expects that the new proposal will be submitted to parliament in the spring of 2011
(T.K. 29398/236, 2010).

Drug use and drug problems among detainees

In 2009, substance use among male adolescents in ten (of a total of twelve) youth peni-

tentiaries (JJI) in the Netherlands was examined (Kepper et al., 2009; see also previous

chapters, under 'Usage among juveniles, special groups) The juveniles (and young
adults) had been in temporary custody for at least five weeks (38%), were convicted

(7%) or had been given a PIJ order (55%; PIJ stands for Placement in an Institution for

Juveniles). The average age was 17.6 years. It was found that:

e There was a high rate of alcohol and drug use prior to detention or temporary custo-
dy.

e More than half of the juveniles aged 13 and 14, for example, had used cannabis in
the past month.

e De JJI offenders had also used more hard drugs, such as ecstasy, cocaine, crack co-
caine, amphetamine, LSD, or heroin; 20 percent had ever used a hard drug.

e Two thirds (65%) of the group reported cannabis use since being in custody. 64%
had used the cannabis in the institution itself.

e Usage of hard drugs had declined since the start of detention or temporary custody.
Six percent had used hard drugs in the institution, and this occurred in three of the
ten institutions examined.

e 90 percent of the JJI juveniles reported that it was easy to procure cannabis in the
institution. 75% indicated that it was also easy to get hard drugs.

On foot of these findings, the Minister for Security and Justice has announced measures
to address this problem, consisting of stricter controls on drug use in these institutions,
in combination with preventative activities (T.K. 24587/392, 2010).

The most recently published research among adult detainees is by Bulten and Nijman
(2009). They report on 191 randomly selected male detainees in the penitentiary institu-
tions in the city of Vught, during the initial phase of their sentence.

e 29.8 percent (with a margin of 23.3 percent to 36.3 percent) of the detainees had
battled a drug addiction during the past year, as measured with the Mini international
neuropsychiatric interview, and classified according to the DSM-III-R. The type of
drug involved is not specified.

e 27.7 had an alcohol addiction.

There is little evidence of injecting drugs or sharing needles during detention in the Neth-
erlands (Wouters et al., 2010).
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10.3 PUBLIC NUISANCE BY DRUG USERS

The Comprehensive National Security Monitor 2009 (2010) contains information on re-
ported drug-related public nuisance. This monitor reports the experiences of almost
200,000 inhabitants of the Netherlands from the age of 15, living in a private household.
A questionnaire is completed - via internet, in writing, by telephone or in a face-to-face
interview. The questions asked include whether public nuisance of a threatening nature is
experienced in the neighbourhood. N.B., questions are not asked about offences as such,
but about nuisance experienced that could be described as drug-related nuisance. It
must be borne in mind that 'nuisance' can be understood in a number of different ways -
in subjective terms and depending on specific contexts. There is no strictly limited or uni-
versally valid definition of the term (Koemans, 2010).

e 4.9 percent of the residents surveyed indicated that they had experienced drug-
related public nuisance in 2009. In 2008 the figure was 4.8 percent - not a significant
difference.

e 2.7 percent of the respondents consider drug-related nuisance to be the most urgent
problem in their neighbourhood. On this point, drug-related nuisance scores low.
There is no significant difference compared to the previous measurement from 2008.

e The largest percentage of drug-related nuisance was reported in South Limburg
(12.1%). Second was Amsterdam-Amstelland (7.3%). These were followed by Rot-
terdam-Rijnmond (6.5%) and Central and West Brabant (6.2%). These four regions
score significantly higher than the national average.

At local level, in the nightlife scene and at large-scale parties, there is evidence of in-
creasing detection and/or prosecutions for drug dealing, drug possession and open drug
use (National Administration, 2009; Nabben, 2010). An inventory compiled by the Bon-
ger Institute of Criminology of the University of Amsterdam shows that in the first quar-
ter of 2009, 81 municipalities had introduced a ban on smoking joints in a public place.

e All 441 municipalities were consulted when the list was being compiled; 289 (66%)
municipalities reported whether they had implemented a ban or not.

e Thirteen municipalities reported that a possible ban was in the pipeline. Once imple-
mented, the ban is included in the General Local Directives; these are based on the
municipal laws (Blekkenhorst & Winter, 2009). They are founded on the authority
that rests with municipalities to tackle public nuisance in their own public spaces
(Koemans, 2010; www.hetccv.nl).

e It is not known which sanctions have been imposed for breaches of the ban or whe-
ther use has been made of administrative law proceedings or criminal law procee-
dings.

In late 2010 a ban on joint-smoking was also imposed at five Regional Education Centres
in Rotterdam (Aanvalsplan, 2010).

10.4 MEASURES AND INTERVENTIONS FOR DRUG USERS IN THE
CRIMINAL JUSTICE SYSTEM

In this section the following are discussed:

e The clients and activities within probationary aftercare

e Treatment possibilities as an alternative to prosecution and sanctions

e The measure ‘Placement in an Institution for Prolific Offenders’ (ISD).

Probationary Aftercare of addicts
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For the entire year 2009, 18,878 clients were registered with the Mental Health Probatio-
nary Aftercare Foundation’ (www.svg.nl). In 2007 over 17,000 clients were registered
with probationary aftercare and in 2008 over 18,000. On the survey date 31 December
2009, over 15,800 were registered.

e The clients' average age is 37.6 years.

e 92 percent are male.

e The majority (83%) have Dutch nationality.

Information about clients in probationary aftercare for addicts is available via the Patient
Monitoring System (CVS). This information is also linked to the National Alcohol and
Drugs Information System (LADIS), of (outpatient) addiction care. This enables specific
information to be made available about the type of drug in the addiction and the extent
to which probationary aftercare clients also make use of (voluntary) treatment for their
addiction (Table 10.1). However, this information is not available regarding all clients.

e Around half of the clients are single. Scarcely any clients have an education level of
HBO (higher vocational) or higher. Most have had problems with substance use - as
far as is known - for more than five years. A sizeable group has had addiction pro-
blems for more than ten years.

e The primary substance problem in most cases is alcohol use. This percentage is ri-
sing.

e Of the drug-using group, most have problems with cocaine/crack. This percentage
showed a drop.

e Opiates constitute the primary problem in of 12% of cases. The percentage of opiate
users is clearly declining.

e 9% had a primary cannabis problem in 2009. This percentage has been stable in re-
cent years.

e Over one third of clients in 2002-2009 are alternately voluntary clients of the addic-
tion care services and enforced clients of probationary aftercare.

" the Mental Health Probationary Aftercare Foundation (SVG) is a network organisation consisting of a cen-
trally manned office and eleven addiction care institutions that are certified for probationary aftercare.

220 TRIMBOS-INSTITUUT



Table 10.1

Clients 2002
Total number 12 356
Primary problem al- 38%
cohol use

Pr|.mary problem co- 27%
caine/crack

Prlmary problem 24%
opiate use

Prlmary problem can- 6%
nabis use

Duration of problem o
> 10 yrs SRR
Clients in alternating
treatment and proba- 35%

tionary aftercare

2003 2004 20051
13635 14100 13234
40% 42% 46%
27% 26% 24%
21% 19% 16%
7% 7% 8%
43% 43% 43%
36% 36% 36%

2006
16 385

47%

23%

15%

8%

43%

37%

Clients of probationary aftercare for addicts 2002-2009"

2007
15914

47%

23%

14%

9%

42%

37%

2008
14 674

48%

23%

14%

9%

41%

38%

I. This information is not available for some of the SVG clients. Source: Healthcare Information

(IvZ), 2010.

2009
14 816

50%

22%

12%

9%

36%

38%

Foundation

e In 2009, over 49,000 activities for clients were conducted by the probationary after-
care services. This reflects a rising trend (table 10.2). The number of contacts with

clients is also rising.

e Supervision of convicted offenders, diagnoses and compiling advisory reports are the

most frequently performed activities in recent years.

e For establishing diagnoses the standardised instrument 'RISc' (Risk estimation scales)
plays an important role. In 2009 this instrument was used more than 5,700 times.

Table 10.2

aftercare interventions, 2002-2009","

Interventions 2002
Early treatment 3629
Early intervention 995
Referral to care 1568
Supervision 2407
Ss:ggi:sural inter- 1696
Work orders 3382
Education orders 139
(Advisory) reports™ 7587
Diagnoses

Reintegration plan

Total activities 31451
Total contacts with 37956

clients

2003
4305
922
2115
3726

2566

4098
217
8746
10615

43900
40848

2004 2005
4110 3962

889 1152
2254 2081
4919 5454
2929 2806
4650 4904

241 286
8369 8454
10605 11504
39994 40603
61629 66041

2006
4400
1494
3226
7880

2624

5293

360
8931
9935

44143
96056

2007
4123
1408
3684
9728

1948

5267

294
8658
9719

44829

141510

2008
4160
1564
4005

10679

1500

5322
329
8568
10075

46202
153876

Number of activities conducted by Probationary Aftercare, in the context of

2009
4096
1659
4514

12288

1621

5497
244
8857
9923
972
49671

159706

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, 2010 (www.svg.nl).
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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 possi-

bilities are available to all detainees, but in the case of drug users they are considered

particularly important, since the problems need to be treated if an improvement is to be

achieved.

e In 2009 probationary aftercare was applied over 4,500 times, when problem users
were transferred from custody to treatment (Figure 10.2). This number is on the rise.

Figure 10.2 Number of activities in the context of referral to treatment by Probationary
Aftercare, 2002-2009

5000
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0 .
2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009

M Transfer to treatment | 1568 | 2115 | 2254 | 2081 | 3226 | 3684 | 4005 | 4514

Source: SVG, 2010 (www.svg.nl).

e The treatment to which users are transferred mainly involves:

o Non-clinical addiction care: 39 percent of the transfers - more than in 2008.

o non-clinical psychiatric treatment: 20 percent of transfers - more than in

2008.

o clinical addiction care: 17 percent - less than in 2008.

o low-threshold support facilities: eight percent - more than in 2008.

o Psychiatric outpatient clinics: six percent - more than in 2008.
Noteworthy for 2009 is the increase in the number of transfers to facilities outside main-
stream addiction care, such as non-clinical psychiatric treatment and support facilities.

One of the first target groups for whom forensic care has been purchased involves those

with triple problems: addiction, psychiatric problems and mild intellectual impairment.

This group was charted by means of a quick scan study in 2009 (Kaal, Van Ooyen-

Houben, Ganpat & Wits, 2009).

e According to a rough estimate, between 23 and 52 percent of detainees are problem
drug users; 30 to 65 percent of these have co-morbid psychiatric problems, and 15 to
39 percent of drug using detainees may possible have a mild intellectual impairment.
The combined problems are often insufficiently acknowledged.
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e On this basis, it is estimated that in 2008 between 250 and 1,150 detainees were
affected by triple problems. Annually, between 920 and 4,300 individuals with triple
problems enter the prison system. This may well be an underestimate, particularly
concerning problems caused by mild intellectual impairment, which are not always
easy to identify.

e Experts say that drug use by individuals with a mild intellectual impairment, in partic-
ular, can quickly lead to major problems, mainly on account of their social and mental
vulnerability. In addition, they often encounter problems in their living and work situ-
ation, in relationships and with finances.

Institutions for Prolific Offenders (ISD)

e Since 2004 prolific offenders over the age of 18 may be detained in an Institution for
Prolific Offenders (ISD), by court order. The maximum term of the ISD order is two
years. This measure has a dual purpose: to protect society from the large numbers of
offences committed by prolific offenders, by keeping them in custody; and secondly,
to improve the individual situation of the delinquents with a view to reducing their
criminal recidivism.

e Offenders who are issued with an ISD order are placed in a penitentiary institution.
Participation in behavioural interventions and programmes both inside and outside
the institution is possible. ISD offenders may be in the basic regime (no behavioural
interventions), a programme regime (they participate in behavioural interventions
while in custody) or an extramural regime (they participate in interventions or treat-
ment programmes outside custody) .

e The ISD has a capacity of 1,000 places of which 874 are in penitentiary institutions
and 126 in external treatment centres.

e These places are not fully occupied: in 2007 on average 662 ISD placement orders
were made per month; in 2008 the number was 607, in 2009 it was 528 and in the
first half of 2010, 500 ISD offenders were in custody each month on average. The
numbers show a declining trend. The highest number of placements to date was 679
(in June and August 2007). The numbers fluctuate considerably depending on loca-
tion and jurisdiction.

e The monthly occupancy rate declined in 2009, and was more or less stable in the first
half of 2010 (Figure 10.3).

e In total, up to mid 2010, the measure has been imposed 1,888 times on 1,854 indi-
viduals.

e Of those who remained in custody intramurally in 2009, on average 19 percent were
in the basic regime, and 57 percent in a programme regime (i.e., they participated in
a behavioural intervention within the penitentiary establishment), while 24% were in
an external treatment programme. In 2010 a monthly average of 16% were in the
basic regime, 56% were in an intramural programme and 28% participated in an
extramural programme. The majority participate in a programme within the peniten-
tiary institution, while an increasing number participate in an extramural programme,
and fewer remain in the basic regime in custody (figure 10.4).
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Figure 10.3
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Figure 10.4
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e Although there are some female ISD offenders, the majority are male (Biesma et al.,
2006; Council for the Administration of Criminal Justice and Protection of Juveniles,
2007; Snippe, Ogier, & Bieleman, 2006). The average age in 2008 was 39-40, within
an age range of 21 to 62 years.

e All ISD offenders have a substance use problem; 90% have a hard drugs problem.
Some also have serious mental health issues and/or limited intellectual capabilities
(Biesma et al., 2006; Council for the Administration of Criminal Justice and Protection
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of Juveniles, 2007; Snippe, Ogier, & Bieleman, 2006). However, some offenders do
not have a current mental disorder, and some have less acute problems with sub-
stance abuse (Biesma et al., 2006; Council for the Administration of Criminal Justice
and Protection of Juveniles, 2007;Snippe, Ogier, & Bieleman, 2006)

Nearly three quarters of the offences involve theft or burglary Council for the Admin-
istration of Criminal Justice and Protection of Juveniles, 2007; Snippe, Ogier, & Bi-
eleman, 2006).

In many cases there is an interplay of drug use, mental health problems, criminality
and social problems. Problems surrounding ISD offenders are therefore stubborn and
this is clearly a vulnerable group (Biesma et al., 2006; Council for the Administration
of Criminal Justice and Protection of Juveniles, 2007; Snippe, Ogier, & Bieleman,
2006).

In the 2004-2007 period, fewer prolific offenders entered the criminal justice system
(Tollenaar & Van der Laan, 2010).

ISD offenders have a lengthy criminal record, with an average of 57 previous convic-
tions (Biesma et al., 2006; Goderie, 2009; Tollenaar & Van der Laan, 2010).

De SOV (Judicial Placement of Addicts/ISD has a statistically significant incapacitation
effect (Vollaard, 2010).

For each offender detained under an SOV/ISD measure, an estimated 75 house and
vehicle break-ins are prevented annually.

There is an estimated effect of 30 percent fewer reports of house and vehicle break-
ins (December 2007). The estimated effect on vehicle break-ins is six times higher
than that for houses.

There are 25 percent fewer arrests of prolific offenders.

The societal gains from long-term detention in SOV/ISD are more than twice as high
as the costs.

The effectiveness of the measure declines over time.

The effects on criminal recidivism following a period of detention in SOV/ISD are un-
known.
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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.

L 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 orga-
nisations 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 pe-
riods 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.

Clinical admission

Admission to a hospital during which the patient stays for one or more nights in the hos-
pital.

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).
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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-1V 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.

Farmer's coke

Contrary to what the name suggests, 'farmer's coke or 'poor man's coke' (in Dutch) is
not a form of coke or cocaine. It refers to speed, or amphetamine. The expression
'farmer's coke' arose from the use of amphetamine by rural youths as a cheaper alterna-
tive to cocaine.

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 delibe-
rately 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.

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 he-
patitis 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 disor-
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ders. 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.

Incident

A drug-related acute condition for which medical treatment is sought. This includes both
the somatic and mental effects of intoxications, including acute withdrawal symptoms,
and traumas such as accidents, suicides and abuse that occur while the victim is under
the influence of a drug. An association with drug use is presumed on the basis of the cli-
nical profile and recall, either by the patient or others. Generally there is no verification
on the basis of blood or urine analysis. Under-reporting may occur, as a result of failure
to recognise signs of drug (or alcohol) use.

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.

Misuse

Problematic use of a substance that does not (yet) constitute addiction. Misuse is esta-
blished by diagnostic classification systems such as the DSM and the ICD. Characteristics
of misuse are: neglect of duties at home, at school or at work, use in dangerous situa-
tions (such as driving under the influence), coming into contact with the law and conti-
nuing with use despite the problems that it induces.

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”
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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, amphetamine, can-
nabis, GHB and LSD.

Poor man's coke (see Farmer's coke)

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.

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.

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. Psy-
chonauts can exchange their experiences on the website www.psychonaut.com.

Psychosis

Mental disorder involving hallucinations, i.e. sensory experience (seeing, hearing or fee-
ling) 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.
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Recent use
The use of a substance in the past year, irrespective of the frequency (from once to dai-
ly). 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 fee-
ling) 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 schi-
zophrenia 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.

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 education
Education for children who need extra support, which takes place at a Regional Expertise
Centre (REC), in practical education (pro) or in learning support education (lwoo).

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 (re-
cent 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.
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II. DRUG CRIMINALITY®

Acquittal

Verdict by the judge when it is deemed not proven that the charges laid against the ac-
cused 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.

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, or undue delay).

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 or given treatment
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 sen-
tence than a prison sentence and is generally sat out in a remand centre.

Subsidiary- : detention on the grounds of failing to (fully) pay a fine or to complete a
community service order.

8 Source: Statistics Netherlands (CBS), Voorburg/Heerlen, 2003; edited by WODC.
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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.

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 financial charge or plea-bargain, or submit to
the courts for trial.

Early release
Statutory early release from penitentiary institutions of prisoners sentenced to long-term
detention.

Financial order / transaction

Under certain circumstances, payment of one or more penalties (usually a fine) as de-
creed by the investigating officer or public prosecutor who then forfeits the right to pro-
secute.

In the first instance
Primary judicial body before which a case is heard.
See also: appeal.

Incapacitation
Render incapabable of committing a crime, by means of detention or imprisonment.

Joinder ad informandum

Presentation by the public prosecutor of a case not being prosecuted to another case be-
ing 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 inten-
tion 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 puni-
shable acts into crimes and offences is of importance in procedural law (absolute compe-
tence and legal remedies) and penalization; disposal usually occurs with a settle-
ment/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 se-
rious 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 30 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
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.
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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 pro-
gram, 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 condi-
tions 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 that requires a person to appear in court at a certain time in connec-
tion with a punishable offence.

Suspect

The person against whom, prior to the start of prosecution, there is a reasonable as-
sumption of guilt of committing a punishable offence on the grounds of facts or circum-
stances; 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 enforce-
ment. For a more detailed description of the sources used see: www.trimbos.nl,
www.ivo.nl, or www.zonmw.nl.
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I USE AND PROBLEM USE

Source

Dutch Na-
tional School
Survey

Antenne

ESPAD

Market re-
search on the
social scene
in The Hague

HBSC

238

Target group

School-goers aged
10-18 in the last
two years of prima-
ry schools and in
mainstream sec-
ondary schools:
VMBO, HAVO and
VWO; sometimes
programs at special
schools

School-goers and
socialising young
people in Amster-
dam

School-goers aged
15 and 16 in 35
European countries

Participants in the
social scene from
age 12 in The Ha-
gue

School-goers aged
11-16 (through
fourth grade)

Substances Measurements

Alcohol,
drugs, to-
bacco

Alcohol,
drugs, to-
bacco

Alcohol,
drugs, to-
bacco

Alcohol,
drugs

Alcohal,
cannabis,
tobacco

1984, 1988,
1992, 1996,
1999, 2003,
2007

Special schools,
projects: 1990,
1997, 2008

Annually since
1993, with va-
rying target
groups

1995, 1999,
2003, 2007

2002, 2003,
2007, 2008-
2009

2001, 2005,
2009

TRIMBOS-INSTITUUT

Organisation/
Homepage

Trimbos Institute
www.trimbos.nl

Bonger Institute of Crimi-
nology, University of Ams-
terdam in collaboration
with Jellinek Prevention
www.jur.uva.nl
www.jellinek.nl/

CAN, Pompidou Group,
For the Netherlands, Trim-
bos Institute

www.can.se/

GGD The Hague, Parnassia
Bavo Group and the Haag-
landen Police
www.denhaag.nl/ggd/
www.parnassia.nl/
www.politie.nl/haaglanden/
WHO, in 2009 participation
by 43 countries. For the
Netherlands: Trimbos In-
stitute, University of
Utrecht, Netherlands Insti-
tute for Social Re-
search(SCP) www.hbsc.org
www.trimbos.nl

www.uu.nl

www.scp.nl



Source

National Institute
for public opinion
and market re-
search (TNS NI-
PO) on behalf of
STIVORO

National Preva-
lence Survey
(NPO)

Netherlands Men-
tal Health Survey
and Incidence
Study

(NEMESIS)

Permanent re-
search on home
life situation
(POLS)

Target group

National population
aged 15 and older

National population
aged 12 and older

(1997, 2001) or 15-64

years (2005, 2009)

National population
aged 18 - 64

National population
aged 15 to 64

Substances

Tobacco

Alcohol,
drugs, to-
bacco

Alcohol,
drugs

Alcohol,
tobacco,
drugs
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Measurements

Annual

1997, 2001,
2005, 2009

NEMESIS I;
1996 and fol-
low-up in 1997
and 1999; NE-
MESIS II: 2007
to 2015

Annual

Organisation /
Homepage

STIVORO
www.stivoro.nl

IVO www.ivo.nl

Trimbos Institute
www.trimbos.nl

Statistics Nether-
lands (CBS)
www.cbs.nl
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II. TREATMENT DEMAND AND TREATMENT

Source Target group Substances Measurements I EIEET SRV

Homepage

Central Me- . .
thadone Reg- Methadone clients GGD(Community Health
istration in the Amsterdam Methadone Annual Service) Amsterdam
(CMR) region www.ggd.amsterdam.nl
National Al-
cohol and C.||ents Of. (Qutpa— Alcohol, IVZ, Houten
Drugs Infor- tient) addiction Annual .

: drugs www.sivz.nl
mation Sys- care
tem (LADIS)
Dutch Hospit-
al Data DHD Foundation & Kiwa
(DHD), for- . . Alcohol, Prismant
merly FleEplE) iR drugs AIUEL www.dutch.hospitaldata.eu
National Med- WWwWWw.prismant.nl/
ical Registra-
tion (LMR)

Patients who re-

Injury Infor- ceive emergency The Consumer Safety In-

. . Alcohol, .
mation Sys- treatment following drugs Annual stitute
tem (LIS) an accident (data 9 www.veiligheid.nl

are extrapolated).
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III.

Source

Amsterdam
cohort study
and monitor of
drugs-related
deaths

Ambulance
Transport Cen-
tre (CPA)

Cause of death
statistics

HIV/AIDS-
registration

Road Safety
Monitor

ILLNESS AND DEATHS

Target
group/subject
Causes of death
among methadone
clients and recrea-
tional drug users in
Amsterdam
Ambulance journeys
for the population of
Amsterdam and sur-
rounding area
Causes of death for
inhabitants of the
Netherlands regis-
tered in the popula-
tion register, and law
court records
HIV-infected and
AIDS patients among
intravenous drug
users

Motorists

Substances

Hard drugs,
recreational
drugs

Alcohol,
drugs

Alcohaol,
drugs, to-
bacco

Hard drugs

Alcohol

Measurements

Annually from
1976

Annual

Annual

Half yearly

Annually, from
1970

TRIMBOS-INSTITUUT

Organisation/
Homepage

GGD (Municipal Health
Service) Amsterdam
www.ggd.amsterdam.nl

GGD Amsterdam
www.ggd.amsterdam.nl

Statistics Netherlands
(CBS)

www.Statistics Nether-
lands (CBS).nl

IGZ, SHM, RIVM
www. hiv-monitoring.nl

SWov
www.swov.nl

241



1v.

Source

Drugs Informa-
tion and Moni-
toring Sys-
tem™ (DIMS™)

Monitor of offi-
cial coffee
shops

THC-monitor
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MARKET INFORMATION

Target group/
subject

Social scene drugs by

recreational users

Number of officially

Substances

Social scene
drugs

sanctioned coffee shops;

coffee shop policy of

Cannabis

municipalities plus en-

forcement policy

THC concentrations and

price of cannabis sam-

Cannabis

ples from coffee shops
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Measurements

Continuous; annual
report

1997, 1999, an-
nually from 2000-
2005, then every
two years.

Twice yearly until
2009); once yearly
from 2010; annual
report

Organisation/
Homepage

Trimbos Institu-
te
www.trimbos.nl

WODC
www.wodc.nl/

Trimbos Institu-
te
www.trimbos.nl



V. LAW ENFORCEMENT SYSTEM

Source

Patient monitor-
ing system
(CVS)

Police Records
System (HKS)

Target
group/subject

Output data of proba-
tionary aftercare,
clients of probationary
aftercare

Summonses arising
from charges;
Charges made against
suspects; registered
criminal record of
suspects

TRIMBOS-INSTITUUT

Sources

All sub-
stances, no
breakdown
into type

Danger
classification
‘drug users’
or ‘alcohol
dependent’;
drugs of-
fences di-
vided into
hard and
soft drugs

Measurements

Daily files

Updating at the
end of the first
quarter of the
entire previous
year; also ex-
traction of defi-
nite figures for
previous year
(because of
processing lag)

Organisation/
Homepage
Addiction and Proba-
tion department of
the GGZ (SVG) in
collaboration with
Dutch Probation and
the Youth Care, Pro-
bation and aftercare
of the Salvation Ar-
my
www.ggznederland.nl
Research and Analy-
sis Group of the Na-
tional Criminal Intel-
ligence Service of the
National Police Agen-
cy
(O&A/dNRI/KLPD),
in collaboration with
the police regions;
The Scientific Re-
search and Docu-
mentation Centre
(WODC) of the Jus-
tice Ministry has a
copy
www.politie.nl/KLPD/
www.wodc.nl/
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Source

Research and
Policy database
of Criminal
Records (OBID)

Public Prosecu-
tor data (OMDA-
TA)

National Investi-
gation Informa-
tion Services

Enforcement of
penalties involv-
ing detention
and measures in
penitentiary
(TULP)

WODC-Monitor
of Recidivism

WODC Monitor
of Prolific Of-
fenders
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Target
group/Subject
Policy information on
criminal law enforce-
ment; anonymous
copy of the database
of the Criminal
Records (OBID)

National database of
the national public
prosecution depart-
ment containing data
about prosecutions
and judgements in
the first instance

Criminal investiga-
tions by the Dutch
police of more serious
forms of organised
crime; offenders
against laws that
include the Opium
Act who act in colla-
boration

Characteristics of
detainees, offences,
length of sentences
and characteristics of
the penal institutions;
juvenile penitentia-
ries (TULP/1JI) and
TBS-institutions are
registered separately
Longitudinal research
project with standar-
dised recidivism mea-
surements among
various groups of
convicted offenders.
Monitors very active
adult offenders. Links
up various databases,
including police
records, probationary
aftercare and addic-
tion care records

Substances

Drug of-
fences, sub-
divided into
hard and
soft drugs

Drug of-
fences, sub-
divided into
hard and
soft drugs

Sub-divided
into hard
and soft
drugs

Problem
substance
and delin-
quent beha-
viour in very
active prolif-
ic offenders

Measurements

Updated four
times yearly

Updated three
times yearly

Annual report

Continuous
registration

Reports on the
basis of the
OBID

Annual report,
however, no
longer linked to
Ladis.
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Organisation/
Homepage

WODC
www.wodc.nl/

Public Prosecutor and
Council for the Judi-
ciary. The Office of
the Public Prosecutor
collects and manages
the data. The WODC
has a copy
www.wodc.nl/

K&O/O&A/dNRI/KLPD,
in cooperation with
the police regions
www.politie.nl/KLPD/

Custodial Institutions
Service (DJI of the
Justice Ministry
www.dji.nl/

WODC
www.wodc.nl/

WODC
www.wodc.nl/



Appendix C Explanation of ICD-9 and ICD-10 codes

Explanation of ICD-9 codes

ICD-9 code
162
291
292
303
304
304.0
304.2
304.3
304.4
304.7
305
305.0
305.2
305.3
305.4
305.5
305.6
305.7
305.8
305.9
357.5
425.5
535.3
571.0
571.1
571.2
571.3
980.0-1
E850
E850.0
E854.1
E854.2
E855.2
E860.0-2
E950.9'
E980.9'

Explanation

Malignant neoplasm of trachea, bronchus and lungs

Alcohol psychoses

Drug psychoses

Alcohol dependence syndrome

Drug dependence

Opioid type dependence

Cocaine dependence

Cannabis addiction

Amphetamine and other psychostimulant dependence
Combinations of opioid type drug with any other
Non-dependent abuse of drugs or other substances

Alcohol abuse

Cannabis abuse

Hallucinogen abuse

Sedative, hypnotic or anxiolytic abuse

Opioid abuse

Cocaine abuse

Amphetamine or related acting sympathicomimetic abuse
Anti-depressant type abuse

Other, mixed, or unspecified drug abuse

Alcoholic polyneuropathy

Alcoholic cardio-myopathy

Alcoholic gastritis

Alcoholic fatty liver

Acute alcohol hepatitis

Alcoholic liver cirrhosis

Unspecified alcoholic liver damage

Toxic effect of alcohol

Accidental poisoning by analgesics, antipyretics and antirheumatics
Accidental poisoning by heroin

Accidental poisoning by psychodysleptics (hallucinogens)
Accidental poisoning by psycho-stimulants

Accidental poisoning by local anaesthetics (including cocaine)
Accidental poisoning by alcoholic drinks (ethanol/methanol)
Suicide by poisoning through solid substances or liquids
Poisoning by solid substances or liquids, undetermined intent

I. Only included if also 980.0-1 is registered as complication.
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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

142.6 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
Accidental poisoning by narcotics and psychodysleptics (hallucinogens) not clas-

x42 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

I. Only included if also T51.0-1 is stated as complication.
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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/

Centraal Bureau voor de Statistiek (Statistics Netherlands, CBS)
http://www.cbs.nl/

Centrum Maliebaan
http://www.centrummaliebaan.nl/

De Hoop ggz
http://www.dehoop.nl/

Dutch Hospital Data (DHD)
http://dutch.hospitaldata.eu

Emergis Verslavingszorg
http://www.emergis.nl/verslavingszorg/

European Centre for the Epidemiological Monitoring of AIDS
http://www.eurohiv.org/sida.htm

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/
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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 Mentrum (Amsterdam)
http://www.jellinek.nl/

Korps Landelijke Politiediensten (KLPD)
http://www.klpd.nl/

Ministry for Justice
http://www.justitie.nl/

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
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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/

Substance Abuse & Mental Health Service Administration (SAMHSA)

http://www.samhsa.gov/

SWOV-Stichting Wetenschappelijk Onderzoek Verkeersveiligheid
http://www.swov.nl

TACTUS 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 states

Use of cannabis, cocaine, ecstasy, and amphetamine in the general population of a num-
ber of new EU member states

Ampheta-

Age Cannabis Cocaine Ecstasy mine

Country Year oL

Ever Recent Ever Recent Ever Recent Ever Recent
Cyprus 2006 15-64 6.6% 21% 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% 04% 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%
Lithuania 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
Republic

Romania 2004 15-64 1.7% = = = o o o =
Bulgaria 2005 18-60 4.4% 1.5% 1.1% 0.3% 1.3% 0.5% 1.4% 0.4%

2004 18-64 20.6% 9.3% 1.1% 0.2% 7.1% 3.5% 2.5% 0.7%

Percentage of ever and recent (past year) users. I. Drug use is relatively low in the youngest (12-15 yrs) and
oldest (>64) age groups. Usage percentages in studies with respondents who are younger and/or older than
the EMCDDA-standard (15-64 yrs) may possible be lower than in studies that apply the EMCDDA-standard age
range. The opposite may apply to studies that use a smaller age range. - = not measured. Source: EMCDDA.

TRIMBOS-INSTITUUT 251



252 TRIMBOS-INSTITUUT



Appendix F Pupils in special and mainstream schools

Pupils from age 12 to 16 years in special and mainstream secondary education, number
(above) and percentage (below), survey year 2007/2008

Age in years

Number 12y 13y 14y 15y 16y 12-16y
Special
REC-4! 1082 1 965 2 510 3124 2 966 11 647
Pro™ 1286 4 904 5557 5841 5153 22 741
Lwoo™ 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-4! 1% 1% 1% 2% 2% 1%
Pro™ 1% 3% 3% 3% 3% 3%
Lwoo'™ 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 Data-
bank: education.
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Appendix G Notes on the Key Indicators

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 contri-
bute 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 comparability 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 mi-
nor discrepancies, should still be interpreted with caution. This Annual Report also de-
scribes the situation concerning the consumption of alcohol and tobacco within the con-
text 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 a comparable manner, these studies can
also reveal trends. Drug and alcohol users can be divided into a number of groups. 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 pa-
rent), 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 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 can be assumed from the generally lower prevalence of drug
use reported in face-to-face interviews, compared to less direct, more anonymous me-
thods, that in the Netherlands too, illegal drug use is a sensitive topic (Rodenburg et al.,
2007; CBS, K. Knoops, personal communication).

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 re-
sponse rate may undermine the reliability of the findings.

Trends in the prevalence of substance use are often difficult to quantify on ac-
count of the numerous interacting factors that may be of influence. Examples are nation-
nal and international policy; effective interventions; the production, availability and ac-
cessibility 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
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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 dependency from international classification systems
such as the DSM or the ICD are often used.

For research on substance use in the general population, respondents are general-
ly selected by random sampling from the population register. This means that margina-
lised 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 multi-
plier 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 popula-
tion. 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 gene-
rally not very accurate.

Treatment Demand

A certain number of problem users of alcohol or drugs seek treatment from an addiction
care organisation or are admitted to hospital. Data about the numbers of these clients
and client profiles provide information about (trends in) treatment demand, and are use-
ful 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 refer-
ral 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 are battling 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 in-
formation sources available in the EU member states are very diverse, and range from
random sampling of drug users (the gold standard), the results of drug-user screening
during treatment or in prison, to case reports and notified diagnoses of HIV and hepatitis.
Furthermore there are large differences in scope (local, regional, national). In an abso-
lute sense, the data of the different countries are therefore not comparable. They do,
however, give an indication of developments in infection rates. In the Netherlands too,
the information is somewhat fragmented. Nonetheless, it does permit cautious conclu-
sions 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
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of the deaths can be used to monitor trends in problem use and high risk behaviour (in-
jecting, polydrug 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 un-
known) 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
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 literature that are used to determine deaths related to alcohol use
(WHO, 2000; Heale et al., 2002). These codes are used in the NDM 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 identified.
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