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AVAnt-pRopos



Le rapport 2014 sur l’état du phénomène de la drogue au Grand-Duché de Luxembourg (RELIS) vise à situer le contexte dans lequel s’inscrivent l’usage et le trafic illicites de drogues et les toxicomanies au niveau national en proposant une vue d’ensemble des évolutions historiques et des tendances actuellement observées en la matière. Les experts suivants ont été consultés: Dr Arno Bache (Direction de la Santé), Andrée Colas et Sophie Hoffmann (Ministère de la Justice), Auguste Dicken (Administration des Douanes), Jean-Paul Juchem, Claude Frieden, Lynn Birkel (CNS), Dr Annette Mühe (CHL), Jean-Marie Schanck et Guy Reinart (Direction de la Santé), Steve Schmitz (Police Judiciaire – Criminalité organisée), Simone Schram (Direction de la Santé), Robert Welter (Parquet), Dr sc S. Schneider et Dr sc M. Yegles (Laboratoire National de Santé) ainsi que l’ensemble des ONG spécialisées en matière de prise en charge.



FoRewoRd The 2014 edition of the national report on the state of the drugs problem in the Grand Duchy of Luxembourg aims to describe the framework in which drug use and drug trafficking evolve at the national level by providing a comprehensive overview of historical developments and recent trends. Thanks are due to the following experts consulted in the framework of the 2014 edition of the report: Dr Arno Bache (Directorate of Health), Andrée Colas and Sophie Hoffmann (Ministry of Justice), Auguste Dicken (Customs Administration), Jean-Paul Juchem, Claude Frieden, Lynn Birkel (CNS), Dr Mühe (CHL), J.-M. Schanck and Guy Reinart (Ministry of Health), Steve Schmitz (Judicial Police), Simone Schram (Directorate of Health), Robert Welter (Public Prosecutor’s Office), Dr sc S. Schneider and Dr sc M. Yegles (National Laboratory of Health LNS) as well as all national specialised NGOs.
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RAPPORT NATIONAL SUR L’ETAT DU PHéNOMèNE DES DROGUES ET DES TOXICOMANIES AU GRAND-DUCHé DE LUXEMBOURG (RELIS - Edition 2014) Depuis sa création en 1994, le Point Focal Luxembourgeois (PFN) de l’Observatoire Européen des Drogues et des Toxicomanies (OEDT) maintient et développe le dispositif de surveillance épidémiologique en matière de drogues et de toxicomanies, connu sous le nom de Réseau Luxembourgeois d’Information sur les Drogues et les Toxicomanies (RELIS). 



2014



Resume



RELIS repose sur une architecture d’information multisectoriel incluant les centres nationaux ambulatoires et résidentiels de traitement spécialisé, les centres de consultation, certains hôpitaux généraux, ainsi que les instances judiciaires et pénales compétentes. Les efforts déployés depuis plus de 20 années ont permis de constituer une base de données nationale annuellement mise à jour, permettant notamment: - de situer la prévalence, l’incidence et l’évolution de l’usage problématique de drogues illicites au niveau national; - de servir de support scientifique et de base de données pour l’activité de recherche; - d’évaluer les tendances nouvelles et l’impact de certaines interventions sur les comportements et caractéristiques de la population d’usagers problématiques de drogues (UPD) et de faciliter l’analyse des besoins et le processus décisionnel au niveau politique lors de la mise en place de plans d’action et de stratégies d’intervention en matière de lutte contre la toxicomanie. ORIENTATIONS POLITIqUES ET BUDGéTAIRES Le gouvernement a confié la coordination des actions de réduction de la demande et des risques associés à la drogue et aux toxicomanies au Ministère de la Santé, ce qui a donné lieu à la désignation d’un Coordinateur National « Drogues » en 2000. Le programme gouvernemental de 2009 a servi de cadre à l’élaboration de la troisième stratégie nationale et du plan d’action pluriannuel en matière de lutte contre les drogues et les addictions. La stratégie et le plan d’action 2010-2014 s’appuient sur les priorités fixées par le Ministère de la Santé et sur une collaboration soutenue avec les acteurs de terrain. Afin d’optimiser son impact, le plan d’action actuellement en vigueur a également tenu compte des éléments pertinents issus des traités UE et CE, de la stratégie anti-drogue 2005–2012 et du plan d’action drogues 2009–2012 de l’UE. L’objectif général de la stratégie et du plan d’action nationaux est de contribuer à atteindre un niveau élevé de protection en termes de Santé publique, de Sécurité publique et de cohésion sociale. Une stratégie anti-drogue qui veut faire face aux défis actuels repose prioritairement sur deux piliers, à savoir la réduction de la demande et la réduction de l’offre ainsi que sur quatre axes transversaux : 1. la réduction des risques, dommages et nuisances, 2. la recherche et l’information, 3. les relations internationales et 4. les mécanismes de coordination. Le coordinateur national « drogues », en collaboration avec le Groupe Interministériel « Toxicomanies » (GIT), suit et ajuste les processus de mise en œuvre du plan d’action en matière de lutte contre les drogues et les addictions.
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Le budget global du Ministère de la Santé alloué aux services et programmes du domaine des drogues et des toxicomanies, est passé de 2.066.000.- EUR en 2000 à 9.531.000.- EUR en 2013 ce qui équivaut à un taux de progression de 360%. En 2000, le nombre de postes ETP conventionnés par le Ministère de la Santé et alloués aux structures spécialisées issues du domaine des toxicomanies s’élevait à 30,75 ; il a atteint 90,75 ETP en 2013. De façon générale, les dépenses publiques en matière de lutte contre les drogues et les toxicomanies sont actuellement estimées à 38,5 millions EUR (Origer, 2010). Les dépenses allouées exclusivement aux traitements des problèmes liés à l’usage de drogues illicites représentaient 16,2 millions EUR en 2012. INDICATEURS éPIDéMIOLOGIqUES En référence aux données de prévalence de 2012 (UNODC, 2014), le nombre global de personnes âgées de 15 à 64 ans ayant consommé au moins une drogue d’origine illicite au cours de l’année écoulée est estimé entre 162 et 324 millions. L’usage à caractère problématique de drogues illicites concerne 15 à 39 millions de personnes de la population mondiale dans cette même tranche d’âge. La prévalence de l’usage illicite de drogues et le nombre d’usagers problématiques de drogues sont restées stable. Le cannabis reste de loin la drogue la plus consommée1 au monde (177.63 millions de personnes équivalant à 3,8 % de la population mondiale telle que définie) ce qui représente une légère augmentation par rapport aux estimations de 2009. L’usage des stimulants de type amphétamine (STA) s’élèverait à 34,40 millions de personnes (0,7%). La prévalence de « l’ecstasy » en 2012 (18,75 millions de personnes ou 0,4% de la population) a diminué par rapport aux données de 2009. Le nombre de consommateurs d’opiacés est resté stable et se situerait approximativement à 16,37 millions de personnes (0,435%). Au sein de l’UE, selon les dernières données de l’OEDT issues du Rapport européen sur les drogues 2013, 80 millions de personnes ont consommé une drogue illicite au moins une fois au cours de leur vie. L’usage de drogues en Europe reste historiquement élevé. Les évolutions positives concernent toutefois une baisse des nouveaux usagers d’héroïne, une diminution du recours à l’injection, le recul des décès liés à la drogue et une utilisation moindre et en régression de l’usage de cannabis et de cocaïne dans certains pays. Aussi des niveaux records du nombre de personnes en traitement ont été observés (1,2 millions d’Européens en 2011) et on a constaté que l’infection par le VIH liée à la consommation de drogues continue à décroître. Les amphétamines et l’ecstasy demeurent les stimulants de synthèse les plus fréquemment consommés en Europe. Des données récentes suggèrent toutefois que l’usage d’amphétamines est stable ou en baisse chez les jeunes adultes. En ce qui concerne le cannabis, environ 1% d’Européens adultes (de 15 à 64 ans) le consomment quotidiennement ou presque quotidiennement. Aussi, le nombre, le type et la disponibilité de nouveaux produits psychoactifs en Europe ont continué à croître. La mondialisation, les avancées technologiques et l’internet ont contribué au développement d’un marché ouvert à ces mêmes produits. A l’échelle micro-géographique, les tendances au Grand-Duché de Luxembourg reflètent dans les grandes lignes celles observées au sein de l’UE, avec toutefois de variations locales en matière de prévalence plus ou moins prononcées et une tendance à la baisse du taux de prévalence générale de l’usage problématique de drogues d’origine illicite.
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La prévalence et taux de prévalence par produit se rapportent à la consommation au cours de l’année écoulée de personnes âgées de 15 à 64 ans.



Prévalence en population générale au G.-D. de Luxembourg



Des données comparables issues d’enquêtes scolaires menées entre 1999 et 2010 témoignaient d’un taux de prévalence « vie » (consommation au moins une fois au cours de la vie) généralement décroissante en ce qui concerne la consommation de drogues illicites, toutes catégories confondues. Une analyse plus approfondie révèle une baisse tangible de la prévalence-vie de l’usage de drogues illicites entre 1999 et 2006 suivi d’une stabilisation subséquente. Tous types de drogues illicites ont suivi cette même tendance à l’exception de la cocaïne qui a connu une popularité croissante surtout en matière d’expérimentation parmi les jeunes âgés entre 15 et 16 ans. L’usage d’opiacés par les jeunes (16 à 20 ans) continue toutefois de témoigner d’une prévalence basse. 



2014



Prévalence d’usagers de drogues au sein de la population scolaire



Bien que le cannabis demeure la drogue illicite la plus consommée parmi les jeunes de 12 à 18 ans, une baisse au niveau de l’usage-vie à partir du début du 21ième siècle a pu être observée au niveau national. Les taux de prévalence de l’usage récent ou actuel de cannabis parmi ces mêmes jeunes ont affiché une tendance à la baisse manifeste entre 1999 et 2006 pour se stabiliser ensuite. L’âge moyen lors de la première consommation de cannabis et de drogues illicites en général par les jeunes âgés de 12 à 18 ans a augmenté de plus au moins 6 mois depuis 2006. En 2010, 9.44% des jeunes questionnés ont rapporté une première consommation de cannabis avant l’âge de 15 ans alors que ce même taux était de 12,03% en 2006. Une étude en cours (European Health Interview Survey) fournira de nouvelles données sur la prévalence en 2015. Prévalence de l’usage problématique de drogues (UPD)2 Contacts institutionnels et recours aux institutions sanitaires pour des problèmes liés aux drogues illicites Le nombre d’UPD indexés par les institutions nationales en 2013 équivalait à 5.0843 personnes (2002: 4.701). A titre comparatif, on retiendra qu’en 2002, 2.383 personnes furent recensées par les institutions de réduction de la demande et 2.318 par les instances de réduction de l’offre. En 2013, ces mêmes instances ont recensé respectivement 2.789 et 2.295 personnes. Sommairement, le nombre de personnes entrées en contact avec des instances sanitaires et répressives a augmenté de façon discontinue jusqu’en 2010 pour se stabiliser à partir de 2011. On observe toutefois au cours de cette même période une diminution du nombre de contacts avec les forces de l’ordre qui contraste avec une augmentation du nombre d’usagers en traitement. Par ailleurs, le nombre de patients en traitement aigu en milieu hospitalier a diminué au cours des dernières années alors que les traitements spécialisés extrahospitaliers et les traitements de substitution ont gagné du terrain. A noter enfin la baisse au niveau du nombre de contacts enregistrés par les services de bas-seuil et de réduction des risques entre 2011 et 2013. 



2 3 



Le terme ’UPD’ sera utilisé pour désigner des ‘Usagers problématiques de drogues d’acquisition illicite’ tout au long du présent rapport. Dans ce recensement les comptages multiples sont inclus ce qui signifie qu’une personne donnée a pu être indexée deux fois ou plus si on tient compte de l’ensemble des institutions spécialisées établies sur le territoire national. Dès lors, ce chiffre ne représente pas la prévalence (la taille) effective de la population d’UPD au niveau national (qui elle, se détermine par des méthodologies différentes).
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Caractéristiques socio-démographiques de la population nationale d’UPD Le sex-ratio (M/F) de la population des UPD est actuellement de 4:1. Sur les dix dernières années on constate que la proportion de ressortissants étrangers parmi les UPD recensés a témoigné d’importantes fluctuations affichant cependant une tendance à la hausse à partir de 2003, qui s’est stabilisée entre 2008 (52%) et 2013. La population des non-luxembourgeois(es) est principalement composée de citoyens d’origine portugaise dont la proportion (35% de l’ensemble des UPD non-luxembourgeois) est actuellement comparable à celle observée au sein de la population générale (36,9%). Les UPD d’origine africaine et française occupent respectivement le deuxième (19%) et troisième (16%) rang. Les citoyens allemands occupent le 4ème rang (4%) ensemble avec les citoyens belges. L’âge moyen des usagers recensés est passé de 28 ans et 4 mois en 1995 à 33 ans et 6 mois en 2013. L’âge moyen des UPD masculins a augmenté plus rapidement que celui des femmes. L’écart entre les usagers les plus jeunes et les plus âgés s’est stabilisé récemment. L’augmentation dans la classe d’âge de 40 années et plus des UPD et une diminution des UPD âgés de moins de 30 années, tendance observée au cours dernières années, ne s’observe plus. L’âge moyen des UPD luxembourgeois est inférieur à celui des UPD non-luxembourgeois. On retiendra également l’accroissement significatif de l’âge moyen des victimes de surdoses mortelles au cours de la dernière décennie et une croissance de mineurs parmi les prévenus pour infraction(s) STUP depuis les quatre dernières années (2013 : 11% ; 2012 : 10% ; 2011 : 6%; 2010 : 9% ; 2009 :6%). Prévalence de l’usage problématique de drogues (UPD) et tendances de consommation Les données nationales en matière de prévalence UPD sont issues d’études sérielles menées en 1997, 1999, 2000, 2007 et 2009 (Origer, 2012)4. En référence aux données les plus récentes la prévalence et le taux de prévalence UPD actuels sont estimés respectivement à 2.070 personnes (I.C. (95%) : 1.553 – 2.623) et 6,16 par mille personnes issues de la population nationale âgée entre 15 et 64 années. De l’analyse des données sérielles de 1997 à 2009 ressort que la prévalence absolue et les taux de prévalence de l’usage problématique de drogues ont connu une hausse marquée jusqu’en 2000, s’engageant ensuite sur un plateau de stabilisation pour afficher une tendance à la baisse à partir de 2003. La prévalence absolue et le taux de prévalence de l’usage intraveineux (IDU) au sein de la population âgée entre 15 et 64 années ont légèrement augmenté entre 1997 et 2007 et affichent les premiers signes de décroissance en référence aux résultats de recherche de 2009. L’usage intraveineux d’opiacés associé à une polyconsommation généralisée constitue de loin le comportement le plus observé au sein des UPD répertoriés par le réseau institutionnel. Le ratio entre usagers intraveineux et non-intraveineux s’est stabilisé à 3:2 en 2013. La prévalence de l’usage de cocaïne en tant que drogue préférentielle affiche une tendance discontinue à la baisse depuis 2006. En 2013, la cocaïne enregistre une augmentation notable (17.3%), comme déjà en 2011. Le nombre de personnes en contact avec le réseau institutionnel spécialisé pour usage (préférentiel) de cannabis représente actuellement 31,1% (hausse sensible). Les substances de type amphétamines et ecstasy sont faiblement représentées, ce qui toutefois ne renseigne nullement sur la prévalence de leur usage en population générale étant donné que les données RELIS portent sur l’ensemble des usagers problématiques actuels et ne recensent dès lors pas la totalité des usagers récréationnels. Le taux de polytoxicomanie (47% en 2013) a diminué entre 2011 et 2013. 4 Origer A. Prevalence of Problem Drug Use and Injecting Drug Use in Luxembourg: A Longitudinal and Methodological Perspective. Eur Addict Res. 2012;18:288-296.
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Les structures spécialisées en matière de traitement des toxicomanies sont soumises à l’obligation de disposer d’un agrément à accorder par le Ministre de la Santé et sont pour la plupart conventionnées par l’Etat. Ces deux mécanismes permettent, en association avec d’autres instruments, d’une part le contrôle de qualité et de l’autre le financement ou le cofinancement des structures visées. Le nombre de patients adultes en traitement ambulatoire tend à se stabiliser, tandis que le nombre de patients en traitement résidentiel spécialisé et les demandeurs mineurs de traitement ambulatoire a augmenté de façon continue. Depuis 2010, le nombre de demandeurs de traitement de substitution s’est stabilisé et le nombre de contacts avec l’ensemble des structures d’accueil à bas-seuil (2013 : 124,048; 2010 : 140.093 contacts) a diminué. Tous centres et services de traitement confondus, 7,6% des clients ont formulé leur première demande d’aide en 2013. Une tendance qui se confirme est une baisse de la proportion de patients en traitement de substitution âgés de moins de 25 ans et une hausse au niveau de celle regroupant les personnes âgées 40 ans et plus. 
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OFFRES DE TRAITEMENT DES TOXICOMANIES



MORBIDITé ET MORTALITé LIéES à LA CONSOMMATION ILLICITE DE DROGUES En 2013, la prévalence des cas VIH/Sida au sein de la population d’UPD s’est stabilisée. Cependant l’infection à l’hépatite C témoigne d’une augmentation en 2013, comparée aux données 2012. La proportion moyenne d’usagers intraveineux de drogues parmi les personnes nouvellement infectées par le VIH, accuse une tendance longitudinale discontinue à la baisse. Entre 2004 et 2008, cette même proportion a évolué dans des marges allant de 7% à 14% alors qu’en 2013 elle affichait 8,54% annonçant toutefois une nouvelle hausse pour 2014. Le taux d’infection VIH auto-déclarée parmi les usagers intraveineux se situe actuellement autour de 4% (stabilisation par rapport aux données 2012). La concrétisation des plans d’action consécutifs a été accompagnée d’une baisse discontinue mais tangible du taux de décès par surdosage au Grand-Duché de Luxembourg (11 cas en 2013, 27 cas en 2007). Exprimée en nombre de cas de surdose par rapport à la population générale du Grand-Duché de Luxembourg, cette proportion correspondait à 5,9 décès par surdose pour 100.000 habitants âgés entre 15 et 64 ans en 2000 (2007 : 5,67). En 2013, 2,04 surdoses aiguës pour 100.000 habitants ont été enregistrées (2010 : 3,5), représentant une tendance décroissante. Les données médico-légales de 1992 à 2013 confirment que la quasi-totalité des décès impliquaient la consommation d’héroïne dans un contexte de polyconsommation. Pour les victimes, il s’agissait pour 2013 de 64% d’hommes et l’âge moyen au moment du décès a connu une hausse discontinue mais sensible sur les dernières vingt années (1992 : 28,4 années et 2013 : 36,9 années). Bien que la moyenne d’âge ait augmenté, le nombre de victimes âgées de moins de 20 ans est resté relativement stable. Aucune victime mineure d’âge n’a été rapportée en 2013. Une majorité confirmée de 73% (75%) de victimes était de nationalité luxembourgeoise ce qui représente une légère diminution comparée à 2012. Une description détaillée des victimes de surdoses fatales depuis 1994 ainsi que l’impact du facteur genre sur la survenu de surdoses à fait l’objet d’une étude à grande échelle dont les résultats ont été publiés en 2013 (Origer et al., 2013)5.



5



Origer A, Lopes da Costa S, Baumann M. Opiate and cocaine related fatal overdoses in Luxembourg from 1985 to 2011: A study on gender differences. Eur Addict Res. 2014;20(2):87-93. DOI: 10.1159/000355170
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CONSéqUENCES SOCIALES ET MESURES DE RéINTéGRATION Les corollaires sociaux de l’usage de drogues et de la dépendance y associée sont multiples et se répercutent aux niveaux familial, professionnel, financier et légal. Le niveau d’enseignement des usagers recensés est pour la plupart faible et incomplet. Leur situation résidentielle affiche toutefois une amélioration au regard des années précédentes. Si en 1995, 31% des usagers disposaient d’un logement stable, cette proportion se situe actuellement autour de 68%, ce qui est en partie le mérite d’une série de projets d’aide au logement pour personnes dépendantes mis en place dans le cadre des plans d’action « drogues ». Les chiffres les plus récents tendent cependant à confirmer que même si l’offre en logements encadrés pour la population visée continue à être développée, la demande pour ce genre de logements s’est accrue également sur la toile de fond de la situation économique plus difficile des dernières années. Le taux de chômage (61%) tend à stagner. Cependant, la proportion d’UPD professionnellement actifs présentant une situation d’emploi stable est restée stable les 2 dernières années, ce qui doit également être apprécié à la lumière des paramètres économiques actuels. MESURES DE RéDUCTION DES RISqUES Le nombre de contacts enregistrés par les structures d’accueil bas-seuil et de réduction de risques a connu un accroissement remarquable jusqu’à 2010 et a diminué pour la première fois en 2011 (2005 : 47.739 / 2011: 123.465). En 2013, le nombre de contacts s’élevait à 124,048. Environ 44% des clients appartiennent à la classe d’âge 25-34 ans et 50% ont 35 ans ou plus. Depuis la mise en place du programme national d’échange de seringues, on notait une augmentation continue du nombre de seringues stériles distribuées jusqu’en 2006 et depuis lors, une décroissance discontinue a été observée (2013 : 190,257). Le taux global de retour de seringues usées a augmenté pendant la période de référence et se situe actuellement à 94%. Un nombre croissant d’injecteurs (+/- 65%) se procurent leurs seringues auprès de structures spécialisées suivies des pharmacies et, de moins en moins, auprès des distributeurs automatiques. INDICATEURS DE RéDUCTION DE L’OFFRE6 Saisies de substances illicites au niveau national D’importantes variations au niveau de l’évolution des quantités saisies s’observent depuis le début des années 90 et ceci pour presque tous les types de produits. Une analyse longitudinale indique une tendance générale à la baisse7 des quantités d’héroïne, de cocaïne et une augmentation discontinue de résine de cannabis. Comparé à la situation observée en 2000, on note une hausse des saisies d’herbe de cannabis. Le nombre de délinquants impliqués spécifiquement dans le trafic illicite de drogue a montré une tendance générale à la hausse jusqu’à 2002 et montre depuis lors une tendance à la baisse. La quantité de cannabis 6 7 
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Sauf indication contraire, les données présentées se rapportent à l’année 2013. A défaut d’autres indications, les données entre parenthèses se rapportent à l’année 2012. Les drogues en transit exclues ; uniquement les quantités destinées au marché national.



Aucune saisie de crack n’a été rapportée à ce jour par les instances répressives bien que les associations de terrain rapportent la pratique du free-basing / cocaine cooking par certains usagers. Les premières saisies de substances de type XTC ont été enregistrées en 1994. La disponibilité de l’ecstasy est restée stable depuis 1996 alors que les saisies affichaient une nette hausse en 2009 pour diminuer à nouveau les dernières années. 
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saisie a augmenté en 2013. Nonobstant les quantités de cannabis et de cocaïne saisies, le nombre de saisies a augmenté de façon discontinue depuis 1990. Ceci suggère qu’un nombre plus élevé de saisies comportant des quantités réduites a été enregistré. Depuis 2008, le nombre de saisies de cannabis a augmenté, tandis que le nombre de saisies d’héroïne a diminué de façon discontinue. Aussi, le nombre total de personnes impliquées dans les saisies a montré une tendance générale à la baisse. 



Mesures judiciaires et pénales Le nombre de procès-verbaux pour motifs d’infraction à la loi modifiée de 1973 est passé de 764 en 1995 à 2,072 en 2013. En ce qui concerne le nombre respectif de prévenus, on note une évolution similaire à celle du nombre de procès-verbaux. En 2013 furent enregistrées 175 arrestations (2006 : 225) pour motifs d’infraction à la loi modifiée de 1973. La population des prévenus se compose de 85% d’hommes, proportion qui variait entre 79% et 90% durant les dix dernières années. 808 prévenus nouveaux ont été enregistrés en 2003 ; 854 en 2013. Le pourcentage de prévenus mineurs (< 18 ans) parmi les premiers auteurs a connu une notable tendance à la hausse entre 2010 (7%) et 2013 (20%). Le cannabis est la principale substance impliquée dans les premières infractions. Depuis 1998, les personnes originaires de pays autres que le Luxembourg (48% en 2013) ont représenté la majorité des prévenus (52-68%). 41% (40%) des cas enregistrés sont des premiers auteurs. Les données statistiques fournies par l’administration pénitentiaire pour l’année 2013 font état de 818 (950) nouvelles entrées au CPL dont 226 (27,63%) pour infraction(s) à la loi modifiée du 19 février 1973 (Code : DELIT-STUP); une proportion qui représentait 42,6% en 1996. DISPONIBILITé ET qUALITé DES DROGUES ILLICITES AU NIvEAU NATIONAL La production nationale de drogues illicites est jugée très limitée en termes de quantité et qualité. En 2013, aucun laboratoire clandestin de drogues n’a été démantelé. Selon les données fournies par la Police Judiciaire et par l’ensemble des unités décentralisées de la Police Grand-Ducale (sections de recherche), la grande majorité des drogues illicites consommées au Grand-Duché de Luxembourg sont originaires des Pays-Bas (production de cannabis et transit d’autres drogues) suivis de la Belgique (production d’ecstasy et d’amphétamines) et du Maroc (production de cannabis). L’importation de cocaïne depuis l’Amérique latine se fait souvent par le sud de l’Europe (Espagne, Portugal) pour être acheminée ensuite via la France, la Suisse, l’Autriche et l’Allemagne en direction des Pays-Bas, tandis que l’héroïne continue à emprunter la route du Balkan (Roumanie et Bulgarie) ou des dérivés de celle-ci (Pologne, Turquie, Bélarusse) et le pays producteur principal reste l’Afghanistan. Au cours des dernières années des réseaux de distribution mieux organisés ont vu le jour sur le plan national. L’expansion de ces réseaux plus structurés a contribué à une hausse sensible de la disponibilité de drogues, particulièrement en ce qui concerne l’offre de cocaïne et de cannabis. Les nouvelles drogues synthétiques et produits asscociés (Legal highs) sont à surveiller de façon rapprochée. Un phénomène plus récent consiste par ailleurs dans le fait que les groupements ethniques ont davantage tendance à interagir et à se concerter 
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au niveau de l’organisation de la vente de drogues, tandis qu’auparavant, aucune filière criminelle ne cherchait le contact avec les autres groupes. Par ailleurs, ces derniers œuvrent à délocaliser leurs points de vente vers des endroits moins visibles à la police, tels qu’appartements privés ou cafés. La proportion de trafiquants de drogues non-luxembourgeois est restée stable les dernières années. Au vu de la position géographique du Luxembourg, la Police Grand-Ducale travaille en étroite collaboration avec ses pays voisins et les Pays-Bas. Dans le cadre d’accords de coopération policière internationale, des opérations à grande échelle sont régulièrement organisées afin de lutter contre le trafic de drogues. Dans le cadre de ces opérations, la Police met en place un dispositif de surveillance, d’observation et d’interpellation afin de combattre les flux illicites de stupéfiants en provenance des Pays-Bas et les phénomènes de trafic et de consommation régionale de stupéfiants. Comparée à la situation de 2006, la pureté de la cocaïne a baissé et des variations remarquables de la pureté moyenne de l’héroïne ont été observées ces dernières années. Toutefois, il s’agira de suivre attentivement les variations importantes au niveau des puretés minimales et maximales et plus particulièrement les concentrations de THC dans différentes variétés de cannabis saisies au Luxembourg les dernières années. Les prix de rue de l’héroïne, de la cocaïne et du cannabis connaissent des marges croissantes, ce qui est dû partiellement aux différences de plus en plus marquées de la qualité de l’ensemble des drogues de rue. TENDANCES ESSENTIELLES Tous indicateurs de tendances confondus, les données les plus récentes confirment une diminution du nombre d’usagers problématiques de drogues au Grand-Duché de Luxembourg et les résultats des dernières études de prévalence suggèrent que la prévalence de l’usage intraveineux de drogues s’est stabilisée. Depuis la dernière décennie un nombre croissant d’UPD a commencé un traitement ou profite des offres bas-seuil et un nombre décroissant d’UPD entre en contact avec les forces de l’ordre. L’usage intraveineux d’héroïne associé à une polyconsommation demeure le mode de consommation préférentiel des usagers répertoriés par le réseau institutionnel. Toutefois, la pratique de l’inhalation (chasing) gagne progressivement du terrain sur l’usage intraveineux. La qualité des drogues vendues sur les marchés illicites au niveau national a connu une dégradation importante, ce qui a eu comme conséquence une augmentation généralisée de la polyconsommation. Le nombre de victimes de surdosages mortels a diminué depuis 2007 (27 cas) pour atteindre 11 cas en 2013. Bien que la prévalence UPD récente témoigne d’une tendance à la baisse, de nouveaux phénomènes sont apparus, dont l’ivresse précoce, le « binge drinking » chez les jeunes, le « cocaine freebasing » et l’usage de nouvelles drogues de synthèse et de produits contenant ces dernières. Ces nouveaux phénomènes doivent être observés de près aussi en raison de l’impact important qu’ils peuvent avoir sur l’incidence UPD à l’avenir. 
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Le marché illicite au niveau national se caractérise par des techniques de vente et de stratégies de distribution plus agressives notamment dû à une collaboration plus perfectionnée entre des groupes criminels d’origines ethniques différentes qui auparavant ont opéré de façon indépendante. Dans ce contexte on a observé que les points de vente sont devenus moins visibles pour les forces de l’ordre, p.ex. des appartements privés ou des bars. Une attention particulière doit aussi être portée sur les différences accrues observées dans les puretés minimales et maximales des drogues de rue ainsi qu’à la concentration maximale du THC au niveau des saisies de cannabis les dernières années. Les différences de qualité des drogues de rue ont tendance à augmenter ce qui suggère des mécanismes plus diversifiés de distribution et qui pourrait expliquer les variations de prix importantes observées au cours des dernières années. L’ensemble des indicateurs disponibles suggère par ailleurs que les consommateurs de drogues illicites s’approvisionnent de plus en plus sur le marché national.
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Les maladies infectieuses dont souffrent beaucoup d’usagers de drogues et particulièrement les UDVI demeurent un phénomène préoccupant. La proportion des UPD infectés par le VIH, restée stable de 2000 à 2008, a montré une tendance à la hausse entre 2009 et 2010, pour se stabiliser à nouveau autour de 3 à 5% entre 2011 et 2013. Une nouvelle hausse de la proportion d’injecteurs de drogues dans les nouvelles infections VIH se profile toutefois pour 2014. Cependant, l’infection à l’hépatite C, affichant une tendance à la hausse entre 2000 et 2008, a légèrement diminué en 2009 et 2010, ainsi qu’en 2012, pour augmenter à nouveau en 2013. Des résultats de recherche basés sur des tests de dépistage sérologiques (Origer & Removille, 2009) ont suggéré des proportions d’infection à l’hépatite C de plus de 70% et plus élevées encore auprès des personnes détenues dans les établissements pénitentiaires en 2007. 



Les développements en termes de réponses apportées aux problèmes associés à l’usage problématique de drogues sont à mettre en lien direct avec la mise en exécution de la stratégie nationale « drogues et addictions » et des plans d’action y associés. Au cours des dernières années, les services de consultation et de traitement spécialisés ont été largement adaptés aux réalités observées et aux défis nouveaux, ce qui a eu comme conséquence positive et documentée que plus de personnes commencent leur premier traitement à un moment plus précoce de leur carrière d’usager. Une planification pluriannuelle concertée a permis par le biais de plans d’action concrets et transparents d’atteindre une mobilisation de ressources budgétaires significativement plus élevées que lors des années précédant cette première. Si la prévention primaire est au premier plan, on retiendra également des améliorations visibles au niveau des mesures d’intervention précoce. Des efforts importants ont par ailleurs été entrepris au niveau des mesures de réduction de risques et dommages et de la diversification des offres de prise en charge. Les mesures de réintégration socioprofessionnelle ont porté leurs fruits au vu des données récentes en la matière. L’offre de traitement de substitution, et les structures de réduction de risques se sont développées et continuent à se développer sur la toile de fond de la décentralisation à l’échelle nationale. Actuellement, le nombre croissant de clients en traitement contraste avec un nombre décroissant de prévenus pour infraction(s) à la législation en matière de drogues. On retiendra également une diminution des traitements aigus en milieu hospitalier au bénéfice des traitements spécialisés extrahospitaliers et des traitements de substitution. Des mécanismes de coordination ont été renforcés entre les ONG et les autorités nationales et des mécanismes d’évaluation sont en place. Il a été procédé à une première évaluation externe du plan d’action drogue et les résultats ont été intégrés, ensemble avec les recommandations issues d’une série de groupes de travail d’experts nationaux et de résultats d’enquêtes auprès des usagers/clients, dans l’élaboration de la nouvelle stratégie anti-drogue et plan d’action 2010-2014 qui a son tour est soumis à une évaluation externe encore en cours lors de la rédaction du présent rapport.
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CONCORDANCE ENTRE INDICATEURS Les indicateurs de réduction de la demande concordent majoritairement avec les données de la réduction de l’offre (fig.4.3). La plupart des indicateurs indirects de prévalence UPD reflètent aussi les tendances documentées par les études nationales de prévalence. Le nombre absolu de surdoses fatales a atteint un niveau plus bas comparé aux années précédentes. Il doit être noté que des changements au niveau de chiffres absolus peu élevés peuvent induire des variations non négligeables au niveau des pourcentages et qu’une comparaison des taux de surdosages au cours des dernières années permettent d’entrevoir plus clairement la tendance actuelle à la baisse. Les statistiques d’admission des services bas-seuil dépendent en grande partie des capacités d’accueil de ces services ainsi que de l‘accessibilité de ces derniers au niveau national. Ceci dit, bien que les offres bas- seuil ont été développées continuellement au Luxembourg, le nombre de contacts avec ces derniers tend à diminuer comparé à la situation observée en 2010.
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ANNUAL NATIONAL REPORT ON THE STATE OF THE DRUGS PROBLEM (Edition 2014) DRUG POLICY: LEGISLATION, STRATEGIES AND ECONOMIC ANALYSIS In 1999 the government entrusted the Ministry of Health with the overall coordination of drug-related demand and risk reduction actions. This led to the creation of the national drug coordinator’s office in 2000.
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summARy



The 2009 governmental programme has set the framework for the elaboration of the third national strategy and action plan (2010-2014) for the fight against drugs and addictions. The national strategy and action plan 2010-2014 rely upon the priorities of the Ministry of Health and a sustained collaboration with field actors and civil society. In order to optimize its impact, the new action plan has taken into account relevant issues from EU and EC treaties, the EU anti-drugs strategy 2005-2012 and the EU drugs action plan 2009-2012. The general aim of the national strategy and action plan is to contribute to a high level of protection in terms of public health, public security and social cohesion. The national drug strategy relies on two pillars, namely on demand reduction and supply reduction and on four transversal axes: 1. Risk, damage and nuisance reduction, 2. Research and information, 3. International relations and 4. Coordination mechanisms. The national drug coordinator, jointly with the Interministerial Committee on Drugs (ICD), follows up and steers the implementation process of the national drugs action plan. The global budget of the Ministry of Health granted to drug demand reduction related services and programs went up from 2,066,000.- EUR in 2000 to 9.531.000.- EUR in 2013, thus witnessing a progression rate of 360%. Overall public expenditures in the field of drug demand and drug supply reduction per year are currently estimated at 38,500,000.- EUR (Origer, 2010). Expenditures exclusively allocated to drugrelated treatment reached 16,231,609.- EUR in 2012. EPIDEMIOLOGICAL INDICATORS Globally, UNODC8 (2014) estimates that, in 2012, between 162 and 324 million people used at least one illicit substance during the past year. The prevalence of the use of illicit drugs and the number of problematic drug users has stabilized. Cannabis remains the most widely consumed drug worldwide (177.63 million people or 3.8% of the population aged 15 to 64 years) which represents a slight increase compared to the estimations of 2009. The use of amphetamine-type stimulants reached 34.40 million people (0.7%). The prevalence of “ecstasy” in 2012 (18.75% million people or 0.4% of the population aged 15 to 64 years) has decreased compared to 2009 data. The number of opiate users has stabilised and situates around 16.37 million people (0.4%). According to the European Drug Report 2013 published by the EMCDDA, 80 million people have used an illicit drug in Europe. The use of drugs in Europe remains historically high. Positive evolutions concern however the decline of new heroin users, a decrease of the number of people who inject drugs, a reduction of the mortality associated to drug use and a decrease of the use of cannabis and cocaine in several countries. 8 



Extracts from the World Drug Report 2014 (UNODC, 2014)
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In addition, record levels of the number of people in treatment have been observed (1.2 million of Europeans in 2011) as well as a continuing decrease of the HIV infection associated to drug use. Amphetamines and ecstasy remain the synthetic stimulants mostly used in Europe. Recent data suggest, however, a stable and declining use of amphetamines by young adults. Concerning cannabis, around 1% of European adults are estimated to use cannabis daily or nearly on a daily basis, which leads to concerns of public health authorities. Also the number, type and availability of new substances in Europe continue to increase. The globalization, the technical progresses and the use of the internet have contributed to a market open for new drugs. National drug prevalence in the general population Drug prevalence in school population and in general population Serial school survey data (HBSC 1999 – 2010) reveal a decrease in the prevalence of any illicit drug use from the end of the 20th century to 2010. In-depth analysis shows an overall decline in prevalence between 1999 and 2006 and a fair stabilization afterwards. All common illicit drugs follow declining prevalence trends with the notable exception of cocaine witnessing an increase, particularly in age group 15 to 16 years. Opiates’ use in school-aged children has been consistently low over the last decade. Even though cannabis is still the most used illicit drug by youngsters aged 12 to 18 years, an obvious decline has been observed from the beginning of the 21st century as far as lifetime prevalence is concerned. Recent and current cannabis use prevalence rates have been declining remarkably between 1999 and 2006 and seem to have stabilised since then. Also, the mean age at first use of cannabis and illicit drugs in general has increased (+/- 6 months) between 2006 and 2010. In 2010, 9.44% of youngsters aged 15 years reported first cannabis use before having reached 15 years, whereas this same proportion figured 12.03% in 2006. An ongoing survey (European Health Interview Survey) will provide new prevalence data in 2015. National prevalence of problem drug use (PDU) Data on institutional contacts and drug treatment demands The annual number of PDU person-contacts indexed by national institutions figured 5,0849 in 2012 (2002: 4,701). 2,383 users have been indexed by national specialised drug demand reduction agencies and 2,318 drug law offenders by supply reduction agencies in 2002. In 2012 the same agencies have indexed 2,789 and 2,295 persons respectively. Overall the number of persons showing drug-related contacts with DR or SR agencies has discontinuously increased until 2010 and has stabilised since 2011. However, one observes a decline in the number of contacts with law enforcement agencies and an increase in drug treatment demands. Also, the number of inpatient drug treatment demanders in hospital care settings has been decreasing in 9 
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In this figure double counting is included meaning that a given person could have been indexed twice and more by different institutions. It is thus not representing the actual prevalence, which has to be assessed by other methods. 



Socio-demographic profile of PDU The male/female ratio of the PDU population currently sets at 4:1. Over the last decade the proportion of indexed non-native PDU has been showing strong variations but a clearly increasing trend since 2003 and has shown signs of stabilisation from 2008 to 2013. The population of non-native drug users largely consists of Portuguese nationals (35% of total number of non-native PDU), representing a proportion that is comparable to the one observed in general population (36.9%). Citizens of African and French origins occupy the second (19%) and third (16%) rank respectively. German citizens rank at 4th position (4%) together with Belgian citizens.
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recent years, whereas specialised non-hospital based treatment and substitution treatment have gained in importance. Worth mentioning is also the decrease between 2011 and 2013 of national low threshold agencies’ contacts. 



The mean age of indexed PDU has been evolving from 28 years and 4 months in 1995 to 33 years and 6 months in 2013. Mean age of male PDU has been increasing faster than for females. The gap between youngest and oldest PDU has been stabilised in recent years, after years of increase as one observed a longterm increase of the population of PDU aged 40 years and more and a sensitive decrease in PDU aged less than 30 years. The mean age of native PDU is consistently lower than the one observed for non-natives. Worth mentioning is also the significant increase of the average age of overdose victims over the last decade and an increase of the proportion of minors among drug law offenders over the last four years (2013: 11%; 2012: 10%; 2011: 6%; 2010:9 %; 2009: 6%). Problem drug use prevalence and consume trends National data are provided by serial prevalence studies on PDU aged between 15 and 64 years performed in 1997, 1999, 2000, 2007 and 2009 data (Origer, 2012)10. The estimation study performed on 2009 data provides an absolute prevalence of problem drug users (PDU) of 2,070 persons (C.I. (95%): 1,553 to 2,623). In terms of prevalence rates estimates for the same age categories, 6.16 out of 1,000 habitants aged between 15 and 64 years show problem drug use. According to available serial data for the years 1997 to 2009, absolute prevalence and prevalence rates of PDU have been showing an increasing trend until 2000. After a brief plateau, a decrease has been observed from 2003 onwards. Absolute prevalence and prevalence rates of intravenous drug use (IDU) in the national population aged 15 to 64 years have been increasing between 1997 and 2007 to show first signs of decline in 2009. Injecting heroin use associated to poly-drug use has been reported being the most common consume pattern in PDU. The ratio of injecting opiates use to the inhalation mode has reached 3:2 in 2013. The prevalence of the use of cocaine as primary drug increased until 2006 and from there on discontinuously decreased. In 2013, cocaine as primary drug showed an increase (17.3%) as in 2011. The number of persons in contact with the national specialised network for (preferential) cannabis use currently represents 31.1% (slight increase). Amphetamine type substances and ecstasy related treatment demands are only weakly represented, which, however, does not inform on their prevalence in general population as RELIS data refer to PDU and not to the overall population of recreational drug users. The proportion of poly-drug use (47% in 2013) has been decreasing in 2011, 2012 and 2013. 



10



Origer A. Prevalence of Problem Drug Use and Injecting Drug Use in Luxembourg: A Longitudinal and Methodological Perspective. Eur Addict Res. 2012;18:288-296.
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DRUG-RELATED TREATMENT The number of adult outpatient clients tends to stabilise, while adult inpatient clients decrease and out-patient minor treatment demanders have been continually increasing. Since 2010, the number of substitution treatment demanders has been stabilising and the number of contacts in low threshold facilities has been decreasing (2013: 124,048; 2012:127,080; 2010: 140,093 contacts). 7.6% of respondents are first treatment demanders, all treatment centres included. A confirmed trend has to be seen in the decrease of the proportion of substitution patients aged less than 25 years and the increase of the proportion of patients aged 40 years and more. HEALTH CORRELATES AND RESPONSES TO CONSEqUENCES The HIV/AIDS prevalence11 in PDU has been stable in 2013, while the infection of HCV (hepatitis C) has been showing an increase in 2013, compared to 2012 data. Data from the National Laboratory of Retrovirology suggest a long term and discontinuous decreasing tendency of the average proportion of IDU in newly diagnosed HIV cases. From 2004 to 2008 this proportion has been varying between 7 and 14 % and figured 8.54% in 2013 (increasing trend). HIV infection rates in IDU situated around 4 percent, which stands for a stabilisation, compared to 2012 data. The implementation of the 2005-2009 and 2010-2014 action plans has been accompanied by a discontinuous but significant overall decrease of fatal overdose cases in the Grand Duchy of Luxembourg (2013: 11 cases). In terms of number of overdose cases in the general population of the Grand Duchy of Luxembourg, this proportion figured 1.76 overdose deaths per 100,000 inhabitants aged 15 to 64 years in 2005 (2000: 5.9 cases per 100,000 inhabitants and 2007: 5.67). In 2013, 2.04 acute OD cases per 100,000 inhabitants have been registered (2010: 3.5), showing a decreasing tendency. Forensic data from 1992 to 2013 show that the most frequently involved substance in drug-related death is heroin, followed by prescription drugs consumed in a polyuse context. 7 victims were male (64%) in 2013 and the mean age of victims has been showing a discontinued increase over the past 20 years (in 1992: 28.4 years and in 2013: 36.9 years). Although the mean age of drug overdose victims has been increasing, the number of victims aged less than 20 years has remained relatively unchanged. No underage victim was reported in 2013. As regards the nationality of overdose victims, 73% (75%) were natives, representing a slight decrease compared to the previous year. An in-depth description of fatal overdose (FOD) victims since 1994 as well as the impact of gender on the occurrence of FOD has been addressed by a nationwide study (Origer et al., 2013)12 published in 2013. SOCIAL CORRELATES AND SOCIAL REINTEGRATION Social correlates of problem drug use are manifold and touch upon family, professional, financial and legal areas.



11 12
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The unemployment rate (61%) tends to plateau. However, the proportion of active respondents reporting a stable job situation (e.g. long term contract) is stable over the last 2 years, which should also be put in the context of the current economic parameters.
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The educational levels of PDU are low and mostly incomplete. The residential status of the latter has improved over the last years. In 1995, 31% of the users reported stable accommodation; currently the same proportion situates around 68%. This improvement is partly due to various accommodation and housing offers for addicted people set up in the framework of the drug action plan. Recent figures tend to confirm that although specialised accommodation offers have been further developed, the current economic situation has created an even higher demand for this type of housing.



HARM REDUCTION ACTIvITIES The number of contacts indexed by national low-threshold agencies has increased dramatically until 2010 and decreased for the first time in 2011 (2011: 123,465 / 2005: 47,739) In 2013, 124,048 contacts have been registered (slight decrease compared to 2012). Approximately 44% of clients are aged between 25 and 34 years, and 50% of clients aged 35 and more is observed. The number of syringes distributed in the framework of the national needle exchange programme (2013: 190,257 / 1996: 76,259), peaked in 2006 and has been decreasing discontinuously onwards. Return rates of used syringes have been increasing during the referred period and reached 94% in 2013. An increasing majority of injectors (65%) procure their syringes in specialised agencies followed by pharmacies and decreasingly via automatic dispensers. LAw ENFORCEMENT INDICATORS13 Seizures of illicit substances at the national level Great variations have been observed as to the quantity of illicit substances seized since the beginning of the nineties. A longitudinal data analysis from 2000 onwards indicates a general decreasing tendency in heroin and cocaine seizures, whereas cannabis (herbal and resin) seizures14 are showing a discontinuous increase. Quantities of herbal cannabis seized have increased compared to the situation observed in year 2000. The total number of persons involved in traffic has followed a constant upward trend until 2002 and showed a decreasing trend line since then. Quantities of seized cannabis went up in 2013. Notwithstanding the quantities of cannabis and cocaine seized; the number of seizures has grown discontinuously since 1990. This suggests that more seizures of smaller quantities have been reported. Since 2008 the number of cannabis seizures has clearly increased, while the number of heroin seizures discontinuously decreased. Also, the number of offenders involved in seizures has been showing an overall decreasing trend. The total number of persons involved in drug possession has followed a constant upward trend (2000: 1,758; 2013: 2,069 persons). Crack (cocaine-base) seizures have not been reported to date by national authorities, although freebasing has been reported sporadically by field agencies. The first national seizures of ecstasy type substances (MDMA, MDA, etc.) were recorded in 1994. The availability of ecstasy has been stable since 1996 but seized quantities increased remarkably in 2009 followed by a decrease in the past years. 13 If not specified, data refer to 2013. Figures in brackets refer to 2012 if not otherwise specified. 14 Non–transit drugs destined to the national market 
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Drug law offenders and prison sentences The number of police records for presumed offences against the modified drug law of 1973 went from 764 in 1995 to 2,072 in 2013. A similar evolution has been observed with regard to the number of drug law offenders. In 2013, 175 arrests (225 in 2006) for presumed drug offences have been reported. The population of drug law offenders is composed of 85% males; a proportion that has been varying between 79% and 90% during the past decade. 808 first drug law offenders were reported in 2003 and 854 in 2013. Also the percentage of minors (< 18 years) among first drug law offenders, has remarkably increased between 2010 (7%) and 2013 (20%). Cannabis is the main drug involved in registered first drug offences. Since 1998, non-natives (48% in 2013) have been representing the majority of drug law offenders (5268%). 41% (40%) of the registered cases were first drug law offenders. National prison data of 2013 refer to 818 (950) new admissions of which 226 (27.63%) were related to drug law offences; a proportion that represented 42.6% in 1996. PROFILE OF THE NATIONAL DRUG MARkET The national production and culture of illicit drugs appears to be irrelevant in terms of quantities and quality. In 2013 no clandestine drug-manufacturing laboratory has been dismantled at the national level. According to observational data provided by the Judicial Police and all decentralised national police units, a majority of illicit drugs consumed in the G.-D. of Luxembourg originate from the Netherlands (cannabis production and transit of other drugs), followed by Belgium (ecstasy and ATS production) and Morocco (cannabis production). Cocaine found on the national market is originating from Latin America and mostly transits South of Europe (Spain, Portugal) to reach the Netherlands via France, Switzerland, Austria and Germany. Heroin follows the main Balkan route and its derivate (Poland, Turkey, Belorussia). In recent years more organised distribution networks have been developing nationally. The expansion of these structured distribution networks by criminal associations thus contributed to a significant increase in drug availability, and particularly in the supply of cocaine and cannabis. More recently different ethnic groups have created synergies in drug distribution and traffic, whereas previously these groups have been operating separately. Moreover, it has been noted that traffickers tend to delocalize their selling points to locations or settings less visible for police as for instance private flats, bars or motorway rest areas in order to meet their clients halfway and sell gross quantities. The proportion of non-natives involved in drug trafficking has been stable in recent years. Compared to the situation in 2006, purity of cocaine has been decreasing and remarkable variations in average heroin purity was observed in the past years. Attention has to be paid to the striking differences in maximum and minimum purities as well as to a high maximum concentration of THC in cannabis products seized in Luxembourg in recent years. Prices move within increasingly broader ranges for heroin, cocaine and cannabis, which is partly due to increasing differences in quality levels of street drugs. 
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All indicators included, a decrease in PDU prevalence rates has been observed over recent years and results from latest prevalence studies suggest that IDU prevalence has stabilised. Over the last decade an increasing number of PDU entered treatment or used low-threshold offers and fewer came in contact with law enforcement agencies. Injecting opiate use, combined with polyuse, is the predominant PDU pattern. However, recent data suggest that the inhalation mode (chasing) is becoming increasingly popular. The overall quality of street drugs decreased, which resulted in an overall increase of polydrug use. The number of acute drug deaths went down to 11 cases in 2013 (27 cases in 2007).
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MOST RELEvANT TRENDS



Although current PDU prevalence shows a decreasing trend, new phenomena such as early drunkenness, binge drinking in youngsters, cocaine freebasing and use of new synthetic drugs and products containing the latter must be monitored closely since they may have a relevant impact of PDU incidence in the future. There is also great concern about infectious diseases in drug users and particularly in IDUs. HIV rates in PDU have been low and stable from 2000 to 2008, but showed an increasing tendency in 2009 and 2010, to stabilise again around 3 to 5% between 2011 and 2013. However, hepatitis C has been increasing continuously from 2000 to 2008, slightly decreasing in 2009 and 2010, as well as in 2012, to increase again in 2013. Latest research results based on serological testing (Origer & Removille, 2009) suggested HCV infection rates over 70% and even higher prevalence rates in prison populations in 2007. The national drug market is led by more aggressive selling techniques and distribution strategies due to improved collaboration between criminal groups of different ethnic origins previously operating independently. A tendency to move selling points to locations or settings less visible for police as for instance private flats or bars is also observed in this context. Attention has finally to be paid to the striking differences in maximum and minimum purities of street drugs as well as to a historically high maximum concentration of THC in cannabis samples seized over the last years. Quality ranges of street drugs tend to increase which suggest more diversified distribution mechanisms and may explain the important price variations observed during recent years. Available indicators suggest that users increasingly acquire illicit drugs on the national market. The most relevant developments at the response side result from the implementation of the national drug strategy and its associated action plans. Over the last years, counselling and specialised care networks have been developed, which had as a positive and documented consequence that PDU start treatment at an early stage of their drug career. Drug action plans have allowed disposing of financial means that have known an important increase compared to the time preceding drug action plans. If primary prevention is considered most important, there have been visible improvements in early intervention measures. Major efforts have also been made in the diversification of care offers and finally harm reduction measures have been significantly developed. Housing offers and reintegration programmes have obviously contributed to improve socio-professional situations as documented by latest RELIS data. Substitution treatment and low- threshold offers have been, decentralised and continue to be. In recent years an increasing number of drug users in treatment contrast with a decreasing number of drug law offenders. Moreover, treatment episodes in hospital settings have been dropping, whereas, specialised outpatient treatment and substitution treatment demands have been increasing in recent years. Coordination mechanisms have been reinforced between NGOs and national authorities and evaluation mechanisms are in place. A first external evaluation of the national drugs action plan has been performed and outcomes have been integrated together with recommendations from a series of national expert groups and outcomes of user/clients surveys in the elaboration of the new drugs strategy and action plan 20102014.
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CONSISTENCY BETwEEN INDICATORS Demand reduction indicators are mostly consistent with supply reduction data (fig. 4.3). Most indirect PDU prevalence indicators also reflect trends documented by in-depth PDU studies. Moreover, the absolute number of fatal overdoses has reached a fairly low level compared to previous years. It should be stressed that changes in small figures may produce great variations in percentages and that comparison of overdose rates over the years would probably make the downward trend more obvious. Admission statistics in low-threshold drug agencies depend of course on the capacities of low-threshold offers and the level of access to harm reduction measures at the national level. This said even though harm reduction offers have been further developed in Luxembourg, the number of contacts with the latter tend to decrease if compared to the situation observed in year 2010.
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pARt A:



IntRoduCtIon Given the complex nature of drug use and its correlates, national drug policies are based on shared political competencies and responsibilities. Furthermore, in terms of intervention strategies, the more holistic concept of addictive behaviour has gained in importance and influences increasingly policy debates. This tendency is reflected by the enlargement of ICD (Interministerial Committee on Drugs) competences and its increased external visibility as well as the general framework set by the new national drugs strategy 2010-2014 on addictions (and not exclusively on illicit substances’ related problems). The governmental programme 201315, foresees to further develop the national drugs action plan and specifically refers to the decentralisation of care and harm reduction structures, to the creation of a heroin assisted treatment programme and to the extension of post–therapeutic offers. By the time of writing the 2010-2014 national drug action plan is in the process of being externally evaluated (Trimbos Instituut – NL). The new 2015 – 2019 national action plan on drugs and addictions will built upon the outcome of the referred external evaluation of the national drug strategy and action plan 2010-2014.



geneRAl legAl FRAmewoRk16 Drug legislation and recent drug-related laws The basic national drug law, namely: ‘Loi concernant la vente de substances médicamenteuses et la lutte contre la toxicomanie17’ regulates both, the selling of controlled medicaments and the fight against drug addiction and dates back to the 19 February 1973. It has been last amended by the law of 27 April 200118. Besides the decriminalisation of cannabis use, alleviation of penalties for simple drug use, and an enhanced overall differentiation of penalties according to the type of drug offences and the nature of controlled substances involved, the law of 27 April 2001 foresees a legal framework for a series of treatment and harm reduction measures, namely, drug substitution treatment, needle exchange and shooting galleries (state accredited and, in addition to article 13 of the Grand ducal decree of 30 January 2002 (see below), Heroin Assisted Treatment (HAT). No new law related to drugs or precursors has been voted in 2013.



15 Gov. Declaration of 2009, http://www.gouvernement.lu/gouvernement/programme-2009/programme-2009/index.html 16 Legal texts prevail on selectively produced summaries. The integral national legislation on drugs and drug addiction is available under: http://www.emcdda.europa.eu/eldd 17 Official gazette A 1973, p.319 18 Official gazette A 2001, p.1180 (Adoption: 27/04/2001, Entry in force: 17/05/2001)
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Grand Ducal Decrees As regards regulation mechanisms on the control of substances and precursors, the national drug legislation mainly relies on the following Grand ducal decrees, amended (text or annexes) according to decisions on new substances’ inscription into national law: - Grand ducal decree of 4 March 1974 regarding certain toxic substances - Grand ducal decree of 20 March 1974 regarding certain psychotropic substances - Grand ducal decree of 26 March 1974 establishing the list of controlled narcotics - Grand ducal decree of 8 May 1993 regarding commerce of narcotics and psychotropic substances - Grand ducal decree of 2 February 1995 regarding the production and distribution of certain substances used in the illicit production of narcotics and psychotropic substances - Grand ducal decree of 6 February 1997 regarding substances listed in schedules III and IV of the UN Convention on psychotropic substances of 21 February 1971 - Grand ducal decree of 30 January 2004 modifying the grand ducal decree of 2 February 199519 - Grand ducal decree of 13 February 2007 on the surveillance and commerce of drug precursors20 The full text of the current basic national drug law as well as recent decrees can be accessed through the following web sites: http://www.legilux.public.lu or http://eldd.emcdda.europa.eu. CHANGES IN 2012 : The grand ducal decree of July 21, 201221 puts the following substances and plants under national control: - MDPV (3,4 méthylène-dioxy-pyrovalerone) - Salvia Divinorium (Salvinorine A) - Mytragyna Speciosa, Kratom (Mytragynine, 7-Hydroxymitragynine )» Furthermore it regulates the modalities for the incorporation of certain cannabinoids in recognized medicaments as well as the cultivation of certain cannabis varieties for agricultural, non-psychoactive purposes. CHANGES IN 2013: The grand ducal decree of January 29, 201322 puts the following substances under national control: MDMC (Methylone) 4-MA (Methylamphetamine)
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19 Official gazette A 2004 (Adoption: 13/02/2007, Entry in force: 22/02/2007). See also ELDD. Règlement grand-ducal du 13 février 2007 relatif à la surveillance du commerce des précurseurs de drogues […]. 20 Official gazette A 2007 (Adoption: 30/01/2004, Entry in force: 13/02/2004). See also ELDD. Règlement grand-ducal du 30 janvier 2004 modifiant le règlement grand-ducal modifié du 2 février 1995 relatif à la fabrication et à la mise sur le marché de certaines substances utilisées pour la fabrication illicite de stupéfiants et de substances psychotropes. 21 Règlement grand-ducal du 21 juillet 2012 modifiant : • le règlement grand-ducal modifié du 19 février 1974 portant exécution de la loi du 19 février 1973 sur la vente des substances médicamenteuses et la lutte contre la toxicomanie ; • l’annexe du règlement grand-ducal modifié du 4 mars 1974 concernant certaines substances toxiques ; • l’annexe du règlement grand-ducal modifié du 20 mars 1974 concernant certaines substances psychotropes ; • l’annexe du règlement grand-ducal modifié du 26 mars 1974 établissant la liste des stupéfiants Official gazette A 157, p.1888 (Adoption : 21.07.2012, Entry in force : 30.07.2012) 22 Règlement grand-ducal du 29 janvier juillet 2013 modifiant : • le règlement grand-ducal modifié du 19 février 1974 portant exécution de la loi du 19 février 1973 sur la vente des substances médicamenteuses et la lutte contre la toxicomanie ; • l’annexe du règlement grand-ducal modifié du 4 mars 1974 concernant certaines substances toxiques ; • l’annexe du règlement grand-ducal modifié du 20 mars 1974 concernant certaines substances psychotropes ; • l’annexe du règlement grand-ducal modifié du 26 mars 1974 établissant la liste des stupéfiants (Adoption : 29.01.2013, Entry in force : 01.02.2013)



CHANGES IN 2014: The grand ducal decree of January 24, 201423 puts the following substances under national control:



Laws implementation Legally speaking, police has no discretional power: each offence, once disclosed, must be reported. However, depending on the case, (e.g. first offence for cannabis use) it may occur that no further action is taken. Once a drug law offence case has been reported to the Public Prosecutor, the latter decides on the opportunity to prosecute or not. The legal concept of ‘prosecution opportunity’ may be applied, which implies a case-bycase decision.
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5-IT (5-(2-aminopropyl)-indole)



Narcotic-related offences are covered by the law (concerning the sale of medicinal substances and the fight against drug addiction) of 19 February 1973 (hereinafter referred to as ‘the 1973 law’) that was modified by the law of 27 April 2001. The modified 1973 law essentially remains a repressive law, towards drug consumers as well as dealers. Even though the 1973 law does not specifically provide for alternative measures to prison for drug-addicted law offenders, the following options exist. In accordance with article 23 of the 1973 law, cases involving personal use of drugs (individually or in a group) and/or cases involving offences against article 8 of the 1973 law are dropped if the offender, before the illegal use was disclosed, undertook treatment for drug addiction. Moreover, the public prosecutor can offer the offender the option of voluntary treatment of his/her addiction. According to the terms of article 24 of the 1973 law, when preliminary charges are brought for personal use of drugs and when it is established that the offender is the subject of medical treatment, the investigative judge may order treatment for drug addiction at the request of the prosecutor or the accused person. Article 25 of the 1973 law makes provision for the juvenile court to refer an addicted minor to treatment. Article 26 of the 1973 law provides for the courts to order a drug addict to undergo treatment, in which case the verdict can be postponed. If the accused person meets all conditions imposed by the courts, the charges for illegal use may be dropped. The above measures are only available to drug users and no other categories of offenders. In addition to the special measures set forth in the 1973 law, the courts can still avail of the reformed sentencing measures or of any of the extenuating circumstances which are an option for all offences, as outlined in the Code of Criminal Law and the Code of Criminal Investigation. The extenuating circumstances outlined in Articles 73 to 79 of the Code of Criminal Law allow the judge the option of ordering community service or a fine, or even to forgo sentencing in favour of a police fine (between EUR 25 and 248). Articles 619 to 634 (1) of the Code of Criminal Investigation allow the judge the option of either postponing the verdict, with/without a trial period, or suspending the sentence, with/without probation and with a trial period. The law of 27 April 200124 modifying the basic drug law of 19 February 1973 by decriminalising cannabis use (without aggravating circumstances), and enhancing the differentiation of penalties according to the type of drug offences and the nature of controlled substances involved and the grand ducal decree of 30 23 Règlement grand-ducal du 24 janvier 2014 modifiant : l’annexe du règlement grand-ducal modifié du 20 mars 1974 concernant certaines substances psychotropes ; (Adoption : 24.01.2014. Entry in force : 30.01.2014) 24 Official gazette A 2001, p.1180 (Adoption: 27/04/2001, Entry in force: 17/05/2001) See also ELDD
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January 200225 on substitution treatment, have largely contributed to increase the congruity between drug legislations and prosecution routines. Also, current drug legislation and prosecution policies put higher priority on drug dealing and trafficking than on drug consumption and promote harm and risk reduction measures. The creation of a national supervised drug consumption room is a sound example of this holistic approach. As a legal principle, the reaction to an offence committed by a drug user must be proportional to the harm it aims to prevent. In fact, as long as the drug addict remains a simple user, any damage caused is to himself/ herself and the legal response remains minimal as long as public order is not greatly disturbed. However, if the drug addict causes harm to others, the response will become firmer according to the seriousness of the offence.



nAtIonAl ACtIon plAn, stRAtegy, eVAluAtIon And CooRdInAtIon Coordination mechanisms The coordination of drug demand reduction, risk reduction and related research is a competence of the Ministry of Health. Since 2000 a National Drug Coordinator, appointed by the Minister of Health, has been mandated with the overall coordination (including interministerial coordination) in the domains of drugrelated demand and harm reduction and represents Luxembourg at the international level. Supply reduction and international cooperation aspects remain a competence of the Ministry of Justice and the Ministry of Foreign Affairs respectively. At the national level, the coordination among the competent ministries takes place in the Inter-ministerial Commission on Drugs (ICD), chaired by the national drugs coordinator. The ICD is composed of official delegates from involved governmental departments and constitutes the top advisory level with respect to coordination and orientation of actions. Both, the ICD and the Ministry of Health are responsible for the implementation of national drugs strategies and action plans. The ICD, has an advisory role and addresses issues ranging from illicit drug use and “legal highs” to alcohol use and prescription drugs under the general heading of addictive behaviour and its consequences. The National Drug Coordinator is also the head of the national delegation within the Horizontal Drugs Group (EU Council) and the national permanent correspondent within the Pompidou Group (Council of Europe). Furthermore, he has been nominated chair of the national substitution treatment surveillance commission in 2010 and is member of the national AIDS surveillance commission. National plan and strategy Having taken into consideration the EU drugs strategy 2005-2012, the EU drugs action plan 2009-2012, the national strategy and drugs action plan are meant to contribute to a high level of health protection, public security and social cohesion and rely on two policy pillars, namely supply reduction and demand reduction. More precisely, it is designed to contribute to reduce initiation of drug use, to develop and maintain diversity 25 Official gazette A 2002, p.232 (Adoption: 30/01/2002, Entry in force: 12/02/2002) See also ELDD
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Furthermore, the 2010-2014 national action plan26 includes, in addition to international cooperation and research, information, evaluation (retained by the EU action plan), two more cross-cutting themes: coordination and harm, risk and nuisance reduction. Luxembourg considers the latter two activity fields to be essential and of transversal nature. The new governmental drugs strategy builds upon a more holistic approach than the previous ones. It addresses addictive behaviour as a whole and not only illicit drugs and drug addiction. Thus alcohol, tobacco and psychotropic pharmaceutics dependence as well as addictive behaviour not associated with substance use are now an integral part of an unique strategy. Specific action plans have been conceived or are currently under preparation in order to integrate the framework of a global national policy on addictions.
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and quality in care and treatment offers, to tangibly reduce drug use prevalence in the general population as well as health and social damage generated by illicit drug use and drug trafficking. 



Operational objectives are as follows: 1. To contribute to the maintenance of individual and collective well-being. 2. To increase means for action and to improve coordination mechanisms and synergies between available resources in order to guarantee their best possible use. 3. Reduce the burden for the community by promoting a rational culture of investments, allowing to generating sustainable achievements. 4. To adequately update drug-related legislation and other regulatory instruments according to emerging evidence on drugs and drug use pattern as well as on commercial strategies that are building upon new opportunities created by new consumer trends. 5. To increase the knowledge base on drugs and addictive behaviour by promoting research and the broadest possible diffusion of objective information to the general public and specific target groups. 6. To consolidate mechanisms that allow to critically analyse actions and achievements, and by doing so, improve drug policy making, action planning and implementation. The national plan lists 60 separate actions associated to a clear definition of tasks, involved management actors, financial requirements, deadlines and performance indicators. Some of the referred actions are submitted to a series of conditions to fulfil by the action manager in order to be proposed for financing. The action plan reflects priorities set by the government: primary prevention (4 projects), treatment and care (7), socio-professional reintegration (5), reduction of risks and damages (9), research, evaluation and information (8), supply reduction (18), coordination and international relations (9). Special focus is placed on primary prevention, offers of accommodation and housing, socio-professional reinsertion measures, diversification and access to therapeutic offers and quality management. The selection of specific actions, projects or programmes has occurred on basis of a 6 criteria matrix including: pertinence, opportunity, feasibility, cost–benefice/quality factors, quality assurance mechanisms and measurability of results or impact. Implementation of policies and strategies The outcome of a national drugs action plan highly relies on the way it has been elaborated. The successive action plans reflect the general strategy of the Ministry of Health in order to optimize the overall interventions in the fight against drugs and drug addiction in the light of stated priorities, assessed needs and available 



26 Ministère de la Santé (2010). Stratégie et plan d’action gouvernementaux 2010-2014 en matière de lutte contre les drogues et les addictions. Ministère de la Santé. Luxembourg. Available at : http://www.ms.public.lu/fr/activites/medecine-sociale-toxicomanie/ index.html
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resources. It constitutes an open framework meaning that complementary projects can be included if required. In 2009, in order to best meet current needs in the elaboration of the 2010-2014 action plan, the national drug coordinator has launched a third multilateral consultation process involving ministerial departments, specialised NGOs and civil society. A special working group, chaired by the Ministry of Health, performed a needs assessment and elaborated national recommendations focusing on specialised drug care and rehabilitation offers. A more restricted group composed of representatives of the Ministry of Health and the National Addiction Prevention Centre drafted the action plan in the framework of primary prevention strategies. The priorities set by the Ministry of Health were discussed and, if necessary, complementary measures were added. A consensus on priority rankings of listed actions has been reached among involved parties. Finally, all retained actions were structured in an output oriented way as follows: ‘1. Description/ objective of action – 2. Responsibilities – 3. Budget – 4. Outcome – 5. Deadlines for outcome and evaluation’. The active involvement of specialised NGOs/civil society from the very start of the conceptualisation work and consensus making prior to the implementation phase have shown to be a major criterion to guarantee an effective implementation process. Summarily, one should stress that the multilateral involvement of competent actors and the fact that most agencies involved in the implementation process are financed and controlled by the centrally coordinating Ministry of Health highly promote the effectiveness of the national strategic model. Evaluation of policies and strategies The implementation progress of the drugs action plan has been on the political agenda since its start in 2000 and consequently the visibility of achievements was continuously high. Media also contributed to this enhanced awareness and activity boosting, especially since they have been able to identify a central personalised key actor in the person of the national drug coordinator. Another positive side effect of consecutive drugs action plans is an increased commitment of NGOs/civil society in the drug policies as they have been involved since the very beginning of the process. The general public has equally welcomed the drug action plans since it enables them to follow up public efforts to fight a problem of great concern and to compare announced objectives with achieved actions. Beside efforts made by all involved actors and networks, the positive outcome has also to be related to the considerable increase of the budgetary means allocated to the fight against drug addiction. An increase of more than 300% of the budget invested by the Ministry of Health in drug demand reduction occurred between 2000 and 2012. Budgetary means invested allowed to increase resources in terms of primary prevention, to extend admission capacities of low-threshold services, to increase the number of post-therapeutic offers, to further regionalize ambulatory treatment offers, to improve technical control measures related to substitution treatment, to reduce risks and damages, especially related to synthetic drugs and the transmission of certain infectious diseases, endemic to the population of PDU, to reduce the rate of drug overdoses and finally to promote research activities in the field. Over the last 10 years the concept of implementation follow-up, evaluation and external evaluation strategies have gained in importance in the field of drugs and drug addiction. In the beginning of 2010, the Minister of Health jointly with the National Drug Coordinator has presented the new drug strategy and action plan 2010 – 2014. The referred action plan is based on the evaluation outcome of previous action 
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The contractual scope of the evaluation was a critical analysis of the implementation of the National Drug Action Plan 2005-2009. It relied upon the above mentioned mid-term evaluation of the Drug Action Plan. The aim was to serve policy relevant information to the stakeholders involved in making and implementing drug policy in Luxembourg. The following questions were addressed: • Priorities: Does the Action Plan address in an appropriate way the priorities put forward by the different stakeholders, e.g. by clear problem definitions and clearly defined actions? • Conditions: Were conditions given to realise the actions formulated in the Action Plan, e.g. by serving the necessary instruments and resources, and by dividing and defining the responsibilities and by facilitating cooperation between the different stakeholders? Has the existing coordination structure proved to be appropriate and efficient? • Results: Did the implementation of the National Drug Action Plan result in the realisation of the envisaged actions? • Process: Did the process of policy formulation and implementation go well (managed appropriately, allowing and taking-up input from all stakeholders, etc.)?
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plans and the assessment of current and future needs. In this context and for the first time nationally, a final external output and progress evaluation of the national drug strategy and action plan 2005-2009 has been performed (Trimbos Instituut)27 in 2009.



In implementing the evaluation, the following guiding principles were applied: • The evaluation is based on reliable and verifiable facts/results; • The evaluation process is transparent to all stakeholders; • All relevant parties are invited to participate in the evaluation process; • All these parties must feel free to express their opinions; • The evaluation is meant to formulate concrete recommendations that could lead to improvement of the quality, efficacy and efficiency of the Luxembourg drug policy; • The evaluation does not take a stand in the political debate in Luxembourg. The evaluation report also lists a set of recommendations regarding the new National Drug Action Plan, the coordination structure and the policy-making process. Main results and recommendations were presented in the 2010 edition of the national drugs report. In addition to the recommendations of previously referred to working groups, the final output of the external evaluation exercise has been serving the National Drug Coordinator and the Interministerial Commission on Drugs to elaborate the new national drugs action plan 2010-2014. As already reported, the 2009-2014 national drug action plan is currently in the process of being evaluated by the Trimbos Instituut, and its conclusions and recommendations will serve the elaboration of the next drugs and addictions action plan. Other drug policy developments: Initiatives in Parliament and civil society No projects or propositions of law in relation with drugs or drug addiction were introduced in 2013 and no specific Parliamentary debates or initiatives in the field of illicit drugs are to be reported.



27 Trimbos Instituut (2009). Evaluation of the national drug action plan (2005-2009) of Luxembourg, Utrecht
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Special topics addressed by the GIT in 2013 were: - use of certain cannabinoids for pharmaceutical purposes; - substitution treatment and diacetylmorphine assisted treatment; - supervised drug injection rooms in Luxembourg City and in Esch/Alzette - the phenomenon of research or designer drugs and their diversion. Creation of new legal instruments to fight the phenomenon of “legal highs”. Regulation of selling and confiscation of psychoactive substances not yet controlled. - NPS testing facilities - The spread of shisha smoking



eConomIC AnAlysIs28 Public expenditures The fight against drugs is multidisciplinary. Thus, in Luxembourg 11 ministries and 13 departments are involved to a different extent in the enforcement of national drug policies. As in most EU Member states, the structure of the national state budget does not allow for a drug budget allocation analysis exclusively based on labelled expenditures. Following are some of the preliminary problems one typically is confronted with in a public expenditure study: - Budget lines may be generic (legal & illegal drugs), aggregated (addiction prevention), over inclusive (social solidarity) or unidentifiable (others), - Apportionment of budgets may not be provided, - Difference between provisional budget, voted budget and final expenditure (provisional budget often more detailed than voted budget), - Expenditures may be annual, multiannual, unique, ordinary, extraordinary, etc. If they occur during the study reference year, they should be included even though they might give a biased picture of average or routine expenditures, especially when they are important (e.g. investments in real estate)29, - In terms of follow-up: budget lines may be restructured, integrated or divided over time, - In the field of public health, expenditures may result from direct state financing or social security reimbursement, - Lack of clarity due to National mixed (Multi-ministries) financing (e.g. Public research Centres – multi projects’ financing) or National & EU & International shared financing, - Eligibility of cooperation projects vs. variability of yearly contributions, - Assessment of impact of general education and educational interventions (e.g.) on DDR impossible. This list is not exhaustive. Nevertheless drug-related public expenditure studies are feasible although they demand a considerable amount of analytical work for labelled or dedicated budget lines as they require a certain degree of creativity as far as non-labelled expenditures are concerned. Researchers may be forced to take decisions whether to include or not a series of expenditures. It is important that those decisions are taken according to reproducible standards and, even better so, according to harmonized and ultimately widely recognized methodological benchmarks. In order to tailor and fine tune a methodology that fits the national context and which is in line with the work plan of the EMCDDA, a national study on direct economic costs of drug policies and interventions 28 See related chapter in Part B 29 In order to highlight the different status/nature of budget lines, the following abbreviations have been used in the expenditure tables: S. : Standard budget (annual expenditure / budget line) I: Investments (unique year dependant expenditure)
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Methodology In the 2014 edition of the present report an overall estimation of direct public expenditures based on studies performed respectively in 1999 and 2009 are reported (Origer 2002b, 2010). Main results of these former comparative studies are summarised in tables 1.3 and 1.4. To date they represent the only overall drugrelated public expenditures studies at the national level. As a matter of fact, exhaustive public expenditure studies are highly time and cost-consuming exercises and can therefore not be performed routinely. This said, trends surveillance of dedicated public budgets may rely transitionally on partial indicators such as direct public health expenditures for the fight against drugs and drug addiction (drug-related prevention and treatment costs). 



2014



has been performed from 1999 to 2002 and refers to data from 1999 (Origer 2002 b). (Etude du coût économique direct des interventions et de la politique publique en matière de drogues et de toxicomanies). The original research report can be accessed under: http://www.relis.lu. In the framework of 2006 EMCDDA contractual requirements, an update of the Origer 2002 study has been performed. A detailed description of the methodology applied in 2002 can be consulted in the original study. The same methodology has been applied for the present and other yearly updates. 



The constituent concepts are defined as follows: DIRECT: Excluding ‘costs of indirect consequences’ (e.g. loss of income, taxes) and ‘non quantifiable costs’ (e.g. loss of welfare) as well as expenditures related to the acquisition of illicit drugs by the consumer himself. ECONOMIC: Monetary impact and not social impact (costs) or loss of life quality e.g. COSTS: Expenditures and not revenues created by illegal drug market. NATIONAL DRUG POLICIES: Public finances and not private expenditures or investments. DRUG-RELATED TREATMENT: ‘... any activity that directly targets individuals who have problems with their drug use and which aims to improve the psychological, medical or social state of those who seek help for their drug problems. This activity often takes place at specialised facilities for drug users, but may also occur in the context of/in general services offering medical and/or psychological help to people with drug problems’ (EMCDDA, 2000). The harm reduction approach directly targets drug addicted persons and aims to improve their psychological, health and social state or situation. In the national understanding, drugrelated treatment therefore also includes harm reduction interventions. The applied methodology refers to the concepts of the ‘Cost of Illness’ (C.O.I.) theory in opposition to “CostBenefit” approach. COFOG and REUTERS classifications were applied as recommended by the EMCDDA. The following techniques have been applied and combined according to existing contexts: - - - - - - 



Analysis of state budget and provisional state budget Clarification meeting with involved financial authorities Qualitative interviews Analysis of activity reports of ministerial departments and NGOs Analysis of state conventions and financial statements of specialized NGOs Detailed financial breakdown and budget apportionment provided on demand by a series of institutions (NGOs, Social Security, Hospitals)
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Main data sources: - Laws and projects of law regarding the budget of revenues and expenditures of state - Annual ministerial activity reports - Activity reports of specialised agencies - State conventions with NGOs - Annual financial statements of specialised NGOs - Statistical outputs and financial breakdowns of the CNS Main reference documents: Ministère des Finances (2011). Projet de loi concernant le budget des recettes et des dépenses de l’Etat. Ministère des Finances, Luxembourg. Ministère de la Santé (2012). Rapport d’activités 2011, Ministère de la Santé, Luxembourg. Ministère de la Santé (2009). Stratégie et plan d’action national en matière de lutte contre les drogues et les dépendances 2010 – 2014. Ministère de la Santé. Luxembourg. Ministère de la Santé (2005). Stratégie et plan d’action national en matière de lutte contre les drogues et les toxicomanies 2005 – 2009. Ministère de la Santé. Luxembourg. Origer, A. (2010). Update of direct economic costs of national drug policies in 2009. National Report on the state of the drugs problem in the Grand Duchy of Luxembourg. Point focal OEDT Luxembourg – CRPSanté, Luxembourg. Origer, A. (2002b). Etude du coût économique direct des interventions et de la politique publique en matière de drogues et de toxicomanies. Séries de recherche n°4, Point focal OEDT Luxembourg – CRP-Santé, Luxembourg. National estimates of labelled and non-labelled public drug demand reduction expenditures (2012) Table 1.1 provides an synopsis of labelled and non-labelled drug-related public expenditures in the field of drug prevention, treatment and harm reduction. Table 1.1: Comparative analysis of drug demand reduction costs in Luxembourg 1999 vs. 2009/ 2011/ 2012 1999



Year Total expenditure



15,458,853.-



16,231,609.-



16.-



31.-



30,1.-



2,937.-



7,468.-



7,841.-



Percentage of GNP



0.03



0.04



0.04



Percentage of state budget



0.15



0.17



0.15



Expenditure per PDU



Source: Origer 2002, PF OEDT, REITOX report 2009/2012
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2012



6,903,203.-



Expenditure per inhabitant per year







2009



National estimates of overall public drug-related expenditures (2009) (Origer 2010)



Labelled expenditures



COFOG 1st level function



Non-labelled expenditures



TOTAL



1 General public services



122,000.-



59,100.-



181,100.- (0.4%)



3 Public Order and Safety



4,838,543.-



17,057,430.-



21,895,973.- (57%)



627,430.-



0.-



627,430.- (1.52%)



7,968,789.-



7,750,146.-



15,718,935.- (41%)



8 Recreation, culture and religion



0.-



2,000.-



2,000.- (0.01%)



9 Education



0.-



13,045.-



13,045.- (0.07%)



6 Housing and community amenities 7 Health



TOTAL



2014



Table 1.2: Overall expenditure in fiscal year 2009 by 1st level COFOG functions



38,438,483.-



Table 1.3: Comparative analysis of drug-related public expenditures treatment in Luxembourg 1999-2009 according to various indicators (EUR) 2009



1999*



38,438,483.-



23,345,000.-



77.-



54.-



15,562.-



9,934.-



Percentage of GNP



0.1



0.13



Percentage of state budget



0.4



0.5



Total expenditure Expenditure per inhabitant Expenditure per PDU



Source: *Origer 2002/2009



Budget The NFP follows up the annual budgetary evolution by means of the most accessible and specific indicator, which is the annual budget of the Ministry of Health allocated to drug-related activities. Figure 1.1 shows the budgetary progression since the implementation of the first drugs action plan in 2000 and figure 1.2 summarises the annual progression of budget of the Ministry of Health and human resources allocated to drug-related activities. Table 1.4: Annual budget of the Ministry of Health allocated to drug demand reduction activities 2000 - 2013 Year Budget (EUR) Cumulative progression rate



2000



2005



2011



2012



2013



2,066,000.-



6,196,000.-



8,321,620.-



8,590,033.-



9,531,000.-



Reference year



200%



303%



316%



360%



Source: Projet de loi concernant le budget des recettes et des dépenses de l’Etat pour l’exercice 2010. Volume 1. (Ministère des Finances 1999-2013)
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Table 1.5: Annual progression of the budget of the Ministry of Health and human resources allocated to drugrelated activities 2004 - 2013 Budget Year Budget (EUR) Annual progression rate Annual cumulative progression rate Dedicated human resources Full Time Equivalent (FTE) Annual progression rate Annual cumulative progression rate



2006



2009



2011



2012



2013



5,771,000.- 6,584,000.Reference 6.27% year Reference 14.09% year 59.5 69.25



2004



7,991,583.-



8,321,620.-



8,590,033.-



9,531,000.-



9.65%



4.13%



3.23%



10.9%



38.48%



44.20%



48.85%



65.15%



83.75



88.75



90.75



100.50



9.06%



6.70%



1.7%



2.25%



11.05%



16.39%



40.76%



49.16%



52.52%



68.91%



Reference year Reference year



Source: Projet de loi concernant le budget des recettes et des dépenses de l’Etat pour l’exercice 2006/2010. Volume 1. (Ministère des Finances 2004-2013)



Funding arrangements Funding of drug-related interventions is centralised at state level. There exist no specific regional or local funding mechanisms. Few drug prevention activities are subsidised by council districts on an ad hoc basis. Respective ministries or governmental departments, according to their attributions, are coordinating the creation, the implementation and the funding of required infrastructures. Governmental departments directly rely on the state budget while NGOs involved in drug treatment or research activities have either signed a so-called ‘convention de collaboration’ with concerned ministries or are financed or co-financed on basis of regular subventions. A governmental delegate follows-up activities and functioning of a given NGO by attending a mandatory ‘coordination platform’. The funding of drug action plan is subject to an annual budgetary decisions process. Specific local projects designed by non-governmental actors requiring external financial support are generally submitted to respective ministries or to other national funding sources (Fund Against Drug Trafficking, Foundations, private funds, etc.) or international bodies (EU, EMCDDA, etc.). Social costs Origer (2002) assessed the direct economic costs of policies and interventions in the field of illicit drug use referred to year 1999 (see www.relis.lu). An update of the Origer 2002 study has been performed according to data for 2007 and results have been presented in the 2008 edition of the national report. In July 2006, the STATEC (Central service of statistics and economical studies) published a study estimating the economic impact of the illegal drugs related activities in Luxembourg over the period 1999 to 2004 (Statec, 2006). The study was carried out within the framework of a European project intended to improve the comparability and the coverage of national accounting. Results were presented in the 2009 edition of the national report.
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2. dRug use In the geneRAl populAtIon And speCIFIC tARgeted gRoups



Drugs referred to in the present report include narcotic drugs and psychotropic substances covered by the international drug control conventions (the Single Convention on Narcotic Drugs of 1961, as amended by the 1972 Protocol, the Convention on Psychotropic Substances of 1971 and the Convention against Illicit Traffic in Narcotic Drugs and Psychotropic Substances of 1988). Drugs not listed in the latter UN conventions are addressed by the present strategy only in the context of their associated use to listed drugs. ‘Drug use’ is hereinafter defined as the self-administration of a psychoactive substance, that, when ingested, affects mental processes. Psychoactive substances may be of licit or illicit production, sale, or use and associated risks may be considered more or less important. Prevalence estimations on drug use in the general population are based on data collected in more (e.g. schools) or less (general population: age group 15-64 years) targeted and representative samples of the national overall population. According to the most recent surveys, cannabis and derivates are by far the most common illicitly used psychoactive substances in the national population followed by cocaine and Amphetamine Type Stimulants (ATS). Cannabis use in youngsters has been decreasing over the last 10 years but still shows the highest prevalence regardless age categories, whereas the prevalence of other psychoactive drugs varies according to age and data collection setting factors. Most recent school survey data presented in the present report stem from the HBSC study 2010.



dRug use In the geneRAl populAtIon To date, no national, large-scale (representative) general population survey on drug use has been conducted. Several community or targeted population surveys however allow estimating current prevalence. The NFP managed to agree with members of the national epidemiological working group on health behaviour on the necessity to include illicit drug use in the national version of EHIS (European Health Interview Survey). A data protocol based on EMCDDA requirements has been approved and tested. Special attention was also paid to new psychoactive substances and related questions were included in the EHIS questionnaire. First results of the EHIS survey should be available by the end of 2015. A primary prevention pilot project at community level was launched by the CePT in 1995. In 2000, 13 council districts participated in this project. In the framework of this project a non-representative survey on drug use in the general population (reference 1: “Fischer 1999 study”) was conducted. 
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Fischer U. CH. & Krieger W. (1999). Suchtpräventioun an der Gemeng – Entwicklung, Durchführung und Evaluation eines Modells zur gemeindeorientierten Suchtprävention, CePT, Luxembourg. EN: Drug prevention at the communal level



Year of data collection



1998



Single/repeated study



Single study 



Context



Drug Prevention – Public Health – Cross sectional



Area covered



7 council districts of the Grand-Duchy of Luxembourg



Age range



12-60 years 



Data coll. Procedure



Anonymous self-administrated questionnaires 



Sample size



667 valid cases



Source: Fischer 1999



Fig. 2.1



Lifetime prevalence according to age (valid %) (Fischer 1999) 20
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A second survey conducted by the CePT was published in 2000 (“Fischer 2000 study”). Even though cannabis consumption was the main subject of the study, several other substances have been taken into account. The samples have been drawn on the one hand from a cinema visitor’s population in Luxembourg City (ref.:2.1) and on the other hand from a population of 6 council districts (ref.:2.2).
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Fischer U. CH. (2000) Cannabis in Luxemburg – Eine Analyse der aktuellen Situation, CePT, Luxembourg. EN.: Cannabis in Luxembourg



Year of data collection



1999



Single/repeated study



Single study 



Context



Drug Prevention – Public Health – Cross sectional



Area covered



Cinemas in Luxembourg-City



Age range



15-64 years 



Data coll. Procedure



On-site interviews 



2014



REFERENCE 2.1 



Sample size



991 valid cases



Sampling procedure



Random sampling of cinema customers



Remark



Detailed results of both surveys are provided in EMCDDA standard tables



Fig. 2.2



Current and lifetime prevalence of cannabis use according to age: Cinema sample (valid %) (Fischer 2000) 45 40 35 30 25 20 15 10 5 0
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26.3



40.1



30.9



14.3



Cannabis - current use prevalence



17.6



23.3



11.2



7.9



REFERENCE 2.2 



41 - 60 years



Fischer U. CH. (2000) Cannabis in Luxemburg – Eine Analyse der aktuellen Situation, CePT, Luxembourg. EN.: Cannabis in Luxembourg



Year of data collection



1999



Single/repeated study



Single study 



Context



Drug Prevention – Public Health – Cross sectional



Area covered



6 district councils



Age range



12 to 60 years 



Data coll. Procedure



Mail questionnaire 



Sample size



486 valid cases



Sampling procedure



Random sampling



Response rate



27.7%
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Current and lifetime prevalence of cannabis use according to age Sample: Council districts (valid %) (Fischer 2000) 20 15 10 5 0



12 - 16 years



17 - 25 years



26 - 40 years



41 - 60 years



Cannabis - lifetime prevalence



7.2



16.5



16.4



2.9



Cannabis - current use prevalence



3.2



5.8



3.9



0



As can be seen in figures 2.2 and 2.3, cannabis prevalence rates show relevant differences according to type of recruitment settings.



dRug use In the sChool And youth populAtIon lIFetIMe PReVAleNCe: SChool PoPUlAtIoN REFERENCE 1 
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Matheis J. et al. (1995) ‘Schüler an Drogen’, IEES, Luxembourg. EN.: Students and Drugs



Year of data collection



1992



Single/repeated study



Repeated study 1983 – 92



Context



Public Health



Area covered



Nation wide



Type of school



5th years of all types of secondary school classes at the national level



Age range



16-20 years (AGE ENTERING 5TH CLASS)



Data coll. Procedure



Anonymous self-administrated questionnaires in school classes



Sample size



1,341



Fig. 2.4



Lifetime prevalence of drug use according to age (valid %) (Matheis, Prussen 1995)
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REFERENCE 2 



Meisch, P. (1998), Les drogues de type ecstasy au Grand-Duché de Luxembourg, CePT, Luxembourg. EN: Ecstasy type drugs in the G. D. of Luxembourg



Year of data collection



1997



Single/repeated study



Single



Context



Public Health – primary drug prevention



Area covered



Nation wide



Type of school



2nd and 6th years of classical (N: 311) and technical (N: 355) secondary schools



Age range



13-22 years (13-14: N347; 15-17: N193; 18-22: N118)



Data coll. Procedure



Self-administrated questionnaires



Sample size



666



Sampling frame



Schools participating in the “European ‘Health-Schools’ network”



Response rate (M, F, T)



100%
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Lifetime prevalence of drug use according to age groups (valid %) (Meisch 1998)
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REFERENCE 3 
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Das Wohlbefinden der Jugend – HBSC Studie (1999 / 2006 / 2010), Ministère de l’Education Nationale de la Jeunesse et des Sports, Direction de la Santé, Luxembourg. EN.: Health and Health Behaviour in School Aged Children.



Year of data collection



1999 / 2006 / 2010



Single/repeated study



Repeated study (intended each 4 years)



Context



Health and Health Behaviour among Young People – WHO cross-national study



Area covered



Nation wide, representative



Type of school



Secondary schools



Age range



12-18 years



Data coll. Procedure



Anonymous self-administrated questionnaires in school classes



Sample size



7,000 – 8,000



Response rate (M,F,T)



Over 95 %



Fig. 2.6



Lifetime and last 12 months prevalence of any drug. Age 12-18 years (valid %) (HBSC 1999 - 2010)
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Lifetime and last 12 months’ prevalence rates of illicit drug use in youngsters, aged 12 to 18 years, have been showing a harshly decreasing trend between 1999 and 2006 and a fair stabilisation towards 2010. Lifetime prevalence of illicit drug use acording to type of drugs. Total school population aged 12-18 years (valid %) (HBSC 1999 - 2010)
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Lifetime prevalence according to age and type of drugs (valid %) (HBSC 2010) 40 35 30 25 20 15 10 5 0



12 years



13



14



15



16



17



18



0.7



2.6



8.7



15.9



25.1



28.9



39.6



Cannabis XTC type



0.2



0.3



0.4



1.3



1.5



1.5



2.7



STA



0.3



0.8



1.5



1.4



1.6



2.4



2.7



Opiates



0.1



0.5



0.7



1



1



0.9



0.6



Cocaine



0.6



0.7



0.9



2.5



2.4



2.5



3.2



Solvents / glue



0.2



0.6



1.1



1.7



1.4



0.5



1.3



LSD



0.2



0.1



0.2



1



0.9



1.2



1.5



Mushrooms



0.1



0.3



0.7



0.8



1.5



2.3



2.7



Fig 2.9



Lifetime prevalence according to age and type of drugs (valid %) (HBSC 1999) 45 40 35 30 25 20 15 10 5 0



12 ans



13



14



15



16



17



18



Cannabis



6.5



3.5



15.4



21.8



33.4



35.8



43.6



XTC type



1.5



1



2.3



1.1



2.6



3



3.2



STA



1.5



2.2



2.2



2.7



3.5



3.9



3.7



Opiates



0



0.3



1.1



0.7



1.2



1



1



Cocaine



1.5



0.8



2.2



1.5



1.6



2.3



2



Solvents/glue



3.6



2.8



3.8



3.8



3.6



3.3



4.2



LSD



0.4



0.3



1.7



1.3



1.7



1.5



2.7



Mushrooms



0.4



0.3



2.3



3.2



4.9



7



7.1



A comparison of serial HBSC data from 1999 and 2010 reveals highest prevalence rates of cannabis use, irrespectively of age and year of survey. Lifetime cocaine use is the only to show a consistently higher prevalence in 15 to 18 years aged schoolchildren in 2010 compared to 1999. Opiates’ use in youngsters has been remaining consistently low over the same period.
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Fig 2.10



Longitudinal lifetime prevalence data according to type of drugs in age group 15-16 years. (valid %)
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Longitudinal lifetime prevalence data according to type of drugs in age group 13-14 years. (valid %)



12 9 6 3 0



cannabis



opiates



cocaine



amphet.



ecstasy



LSD



mush.



medic.



solvents



HBSC 2010



5.6



0.6



0.8



1.1



0.3



0.2



0.5



0.6



0.9



1.5



HBSC 1999



10.5



0.8



1.6



2.3



1.7



1.1



1.6



1.5



3.3



1.6



2.4



1.9



2



2.3



1.4



0.6



Fischer 1999



9.7



1.6



2



Meisch 1997



7.2



0.6



0.3



other



4.3



The HBSC surveys (1999 / 2006 / 2010), the Fischer study (1999) and the serial surveys by Matheis (1985/95) provide trends in lifetime prevalence between 1992/1997 and 2010 applied to age groups 13-16. Compared to the end of the 20th century, most recent data from HBSC surveys indicate decreasing lifetime prevalence rates for all substances with the notable exception of cocaine use in 15 to 16 years old students witnessing a tangible increase. 
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lASt 12 MoNthS PReVAleNCe: SChool PoPUlAtIoN Fig 2.12



Last 12 months prevalence of illicit drug use according to type of drugs. Total school population aged 12-18 years (valid %) (HBSC 1999 - 2010)
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Fig 2.13



Last 12 months prevalence according to age and type of drugs (valid %) (HBSC 2010)
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Table 2.1: HBSC 1999 / 2006 / 2010: Trend analysis according to age and type of drug (last 12 months prevalence) 13 HBSC /Year Cannabis
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Latest 12 months’ prevalence data (HBSC 2010) confirm highest rates for cannabis use followed by stimulant type amphetamines and cocaine in schoolchildren aged 12 to 18 years.



- downward trend 1999 - 2010 - upward trend 1999 - 2010



Serial HBSC surveys (1999, 2006, 2010) provide last 12 months national prevalence figures in 12 to 18 (respectively 13 to 17) years aged schoolchildren. Results mirror respective proportions of lifetime prevalence rates with particular emphasis on high cannabis prevalence in all age groups followed by XTC type products and cocaine. Table 2.1 shows prevalence trends between 2002 and 2010. A vast majority of substances show declining last 12 months prevalence rates in all age groups. Cocaine use in 15 to 16 years aged youngsters, however, has been showing a notable increase during the referred observation period. 
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Fischer U. CH. (2000), Cannabis – Eine Analyse der aktuellen Situation, CePT, Luxembourg. EN.: Cannabis – Rapid assessment of the current national situation.



Year of data collection



1999



Single/repeated study



Single



Context



Cannabis prevalence 



Area covered



Nation wide



Type of school



2nd and 6th years of secondary schools



Age range



13-20 years



Data coll. Procedure



Self-administrated questionnaires



Sample size



562



Sampling frame



Schools selected on basis of their geographical situation (national representativity), exhaustive student sampling within the selected schools.



Response rate (M, F, T)



100%



Fischer (1999) provides last 30 days prevalence figures for 13 to 20 year old school children. Cannabis and ecstasy prevalence figure 13.8% and 1.1%, respectively. Heroin, cocaine and LSD prevalence rates are close to last 12 months prevalence rates. Gender breakdowns are currently not available. HBSC surveys did not include questions on last 30 days use of different drugs, except for cannabis. Last 30 days cannabis use is addressed below.



IN-dePth dAtA oN CANNABIS USe PReVAleNCe IN SChool-Aged ChIldReN30 Fig 2.15



Lifetime, last 12 months and last 30 days prevalence of cannabis use. Age 12-18 years (valid %) (HBSC 1999 - 2010) 30 25 20 15 10 5 0
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30 Discrepancies between national data of 2010, presented in the present report, and the international HBSC report do exist and are mainly due to different procedures in age calculation, in incoherent answers’ management and supplementary data not yet available at the time of data submission for the international report.



Table 2.2 HBSC 2010: Cannabis prevalence rates according to age categories 11 – 15 years
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