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1. Introduction

1.1. Overview of the research project 

1.1.1. Goal and funding 

The “Illicit drug policies and social outcomes: a cross country analysis (IDPSO)” project is 

an international 3-year (2017-2021) research project in the illicit drug field, with the goal of 

measuring the impact that different drug-related legal frameworks have on society in 

seven different countries: Portugal, France, Italy, Netherlands, United Kingdom, Canada 

and Australia. This research project was selected for financing by ERANID (European 

Research Area Network on Illicit Drugs), following an international call for proposals in 

2016. 

1.1.2. Research team 

Católica Porto Business School (Portugal) is the leading institution in an international 

research consortium that also includes Université de Paris I (France), University of 

Amsterdam (Netherlands) and MIPA (Italy), and advisors from the EMCDDA (European 

Monitoring Centre for Drugs and Drug Addiction), London School of Economics, Durham 

University and University of Melbourne. The main researchers involved in our research 

consortium are: Ricardo Gonçalves (PI), Ana Lourenço and Hélia Marreiros, from Católica 

Porto Business School, Universidade Católica Portuguesa; Pierre Kopp (co-PI) and Marysia 

Ogrodnik (Paris School of Economics, Université Paris I); Dirk Korf (co-PI), Annemieke 

Benschop, Nienke Liebregts and Kostas Skliamis (University of Amsterdam); and Carla 

Rossi (co-PI), Alessio Canzonetti, Dario Cirillo, Francesca de Marinis, Francesco Fabi and 

Fabio Massimo Lanzoni (MIPA). The project’s advisors are Mathias Siems (Durham Law 

School, Durham University), Cláudia Costa Storti (European Monitoring Centre for Drugs 

and Drugs Addiction - EMCDDA), Paul de Grauwe (London School of Economics) and 

Jenny Williams (University of Melbourne). For more information on the project please go 

to https://www.eranid.eu/projects/idpso/. 

1.1.3. Structure of the research project 

The objective of this project is to assess how differences in national drug laws and policies 

related to illicit drug production, distribution and consumption impact on key drug-

related social indicators, with a particular focus on cannabis. In a nutshell, in order to 

achieve this objective, this research projects aims, first, to translate into quantitative 

indicators the different ‘written’ policies, typically approved and enacted by law, as well 

as the perceptions, by stakeholders, of policies ‘in action’. Second, this research project aims 

to measure their impact on key indicators for drug use. 

https://www.eranid.eu/projects/idpso/
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To do so, this project involves four steps: (i) the use of leximetrics to allow cross-country 

comparison of national drug policies (measuring ‘law in the books’); (ii) a quantitative and 

qualitative study to assess the perceptions of key actors regarding those policies (capturing 

perceptions of ‘law in books’ and ‘law in action’); (iii) a careful analysis of key social 

indicators directly or indirectly related to illicit drug use (e.g., health indicators, such as 

HIV or hepatitis infection rates; demand indicators, such as illicit drug consumption rates; 

or justice system indicators, such as number of drug-law offences or imprisonments); and 

(iv) an in-depth understanding of the relationship between national drug laws and policies 

(steps (i) and (ii)) and social indicators (step (iii)). 

As outlined in our research proposal, each of these steps in our analysis corresponds to a 

Work Package (WP), led by a consortium member, and ultimately results in a chapter of 

this final report: 

• Chapter 2 (WP2): Cross-country comparison of national drug policies using

leximetrics

o WP leader: Ana Lourenço (Portugal);

o Objective: to build indices of laws regarding drug production, distribution

and use in the countries selected – Portugal, France, Italy, the Netherlands,

England, Canada and Australia – and over a time-frame of twenty years

(1996-2016)

• Chapter 3 (WP3): Qualitative and quantitative study of drug policy perceptions

o WP leader: Dirk Korf (Netherlands);

o Objective: to ascertain the perception of drug policy and its evolution in

the selected countries. This involves empirical data gathering (qualitative

expert interviews to gather actors’ perceptions on legal evolution and its

impact on social indicators, and surveys on perceptions of law in action)

• Chapter 4 (WP4): Key social indicators for drug policy analysis

o WP leader: Pierre Kopp (France);

o Objective: to review, develop and collect information on key social

indicators directly or indirectly related to illicit drug use

• Chapter 5 (WP5): Assessing the impact of drug policies on key social indicators

o WP leader: Ricardo Gonçalves (Portugal);

o Objective: to develop a cross-country analysis of drug policies and their

impact on social indicators.

1.2. Executive summary 

There is worldwide diversity in national drug laws and policies. A brief analysis of the 

EMCDDA’s European Legal Database on Drugs reveals a variety of laws and inherent 

paradigms, ranging from crime-centred perspectives to health centred ones. Outside 

Europe, this diversity is even more salient, as countries with a legalisation approach coexist 

with countries where drug use is severely punished (UK Home Office, 2014). This diversity 

in national drug policies, as well as their evolution, is somewhat to be expected, insofar as 

they reflect each country’s social, economic and cultural drivers. Nonetheless, given that 

illicit drugs undoubtedly generate social costs, changes in national drug policies should be 

followed by a systematic method for measuring their impact on key drug-related 

indicators. And yet little is known about the relationship between key drug indicators and 
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the applicable drug policy framework. Naturally, this is a complex issue. Drug policy (as 

other policies) has various relevant dimensions: ‘written’ policy is typically approved and 

enacted by law; policy ‘in action’ relates to the practical implementation of ‘written policy’; 

and ‘perceived’ policy refers to how stakeholders perceive the ‘written’ policy as well as 

the policy ‘in action’. Each country probably has a unique drug law and policy, resulting 

from the combination of these three different dimensions, built and/or changed over time 

depending on its society evolution or ideological position. Such policy should clearly have 

an impact on illicit drug production, distribution or use. Therefore, understanding the 

relationship between drug law and policy and key drug-related indicators is essential to 

inform the ongoing debate and provide scientific evidence to the discussion surrounding 

drug policy regimes, especially (but not only) in what concerns cannabis. Such an 

understanding requires an in-depth cross-country interdisciplinary approach involving 

stakeholders that would ultimately make a significant and impactful contribution to the 

field, as well as for future policy discussions. This is the goal of our research project. 

[yet to be completed] 
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2. Cross-country comparison of
national drug policies using 
leximetrics 

[final version of WP2 to appear here] 
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3. Qualitative and quantitative
study of drug policy 
perceptions 

This chapter contains the work developed in Work Package 3 (WP3 – Qualitative and 

quantitative study of drug policy perceptions). The main objective of this work package is 

to ascertain the perception of drug policy and its evolution in the selected countries. This 

involves empirical data gathering: surveys on perceptions of law in action and qualitative 

expert interviews to gather actors’ perceptions on legal evolution and its impact on social 

indicators. 

3.1. Drug policy perceptions: summary of two 
quantitative surveys 

3.1.1. Introduction 

Two quantitative surveys were conducted to capture citizens’ perceptions regarding the 

actual operation of drug policies in their country: a general population survey and a survey 

among current drug users (user survey). In both surveys the age range of participants was 

18-40 years.   

General population survey 

In November, 2018, five to six weeks after cannabis legalization in Canada, the general 

population survey was conducted in the seven participating countries (France, Italy, the 

Netherlands, Portugal, the United Kingdom, Australia and Canada). In each country, 

quota sampling was applied (gender*age, education, and region) to recruit respondents 

from participants in a large national online opinion panel of a professional international 

survey firm, until a minimum of 1,000 respondents per country had completed the online 

questionnaire in the applicable language (Dutch, English, French, Italian, Portuguese, or 

both English and French for Canada). The survey data were weighted for national 

representation of gender*age, education, and region.  

The total number of respondents in the general population survey was 7,105, with slightly 

more males than females (50.2%:49.8%), and their mean age was 29.3 years. As the ethics 

department of the international survey firm did not allow questions about respondent’s 

personal illegal behavior, respondents in some countries could not be asked about their 

personal drug use. As an alternative, they were asked about cannabis use in their social 

network, using the question 'Thinking about the people you know, have they ever used 

cannabis?'. Slightly over half of the total sample reported cannabis use in their social 

network in the past 12 months. 
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User survey 

The aim of the user survey was to deepen and extend the information and opinions 

gathered in the general population survey. The user survey questionnaire replicated the 

items from the general population survey and also included questions about treatment 

accessibility, drug supply, social norms and self-regulation regarding drug use (cannabis 

in particular). Over three months (February-April 2019), together with a multi-lingual team 

of trained field-assistants, 1,059 participants were recruited and surveyed inside or in the 

vicinity of (i.e. close to the entrance) coffeeshops in the Netherlands. All participants were 

residents of one of the seven countries under study by this project and had used cannabis 

at least once in the past 12 months. Non-Dutch respondents were tourists, and all the 

questions, including most recent drug use, referred to the country of residence. Participants 

could choose between a pen-and-paper or an online version of the questionnaire, both 

available in the applicable languages.   

Respondents' ages ranged from 18-40 years (mean age 27.3 years) and 30.9% were female, 

68.3% male, and 0.8% ‘other’. Close to three-quarters had used cannabis in the last 30 days 

and about one-third were daily users (>20 days / last month). Close to one-third had used 

hard drugs (cocaine, ecstasy and/or heroin) in the last 12 months. 

3.1.2. Key findings of the general population survey 

Perceived legal status of cannabis 

To assess the perceived legal status of cannabis, the general population survey respondents 

were asked whether it is legal or illegal in their country to use cannabis; to possess a small 

quantity (a few grams) of cannabis for personal use; to buy a small quantity (a few grams) 

of cannabis for personal use; and to grow a few marihuana plants. Interestingly, possession 

was most often thought to be legal (by 45.2% of total sample), substantially more often than 

use (32.2%), and use was more often perceived as illegal than buying. Growing a few 

marihuana plants was least often perceived as legal. The highest proportion of those who 

perceived that cannabis was legal in their country were Canadians, followed by the Dutch. 

Perceptions of drug policy 

In the Netherlands, about half of respondents perceived their country's drug policy on 

drug users as soft or very soft, followed by four in ten in Portugal. In contrast, respondents 

in France were most likely to perceive drug policy towards users in their country as tough 

or very tough. The most common response from French and Canadian respondents was 

that they did not know. Around half of respondents in Portugal perceived drug policy 

towards drug dealers as soft or very soft, followed by four in ten in the Netherlands. In 

other words, in Portugal, drug policy concerning dealers was perceived as softer than 

towards users, and in the Netherlands, drug policy concerning dealers was perceived as 

tougher than towards users. French respondents were most likely to perceive drug policy 

towards dealers in their country as tough or very tough.   

As a next step in the assessment of drug policy perceptions, the general population survey 

respondents were asked to nominate three out of seven predefined aspects of drug policy 

– presented in random order in the electronic questionnaire – that in their opinion, in

practice, are given the highest priority in their country. Drug prevention and drug 

education scored highest, followed by arresting drug dealers. Reducing theft committed 
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by drug addicts (as an indicator of drug-related crime) and reducing risk of overdose (as 

an indicator of harm reduction) scored lowest. 

Perceptions of the drug law in action 

To more specifically assess the perception of the role of law enforcement in drug policy in 

their country, respondents were asked how large or small the chance is that drug dealers 

will be arrested by the police and sentenced to a term in prison. The same questions were 

asked for cannabis, the most widely used drug, and for heroin, representing the 

prototypical ‘problem drug’. On a five-point Likert scale (from very small to very large), 

close to half of the respondents thought that there was a small or very small chance that a 

drug dealer who sells 100 grams (3.5 ounce) of cannabis in one month to users in their 

country will be arrested by the police. Slightly fewer respondents thought that the chance 

that a drug dealer who is arrested for the same offence in their country will be sentenced 

to prison is (very) small. At the other end of the scale, about one in six respondents thought 

that the chance that such a cannabis dealer will be arrested by the police is (very) large, and 

slightly more thought that the chance that they will be sentenced to imprisonment is (very) 

large. 

In the case of a drug dealer who sells 100 grams of heroin in one month to users in their 

country, about three in ten respondents thought that their chance of being arrested by the 

police is (very) small, and slightly fewer thought that the chance was (very) small that an 

arrested heroin dealer will be sentenced to prison. On the other hand, more than a quarter 

of respondents thought that the chance that such a heroin dealer will be arrested by the 

police is (very) large, and close to a third thought that the chance that they would 

subsequently be sentenced to imprisonment is (very) large.   

In all countries, the risk of a prison sentence after arrest was perceived to be similar to the 

risk of arrest. In the case of dealing cannabis, the average chances of both arrest and prison 

sentences were thought to be between small and moderate: France and Australia were 

closest to moderate, and the Netherlands was closest to small. In the case of dealing heroin, 

the average chances of both arrest and prison sentences were thought to be around 

moderate, although Canadians thought the chances were above moderate and Italians, 

Dutch, and Portuguese thought they were below. 

Drug availability and supply 

Asked about the availability of various drugs, over half of the total sample perceived that 

it would be very easy or fairly easy to obtain cannabis (57%) in their country. This dropped 

to around one-third for ecstasy and cocaine, and to one-quarter for heroin. The accessibility 

of cannabis was most often reported as very or fairly easy in Canada, the Netherlands and 

Italy; by around half of respondents in the UK and Portugal; and by less than half of French 

and Australian respondents. The easy availability of ecstasy was reported by close to half 

of respondents in the Netherlands, followed (by some distance) by those from Italy and the 

UK. Cocaine was reported to be easily available by more than four in ten respondents in 

Italy and the Netherlands, followed by those from the UK. The easy availability of heroin 

was reported by over one-third of respondents in Italy, followed by some distance by those 

from the Netherlands.  

To investigate opinions in the general population about drug supply policy, for each of the 

same four drugs (cannabis, ecstasy, cocaine, and heroin), respondents were asked to 

indicate whether they thought it should be banned, regulated, available without 
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restriction, or ‘don’t know’. While the majority of the total sample opted for a ban on 

ecstasy, cocaine and heroin, less than one-third did so for cannabis (31%), and many more 

preferred a regulated sale of the drug (46%). Although only a minority (11%) of the total 

sample preferred cannabis to be available without restrictions, this was three times larger 

than for the other drugs. 

Cross-national comparisons of perceptions and opinions 

In cross-national comparisons of perceptions and opinions asked for in the general 

population survey, the strongest contrast overall was between respondents from the 

Netherlands and those from France. The most characteristic features arising from the 

survey when comparing countries' responses are summarised below. 

The Netherlands: least punitive; highest in drug policy priority to access to treatment 

• Punitivity: low on perceived illegality of cannabis-related acts1; drug policy

towards users and dealers not perceived as tough; relatively low perceived risk of

arrest and imprisonment for dealing in cannabis and in heroin.

• Supply: easy availability of various drugs; lowest support for a ban on ecstasy.

• Policy: higher priority than other countries to providing drug addicts with access

to treatment; relatively high priority to reducing theft committed by drug addicts;

relatively low priority to reducing the risk of HIV and AIDS among injecting drug

users, and the risk of overdose.

Italy: highest drug policy priority to arresting drug dealers and social integration, lowest 

priority to prevention  

• Punitivity: relatively low perceived risk of arrest for dealing heroin and the lowest

perceived risk of imprisonment for dealing heroin; relatively tough drug policy

towards drug users.

• Supply: relatively easy availability of various drugs, easiest access to heroin;

highest support for a ban on ecstasy, cocaine and heroin.

• Policy: highest priority to arresting drug dealers and the social integration of drug

users; drug prevention is a lower priority than in other countries.

Canada: by far the least punitive towards cannabis, most punitive towards heroin 

dealers; highest priority on overdose reduction 

• Punitivity: by far the lowest perceived illegality of cannabis-related acts; relatively

tough drug policy towards dealers; highest perceived risk of arrest and

imprisonment for dealing heroin.

• Supply: easy availability of cannabis, relatively low access to ecstasy and heroin;

lowest support for a ban on cannabis, cocaine and heroin.

• Policy: highest priority to drug prevention and a much higher priority to reducing

the risk of overdose than in other countries.

1 In this document, the term 'cannabis-related acts' is shorthand for using the drug; possessing a small quantity 
(a few grams) for personal use; buying a small quantity (a few grams) for personal use; and growing a few 
marihuana plants. These acts are those asked about in both the GPS and the user survey. 
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Portugal: highest priority on reducing health risks among intravenous drug users, 

lowest on arresting drug dealers 

• Punitivity: highest perceived illegality of growing a few marihuana plants; drug

policy towards users and dealers not perceived as tough; relatively low risk of

arrest and imprisonment for dealing heroin.

• Supply: medium access to various drugs; moderate support for a ban on cannabis,

ecstasy, cocaine and heroin.

• Policy: much higher priority to reducing risk of HIV and AIDS among injecting

drug users than in other countries; relatively high priority to social integration of

drug users; lowest priority to arresting drug dealers and reducing the risk of

overdose.

The UK: highest priority to drug-related theft; relatively high priority to arresting drug 

dealers 

• Punitivity: medium-high perceived illegality of cannabis-related acts; medium-

tough drug policy towards users and dealers; relatively low risk of arrest for

dealing cannabis; and relatively high risk of arrest and imprisonment for dealing

heroin.

• Supply: medium access to various drugs; medium support for a ban on cannabis,

ecstasy, cocaine and heroin.

• Policy: highest in priority to reducing theft committed by drug addicts; relatively

high priority to arresting drug dealers; lowest priority to reducing risk of HIV and

AIDS among injecting drug users; and relatively low priority to access to

treatment.

Australia: relatively punitive; low priority on social integration of drug users, relatively 

high priority on overdose reduction  

• Punitivity: high perceived illegality of cannabis-related acts; relatively tough drug

policy towards users and dealers; relatively high risk of arrest and imprisonment

for dealing cannabis; and the highest risk of arrest and imprisonment for dealing

heroin.

• Supply: low access to cannabis, lowest access to cocaine and heroin; medium

support for a ban on cannabis, ecstasy, cocaine and heroin.

• Policy: relatively high priority on reducing overdose, and relatively low priority

on the social integration of drug users.

France: most punitive; lowest priority on social integration of drug users 

• Punitivity: highest perceived illegality of cannabis use, possession, and buying for

personal use; toughest drug policy towards users and dealers; highest risk of arrest

for dealing cannabis; relatively high risk of imprisonment for dealing cannabis or

heroin.

• Supply: lowest access to cannabis and ecstasy, relatively low access to cocaine and

heroin; strongest support for a ban on cannabis.

• Policy: relatively high priority on drug prevention, arresting drug dealers, and

reducing risk of HIV and AIDS among injecting drug users; lowest priority on the

social integration of drug users and reducing drug-related theft.
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3.1.3. Key findings of the user survey 

Availability and acquisition 

The majority of respondents stated that in their country, cannabis is (very) easily available 

to them and most respondents bought at least part of their cannabis themselves. Dutch 

respondents mostly buy cannabis in coffeeshops and Canadians from licensed retailers, 

while in the other countries, most users obtain it from peers (particularly in Portugal and 

Italy), from street dealers (France, the UK), or home dealers (Australia). French 

respondents were also most likely to buy from mobile phone dealers/delivery services. 

Cannabis is mostly used with others and at home/friends' homes, or when going out to, for 

example, clubs, bars and parties.  

Regarding hard drugs, most respondents reported the easy availability in their country of 

ecstasy and cocaine, while close to half said they did not know whether or not heroin is 

easily available. The perceived availability of ecstasy was reported to be easiest in the 

Netherlands and least easy in France and Italy. The perceived availability of cocaine was 

easiest in the UK. As with cannabis, hard drugs are acquired mainly from, or together with 

peers, followed by street or home dealers or mobile phone dealers/delivery services. In a 

cross-national comparison, buying hard drugs from street dealers was the most prevalent 

among UK buyers, while Portuguese users most often bought from home dealers and 

mobile phone dealers/delivery services. 

Comparison with the general population survey (GPS): users report much easier access 

to drugs, except for heroin 

Overall, the user survey data show that obtaining cannabis, ecstasy or cocaine within 24 

hours was much more often reported as fairly or very easy than in the GPS. In both surveys, 

the availability of cannabis, ecstasy, and cocaine was easiest in the Netherlands, and least 

easy in France and Australia. Access to heroin was perceived as equally difficult in both 

surveys, whilst a much higher proportion of the user survey respondents reported that 

they did not know how to obtain heroin. 

Perceptions of legal status, drug policy, and drug law in action 

As in the GPS, cannabis users were asked about the legality of four cannabis-related acts 

at user level to determine the perceived legality of cannabis in terms of use, possession of 

few grams for personal use, buying a few grams for personal use, growing a few 

marihuana plants. Possession was most often perceived as legal. The majority of the total 

sample believed that all four acts were illegal, but there were significant differences 

between countries. Almost all the Canadian users believed use, possession and buying 

cannabis to be legal, and two-thirds that growing cannabis was as well. A similar pattern 

was seen in the Netherlands, but with a lower proportion of respondents. All four acts 

were predominantly perceived as illegal in France, the UK and Australia. Portugal stands 

out here, as the perception of the legal status of cannabis use and possession was very 

divided, and over one-quarter of Portuguese respondents said that they did not know the 

legal status of growing a few marihuana plants. 

When asked about drug policy in general, it was most often perceived as softer/less tough 

towards users than towards dealers. Drug policy towards both users and dealers was 

perceived as toughest in France and Australia, and least tough/softest in the Netherlands 

and Portugal. In all countries, the perceived risk of arrest and imprisonment for dealing 
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100 grams of cannabis in one month to users was generally lower than for dealing the same 

amount per month of heroin. The perceived chance of both arrest and subsequent 

imprisonment was highest in Australia and France (for both drugs), and lowest in the 

Netherlands (both drugs), followed by Canada (cannabis), Italy (heroin), and Portugal 

(both drugs). 

Comparison with the general population survey (GPS): Italian users are the least likely 

and Portuguese users the most likely to perceive that cannabis is legal 

Overall, the perceived legal status of cannabis in each country in the user survey was quite 

similar to that reported in the GPS. The main differences are that Italians in the user survey 

were far less likely than those in the GPS to think that possession (21.7% vs. 51.3%) and 

buying for personal use (5.1% vs. 32.3%) are legal. Conversely, the Portuguese respondents 

in the user survey were much more likely than the GPS respondents ((51.6% vs. 15.7%) to 

think that cannabis use is legal.  

Users perceive drug policy as tougher 

Overall, respondents in the user survey were much more likely than GPS respondents 

(especially those from France) to perceive drug policy towards users and dealers as (very) 

tough. This difference between the surveys was stronger for drug policy towards dealers 

than towards users. Each country's ranking was largely similar across the two surveys. The 

main exceptions were that, relative to other countries, a smaller proportion of Australian 

users than GPS respondents perceived drug policy towards users as (very) soft, and a 

smaller proportion of Canadian users than the GPS respondents perceived drug policy 

towards dealers as (very) soft. 

Users perceive a larger risk of arrest and imprisonment for drug dealing 

Overall, the perceived risk of arrest and prison sentence after arrest for dealing cannabis 

or heroin was higher in the user survey than in the GPS. In both surveys, the risk of arrest 

for dealing cannabis was perceived to be the lowest in the Netherlands, and second lowest 

in Canada (user survey) and Italy (GPS), and highest in France and Australia. In both 

surveys, the risk of arrest and a subsequent prison sentence for dealing heroin was 

perceived to be the smallest in the Netherlands and Italy. These risks were perceived to be 

highest by Canadian GPS respondents and Australian user survey respondents. 

About one in ten users reported that they had been arrested at least once for cannabis 

offences in their own country, most often for possession and/or use. This was most often 

the case in France (a quarter of respondents), followed at some distance by the UK, and 

was least common in the Netherlands and Canada.   

Opinion on drug supply policy and perceived drug policy priorities 

In the user survey, almost none of the respondents opted for a ban on cannabis in their 

country. Most were in favour of a regulated cannabis supply, but far fewer wanted 

legalization (‘available without restrictions’). The most support for a legal supply of 

cannabis was found in countries with liberal cannabis policies (Canada and the 

Netherlands), although in all countries, the majority opted for a regulated supply.  

Regarding other drugs, support for a ban was largest for heroin, followed by cocaine, and 

then ecstasy. Opinions were most divided for ecstasy, with the majority in Canada, the 

Netherlands, Australia, and Portugal preferring a regulated supply, and the majority of 
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Italians favouring a ban. Preference for a ban on cocaine supply was also highest among 

Italians, while it was lowest in Canada and Portugal. 

Comparison with general population survey (GPS): users show more preference for 

regulated supply, except for heroin 

Overall, in the user survey there was much more support for regulated cannabis and 

ecstasy, and to a lesser extent cocaine, but not for heroin. As in the GPS, relative to the other 

countries, user survey respondents' preference for a ban on supply of ecstasy, cocaine and 

heroin was strongest in France and Italy.    

From the predefined aspects of drug policy that, in users' opinions, are in practice given 

the highest priority in their country, drug prevention and drug education scored highest, 

followed by arresting drug dealers. Reducing the risk of overdose (as an indicator of harm 

reduction) and reducing theft committed by drug addicts (as an indicator of drug-related 

crime) scored the lowest.  

• In all seven countries drug prevention and education scored in the top three

of drug policy priorities (number one in the Netherlands, Canada, Portugal,

and Australia).

• Arresting drug dealers was a top three priority in five countries (except in

Portugal and Canada).

• Reducing the risk of HIV and AIDS was a top three priority in the four

countries (France, Italy, Canada, and Australia).

• Access to treatment was a top three priority in three countries (the

Netherlands, Portugal, and Canada).

• Reducing theft committed by drug addicts was a top three priority only in the

UK.

• Social integration of drug users was a top three priority only in Portugal.
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Comparison with the general population survey (GPS): strong similarities in 

perceptions of drug policy priorities 

Overall, the ranking of respondents' perceptions of drug policy priorities reported in the 

user survey was very similar to the ranking in the GPS. In most cases, what was given as 

the highest priority in the user survey also scored highest or second in the GPS, and what 

was named as the lowest priority in the user survey scored also lowest or second lowest in 

the GPS. 

France: arresting drug dealers was perceived as the highest priority in the user survey, and 

as the second priority in the GPS; social integration of drug users was the lowest priority 

in both surveys. 

Italy: arresting drug dealers was the highest priority in both surveys; reducing the risk of 

overdose was the lowest priority in the user survey, and second lowest in the GPS.  

The Netherlands: drug prevention was the highest priority in both surveys; reducing the 

risk of HIV and AIDS was the lowest priority in the user survey, and second lowest in the 

GPS. 

Portugal: drug prevention was the highest priority in both surveys; reducing the risk of 

overdose was the lowest priority in both surveys. 

The UK: arresting drug dealers was the highest priority in both surveys; social integration 

of drug users was the lowest priority in the user survey, and second lowest in the GPS; 

reducing the risk of overdose was the lowest priority in the GPS, and second lowest in the 

user survey. 

Canada: drug prevention was perceived as the highest priority in both surveys; reducing 

theft committed by drug addicts was the lowest priority in both surveys. 

Australia: drug prevention was the highest priority in both surveys; reducing theft 

committed by drug addicts was the lowest priority in the user survey, and second lowest 

in the GPS; social integration of drug users was the lowest priority in the user survey, and 

halfway in the rankings in the GPS. 

Treatment, self-help, and barriers to finding help 

Over half of the user survey respondents thought that it would be fairly or very easy to get 

access to treatment for addiction or other problems related to cannabis (one quarter did 

not know), and less easy in case of ecstasy, cocaine and heroin. In cross-national 

comparison, Portuguese and Dutch respondents believed treatment for various drugs to 

be easily accessible. French respondents believed treatment for users of ecstasy, cocaine or 

heroin to be the least easily accessible, and the UK respondents reported the least easy 

access for cannabis users. Except for the Portuguese, the majority of respondents did not 

know about the accessibility of specific treatment modalities for heroin users.  

In the event of respondents having any problems related to drug use, they most often 

would choose to talk with someone from their close environment (partner, relative, friend), 

followed by doing more sports and solving the problem themselves. Entering a 

detoxification centre of a drug-free clinic was the least popular option. However, there 

were significant differences in preferences between countries.  For example, Dutch 

respondents were the most likely to consult the general practitioner (family doctor); 

Portuguese users to consult a professional in out-patient addiction care; and Italians to seek 
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treatment from a therapeutic community/drug free clinic. This last option was the least 

popular amongst the UK respondents, however.  

Overall, the most important barriers to seeking/finding help for drug-related problems 

were (1) being labelled as an addict (three-quarters of user survey respondents); (2) the 

negative effects on work/study/career (more than half); and (3) a lack of trust in treatment 

institutions. Lack of health insurance coverage was mentioned the least often as a barrier. 

Although in all countries, being labelled as an addict was seen as the number one or 

number two barrier, there were significant differences between countries in the prevalence 

of other perceived barriers. In Portugal, for example, compared with the other countries, 

lack of trust in treatment scored lowest, but geographical distance to treatment highest. 

Self-regulation / consumption rules 

Most respondents said that they generally apply rules for when, with whom and where 

they use or not use cannabis. The most often mentioned rules for use were ‘with people I 

know personally and trust’ and ‘when I’m done with my work/study’. The most common 

rules for not using cannabis was when in the presence of children or parents/relatives, and 

during/before work or study. A vast majority said they would never use cannabis at 

school/work/in a car. 

3.2. Changes in drug policy and practice: a qualitative 
approach 

3.2.1. Introduction 

We integrate here the main findings from the seven country reports based on interviews 

with experts about changes in drug policy and practice in four European countries (France, 

Italy, the Netherlands, Portugal and the United Kingdom) and two non-European 

countries (Australia and Canada). As one element of the IDPSO project, interviews were 

conducted with a total of 66 experts (7-13 in each country). These interviews resulted in 

concise country reports presenting information about changes in drug policy, the law in 

action and access and barriers to treatment during the years under study (1996-2016); 

explanations for/interpretations of changes; and perceptions of the reactions of drug 

producers and suppliers to drug laws/drug law enforcement.  

We discuss the similarities and the differences between the countries and explore whether 

we could identify overlapping chronological phases in policy and practices. We also look 

for indicators to measure or evaluate the impact of drug policy that could be used in 

analyzing quantitative data as part of other work packages of the IDPSO project. 

STABILITY AND CHANGE IN DRUG POLICY SINCE 1996 

• The experts from some countries reported major changes in drug policy during the

timeframe of this project: from Portugal for example, where drug use was

decriminalized in 2001. Changes in drug policy did not occur simultaneously across

all the countries studied: although there were parallel tendencies, the timing differed.

For instance, harm reduction has characterized Australian, British and Dutch drug

policies since the 1970s/1980s, but not until 1996 in France.
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• Experts from several countries (for example, France, Italy, the Netherlands, the UK,

and Australia) mentioned a shift to a more stringent drug policy just after the turn of

the century, with a greater emphasis on law enforcement.

• When the experts were asked to reflect on the major drug policy changes that took

place from 1996-2016, opinions were divided mainly into two major issues: (i) policy

changes as responses to heroin addiction, which was often referred as an epidemic;

and (ii) policy changes regarding cannabis use and possession.

• In some countries, policy changes in harm reduction, treatment issues, and law

enforcement were strongly associated with changes in government. In the experts’

reports, there are specific references to political influence on drug policy in France, the

Netherlands, France, the UK, and Australia.

• Across the seven countries, major changes in drug policy were implemented as

responses to the heroin epidemic in the 1980s and 1990s. Despite differences in

magnitude and type of measures and interventions, policy responses became

increasingly based on harm reduction approaches, thereby emphasizing users’ and

public health, and putting less focus on the criminalization of users.

• While drug policy changes regarding heroin addiction and heroin users took place

within a relatively short period of time across the countries and broadly followed a

harm reduction strategy, there was no such cross-national alignment regarding

cannabis policy. Each country in this project more or less followed its own policy,

although this was not always in the same direction as other countries, and changes in

different countries were many years apart in some cases. The legal status of cannabis

fluctuated in some of the countries, and was de facto or de jure decriminalized in

others.

CHANGES IN DRUG LAW 

• From 1996 onwards, experts in most of this project's countries see a shift in drug

law focus from users to organized crime and drug trafficking. The most common

characteristic is that the position of cannabis users became better in the eyes of the

law, police and society. The perception of the danger that users pose to society

changed gradually, and users (particularly cannabis users) started to experience

less criminalization and stigmatization.

• Differences between the countries studied can be seen in the priorities that they set

in internal issues or issues with an international scope. For example, the

Netherlands and Australia have taken more drastic and efficient measures to

reduce international drug trafficking compared with France, Italy, Portugal, the

UK, and Canada.

CHANGES IN DRUG PRODUCTION AND SUPPLY 

• None of the experts in the seven countries under study reported an increased

availability of heroin during 1996-2016. A common feature reported from the

Netherlands, France, the UK, and Australia is a rise in the domestic indoor

cultivation of cannabis to supply the domestic market, which is increasingly in the

hands of organized crime.
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• In the course of the 2000s, several countries (France, Italy, the Netherlands, the UK)

experienced an increase in the availability and purity of cocaine;  Canada

experienced a strong increase in the availability, trade and use of synthetic opioids

such as fentanyl; Australia saw an increase in the production and availability of

methamphetamine; and in the Netherlands, the large-scale production of ecstasy

continued.

• Due to technological innovations in communication, street-level (retail)

transactions do not take place in open drug scenes anymore, leading to a reduction

of violence and drug-related nuisance in public places.

CHANGES IN PREVENTION 

• From the mid-1990s onwards, some countries (for example, the UK) continued to

predominantly focus on universal prevention, as it targets the general population

and large groups (such as sessions in schools). In other countries, school-based

prevention became much less important, largely disappeared and/or was replaced

by a different approach at schools, including the involvement of parents (France,

the Netherlands). More generally, in several countries (Canada, France, Portugal,

and the Netherlands in particular), there has been a change in prevention away

from scaring and warning recipients and a focus on drugs (substances, illegality)

towards a focus on users, risk behaviour and promoting healthy lifestyles.

• While France is characterized by a central decision-making policy and a top-down

approach to prevention, in other countries (Italy, the UK, and Australia, for

example), authority and funding were decentralized and increasingly allocated to

local authorities.

CHANGES IN HARM REDUCTION 

• In all the countries in this project, the evolution of the heroin epidemic, death

through overdose and the spread of HIV/AIDS that took place in the late 1980s and

1990s was a strong – often the strongest – driver behind the introduction and

development of harm reduction. The UK and the Netherlands already had a

history of methadone substitution, and some other countries (France, Australia,

and Canada) used other substitute opioids, and in the late 1990s, the Netherlands

began medically assisted treatment with heroin.

• Harm reduction implemented as substitution and maintenance programs meant a

change in societal perception of drug users, heroin addicts in particular. The

discourse moved from the crime to the health field, and heroin users began to be

treated as patients and humans with needs, rather than criminals and outsiders.

• Sooner or later, all countries in this project started needle and syringe exchange

programs for injecting drug users (IDUs). In some countries (the Netherlands,

Australia, and Canada), safe consumption rooms/safe injection spaces were

created.

• Another change, most explicitly reported from the Netherlands, was the

implementation of harm reduction interventions aimed at recreational drug users,

particularly of so-called party drugs and NPS, through peer-to-peer education and

the promotion of safe use in nightlife settings, festivals and raves, drug testing (on-



Ca tól i ca  Po rto  B u s i n ess  S c hool  | 17 

site testing of users' drugs), and Red Alert (warnings about adulterated drugs that 

are in circulation).   

CHANGES IN TREATMENT 

• In some countries, treatment with methadone was the subject of controversy

between political ideologies in the parliaments. Countries varied in the structure

of treatment services, with some being predominantly out-patient

(ambulant/mobile units) and others more oriented towards residential treatment

(in-patient), yet in all countries, in the case of heroin dependence, substitution

treatment became the most common approach. Differences between countries can

also be seen in the funding structures, ranging from public and free access to access

being subject to the criteria required by health insurance companies.

• A general trend to be observed is towards evidence-based treatment. That might

lead to stricter rules, such as time-limited treatment, as became the case in the

Netherlands and the UK. Although the major changes reported by the countries'

experts mostly referred to treatment aimed at opiate users, some countries, the

Netherlands and the UK in particular, report an increase in treatment targeting

cannabis users, many of whom are younger than the heroin users in treatment.

KEY INDICATORS TO MEASURE AND EVALUATE THE IMPACT OF DRUG 

POLICY 

We looked at indicators that (could) measure or evaluate the impact of drug policy, and 

which could be used in analyzing quantitative data as part of other work packages of the 

IDPSO project. The experts mention various types of drug policy results and/or potential 

outcome indicators that fulfil this purpose, and many cited them to illustrate their 

statements. These indicators can be categorized according to the outcomes of health 

interventions; law enforcement policy; prevention programs; harm reduction and 

treatment interventions; and the social effects of drug policy.   

CONCLUSION 

Our conclusions from the results of the expert interviews are drawn from the similarities 

and differences between the seven countries that participated in the project in terms of: 

• the harm reduction responses to the heroin epidemic of the late 1980s and early

1990s;

• a return to a crime rather than health approach;

• the appearance of a wider variety of drugs on the markets;

• a rise in the indoor cultivation of cannabis;

• cannabis in drug policy;

• the timing and nature of drug policy changes;

• party political influence on drug policy; and

• indicators to measure and evaluate drug policy changes.

3.2.2. Approach 

As part of the IDPSO project, in the course of 2019-2020, interviews were conducted with 

a total of 66 experts on drug policy, law, and practice in each of the seven participating 

countries (see table below). These interviews resulted in concise country reports presenting 

information about changes in drug policy, the law in action and access and barriers to 
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treatment during the years under study (1996-2016); explanations for/interpretations of 

changes; and perceptions of the reactions of drug producers and suppliers to drug 

laws/drug law enforcement. Country reports from France, Italy, Portugal and the 

Netherlands were provided by the respective consortium partners, while external scholars 

conducted the expert-interviews and wrote the country reports about Australia (Paul 

Dillon & Annie M. Bleeker), Canada (Daniel Bear), and the UK (Andrew Bennet). 

Table 1 – Number of expert interviews per country 

Australia Canada France Italy Netherlands Portugal UK Total 

Interviewees 9 12 8 13 9 8 7 66 

Of whom Females 3 3 2 5 3 2 2 20 

Interviewees were generally selected based on their expertise on and overview of drug law 

and/or drug policy (in action) between 1996-2016, with a special focus on cannabis. They 

were asked to comment on what they believed were key changes in drug policy between 

1996 and 2016, the reasons behind those changes, and the subsequent consequences. The 

experts were professionals with diverse backgrounds and working in various fields: at 

ministries, research institutes, in law enforcement (police and the criminal justice system), 

drug services, and policy-making. They all had a good knowledge of different drugs, 

although some were more interested in cannabis. 

A topic list was used to guide the expert interviews, and included changes in drug policy; 

the law in action; harm reduction; drug market; prevention; harm reduction: and 

treatment. Experts were not necessarily interviewed about all these topics, depending on 

their knowledge and expertise. Obviously, some were more familiar with certain topics 

than others, although their knowledge overlapped on several topics. 

Interviews were conducted in several ways: face-to-face, through Skype or on the 

telephone, and in some cases via email. The anonymity of interviewees was guaranteed, 

and they gave informed oral consent for their participation. For each country, a concise 

report in English was provided by the respective consortium partner or an external 

research partner. In this report, we integrate the main findings and focus on similarities 

and differences between these country reports. We also look at the experts' suggestions of 

indicators suggested by the experts to measure or evaluate the impact of drug policy that 

could possibly be used in analyzing quantitative data as part of other work packages of the 

IDPSO project. 

3.2.3. Stability and change in drug policy since 1996 

The experts from some countries reported major changes in drug policy during the 

timeframe studied: for example, drug use was decriminalized in Portugal in 2001. Other 

experts reported that the most important changes had already been implemented in their 

country before 1996. For example, Australian experts described that the most important 

changes took place before 1996, and, like the Dutch experts, they stressed that, despite 

several changes during the study period, the harm minimization approach (that was 

adopted by the Australian Government in 1985) has formed the constant and stable factor 

in drug policy since then.  In the Netherlands, too, drug policy between 1996-2016 built on 

good: for Italy there are more interviews and 
more male-female balance
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policy choices that had been made before 1996, of which the separation of markets policy 

(soft versus hard drugs) – as laid down in the 1976 Drug Act – had been the most far-

reaching. In Italy on the other hand, the division of the difference between hard and soft 

drugs was not lawfully established until 2014, in the Constitutional Court n.32. When 

discussing changes in drug policy, the experts from most countries spontaneously related 

the changes to other topics, including harm reduction, injecting drug (heroin) users (IDUs), 

and HIV/AIDS (often in combination). When the experts were asked to reflect on the major 

drug policy changes that took place from 1996-2016, opinions were divided mainly into 

two major issues: (i) policy changes as responses to heroin addiction, which was often 

referred as an epidemic; and (ii) policy changes regarding cannabis use and possession.  

Changes in drug policy did not occur simultaneously across all the countries studied: 

although there were parallel tendencies, the timing differed. For instance, harm reduction 

has characterized Australian, British and Dutch drug policies since the 1980s, yet according 

to experts in France, harm reduction was first introduced in 1996 with the implementation 

of substitution treatment with Subutex (buprenorphine). In Portugal, harm reduction 

became the leading policy approach in 2001, with the decriminalization of drug 

consumption.  

Several experts mentioned a shift to a more stringent drug policy just after the turn of the 

century, with a greater emphasis on law enforcement. Australia, for example launched a 

'Tough on Drugs' strategy (1997-2005), which separated illicit drugs from alcohol, tobacco 

and pharmaceuticals. The Dutch experts identified a shift from public health to public 

order along with political changes:  the Ministry of Health (VWS) had a coordinating role 

in Dutch drug policy between 1996-2006, but after that, the Ministry of Justice and Security 

took the lead. A similar trend was perceived in Italy, where due to political reasons in 2006, 

Law 49/2006 was introduced: it focused exclusively on repressive activity, tightening 

penalties both for sellers and consumers (Law 49/2006 was later declared unconstitutional 

by the Constitutional Court). According to the French experts, drug policy in France had 

generally been repressive during the entire study period, and was characterized by a 

continuous increase in strictness, resources, and European cooperation, with, for example, 

the creation of Europol in 1999. 

Marginalized users and heroin epidemics in the late 1980s and early 1990s 

Across the countries, major changes in drug policy were implemented as responses to the 

heroin epidemic in the 1980s and 1990s. This was linked to serious health problems 

(intravenous drug use, overdose, HIV/AIDS) and social harms (drug-related crime, open 

hard drug scenes, and public nuisance). These problems were largely common among the 

seven countries. Despite differences in magnitude and type of measures/interventions, 

policy responses became increasingly based on harm reduction approaches, thereby 

emphasizing users’ and public health, and putting less focus on the criminalization of 

users. In some countries, policy changes on harm reduction, treatment issues and law 

enforcement were strongly associated with changes in government. In the experts’ reports, 

there are specific references to political influence on drug policy in France, the Netherlands, 

the United Kingdom (UK), and Australia. From a comparative analysis of the country 

reports, a controversy is apparent over which country had pioneered the most pragmatic 

and humanitarian way to respond to the heroin epidemic, and over the efficacy and social 

outcomes of these policies.  

the second heroin epidemic wave has been underway in western 
countries since 2010
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France  In France in the 1990s, increased concerns about heroin addiction, the HIV 

epidemic, and the social damage caused by heroin use and injection-related issues led to 

development of harm reduction approaches. In 1996, heroin substitution treatment 

(Subutex) was introduced and the French experts consider this as the true beginning of 

harm reduction in the country. In 2004, risk and harm reduction policies became official 

(including in health law), and were followed by the Ministry of Health's Plan for the 

Treatment and Prevention of Addictions in 2007-2011. The experts also point out the 

development of low-threshold consumption rooms in 2016. According to the French 

experts, these policies contributed to the destigmatization of people with HIV; a reduction 

in overdose mortality; a reduction in HIV incidence; a reduction in social damage due to a 

decrease in petty crimes by heroin users; and success in in terms of society's more positive 

perception of  prevention activities.  

Italy  Italy faced also problems with heroin addiction and HIV/AIDS during the 1980s and 

1990s, and, in 1990 implemented Law no. 309/1990. A widespread network of services was 

created for the treatment of addictions. In addition to the traditional therapeutic 

communities, methadone maintenance treatment and mobile units were introduced. 

However, after 2000, there was a reduction in funding which meant new challenges for 

drug services.  

The Netherlands Major changes took place initially in the 1970s and particularly with the 

establishment of Opiumwet (Drug Act) in 1976 that separated hard and soft drugs. 

Regarding heroin addiction, the Netherlands invested in and developed pragmatic 

approaches towards heroin addiction from the early 1980s onwards by putting emphasis 

on low threshold services, methadone maintenance, syringe exchange programs, and, since 

the late 1990s, heroin-assisted treatment. Together with increased policing against street 

dealing and drug-related petty crime, these interventions are seen as important factors in 

the disappearance of open hard drug scenes, the diminishing of heroin-related public 

nuisance, the decrease in the number of heroin users, and an ageing heroin user population 

with very few new users.  

Portugal  Increased heroin use, the threat of HIV/AIDS, and heroin-related social problems 

during the 1980s and 1990s led to the National Strategy for the Fight Against Drugs in 1999, 

decriminalization in 2001, and related harm reduction approaches. Under the new policies 

implemented under these strategies, addiction was disconnected from the criminal justice 

system and drug addicts were seen as individuals rather than criminals. The introduction 

of dissuasion commissions replacing criminal court decisions by judges, and the emphasis 

on specialized health professionals played a crucial role in the shift in approach towards 

drugs and addiction. Portuguese experts mention positive societal outcomes in terms of 

changing the societal perception towards users; a reduction of stigma; a decrease in 

criminal procedures; and a reduction of police prejudice against drug users. 

The UK  During the late 1980s/early 1990s, the UK was concerned with increased injecting 

heroin use and the spread of HIV/AIDS. Pragmatic harm reduction-based interventions, 

including needle exchange schemes and maintenance prescribing became popular, and 

characterise this period as the ‘health phase’ of UK drug policy, with focus on users and 

public health. That public health approach was positively evaluated as having led to 

limitation of HIV infections. However, in 1995, the first National Drug Strategy, ‘Tackling 

Drugs Together’, which had cross-parliamentary party support,  was criticized by the 

experts as the ‘crime phase’ in drug policy: the focus was on crime, not on users. The 
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experts pointed out that this policy continued under the new Labour Government during 

1998-2010, in their strategy ‘Tackling Drugs to Build a Better Britain’. However, in practice, 

UK experts also conclude that until 2010, there was also a substantial increase in coverage 

and quality of drug treatment services (including drug treatment in the Probation Service 

and correctional facilities), and local authorities established Drug Action Teams (DATs). 

The experts noted the benefits of the substantial increase in funding of drug treatment and 

the wider infrastructure during that period, and the emphasis that was put on social 

exclusion and the link between drug use and homelessness, truancy, and poor education.  

After 2010, a new phase of drug policy was marked by a shift in power, and responsibilities 

and accountability were transferred from top-down state interventions to the local level, 

as a consequence of the reduction in public spending aiming at reducing the state budget 

deficit by making cuts in the welfare state budget. This new policy (under the Conservative 

Government) put methadone maintenance prescribing under the spotlight. Treatment and 

harm reduction were now seen as mutually exclusive to abstinence and recovery. As a 

consequence of austerity and devolved responsibility to local authorities, a lack of central 

accountability became apparent, as well as a lack of initiatives to help marginalized people. 

Australia  The roots of the early implementation of harm minimization as an Australian 

national framework go back to 1985, with the Needle and Syringe Program (NSP) that 

began as a trial program in Sydney. It was followed by national investment in methadone 

programs. Together, these programs eventually resulted in the avoidance of large-scale 

injecting drug use that was related to the HIV/AIDS epidemic. Despite the early adoption 

of harm minimization as a national strategy, the Australian drug policy process fluctuated. 

The most significant change was the launch of the national ‘Tough on Drugs’ strategy in 

1997, which led the police to focus on drug supply and at the same time allowed and 

funded NGOs to apply harm reduction approaches through treatment.  

According to the Australian experts, the combination of drug-free treatment via 

therapeutic communities and drug substitution treatment (with methadone, naltrexone, 

buprenorphine and levo-α-acetylmethadol/LAAM), combined with the development of 

medically supervised injecting centres (MSICs) in 2001, resulted in a major reduction in the 

number of heroin addicts and also in the reduction of heroin-related deaths. At the same 

time, the focus of police enforcement on heroin supply and trafficking led to a major 

reduction in the supply of the drug.  

Canada  In the late 1990s, safe consumption spaces (SCS) were developed in British 

Columbia, a province that was characterized by high rates of heroin overdose. The 

Controlled Drugs and Substances Act that was implemented in 1997 allowed the SCS to 

operate legally and contributed to the expansion of a harm reduction approach. Later, 

between 2003-2005, experts point out the vast development of SCSs, the extensive access to 

needle and syringe exchange programs, the broader understanding of harm reduction 

approaches by law enforcement, and the shift away from criminalization of drug use. 

According to Canadian experts, this new understanding on treating heroin addiction with 

the related individual and social harms led to positive outcomes on both the individual 

and societal levels. Experts mention the positive impact on users' health and lives; a 

reduction of infectious diseases such as AIDS/HIV; a higher involvement of the police in 

communities; and that a change in society’s perceptions towards drug users contributed 

towards their destigmatization. 
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Decriminalization of drugs, with focus on cannabis 

While drug policy changes regarding heroin addiction and heroin users took place within 

a relatively short period of time across the countries and broadly followed a harm 

reduction strategy, there was no such cross-national alignment regarding cannabis policy. 

Each country in this project more or less followed its own policy, although this was not 

always in the same direction as other countries, and changes were many years apart in 

some cases.  

The legal status of cannabis remained the same in France, but fluctuated in Italy and the 

UK. In 1999, cannabis possession was de facto decriminalized in Australia. In 2001, 

Portugal de jure decriminalized the possession and use of all drugs, including cannabis. It 

may be that the Netherlands has lost the leading position the country had in the 1970s 

regarding liberal cannabis policies, because other countries have taken major steps in that 

direction. The most fundamental change took place in Canada, where the production and 

sale of recreational cannabis was legalized at the end of 2018.  The Netherlands remains 

the only (European) country with a regulated retail market via coffee shops, but since the 

mid-1990s, the regulations have been tightened and the number of coffee shops has 

dropped significantly.  

France  According to the experts, no significant changes regarding cannabis policy have 

taken place since 1996. 

Italy  In 1990 Law no. 162/1990 initiated a more repressive period in which cannabis use 

was considered a criminal offence if it exceeded the defined ‘daily average dose’. In 1993, 

the limit of average daily dose was abolished and cannabis use became decriminalized. 

More than a decade later, Law no. 49/2006 introduced the same maximum penalties for 

possession, trafficking, cultivation, distribution and production, meaning that cultivation 

of cannabis for personal use could lead to a maximum of 20 years in prison. Experts define 

the years 2006-2014 as the most repressive period in Italian drug policy. In 2014, the 

Constitutional Court declared Law no. 49/2006 as unconstitutional, and decisions made in 

the referendum of 1993 returned in the legislation (Law no. 79/2014). 

The Netherlands  Dutch experts characterize their country as a pioneer, the first country 

in the world to decriminalize cannabis (in 1976, Opium Act). Possession of small quantities 

of drugs including cannabis stopped a police target. Under the Dutch ‘tolerance policy’, 

coffeeshops were allowed to sell cannabis to users, while production and supply remained 

illegal. During the 1980s, the number of coffeeshops rapidly increased, and step-by-step, 

coffeeshops became increasingly regulated. The maximum quantity per transaction was 

reduced from 30 to 5 grams, and in 1996, the minimum age to enter a coffeeshops was 

raised from 16 to 18. In addition, local communities obtained the right to choose a zero-

option policy, meaning that there could be no coffeeshops in their municipal area at all. 

Since the mid-1990s, the number of coffeeshops has decreased by half, to less than 600 in 

2017. About 70% of municipalities have no coffeeshops. In 2017, the Dutch parliament 

voted for an experiment to supply coffeeshops in some municipalities with domestically 

cultivated cannabis, so as to regulate the whole ‘cannabis chain’ from plant to user.  

Portugal  In 2001, Portugal decriminalized the possession and use of drugs, including 

cannabis. The new legislation was aimed mainly at heroin and heroin users. Possession 

and use of cannabis became an administrative offence to be dealt with by a dissuasion 

commission rather than a criminal offence dealt with by the judicial system.  
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The UK  In the UK, the main legal change regarding cannabis was related to its 

classification. The Misuse of Drugs Act, 1971 divides drugs into three classes (A, B, C). 

Penalties are more severe for Class A drugs (for example heroin, cocaine, and ecstasy), 

followed by Class B drugs (for example, amphetamine, ketamine and cannabis). Less 

severe penalties apply to Class C drugs such as GHB and khat). In 2004, cannabis was 

reclassified from Class B to Class C. However, in 2009, cannabis was brought back to Class 

B, where it remains today. 

Australia  In 1999, the creation of Illicit Drug Diversion Initiative (IDDI) led to the 

development of a range of law enforcement strategies, that led to a de facto 

decriminalization of cannabis possession.  

Canada In Canada, there was a shift in the criminal justice system's treatment of cannabis 

users, which was associated with the development of medical cannabis regulations in 2001. 

Experts point out that the legalization of medical cannabis, and thus a recognition of its 

beneficial medical effects, had an impact on police perception about the harms of cannabis 

use and its users. This led to a decrease in the illicit market's  profits; decreased police 

involvement with cannabis-related offences; a decrease in the criminalization of cannabis 

users; and a decrease in traumatic experiences related to arrest for cannabis-related 

offences. In October 2018, Canada legalized recreational cannabis. 

3.2.4. Changes in drug law 

From 1996 onwards, the experts from most of the countries participating in this project see 

a shift in drug law focus from users to organized crime and drug trafficking. The most 

common characteristic is that the position of cannabis users became better in the eyes of 

the law, police and society. The perception of the danger that users pose to society changed 

gradually: judges distinguished between cannabis and other drugs when sentencing 

offenders; the police began to distinguish between possession for personal use and supply; 

and the users (particularly cannabis users) started to experience less criminalization and 

stigmatization. Differences between the countries studied can be seen in the priorities that 

they set in terms of internal or international issues. For example, the Netherlands and 

Australia have taken more drastic and efficient measures to reduce international drug 

trafficking compared with France, Italy, Portugal, the UK and Canada. 

France  According to the French experts, despite the stringency of the French law towards 

users, in practice users are infrequently arrested. In particular, the experts state that 

sanctions regarding cannabis use are poorly enforced: although the French Penal Code 

does not distinguish between hard and soft drugs, in practice cannabis is treated 

differently, and judges have put in place rules that specify when to prosecute an offender 

or to impose a fine. Over the years, the battle against drug trafficking - and particularly 

hard drugs – has become the priority of criminal policy and law enforcement.  

Italy  Experts put focus on the consequences of the repressive law in 2006 (Law no. 

49/2006), that increased the complaints from social groups and experts, increased the police 

reports for drug possession, and increased the number of users in prisons and also the 

suicide rate there. After the 2006 law was declared unconstitutional, the new law of 2014 

(Law no. 79/2014) allowed a redefinition of penalties applicable to drug-dealing, making a 

distinction between so-called soft (mainly cannabis) and hard drugs. Experts state that this 

law change had positive consequences for cannabis users, because in previous years, there 

was a risk that the possession of even a small quantity of the drug for personal use would 

be prosecuted as possession with intent to supply. 
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The Netherlands  While for many years, in urban areas and in the border region, Dutch 

police had a major task in reducing street dealing, crime and nuisance related to open hard 

drug (heroin, crack-cocaine) scenes, since the mid-1990s this phenomenon has largely 

disappeared. Experts state that regarding cannabis, the law enforcement focus was never 

on the users, but on coffeeshops and cannabis producers. Parallel to the increased 

regulation of coffeeshops, law enforcement policy against domestic cannabis cultivation 

was intensified, and from the late 1990s onwards, thousands of cannabis cultivation sites 

were dismantled annually. Regarding ecstasy, the Synthetic Drugs Unit was founded and 

operated in 1997 in order to tackle production in the Netherlands, resulting in the 

dismantling of many ecstasy laboratories and seizures of MDMA, before that role was 

moved to the National Crime Department (Nationale Recherche) in 2003. Due to an 

increase in cocaine smuggling, in 2003, ‘risk flights’ (on which all passengers were checked 

for smuggling cocaine, particularly those flying from some Latin American countries and 

the Caribbean) were established at Schiphol Airport (Amsterdam), resulting in thousands 

of arrests and many imprisonments per year. 

More recently, focus has shifted to larger-scale cocaine smuggling into the seaport of 

Rotterdam, where large amounts of cocaine have been confiscated. Experts also mention 

the use of 'party drugs' in the Netherlands, which is related to the many music festivals 

that take place in the country. From 2006-2008, in order to reduce the sale and use of party 

drugs in nightlife settings and at festivals and large parties, police applied a zero-tolerance 

policy. Despite the increased number of arrests, this strategy met resistance from various 

sources and eventually led to an approach more orientated to harm reduction, including 

the establishment of guidelines for safer drug use at festivals and other events. Since the 

end of 1990s, the focus has been on combating drug trafficking, drug production and 

organized crime, not only by seizing large quantities of drugs, but also by focusing on 

criminal networks and interactions between the legal world and organized crime.  

Portugal  The most significant change in drug law was the decriminalization of drug 

possession and use in 2001, which is characterized by the experts as ‘coherent and 

‘legitimized’. With decriminalization, there was a ‘provisional suspension of enquiry’ 

which helped to divert drug possession and use from the criminal justice system into 

treatment facilities. This allowed to police to focus on trafficking, the users were given 

some leeway, and they avoided stigmatization. 

The UK  The experts point out three major changes in the UK’s drug policy since 1996. (1) 

Reclassification of cannabis from Class B to Class C in 2004, and from Class C to Class B in 

2009. According to the experts, these changes had limited impact on cannabis use, 

cannabis-related harms, and cannabis users, who mostly receive a reprimand for cannabis 

possession. (2) The Psychoactive Substances Act, which came into force in 2016 as a 

response to increased availability, consumption and perceived harm of new psychoactive 

substances (NPS). This law prohibited the production and supply of these substances, but 

possession for personal use was not defined as an offence. This legislation and its 

consequences are characterized as minimal or negative by the UK experts, who mention 

the danger that the perceived problem was being driven underground and creating 

vulnerable populations of users.  (3) The alteration of the Misuse of Drugs Act criteria by 

the Sentencing Council for England and Wales in 2012. This change aimed to provide some 

mitigation for low level user/dealers and social suppliers compared with organized crime, 

by placing greater emphasis on culpability and the harm caused by the supply of drugs.  
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Australia  This country is a unique case due to the federal system and multi-level 

governance. In terms of drug policy, each state enacts its own drug laws and enforcement 

is the responsibility of state police forces. The ‘Tough on Drugs’ strategy, launched in 1997, 

brought about a stronger focus on organized crime and the international drug trafficking 

of heroin, cocaine, methamphetamine and cannabis. The Law Enforcement Cooperation 

Program (LECP) was established and aimed at tackling drug syndicates and attacking 

international crime. This shift in focus was a new dimension in law enforcement in 

Australia, moving away from ‘easy targets’ (users) and putting emphasis on dismantling 

drug syndicates. This resulted in some significant changes in drug supply. Experts criticize 

these changes as not evidence-based or not cost-effective, and attribute them to the 

conservative shift in drug policy. 

The Illicit Drug Diversion Initiative (IDDI) of 1999 led to the development of various law 

enforcement strategies where police could refer minor drug offenders to a diversion 

program instead of to the criminal justice system, effectively decriminalizing personal 

possession of cannabis. However, due to the federal system, IDDI was not implemented 

equally around the country. Experts critically point out the introduction and use of 

roadside drug testing (traffic control) and detection dogs across all Australian jurisdictions, 

aiming mainly at users.  

The experts mention the Australian Capital Territory as the most progressive example 

across all jurisdictions. The territory was at the forefront not only of cannabis law reform, 

but also of issues surrounding possession of other drugs (such as cocaine and MDMA for 

personal use).  

Canada Experts from Canada point out the shift in policing style when dealing with drug-

related offences. Changes regarding opioid use developed gradually after 2000 as a 

response to the reduced stigma around drug users and the efforts to provide harm 

reduction and medical interventions to those who are dependent on opioids. A positive 

impact can be seen on the decreased number of overdose fatalities. Regarding cannabis, 

experts mentioned that changes took place gradually from the 1990s, as the burden of 

cannabis offences on the criminal justice system was overwhelming law enforcement. The 

decreased criminalization was supported by the communities. and that support may have 

further contributed to a reduced focus on policing cannabis. 

3.2.5. Changes in drug production and supply 

None of the experts in the seven countries under study reported an increased availability 

of heroin during 1996-2016. This might possibly be linked to the drug policy interventions 

that all countries implemented as a response to the heroin epidemic in the 1980s and early 

1990s. Regarding cannabis, a common feature reported for the Netherlands, France, UK, 

and Australia is a rise in domestic indoor cultivation, increasingly in the hands of 

organized crime, to supply the domestic market. That has led to an increase in the 

availability of domestically produced cannabis and an increase in THC levels of the drug. 

In the course of the 2000s, several countries (France, Italy, the Netherlands, the UK) 

experienced an increase in the availability and purity of cocaine. Canada experienced a 

strong increase in the availability, trade and use of synthetic opioids such as fentanyl. 

Australia experienced an increase in the production and availability of methamphetamine, 

while in the Netherlands, the large-scale production of ecstasy continued. Experts from 

some countries explicitly mention that, due to technological innovations in 
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communication, street-level (retail) transactions do not take place in open drug scenes 

anymore, leading to a reduction of violence and drug-related nuisance in public places.  

France  Regarding cannabis, a significant change took place in the mid-2000s. While prior 

to the 2000s, cannabis in France was mainly imported, there has been a rise in domestic 

indoor cultivation, which meant that more than half of cannabis consumed in France is 

now produced there. That has led to an increased concentration of THC in comparison to 

the 1990s. Regarding cocaine, in the early 2000s there was an explosion of cocaine imports 

from Latin America, which led to increased availability, lower prices and higher quality. 

There was also an increase in the diversity and quality of synthetic drugs responding to 

the demand in France. The experts also mention the increased popularity of cocaine and 

synthetic drugs, but also a significant reduction in the health and social problems 

associated with heroin use.  

Italy  Experts state that in recent years, the demand of the Italian drug market is more 

varied than in the past, especially with regard to NPS. The Italian experts also mention an 

increase in cocaine use, especially among young people. Drug producers have adapted to 

market’s demands and it has become increasingly easy for users to obtain cocaine and 

synthetic drugs in open drug scenes and in nightlife settings. The increased availability has 

caused a fall in prices and the increased demand has led to a lower quality of drugs. 

Regarding heroin, users have become much less likely to inject heroin as they are aware of 

the HIV/AIDS risk, and there is an increase in non-injected heroin use.   

The Netherlands  The Dutch experts focus their analysis on changes in the production of 

cannabis and the  production and supply of stimulant drugs. Domestically cultivated 

marihuana increasingly replaced imported hashish. Cannabis cultivation became more 

and more associated with criminal groups and organized crime. Regarding ecstasy, Dutch 

experts expressed their concerns about the large-scale production of synthetic drugs, 

particularly with the aim of exporting them. 

The Netherlands has repeatedly been described as an ecstasy and amphetamines export 

country, as well as a transit country for cocaine, mainly because of its geographical position 

and the significant roles that Rotterdam seaport and Schiphol airport play in the 

international transport of all kinds of goods. With ever more and larger cocaine seizures in 

the Rotterdam seaport, it seems that, more recently, cocaine importation has partly shifted 

to the seaport of Antwerp (Belgium). Experts also note that the Schengen Agreement (the 

abolition of border checks between 26 European countries) facilitates the import, export 

and transit of drugs.  

Portugal  According to the Portuguese experts, decriminalization of drugs in 2001 did not 

really have an impact on trafficking mechanisms. However, at street-level, retail dealers 

adjusted the amount of drugs they carried to stay within the new law regarding the 

maximum quantity limits for personal use. Experts also mention new transaction methods, 

such as ordering from the Internet and darknet, and using mobile phones to arrange 

transactions. These new technological developments have diminished the role of ‘drug 

territories’ (where users and dealers meet in public), and thereby reduced drug-related 

violence. 

 The UK  The first drug market change that the UK experts refer to concerns cannabis. 

While the UK historically imported cannabis resin (hash) from North Africa, over the 

course of the 2000s, the homegrown market has expanded significantly, as criminal 
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organizations have been involved in the indoor cultivation of the drug. That has led to an 

increase in THC concentrations. Regarding cocaine, experts mention a major shift since 

2013, with increased availability, increased purity and lower price. As to supply methods, 

the UK experts focus on changes such as ‘county lines’ (the grooming and exploitation of 

young people to sell/deliver drugs), ‘cuckooing’ (when drug dealers take over the home of 

a vulnerable person and use it to supply drugs), social supply (non-commercial supply in 

user networks), and digital technology (increased use of the Internet and darknet to 

purchase illicit drugs or medicines).  

Australia  While on the one hand, the experts stated that the ‘Tough on Drugs’ strategy 

had a direct impact on the decreased availability and supply of heroin in the Australian 

market, on the other hand they reported a continued sophistication and interconnection of 

criminal organizations in drug distribution. Transportation became more organized; 

concealment methods became more sophisticated and more difficult to be detected; 

criminal organizations became better at masking communication and more aware of the 

surveillance methods of law enforcement; and drugs imported into Australia come from a 

wider range of source countries. Furthermore, the experts mention the increase of polydrug 

trafficking as an important change from 1996 onwards, with drug syndicates being 

involved with trafficking of a range of substances. In addition, the internal marketplace 

became more sophisticated, resulting in increased production and availability of drugs 

such as methamphetamine, and in the increased involvement of drug syndicates in the 

internal production of cannabis, using new methods of indoor cultivation such as 

hydroponic cultivation.  

Canada  The most significant changes in the Canadian drug market since 1996 concern 

cannabis and synthetic opioids. Canadian experts date the changes in the cannabis market 

around 2012, as a response to the increased number of medical cannabis prescriptions 

(introduced in 2001) and the associated financial profits. The experts report that some 

medical cannabis consumers distributed the legally acquired cannabis to the illicit market, 

and the illegal operation of storefront cannabis dispensaries increased. Furthermore, semi-

legal medical cannabis producers flooded the market with high quality cannabis in various 

forms, such as dried flowers, extracts, and oils. Some experts also argue that the change 

had a positive outcome, as it signposted the legalization of recreational cannabis in 2018.  

Major changes regarding synthetic opioids such as fentanyl also took place around 2012, 

albeit it that this change had followed the constant flux in the opioids market since the 

1980s. The introduction of synthetic opioids came as a response to the increased needs of 

drug users for low-price and high-quality opioids and is strongly associated with the 

financial benefits to illicit market dealers and ‘Big Pharma’. Experts identify negative 

consequences associated with the synthetic opioids, such as the many deaths caused by 

their use. Furthermore, they point to an opportunistic migration of organized crime to 

smaller communities associated with these drugs. 

3.2.6. Changes in prevention 

From the mid-1990s onwards, some countries continued to predominantly focus on 

primary prevention, usually now defined as universal prevention, as it targets the general 

population and large groups (such as schools). Universal prevention aims to prevent the 

spread of drug use from ever occurring. In some countries, the emphasis came to be on 

selective, indicated or targeted prevention to address specific individuals or groups that 

are characterized by problematic drug use that poses a risk to their health and society. The 
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UK is a typical example of a focus on universal prevention through school education and 

media campaigns. In other countries, school-based prevention became much less 

important, largely disappeared and/or was replaced by a different approach at schools, 

including the involvement of parents (France, the Netherlands).  

More generally, in several countries (Canada, France, Portugal, and the Netherlands in 

particular), there has been a change in prevention away from scaring and warning 

recipients and a focus on drugs (substances, illegality) towards a focus on users, risk 

behaviour and promoting healthy lifestyles.   

Countries also differ in the organizational structure in which prevention is embedded and 

implemented. While France is more characterized by a central decision-making policy and 

a top-down approach to prevention, the UK is a prominent example of a country where 

authority and funding were decentralized and increasingly allocated to local authorities. 

This shift also occurred in Australia and Italy.  

Since the end of the first decade of the 2000s, countries faced economic challenges, and, as 

part of rearranging their budgets, prevention either moved from a top-down to a local or 

regional approach and financial responsibility, thereby relieving the government’s budget, 

or governments privatized prevention structures (especially targeted prevention), thus 

risking prevention becoming a privilege rather than universal.  

France  A major change in prevention activities in France occurred in the late 1990s when 

there was a change from a product-based approach – a separation of legal from illegal 

drugs – to a focus on users, with the aim of reducing risky use. The second main 

development during this period was the focus on evidence-based long-term prevention 

programs starting as early as primary school age, to teach and strengthen psychosocial 

skills. These programs have been evaluated positively as they have been proven to be very 

effective in reducing risky and addictive (and also violent) behaviour. In 2005, voluntary 

‘cannabis consultations’ were set up for individuals with problematic use and their 

families. In general, French experts mention that progress has been made on the 

conceptualization of prevention, most recently in 2014 after the establishment of the 

Institut national de la santé et de la recherche médicale (INSERM) and its related collective 

expertise on the prevention of addictions. 

Italy  In the 1990s, many prevention programs were implemented in Italy, especially in 

schools. In the course of the 2000s, a financial crisis led to cuts in welfare budgets and 

healthcare spending, particularly in budgets for prevention. Expert opinions about the 

relevance and effectiveness of universal prevention vary from very positive to critical, with 

a strong preference for indicated prevention.   

The Netherlands  Dutch experts mention that an important aspect of prevention is that it 

is evidence-based. An important change was an increasing move away from universal 

prevention and product information at school towards healthy behaviour programs and 

indicated prevention that focus on users at risk and use-related problems, and includes 

informing, consulting, and supporting parents. 

Portugal  Drug prevention in Portugal is mainly targeted at current users and users at risk, 

more specifically through a dissuasion commission who are in contact with users and 

inform them about the law and the effects of drugs. Universal prevention and prevention 

in primary schools is limited. Also, the Portuguese experts mention sporadic prevention 

initiatives at music festivals. 
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The UK  The UK experts agree that prevention in the UK in general is based on education 

in schools, mass media campaigns, and remains underfunded. Prevention is characterized 

by localism (as responsibilities have been transferred to local authorities) and the 

subsequent lack of funding. The 2017 Drugs Strategy focuses on ensuing an effective 

universal approach combined with targeted action for those who are at most risk. This 

strategy provides local decision-makers with the justification to reprioritise prevention, but 

is not supported by investment.  

Australia  The Australian experts refer to the national prevention as poor. In 1999, 

responsibility for the National School Drug Education Strategy (NSDES) transferred from 

the health department to the education department and was defunded after 2007. Together 

with a defunding of a range of initiatives, this resulted in less evidence-based drug 

information being available in the public domain. Experts state that Australia has 

demonstrated little success in the field of prevention, and see the changes as being 

politically motivated instead of aiming at building a long-term, evidence-based prevention 

strategy, to the detriment not only of the drug and alcohol fields, but also of the wider 

community. Some experts believe that the defunding will continue.  

Canada  Experts mention the education programs at schools as an important aspect of drug 

prevention in Canada. An important change was to target these at young people, as a 

response to the low effectiveness of the Drug Abuse Resistance Education (DARE) 

program. There was shift in police awareness of drug issues as health concerns, a change 

in educating police officers, and the police started to inform the community about drugs 

by having evidence-informed discussions, using soft and friendly language rather than 

scaring young people about the negative health and criminal justice consequences of using 

drugs. 

3.2.7. Changes in harm reduction 

In all the countries in this project, the evolution of the heroin epidemic, death through 

overdose and the spread of HIV/AIDS that took place in the late 1980s and 1990s was a 

strong - often the strongest - driver behind the introduction and development of harm 

reduction. Some countries, including the Netherlands and the UK already had a history of 

methadone substitution at a relatively early stage of the heroin epidemic, not in the least 

as a means to reduce the risk of overdose from heroin, and intensified low threshold 

maintenance programs as response to HIV and AIDS. France acted relatively late and 

remained critical about methadone, but in 1996 the country began large-scale Subutex 

dispensing. Australia chose naloxone, naltrexone, buprenorphine and methadone for 

substitution treatment, and Canada used suboxone and methadone. In the late 1990s, the 

Netherlands was among the first countries to start medically assisted treatment with 

heroin.  

Harm reduction implemented as substitution and maintenance programs meant a change 

in societal perception of drug users, heroin addicts in particular. The discourse moved from 

the crime to the health field, and heroin users began to be treated as patients and humans 

with needs, rather than criminals and outsiders. Sooner or later, all countries in this project 

started needle and syringe exchange programs for injecting drug users (IDUs). In some 

countries, particularly in the Netherlands, Australia and Canada, safe consumption 

rooms/safe injection spaces were created.  
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Another change, most explicitly reported from the Netherlands, was the implementation 

of harm reduction interventions aimed at recreational drug users, particularly of so-called 

party drugs and NPS, through peer-to-peer education and the promotion of safe use in 

nightlife settings, festivals and raves, drug testing (on-site testing of users' drugs), and Red 

Alert (warnings about adulterated/dangerous drugs that are in circulation).   

France  In the course of the 1990s, treatment of drug users in France became more and more 

intertwined with harm reduction. A major change was that the prime objective changed 

from abstinence to reducing consumption and increasing the quality of users’ lives. This 

change was accompanied by substitution treatment. A landmark year was 1996, when 

Subutex was authorized. Substitution treatment and needle exchange have had positive 

health consequences, as overdose mortality and HIV incidence have been reduced. 

Furthermore, experts see social effects of the strategy, as crime was reduced, users became 

more peaceful, and relations between users and society have improved.  

Italy  The 1990 drug law (Law no.309/1990) change led to widespread harm reduction 

services in Italy, and provided life-saving interventions. Before 1996, when the 

introduction of antiretrovirals for AIDS treatment began in the country, the heroin 

epidemic, with increased deaths from overdoses and AIDS, had peaked. A significant 

turning point was the introduction of methadone maintenance treatment. Italian experts 

also point to the importance of the mobile units that began operating in the early 1980s and 

targeted drug users who did not seek help from services.   

The Netherlands  The Dutch experts mention heroin-assisted treatment that started in the 

late 1990s as one of the most effective harm reduction strategies. Other harm reduction 

approaches that are considered effective are syringe exchange facilities; the creation of user 

spaces; care, shelter and housing for homeless drug users; and methadone maintenance 

provision, for which multiple bodies and agencies collaborate with professionals in the 

field. These approaches had started in the course of the 1980s, were intensified in the 1990s, 

and continued in the 2000s. Combined with an intensified police and criminal justice 

system strategy against street dealing and other drug-related crime, the harm reduction 

policy resulted in the disappearance of open drugs scenes, and almost no new heroin users. 

Other Dutch harm reduction interventions include the establishment of the Drug 

Information and Monitoring System (DIMS) in 1992, where drug users can test their drugs, 

predominantly so-called party drugs such as MDMA. Linked to DIMS, a Red Alert 

procedure was introduced to warn users when diluted or dangerous drugs are circulating 

on the market, and peer-to-peer harm reduction projects aim at promoting safe use in 

nightlife settings, festivals, and raves.  

Portugal  Portuguese experts focus on the change in the way that drug users are treated by 

society and the state. From the turn of the century onwards, the perception of drug users 

has changed from the stereotypical poor addict or criminal, to people with individual 

characteristics and needs. The major developments were methadone maintenance 

treatment and needle and syringe exchange schemes. Experts perceive harm reduction as 

showing and practising greater respect regarding people’s choices, and particularly heroin 

users, who, in practice, are the main focus of harm reduction policy in Portugal.  

The UK  The first important harm reduction interventions in the UK took place in the late 

1980s and early 1990s. A pragmatic harm reduction approach, with maintenance 

prescribing and needle exchange schemes was developed as a response to heroin injecting 
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use and HIV/AIDS, and characterized the ‘health phase’ of the UK drug policy. After the 

mid-2000s, methadone maintenance prescribing was placed in the spotlight:  its efficacy 

became controversial as the availability and quality of psychosocial interventions varied; 

users’ voices were not always taken into account; and there was a limited focus on 

recovery. The 2010 Drug Strategy aimed at changes such as reduction of the waiting time 

to improve access, and shorter methadone programs. Access and treatment retention were 

described as evidence-based by the experts, but the strategy's focus on ending treatment is 

viewed negatively. 

The experts note that there is still need in the UK for harm reduction activities similar to 

those in 1990s, given the concern about NPS, prescription drugs, and an ageing cohort of 

heroin users. However, they add that the lack of funding, the abstinence dogma, and 

localised decision-making make the implementation of new harm reduction policies quite 

difficult.  

Australia  Most of the Australian experts believe that the most significant change in harm 

reduction was the gradual introduction of needle and syringes exchange programs, after 

1986. The experts report that more recent important changes were introduction of 

medically supervised injecting centres (MSIC), and, in 2016, the listing of naloxone as a 

Schedule 3 drug, allowing it to be used for treatment of opioid overdose. The experts 

believe that Australia’s implementation of these harm reduction approaches, along with 

the investment in methadone programs, contributed significantly to combatting large-scale 

injecting drug use in terms of HIV/AIDS. 

Canada  Experts agree that the most important changes in harm reduction occurred after 

the Controlled Drugs and Substances Act in 1997 and allowed the establishment of safe 

consumption spaces and needle exchange programs. Furthermore, opiate antagonist 

therapy was developed, with the provision of methadone and other drugs. These changes 

reflect the transition from a criminal to a public health framework in Canadian policy. 

Experts see positive outcomes at individual and societal level, such as the improvement in 

users' health and lives; the disappearance of open drug scenes; a reduction of HIV/AIDS; a 

reduction in the burden for the criminal justice system; and a reduction in users’ 

stigmatization by the public. Notwithstanding these positive effects, the implementation 

of harm reduction was not uniformly successful. Safe consumption spaces were often not 

welcomed in neighbourhoods, and opposition groups congregated against them, claiming 

they led to increased criminality in the facilities' neighbourhoods. 

3.2.8. Changes in treatment 

Similar to harm reduction initiatives, changes in treatment were largely a response to the 

heroin epidemic in the late 1980s and 1990s. All countries in this project took measures to 

adapt to the new situation. Interventions targeted the people directly affected by this crisis: 

heroin users and injecting drug users. The main goal was to provide them with more 

options than only abstinence, such as substitution maintenance treatment. The substitute 

substances varied between the countries, but methadone appears to be the most popular 

and common substance. In some countries, treatment with methadone was the subject of 

controversy between political ideologies in the parliaments.  

Countries also varied in the structure of treatment services, with some being 

predominantly out-patient (ambulant/mobile units) and others more oriented towards 

residential treatment (in-patient). However, in all countries, in the case of heroin, 

substitution treatment became the most common approach to address dependence, with 
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access ranging from public and free access, to it being subject to the criteria required by 

health insurance companies.  

A general trend to be observed is towards evidence-based treatment. That might lead to 

stricter rules, such as time-limited treatment, as became the case in the Netherlands and 

the UK. Although the major changes reported by the countries' experts mostly referred to 

treatment aimed at opiate users, some countries, the Netherlands and the UK in particular, 

report an increase in treatment targeting cannabis users, many of whom are younger than 

the heroin users in treatment. 

France  The main change regarding treatment in France is the shift in the primary care 

objective, from abstinence to reducing consumption and increasing the quality of users’ 

lives. This change was accompanied by substitution treatment. As stated in the previous 

section, treatment and harm reduction are strongly linked in France, and conceptually, the 

French experts do strictly distinguish one from the other. Since Subutex was authorized in 

1996, access to substitution treatment has become quite wide, as all French medical doctors 

can prescribe it, without specific qualification, so it is not restricted to a few specialized 

institutions. The treatment rate for opioid dependence has been around 80%, which French 

experts characterize as unique in the world. In their critical comments, these experts focus 

on the inequality in treatment access, especially for young women, people in prisons, 

people from rural areas, and immigrants. 

Italy  In the early 1990s, a widespread network of services for the treatment of addictions 

and more rigorous monitoring were implemented. Treatment was combined with harm 

reduction, and the focus shifted from abstinence-oriented treatment to the life-saving 

interventions, including methadone maintenance treatment. This shift was harshly 

criticized by political opponents. Alongside maintenance treatment, specific courses have 

been designed to train staff such as social workers. Treatment in France has changed over 

the years. In particular, it has tried to adapt to the personal situation of drug users in 

treatment by not only considering detoxification from substances, but also the 

reconstruction of their lives from an emotional and educational point of view. Italian 

experts state, however, that after 2000, there was a reduction in funds for treatment. 

The Netherlands  Since the mid-1990s, evidence-based treatment is a prerequisite in the 

Netherlands, and healthcare has improved in quality. Since 2004, the treatment of drug 

users has become more professionalized. There is a more targeted approach, focusing on 

users, and the number of treatment options has increased, especially due to the 

introduction of online aid (e-therapy). Nowadays, the norm is that treatment is 

‘ambulatory’ (out-patient) rather than residential (in-patient). A major organizational 

change was that in the 2010s, the Dutch healthcare system became structured on two 

pillars: cure and care. Time limits were set for the duration of treatments, which 

particularly affects methadone treatment: continuation requires updated treatment plans 

and is thus an extra administrative burden. Since 2012, healthcare costs have been 

reimbursed by insurers.  

Between 2001-2016 there was an increase in the number of people seeking help for 

cannabis-related issues. According to the Dutch experts, the increase might be related to 

the increased potency of cannabis. 

Portugal  The most relevant development in Portugal was the change of perception 

towards drug users, particularly heroin users. The policy regarding treatment has been 

Italy not France
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focused on maintenance methadone programs and the idea of abstinence as the only 

solution was abandoned. Maintenance programs have been accompanied by 

psychotherapy, social support, and nursing care. Treatment is universal, public and free of 

charge. 

The UK  The National Treatment Agency for Substance Misuse (NTA) was established in 

2001 and worked till 2013 to improve the availability, capacity and effectiveness of drug 

treatment. Experts refer to it as a successful intervention which led to an expansion of 

community-based drug treatment services alongside the development of treatment 

programs in the Probation Service and correctional facilities. This investment resulted in 

one of the most accessible opioid substitution therapy systems in the world with around 

60% of those who would benefit from receiving this treatment. In the second half of the 

2000s, methadone maintenance programs were placed in the spotlight as part of opposition 

to the previous Labour government's drug policies. The coalition government of 

Conservatives and Liberal Democrats (2010-2015) reduced funding of treatment and health 

and social support, but, most notably, moved to a recovery-orientated treatment model. 

This policy shift created a debate compromising harm reduction and substitute prescribing 

from one side and recovery from the other. The time-limited treatment provision and the 

time-limited performance indicators that were introduced in the Drug Strategy 2010 (titled 

'Reducing demand, restricting supply, building recovery: supporting people to live a drug 

free life'). The UK experts criticize this strategy, particularly in respect of the rise in drug-

related deaths in the UK during the 2010s. 

Australia  The experts point to the most significant change regarding treatment in 

Australia as the establishment of National Evaluation of Pharmacotherapies for Opioid 

Dependence (NEPOD) in 1998. This three-year project offered new evidence-based 

pharmacotherapies to treat opioid dependence, combined with psychological and medical 

interventions, and led to substantial reductions in heroin use while patients remained in 

treatment. Secondly, experts mention the importance of the publicly funded alcohol and 

other drugs treatment services, which provide services to assist people to address their 

problematic use through a range of treatments. Assistance may also be provided to support 

the family and friends of people using drugs. The development of the National Treatment 

Framework was also considered key to assuring better treatment planning, commissioning 

and monitoring. Furthermore, experts indicate that as a result of the ‘Tough on Drugs’ 

strategy (1997-2005), the non-governmental treatment sector received a major part of the 

funding. NGOs are described by some experts as agencies that treat clients holistically, 

including addressing social welfare issues, housing, food, and mental health. Lastly, 

experts mentioned the development of clinical guidelines and funding of treatment options 

for the management of Hepatitis C: treatment was free and without restrictions.  

Over time, the availability of a range of evidence-based treatment options combined with 

a more professional workforce and led to improved treatment outcomes. All of these 

changes occurred as a response to the heroin epidemic that had caused heroin deaths to 

peak in the late 1990s: their impact can be seen in the reduction of opiate-related deaths. 

Canada  Canadian experts indicate as most important change in treatment as the expanded 

access to treatment programs that are not exclusively based on abstinence, which began 

around 2000. An important development was that these treatment programs used harm 

reduction measures, with maintenance using prescription drugs such as Suboxone, 

methadone, Dilaudid and heroin. Previous treatment programs were characterized as 

restrictive, and the new programs gave users more options to access a safe supply of drugs. 
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3.2.9. Key indicators to measure and evaluate the impact of drug policy 

In this project, we looked at possible indicators to measure or evaluate the impact of drug 

policy that could be used in analyzing quantitative data as part of other work packages of 

the IDSPO project. In the country reports, the experts mention various types of drug policy 

results and/or potential outcome indicators that would fulfil this purpose. In short, these 

can be categorized as follows:  

• Direct indicators of health interventions (numbers of drug users in treatment,

needles and syringes exchanged, prevention campaigns, peer-to-peer activities,

etc.).

• Direct indicators of law enforcement policy and practice (number of arrests,

number of seizures, amount of seizures, etc.).

• Potential outcome indicators for the effect of prevention programs, such as

prevalence rates, number of dependent users/addicts,

continuation/discontinuation rates (percentage of current users compared to

lifetime users), frequency of use.

• Potential indicators for the effect of harm reduction and/or treatment measures,

such as the numbers of drug deaths, overdose cases (lethal/non-lethal), hepatitis C

and HIV and AIDS cases, percentage of injecting drug users among heroin addicts.

• Potential indicators for the effect of law enforcement, such as price, purity,

acquisitive crime statistics, drug-related nuisance.

• Potential indicators for the social effects of drug policy: stigmatization,

destigmatization, societal acceptance of drug users, social integration.

3.2.10. Conclusion 

In this report, we integrated the main findings from seven country reports based on 

interviews with experts about changes in drug policy and practice in France, Italy, the 

Netherlands, Portugal, the UK, Australia, and Canada. We remarked on the similarities 

and the differences between the countries and explored whether we could identify 

overlapping chronological phases in policy and practices. 

We can conclude that between the countries in this project, there are similarities regarding 

interventions to combat the heroin epidemic of the late 1980s and early 1990s. Policy 

changes then focused on prevention, treatment and harm reduction, mostly following a 

health rather than a crime approach. Maintenance treatment using substitute substances 

was considered as one of the most important interventions that came to replace abstinence 

as the treatment goal. Substitute substances varied between the countries of this project, 

although methadone was reported to be the most commonly used.  

In general, the health approach interventions in response to the heroin epidemic had 

positive results for drug users and for society: injecting heroin use was reduced; the 

prevalence of HIV and AIDS dropped; heroin addiction was reduced; open drug scenes 

disappeared; heroin-related crime was reduced; and drug users were gradually 

destigmatized. However, despite these successes, later steps towards a return to the crime 

approach were observed when treatment and harm reduction were placed in the spotlight 

of political debates, and when drug policy was a feature of electoral campaigns, reflecting 

the conservative reflexes of voters.  



Ca tól i ca  Po rto  B u s i n ess  S c hool  | 35 

In the same period that countries were winning the first battles against the heroin 

epidemic, significant changes in the production and supply of other drugs started to 

become apparent in drug markets. Experts across the seven countries report an increase in 

the availability of cocaine, ecstasy, MDMA, and synthetic drugs, while Canada also 

experienced a rise in synthetic opioids. The experts agree that changes in drug supply 

methods and the availability of different drugs are associated with the demand for higher 

quality, greater variety, and lower prices. The changes in production, imports, and exports 

vary among countries and is connected to their geographical position. In the years covered 

by this project (1996-2016), drug trafficking became more sophisticated and organized 

crime developed its operational capacity through the use of technology in a globalized 

market. The countries monitored these changes and tried to adjust their mechanisms to 

tackle drug trafficking and combat organized crime.  

Regarding cannabis, experts in many countries report changes in cultivation methods, 

pointing out the rise of indoor cultivation (usually hydroponic). In some cases, this led to 

an increase of THC levels, which some blame for increased access to treatment by young 

cannabis users. Despite the changes in the fields of law enforcement, prevention, treatment 

and harm reduction, cannabis users were never the target of these changes. In general, laws 

did not change for them (except in Canada, where cannabis was legalized in 2018), but the 

opinion and behaviour of the police and the criminal justice system towards cannabis users 

changed significantly, to a more decriminalized approach.  

Drug policy changes regarding the heroin epidemic in the late 1980s/early 1990s took place 

within a relatively short period of time across the countries and broadly followed a harm 

reduction strategy. However, there was no such cross-national alignment regarding later 

changes, especially to cannabis policy, and whether a country's drug policy focussed on 

crime or health. Each country in this project more or less followed its own policy, although 

this was not always in the same direction as the other countries and in some cases, the same 

change in different countries were many years apart.   

We can place the adoption of countries' different approaches to changes in the topics 

discussed with the experts on three major structural political dividing lines: a public and 

free health service vs a private system; top-down vs local level governance; and an 

evidence-based vs a political ideological approach.  In the experts’ reports, there are 

specific references to political influence on drug policy in France, the Netherlands, the UK, 

and Australia. In these countries, policy changes in harm reduction, treatment issues and 

law enforcement were strongly associated with changes in government.  

In this project, we looked at indicators that (could) measure or evaluate the impact of drug 

policy, and which could be used in analyzing quantitative data as part of other work 

packages of the IDPSO project. The experts mention various types of drug policy results 

and/or potential outcome indicators that fulfil this purpose, and many cited them to 

illustrate their statements. These can be categorized according to the outcomes of health 

interventions; law enforcement policy; prevention programs; and harm reduction and 

treatment interventions; and the social effects of drug policy. 
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4. Key social indicators for drug
policy analysis 

4.1. Introduction 

This chapter contains the work developed in work package 4 (WP4 – Developing key social 

indicators for drug policy analysis). Its main objective is to review, develop and collect 

information on key social indicators directly or indirectly related to illicit drug use. 

Given that the countries under analysis, in the 1996-2016 timeframe, were EU countries, 

the primary data source for the social indicators collected was the EMCDDA. In addition 

to this, effort was put into collecting data for the same variables in Australia and Canada. 

Putting together a database of social indicators between 1996-2016 for the seven countries 

proved to be more difficult than initially anticipated because for some variables: 

• There was a large number of missing observations, either over time or across

countries;

• Often (but not always) the large number of missing observations is related to

changes in variable definitions (or data collection  methodology), which essentially

renders impossible the task of collecting data for the same variable throughout the

period under analylsis;

• Although EU countries largely follow the data collection methodologies and

variable definitions stipulated by the EMCDDA, the same is not true for Canada

and Australia – both of which collect statistics on variables that are similar in

nature to those collected by the EMCDDA, but not exactly the same;

• In addition, whilst data collection for EU countries was made comparatively easier

by relying on a single data source – the EMCDDA –, data collection for Australia

and Canada was typically not possible from a single source, thus increasing

comparability problems.

The data collection methodology followed was: 

• First, a large list of available and relevant social indicators was put together;

• Second, the list was analysed in detail with a view towards identifying the

indicators which (i) appeared to be more relevant for the work developed in WP5

and also (ii) appeared to have a large number of observations (or a relatively low

number of missing observations) throughout the period under analysis in every

country;

• Third, data was collected for the indicators identified in step two.
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The next section describes the variables for which data was collected. 

4.2. Social indicators database 

Most of the variables for which we have collected data are essentially a combination of 

various ‘elements’, namely: 

• Variable group

• Variable definition

• Type of drug

• Population group

o Based on age

o Based on gender

Each of the ‘elements’ is different for each variable. Therefore, we found it easier to describe 

our database on a variably-by-variable basis. Note that Table 2 only lists variables for 

which we have a relevant number of observations in our timeframe (1996-2016). Data was 

also collected on other variables, but we have decided not to consider them as they had 

only been collected for a short number of years. 

Table 2 – Social indicators database 

Variable group Variable definition Type of drug Population group 

Prevalence of 

drug use 

Lifetime prevalence 

Last year prevalence 

Last month 

prevalence 

Amphetamines 

Cannabis 

Cocaine 

Ecstasy 

LSD 

All adults (15-64) 

Young adults (15-34) 

Aged 15-24 

Aged 25-34 

Aged 35-44 

Aged 45-54 

Aged 55-64 

Overdose deaths Number of deaths n/a 

Gender: male/female 

Age group: Mean age, 

<15, 15-19, 20-24, 25-29, 

30-34, 35-39, 40-44, 45-

49, 50-54, 55-59, 60-64, 

>=65, Not Known 

Infections 

diseases 

Prevalence HIV 

Prevalence HBV 

Prevalence HCV 

n/a n/a 

heroin is not available why

this database is really very poor and I don't understand why, 
much more data can be found by searching well and carefully, 
especially in EU. 
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Variable group Variable definition Type of drug Population group 

Treatment 

demand 

Number of all 

clients 

Number of never 

before treated 

Number of 

previously treated 

All opioids, Heroin, Methadone, 

Buprenorphine, Fentanyl, Other opioids, 

All cocaine, Powder cocaine, Crack 

cocaine, Other cocaine, All stimulants, 

Amphetamines, Methamphetamines, 

MDMA, Synthetic cathinones, Other 

stimulants, All hypnotics and sedatives, 

Barbiturate, Benzodiazepines, 

GHB/GBL, Other hypnotics and 

sedatives, All hallucinogens, LSD, 

Ketamine, Other hallucinogens, Volatile 

inhalants, Cannabis, Other substances 

Gender: male/female 

Outpatient units 

Inpatient units 

Low-threshold units 

General 

practitioners 

Prison 

Other 

n/a n/a 

Problem drug 

use 

% injecting in 

treatment 
n/a n/a 

Seizures of 

drugs 

Number of seizures 

Quantity seized 

Cannabis Resin (Kg), Herbal Cannabis 

(Kg), Cannabis Plants (Kg), Cannabis 

Plants (Nº Of Plants) , Cannabis Oil (Kg), 

Cannabis Oil (Litres) , Heroin (Kg), 

Methadone (Kg), Methadone (Tablets), 

Cocaine Powder (Hcl) (Kg), Crack 

Cocaine (Base) (Kg), Amphetamine (Kg), 

Amphetamine (Tablets), Mdma And 

Related Mdx Substances (Ecstasy) (Kg), 

Mdma And Related Mdx Substances 

(Ecstasy)  (Tablets), Methamphetamine  

(Kg), Methamphetamine  (Tablets), Khat 

(Kg), Lsd (Units) 

n/a 

age why not
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Variable group Variable definition Type of drug Population group 

Price. Purity and 

potency 

Minimum, 

maximum, median, 

mean, mode price 

Cannabis Resin, Herbal Cannabis, 

Undistinguished Heroin, Brown Heroin, 

White Heroin, Cocaine, Crack, 

Amphetamine, Methamphetamine, 

Ecstasy, LSD 

n/a 

Minimum, 

maximum, median, 

mean, mode potency 

Cannabis Resin, Herbal Cannabis, 

Undistinguished Heroin, Brown Heroin, 

White Heroin, Cocaine, Crack, 

Amphetamine, Methamphetamine, 

Ecstasy, LSD 

n/a 

Drug law 

offenses 

Number of offenses 

Use offenses 

Supply offenses 

Cannabis, Heroin, Cocaine (powder), 

Crack, Amphetamine, 

Methamphetamine, Ecstasy, LSD 

n/a 

Number of 

offenders n/a n/a 

Health and 

social responses 

Total number of 

substitution clients 

Number of 

methadone 

substitution clients 

n/a n/a 

Number of syringes 

(needle and syringe 

programmes) 

n/a n/a 

why not
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5. Assessing the impact of drug
policies on key social 
indicators 

5.1. Introduction 

This chapter contains the work developed in Work Package 5 (WP5 – Assessing the impact 

of drug policies on key social indicators). The objective of WP5 is to combine the work 

developed in WP2 (chapter 2), WP3 (chapter 3) and WP4 (chapter 4), with the objective of 

understanding the links between national drug policies and social indicators, considering 

the complex interrelationships that exist between the variables. 

Understanding the effect of national drug policies on social indicators is a central question 

for policymakers. Assessing this effect in the long run requires an evaluation of social 

indicators before and after drug policy changes. However, this is a complex issue, as 

changes in drug policies may have an impact in more than one indicator. Notwithstanding, 

studies on the impact of drug policies changes are not uncommon. Ritter et al. (2016) 

provide a broad overview of the literature on comparative policy analysis in the field of 

alcohol and drugs.  

Our work differs from previous literature in three somewhat interrelated dimensions. First, 

ours is a cross-country study focusing on social outcomes associated with illicit drug use 

at an aggregate (national) level. Second, we use a new approach to specify drug policies, 

based on leximetrics (see chapter 2). This approach ‘transforms’ the law into numbers and 

allows for the creation of indexes with data driven policy coding. Third, we use a 

multidimensional index – the CATÓLICA-IDPI, developed in chapter 2 – to ‘measure’ drug 

policy over time and across countries. 

The research question guiding our work is therefore the following: for the countries under 

analysis, in the period 1996-2016, what is the impact of each dimension of drug policy on 

prevalence rates for (i) cannabis, (ii) cocaine and (iii) ecstasy? In other words, of all the 

various social indicators described in chapter 4, we will focus on prevalence rates.  

We propose to answer our research question using an econometric approach. We do so for 

two main reasons. First, there are multiple explanatory factors affecting prevalence rates 

in any given country at any point in time, including each country’s drug policy. Using an 

econometric approach allows for multiple variables simultaneously contributing towards 

explaining the observed evolution of a particular variable (in this case, the prevalence 

rates). In addition, it allows for statistical testing of the significance of each of those 

explanatory factors, including each of the drug policy dimensions captured by the 

prevalence is just 
an estimated 
indicator and 
therefore less 
accurate than 
others such as 
deaths and 
diseases and, 
more importantly, 
treatments
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CATÓLICA-IDPI. Second, the choice of a well-suited regression methodology allows us to 

capture the impact of unobserved variables in each country’s prevalence rates. In other 

words, despite any researcher’s best effort to adequately control for all the multiple 

explanatory factors, a concern always remains that omitted and/or unobserved variables 

could unduly influence the results obtained. In this context, our choice of a random-effects 

regression model allows us to address this concern. This approach incorporates a random 

intercept for each country, constant over time, which captures unobserved heterogeneity 

across countries.  

Our results are interesting and intriguing. On the one hand, they corroborate some prior 

results from the literature; on the other hand, they clearly contradict earlier results. 

Importantly, they allow for a more in-depth understanding of how different dimensions of 

drug policy affect prevalence rates and, therefore, allow the results that diverge from 

earlier literature to be reconciled or at least contextualized.  

In the case of cannabis, both for the overall population as well as for 15-24 years olds, we 

find that drug policy changes in the direction of a less criminally-oriented approach 

towards consumption and possession contribute to a decrease in prevalence rates. This is a 

very interesting result which contradicts those of Simon-Morton et al. (2010), Kotlaja and 

Carson (2018), Grucza et al. (2018) and Stevens (2019), who all find there to be no evidence 

of a causal association between cannabis drug policy and adolescent cannabis use. Our 

results also contradict those of Shi et al. (2015), who find an association between cannabis 

liberalization and adolescent use, although Stevens (2019) shows this result not to be robust 

when he attempted to replicate the analysis. 

We must, however, interpret our result with some caution. Note that our results do not 

support or advocate that reductions in the penalties associated with consumption or 

possession induce reductions in prevalence rates. Our consumption and possession 

indicators encompass a wide array of drug policy characteristics which go beyond a 

narrow focus on penalties. Indeed, in our consumption indicator we consider whether the 

individual is an addict or a non-addict, as well as whether being caught for the first time 

attracts lower penalties. The possibility of an individual being exempt from penalties if 

he/she adheres to treatment as well as the existence of a specific framework for 

therapeutic/medicinal cannabis are also considered. In our possession indicator we also 

consider such differential treatment to addicts vs. non-addicts and/or to individuals caught 

for the first time, as well as specific frameworks for therapeutic/medicinal cannabis. In 

addition, the existence of quantity thresholds that dictate differential penalties for 

detention and/or different types of procedure are considered and clearly move this 

indicator away from a narrow focus on penalties and/or the criminal nature of possession. 

This is also further reinforced by our consideration of possible exemptions from sanctions 

associated with treatment or with other specific circumstances. Therefore, we refer to drug 

policy changes in the direction of a less criminally-oriented approach whenever a country 

changes its drug policy in either (or in several) of these multiple features – which is clearly 

very different from merely focusing on a simple alleviation of penalties for cannabis 

possession. 

We also find that a less criminally-oriented approach towards the traffic of cannabis is 

associated with increases in prevalence rates. Recall that our traffic indicator encompasses 

cultivation, production and distribution. We further find that a more health-oriented 

approach towards harm reduction and treatment (in this case, only for the overall 

population) also leads to a reduction in prevalence rates. 

legalization is correct
not liberalization
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Our results for cocaine suggest that drug policy changes in the direction of a less 

criminally-oriented approach towards consumption decrease prevalence rates, but the 

opposite is true for possession. In what concerns possession, our results for cocaine are in 

stark contrast to those obtained for cannabis and suggest differential impacts on prevalence 

rates for (otherwise similar in nature) drug policy changes. In addition, our results 

contradict those of Vuolo (2013): looking at the population aged 15-24 years old (using 

Eurobarometer data), Vuolo (2013) finds that in countries where there are no restrictions 

on the possession of drugs for personal use (which would be akin in our case to a reduction 

of the possession indicator), individuals exhibit a lower probability of drug use in the last 

month. In addition, we also find that (similarly to cannabis) increased harm reduction 

efforts induce reductions in prevalence rates – a result which is in line with that of Vuolo 

(2013). Unlike cannabis, however, we find no effect of increased treatment efforts on 

cocaine prevalence rates.2 

Finally, in what concerns ecstasy, we did not find evidence of a relationship between a 

country’s drug policy dimensions, captured by the CATÓLICA-IDPI, and the ecstasy 

prevalence rates.  

Overall, the most interesting contribution of this analysis is not in showing there to be a 

relationship between drug policy and prevalence rates; extant literature has already shown 

such a relationship to exist. What we believe to be novel in our analysis is the finding of a 

more intricate relationship between the different dimensions of drug policy and prevalence 

rates. For instance, although we find that prevalence rates are impacted in a similar way 

whenever countries change their drug policy associated with cannabis or cocaine 

consumption – in particular, a change towards a less criminally oriented approach induces 

reductions in the prevalence rate –, the same is not true for possession. Indeed, an 

otherwise similar in nature drug policy change, in the direction of a less criminally-

oriented approach towards possession, leads to reductions in cannabis prevalence rates, 

but instead to an increase in the cocaine prevalence rate.  

In a similar vein, our results indicate the drug policy dimensions that countries should pay 

more attention to if they intend to pursue an objective of reducing prevalence rates. In 

particular, our results corroborate the view that an integrated approach towards drug 

policy changes, that is, an approach which explicitly considers the multiple dimensions of 

the drug problem, is likely to be more successful in reducing prevalence rates. This is in 

line with the orientation that was followed in Portugal in 1999: its drug policy changed 

considerably (and within a short time period) across multiple dimensions – consumption, 

possession, harm reduction and prevention. In that context, our results allow for a ‘fine-

tuning’ of the drug policy dimensions that each country should consider changing in order 

to achieve reductions in its prevalence rates. 

This chapter is structured in the following way: section 5.2 contains a presentation and 

discussion of our approach; section 5.3 presents the results; and section 5.4 concludes. 

2 Vuolo (2013) finds that higher treatment usage (measured as new treatment clients per 100,000) also leads to a 
higher probability of last month drug usage. However, this variable is not a drug policy variable; instead, it is 
really an ‘outcome variable’ which could be related to drug policy (as well as to many other possible explanatory 
factors). As such, this result cannot be compared or reconciled with ours.   
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5.2. Approach 

5.2.1. Econometric approach 

As outlined above, we set out to answer the following research question: for the countries 

under analysis, in the period 1996-2016, what is the impact of each dimension of drug 

policy on prevalence rates for (i) cannabis, (ii) cocaine and (iii) ecstasy? 

We propose to answer this research question using an econometric approach. We put 

forward the following regression model: 

𝑦𝑖𝑡 = 𝛼 + 𝒙𝑖𝑡
′ 𝜷 + 𝒛𝑖𝑡

′ 𝜸 + 𝛿𝑡 + 𝑐𝑖 + 휀𝑖𝑡  (1) 

In this equation, 𝑦𝑖𝑡  is the dependent variable, that is, the prevalence rate in country 𝑖 in 

year 𝑡; 𝒙𝑖𝑡
′  is a matrix containing the six dimensions of drug policy assessed by the

CATÓLICA-IDPI, indicating the value of each variable for country 𝑖 in year 𝑡;  𝒛𝑖𝑡
′  is a

matrix containing other explanatory variables which we designate as ‘controls’, that is, 

variables other than the six drug policy dimensions which could potentially explain 

country 𝑖’s prevalence rate in year 𝑡; 𝑐𝑖 is a country-specific individual effect; and 휀𝑖𝑡 is the 

error term. We include the time dimension in our model, through coefficient 𝛿. We do so 

in order to capture possible effects that are common across countries at any period in time. 

For example, if there are unobserved trends over time that affect all countries under 

analysis, coefficient 𝛿 would effectively account for them. 

Note that the main goal of this regression is the estimation of 𝜷, that is, the coefficients 

associated with each of the six dimensions of drug policy.  

We estimate this as a random-effects model, that is, we assume that the country-specific 

effects 𝑐𝑖 are independently and identically distributed random variables with mean 0 and 

variance 𝜎𝑐
2. These country-specific effects intend to capture unobserved heterogeneity

across countries, that is, omitted or unobserved explanatory variables that are country-

specific and which may explain a country’s prevalence rate. The error term 휀𝑖𝑡 is also 

assumed to be independently and identically distributed random variables with mean 0 

and variance 𝜎𝜀
2.

5.2.2. Variables 

Dependent variable: prevalence rates 

The evolution of last year prevalence rates for cannabis, cocaine and ecstasy varies 

significantly between countries, both in their levels, as well as in their evolution patterns 

over time.  

Considering the available last year prevalence rates for cannabis (overall population and 

15-24 years old)3 in our timeframe (1996-2016), we can conclude that: 

• Available prevalence rates come from General Population Surveys (GPS) which

are typically carried out in different years across countries;

• The number of interval years between the available prevalence rates differs across

countries, leading us to have a minimum of 4 observations (Portugal) and a

maximum of 19 observations (UK) for each country in our timeframe (1996-2016);

3 In the case of Australia, prevalence rates refer to the closest possible age group: 18-24 years old. 

Unfortunately, 
prevalence estimates 
derived from GPS are 
the least suitable 
since in different 
countries GPS is 
conducted in 
different ways. For 
example in Italy the 
prevalence derived is 
very underestimated 
as demonstrated.
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• Data on prevalence rates pre-2000 only exists for the Netherlands and the UK;

• On average (across the years) for the overall population, the country which reports

a highest (average) prevalence rate is Canada (11.1%) and the country reporting

the lowest (average) prevalence rate is Portugal (3.7%);

• On average (across the years) for 15-24 years old, the country which reports a

highest (average) prevalence rate is Canada (27.2%) and the country reporting the

lowest (average) prevalence rate is Portugal (6.9%);

• Over time, considering the overall population, no country presents an evolution of

prevalence rates always in the same direction (either increasing or decreasing); in

other words, all the countries display periods of increasing prevalence rates, as

well as periods of decreasing prevalence rates;

• Over time, considering 15-24 years old, only Canada presents an evolution of

prevalence rates always in the same direction - downards;

• Comparing the first and the last prevalence rates available for the overall

population, Australia, Canada and the UK display a decreasing trend, whilst

France, Italy, the Netherlands and Portugal display an increasing trend;

• Comparing the first and the last prevalence rates available for 15-24 years old, a

similar pattern emerges: Australia, Canada and the UK display a decreasing trend,

whilst France, Italy, the Netherlands and Portugal display an increasing trend.

Considering the available last year prevalence rates for cocaine (overall population and 15-

24 years old)4 in our timeframe (1996-2016), we can conclude that: 

• Available prevalence rates come from General Population Surveys (GPS) which

are typically carried out in different years across countries;

• The number of interval years between the available prevalence rates differs across

countries, leading us to have a minimum of 4 observations (Portugal) and a

maximum of 19 observations (UK) for each country in our timeframe (1996-2016);

• Data on prevalence rates pre-2000 only exists for France, the Netherlands and the

UK;

• On average (across the years) for the overall population, the country which reports

a highest (average) prevalence rate is the UK (2.2%) and the country reporting the

lowest (average) prevalence rate is Portugal (0.3%);

• On average (across the years) for 15-24 years old, the country which reports a

highest (average) prevalence rate is the UK (4.7%) and the country reporting the

lowest (average) prevalence rate is Portugal (0.4%);

• Over time, considering the overall population, only France presents an evolution

of prevalence rates always in the same direction – upwards; all other countries

display periods of increasing prevalence rates, as well as periods of decreasing

prevalence rates;

• Over time, considering 15-24 years old, only France (upwards) and Portugal

(downwards) present an evolution of prevalence rates always in the same

direction;

• Comparing the first and the last prevalence rates available for the overall

population, Australia, France, the Netherlands and the UK display an increasing

trend, whilst Canada and Portugal display a decreasing trend;

4 In the case of Australia, prevalence rates refer to the closest possible age group: 18-24 years old. 
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• Comparing the first and the last prevalence rates available for 15-24 years old, a

similar pattern emerges: Australia, France, the Netherlands and the UK display an

increasing trend, whilst Canada, Italy and Portugal display a decreasing trend.

Finally, considering the available last year prevalence rates for ecstasy (overall population 

and 15-24 years old)5 in our timeframe (1996-2016), we can conclude that: 

• Available prevalence rates come from General Population Surveys (GPS) which

are typically carried out in different years across countries;

• The number of interval years between the available prevalence rates differs across

countries, leading us to have a minimum of 4 observations (Portugal) and a

maximum of 19 observations (UK) for each country in our timeframe (1996-2016);

• Data on prevalence rates pre-2000 only exists for France, the Netherlands and the

UK;

• On average (across the years) for the overall population, the country which reports

a highest (average) prevalence rate is Australia (2.9%) and the country reporting

the lowest (average) prevalence rate is Portugal (0.3%);

• On average (across the years) for 15-24 years old, the country which reports a

highest (average) prevalence rate is Australia (10.2%) and the country reporting

the lowest (average) prevalence rate is Italy (0.8%);

• Over time, considering the overall population, only the Netherlands (upwards)

and Portugal (downwards) present an evolution of prevalence rates always in the

same direction; all other countries display periods of increasing prevalence rates,

as well as periods of decreasing prevalence rates;

• Over time, considering 15-24 years old, only France and the Netherlands present

an evolution of prevalence rates always in the same direction – upwards;

• Comparing the first and the last prevalence rates available for the overall

population, Australia, Canada, Portugal and the UK display a decreasing trend,

whilst France, Italy and the Netherlands display an increasing trend;

• Comparing the first and the last prevalence rates available for 15-24 years old, a

similar pattern emerges: Australia, Canada, Portugal and the UK display a

decreasing trend, whilst France, Italy and the Netherlands display an increasing

trend.

Three additional comments on our dependent variables are warranted. First, prevalence 

rates do not appear to follow a ‘unidirectional’ pattern, that is, almost always in the same 

direction (upwards or downwards). In addition, the observed patterns differ across 

countries. This pattern is similar to what is observed for the CATÓLICA-IDPI (see below, 

as well as chapter 2): we observe significant heterogeneity in the patterns of evolution over 

time both within a country as well as across countries. From an econometric viewpoint, 

this heterogeneity is important in order to obtain meaningful results when carrying out 

our regressions. 

Second, although we have observations of the CATÓLICA-IDPI for every year in the 1996-

2016 timeframe, that is not the case for the dependent variables. This naturally restricts the 

number of observations to be used in each regression, which varies between 50 

observations (last year prevalence of cocaine, 15-24 years old) and 57 observations (last 

year prevalence of cannabis, overall population).  

5 In the case of Australia, prevalence rates refer to the closest possible age group: 18-24 years old. 
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Third, the observations to be used in the regression constitute an unbalanced panel, with a 

relatively large number of observations over time for the UK (19 observations), but not as 

many for all other countries (between 4 and 8). Therefore, it is particularly important to use 

a panel data regression methodology, such as the random effects model we have chosen to 

use. 

Independent variables: CATÓLICA-IDPI 

Chapter 2 analyses in detail the construction of the CATÓLICA-IDPI. Therefore, we only 

provide here a very brief discussion. The CATÓLICA-IDPI was developed as a tool to 

‘measure’ each country’s drug policy at any point in time. In doing so, we have adopted a 

multidimensional approach to the construction of the index, looking at six different 

dimensions of drug policy: consumption, possession, traffic, harm reduction, treatment 

and prevention. In practice, the CATÓLICA-IDPI consists of one index for each of these six 

dimensions. Also, because the first three dimensions are necessarily different for different 

types of drugs, we have carried out a separate analysis for cannabis vs. hard drugs. 

Therefore, we have obtained separate indexes for consumption, possession and traffic for 

cannabis and for hard drugs.  

Looking at descriptive statistics of the CATÓLICA-IDPI associated with cannabis, for the 

timeframe under analysis, we have 21 observations for each country because we have 

carried out an analysis of each country’s drug policy in every year between 1996 and 2016. 

Therefore, in total, we have 147 observations for each of the six dimensions of the 

CATÓLICA-IDPI associated with cannabis. 

Second, we observe significant variability in each dimension across countries. Moreover, 

there is also significant variability in some dimensions within each country: for Australia 

and the UK, the two dimensions with higher variability (measured by the coefficient of 

variation) are treatment and prevention; for France and Portugal, it is harm reduction and 

prevention; for Canada it is consumption and harm reduction; for Italy it is possession and 

prevention; and for the Netherlands it is harm reduction and treatment. This shows that 

changes in drug policy were not uniform over time for any given country (across 

dimensions), and they were also not uniform across countries (for a given dimension). 

As we discussed above, one particular concern when using these variables, which attempt 

to capture multiple dimensions of drug policy, is the possible correlation between them. 

Using in our regression model variables which exhibit high correlations between them 

could lead to the problem of multicollinearity. Therefore, we looked at the number of 

countries for which the correlation between every pair of dimensions exceeds 0.8 (in 

absolute value) – a common threshold used in econometrics to suggest possible 

multicollinearity problems. Overall, it appears as if the various dimensions are capturing 

different (and unrelated) dimensions of drug policy. The dimension which generates more 

concerns is prevention: it exhibits high correlation with possession and harm reduction in 

three countries and with consumption in two countries.  

Considering now the descriptive statistics of the CATÓLICA-IDPI associated with hard 

drugs, for the timeframe under analysis, we have 21 observations for each country because 

we have carried out an analysis of each country’s drug policy in every year between 1996 

and 2016. Therefore, in total, we have 147 observations for each of the six dimensions of 

the CATÓLICA-IDPI associated with hard drugs. 
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Second, we observe significant variability in each dimension across countries. Moreover, 

there is also significant variability in some dimensions within each country: for Australia 

and the UK, the two dimensions with higher variability (measured by the coefficient of 

variation) are treatment and prevention; for France and Portugal, it is harm reduction and 

prevention; for Canada and the Netherlands it is harm reduction and treatment; and for 

Italy it is possession and prevention. This shows that changes in drug policy were not 

uniform over time for any given country (across dimensions), and they were also not 

uniform across countries (for a given dimension). 

Third, looking specifically at the consumption, possession and traffic dimensions, their 

variability (measured by the coefficient of variation) is lower for hard drugs than it is for 

cannabis in Canada, Italy and the Netherlands. By contrast, the variability of these 

dimensions for hard drugs (compared to cannabis) is higher in France and Portugal. 

Australia and the UK present a mixed picture, with only some of these indicators for hard 

drugs having a higher coefficient of variation than for cannabis. 

Looking at whether the correlation between every pair of dimensions exceeds 0.8 (in 

absolute value), it appears as if the various dimensions are capturing different (and 

unrelated) dimensions of drug policy. The dimensions which generate more concerns are 

consumption, possession and prevention. Consumption exhibits a high correlation with 

possession in four countries; with harm reduction and prevention in two countries; and 

with traffic in one country. Possession exhibits high correlation with consumption in four 

countries; with harm reduction in two countries; and with traffic, treatment and prevention 

in one country. Finally, prevention exhibits a high correlation with hard reduction in three 

countries; with consumption in two countries; and with possession and treatment in one 

country.  

Independent variables: controls 

As controls for our regression, we have collected data on the following variables for the 

period 1996-2016: 

1. GDP per capita, US$, at constant prices and controlling for purchasing power

parities (PPP). Source: OECD;

2. Women per 100 men. Source:  OECD;

3. Percentage of the population aged 15-24 years old. Source:  OECD;

4. Percentage of adult population with tertiary education. Source:  OECD (2020),

“Educational attainment of 25-64 year-olds (2019): Percentage of adults with a

given level of education as the highest level attained”, in The output of educational

institutions and the impact of learning, OECD Publishing, Paris.

5. Population density (population per square Km). Source:  OECD;

6. Unemployment rate. Source: OECD (2021), Unemployment rate (indicator).

Looking at the variables collected, we can immediately understand that GDP per capita 

and population density present a statistical problem: both are indicators that make use of 

a country’s population in their calculation. Inevitably, this could generate a significant 

correlation between them and cause multicollinearity concerns if both were to be used in 

our regression analysis.  

In order to understand whether this problem extends to other variables, we have identified 

the number of countries for which any of the above two variables exhibit a correlation 

above 0.8 (in absolute value). As expected, population density is a worrisome variable, 
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which exhibits high correlation with GDP per capita and with the percentage of the adult 

population with tertiary education in six countries, and with women per 100 men in three. 

In addition, the percentage of the adult population with tertiary education also appears to 

be worrisome: it is highly correlated with population density in six countries, with GDP 

per capita in five countries, with the percentage of 15-24 years old in four countries and 

with women per 100 men in two countries. This is not entirely surprising and it suggests 

that these two variables should not be used as controls. 

In addition to these, we find that the variable women per 100 men also exhibits a 

worryingly high correlation with GDP per capita in three countries. There is no obvious 

explanation for this and it may be a statistical issue associated with the specific countries 

we are looking into. For this reason, we have also chosen not to use this variable as a control 

in our regression. 

In summary, all our regressions incorporate three controls: GDP per capita, the percentage 

of the population aged 15-24 years old and the unemployment rate. 

5.3. Results 

5.3.1. Cannabis 

We carry out our regressions for the overall population and for 15-24 years old. In addition, 

we estimate a model with and a model without a time trend. 

Let us start by the results for the overall population (without a time trend). Looking at the 

coefficient estimates for controls, all are statistically significant (at the 10% level). 

Moreover, the coefficient for GDP per capita is positive, suggesting that (all else constant) 

last year prevalence rates for cannabis tend to increase when GDP per capita also increases. 

The coefficient of the percentage of the population aged 15-24 years old is negative, 

suggesting that prevalence rates decrease (all else constant) when the weight of 15-24 years 

old in the population increases. Finally, the coefficient estimate for the unemployment rate 

is negative, suggesting that (all else constant) an increase in the unemployment rate leads 

to a decrease in the prevalence rate. Once a time trend is added, the only significant 

difference in the coefficient estimates for controls is related to GDP per capita, which 

becomes insignificant. This suggests that the time trend could be correlated with the 

evolution of GDP per capita across countries and thus that this could be a symptom of 

multicollinearity. 

In what concerns the main focus of this work – the coefficient estimates for CATÓLICA-

IDPI – we obtain a positive and statistically significant (at the 1% level) coefficient for 

consumption and for possession of cannabis. This suggests that (assuming all else constant) 

a country that introduces a drug policy change for consumption or for possession in the 

direction of a less criminally-oriented approach will see its prevalence rates decrease. This 

is a very interesting result which contradicts earlier literature (Simon-Morton et al., 2010; 

Kotlaja and Carson, 2018; Grucza et al., 2018; and Stevens, 2019) finding there to be no 

evidence of a causal association between cannabis drug policy and (adolescent) cannabis 

use.  
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Regarding traffic, we obtain a negative and statistically significant (at the 1% level) 

coefficient, suggesting that drug policy changes in the direction of a less criminally-

oriented lead (all else constant) to increased prevalence rates.  

Considering now harm reduction and treatment, the coefficient estimates are positive and 

significant at the 5% significance level, suggesting that a more health-oriented approach 

(assuming all else equal), which translates into increased efforts towards harm reduction 

and treatment of drug addiction, actually leads to a reduction in the prevalence rate for 

cannabis. The only dimension which does not emerge as statistically significant is 

prevention. This could be because it is a dimension that is inherently harder to capture 

using the methodology outlined in chapter 2, or it could be a statistical problem associated 

with multicollinearity, as we described above. 

Considering now 15-24 years old, the results are broadly very similar to those of the overall 

population. The main difference is that when looking at controls, both the percentage of 

the population aged 15-24 years old and the unemployment rate are not statistically 

significant. Also, when looking at the CATÓLICA-IDPI coefficient estimates, treatment is 

also not statistically significant.  

5.3.2. Cocaine 

We carry out our regressions for the overall population and for 15-24 years old. In addition, 

we estimate a model with and a model without a time trend. 

Consider first the results for the overall population (without a time trend). Looking at the 

coefficient estimates for controls, GDP per capita emerges as positive and statistically 

significant (at the 1% significance level). This suggests that (all else constant) last year 

prevalence rates for cocaine tend to increase when GDP per capita also increases In column 

(1), the percentage of the population aged 15-24 years old has a positive and significant 

coefficient (5% level), whilst the unemployment rate’s coefficient is negative but 

statistically insignificant. When we include a time trend, the latter is positive and 

statistically significant and the coefficient estimates for the percentage of the population 

aged 15-24 years old and unemployment rate change significantly (including their 

statistical significance). This could be a reflection of multicollinearity and, therefore, we 

will focus our attention mainly in the results obtained without a time trend.  

Looking at the coefficient estimates for the CATÓLICA-IDPI, we obtain a positive and 

statistically significant coefficient for consumption, traffic (both at the 1% level) and harm 

reduction (at the 10% level), whereas the coefficient estimates for possession and 

prevention are both negative and statistically significant at the 1% level. Consider 

consumption first: the results suggest that (assuming all else constant) a country that 

introduces a drug policy change in the direction of a less criminally-oriented approach 

towards the consumption of hard drugs will see its prevalence rates decrease. By contrast, 

a less criminally-oriented approach towards possession appears to induce the opposite 

effect: an increase in prevalence rates. Therefore, in what concerns possession, the results 

for cocaine are opposite to those of cannabis. In addition, our results contradict those of 

Vuolo (2013): looking at the population aged 15-24 years old (using Eurobarometer data), 

Vuolo (2013) finds that in countries where there are no restrictions on the possession of 

drugs for personal use (which would be akin in our case to a reduction of the possession 

indicator), individuals exhibit a lower probability of drug use in the last month. Finally, the 

coefficient estimate for traffic is positive and statistically significant, but relatively close to 

zero, thus suggesting a very small impact on prevalence rates. 
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Considering now harm reduction, the coefficient estimate is positive and significant at the 

10% significance level, suggesting that a more health-oriented approach (assuming all else 

equal), which translates into increased efforts towards harm reduction actually leads to a 

reduction in the prevalence rate for cocaine. This result is in line with that of Vuolo (2013). 

The estimated coefficient for prevention is difficult to understand (as it is negative and 

statistically significant), and this could be a result of prevention being a dimension that is 

inherently harder to capture using the methodology outlined in chapter 2. Alternatively, it 

could be a statistical problem associated with multicollinearity, as we described above. 

Considering now 15-24 years old, the results are broadly very similar to those of the overall 

population. The main difference is that the coefficient estimates for possession and 

prevention are negative (as for the overall population) but not statistically significant 

(contrary to the overall population).  

5.3.3. Ecstasy 

We carry out our regressions for the overall population and for 15-24 years old. In addition, 

we estimate a model with and a model without a time trend. 

Looking at the results for the overall population, we can see that the only control which 

emerges as statistically significant is the percentage of the population aged 15-24 years old. 

The positive coefficient suggests that (assuming all else constant), a country with a higher 

percentage of the population aged 15-24 years old will have a higher prevalence rate for 

ecstasy. Interestingly, neither GDP per capita nor the unemployment rate emerge as 

statistically significant. Therefore, contrary to the results for cannabis and cocaine, ecstasy 

prevalence rates do not appear to be affected by the country’s main economic variables. 

Considering now the coefficient estimates for the CATÓLICA-IDPI, only prevention 

emerges as statistically significant (and negative). The remaining coefficient estimates are 

statistically not different from zero. As we had discussed earlier, this could be a reflection 

of the relatively low number of observations used in the regression and/or of 

multicollinearity. As such, we are unable to assess the impact of drug policy on prevalence 

rates for ecstasy. 

Our conclusions for the overall population also apply to 15-24 years old: the results do not 

allow us to draw well-founded conclusions regarding the impact of drug policy on 

prevalence rates.  

5.4. Conclusion 

This chapter combines the work developed in WP2 (chapter 2), WP3 (chapter 3) and WP4 

(chapter 4), with the objective of understanding the links between national drug policies 

and social indicators, considering the complex interrelationships that exist between the 

variables. 

Our approach is based on drug policy indicators that were developed in WP2, namely the 

six dimensions of the CATÓLICA-IDPI. In particular, our goal was to understand the 

extent to which changes in these six dimensions of drug policy have an effect on the (last 

year) prevalence rates for cannabis, cocaine and ecstasy.  
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Using an econometric approach, which simultaneously incorporates these six dimensions 

of drug policy as well as other explanatory variables (controls), we obtain interesting and 

thus far novel results. In the case of cannabis, we find that drug policy changes in the 

direction of a less criminally-oriented approach towards consumption and possession 

contribute to a decrease in prevalence rates. By contrast, a less criminally-oriented approach 

towards the traffic of cannabis is associated with increases in prevalence rates. We further 

find that a more health-oriented approach towards harm reduction and treatment also 

leads to a reduction in prevalence rates. 

The results for cocaine are somewhat different: whilst drug policy changes in the direction 

of a less criminally-oriented approach towards consumption decrease prevalence rates, the 

opposite is true for possession. Therefore, our results for cocaine are in stark contrast to 

those obtained for cannabis and we find that similar (in nature) drug policy changes have 

an impact on prevalence rates which differs across drugs. In addition, we also find that 

(similarly to cannabis) increased harm reduction efforts induce reductions in prevalence 

rates. Unlike cannabis, however, we find no effect of increased treatment efforts on cocaine 

prevalence rates. 

Finally, in what concerns ecstasy, we did not find evidence of a relationship between drug 

policy and prevalence rates.  

As the concluding WP of this research project, the work developed in this chapter has some 

limitations but also identifies avenues for further research. The first limitation is related to 

our focus on prevalence rates and, consequently, to the relatively few observations 

available for each country. A second limitation is related to our results. By using the 

CATÓLICA-IDPI and the six dimensions of drug policy it focuses on, we are able to 

understand whether and how changes in drug policy affect prevalence rates. On the one 

hand, this is extremely useful to pinpoint policy dimensions that can be ‘fine-tuned’ if a 

given country sets as an objective the reduction of prevalence rates. On the other hand, we 

are unable to understand exactly which policy changes can succeed in achieving such an 

objective. 

Nevertheless, it is our hope that our work contributes towards the opening of new research 

avenues into this topic, possibly using other approaches (e.g., qualitative or mixed methods 

approaches), and ultimately contributing to a more comprehensive view of how drug 

policy impacts on illicit drug use. 
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6. Discussion and conclusions
[to be written] 
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