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*
House Bill 88 makes possession of small amounts of marijuana
in other than public place a violation.

You have asked if a citation and payment of the penalty
imposable under HB 88 would be subject to constitutional
review. The answer is "yes". Whether or not a
constitutional attack would succeed is a separate, albeit

significant, question.

Suffice to say that the court decision in Ravin v. State.
537 P.2d 494 (Alaska, 1975) 1is helpful, but not definitive.
In Ravin. you may recall, the court concluded that there was

; no adequate justification for the state"s
intrusion into the citizen®s right to privacy by its
prohibition of possession of marijuana by an adult for
personal consumption in the home. The privacy of the
individual®s home cannot be breached absent a
persuasive showing of a close and substantial
relationship of the intrusion to a legitimate
governmental interest. - - - (Mere scientific doubts
will not suffice. The state must demonstrate a need
based on proof that the public health or welfare will
in fact suffer if the controls are not applied.

Ravin, at 511. Nothing in the intervening 13 years suggests
that the court has modified the requirement enunciated In

the last sentence.
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Unlike the other measures to "recriminalize™ marijuana, this
bill Is not accompanied by a comprehensive set of findings.
If possession of small amounts of marijuana is to be made a
crime, as those bills would do, the inclusion of findings
"to demonstrate a need based on proof that the public health
or welfare will in fact suffer if the controls are not
applied”™ 1is essential to sustain the bill. To meet the
.equirement of the Ravin test, the committee may want to
prepare findings for inclusion in HB 88.

Review of the testimony offered to marijuana-related
legislation during the last legislative session suggests a
genuine division of opinion as to whether or not the public
health or welfare suffers by uncontrolled possession of
small amounts of marijuana for personal use. One cannot
conclude as to norijuana, as the court has done with
reference to cocaine in State v. Erickson, 574 P.2d. 1
(Alaska, 1978), that the substance represents a substantial
threat to public welfare and safety. As to marijuana, there
still seems to be no firm conclusion.

Still, 1in the year3 intervening since the Ravin decision,
society"s tolerance for use of certain products has
diminished. Laws affecting sale of tobacco and alcohol have
been amended, in part out of a greater appreciation of the
debilitating effects of those products to significant
numbers of people within society.

HB 88 makes possession of small amounts of marijuana 1in
other than a public place 1i1llegal, but punishable only as a
violation (i.e. Dby payment of a fine), not as a crime (with

the possibility of a jail sentence). Arguably, the absence
of findings is not necessarily fatal to a defense of this
bill. Enactment of HB 88 seems predicated on an implicit

legislative determination that possession of less than four
ounces of marijuana "involve(s) conduct (that is) inapprop—
riate to an orderly society, but which (does) not denote
criminality in (its) commission™. AS 11.P1.250(a)(6). In
defense of the bill, one may argue, 1 thiuk, that the
legislature was determining only that possession of
marijuana 1in small quantities for personal use was inap—
propriate, but not so wrong that, as a matter of law, more
serious legal consequences should attach. The proposal to
make that possession a violation permits the legislature to
reach that conclusion.



Representative H. A. "Red"™ Boucher
Page 3
January 30, 1989

You have asked whether adoption of HB 88 would have on
affect on a proposed initiative.

ITf submitted to the voters and approved, the proposed
initiative would make the convection for possession of less
than one-half pound of marijuana a class B misdemeanor, a
crime.

If certified for inclusion on the November, 1990, ballot,
the lieutenant governor may thereafter withdraw the
certified initiative (or, alternatively, not certify Iits
inclusion on che ballot) only if, "before election,
substantially the same mpasure has been enacted”. Article
X1, section 4, state constitution. The test of substantial
similarity is established 1in Warren v. Boucher, 543 P.2d 731
(Alaska, 1975), a case 1involving an initiative relating to
regulation of campaign contributions and related

legislation:

IT in the main the legislative act achieves the same
general purpose as the initiative, if che legislative
act accomplishes that purpose by means or systems which
are fairly comparable, then substantial similarity
exists.

Warren v. Boucher, at 736. The approaches used need not be
exactly similar, and some allowance must be made for
complexity of the subject matter of the two measures:

It is not necessary that the two measures correspond 1in
minor particulars, or even as to all major features, if
the subject matter 1is necessarily complex or if it
requires comprehensive treatment. The broader the
reach of the subject matter, the more latitude must b*
allowed the legislature to vary from the particular
features of the initiative.

Ibid. Applying its test, you will recall, 1 am sure, the
majority of the court determined that “ehe initiative and the
legislated measure were substantially similar, and that you
were correct in withholding che initiative from the
forthcoming election ballot:

Viewing the two measures as a whole we find that they
accomplish the same, general goals. They adopt similar,
although not 1identical, functional techniques to
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accomplish those goals. The variances in detail
between the measures are no more than the legislature
might have accomplished chrough reasonable amendment
had the initiative become law. Nothing 13 present here
to suggest that the act was a subterfuge to frustrate
the ability of the public to obtain consideration and
enactment of a comprehensive system to regulate
election campaign contributions and expenditures.

oo|t
Warren v. Boucher, at 739.

Procedurally, as you know, the determination 1is assigned by
AS 15.45.210 to the lieutenant governor, who acts "with the
formal concurrence of the attorney general™.

I hesitate to say what those officers would conclude on the
guestion. Chief among the factors they would consider would
surely be the fact that (1) the initiative would
"recriminalize”™ possession of small amounts of marijuana,
while the proposed legislation would make that possession
illegal but not criminal, (2) the penalties imposable under
HB 88 and the initiative petition would lead to the
imposition of penalties tnat were significantly different,
and v3) the initiative and the bill are mutually exclusive
in that adoption of the initiative, making possession of
marijuana a misdemeanor, would essentially supersede or
"swallow up™ the bill making marijuana a violation, were it

enacted.

JC: kb
wkkl1/089
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eIrt]B Policy in the Netherlands

Main aim of dmg policy

Tlu; "official" aim of drug policy in tin* Nethi;rlanda is to contribute
to the prevention o and to deal with the risks that drug abuse
presents to individuals themselves, their immediate environment and
society as a whole.

The general point of departure of Dutch drug policy is health
protection and prevention. We always beau* in mind that the drug abuse
problem is basically and principally a matter ol health and socia
well-being. It is not in our view primarily a problem of police and
justice. The role of the criminal justice system is supportive to
this.

Therefore the State Secretary of Health is renponsable for the
coordination of the Netherlands drug policy.

We are fully aware of the necessity to prevent as much as possible a
situation in which more harm is caused by criminal proceedings than by
the use of the substance itself.

Four measures are used

a. to diminish the availability of illicit drugs

b. to prevent drugproblLeras

c. to reduce the risks of drug use for the consumers

d. to alleviate the negative effects for society

In the Netherlands a pragmatic balance is sought between these
different approaches. We do not ignore the fact that there arc
problems related to the illegal nature of the drugmarket (such as high
prices of drugs and therefore drug-related crimes, increased risks of
infection, malnutrition, social rejection). Our care and treatment
policy is partly aimed at alleviating the unintended negative effects

of measures aimed at limiting the supply of drugs.

re a. diminishing availability

The highest priority is given to the fight against the international
and national trafficking of hard drugs such as heroin and cocaine, and
the international trafficking of cannabis products (hashish).

Because the Netherlands traditionally is a transit-country for many
(licit and illicit) goods international cooperation in the field of
law enforcement is essential and has been strengthened during the past

years.,



re b. prevention

Prevention lakes place in three ways:

1. information and education to risk groups (in schools, youthclubs
there is a wide network of prevention facilities, nationally
supported)

2. reducing supply (separate the illicit markets of hard and soft
drugs in order to prevent soft drug users from becoming hard drug
us *rs). The use of drugs (hard and soft) is at least stabilizing
in the Netherlands!

3. information to intermediairins (jirents, doctors, teachers, see I.)

re ¢. aid and treatment

Between 50 and 752 of the 15000 - 20000 heroin addicts lias regular

contacts with an aid institution.

Two main aims of aid poLicy are:
to increase the accessibility of aid services (metl adonc programmes,
streetcornerwork, "walLk-in-ccntres") in ordet to reach as many as
possible addicts witli drug kind of aid
to promote rcsocialisation (projects in the field of housing,
education, work); this is not after-care but should start at the
beginning of treatment.

There arc four types of aid services:

- residential MJrugfree treatment centres (900 beds)

- arabulacory treatment centres (70 regions)

- municipal methadone maintenance*programs ( 1o)
facilities for social care* (60 regions)

There is a coherence between the criminal justice system and the
welfare and health care system:
che ambulatory treatment centres (Consultationburcaus for Alcohol
and Drugs) have a probation task
the criminal  justice system diverts addicts tomedical  drug
treatment centres (suspended sentence by putting pressure on addicts
to go into treatment)”-

Resulis

- a stabilization of the use of heroin and cannabis, especially among
minors (15000-20000 heroin addicts)

- the average drug misuser is older than some years ago

- the age on which youngsters start drug use has hecome higher

- an improvement or the physical funcciouiug of addicts
a separation  of heroin anu cannabis markets
a relatively  low percentage of "drug deaths” (compared  toother
European countries: 502 lower)

- a relatively low prevalenceof AIDS among intravenous drug users
(Netherlands: 62 of the AIDS cases aredru{f users; Europe: 172



Fact sheet on the Netherlands d ug situation

- in the Netherlands population (16,5 million) the number of hard drug
addicts (heroin and/or cocaine) is about 15,000 to 20,000,

-a minority of addicts (circa 602 = 6,000 t0 s,000) uSes hard drugs
intravenously; the remainii >60% "chases tin* dragon" (inhales the

vapour of the burn*'Wug);

- 702 live in the four larger cities: Amsterdam, Utrecht, The. Hague,
Rotterdam;

- 702 of the addicts are male, 302 female:

- average age of addicts in the Netherlands: between 25 and 35 years;
average age in Amsterdam is increasing: 1981: 26.7 vyears; 1986: 29.6

years;

- the population of addicts of =21 years of age and younger has decreased
from 16.62 in 1981 to 5.12 in 1986;

- ethnic minorities épeople from Suriname, Dutch Antilles and Morocco)

are overrepresented;

- in Amsterdam the prevalence of addiction among people of Surinamese
and Antillion origin is estimated to be 3 to e times higher than among

Dutch people;

- only about 62 of addicts from ethnic minority grouos inject cheir
drugs; the ochers chase the dragon;

- the Amsterdam Municipal Health Service estimates that from the 6,100
to 6,800 dru? addicts in Amsterdam, 60 to 702 hasheen reached by any

kind of aid (treatment or coufceling);
che main objective of che Netherlands treatment policy is to reach as
many as possible addicts with aid (drug free, methadone or ocher forms

of assistance);

-on July 1, 1987: to about 6,000 addictsmethadone has beenprescribed
on a daily base;

- in Amsterdam: since 1981 the number of addicts treated in drug free
treatment has doubled;

Aids:

- estimate: 800 drug addicts in Amsterdam are seropositive; 552 is a

fore igner)

- of che 620 Aids-cases (dead and alive) reported upto December 31,
1987, 16 cases were among incravenous drug addicts and 5 among

homosexual man also using i.v. drugs = 52;

in 1987 about 800,000 clean needles/syringes have been changed for

used ones (Aids-prcvontion);

Recent development: . .
the State Secretary and the Ministry of Justice sent a government

paper to the parliament on the Legal possibilities to put more
pressure on addicte to accept treatment 36 an alternative or subsitute
for punishmenc (this is not compulsive (dwarig)treatmcnt!).
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a national policy outline on Aids and drug use

The main target of our Aidspolicy is Limiting the spread of the Human
limnunodeficiency Virus (HIV) by means of reducing che behavioral risks
involved. With regard to intravenous drug users changes of Lite style
towards safe sex and safer use are necessary.

Risk reduction means feasible changes of lifestyle. Therefore if a
reduction of sexual behaviour is not possible drug addicts need to
Learn safe sexual techniques. When quitting drug use, or taking drugs
In a non-intravenous way, cannot be reached, i.v. drug users need to
Learn to inject their drugs safely. UealLch education should therefore
be accompanied by che availability of condoms and sterile needles and

syringes.

Since drug users form high risk groups aLL efforts shouLd be directed
to reaching these groups. This implies a high degree of accessability
of drug treatment services (geographically and with regard to Che
offer of services, for instance methadone maintenance), an outreaching
approach of these services (screetwork, fieldwork in hospitals and
jaiLs, low threshold "open-door-centres") and realistic, pragmatic
treatment aims (not primarily be directed to kicking che habit but to
risk reduction).

Maintaining this creatmenc approach is a primary condition for
effective Aids policy.

In the NecherLands che out-patient drug treatment services fulfill a

central role in AidspreventLon.
- They form a dense network all over the country (60 cities, more chan

100 OUC-patient services).

- They have contacc witli most of& drug addicted population.
It is estimated chat at least =0f che addict population (20.000)

maintains a contact witha creatmenc agency.
- They are confronted withclients who are concerned withAids.

- They are experts in dealing with drug addicts.

A large group of i.v. drugusers remains to be outof reach  for che
ordinary drug treatment services. Therefore other ways should be found
for getting che health message across. One of chose ways is the use of
organised consumer-groups, the so-called "junkie-unions". In 1987
there were junkie-unions in 31 cities; most of chem however are very

weakly organised.



6. Compulsory measures are belLieved to be counterproductive. The result
of such measures might be that les. addicts are willing to contact
treatment services voluntarily.

].The following groups deserve special attention:
streetprostitutes and addicts belonging to ethnic minorities,
because chey are difficult to reach;
children of addicted parents, because uf the risk of perinata

infection;
- drugaddicts from neighbouring countries, who are afraid to be sent
back.

g. Other aspects of Aids policy which should be dealt with are:

- preventive action in police-stations, jails and prisons, because a
large group of drugusers consists of offenders of the Penal Code

- health protection measures for personnel in the criminal justice
system and in the addiction treatment system;
improving che knowledge of treatment personnel about Aids and
Aidsrelaced issues, such as death, sex and drug use
strengthening the opportunities for local consumer groups
(junkie-unions) for health education;
improving che psycho-social and medical care of addicted

Aidspatients .

9. What is the role of national government?

[ts policy instruments are funding, legislation and information,

Funding:

- the Netherlands Institute on Alcohol and Drugs stimulates preventive
measures by local treatment agencies (health education, sterile
needles and syringes, condoms). The Amsterdam experiences form an
important example;

Che Federation of Netherlands Junkie Unions stimulates health
education through local consumer groups (health education, sterile
needles and syringes and condoms);

- municipalities are financially stimulated to take action towards
local preventive approaches;
epidemiological and evaluation research is undertaken, in order to
gear our policy towards die right direction.

Legis lac ion :
no legislative measures are planned except for an explicit directive
cowards Aidsprevencion in the Government Financing scheme for
out-patient treatment facilities (the so-called consultation bureaus
for alcohol alcohol and drugs).

Informat ion:
by raeans of clear policy statements anq a realistic approach cowards



10.

the Aidsproblcms irrational and ineffective societal reactions are
prevented, onorthodox measures such as the needlc-exchange-programs
are promoted and the central role of drug treatment agencies is
stiinulated ,

In close cooperation with the national representative organisations of
all agencies and persons concerned the Ministry of Welfare, Health and
CuLtural Affairs has designed a special action .and funding programme
for Aidsprevention among drug users in 1988. Now over 30 cities have
initiated prevention programmes, including needle-cxchangc-facilities
together with drug treatment institutions. In all cities with some
concentration of addicted streetprostitutes low-threshold open-door-
centres, sometimes together with streetcornerwork has started or will
start .

Experiments with an improved out-patient psycho-social and medical
care of addicted Aidspatients will start in Amsterdam and will be
stimulated -where necessary- throughout the countty.

For the measures described above additional funds of Dfl. 3 million
yearly have been made available.

L.J.S. Wever
Alcohol, Drug and Tobacco Branch
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Syringe exchange programmes: not a panacea but an integral pari o |
comprehensive preventive approach
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Int roduct ion

For a long time there has not been any medical disorder tli.it twin such an
emotional and dramatic impact on society like AIDS. It renders many .if us
powerless, since AIDS is an incurable disease.

We know, however, that AIDS is not a natural disaster that just happens to
people but a disease caused by the Human Immunodeficiency Virus (I.1.V.)
which is transmitted by means of human behaviour. Human behaviour can be
influenced if we are determined to do so and if we try to influence it in
an appropriate way.

It is a fact that one of the principal modes of transmission of [I.I.V. 1is
needle sharing by intravenous (I.V.) drug users. In addition to needle*
rharing some intravenous and non-intravenous drug users engage in unsafe
sexual Acivity.

The aim of my contribution is to address the possibilities to change
addicts' behaviour, the role of syringe exchange programmes with that and
above all the many social and health conditions which must be satisfied in
order to achieve these changes.

Dutch measures f~A- cackling the AIDS problem in relation to drug users can
only be understood r. the context of our pragmatic drug policy, whilst
Dutch measures for cont*'lling drug problems can only be understood in the
context of history and culture, combined with the policy of social security
based on solidarity.

Let my clarify some backgrounds.

The Netherlands is a small country. It covers a land area of almost 13,000
square miles - about one fourth of the size of New York State. Within this
territory live more than 14.7 million people, including some 600,000
foreigners, making che Netherlands one of the most densely populated
countries of the world.

In the past lundreu years the country has developed into a modern
industrial society.

The city of Rotterdan (the second city of the Netherlands)
exemplifies importance of foreign trade. Thank* to its huge
transit traffic, it is the largest port in the world.
The fact that tho Netherlands finds itself continuously on
the receiving end of what for the United States is its
biggest trade surplus with any of its foreign trading
partners (some $ e Dbillion in 1'IS?) doe* not unduly worry
us. To a great extent our impure, from the United States
find thrir way into new product* manufactured in the
Netherlands, often for export. The Netherlands is the second
largest foreign investor in the United States, with a total
amount of approxio.itely $ 30 hillion, and the United States
és th% |Ilargest foreign investor in the Netherlands, with

16 billion.



Even such .i seemingly unhistoric factor as geography should he interpreted
in the light of history and culture. In the case of the Netherlands, this
is particularly obvious, as borne out by the proverbial statement that God
made the world, but the Dutch made Holland" of course with the help of God.
Indeed, a great deal of the physical landscape is literally man-made, about
a third of the country, consisting of former swamps, lakes or even patches
of sea drained one by one and turned into valuable polder land. To foreign
observers Che most striking feature of the Netherlands has always been the
abundance of water: water constituting both a threat and a means of
livelihood, necessitating the bu'l'ing of dams and dikes, and drawing the
people toward seafaring and crude. The Dutch have never conquered the sea
but succeeded in controlling this enemy. Surely this factor of natural
environment has provided an important stimulus to a realistic and pragm.Iti-
attitude to life in general, in particular to Dutch drug policy.

Social security system

Although Dutch society is a close-knit, distinctive whole, there are also
many differences, both geographical and culturally: Amsterdam is not
representative of the country as a whole.

The conscicus commitment to the values of both unity and diversity is one
of the key aspects of Dutch society. Expressed in the idea of tolerance,
this twofold conroitment has always been a prominent tenet in the national
ideology.

The concept of unity is also expressed in che system of social security. It
guarantees a minimum income to every citizen by supplying old age, widow's
and orphar s pensions, family allowances, ami insurance henefits in case of
sickness, disability, or unemployment. It sets minimum standards of housing
and food and secs to it that these standards are ret .id it sponsors a
system of medical care covering health insurance for ft.l wage earners below
a certain income level. The state further provides school education at
minimum costs, and it grants scholarships if necessary.

All these arrangements are not regarded as acts of charity but as
inalienable attributes of social justice. Undoubtedly, the high level of
social security contributes to the overall efforts 11 containing the level
of addiction and contributes to the relatively good health of Dutch drug
addicts.

| cannot help emphasizing this since the internalion.il drug strategy md
the approaches of many countries are, in my opinion, too sectoral in
nature.

They address mainly drug abuse as the social evil. However, drug abuse due*
not stand alone. Although the etiology of substance ibuse varies with the

individual, important and close associations exist with unemployment,



boredom, and general lark of perspectivea for the development uf life-
style!! witieh rout ribnte to economic and social development. Extreme
poverty, discrimination of ethnic minorities, social tensions between tlie
rich and the poor, lack of access to social and health services mall ot
these constitute a breeding ground for economic and social instability. In
such unfavourable environments, sectoral approaches to the prevention ol
drug abuse, to the reduction of illicit demand, have little chance of
succeeding. Such approaches will assume a symptomatic character and may
even he seen by affected groups as a diversion from addressing basic t.iults
in society. Even the supply of methadone and cl/ian syringes may bhe seen as
'sops' in such social circumstances. It goes without saying, that in sich
societies even massive efforts to suppress illicit trafficking will not

have lasting effects.

These last reflections are not intended as critical comments. They are
intended to show that the sectoral approaches to curbing and containing
drug abuse as a health and social problem cannot provide solutions in
themselves. If conducted with appropriate regard for the prevailing socio-
cultural climate, they will generate positive result.* at low cost. The
extent to which they will generate lasting effects, is determined by socio-
political and socio-economical factors which are controlled elsewhere.

Cener.il principles of Dutch drug policy

Dutch drug policy slould not be seen as a specific policy that is totally
different from policies on other areas in society. It is just an example ot
the way in which the Dutch try to control or to solve their (social and
health) problems. This approach fits into Dutch culture and society and
that is why it works in the Netherlands. The Dutch being sober and
pragmatic people, they opt rather for a realistic and practical approach
to the drug problem than for a moralistic and overdramatized one.

The drug abuse problem should not be primarily seen as a problem of police
and justice. It is essentially a matter of health and social well-being.
That is why responsibility for coordinating drug policy lies with the
Minister for Welfare and Public Health.

The risks involved in drug use are well taken into account. They .ire mainly
categorized according to the properties of the substances taken.
Differences in risks are expressed in the Dutch 'Opium Act'. But the
-social- background of the users, and -as explained before- the
circumstances in which the drugs are taken, the subjective expectancies and
the reasons why people use drugs are at least as important as the
pharsacological properties. especialty the reasons of use are of decisive



impnrtance as it makes jhig ili ffe¥r**uc¢ whether one takes i drug fmr
relaxation and recreat ion or with tlto aiin to overcome problems or to cope
with a hard life (think ol alcohol and marijuana). The effects are also

dilferent.

Thu Dutch do cart* about drug related health ha/.aids and therefore try to
address the obvious question: what policy could lead to the containment of
drug misuse?

In the first place they adopted drug legislation which penalizes the
possession of drugs, including hashish and mar 1pin Secondly, the Dutch
prove very pragmatic andtry to avoid a situation in which consumers of
drugs suffer more damage from the criminal proceedings than from the use of
the drug itself.

This requires a restrained attitude towards users on the part of the state.
The application of criminal law implies such = pragmatic prosecution
policy. If criminal proceedings against drug users do not eliminate the
drug problem but aggravate it, law enforcement steps aside.

This practice prevents young people from going underground and provides
possibilities for voluntary modes of aid and treatment.

This Dutch practice should not be misinterpreted as a lenient policy. It
is, on the contrary, a well-considered and a very practical policy. Dutch
do not want to hide the problems of their society as they do not want them
to get out of control. This pragmatic approach implies a strict distinction
between enforcement policies applied respectively to drug takers and drug
traffickers.

Current drug situation

Dutch policy does not produce more drug use. The use of hashish and
marijuana by young people has remained stable in recent years. In 1984,
4.22 of the 10 to 18 age group has used these substances at least once and
half of them still do so occasionally. One in 1,000 is a daily user (WAL,
van der, 1985).

The findings of a survey held in Amsterdam in December 1987 revealed that
23.6 2 of persons over the age of 12 had at some time used hashish. Last-
month prevalence of cannabis use (people who have used cannabis once or
more often in the previous month) appeared to be 5.52; the highest last
month-prevalence was found in the age bracket of 23 and 24 years: 14.5 2.
0.4 2 has used opiates once or more often in the month prior to the
interview; this last month-prevalence was 0.62 for cocaine (Snndwiik et al,
1988).

As is well-known the prevalence of drug use is always highest in
metropolitan areas. So, the situation in Amsterdam is not representative

for the rest of the country.



It has been estimated that then* art: between 4,000 ami ft,000 heroin addicts
in Amsterdam out of a population of about 700,000, Reliable estimate* for
1089 put the number of addicts in the country as a whole at between 1),000

and 20,000 out of a total population of 14./ million.

A number of general trends have emerged:
the extent of the overall problem appears to lie stabilising and is even
decreasmg in some cities; the number of overall drug deaths is stable
(64 Dutch citizens, 1987); the number of deaths by overdone is considered
a good indicator for the state of heal'h of the drug using population,
for example in ;rdam this figure has been stabilized (see Annex 1);

- over the years urug abuse seems to have increased among groups in a
relatively disadvantaged social and economic position, particularly unong

ethnic minorities;

- some of the heroin users tend not to restrict their use to heroin, hut
combine all manner of substances, including cocaine, psychotropic
substances and alcohol;

- cocaine use in increasing, though not alarming so; since cocaine use
(apart from the poly drug users' scene) is embedded in non marginalized
social settings, some kinds of use-control rules could be developed;
82.22 of the respondents in a recent field study had ever had a period of
abstinence of one month or longer; (Cohen, 1989);

- the average age of users is rising and today lies hetween 25 and 35;
people are older when they take drugs for the first time;
the percentage of addict*- under 22 years in Amsterdam went down; (see

Annex 2).
Intentional and unintentional effects of drug policy

In drug policy the objectives are sometimes conflicting.

Due to the direct (psychotropic) effects, governments try to discourage use
through the penal system and health education. The direct effects form the
primary problems, and are seen as the initial reason for passing

internat ior.al conventions. Nowadays we see addicts affected by additional
medical and social problems. Medical problems are increased by risks of
infectious diseases such as AIDS, prostitution and social ostracism and
these complications are caused by pushing drugs into the illegal sphere. On
the social level, additional problems have arisen from tin* intensified law
enforcement approaches toward drug trafficking, and the adoption of inw
far-reaching I*gal measures, which have contributed to the nourishing o]
criminal organizations.

These additional problems -both medical and social- form the secondary
problems, the unintended side-effects of drug policy.

It would be a mistake to confuse the primary and secondary dimensions of
drug misuse. It is not always easy to differentiate between these effects
because the appearance of the secondary problems, e.g. criminality and
certain health problems, has overshadowed the ‘'original" health problems.



The primiry effect*, however, moat remain the basis for ilriij; pulio>
including tie legal inertmires.

The Dutch middle course: normalization

Home countries opt for an intensified war on illicit drugs, which is one
extreme option. At the other extreme there are groups that favour
legalization. It is stressed that there 1is no significant political support
for the legalization of any drug in tlie Netherlands and the Netherlands
government wants to fulfil its ob.igationa steirfming from the international

drug conventions.

The Dutch have adopted their own, alternative middle course, within the
boundaries of the international prohibitive approach. This orientation is 2
desirable approach in tlie aocio-cultural circumstances of the Netherlands.
The Dutch government wants to contain the additional (secondary) problems
as much as possible, especially by means of a public health approach.

A gradual process of controlled integration of the Jrug abuse phenomenon in
society may teach its members to cope better with this happening. The
addiction problem will continue to exist but it could be reduced from one
on a collective, social level to one on the individual level. It is another
way of looking at drugs, not by denying that drug addiction may cause
severe individual and family problems, but by demystifying the popular
views on drug abuse. Integration does not mean acceptance. Rut
discouragement of abuse is not identical with criminalizing the consumer.
This approach could be compared to the alcohol- and tobacco-control
policies and particularly to Dutch policy on cannabis.

Out of 14.7 million inhabitants in the Netherlands in 1987 about 18,000
people died from smoking, about 2,000 deaths were directly related to
alcohol abuse, and only 64 Dutch citizens died from drug abuse. The
reaction of society to the high death rates is rather surprising. It is
able lo cope with alcohol and smoking problems without emotional overtones
and fear that the survival of our civilization is at stake, but it is not
prepared to accept drugs as the cause of a relatively small number of
deaths.

The aforementioned line of thought lias been adopted by the Coveroment. a
process of normalization of the drug abuse phenomenon is pursued, which
could lead to a de-stigmatization of drug users. This does not mean that
this phenomenon has been spirited away. Rut it has been put in another
perspective in order to enable society to face the problems from a
realistic point of view, unobscured by moralistic colouring.

Tlie process of nurnal izatinn implies a1 change of climate. The pragmat ic



aspects of drug policy must In* emphasized: that it a1 more factual and
realistic approach instead of an over-dramatized one.

Normalization and prevention

In drug abuse policy we encounter an oft -u underentimated process. Part of
the process of criminalization in the labelling and stigmatization of drug
abusers. Paradoxically some young people are attracted bv the exciting and
glamorous life-style of being a duvine* -rum. It is difficult to find a
social position to which society would pay so much attention as to that of
Adrug consumer. Tlie police hunt them, treatment personnel quarrel about
the most appropriate approach, educators try to warn or deter them, some
politicians consider drug addicts as the plague of the twentieth century
and the population is scared. Could they themselves ever wish for more
attention? And attention is what many youngsters need and want. The
rejection of addicts by society may encourage or reinforce such life-
styles. Repression towards experimenters and users will have the same
effect.

Prevention should therefore eliminate the fascination with and misplaced
idealization of a user. Being a 'junky* should be de-mythologized and de-
glamourized. By pursuing drug abuse policy in the way at present favoured
by many countries, a specific 'meaning’ is attached to drug use. The less
‘meaning’ authorities attach to the drug phenomenon, the less 'meaning' it
generates for addicts.

This indicates that drug takers or even addicts should neither primarily be
seen as accomplices to drug traffickers, nor as dependent patients or
victims, but as ‘ncrm.il' citizens of whom we make ‘'normal' demands and to
whom we offer ‘normal' opportunities. Addicts mi" have certain (health and
social) problems, but they should not he treated as a special category. The
policy of normaaization is based on well-considered strategic planning and
does not favour or indeed allow a laissez-faire approach.

Concern must not however be accompanied by exaggerated attention. The
health risks have neither been ignored nor minimized. The mere thought that
cannabis is rooked with tobacco provides a reason lor concern. Much
attention to cannabis is paid in education programmes, albeit is a part of
an integrated approach aimed at a healthy life-style. Learning how to cope
with risk involving behaviour (including alcohol and tobacco use) and how
to be responsible for one's behaviour and choices, 1* better than simply
deterring and warning people. Mo»t mass media e mp.i./ns miss direction at
specific at-risk target groups and are for that reason not considered
effective. Publicity may easily sensationalize the dangers of drugs and may
even create curiosity and encourage experimentation with drugs.



Policy on treatment

What ire the implications of normalization for tlie re.itment of addicts?
Now | enter into the foundation* of Dutch AIDS prevention. Present
treatment policy is a mixture of the public health approach and ol
traditional medical practice as well as i recognition of the importance ot
social background. Furthermore treatment policy fits into the more genera
principles and structure jf social and health care. It also acknowledges
the fact that our drug policy oilin' *nrionallv produces additional health
and social problems.

In the seventies aid facilities required the patient's willingness to
become abstinent. Consequently, addicts who did not feer tne need to ‘'kick
the habit" or were not capable of doing so, remained beyond the reach of
the health care system. This led to further social isolation and
degradation.

In the eighties a new treatment philosophy emerged which stressed the
socially backward position of drug addicts. Increasing encouragement by the
Government has been given to forms of aid wicli are not primarily intended
to end addiction as such, but to improve addicts' physical and social well-
being and to help them to function in society in a more stabilized way.
‘Care’ mostly precedes 'cure'. | emphasize that the number of treatment
slots for drug free treatment have increased as well. The result is a
differentiated national network of treatment facilities, ranging from
crisis-detoxification centres, residential drug dependence units, drug free
therapeutic comunities, and out-patient facilities with a variety of
methods used, such as psychotherapy, group therapy, family therapy,
material assistance, counseling, and advising parents and other peer
groups.

The (new) kind of assistance may be defined as 'risk minimization' or ‘har
reduction'. Or more traditionally: as secondary and tertiary prevention.
Its effectiveness can only be ensured by low treshold-facilities and
accessible help, which are che key concepts in Dotcli drug policy. This
takes the form of: outreach field work on the street, in hospitals and in
jails, open-door-centres for prostitutes, the supply of the medically
prescribed substitute drug methadone, material support, and social
rehabilitation opportunities. Financial and geographical easy access ire
essential to attract drug addicts

The supply of methadone which is free of charge (e.g. in the rebuilt city
buses, in Amsterdam run by the Public Health Service of the city) is «nly
possible after having been examined by a doctor nid tin medica
prescription. In Amsterdam the conditions for partictpation are a regular
contact with a1 medical doctor, the introduction into the central methadone

registration and no take home dosages.



Hie hm-c.il li%il *jimkiebondeii', a sort nf informal trade-union of nidi :it,
have been promot inn their interests and LAw* been mintribilling to « riete«
Attitmli* > local md iMtinn.il .nithnrititowards addicts.

Tin* Junkie-unions .Ir¢ .iblo t< reach thoHi; addicts who cannot In* re idled liv
my ‘oft n:iil' .11.1 service. TIUL » very importint in rnlition to AIAS
prevention. They receive 1 subsidy from the Ministry ot |t¥iitlt .indl locil
authorities as 1 ptimolos (0l soil orgaoi/.ot ion and to dianomin.ite [e¥%t|=t M
on 'mli1 Hex' and 'safe drug use' and to counsel. fcl low-addicts.

Tin: fact that the Government v.int1 to encouernftsiittnnce to addicts who
are not able or do not -at leant for tin* time being- want to establish a
drug free life style, is indicative of the realistic and pragmaticDutch
approach. It also allows the determination not to leave drug addicts in th
lurch. Failure to provide care of this typo would simply increase tie- rial'
of the individual and society. This type nf assistance has neither the
intention to coddle people, nor does it legitimate or encourage drug use.
Nevertheless the treatment personnel most always bear in mind the need lo
consider where to set tho limits in thoir approach. Tho life-style led by
an addict must nevi.r become his profession. Field studies carried out by
Kaplan and Do Vries (1988) in Rotterdam of low-threshold methadone clients
13 well as 'street addicts' have shown that the ‘'typical* addict is in no
way an antisocial ‘junk'. The studies have shown that the majority of
addicts" time allocation is engaged in social activities, such as self-care
and leisure (watching TV, going to disco etcetera).

Tlie function of junky unions in this behaviour is toinsert as a
significant stimulus for adoption of a socially more acceptable lifestyle 2
community member as a peer who is representing a positive social activity,
i.e. political action and organizational responsibility.

| quote: 'The preliminary results of this research is underlying Che
importance of protective factors as primary mobilizers of health and harm
reduction. Tlie Dutch policy of normalization seems to have produced a1
context where the addict seems more to resemble an unemployed Dutch citizen
than 1 monster endangering society. Tlie Rotterdam studies are documenting 1
large prevalence of 'social buffering’ in which addicts spend a lot of
their time at home in the company of others engaging in non-drug-seeking
behaviours. Society seems to be being used as a buffer against their
compulsions' (unquote). This sounds optimistic. Drug addicts seem to he
ible to bear some responsibility for their own behaviour.

Policy on AIDS and drugs

In the preceding part of my testimony | have tried to mak<* clear that 1
discussion on preventive instruments should b* related to the conditions
in which these instruments are to be used.



I'lle mam CL'K™I 11 ,,M AIDS policy ii [liniling the ipre.ld ol tin* I I, V. by
nuMic. il reducing tin* In'llivioural rinks involved. vfifli regard to
intravenous .hop. utirs this requires change o< lile-ityle towards safe sex
Juni safe .liup, use.

| realize tli.it these are not eeiiiv o*i t o0 pot across. Politicians
promoting them tniv bo accused ol condoning or even promoting illegal ami
lulii*-i Lthy Jjoliiviooi , of breaking fundamental comini tments to a drug-free
society or to drug-free treatment, ol violating pooplon' private lives.
Above all: aotne might say that drug users are not interested at all in
their own health - let alone in the health of their fellow-citizens.

The niiwcr to these cpiestioils ii that experience with the Dutch treatment
approach proven that the social and physical functioning of those addicts
involved in the treatment system can he improved; in Amsterdam more addicts
apply for drug-free treatment than ever. Since the introduction of the
methadone buses and the out-patient methadone clinics (in 1981) the
patient-load of drug free treatment and resocialisation has more than
doubled. (See Annex 3).

Most of the clients from these facilities have been clients in methadone
progrnirmes before they entered drug free treatment. In addition the syringe
exchange programmes did -on balance- not lead to more drug use and people
are indeed willing to change their behaviour and take precautions.

A more principal and politically relevant answer might be that the spread
of I.1.V. is a greater danger to individual and public health than drug
misuse. Ibis requires immediate action.

If we would pretend to have high moral and ethical standards and aim at a
total banishment of all drugs, we must realize that whatever governments
may wish or do, very far from all young people are deterred by the threat
of punishment, or indeed by the health hazards. Neither can present drug
education efforts keep thousands of young people from using these
substances. The question is how to deal with these facts and which policy
could lead to the optimal result.

In 1988 the implementation of a more comprehensive national policy
programme on AIDS and drug use has been started.

Research shows that approximately 60% of the drug users in our country uses
intravenously. However, |.V. drug use among ethnic minorities is a rare
phenomenon. This is an important fact. The rather low percentage may be
seen as a result of Dutch drug (health) policy.

On April 1, 1989 the cumulative number of AIDS patients in the Netherlands
was 791. 8.1* (84 cases) of them were drug users. One child having AIDS has
been infected via perinatal transmission by an [.V. drug using mother.
Compared with the situation in other European countries and the United
States this percentage is relatively low. The mean percentage of drug users



with AIDS in Europe was 28 (5,219 canon) on December '51, 1988. For tho USA
thin figure was 2% (23,617 cases) on January 51, 1989.

Mon; important for AIDS prevention .in* figures on tin* prevalence of I .V,
The figures give a diCfetentiatud picture.

Since Amsterdam has the largest concentration of drug addicts, it is not
surprising that the contamination with [I.1.V. among I.V. drug users started
in this city. Most information on AIDF s well as most of the experiences
with AIDS prevention comes from this city.

According to an overview of Houweling (1987) of several samples, in 1983-
1984 3.4% of the drug users entering a methadone programme in Amsterdam
were seropositive. In 1985 - 1986 this figure was 27.1 % Among the I.V.
drug wusing group this figure was 32.7%. In 1987 the sero-prevnlence was the
same: 27% respectively 3% The figures in other parts of the Netherlands
are much lower. In Rotterdam: 9.7% in 1986. In Arnhem, lleerieu and Breda:
3.6 Lin 1985

In The Hague, the third city of the country, in a sample of 144 addicts in
an in-patient clinic the prevalence of H.I.V. appeared however to be zero
(1988).

The figures of Amsterdam -where the situation is worst- do seem to suggest
Chat the epidemic is not growing so fast. Tlie prevalence of H.I.V. among
[.V. drug use in a follow-up study remained stable over tlie years 1986 -
1988 at approximately 30% (See also page 15 for evaluation data).

Conditions for appropriate AIDS prevention

Three important conditions favoured a quick start of AIDS prevention among
drug users.

Firstly, the already described extensive network of accessible drug aid
services made it unnecessary to build bridges to addicts. Secondly the
willingness to take unorthodox measures. And thirdly tlie cooperation of the
organizations concerned. When AIDS was introduced in the Netherlands, all
health and welfare organizations joined hands in order to take coordinated
action. This started in Amsterdam. At the national level in all parts of
the country regional platforms were installed, mostly under the auspices of
a regional or municipal health service. As to drug addiction, most of the
treatment services felt responsible for drug related issues such as AIDS.
It was fortunate that in che cities of Amsterdam and Rotterdam some
experience existed with the supply of sterile syringes as an unorthodox
measure, in relation to the prevention of hepatitis. The supply of sterile
syringes has always been a legal activity. Licensing is not required by
law. These syringes were sold to drug users by pharmacists and by the
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beforementioned junkie-unions. Although in many cities syringes could be
obtained easily from pharmacists, in Amsterdam a syringe exchange programme
was set up by the junkie-union itsel E in a part oE the city where the
availability was restricted. So, in tlie beginning no official aid agency
was involved in syringe exchange; the exchange programme could easily be
developed in 'smooth waters’. A Eew years later it was taken over by the
municipal health service and other treatment services, mainly embedded in
their methadone programmes. The health authorities were oE tlie opinion that
t1 supply oE clean syringes should be complemented by tlie returning oE the
used ones. As a consequence, the contacts with addicts could be utilized
Eor other preventive measures. Furthermore the national federation of drug
treatment services (now called the Netherlands Institute ou Alcohol and
Drugs) started a prevention programme, financially supported by tlie Health

Ministry.

The Dutch non-moralistic, low-threshold aid system (treatment and
counselling) treats addicts respectfully, has a good reputation among
addi-cs, is ‘'user-friendly’, is free of charge, has no waiting lists, has a
high degree of geographical accessibility, and is therefore able to reach a
major part of the total population of drug addicts. In Amsterdam about 70£
of the heroin addicts are being readied by any kind of assistance. This is
ligher in less urbanized regions since the situation in smaller cities is
less problematic and much more surveyable. This high rate of contact has to
be seen as a very positive development, especially since keeping in contact
with addicts ia a prerequisite for AIDS prevention.

These three conditions -an infrastructure of aid services (60 cities, more
than 100 outpatient services), consensus on preventive measures and
cooperation- were important for the implementation of an AIDS prevention
programme among drug users on a national scale.

Aids and drug use: preventive measures

As stated before, the main target of Dutch AIDS policy is limiting the
spread of H.I.V. by means of risk reduction. Risk reduction implies safe
sex and safe drug use. Risk reduction means that changes of life style
become feasible. If a reduction of unwanted behaviour is not possible,
safer techniques should be learned, as well as with regard to sexual
behaviour as with regard to drug taking. When abstention from drug use
cannot be achieved, taking drugs in a non-intravenous way should be
learned. And when this is not feasible - as practice often shows- safe
injection methods should be promoted. Health education should therefore be
accompanied by the availability of sterile needles and syringes, as well as
condoms (Cramer, 1986).



Sincu drug users form high risk groups all efforts should he directed to
reaching these groups. Once again: this implies a high degree of
accessibility of drug aid services, an entrenching approach of these
services (streetwork, fieldwork in hospitals and jails, low threshold
"open-door-centres", especially for prostitutes) and realistic, pragmatic
treatment aims (not primarily directed to kick 1ig the habit but to risk
reduction). Maintaining this treatment approach is a primary condition for
effective AIDS paolicy.

[a the Netherlands tlie out-patient drug treatment . vices fulfill a
central role in AIDS prevention.

Although the majority of drug addicts remains in contact more or less
regularly, a group of 1.V, drug users is yet out of reach for the
‘official' drug aid services. In spite of the *non-bureaucratica help of
the existing services they likely hide themselves from all official
institutions and sometimes even from their original communities.
Therefore other ways must be found for getting the health message across.
One of those ways is the use of organised consumer-groups, the so-called
"junkie-unions". There are junky-unions in about 30 cities; most of them
however are very weakly organised and operate in an isolated way and on a
small scale.

Other aspects of Aids policy which are dealt with are:

- preventive accion in police-stations, jails and prisons, because a large
group of drug users consists of offenders of the Penal Code;
(there is growing number of police-stations in which arrested drug
addicts receive sterile syringe when they are released; only if the
police find a used syringe at the moment of arrest);

- health protection measures for personnel in the criminal justice system
and in the addiction treatment svstem;
improving the knowledge of treatment personnel about AIDS and AIDS
related issues, such as death, sex and drug use;

- strengthening the opportunities for local consumer groups (junky-unions)
for health education;
improving the psycho-social and medical care for addicted AIDS patients.

What has been and is the role of national government?

Theoretically its policy instruments are legislation and its enforcement,
funding prevention, treatment and information. In the Netherlands we do not
believe that legislation and enforcement are a useful instrument in order
to reduce behavioural risks. Legislation would always mean a restriction of
human behaviour. As Lo drug addicts we fear that any restrictive measures
would decrease the high level of accessibility of our treatment system,



This would nio/in n decrease of tin* freqixturv md volnut <iry character of
comiminic/it inn witli drug users. There lore Ilie use of f*nxliin* prevent inil,
treatment and informal ion as policy instrumen( is stressed,

In close cooperation with the national represent:ative or>miuations of .ill
agencies an/l persons concerned the Ministry ol Welfare, llealali and Cultural
Affairs has started a special action mil additional funding programme for
AIDS prevention among drug users in 1988, which lias been continued in

1989. The following measures have been taken:
1. Now over 3" itie.s have initiated prevention programmes, including

needle-exchange-facilities, together with drug treatment inuticutions.

2. In all cities with some concentration ot addicted street prostitutes
low-threshold opon-door-centres, sometimes together with strcutcorner
work, have started or will start; these facilities offer medical and
social care;

3. Experiments with improved out-patient psycho-social and medical care
for addicted AIDS (case management) patients have started in three
cities and will bo stimulated -where necessary- thr Jiout the country.

4, The (National) Netherlands Institute on Alcohol and Drugs stimulates
preventive measures and expertise of local treatment agencies (health
education, provision of sterile needles, syringes and condoins). This
institute also develops and distributes material and experiences as to
prevention among ethnic minorities;

5 The Federation of Netherlands' Junky Unions stimulates health education
through local consumer groups (health education, sterile needles and
syringes and condoins);

6. Epidemiological and evaluation research is undertaken, in order to gear
our policy towards the right direction.

Furthermore by means of clear policy statements and a realistic approach

towards the AIDS problems irrational and ineffective societal reactions are

prevented, onorthodox measures such as the needle-exchange-progratns ire
promoted and the central role of drug treatment agencies is stimulated.

For the measures described above additional funds of Dfl. 3 million (+ US §

1.5 million) yearly have been made available. In 1989 this has become

DfL. 4 million.
Implementation and evaluation

With regard to the implementation of preventive measures we have t face
some problems. For the drug treatment staff AIDS prevention could moor
promoting the use of clean syringes where they discouraged 1.V.-drug use
before. Furthermore AIDS imposes problems, for instance with regard to
facing death and promoting safe sex, which have 1oc been dealt with

before. By increasing the expertise of the staff on AIDS and by showing the



>)'jt ive porupeeliveil those problems mi hi* it . I'lie t ;%miw lit conflict iog
i nsitmiMit niniB -in tin* cn»e of Hyringe « % rley ifin obvious- can
solved liy using che concept of risk lion. AIDS is a risk -one ol ['lu*
liosf import.ml problems- of tin* staff's clients.Since those risks .in*
printnil to drop, me they cannot be denied.lt would he unwi to mian 1
chance to take* effective measures.

How effective I these measures? First of ill, tlie full itnpleineiit.it ion of
the nntion.il action programme only .-started in 1988. Secondly, we need more
research data. Thu data available tthow a wit}*- variety of changed in
addicts' behaviour. In the forthcoming years research will he carried out
as to the epidemiology of H.I.V. among drug users and the effectiveness of
our preventive efforts. In this regard the role of the needle-exchange-
programs and the junky-un:~ns will be studied in more detail.

In the past few years son. Jluation research lias takenplace. Tlie main
results can be summarized as follows.

Informat ion

Two studies have been undertaken in which the effectiveness of information
campaigns for female drug addicts is dealt with (Van den Pntte, 1986,
Keesmaat, 1989). Both studies conclude tliat the mere provision of
information leaflets in drug treatment service., such as night shelters, 1is
not effective at all. Drug addicted prostitutes seem to obtain most
information from friends and mass media, such as woman's magazines. In
order to get behavioural effects the medical and social workers should play
a more active role: more face-to-face commii' cation and the supply of
condoms and syringes is necessary.

In addition, information for specificris Mild be designed in
such language and pictures that their (sut» ,iltures are  taken into account
and that the information is compatible with the modes of transmission of

information of these risk groups.
Syringe exchange programmes

The syringe exchinge programmes have been and are studied in four cities
Now.

Kaplan (1986) found in a sample of 50 addicts that syringe-exchangers are
more integrated into both their communities and their respective treatment
systems than the non-syringe exchangers. The syringe-exchange programme is
used in a different way: 28% of the clients use it daily, 20% three times a
week, 20% two times and 24% once a week. 80% of the exchangers reported a
change of life-style: safer sex: 40%; less injecting: 20%.
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Anotlior study (ILuf>»Ts, Honing et al, I9H8) shows that exchangers .in*
older, use limber, are more often io coiitact with nil services .mil live in
4 mure :tl:)1* way. It appears that mo«t ol th<* wxt-Incnwero use their needle
Akl syringe only onco; 10% is still sharing,, while non-exchangers use thei
«Jui[mHnl more times; 26% of Lin; non-exchangers in still sharing their
syringes. The exchangers do not enter situations so oft n in which they
possess drugs hot no sterile syringe. There are no indications that the
majority of exchangers tend to inject more often.

38% of the exchangers use less drugs compared wi,'l six months ago; T3% of
the non-exchangers used less. 29% of the exchangers used more than six
mouths ago, whereas 50% of the non-exchangers used more. According to
treatment experts an increase of use in a 'natural’ phenomenon in the drug
using career of many addicts. The given percentages however show a
levelling off of such increased use by exchangers in comparison with the
non-exchangers.

No change of use reported 33% of the exchangers, 18% of the non-exchangers
didn't change their drug use. (See Annex 6).

Hartgers and Uuning also found that exchangers have better contact with
treatment agencies than non-exchangers. For 25% of the exchangers the
needle exchange programme serves as first contact moment with a treatment
agency. This means that tlie exchange programme is able to attract addicts
not visiting regular health care facilities. The exchange programmes enable
those addicts who want to use safely to g.-t their sterile equipment.

In 1988 the Municipal Health Service in Amsterdam registered an 86%
‘return-rate’ of used syringes in 11 outlets. Number of supplied syringes:
722,800.

Recent (preliminary) data from a longitudinal collow-up study among I.V.
drug users in Amsterdam also show that there is evidence for a reduction of
injecting risk behaviour in this group. The highest risk reduction was
found in those I1.V. drug users who received counselling, and this indicates
that tlie availability of clean needles and syringes should be supplemented
by intensive counselling and other preventive measures, such as directed
information and health education (from ‘outside') as well as efforts to
improve self-protection measures (from ‘inside'). These are absolutely
necessary to induce a significant change of hehaviour.

The prevalence of H.I.V. among I.V. drug users in this study remained
stable over the years 1986-1988 at approximately 30%. The figures should he
interpreted with caution as it is not known what the selection bhias is of
those I.V, drug users, who participated in the study (Van den Hoek, 1989)
Recent studies in The Hague and Heerlen support the findings of the
Amsterdam studies.



Tlie -tLikly carried out in The Hague showed that 1).1% of the addicts (N °
56) decreased the frequency of injecting since they entered the exchange
programme.

The decrease of needle-sharing was -statistically- significant,

The Iloerlon study allowed a decrease ot daily injecting compared with
years ago: 26.6% respectively 52%.

It appeared also that in the previous year relatively nore respondents
never shared syringes than one year earlier: 67" respectively 25% A
negative resu'*- is that still 56% had it least shared a syringe once i
month during the year prior to the interview,

The overall results show that efforts to reduce at-risk behaviour do have
beneficial effects.

Summary and conclusion

In The Netherlands a comprehensive and national AIDS policy including
specific approaches towards drug users has started, aimed at risk reduction
by changes of life-style. A realistic approach is taken in which written
and oral information is channelled through che existing network of
treatment services and accompanied by the material conditions for life-
style changes, i.e. condoms and sterile syringes. To establish contacts
with as many as possible addicts through a network of treatment of
facilities is a prerequisite for long term effects of AIDS prevention.

The supply of sterile syringes is not a panacea for AIDS prevention, but an
important and integral part of the comprehensive preventive strategy.
Special attention is paid to street prostitutes, children of addicts and
addicts who are not reached by drug treatment services such as addicts
belonging to certain ethnic minorities.

Research data are still scarce but yield signs of positive effects: there
is evidence that the growth of the prevalence of H.I.V. seems to be
stabilizing and that the intended behavioural change* unmistakebly d" take
place.
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table 1:

general characteristics of 148 IVDU's

male female total slgnlllcanco
n=105 na43 n»140 p
Dutch origin (%) 48 40 46 n.s.
average age 30.1 28 4 29 6 n.s
average length
ol drug use 1n 9 10 < 0.05
average length
ol i.v drug use 9 7 8 < 0.05
table 2:

Characteristics ol "exchangers" and "non-exchangers"
exchangers noneexchangers signilicanc

(n=73) (n«75) P
males(%) 66 76 n.s.
average age(years) 311 28.1 < 0001
average length ot
drug use(years) 12 9 0.001
average length ol
IV drug use (years) 9 7 < 005
Dulch ongin (%) 55 37 005
no contact with
methadone programme
in lasi 5 years (%) 25 50 < 005

Currentdmg use compared with six months ago: (dl = 2, p<0.05)

exchangers non-exchangers
moro(%) 29 50
same(%) 33 15
10SS(%) 38 35

High-risk situation: no clean needle but drugs In possession:
(d1=3, p <0.001)

exchangers nonoxchangers
ncver(%) 50 31
at least once a month(%) 25 21
at least onco a week(%) 22 20
daily(%) 3 28

Needle sharing: (df =3, p <0.05)

exchangors nonexchangers
never(%) 34 21
not last 2 year(%) 31 20
not last month(%) 25 35
still sharing(%) 10 24

Hlisk level last month: (dt=2,p <0.00l)

exchangers non-exchangers
no sharing, singlo use 0!
ncedle(%) 74 27
no shanng. re uso ol noodle (%) le 49
still sharing(%) 10 24

e 140 intravenous drug users eviia's) wen interviewed wTii* rvj a
standardized questionnaire
Participation was on a voluntary basis

* No bioovi samples were taken

trie miorviewed ivdus were recruited at trio ti ‘exchange toca
lions*,as wi ll as oilier places where no exchange is possible ipolice
stations, riospitais and consutimg hour lor add ds horn abroad)



Policy on drugs in tho Nothorlands
1. General

The principal aim of policy on drugs in the Netheﬁlands is to
prevent the risks associated with the use of drugs to wusers,
their families, friends and society at Jlarge and to deal with
the effects of drug abuse. It is a pragmatic policy, a
down-to-earth problem-solving approach in which four elements

can be distinguished:

a. reducing the availability of drugs;

b. preventing drugs-related problems;

C. limiting the risks to/damage which can be suffered by
users;

d. combating the negative effects on society.

Considerable attention 1is given to finding the correct balance

of measures in the various fields.
2. Policy
ae Reducing the availability of drugs

High priority 1is accorded to combating trafficking 1in drugs
with an unacceptable risk (e.g. heroin, cocaine, LSD,
amphetamines, hash oil); particular attention is devoted to

international trafficking.
International cooperation

Traditionally the Netherlands - thegateway to Europe - has
always been a country through which goods pass in transit and
as a result it is easy for the relatively small quantities of
drugs involved to be hidden among large quantities of legal
goods. To combat this phenomenon international cooperation
among detection services isof great importance. Tho
Netherlands was one of the first countries to station
detectives in tho producing and transit countries (with
officers in Bangkok, Islamabad andLima) and also welcomes

drugs liaison officers from abroad. A successful system for



the 1identification of suspect consignments of goodr. has boon

dovoloped.

Special detection techniques

Special detection techniques are used, in a responsible
manner, in the fight against illegal trafficking. These
include controlled delivery and wundercovur operations, which

are often conducted jointly with foreign detection agencies.
Combating illegal production

High priority is given to combating the illegal production of
drugs in the Netherlands. This primarily involves the
destruction of cannabis plants and the occasional LSD or
amphetamine laboratory. The Netherlands is in favour of
reducing the production of cocaine and heroin in the
traditional producer countries and supports the development of
policies within the EC to that end; the government helps fund
the UN Fund for Drug Abuse Control and is also willing to
participate in crop substitution projects such as the UNFDAC

project in Pakistan (to which is has contributed F... 2. /6

million).
New legislation

Under the provisions of the Netherlands Opium Act it is not
only trafficking which is an offence, but also any activity
preparatory to trafficking in drugs with an wunacceptable risk.
The Dutch courts also have jurisdiction over offences aimed at

the Netherlands which are commi .ed abroad by foreigners.
Prosecutions

In 1985 prison sentences were imposed in 1,428 drugs cases, of
which 1,317 concerned trafficking in/possession of hard drugs
and 111 involved soft drugs offences. In 1986 there were 3,478
arrests for drugs offences, 601 of suspects being foreigners.
Half of the p 1ison population in the Netherlands 1is serving

sentences for drugs cffences and 501 of those <concerned are



b . Preventing druga-re lated prob lomti

There are throe ways of preventing drugs-rolated problems:

1, information campaigns directed at potential drug users
(risk groups) ;

?. influencing tho supply;

3. information campaigns directed at and support services for
key figures involvod with actual or potential drug users

(parents, teachers, G.P.s etc).
Information campaigns

Information campaigns in tho Netherlands are not generally
conducted via the mass media as experience has shown that such
publicity has little positive effect on drug abuse and may
indeed have the opposite effect to that intended. Information
is provided as part of general health =education at primary
schools, however. A nationwide network of dozens of experts
provides teachers, parents and other people involved with
young people with information on the risks of using drugs. In
this way it 1is hoped that problems <can be prevented and/or
recognised at an early stage, before they escalate and become

insoluble.
Influencing supply

IfT young people experimenting with <cannabis products, which
are vrelatively speaking less dangerous, have to rely on a
black market which also deals in drugs with an wunacceptable
risk, there 1is a considerable danger of them changing over to
tho more dangerous drugs. Policy is therefore directed at
separating the markets for the two kinds of drugs by adopting
a lenient stance towards small-scale dealing in cannabis
products (in "coffee shops"™ for example) while at the same
time taking ovcry measure possible to restrict trafficking 1in
drugs with an wunacceptable risk. This approach Jlargely keeps
cannabis out of the serious crime sphere and 1is believed to
help break ".own tho mythology surrounding the wuse of drugs so
that they become lens attractive to young people. Tho

situation 1in which users "go underground”™ can then be avoided.



Nowhere in tho world possesses such an accessible and
di fforont iated network of support services lor drucj users as
the Netherlands. Help can bo obtained in all GO localities
where there are drug problems of any note, between 50 and 75%
of the 15 to 20 thousand drug addicts make regular use of the
oorviceu on offer. Radical methods of treatment, such as the
freo supply of heroin and compulsory detoxification, have been
rejected for legal and practical reasons. Tho national
government has never considered the free distribution of
heroin; the extensive publicity the subject has received was
the result of discussions by Amsterdam municipal executive of
the consequences of an experiment involving a limited number

of carefully selected "hopeless addicts".

The Netherlands is unsurpassed in tho accessibility of its
support services, of which there are four types, some of which

also exist in other countries:

a. drug dependency clinics;

b. out-patient detoxification programmes;
C. methadon maintenance programmes;

d. social help and support services.

The aim of a. and b. 1is to get addicts to kick their habit

completely and permanently. Approaches c. and d. are also
widely used in the Netherlands, however. Their aim 1is not
immediate detoxification, bu.. to give addicts time to break
out of the downward spiral of drug abuse - social rejection -
crime etc. Research has moreover revealed that methadon

maintenance programmes which are not directly aimed at
immediate detoxification result in an 86% drop in heroin
abuse. This down-to-earth approach 1is suitable for use where
there are Jlarge groups of addicts. Methadon is only supplied
to addicts who are being treated by a doctor on a regular
basis. "Drugs tourists" from abroad are thus not supplied with

methadon for example.



A down-to-earth approach 1is also appropriate 1in combating the
spread of AIDS among and by addicts who 1inject heroin. Medical
care for addicts provides an opportunity to publicise the
importanco of porr.nnal hygiene and offering addicts the chance
to exchange used needles for new, sterile needles and syringes
is an effective way of helping to prevent AIDS infection. An
additional effect of such exchanges may even be that the
continual confrontation with the threat of AIDS may persuade

addicts to reduce their use.

The approach of the judicial authorities to addicts and that
of the support services are Jlinked through Alcohol and Drugs
Clinics. These <clinics, which are part of the mental health
services, also have a probation and after-care function. Some
30% of clients report to the clinics via the judicial
authorities. Thus the diversity in the forms of treatment

available to drug addicts is enlarged.

The following measures also help limit the risks to users.

a. The possession of small amounts of drugs for personal use
is not generally the target of active investigative work
and does not generally lead to prosecution, though it is
an offence as such. As a consequence addicts do not need
to hide and the barriers to their seeking help and medical

care are therefore lowered.

b. Where opportunities to do so exist under the law attempts
are made to persuade addicts to undergo some form of
treatment or supervision. They may be offered incentives
to agree to this, such as having remand orders suspended,
being given suspended prison sentences or being allowed to

interrupt a sentence for treatment or counselling.

C. In some municipalities agreements have been reached by the
police and the support services whereby addicts who are

arrested can sec an aid worker almost immediately.



d. Combating unacceptable effects on society

Organised international drug trafficking 1is one of the most
serious forms of criminal activity and every effort is
therefore made to combat it. Furthermore, drug abuse all too
often results in crime of all kinds and tlie disturbance of
public order, sometimes to the extent that normal life becomes
impossible 1in certain streets or neighbourhoods. This 1is what
happened in parts of the centre of Amsterdanm. In addition to
removing the drugs-related culture from such places, which
have been badly affected by drug trafficking and drug abuse,
attention .is increasingly being given to making such areas,
which are often generally run down, more attractive to live in

in other ways too.

Medical and social aid to addicts also helps Ilimit the level

of crime and reduce health risks for non-users.

3. Results

The multidisciplinary approach adopted 1in the Netherlands is
based on many years of research and positive reaction to the
developments which have been observed. It appears to be

producing results.

The separation of the markets for cannabis products and hard
drugs is largely complete. The use of drugs with an
unacceptable risk has stabilised, partly as a result of this,
and is restricted to between 15 and 20 thousand addicts. The

use of the most dangerous drug, heroin, 1is falling.

In the international context there 1is relatively little use of
cannabis among young people in the Netherlands, and among the
most vulnerable group (up to the age of 19) such use is
continuing to fall considerably. According to a study
conducted in 1984 only 2.4% of young people in this age group
had ever used cannabis. Only 0.11 used it daily. Figures fronm
1983 indicate that 12% cl people between the ages of 15 and 24

have experimented with cannabis products.



Use of "designer drugs" such as amphetamines and LSD is
negligible 1in the Netherlands; in Scandinavia, the UK and the
USA it is these drugs that are causing <concern. Cocaine abuse
is also at a much Jlower level than 1in the USA, though it has

increased somewhat.

Deaths as a result of drug abuse are 50% less frequent 1in the

Netherlands than in other countries.

The incidence of AIDS among heroin addicts who inject is an
indication of wunhygienic living conditions. 1In the Netherlands
2% of AIDS sufferers inject heroin. In Europe as a whole the

figure is 11% and in the USA it 1is 17%.

The 1985 report of the International Narcotics Control Board
provides details of the drugs problem and drugs policies in

all countries.
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Intrudedion

policy in the* Netherlands. To ninny pooplIn thin policy may seem radical
or nt least cootrovemini . Tin* nim in to shod somn Liglit on the
ohjitfivon noil prtirf ienl experiences acquired in thin country.

policies ol most other countries. The Single Convention on Narcotic
Drugs linn been ratified and the Dutch adopted drug legislation which
'p_lenalizes the possession of drugs, including hashish and marijuana.
owever, the Netherlands in reputed for the individual character of
its drug policy. Unfortunat_elY, this reputation is sometimes based on
m|sconcePt|ons of Dutch legislation and legal practice, if not of
Dutch culture an a whole.

Dutch measures for controlling drug problems can only be understood in
the context of history and culture combined with the policy of social
security based on solidarity.

Let me therefore clarify some backgrounds.

The Netherlands is a small country. Bounded by the North Sea on the
West and North, by Germany on the East, and by Belgium on the South,
it covers a land area of almost 13,000 square miles - about one fourth
of the size of New York State. Within this territory live more than
14.5 million people, including some 600,000 foreigners, making the
Netherlands one of tlie most densely populated countries of the world.
In the past hundred years the country has developed into a modern
industrial society. _ o
The city of Rotterdam (the second city of the Netherlands) exemplifies
the importance of foreign trade. Thanks to its huge transit traffic,
it is the largest port in the world,

Even such a seemingly unhistoric factor as geography should be
interpreted in the light of history and culture. In the case of the
Netherlands, this is particularly obvious, as borne out by the
proverbial statement that 'God made the world, but the Dutch made
Holland'. Indeed, a great deal of the physical landscape is literally
man-made, about a third of the country, consisting of former swamps,
lakes or even patches of sea drained one by one and turned into
valuable polder land. To foreign observers the most striking feature
of the Netherlands has always been the abundance of water: water
constituting both a threat and a means of livelihood, necessitating
the building of dams and dikes, and drawing the people toward
seafaring and trade. The Dutch have never conquered the sea but
succeeded in controlling this enemy. Surely this factor of natural
environment Ii_aSJ)rovideq an _important stimulus to a realistic and
pragmatic attitude to life in general.

Tim Nether Lunis drug policy is in essence not different from clrd
f

Social security system

More than three and a half centuries of national existence have made
the Dutch societK a close-knit, distinctive whole. There are also many
differences, bot geo%raphical and culturally: Amsterdam is not equal
to the country as a whole. The differences have been jointly
incorporated in the institutional pattern of Dutch society,
safeguarding unity as well as diversity. Indeed, the conscious
commitment to the values of both unity and diversity seems to be one



of the key aspects of Dutch society. Expressed in tho idea of
tolerance, this twofold commitment has always been a prominent tem't
in thr* national ideology.

Tho idea of tolerance is matched by the idea of orderliness.
Nonconformity in thought and behaviour, such as prostitution and
homosexuality, is tolerated as long as it does not harm other
citizens, with a relative absence of penal law. The concept of unity
is also expressed in the system of social security. The State has been
charged with the social rights. Today it guarantees a minimum income
10 every citizen on the basis of the National Assistance Act and on
the basis of several other Acts by supplying old age pensions, widow’s
and orphan's pensions, family allowances, and insurance benefits in
case of sickness, disability, or unemployment. It sets minimum
standards of housing and food and sees to it that these standards are
met.

It sponsors a system of medical care covering health insurance for all
wage earners below a certain income level. The state further provides
school education nt mimimutn costs, and it grants scholarships if
necessary.

All these arrangements are not regarded as acts of charity that might
be revoked at will, but as inalienable attributes of social justice.
The more a society succeeds in protecting its members from poverty and
hopelessness, being a breeding ground for drug use, the more it will
succeed in reducing the demand for drugs.

General principles of Dutch drug policy

Dutch drug policy is often considered as an ‘'experiment' by foreign
people. Although Dutch drug policy is deliberately designed, it should
not be seen as a specific policy that is totally different, from
policies on other areas in society. It is just an example of the way
in which the Dutch try to control or to solve their (social and
medical) problems. This approach fits into Dutch culture and society
and that is why it works in the Netherlands. If the Dutch would give
up their drug policy, they would give up their historical and cultural
identity. The Dutch being sober and pragmatic people, they opt rather
for a realistic and practical approach to thedrug problem than for a
moralistic or overdrainatized one. The drug abuse problem should not be
primarily seen as a problem of police and justice. It is essentially a
matter of health and social well-being*. That is why repousibi lity

for coordinating drug policy in the Netherlands lies with the Minister
for Welfare and Public Health.

It should be emphasized that the role of the penal system and law
enforcement in the Netherlands is not as prominent as in many other
countries. Dutch people favour a policy of encirclement, adaptation
and integration. Although Dutch drug legislation is still a part of
criminal law, it is generally considered as an instrument of social
control, the results of which should be assessed with each case, and
it should not be considered as a mouthpiece for passing moral
judgement. Drug legislation remains supplementary to the (informal)
social control, which has for centuries been established on
traditionally tight family structures conforming with a Calvinistio
11fe-style .

Although this paper is written by a health official, it will devote
some space to aspects of the reduction of drugs supply. It is a
well-known fact that demand and supply reduction are not two separate
worlds, but are closely related. The effects of repressive law
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of tin? key aspects nf OutcU oociety. Expressed in tin* idea ol
trtli'ffliicn, this twofold coittnitment Ims always been a prominent ren<t
in thi* national ideology.

Thr iclrn of tolerance is matched by thr idrn of orderliness.
Nonconformity in thought and hrhnviour, such as prostitution and
homosexual ity, in tolrratrd as long as it dors not harm othrr
citizens, with a relative absence of penal law. Th* concept of unity
is also expressed in tin* system of social security. The State has hern
charged with the social rights. Today it guarantees a minimum income
to every citizen on the basis of the National Assistance Act and on
the basis of several other Acts by supplying old age pensions, widow’ i
and orphan's pensions, family allowances, and insurance benefits in
case of sickness, disability, or unemployment. It sets minimum
standards of housing and food and sees to it that these standards an*
met.

It sponsors a system of icedical care covering health insurance for all
wage earners below a certain income level. The state further provides
school education at mimitnum costs, and it grants scholarships if

necessary.
All these arrangements are not regarded as acts of charity that might
be revoked at will, but as inalienable attributes of social justice.

Tlie more a society succeeds in protecting its members from poverty and
hopelessness, being a breeding ground fordrug use, the more it will
succeed in reducing the demand for drugs.

General principles of Dutch drug policy

Dutch drug policy is often considered as an 'experiment' by foreign
people. Although Dutch drug policy is deliberately designed, it should
not be seen as a specific policy that is totally different from
policies on other areas in society. It is just an example of the way
in which the Dutch try to control or to solve their (social and
medical) problems. This approach fits into Dutch culture and society
and that is why it works in the Netherlands. If the Dutch would give
up their drug policy, they would give up their historical and cultural
identity. The Dutch being sober and pragmatic people, they opt rather
for a realistic and practical approach to the drug problem thanfor a
moralistic or overdramatized one. The drug abuse problem should not be
primarily seen as a problem of police and justice. It is essentially a
matter of health and social well-being*. That is why reponsibility

for coordinating drug policy in the Netherlands lies with the Minister
for Welfare and Public Health.

tt should be emphasized that the role of the penal system and law
enforcement in the Netherlands is not as prominent as in many other
countries. Dutch people favour a policy of encirclement, adaptation
and integration. Although Dutch drug legislation is still a part of
criminal law, it is generally considered as an instrument of social
control, the results of which should be assessed with each case, and

it should not be considered is a mouthpiece for passing moral
judgement. Drug legislation remains supplementary to the (informal)
social control, which has for centuries been established on
traditionally tight family structures conforming with a Calvinistic

li fe-style .

Although this paper is written by a health official, it will devote
some space to aspects of the reduction of drugs supply. It is a
well-known fact that demand and supply reduction are not two separate
worlds, hut are closely related. The effect* of repressive law



enforcement towards drug users and illicit trailirkers mlluenre Ilie
nature 11 (lie inagniiude of (he Ihmlili .iol social problems of drug
JtMicts to a large extent. It in very of lon forgotten ili.it drug
difp<tm| mmr* syndroms .is they appear to treatment .mil cmiiis** I 1iup, staff
are partly tin* product of the repressive control of supfly policy.
Moreover tin* nature and tin* extent of the linrmfulness of drngs ire
of ten mrsmtergreted on tliey ore bfified on these clinically described
dependence problems and not on drug use experiences outside the
treatment system.

[eresent-ilny drug policy in the Netherlands has largely been determined
by the 1972 publication of tin* recommendntions of tin* Narcotics
Working Party,cntitled: backgrounds and Kisks of Drug Use,2, jj,.
Working Party concluded that the basic premises of drug policy should
be congruent with the extent of Ilie risks involved in drug use. These
risks, or the likelihood of harmful effects, are categorized according
to the properties of the substances taken. However the -social-
background of the users, the circumstances in which the drugs nr**
taken, the subjective expectancies and tin* reasons why people use
drugs are at least as important as the pharmacological properties.
Especially the reasons of use are of decisive importance as it makes a
big difference whether one takes a drug for relaxation and recreation
(think of alcohol and marijuana) or with the aim to overcome problems
or to cope with a hard life, an a form of setf-medication. The effects
are also different.

Tlie penal approach should be left aside as much as possible and might
to be substituted by other methods of prevention, such as health
education.

Tlie 1976 Opium Act and the prosecution policy

The differentiation in risks is reflected in the amended 1919 Opium
Act, which came into force in 1976. Thus the Amended Opium Act draws a
distinction between "drugs presenting unacceptable risks" such as
opiates, cocaine, |.SD, amphetamines on the one hand, and "hemp
products”, such as hashish and marijuana on the other hand. The
maximum penalties for illicit trafficking in drugs with an
unacceptable risk were considerably increased to a maximum of 12 years
imprisonment and/or Dfl. 1 million fine; (under certain conditions,
e.g. when a crime was committed more than once, this maximum may go up
to 16 years or higher). Maximum penalties for possession of small
gquantities (up to TO grams) of cannabis preparations for personal use
were reduced from an offence to a misdemeanour, that is one month
detention or Dfl. 5,000 fine.

The Dutch do care about the related health hazards and therefore try
to address the next obvious question: what policy could lead to the
lowering of drug consumption? In this regard the Dutch prove very
pragmatic and try to avoid a situation in which consumers of cannabis
suffer more damage from the criminal proceedings than from the use of
the drug itself.

This requires a restrained attitude on the part of th** stat** and the
pragmatic intentions enable such attitudes to events in practice.
Prosecutors are empowered to refrain from instituting criminal
proceedings if.there are weighty public interests to be considered.
New guidelines with priorities have therefore been established for
investigating and proseriiting offences under the Opium Act.
Investigation of the import and export of "drugs presenting



unaccept dhle rinks" lakes priority altove invest igrit ion ol ilie
possession nt "hemp pioilmtu™ Ilor pi'isoual line.

In a nutshell, the appl ieat ion ol tlie expeil ieney prim iple implies a
pragmatic prosecut ion policy. Il eriinin.il proeeerlings ag.iiusl e.inn.ihis
users do not eliminate the drug problem hut aggravate it, the law
steps /mide. The name principle its for the sale ol limited

quantities ol hashish in youth centres .mil .utter* shops. This aims at
a separation of the markets in wlti.h hatd drugs and soft drugs
circulate. According to the Minister of Justice this restraint policy
succeeds in keeping tin* sale of hashish out ol tlie amirit of "hard"
crime as much an possible.*

This practice also prevents young people from going underground. If
(hut were the ciise, the social surroundings in which hashish
circulates and those in which heroin and cocaine appear, would mix up.
This somewhat controversial Dutch practice should not h* mis-
interprctntod as a tolerant or lenient policy. It is, on the contrary,
a well-considered and a very practical policy. The Dutch do not want
to hide the problems of their society as they do not want them to get

out of control.

Renults of cannabis policy

The policy of de-facto decriminalization of cannabis does not produce
more drug use and has proven to be very suecesful. The prevalence of
cannabis use in the Netherlands is low. In the age bracket between 10
and 18 years, A.2 per cent have ever used cannabis (life time
prevalence). Among them 1.9 per cent are still using occasionally. The
number of rlai'y cannabis users appeared to be one in a thousand
(nationwide school survey; N = 25,000 ; 1984)*f*

As is well-known the prevalence of drug use is always highest in
metropolitan areas. Therefore the Dutch carried out a household survey
in Amsterdam, in December 1987 (N = 4370) among respondents of 12
years and older¥. The average life time prevalence of cannabis use
was 22.8 per cent. The so-called last month-prevalence of cannabis use
appeared to be 5.5 per cent. The highest last-month-prevalence was
found in the age bracket of 23 and 24 years: 14.5 per cent. These
percentages include even people who have used cannabis only once in

the previous month.
THE DUTCH ALTERNATIVE: NORMALIZATION

On the international level most states have always pretended to have
high moral and ethical standards and Inve aimed at a total banishment
of all drugs. Last year during the UN Conference on drugs most
countries were prepared to take far-reaching law enforcement measures
and this escalation has been going or for years**. In reality,
whatever governments may wish or do, ve-y far from all young people
are deterred by the threat of punishment, or indeed by tin* health
hazards. Neither can present drug education efforts keep thousands of
young people from using these substances. Tin* question is how to deal
with these facts and which policy could lead to the optimal results.
In answering this question one should take into account the nntional
socio**cultural circumstances and the cost-effectiveness of any
proposed solutions. The present attempts in the UN to merge national
drug policies into a single global approach are hound to prove
counterproductive for many countries.



Such a universal approach neglects cultural, economic aid legal
dilTerences among all member countries: the drug problem in individual
countries would only be superficially dealt with.

Intentional and unintentional effects of drug policy

In drug policy the objectives are sometimes conflicting.

Due to the direct (psychotropic) effects, governments try to
discourage use through the penal system and health education. The
direct effects form the primary problems, and are seen as the initial
reason for passing international conventions. Nowadays we see addicts
affected by additionel medical and social problems. Medical problems
are increased by risks of infectious diseases, prostitution and social
ostracism and these complications are caused by pushing drugs into the
illegal sphere. On the social level, additional problems have arisen
from the intensified approaches toward drug trafficking, and the
adoption of new far-reaching legal measures, which have led to
increasing corruption of the police, the judiciary and government
authorities iu some cities and states. AIll this leads to a "war on
drugs" that enhances the escalation of criminal activities. These
additional problems - both medical and social- form the secondary
problems, the unintended side-effects of our drug policy.

It would be a mistake to confuse the primary and secondary effects of
drug abuse. It is not always easy to differentiate between these
effects because tlie appearance of the secondary problems, e.g.
criminality and certain health problems, has overshadowed the
"original™ health problems. The primary effects, however, must remain
the basis for drug policy including the legal measures. This pragmatic
approach implies a strict distinction between enforcement policies
applied respectively to drug takers and drug traffickers.

The possibility of conflicting consequences stemming from drug
policies imply a social dilemma that needs discussion and which cannot
be ignored on the international level. In any case more and more
people get involved in such a debate in the Netherlands.

Is there any room for adjustments?

Legalization?

An intensified war on illicit drugs is one extreme option. At the
other extreme there is legalization of the availability of drugs. It
is clear that one may advocate legalization without having any
compassion for drug addicts or without taking into account the
addict's interests. The mere apprehension of the threat to the
civilized legal system or the fear of an escalating arms-race between
police and traffickers, may provide arguments that sound realistic. A
plea for legalization does not mean that the harmful physical effects
of drug use are denied or ignored. In fact, the health issues are of
primary concern. The problem is indeed severe, but the cure (that is,
the current drug policy) could be worse than the disease?.

It is unrealistic to assume that with legalization international
criminal organizations would terminate their illegal practices, at
least in the short term. Alcohol prohibition in the USA nourished such
rnafia-typc-organizations. Opportunity made the thief. Other illegal
criminal activities started after the abolition of the prohibition.
However, thinking the unthinkable, it is possible that in the long
term legalization of drugs could lead to a lower crime rate.



Furthermore it is unknown to wli.it extent drug use will increase or
decrease in such circumstances. However, the nature of the addiction
problem could in a decriminalized or depenalized situation, which in
totally different from a "free" situation, take on a lens malign
character. | will come hack to that. At this moment there in no major
political support for tin* legalization of drugs in the Netherlands.
Tlie Netherlands government does not find itself on an island and wants
to fulfil its obligations stemming from the international drug
conventinns.

Compromise between a "war on drugs" and legalization

Nevertheless, the Dutch have adopted their own, alternative way within
the boundaries of the internationally prohibitive approach. It is a
compromise between legalization and the war on drugs. It should be
stressed that this orientation is a desirable approach in tlie cultural
circumstances of the Netherlands.

The Dutch Government. feels the need to contain the addi tional
(secondary) problems as much as possible. A gradual process of
controlled integration of the drug phenomenon in society may teach its
members tc cope better with this happening. The addiction problem will
continue to exist but it could be reduced from one on a collective,
social level to one on the individual level. It is another way of
looking at things, not by denying that drug addiction may cause severe
individual and family problems, but by demistifying the popular views
on drug use. Integration does not mean acceptance, but discouragement
of use is not identical with criminalizing the consumer. This approach
could be compared to 'he alcohol- and tobacco-control policies and
particularly to Dutch policy on cannabis. Out of 14.5 million
inhabitants in the Netherlands in 1986 about 18,000 people died from
smoking, about 2,000 deaths were directly related to alcohol abuse,
and only 64 Dutch citizens died from drug use. Tlie Taction of society
to these figures is rather surprising. It is able to cope with alcohol
and smoking problems without emotional overtones and fear that the
survival of our western civilization and society are at stake, but it
is not prepared to accept drugs as the cause of an even insignificant
number of deaths. The Dutch Government wants to remain credible and
does not want to encourage messages to youngsters such as "your drugs
are killers, but ours are pleasures”. Young people are very sensitive
to such moral double standards.

Tlie above mentioned line of thought was worked out in the memorandum
of the Interministerial Steering Croup on Alcohol and Drug Policy,
entitled: Drug Policy in Motion: Towards a Normalization of the Drug
Problem (1985)8. This policy has been adopted by the Government. A
process of normalization of the drug phenomenon was advocated, which
could possibly lead to a de-stigmatization of drug users. This does
not mean that this phenomenon has been spirited away, but it has been
put in another perspective in order to enable society to face the
problems from a realistic point of view, unobscured by moralistic
colouring. The process of normalization i-plies a change of climate.
Hie pragmatic aspects of drug policy must be emphasized: that is a
more factual and realistic approach instead of an over-dram,it 1zed one.
A sound approach also rueans that the drug problem should not be
considered as a specific social issue.



Norma 1li/.nt ion and prevention

In drug policy wo encounter an often nndorest imaled process. Part of
the process of eriminnlization is the; labelling ami stigmatizut ion of
drug abusers. Paradoxically aome young people are attracted hy the
exciting and glamorous life-,style of being a deviant person. It is
difficult to find a social position to which society would pay so much
attention as to that of a drug consumer. The police hunt them,
treatment personnel quarrel about the most appropriate approach,
educators try to warn or deter them, some politicians consider drug
addicts as the plague of the twentieth century and the population is
scared. Could they themselves ever wisli for more attention? And
attention is what many drug consumers need and want. The rejection of
addicts by society may encourage or reinforce such life-styles.
Repiession towards experimenters might have the same effect.
Prevention should therefore eliminate the fascination with and
misplaced idealization of a user. The phenomenon of drug use should be
shorn of its sensational and emotional overtones anil be made marc
amenable to an open discussion. Being a "junkie" should be
de-mythologized and de-glamourized. By pursuing drug policy in the way
at present favoured by most countries, a specific "meaning"” is
attached to drug use. The less "meaning" authorities attach to the
drug phenomenon, the less "meaning"” it generates for addicts.

This indicates that drug takers or even addicts should neither be
seen as criminals, nor as dependent patients, but as "normal" citizens
of whom we make "normal” demands and to whom we offer "normal"
opportunities. Addicts should not be treated as a special category.
The policy of normalization in based on well-considered strategic
planning and docs not favour a laissez-faire approach.

Concern must not accompanied by exaggerated attention.

The health risks have neither been ignored nor minimized. The mere
thought that cannabis is smoked with tobacco provides a reason for
concern. Much attention Co cannabis is paid in education programmes,
albeit as a part of an integrated approach aimed at a healthy life-
style. Learning how to cope with risk involving behaviour (including
alcohol and tobacco use) and how to be responsible for one's behaviour
and choices, is better than simply deterring and warning people. Most
mass media campaigns miss direction and arc for that reason not
considered effective. Publicity sensationalizes the dangers of drugs
and may even create curiosity and encourage expurintention with drugs.

A "normalized" treatment policy

What are the implications of normalization for the treatment of
addicts? Present treatment policy is a mixture nf traditional medical
practise and a recognition of the importance of social background.
Furthermore treatment policy fits into the more general principles of
the social and health care. It also acknowledges the fact that our
drug policy unintentionally produces additional health and social
problems.

In the seventies treatment concentrated too much on ending addiction
without necessarily meeting the needs of the heroin addicts or helping
them to function within society.

Treatment win carried out in outpatient facilities and addiction
clinics, the latter heii mainly drug free therapeutic communities.
Theae facilities required the patient's willingness to become

abutinent.



Consequent ly, addicts wlio did not fuel tin* need to "kick the habit" or
were not capable of doing ho, remained beyond the reach of

the health care system. This led to further uncial isolation and
degrndntion.

The philosophy of abstinence was heavily criticized hy the larger
municipalitien, as they were confronted with addicts who were not
accepted hy the community and who ortosed annoyance in some neighbour-
hoods, iingiug from streets crowded with prostitutes and tlieit
customers to areas frequented hy drugs dealers.

In the eighties a new treatment philosophy emerged which stressed the
socially backward position of most drug addicts. Increasing
encouragement hy the Government has been given to forms of aid which
are not primarily intended to end addiction at: such, but to improve
addicts' physical and social well-being and to help them to function
in society. At this stage the addicts' (temporal) inability to give op
drug use was being accepted as a fact”. This kind of assistance may
be defined as harm reduction or more traditionally: secondary and
tertiary prevention. Its effectiveness can only bo ensuredby low
tresliold-facilit ies and accessible help, which are the keyconcepts in
Dutch drug policy. This takes the form of: field work on the street,
in hospitals and in jails, open-door-centres for prostitutes; the
supply of the medically prescribed substitute drug methadone; material
support; and social rehabilitation opportunities.

The supply of methadone (including in the rebuilt city buses, for
instance in Amsterdam) is only possible after having been examined by
a doctor and on medical prescription. In Amsterdam the conditionsfor
participation are a regular contact with a medical doctor, the
introduction into the central methadone registration and no take home
dosages.

The so-called "junkiebonden"™, a sort of trade-unions of addicts, have
been promoting their interests and have been contributing to a serious
attitude of local and national authorities towards addicts.

The Junkie Unions arc able to reach those addicts who cannot be
reached by any "official" aid service. This is also very important in
relation to Aids-preventiou. They receive a subsidy from the Ministry
of Health to dissiminate brochures on "safe sex"™ and "safe drug use".
The fact that the Government wants to encourage assistance to addicts
who are not able or do not - at least for the time being - want to
establish a drug free life-style, is indicative of the realistic and
pragmatic Dutch approach. It also shows the determination not to leave
drug addicts in the lurch. Failure to provide care of this type would
simply increase the risk to the individual and society. This type of
assistance has neither the intention to coddle people, nor does it
legitimate or encourage drug use. Nevertheless, the treatment
personnel must always keep asking the question where to set the limits
in their approach. The life-style led by an addict must never become
his profession. Field studies carried out by Kaplan and De Vries in
Rotterdam of low-treshold methadone clients as well as "street
addicts" have shown that tlie "typical” addict is in no way an
anti-social monsterlU. The studies have shown that the majority of
addicts' time allocation is engaged in social activities, such as
self-care and leisure (watching TV, going to disco). Compared to
control groups of "normals", they are alone less and spend more time
with significant others. They are with other people 70 percent of the
time. Their drug activities seem to be functional substitutes for what
in a "normal” control group are work and study activities.



-10-

Signi ficant others /ire often dealers and "partners'Vpeers. The
function of junky unions in this behaviour is to insert as a
significant other a community member who is representing . positive
social activity, i.e. political action and organil./it inunl
responsibility. "The preliminary results 0f this research is
underlying the importance of protective factors as primary mobilizern
of health ami harm reduction. The Dutch policy of the normalisation
seems to have produced a context where the addict seems more to
resemble an unemployed Dutch citizen than a monster endangering
society. The Rotterdam studies are documenting a large prevalence 0f
"social buffering” in which addicts spend a lot of their time at home
in the company of Jthera engaging in non-drug-seeking behaviours.
Society seems to be being used as a buffer against their compulsions.”

AIDS and treatment policy

The result of the Dutch health policy is that the Dutch aid system
(treatment and counselling) obviously ts able to reach ! major part of
the total population of drug addicts. In Amsterdam about 60 to 80 per
cent are being reached hy any kind of assistancell. This percentage
is certainly higher in lens urbanized regions. This has to be seen as
a very positive development, especially since keeping in contact with
addicts is a prerequisite for AIDS-prevention. AIDS-preventtoil aims at
changes of life-style. It teaches addicts to 'use safely', that is to
say not intravenously, and to have 'safe sex'. Needle-exchange
programmes fit into this practical approach as it is an established
fact that many drug users are using intravenously and share needles.
Only 8 per cent of all 605 Dutch AIDS-patients are drug addicts
(October I, 1988). In Europe this is 23 per cent (June 30, 1988) and
in the United States 26 per cent (September 26, 1988). The prevalence
of HIV in a non representative sample of high risk intravenous drug
users in Amsterdam was approximately 30 per cent (1987). Outside
Amsterdam in three smaller cities the infection rate was 3.6 per cent
(1986)13.
Conclusions from the first evaluation of the needle/syringe exchange
programme~ in Amsterdam should be drawn very carefully since the
data are based on reports made by addicts. No testing on HIV was done
and a follow-up has not yet been carried out.
The present data show that:
- differences were found between 'needlo-exchangers' and
‘'non-exchangers' on a number of characteristics,
- no increase in drug use was reported by the 'needle-exchangers’,
- the exchange schemes stimulated a certain group of IV drug users to
take drugs in a safer way with regard to HIV infection,
- the exchange schemes contact addicts not visiting regutar health

care facilities.

No negative side effects, such as an increasing number of IV drug
users,an increase in drug use or reduced interest in drug free
treatment, were reported in the study in Amsterdam.

On the basis of the Amsterdam experience 110 definite answer can be
given to the question whether needle/syringe exchange schemes are
effective tools in the tight against the further spreading of Aids.
Although safer.drug use has been reported by a large percentage of the
IV drug users in Amsterdam, some addicts are still (occasionally)
involved in needle sharing.



Other ri'imli n nf drug policy.

Apart frum tin* positive effects of norm/ilizat inn deticribed above,
there in also tin* effect of prohihi tion, whieli in mill in existence.
Some addict n commit oritrios, mainly thefts, hut addiction in never an
excuse for committin)' a crime.

The policy of normalization did not produce higher crime rated. After
an increase, registered crime has been stabilized Mince 1d84. |In
comparison with many other European countries crime is even lower.

Registered crime per 100,000 inhabitants

Year Netherlands England France W.Germany Sweden
1984 6850 7047 6817 6755 10160
1985 6906 7258 6909
1986 6910 7707 7154
1987 6998 7269

Source: Ministry of .Justice, Scientific Research and Documentation
Centre.

The number of murder and menslaughter cases in the Netherlands is also
lower than in some other countries. These cases are mainly not drug
related, bast year this figure was 1.1l per 100,000 inhabitants for
the whole country, whereas this figure was 8.3 in the United States;
England: 1.23 (1986); W Germany: 1.4 (1987).

In Amsterdam, with 640,000 inhabitants, this murder rate was

5 per 100,000, namely 33
cases. The city of Washington which hasasmaller population (622,000)
had 223 murder cases. Roston, also witha muchsmaller population
(575,000) than Amsterdam, had 76 cases.

About one third of people who are detained are drug addicts. In the
western part of the country this figure goes up to 50 per cent. These
people are incarcerated for drug related crimes and not for offences
against the Opium Act.I?

This situation was unacceptable for the Minister of Justice. In

col laboration with the Health Minister he sent a memorandum to
parliament about Compulsion and Pressure in the Treatment of
AddictsIn.

No new legal proposals were made but both the judiciary and the
treatment system were urged to make more creative use of the existing
legal possibilities to put pressure upon addicts to undergo treatment
as an alternative for imprisonment.

Involuntary treatment is not possible in the Netherlands. Although the
Government stresses the importance of the treatment alternative the
Ministry of Justice seeks to develop treatment facilities in special
wards within the prison system as well. To my mind, such facilities
are an undesirable and confusing mixture of punishment and treament.

Some data

Reliable estimates on the number of drug addicts in the Netherlands
vary between 15,000 and 20,000 out of the total Dutch population of
14.5 million; although the size of the overall problem appears to be
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stnbi lising .uni in some citid4m to ™ decreasing, treatment staff
suggest more mental <iHorders among addicts.

Over the years drug abuao seems to have increased among groups with a
relatively <disadvaiitaged social and economic background (ethnic
minorities).

Estimates about the number of drug addicts in Amsterdam, the biggest
city of the country, vary from A,000 to 7,000 (population: 67%0,000).
To give an indication For heroin use: prevalence of heroin use in
Amsterdam is estimated at 0.7 per cent (household survey among 12
years and older; 1987)5.

The use of cocaine lias stabilized; "crack™ use is a rarity. Prevalence
of cocaine use in Amsterdam has been put at 0.6 per cent (12 years and
older; 1987)5. The highest (last month-)prevalence (1.72) was found
in the age bracket between 25 and 29 years.

A study carried out by Cohen on cocaine use in Amsterdam in non
deviant subcultures shows that the average age of users is 30 years
and the age on which people start is 22 years. About 50 per cent of
the cocaine users never use more than half a gram a week. The users do
not underestimate the negative effects, which mainly occur at a level
of use of 2.5 gram a eek.

86.2 per cent of the users reported to have stopped for more than a
month, against 11.9 per cent who never did since they started cocaine
use. Since the use is embedded in a social setting, without any
marginalization, some limiting rules have been developed.

Many heroin users do not restrict their use to heroin but combine
various substances, including alcohol and psychotropic substances,
such as benzodiazepines.

The average age of users is rising (in Amsterdam from 26.8 to 30.1
years between 1981 and 1987) and people who take drugs f the first
time tend to be older. In Amsterdam the proportion of dre users of 21
years and younger continues to decrease: from 14.4 per ci t in 1981 to
4.8 per cent in 198711.

In spite of the wide availability of medically prescribed methadone
(to 6300 addicts in the Netherlands on Jan. 11, 1988, an average day)
there has never been so many drug addicts asking for detoxification
and drug free treatment as at present. In Amsterdam this number
doubled between 1981 and 198611.

Conclusion
In this paper | have outlined the dilemma of creating new problems
while solving others. | realize that some people will also feel that

there is a dilemma in setting the limits between being realistic and
being indulgent in treatment. To my mind these dilemmas can only be
dealt with in an open exchange of ideas. Critical questions on drug
policies should be asked over and over again.

vebs:000.«A>
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SYHINGF-EXCHANGE, AIDS-f’"REVrNI ION AND DRUG POLICY IN IHE
NETHERI AMDS.

1. Introductlon.

Intravenous (1V) drug users are one o( tho main groups at risk
for contracting HIV and AIDS, especially via contaminated
syringes and needles. Hccauso ol tho illegality ol drugs, tho
purchase of (sterile) shooting-oquipment is often illegal too,
like in most US-states with a high incidonce of drug use.ln a
number of other countries, in Europe and elsewhere, there is 1
limited availability, sometimes combined with an active
destruction policy by the police. lhcse situations account for
fundamentally unhygienic practices of administering drugs.
Moreover, needle-sharing for social or ritual reasons is quite
common in many countries.

Duo to thoir sexual activity, often involving non-users, IV drug
users and their heterosexual partners can become the main bridge
across which HIV enters the general population.

For these reasons, a WHO-confcrcnce hold in Stockholm in October
1986, notod that in tho short term it was moro important to stop
drug users injecting than it was to put an end to thoir drug use,
and if this could not be achieved then they should be persuaded
to use sterile equipment, never to share equipment and to adopt
safer sexual practises. The report states: “This advice is
meaningless unless it is supported by the availability of sterile
equipment.." 1).

Although little scientific cvaluat.on on these programs has been
done yet, syringe-exchange program; arc considered to be the most
effective attack at the main AIDS-risk of drug injection, needle-
sharing.

In this paper | will give some facts and arguments regarding
syringe-exchange in the Netherlands in the context of this
country's drug policy ar.d its anti-AIDS strategies.

In paragraph 2. | will sketch very briefly some characteristics
of the Netherlands that are important for the understanding of
Dutch society, Dutch drug policy and Dutch syringe-exchange
programs.

In paragraph 3. | will give a survey of syringe-exchange
programs.

In paragraph A | will make some preliminary point about this
survey and comment on them.

In par 5. | will go into the discussions accompanying the
introduction of syringe-exchange programs and present some
evaluation data, especially from the Amsterdam Municipal Health

Service.
In par. 6. | will make some points for discussion.

2. Some remarks about the Netherlands’ society and tho position
of drug users and drug policy.

"Becauso no other country has reached the compactness and
complexity of the Netherlands’ society there are no well-tried
recipes yet for tho accomodation of various new kinds of business
activity and society. Thoy will hava to be invented in the
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Netherlands itself.” 2). This seemingly chauvinistic statement of
a famous Dutch lawyer and business consultant in relation to
corporato activities in the lato 1900's hold for many moro social
activities in the Netherlands, 1 think, and among them for many
activities related to drugs and to AIDS.

Doing tho delta of three rivers, Hhino, Meuse and Scheldt, the
Netherlands have a density op population that is only exceeded by
that of Dangla Desh, being tho delta of the Ganges. Hut Dangla
Dosh is an extremely poor and vulnerable country, while the
Netherlands arc among tho ten wealthiest industrial nations of
tho world, very highly organized and tlie Itome base of
multinational corporations such as Philips, Shell and Unilever.
Ihe Netherlands represent a type of society in which it has been
proven possible to procure a very reasonable level of living for
a nation of almost 15 million people, living very close together
on a small territory. Every citizen is surrounded by many
neighbours and it is almost impossible, geographically speaking,
to hide yourself from them or from society. Many Dutch people
stress this fact by always keeping their curtains wide open at
night.

Yet the Netherlands is not an Orwcllian society; it is a very old
and stable democracy. Government bureaucracy plays a rather
moderating role in society; it is often hard to please of course,
but on the whole it is quite less a Big Brother than the
bureaucracies in bigger European countries such as the Federal
Republic of Germany, France or Great Brittain.

The characterics mentioned here apply not only to economic
activities and to the population in general, but to the
activities in the justice, health and drug fields as well. Drug
users are officially and by an impressing social concensus
considered and treated as a part of society, as deviant
neighbours rather than as outsiders - although almost everybody
complains, but that’s another national trait. Drug users are
stimulated to participate in social activities and to contribute
to social coherence. If specific obstacles prevent them from
these participation and contribution, then these obstacles should
be dealt with by specific measures.

Thus for drug users - likf for other groups at risk of dropping
out of society - the Netherlands provide not only general social,
health and judicial facilities, but also specific and specialized
ones. Fundamentally, syringe exchange is just one measure out of
a set of measures, both general and specific, meaning to
implement the Netherlands social, health and judicial policies.

Long before the AIDS-crisis, and particularly in the urbanized
areas, general and specific services for drug users already
existed. Several government levels, the government-subsidized
private services in the social and health fields and the judicial
system were already strongly intertwined. The AIDS-crisis thus
far did not undermine or disrupt druO policy; tho crisis thus far
has been kind of absorbed by the helping systems - although it
produces considerable social change.

3. A short survey on syringe exchange programs.

In a series of slides | will show you somo examples of health and
social facilities in which syringc-exchange is part of the
services delivered. 1 start in the West of the country, in tho



motropolitan areas of Amsterdam and Rotterdam, whore an estimated
2/3 of the country’s 15,000 to 20.000 dependent drug users livo.
It is important to know that only about 40X of them - 6,000 to
0,000 - administer thoir drugs intravonously.

Rotterdam, where wo start our survey, is tho world's largest
commercial port and one of the main gateways to Europe. It is
part of a metropolitan area of more than 2 million people and
houses an estimated 3,000 dcpondcn drug users.

(Slides 1/5) - An outpatient methadone clinic in one of
Rotterdams late 19th century Inhour quarters, one of the programs
of the Bulldog foundation. The program consists of methadone
dispension, especially on maintenance, primary health care and
syringe-exchange. This syringe-exchange service has been added to
the already existing services some years ago.

(Slides 6/10) - The Rotterdam street prostitution zone, and the
street-level service centre 'The Shed’, also part of the uulldog
foundation. Mainly heroine-dependent prostitutes come hero to sit
and relax for a while during the night, to take a shower, have a
bite and a soda, talk to the staff, see the doctor and supply
condoms and syringes. Here again the syringes are just added to
the existing offer of services.

Amsterdam, our next stop, is the capital of the Netherlands, and
the heart of a metropolitan area of about 1.5 million people.
Because of Schiphol Airport the city is another main gateway to
Europe. It is considered one of Europe's "drug capitals”, both
for the use and for the trafficking.

Particularly as regards the use of drugs this is an exageration.
The city houses an estimated 6,000 dependent drug users of which
only a minority of perhaps one thousand are to an extend
responsible for this "drug capital”-image. This is largely due to
the situation that they arc quite visible, sometimes when dealing
in drugs, in the old downtown area, which is also Amsterdam’s
main tourist attraction.

Another reason for this bad image are the "coffee shops", where
cannabis is sold. It is the visibility of the drug problem in the
Netherlands and especially Amsterdam that is shocking. If all
this can happen in public what must go on in secret? is the
question of many foreigners coming from countries where drug
users are underground. The answer is quite simple: not very much
3). The big traffickers are underground, of course, and the
police arc particularly dedicated to and succesful in chasing
them. But the users and street and house dealers usually live in
the open. There is little need for them to go underground,
generally speaking, because they are not a primary target for law
enforcement agencies. And there is no strong pressure from the
public to force them to go underground as well. As | said before,
the Dutch do not and cannot hide the problems of their society.
We have to and want to deal with our social probems in the open,
and particularly not by making them taboos.

Amsterdam may indeed be an important centre of international drug
trafficking, but this holds for Rotterdam too, like it does for
other gateways to the European continent such as Frankfurt
Airport. London Heathrow and Madrid’s Barajas Airport.



(SI des 11/14) - Tho outreach work for dependont drug users in
Amsiordam is oporatod especially through busses, public transport
vehicles modified into mobile clinics. Originally meant only for
methadone dispension to drug users referred by tho central intake
facility, nowadays also serving as syringo-cxchango clinics for
drug users without referral.

Another advantage of these busses is that they are hardly to bo
distinguished from tho other city busses; generally they do not
cause much sensation in the neighbourhoods where they stay only
for one hour a day.

The busses contain a small but fully equipped clinic for
mcthalono dispension, syringo-cxchango, condom sale, a scpcratc
room for first aid medical care and counselling. They are
operated by the Municipal Health Service.

Now we leave Holland, tlie western part of our country, and go to
the provincial town of Ede, some 60 miles east of both Amsterdam
and Rotterdam (Slides 15/27). They drug programs in towns like
Ede are quite different from those in the west, mainly because
there ere not so many dependent drug users there; they tend to
move to bigger tow;>s.

What is so special about Ede is that it it dominated politically
by a extremely orthodox-prostestant and right-wing party. This
party is opposed to almost everything that makes the Netherlands
a modern and open industrialized nation and a relatively relaxed
place tc live. Yet there is a syringe-exchange program in Ede as
wel 1.

It is not a very good program, | think. When it was presented on
a national syringe-exchange conference last May, it was heavily
critisizcd as an example of a misseJ opportunity. The very
unpcrsonal approach bars the possibilities for medical checks and
for personal information on AIDS and drug prevention (supplier
and customer cannot see each other and can only speak through an
intercom).

I show you the slides particularly because the program very
strongly emphasizes staff security. This makes it a possible
example in a technical sense for the more harsh American

ci rcumstances.

I will end this survey by giving some data about the syringe-
exchange situation in the Netherlands in general.

By Juli 1, 1988 in 36 towns syringe-exchange programs were in
operation, many of them operating services on more than one
location, all over the counfy.

In February 1988 some 70,000 syringes were exchanged, the vast
majority in Amsterdam. In the year 1988 about 1 million syringes
will be dispensed and most of them will be returned safely into
special bins and be destroyed.

Almost 50% of the programs are subsidized by both the national
and the local authorities. One third of the programs has applied
for subsidies and 20% operates without any public money.

Almost 2/3 of the programs are operated bythe drug treatment
system, 1/4 by municipal health services and the rest by
pharmacists and junky unions. Most programs cooperate with all
kinds of other health, social and sometimes criminal justice
facilitics.

Generally, syringe-cxchange programs are small-scale, open for
some hours a day, mostly in the afternoon, and five daysa week.
Most of them both exchange andsell syringes (usually in a
limited number, but occasionally by the box), hand out or sell



condoms and provido information on safe use, safe sex and drug
troatmecnt.

Many pharmacists sell syrmjos too. Unfortunately some of thorn
stop this when a syringo-cxchango program comes into operation.
In Amsterdam, and perhaps also in other cities, sox shops and
head shops sell sterile shooting equipment as well.

The Netherlands Federation of Junky Unions, which is partly
subsidized hy AIDS-funds of the Motherlands Health Ministry,
operates an kind of mail-ordering business for syringes and

condoms.

Some of tlie most interesting exchange programs in the Netherlands
arc or were carried out by drug users themselves or in close
cooperation with thuir organizations.

Actually, the Amsterdam syringe-exchange system was started by
the local Junky Union in 1004, not because of AIDS but because of
a hcpatintis Bepidemic. Tho Municipal Health Service was very
reluctant, in tlie beginning, to support - lot alone take ovt e -
this program. Out they did, of course, because is was the onl/
logical and epidemiologically sound decision.

Until last november, when the Junky Union stopped syringe-
exchange in the r office, they alono supplied and exchanged 40%
of the total turn-over - and | am not sure whether tho remaining,
professional programs can completely make up for this loss.

The Junky Union did not only exchange on a one-to-one basis but
also by supplying boxes of syringes to people who deliberately
re-supplied them, as a dealer or just to the friends who might
drop by at their homes. And it is characteristic of the
confidence that wc can have n tho Dutch drug users in general
that the return rate of this kind of exchange programs by is no
means less than in the professional, individualized programs. On
the contrary: preliminary results of the evaluation of one of the
street-level programs in Rotterdam show that the return rate of
syringes, sold by the box and meant for ro-supply, is higher than
for the individual syringes. For a simple reason: people are

commi t ted.
4. Some preliminary points.

Some preliminary points can be made now as to Dutch syringe-
exchange programs in general (Transparency 1).

1/ Syringe-exchange is part of a package-deal, consisting of
syringes, condoms, education and counselling.

I1/ Syringe-exchange is part of a harm-reduction strategy.

I11/ Syringe-exchange is part of an integrated drug policy, aimed
at the Dutch call the *normalization' of drug problems.

IV/ Syringe-exchange is carried out by a variety of

organizat ions, and often with the active participation of drug

users themselves.

I will now labour these points to some extend.

ad 1: That syrmgc-exchange be part of a package-deal is the most
obvious of the four points. Not only the intravenous route is a
transmission route for HIV; unprotected sex is another one and
this route may even bo of greater importance in the longer run as
to tho secundary spread of AIDS. Education, both oral and through
written information, on safe use and safo sex is essential.
Delivered in a languago that is comprehensiblo to people of
various cultural backgrounds and with ofton a limited education.
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it is a necessary amplification of tho mossogo carried out by the
Availability of both syringes and condoms in order to make
progross towards changing tho drug using and sexual behaviour,
behavioural change cannot bo achieved without persuasive and
ongoing counselling oithor. Especially counselling on sexuality
is a difficult task for tho drug professionals, who aro hardly
experienced in this field.

(inneral health education and information on drug treatment must

be available too.

at) 11: lhe harm-reduction point ruguircs some more explanation
but is not a less obvious PrerequiSite of an AIDS-prevention
strategy among intravenous drug users than tho selling of a
paekago-dcnl

Tho concept of harm-reduction essentially is based on the
conclusion that it in not sufficient to rely on primary
prevention and drug treatment alone; there should also he a range
of strategies to minimize the harms inflicted upon those
dependent drug users who arc unablo or unwilling to achieve
abstinence, by sotting up 'uscr-ficndly' and often outrcachirig
services that aro confidential, non-judgcmcnta) and not aimed at
achieving immediate abstinence, professionals begin to see drug
users who would otherwise stay beyond the roach of any drug
treatment agency. They then can begin to achieve some succes in
minimizing actual and potential harm to both tho community and

society.

In the Motherlands an estimated 70% of the dependent drug users
is known to the assistance and treatment systems. In most
countries of the world, however, only a minority of the dependent
drug users arc intreatment, in prison or in any other place
where they can bereached with AIDS preventive activities in an

effective way. Inthe USA the helping system is said to reacha

maximum of 20% of the dependent usors and in many European
countries these figures arc about the same. Therefore it is
cscntial to bridge the gap between 'normal' society and the drug
users’ subcultures.

In most of the countries and cities | visited the past few years
and that arc reasonably successful in attracting drug users to
AIDS-programs, it has become clear that most drug users certainly
are' interested in protecting themselves and others, and that they

will seriously engage in AIDS-prevention and AlIDS-containmcnt, if
they are treated respectfully - and that means in their identity
as drug users as well - and if these programs offer an access to

health and social services, not being drug free treatment or
imprisonment, but harm-reduction programs.

The Monitoring Research Group that evaluates all 15 syringe-
exchange programs in the WK (the only other country that operates
these programs nationwide though generally in a different way)
said in a first report that user-friendliness seemed to bo the
key factor for attracting clients. The report also found the
general health situation of many British drug users to be very
poor A).

Direct access to health and social sorvices in order to reduce
the fysical and psychological harm caused by illegal drugs are
considered essential by both these British and other experts in
order to keep tho clients and thus to be able to work on
effective and lasting behavioural change.

hiDHVWWP



Acl 111: Tho issue of on integrated drug policy | think is a
typical example of tlie kind of innovative pol icy-m.ikino tho Dutch
were forced to develop because of the characteristics of thoir
society. Without at least .ittemps to coordinate and integrate the
various interests at stake in drug control: criminal justice
system, health systems and communities, Dutch society would have
been disrupted by tins drug problems of the past decades to . far
highor extend than it lias been disrupted now. (Slide C sbhows tlie
drug policy coordination structure in the city ol Amsterdam as an

example. )

Actually the Nether lauds government started 1 form ol integrated
policy making on the drug issue 1!l the late sixties, when the
obvious social reaction to drug problems, law enforcement, began
to run out of hand. Until then, there was no drug problem in the
Netherlands, we only had .1l Opium Act and a handful of opiurn-
caters in the Chines communities. When the Opium Act was placed
in position against the ’liippy-typo* marijuana users it had more
devastating effects on society than the marijuana use had itself.
To make a long story short: this social debate has lead to the
dovclopcment of the first corner stone o< Dutch drug policy in
197G: the "separation of (drug) markets". Essentially this n.eans
that tho use and to a certain extend the retail sale of
marijuana-products is decriminalized (NOT LEGALIZED!), explicitly
in order to prevent Dutch youth experimenting with marijuana to
step over to more dangerous and addictive drugs. This policy has
been successful to the extend that despite the ample availability
the prevalence of marijuana use among younsters in the
Netherlands is among the lowest in the Western world, and that
only a very small proportion of Dutch youth arc attracted to
heroin and cocaine.

(In particular the very limited attractiveness of cocaine until
now is remarkable: it is widely available at rather lew prices,
and traffickers have in vain tried to market it as crack. May be
this has something to do with the actual policy towards cocaine
use which looks rather like the marijuana policy than like the

heroin policy.)

In the late seventies, when the heroin problem began to take a
threatening shape in the urbanized parts of the country, "harm-
reduction” developed as a second corner stone of Dutch drug
policy: not the fight against drugs as such but the minimization
of harm caused by illegal drugs to the drug user and to society
was adopted as the official starting point for the government's

policy.

In the early eighties a third corner stone was developed: the
policy-concept of "normalization of drug problems™ 5).
Normalization of drug problems essentially means the admission -
as a government, as a society - that extensive drug use (both
legal and illegal) has obtained a firm footing in society, as
already is the case with alcohol and tobacco. Worldwide it has
proven to be an unrealistic option to try to eradicate drugs and
drug use completely, like it has been proven unrealistic with
regards to alcohol and tobacco.

These efforts primarily have gonoratcd an enormous increase in
international organized crime and in the spread of illegal drug
use. It is far moro realistic to aim at the reduction of drug
use, at the containment of the damage caused, and at the
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managcmont of tho problems, basically, this is tho same policy-
concept as wo uso with rospcct to alcohol and tobacco.

In offoct this means: to fight organized crimo, drug trafficking
and obtrusive retail trade, and to intcgrato - or encapsulate if
you like - the drug users in 'normal’ society. It also moans that
society makes itself clear as to what it can and cannot, will and
will not tolcrat, and as to the rights andobligations of drug
users as members of society.

This is not kind ofa ’soft* wiyof dealing with drug use and
drug users; it is a pragmatic way of coping with a social

problem, using social rather than legal coercion.

When the AIDS-crisis broke out, it found tho Netherlands prepared
so to speak, to copo with at least its initial effects. | won’t
go that far as on American friend who said that the Dutch drug
policy was taylor-mado for coping with tho AIDS-cpidcmic, but we
wore able to integrate the necessary prevention strategy for IV-
drug users and the general AIDS-prevention strategy from the very
beginning (Transparency 2). Representatives of the drug
assistance system took part in tho activities of tho National
AIDS Task Force long before the first IV-AIDS case was detected,
and soon after the organized drug users - tho Netherlands'
Federation of Junky Union - began take part in tho AIDS policy-
structure.

These ways of integration and cooperation and the strategics
developed and implemented will inevitably change the face of
Dutch drug policy again. The AIDS-crisis has the power to change
the whole paradigm of traditional and less tradi‘ional drug
control. | think, however, that the starting position of the
Netherlands for controlling AIDS as a social problem is less
uncomfortable compared to that of many other nations.

Ad 1V: Syringe-exchange programs can be operated by a variety of
organisations. | already mentioned that although the drug
assistance system plays a mayor role in the organization of these
programs, other organizations cannot be neglected, especially not
when it comes to the qualitative aspects.

AIDS among 1V-drug users and the secundary transmission of HIV
can only be prevented and controlled if the users themselves
change their behaviour, and drug users have to be convinced of
their crucial importance to society in this respect. 1| said
before that they are interested in protecting themselves (AIDS is
a horrifying way of dying, it is not just an overdose!) and
others by changing their behaviour if they are treated
respectfully - which includes their identity as a drug user.
Therefore we not only have to involve them in policy making and
in the implementation of AIDS-prevention. For quite a large part
we are have to rely on them, on their willingness and ability to
carry out AIDS-prcvent ion and AIDS-contammcnt activities in the
drug scenes, and especially in those corners and pockets where
nobody of us can go. We have to provido them with the tools but
they themselves havo to make their possibly decisive contribution
to AIDS-prevention and containment for society at large.



5. Syringc-oxchango: arguments and evaluation.

The introduction of programs such as syringo-cxchango caused some
discussion in tho Netherlands, of course. Two main arenas of debate
can be distinguished: the political and the professional.

Important factors in these discussions have been the facts that a/
syringes have always been sold legally by pharmacists and in some
street-level drug assistance facilities, and

h/ syringe-exchange was not ’invented’ because of AIDS. | already
mentioned that the Amsterdam Junky Union started its syringc-cxchange
program as a counter-measure against a hepathitis B

epidemic in 1984. And there had been starts befoie. Since already
1980 the municipal health service of Den Holder, the home base of the
Royal Dutch Navy, has been operating a small-scale program that also
started because of a hepathitis epidemic, and more small programs have
been operated successfully on a temporary basis in onder to control
local epidemics. Both professionally and politically these programs
have attracted very little attention.

The Municipal Health Service in Amsterdam was not very enthousiastic
about syringe-exchange in the beginning. They very reluctantly took
over the responsability from the Junky Union in 1985, when the program
of the latter grew too big for them to handle it alone. But they had
no choice, not only because the size and shape the program had already
taken, but also for medical and political reasons. And thus syringe-
exchange was integrated in the existing harm-reduction p ograms and
the programs rapidly expanded. From 25,000 syringes in 1984, 100,000
in 1985, 400,000 in 1986 to more than 700 000 in 1987.

This increase, and the absence of scriot j negative side-effects,
created a situation in which the stimulition of syringe-exchange
became a logical step for the national givcrnment as well.

When we organized the first national conference on AIDS and 1V drug
use in January 1986, wc asked the Director-General for Public Health
to make an opening statement and. if possible, to stress the import-
ance of syringe-exchange programs in the context of the exixting drug
policy - and he did so. This statement did not cause any parliamentary
discussion and attracted only little media attention and public

debate.

The situation in the assistance and treatment system was different,
logically: the professionals had to implement the programs nationwide.
The main arguments pro and contra syringe-exchange can be summarized
as follows (Transparency 3):

Contia:

» syringc-cxchange will encourage IV drug use,

* syringe-exchange will recruit new IV users.

* syringe-exchange will undermine the prevention of drug use and the
treatment of drug dependence.

Pro:

» syringe-exchange will rcduco nccdlc-sharing and thus slow down the
spread of HIV infection,

e syringe-oxchange will give the opportunity to reach IV users
outside the assistance system.

e syringc-cxchange will be an opportunity for councellmg. advice and
referral.

e syringc-cxchange will stimulate tho return of contaminated injection

equipment.
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The discussions about thoso arguments, more vehement in troatment
agencies than in harm-reduction agencies, last untill today, and
still bar tho introduction of syrmgo-exchango in some places. Tho
involvement of general public health facilities in theso programs
sometimes is tho result of the refusal of tho specialized.drug
agencies to cooporato. Ycc in general tho attitudo of both public
health and drug assistance system is to push for and to evaluate
syrinye-exchange.

Not very much research has been done until now.

In 1985 Kaplan et al. did a small scale comparative research project
in Rotterdam into characteristics o" IV drug users who did and did not
participate in syringo-cxchangc G).

In Amsterdam, the Municipal Health Service (tho MG en GO") started an
evaluation study in the summer of 1987. This study 7), which is to be
continued and coupled with an existing prevalence research project of
the same organization 8) presents a preliminary answer to most of the
pro’s and con’s of in the syringe-exchange discussion mentioned above.

Some other studies are under way or in preparation.

Here | present the summary of the study of the Municipal Hcalt
Service, they presented at the IVth International Conference on AIDS
in Stockholm, Ilast June.

* 148 IV drug users were interviewed, utilizing a standardized
qucstionaire;

* participation was on a voluntary basis, and

* no blood samples were taken

The interviewed IV drug users were recruited at the 11 oxchango
locations and at other places where no exchange was possible, such as
police stations, hospitals and the consulting hour for drug users from
abroad.

73 IV drug users who exchange regularly ("exchangers”) were compared
with 75 1V drug users ("non-ex'hangers™) who never exchange or do so

irregularly.

(Transparency 4) Table | - general characteristics of 148 IV drug
users: less th3n half of them is of (white) Dutch origin, they arc
about 30 years of age and they use drugs for quite a long time, the
males have longer drug histories than the females.

Table 2 - characteristics of exchangers and non-cxchangcro:
exchangers arc older and have a longer history of drug use: they arc
more often of Dutch origin and have much more contacts with the
assistance system.

(Transparency 5) Current drug use: especially the difference in the
percentage of people who use more drugs is striking.

High risk situations: exchangers expose themselves considerably less
to high risk situations than non-exchangers do.

Needle-sharing: exchangers engage considerably less in needle-sharing,
but still 10X do.

Risk level last month: the risk-level of exchangers is much lower
than that of non-exchangcrs.

(Transparency 6) Reasons for sharing:especially the sharing with the
sexual partner is a reason for concern because many paitncrs of d*ug
users appear to be non-users themselves.

Frequency of sharing with others than partner: still 9 out of 25
'sharers' share more than once.

Conclusions from the study (Transparency 7):
These concl sion should be drawn very carefully since th*> data are



based on self reports, no HIV-tosting was done and a follow-up has not
yet been carried out.

Ilasud on tlie present data the Municipal Health Service can say:

- differences wero found botwoen exchangers and non-exchangers on a
nurrbcr of characteristics;

- no increase in drug uso was reported by the exchangers;

- the oxchinge programs help a certain group of IV drug users to use
drugs in a safer way with regard to HIV infection; and

- the exchange programs contact IV drug users outside the methadone
programs.

Negative side effects such as an increasing number M IV drug users,
an increase in drug use or reduced interest in drug treatment were not

found in Amsterdam 'J).

The Municipal Health Service thinks it is questionable if findings
from an Amsterdam study can be generalized to other cities and
countries with drug policies that are primarily repressive and pay
less attention to treatment and harm-reduction.

On the basis of tho Amsterdam experience, no definitive answercan be
given whether the exchange programs are effective toolsin thefight
against tho spread of AIDS. Although safer drug use has been reported
by a large oercentage of users, some are still (occasionally) involved
in nccdlc-sharing.

From a public health point of view every measure that can prevent the
spread of AIDS from IV drug users to the general population need
sincoro consideration. Reducing the number of contaminated needles in
the environment is one important aim of the syringe-exchange.

For many Amsterdam IV drug users themselves the exchange plays an
important role in staying sero-negativc and (if already infected)

in preventing them to infect friends and partners.

This as regards the Amsterdam data.

Data from other countries than the Netherlands are very limited
available.

The already mentioned Monitoring Research Group evaluates the 15
syringe-exchange programs that exist in the UK They presented their
results at the Stockholm conference as well 10).

The MRG interviewed 7G9 IV drug users. Differences with the Amsterdam
sample arc: a lower average age (< 2 years), a shorter period of drug
use (> 2 years), and amphetamines (that arc practically not used in
the Netherlands) are an important drug of choice.

Other important data arc:

« 47% had no previous contacts withe the drug assistance system,

e an average of 70% of the needles and syringes had been exchanged.

Follow-up data (N-106) show a decrease in nccdlc-sharing, but 8
people reported to have started IV use after the first interview. No

needle sharinj (interview 1 and 1) G6% (70)

Stopped needle sharing 1G%(17)
Still needle sharing 11%(11)
Started needle sharing 7% (0).

Other countries that | know of who operate syringe-exchange programs
arc:

* Sweden - a small scale program in the city of Lund: no seroconvcrs-
ions during participation in the program, and almost all participants
underwent HIV-testing, which the Swedes very highly appriciate 10).

e Switzerland - an experimental syringe-exchange program in the high-
security prison of Lenzburg; no data available yet.

e France - a pharmacy-bascd exchange program in Paris: ... 11).



* and Australia, of whir.'t I know nothing moro than that somothing
exist s.

(i. Somo points for discussion.

al/ IV drug users aro one of tho groups most at risk for contracting
HIV and AIDS, and thoy also play a crucial role in tho socundary
transmission uf tho epidemic into the general population.

If wo want to stem both the epidemic among tho drug users and tho
secondary transmission, it is vital:

* that the measures for prevention and containment reach tlie IV drug

users, and
* that tlie IV drug users change their behaviour.

As IV drug users, generally speaking, are social marginals or
outcasts, and very often cngaps in criminal behaviour, they are

likely to hide themselves from opun socioty and - sometimes ~ from
their original communities. Even with the host attempts of the
treatment system and the criminal justice system, in every country
only a minority of drug users arc either intreatment or in prison. So
you might say that drug users arc difficult targct-group to reach.

And as their risky behaviour, in particular injecting and unprotected
sex, is often closely related to the dependence of drugs, this
behaviour is very hard to change.

So anti-AIDS strategics among IV drug users have to focus on two

issucs:

1. to build bridges between society and the drug users in order to
engage almost everyone of them in AIDS prevention and containment
programs, and

2. to provide very specific and powerful measures for profound and
lasting behavioural change.

b/ These two focal points together mean little less than the need for
society to forge an alliance witli the drug users for a joint battlo
against AIDS; as long as society continues to treat drug users
primarily as junk and as objects of criminal justice, drug treatment
and AIDS prevention, it will fail in reaching them and committing them
to behavioural chaigc. Any alliance will only work when it is
profitable for both sides.

For namy people and institutions working with drug users, and also for
countries as a whole, this means both a change in attitudes and in
inst ruments.

It is not enough to develop a non-judgemental attitude towards drug
users, it is also necessary to treat them as fellow citizens.

For many working with drug users it has already become clear that

drug jscrs are interested in protecting themselves and in protecting
others and that they seriously engage in AIDS prevention and contain-
ment if they are treated as ordinary citizens. But if we really want
to protect them and ourselves drug users have to do the major parts of
the job themselves. They themselves hjve to change their behaviour,
and we will only convince them if we give them the confidence, if we
give them the tools and if we give them the credits.

There is clear evidence from eg. tho Netherlands and the United
Kingdom that harm-reduction services are an essential prerequisite for
attracting and keeping drug users to engage in AIDS prevention and
containment. But if wc really want to change their behaviour on a
lasting basis we will have to provido them amply with instruments to
practice safe sex and safe 'iso, which means: condoms and syringes.
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¢/ Wo do not know yot whothor tho amplo availability of syringes and
condoms will stop tho spread of AIDS. Utit wo all know that unprotected
sex and contaminated injection equipment are responsible to tho
highest extend for tho spread of tho epidemic.

Jhoro is no evidence that the propaganda for safe sex, including tho

supply of condoms, did or does increase promiscuity; on the contrary.
And there is no ovendencc as woll that propaganda for safe drug use,
including tho supply of syringes, diil or does increase IV drug use.

I strongly believe, because of what | have seen and experienced in my
own country and abroad, that the availability of syringes

in thr: context of conprchcnsive AIDS prevention, harm-reduction and a
balanced drug policy can make a major contribution to saving the lives

of many drug users and other citizens.
The first step on this long way is to clear it from tho many moral and

legal barriers. Or in other words: we have to stop tho war on drugs
before we can Hunk of winning the war on AIDS.

henk jnn van vliot
August 4. 1900.
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THE PRAGMATIC DUTCH APPROACH TO DRUG CONTROL: DOES IT WORK?

Ladies and Gentlemen,

Let me start by quoting someone whose views are far more interes—
ting and important than mine:

"The protection of health and social well-being in general
and the improvement of the health of those who are already
addicted must be our primary aim. We always bear in mind
that the drug abuse problem is basically and principally a
matter of health and social well-being. It is not, 1in our
view, primarily a problem of police and criminal justice.

We are fully aware of the necessity to prevent as much
as possible a situation in which more harm 1is caused by
criminal proceedings than by the wuse of the substance
itself."

"We give high priority to services directed primarily at
improving the health and social functioning of the addict,
without necessarily ending addiction, because a lot of
addicts are not, or not yet, capable of kicking the habit."

These quotations are not from a pamphlet of Libertarians or even
from - what the British call - the Jlunatic left. They are from
the speech delivered last year to the U.N. Conference on Drug
Abuse and Illicit Trafficking by the Dutch Minister of Justice, a
member of a conservative government, belonging to the traditional
right-of-center party whose members include our captains of
industry, Dbankers, judges and conservative professors like
myself. This is the voice of the Dutch establishment.

The Minister"s statement reflects the basis of the policy now
pursued for more than 15 years by successive Dutch ministers of
justice and -.inisters of health, and supported by a broad

majority in Parliament. As such it reflects

* the deeply felt concern of the Dutch people and government
about the use of dangerous drugs and the 1level of drug-related

crime, ol

* the limited possibilities, financial, legal and practical, for
restraining effectively trafficking and the use of illicit drugs,

* our international obligations, and last but not least

* our humanitarian and moral obligations | to minimize the damage
to the society as a whole and the harm to the addicted indivi—
dual.

The biggest mistake one could make - and some members of the U.S.
House of Representatives, visiting Holland in August 1987 appear
to have made that mistake - is to regard this policy as the
fruits of an overpermissive society. The Dutch policy on drugs is
not a "laissez faire”™ policy, nor is it a liberal or lenient one.
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It is, in American eyes, perhaps strange and unorthodox. But it
in, above all, pragmatic and undogmatic. It is a fairly coherent,
multi-disciplinary policy which attaches a high priority to the
cost-benefit ratio.

This is perhaps the right moment to stress that I have not come
to this country to recommend the Dutch c*rug policy as the perfect
approach to the drug problem for all nations. No two societies
are the sai,.e. What works well 1in Holland might be a disaster in
your country - «rd vice versa. It is normal that countries tackle
their problems in different ways. And tthere are good reasons to
do so. Criminal law and the level of law enforcement are very
much influenced by national tradition and the social and cultural
structure of each society.

On the other hand, 1 have to confess to some astonishment at the
American handling of this problem. 1In my country the American
nation is renowned, indeed almost notorious for its veneration
for a business-like value-for-money approach to almost every
problem of life. At the same time, it is admired for its high
standard of constitutional freedom and its willingness to support
its European friends in keeping or regaining their independence
and civil liberties. It 1is to you, that we owe our freedom. In
World War Two you liberated wus from the Germans, today you
protect us against the dangers from the East.

Your present War on Drugs and your pressure on foreign nations to
join you in that battle does not fit easily into this traditio—
nal picture ofyour country. I have, however, no intimate
knowledge of the American social and cultural setting and 1 am
not familiar with the power structures in your country. Perhaps
that is why 1 keep asking myself how it is possible that you
handle the problem of drug abuse in such an unbusinesslike way.
Any company that vran 1its affairs |like that would have gone
bankrupt long ago. And why it is that the American War on Drugs
gives us the 1impression of a fatal marriage between Ilranian
fundamentalism and Communist economics. Is it because the
American nation occasionally tends to choose the wrong allies ?
Why are you embarking on a policy that leans so much on an ally
like law enforcement which is bydefinition weak and inadequate ?
And why are you not using the forces, which made the U.S. the
liggest and most successful industrial nation 1in the world ? I am
referring of course to the moral strength of the American people
in general and of the American family in particular and the
advantages of your capitalist system ?

Before you tell me that this clearly shows that | understand a3
little about the U.S. as you do about Holland, I shall quickly
switch back to the subject of this lecture: the Dutch policy on
drugs.

Does it work ? And what exactly is this policy, in other words,
how does it work ?

I shall deal with these questions in the order 1 have indicated,
since | hope that the results will sufficiently impress you to
wish to learn more about our procedure.
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But first of all, a word ofwarning. I do not regard myself as an
expert on drugs. | am not adoctor,sociologist, psychologist or
the like. Although marihuana is sold in a so-called coffee shop
just around the corner from my Criminal l.av Institute and hard
drugs on the bridge across the canal on which tlie Institute is

situated, I have never usedor even seen soft orhard drugs.
Because I am just an ordinary Dutch citizen, you can be sure
that I will keep it that way. If I am an expert at all, I am an

expert in the field of criminal law and law enforcement. Not, |
hasten to add, because of any unfortunate personal experience.
Although 1 and my family have lived and worked in the centre of
Amsterdam for almost 30 years, we have never been the victim of
any drug-related crime. My expertise is based on a combination of
academic study, good advice from other experts and professional
experience gained as a judge of Amsterdam Criminal Court and
Chairman of the Police Complaints Board of the City of Amsterdam.
I will, therefore, approach the problem not from the angle of
narcotic drugs but from the angle of the «criminal law and as
someone who considers the use of dangerous drugs to be one of
the many forms of undesirable behaviour in our society.

Let us now move on to the first question:
Does it work ?J

in other words, 1is Dutch policy successful ? As always, the
answer depends on your objective. Of course we all would like not
a single drug to be used any more by anyone. But that is, at
least at present, not a very realistic objective. In this respect
I quote again the Dutch Miniscer of Justice:
"One may have a high standard of morals and ethics about the
banishment of all drug wuse. But whatever governments may
wish or do, the reality is that not all young people-
obviously - are deterred by the threat of punishment or
health hazards and that our present efforts ... cannot keep
thousands of them from using drugs".

If, however, given this reality, your present objective is to
reduce the use of drugs, to bring down the nuPiber of new users to
the drugscene, to minimize the damage to society, to keep the
drug users alive, to let them mature out and to promote social

rehabilitation not only in the after-care stage but also during

treatment as an inseparable part of that treatment, the answer is
different. If that is your objective and you would ask me whether

the Dutch policy is successful, the answer is simple: yes, it is.

Or, to put it rather nrre modestly: it is less unsuccessful than
«.he drug policies of at least some other modern Western socie—
ties, including, perhaps, the U.S.

I will present to you the best possible estimates concerning drug
use in the Netherlands, coming from reliable sources. However, as
we all know such estimates are never fully accurate although the
Dutch might be in a somewhat better position than many other
countries, because the Dutch drug users are generally not
underground and most addicts have been registered.
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As far as cannanis 1) is concerned, thp number of new users has
decreased shortly after the government decided on the decrimina-
lisation of cannabis in 1976. Today about 4% of the Dutch young
people between the ages of 10 and 18 years admit to ever having
used cannabis (lifetime prevalence). But over 55% of them stopped
using i* before their 19th birthday 2). The estimated number of
heroin addicts has stabilised in recent years at between 15,000
and 20,000. That 1is 0.14% of the 14 million people living in
Holland 3). The average age of the addicts 1is increasing during
the last 5 years. Experts infer from this fact that the number of
addicts is slowly decreasing. The use of Cocaine has been growing
very slowly. But in Amsterdam the number of new users has hardly
been growing since 1982. It has remained fashionable only in a
very limited part of society. The use itself normally does not
provide serious social problems, as most cocaine users are quite
well integrated 1in society and manage to live with their habit.
The use of free base cocaine 1is a rarity. Ready made free base
cocaine ("crack™ has not been spotted in Holland. The use of am—
phetamines and LSD has always been exceptionally low. There have
been no reports of the use of solvent or of new types of illicit
drugs. The needle exchange program, providing free clean needles
to intravenous drug users, which has operated on a large scale
for many years, may be responsible for the fact that the number
of AIDS-patients that are addicts is one of the lowest in the
western world *). Because the possession of hard or soft drugs
is not subject to prosecution and punishment although it is
legally still a criminal offence, the users are not driven under—
ground. Moreover, it is the official policy of the Dutch govern—
ment to provide different forms of aid, which are not primarily
intended to end addiction as such but to improve the addicts?™
physical well-being and help him to function in society, the
inability of giving up drug use being accepted as a fact for the
time being. Obviously the long-term objective is to help addicts
lead a druci free life. But failure to provide medical and social
aid would be worse as it would simply increase the risk to the
individual and society. This kind of assistance may take the form
of field work, initial reception, the supply of substitute drugs
like methadone, material support and social rehabilitation
support. This policy is successful. The majority of addicts have,
in one way or another, contact with medical and social services.
And generally they are in relatively good health; the death rate
among addicts is around 0.5%, which 1is quite low compared with
most other countries. Seme of the addicts are members of so
called Junky Unions. They thus have a me,ans of making their views
known to all kinds of government officials, which is not a bad
thing if you are in need of an effective drug policy. Drug-
related crime is still a matter of grave concern, both to the
general public and to the government. But it is mostly non-

1 i.e. Marijuana and hashish
2 See table 1, p- 15.

3 See table 2, p. 15.

1 See table 3, p. 15.
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violent property crime. And the crime rate in Holland has not
risen since 1984. In Amsterdam, tho city in which the majority of
drug users live, it even dropped last® yonr. The drug wuse in
Amsterdam is of course higherthan in_the smaller towns and the
rural areas of Holland. Nevertheless If. s not onlylower than
the use in New Yorkor Washington but even lower than the use in
the U.S. taken as a whole s). And the graphics on page 17 - 2D
show, that the development of drug use in Amsterdam during the
last decade has beenanything but dramatic.

"That can"t be true.l was in Amsterdam myself. 1 saw a number of
"coffee shops"™ where cannabis was sold and | saw people dealing
in hard drugs quite openly."

This is the usual reaction of foreigners, confronted with the
figures and facts | have just mentioned. They make the mistake,
as we all do when we are abroad, of judging foreign countries,
societies and their social phenomena by our own, national
standards. For visitors from countries, where drug users are
underground, the visibility of the drug problem in Holland is
shocking. |If this can happen in public, what must go on in
secret ? The answer is quite simple: not very much. OFf course,
the big traffickers are underground as the police are chasing
them, but the small dealersand theusers are generally not.

There 1is no need for them to be, becausethey are not theprimary
target of the law enforcement agencies. And there is no strong
social pressure from the public to go underground. Tho Dutch do

not hide the problems of their society. Not only because they do
not want then to get out of control, but mainly because Holland
is a small, very old and stable democracy, in which we - the
people - decide how we should solve our problems. And you cannot
solve them by making them a taboo. So we tend to let our problems
come to the surface and discuss them nationwide. Although this 1is
good for our society, it does have the disadvantage that it
occasionally gives Holland bad international publicity.

There 1is, as | said, no need for wusers and small dealers to go
underground, because they are not the primary target of the law
enforcement agencies. This brings us to the role of law enforce—
ment in the fight against illicit drugs and to my second ques—
tion:

How does the Dutch drug control policy worx ?

One aspect of Holland which strikes most foreigners is the low

level of law enforcement, both in general and in so far as
illicit drugs are concerned. Nonetheless, both our countries
started from the same point: the international drug treaties

concluded at the beginning of this century.

The first criminal legislation on drugs Was introduced in Holland
as early as 1919. Neither this Act nor the 1928 Act which
replaced it and remained virtually unchanged until 1976 was

s see the table on p. 16 and compare it with the National
Household Surveys on Drug Abuse of the U.S. National Institute of
Drug Abuse.
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introduced, however, in response to a drug problem in Holland.

Indeed, until 1965 no such problem was evident. The illegal use
of opium was virtually vrestricted to the Chim-se community. An
long as the drug was restricted to this community, no action of
any note was taken. Until 1966 the number of convictions averaged

23 a year, which is around 1\ of the present figure. Originally,

tho maximum sentence was | year®s imprisonment. Until the sixties

political interest was extremely limited. The reason for this
legislation on drugs must therefore be(sought in the drug trea—
ties, 1instigated by the U.S., and not in. our own problems.

In 1961 tho Single Convention expanded the number of illicit
drugs and laid great emphasis on law enforcement. When Holland
was shortly afterwards confronted with a substantial increase in
the use of marihuana and later of hard drugc, we leaned, at
first, very much on Law Enforcement and the >olice and the
judiciary dealt severely with drug users. But toon it became
clear that this approach was essentially incompatible with the
country®s traditional way of combating undesirable behaviour.

In Holland the role of the criminal law 1is a relatively minor
one. The Dutch prefer a policy of encirclement, adaption,
integration and normalisation, rather than a policy of social
exclusion through criminalisation, punishment and stigmatisation.
Furthermore, they have no exaggerated expectations of law
enforcement. And finally, the Dutch see the criminal law less an
instrument for expressing moral values and more as an instrument
of social control, whose results must be assessed from case to
case.

When it was faced with the task of fighting the increasing drug

use, the Dutch government became trapped between on the one hand

the international conventions on narcotic drugs and the pressure

exerted by states where criminal law plays a much greater role

and on the other the traditional Dutch views on the limited task,

role and scope of criminal law. Between these conflicting premi—
ses, the Dutch government steered a middle course trying to
reconcile its international commitments (prohibition, law
enforcement) with the traditional national commitment towards

institutional plurality and social experimentalism.

The 1976 amendment legislation and in particular the guidelines
for the prosecution bear the traces ofthis policy. This legisla—
tion containeda clear signal, namely that Holland was prepared

to bring its legislationon hard drugs into line with the
international trend. The maximum penalties were increased
considerably. Despite pleas from various quarters for the
legalisation of marihuana, this did not come about, the govern—

ment making express reference to the Single Convention. However,
the maximum penalties for marihuana werf set at a lower level
than those for hard drugs. And in 1985, a whole series of
preparatory acts were made criminal offences in order to combat
international drugtrafticking.

As far as its legislation is concerned, Holland is undoubtedly in
line with its international commitments and to a large extent
with the international trend as well: 3ut legislation is not
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necessarily the same as the criminal justice policy which 1is in
fact implemented. The Dutch criminal “aw provides considerable
latitude for such a policy, because, by virtue of the so-called
"expediency principle”, the Public ;Prosecutions Department is
empowered to refrain from bringing criminal proceedings if that
is in the public interest. It is a matter of policy whether the
Prosecution will act and, 1if so, what it will do. This policy is
laid down in so-called Guidelines for Investigation and
Prosecution. To know what the law in action is like, you need to
know what these Guidelines say.

In 1976 the Minister of Justice issued ;uidelines for the inves—
tigation and prosecution of drug offences. In these guidelines

the Dutch government translated the international trend into the
less prohibitionist, less retributive and less punitive criminal

justice policy traditionally pursued by the Dutch, 1in an attempt

to reconcile its international obligations with its national

commitments and national political options.

In line with the international trend, the guidelines give top
priority to the investigation and prosecution of production,
import, export and large scale traffickng. In such cases,
prcsecutions are brought and the sentences demanded by the
Prosecution at the trial must as a rule exceed the statutory
minimum by a number of years.

The guidelines specify a milder approach in the case of four
categories:

a) users who deal in hard drugs in order to provide for their own
needs or who are found in possession of more than a small
quantity: in such cases the public prosecutor must demand a
prison sentence, but is free to determine the length of the
sentence to be demandtu;

b) possession of a small quantity of hard drugs for personal
consumption: no specific police investigation, no pre-trial
detention and as a rule no prosecution.

c) dealing, possessing and producing a maximum of 30 grams of
marihuana: no specific police investigation, no pre-trial
detention and as a rule no prosecution.

d) sale of marihuana in small quantities by a reliable person in
a youth centre (known as a house dealer): no prosecution unless
the dealer trades provocatively or openly advertises his wares.

From these guidelines evolved a practice which was summarised by
the Minister of Justice nire years later, 1in 1985, as follows:
"Hard drugs: criminal investigation and prosecution are
directed against trafficking. No criminal ©proceedings
against users."
Consequently no person is subject to imprisonment or prosecution
solely because he or she wuses drugs. Instead users are, in
accordance with the government policy set out before, approached
by organisations of a multi-functional network providing finan—
cial, social and medical assistance to addicts.
"soft drugs: the small dealers and users are left undistur—
bed by the police."
In practice this means that tne police do not interfere with
marihuana sales in coffee shops, unless the dealers are selling
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to persons under 16, selling large quantities or advertising. |
give you two example o illustrate the present situation:

(1) A coffee shop owner filed a complaint against the Amsterdanm
Police with the Police Complaints Board for raiding his shop
although he had observed these rules. My colleagues and 1| held
that the complaint was justified and the police admitted they had
been wrong. (2) As from January of this year the Dutch Ministry
of Finance is taxing the profits which the coffee shops make on
soft drug sales.

For many foreigners this 1is a somewhat confusing state of
affairs: the law formally declares certain acts to be punishable
but the law enforcement agencies do not prosecute them in
practice. According to Dutch Penal Law, this is legal. But still
you may ask, why the Dutch prosecute some crimus like murder and
rape and yet leave others unpunished. The answer is that the
Dutch have a pragmatic value-for-money approach. Otherwise we
would not, as a small country, be able torun the biggest portin
the world and have a number of well-known multinationals like
Shell, Unilever and Philipa. After defining their objective
therefor, they take a close look at the means at their disposal
to achieve that objective. The objective of Dutch drug policy is
to restrict the risks of the use of dangerous narcotic drugs as
effectively as possible. Is criminal law in that context an ally
or an enemy ? Sometimes it is an enemy. Take for instance the
cannabis situation in Holland before 1976.

Until then no legal distinction was made between marihuana and
hard drugs. This meant that marihuana was forced into the
criminal sphere in common with hard drugsand that it was sold in
the same places and frequently by the same dealers. It was, it*
other words, fully integrated into the hard drugs scene. The
Dutch Government decriminalised the possession and trading
small quantities of marihuana because it feared that the uninten—
tional effect of law enforcement might be that marihuana would
act as a stepping stone to hard drugs. This deeriminalisation
policy was intended to separate the markets for marihuana and
hard drugs and to vremove the sale and consumption of marihuana
from the hard drugs scene.

This policy was successful: the markets were separated and the
overwhelming majority of marihuana users did not_ graduate to hard

drugs. The experience of over 12 years has shown that - at least
within this Dutch context - the gateway (or stepping stone)

theory 1is not true. And this policy had another positive result:

the number of new wusers has decreased shortly after the govern—
ment decided on the decriminalisation of cannabis in 1976 despite

the fact, that since then marihuana became more freely available
in Holland 6). This is even more remarkable when compared with
the situation in West Germany, our neighbour, where the sale and
possession of marihuana are a criminal offence and prosecutions
are brought: the percentage of young Germans who admit to ever
having used cannabis (lifetime prevalence) is approximately twice
as high as in Holland.

* See table 4, p. 15.
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Law enforcement a suitable instrument for the fight against
illicit drugs ?

This is, in a nutshell, the Dutch drug control policy and the way
it works. You may like it or dislike it. It is true, we have not
managed to attain a drug-free society. But what country has ? On
the other hand, the low level of law enforcement has not. - to say
the least - resulted in a higher level of drug use than in other
Western democracies. And even 12 years of decriminalisation of
marihuana have not increased its use. And finally, we have
managed to keep our drug users in relatively good health and to
limit the number of addicts with AIDS.

In my vi* », the importance of Dutch drug policy and its results

is that it encourages us to rethink the role of criminal law and
law enforcement in coping with drug use. There is ample reason to
do sj. And this applies equally to the Dutch situation. Hence,

although the role of law enforcement may - as the Dutch Minister

of Justice put it - be only a "supportive"™ one, and less impor—
tant than in many other countries, it is still a meaningful

factor in the Dutch drug control policy. This seems to be
connected above all with the fact that the general public

considers that drug trafficking should carry heavy penalties.

But: this does not in itself mean that law enforcement is a
suitable instrument for the fight against drug trafficking. Until

now there has been no evidence of this. Is this due to an inade—
quate level of investigation and prosecution, to light sentences,

to a lack of powers fcr the police or to deficient international

cooperation ? Or is criminal law, instead structurally unsuit—
able for the fight against drug trafficking ?

Allow me to end this lecture by stating my personal views on this
question.

For nearly 30 years penal provisions and law enforcement have
clearly proved wunable to prevent a situation in which illicit
drugs are sold on a large scale and are used by millions and
millions of people all over the world.

I put it to you that this is not surprising because it follows
from the very structure of the criminal law. And I also put it to
you that law enforcement i3 not our ally in the fight against the
use of drugs. These are my arguments:

The goal of law enticement 1is to prevent undesirable behaviour.
We punish wrongdoers 1in the hope that they will not repeat their
behaviour (individual deterrence) and that others in turn will be
scared off (general deterrence). Andwe punish by way of retribu—
tion. The degree of retribution takesinto account the extent of
the criminal®s guilt. We may not exceed the bounds of what is a
well-deserved punishment, given these factors.

This rule of criminal law is common to all civilised nations.
However, it 1is precisely this rule wnich creates the first
structural weakness of the criminal law in its fight against
illicit drugs. If one only uses illicit drugs, the perpetrator
and victim are to a large extent one and the same person. There



