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Opening of the Seminar at 9:45 am. 
 
Mr. Bruno TANCHE, AMPT 
 
Ladies and Gentlemen, I wish you all welcome, notably those who are joining us this morning 
and who are decision makers or those people who you met yesterday during the visits. 
 
I would especially like to thank the European Commission Direction G4, service of transmittable 
diseases, rare and emergent, without whom this conference could not be possible.  I would also 
like to thank the personnel of the AMPT for the work done.   Until now, the organization has 
gone quite well and I would like to thank the secretary and the personnel who participated in the 
organization of this day. 
 
It is important from here to remind you of today’s program.  I am going to begin by explaining 
the history of this research, notably the history of the first questionnaire which we called 
TOXMED 1 and some of the results.  I think as well that I will reiterate on some of the 
difficulties we found in the results. 
 
Following this, Marie JAUFFRET-ROUSTIDE, from the CNRS, will speak to you about the 
methodology put in place for TOXMED 2 and the results from TOXMED 2 in which you will 
participate and for which we have given you questionnaires.  The intervention of Marie 
JAUFFRET-ROUSTIDE will be done under the authority of Professor Xavier THIRION, with 
the Laboratory of Public Health in Marseille. 
 
We are going to speak, Marie JAUFFRET-ROUSTIDE and myself, normally for about an hour, 
two times a half hour, then we will have a debate and after this, lunch. 
 
We will then reconvene at 2:00 pm, for a round table about  the questions brought up yesterday 
morning with you and which seem to me particularly interesting because this concerns effectively 
to try to compare a number of concepts that we share or perhaps do not share in the different 
countries that are gathered, today in this room. 
 
The History of the TOXMED Project 
 
Mr. Bruno TANCHE, AMPT 
 
I am going to rapidly trace the history, the methodology and some of the results from the 
TOXMED 1 project, a project which consisted of studying the health of intravenous drug users in 
four port cities in Europe, to exchange our knowledge and to enlarge the variety of possible 
responses. 
 
We are speaking of a project financed by the Commission of European Communities and which 
has benefited from supplementary health from the French government, AIDS Division, as well as 
the PACA region and the city of Marseille. 
 
This project, which was proposed in 1997, departed from the base in which drug use, in all of 
Europe and particularly in France, has changed considerably in recent years including changes in 
users, products consumed, associated pathologies, changes in public politics which are at the 
same time about treatment but equally repressive policies. 
 



It is true that Europe, for long an abstract concept, is becoming more present in our daily private 
and professional lives.  It is therefore during our meetings with British professionals, in London 
in 1990, that we had the idea to create the first “Low Threshold” structure in our country. 
 
Europe then, from communal rights and the construction of the Schengen space, became a reality 
which has allowed us to confront, at times rudely, different treatment policies practiced in the 
European Union. 
 
In effect, the late appearance, at any rate in the south of Europe, in policies of risk reduction and 
damages, especially through the use of substitution prescriptions and from the opening of “Low 
Threshold” structures, constitutes a major change for which it was essential for public actors and 
managers to manage the effects and evaluate the pertinence. 
 
And for this, it was to be sure, indispensable to be rid of faulty results, comparable and objective, 
but especially, compared to comparable results from people infected by HIV, we needed to 
understand why there were certain differences between countries, what is behind trends and what 
has been the effectiveness of different policies. 
 
If our desire to proceed with such research was effective, there was much to be desired in our 
knowledge.  It was from this deficit that emerged a collaboration between our institute and the 
AMPT, the Mediterranean Association for the Prevention of Drug Addiction, manager of 
different treatment services in Marseille and the Bouches – du – Rhone region, and the ORS, 
Regional Observatory of Health – an organization specialized in the analysis of public health 
problems and the evaluation of sanitary problems. 
 
TOXMED 1 was based on a certain points and interrogations. 
 
To begin: 

- a higher rate of HIV in southern Europe 
- a rise in the number of  drug users in a situation of risk using specialized treatment 

centers 
- a deficit in socio-sanitary information concerning populations using low threshold centers 

and globally an absence of information other than for AIDS and hepatitis 
- to conclude, an absence of evaluation on a European scale for institutional responses, 

notably for structures recently put in place in different countries for the most 
marginalized drug users. 

 
The OFDT, French Observatory for Drugs and Drug Addiction and the European Observatory, 
had already done an overview of the situation, noting the inherent difficulties in any comparative 
process, difficulties in particular due to the diversity of data gathering, interpretation thereof and 
the definitions used. 
 
These points should have put us on our guard, more than it actually did.  At any rate, these points 
are what the end of our project showed us! 
 
It was therefore in this context that a project was submitted to the DG5, in Luxembourg, 
concerning the “possibility of a multicentric study in three European port cities in southern 
Europe and a European city, based on the socio-sanitary characteristics of drug users in view of 
the definition from a circle of experts”. 
 



At the beginning, our desire was to proceed with a double comparison: above all, geographic, 
North/South between three ports in the South – Genoa, Marseille and Barcelona – and a European 
northern city, Dundee; second axis of comparison, in terms of treatment centers, notably between 
those qualified as being “low threshold” and more classic treatment centers. 
 
To try to achieve this objective, it seemed necessary to us to use three kinds of results: 

- define one or many common methods to allow us to understand or better understand the 
sanitary situation of the most marginalized drug users 

- defuse and analyze the context of the working of each treatment center in each of the 
countries concerned 

- create a circle of experts willing to realize comparative studies about different sites. 
This was our goal. 
 
Beyond the results, our goal was also to begin a reflection between field teams working in 
different countries as well as between clinicians and researchers. This reflection should be about 
our clients but also about our methods of data gathering, which should, improve our knowledge, 
notably about the socio-sanitary situation of our patients. 
 
Understandably, the construction of the first network and the choice of participating countries 
were determined by the pre-existence of a certain number of relations.  For quite a long time, the 
professionals of the AMPT working with different health institutions of care in certain European 
Countries and particularly, border countries, like Spain, Italy as well as, outside of Europe, 
Switzerland. 
 
Without really speaking of a common culture, we can assure you of a good knowledge of centers 
and current practices in respective countries. 
 
This is why, in the 90’s, we were faced with a catastrophic sanitary situation, known in many 
European countries, but especially those in the South, a common reflection between certain 
clinicians. 
 
Our debates were based honestly on ways to combat the epidemic but also on the pertinence of 
our structures and on the question of access to treatment. 
 
It was therefore, not by chance that the “low threshold” services came to light almost 
simultaneously, for example in the beginning of 1993, by the AMPT in Marseille and by the Red 
Cross in Barcelona. 
 
Naturally, and because our preoccupation were equally those of our colleagues, the professionals 
of SERT, Service Specialized in Drug Addiction, and of AFET, the Family Association against 
the Exclusion of Drug Addicts, based in Genoa, replied favorably to our solicitation, like those in 
Barcelona. 
 
We now just had to find a city, situated in the North, which could be a counterpoint to the 
similarities that we had presented in the panorama of the three Mediterranean ports. 
 
It was in this way that, knowing certain members of the team from the Harm Reduction  Center in 
Dundee, we were able to associate ourselves with our Scottish friends in our study.  An embryo 
of a network began to take form. 
 



This was therefore the initial project, an ambitious project which, as we will hear, lay at the base 
of our ambitions.  In effect, a certain number of contingencies and short delays raised difficulties 
that modified and retarded our putting in place of our network. 
 
As well, the disparity of partner institutions on the project, notably the fact that certain among 
them did not possess or do not possess now a “low threshold” structure, which led us to abandon 
the original comparative study and to enter this project with the larger common denominator, to 
know the populations the most precarious and therefore to address only “low threshold” centers. 
 
In a general way, we also underestimated the difficulties of methodology as well as those 
associated with professional cultural differences between researchers and clinicians.  Because we 
did not consider the cultural and linguistic side of our research, we also lost precious time.  But 
one must at times know how to lose time, as Jean-Jacques SANTUCCI said, lose ones way in 
order to better find it. 
 
So, what did we learn from the feasibility study that appeared in the pre-study in four partner 
cities in the first TOXMED network? 
 
Results from the TOXMED 1 Feasibility Study 
 
Mr. Bruno TANCHE, AMPT 
 
This study was based on the construction and distribution of a pilot questionnaire that was broken 
into three parts: 

- the socio-cultural characteristics of the subjects 
- the drug practices of users over the last six months 
- the health problems manifested over the course of the last twelve months 

 
The protocol foresaw the systematic diffusion of the questionnaire, to drug users who came to 
four centers during 12 months, precisely between the 22nd of June and the 20th of August 1998. 
 
A bad explanation and therefore a bad understanding of protocol, as well as problems of 
availability of contacts in the field, resulted in unequal durations of result gathering in the 
different sites. 
 
On this subject, in certain structures, only users of users of injection drugs were offered the 
questionnaire. 
 
Also, in regard to the number of questionnaires studied and methodology, the results obtained 
could not consider the differences and the weight of local particularly. 
 
In effect, the results were based on 106 users and concerning the socio-demographic, the process 
in the drug addiction, the situation in relation to HIV infection or hepatitis, as well as other 
sanitary problems faced by these people during the current year. 
 
 
 
 
 
 
 



Also, with all the precautions of use, it is possible to say that the group having participated in the 
study was characterized and continue to be characterized in the following manner: 
 

- they are principally men (with a sex ration of 2/8) who are on average 31 years of age; 
- this group is a part of a social insertion level that is particularly fragile – the majority of 

users do not exercise a recognized professional activity, few among them have 
independent lodging and more than a half are incarcerated. 

 
In this context, the source of economic revenue seems determinant on a socio-demographic 
profile, notably concerning lodging and social cover.  It is possible to divide the whole into two 
large groups: 

- those who have revenues coming from social cover 
- those who have revenues coming from parallel activities or “non-institutional”, meaning 

work under the table, dealing or other forms of delinquency. 
 
Concerning practices relative to drug use, we note: 

- that they are principally users of heroine 
- more than two thirds consume daily 
- that most of them inject 

 
We also note that half of the users (52.8%) take substitution products with or without 
prescription. 
 
Still concerning drug use practices, it seems that the youngest users began taking drugs much 
earlier than their elders and that the women declared use beginning later than that of the men. 
 
Concerning products consumed, heroine use was less among users from 25-35 years of age, who 
preferentially used cocaine. 
 
Concerning the subject of revenue as an indicator of the level of insertion, users of heroine were 
the most vulnerable, in the measure where their revenues came mostly from illicit activities. 
 
Concerning infectious pathologies and users having knowledge of their serology status in relation 
to HIV, there exists a link between this status and their number of incarcerations.  None of the 
subjects incarcerated once declared themselves HIV positive, against 42% of those who had been 
incarcerated more than three times. 
Concerning the serology HCV, the incarceration time could be the time when the user could have 
a test with a good transmission of results.  Those who had never been incarcerated had a less 
good idea of their serology; 37% did not know their serology, compared to 15% who had been 
incarcerated. 
 
From the point of view of practices causing risks, we did not see that the lending of shooting 
equipment is linked to the frequency of consumption. 
 
On the other hand, the use of condoms is independent of all characteristics: social status, choice 
of drugs, sex, age, etc. 



 
The principle problems of health met by drug users during the last twelve months, the last part of 
the questionnaire, rest principally: 

- dental problems, and by the way I am not sure that this has changed 
- accidents and divers trauma 
- complications due to injection 

 
To conclude, those individuals in the most precarious situations, those who declared they had no 
resources, had a much greater risk of trauma (accidents, wounds). 
 
It is good, understandably, to situate these results in a feasibility study to come and not in a study 
already carried out. 
 
The number of subjects researched, the fact that a large number of questions could not be, for 
methodological reasons could not be used, the absence of a North/South comparison, and on this 
fact, the elaboration of this kind of European user at risk profile, has but little sense. 
 
In fact, the questionnaire that you had for the TOXMED 2 study had little relation with that which 
was made and filled out during the feasibility study because it was greatly modified. 
 
Another of our objectives was to go towards the greatest homogeneity in our research methods, in 
order to make possible common evaluation and to be able to eventually compare our publics and 
our practices. 
 
I would like to note that this objective was not truly met.  In effect, the disparities were largely 
under estimated: 
 

- disparities in centers, concepts, the notion of risk reduction does not have the same sense 
for everyone and we spoke about this yesterday morning 

- disparities in practices from the use of a single exchange of syringe in Genoa to the 
prevention of sexual risks in Dundee 

- the disparity of clients, at the same time intravenous drug users to homosexuals and users 
of doping products 

- disparity of evaluation procedures which were extremely different, in view of certain 
ethnic practices concerning evaluation 

- and finally, the disparity concerning the attempt at this research – and I believe that this is 
a fundamental point – considered by some to be a sanitary idea, more global for others 
and more in line with a reality of practices of rigorous epidemiological analysis 

 
The shedding of light on the identification of the group of difficulties previously brought up 
justified the necessity of doing the first study, which allowed us, to initiate and favorite the 
exchange and transfer of experiences and competencies. 
 
The base of future collaboration was launched, as well as the conditions of a true method of data 
collection, as standardized as possible. 
 
Even so, the sum of work that this project needed was not begun immediately, and in agreement 
with different partners, we waited one year before proposing it to the European Community.  It 
was then in September 2000 that a new project was submitted to the DG5, in which we expressly 
asked that a larger number of European Community countries be involved. 
 



The TOXMED 2 project was put into place in December 2000 and it was to be completed one 
year later.  A request for extension of six months, accepted by the CEE, has led us to meet today. 
 
The partners have changed, the network has grown and we have wanted to change our 
organization of experts. 
 
As well, a researcher from the INSERM, Marie JAUFFRET-ROUSTIDE, from the CNRS 
Cesames University Descartes Paris V, has been given the responsibility to rethink and coordinate 
the study, under the kind authority of Professor Xavier THIRION, from the Public Health 
Laboratory in Marseille. 
 
There we are!  I hope I have at least a little respected the speaking time that was allotted to me. 
 
Presentation of the Results from TOXMED 2 
 
Mrs. Marie JAUFFRET-ROUSTIDE, Researcher with the INSERM, CNRS CESAMES, 
University Descartes Paris V 
 
We are now going to go on to the results from the quantitative study TOXMED 2.  As Mr. Bruno 
TANCHE spoke to you about earlier, I was not present during the first study and I therefore 
began during the course of this one, about a year and a half ago.  I am going to begin by giving 
thanks to all those who participated in this study.   
 
From a scientific point of view, this study was coordinated by Professor Xavier THIRION and 
me.  We have been charged with the creation of the questionnaire, the follow up of the study and 
the analysis of the results.  
 
But I would especially like to thank Chantal BERTOVELLO, from the Department of Medical 
Information, who did the construction of our dossier and who very much helped us with the 
analysis, Veronique GONZALEZ and Isabelle PERLES, the AMPT who recuperated more than 
500 questionnaires, which represents a significant work and finally – I cannot name everyone, 
about 30 people who were local coordinators from twelve European countries, who are here 
today, as well as the personnel from the AMPT, who were at each of the sites. 
 
Presentation of a Slide Show 
 
Concerning the methodology, with Professor Xavier THIRION, be based our work on the pre-
study of TOXMED 1.  A questionnaire already existed and we tried to remodel it – I will explain 
this later – in function to the most recent preoccupations and we also tried to adapt to the 
particularities of each of the European countries. 
 
Twelve countries, this time, participated in TOXMED 2, therefore those countries nominated 
“low threshold”.  That is to say that from the start, the criteria of inclusion for the structures was 
that they were “low threshold”.  So, to “verify” this – in quotation marks- several coordinators 
were nominated from the AMPT and went to each of the countries to see if, effectively, there was 
homogeneity from the point of view of the characteristics of the centers. 
 
This is the ensemble of the countries participating in the study: Spain, Germany, Switzerland, 
Italy, Greece, Holland, Sweden, Denmark, the United Kingdom, Portugal, Ireland and France. It 
total that makes ten different languages – and I will come to that and the end of my presentation – 



which made the study more complicated, especially in terms of translation of the questionnaires 
and also in the analysis of the oral questions. 
 
From the point of view of method, as I have said, the personnel from the AMPT, went to each 
country to gather the qualitative results which allowed us to have an idea, in fact of the public 
policies in action in each of the countries.  Equally, during these visits, contact was made with the 
personnel on site to designate a local coordinator who would be responsible for the supervision of 
the research in each of the European countries.  These lists were also used to adapt the 
questionnaire to local specifications.  Next, the questionnaire was the same in each of the 
countries but we also wanted it to be filled out in the same way in the totality of the European 
countries.   
 
On the level of inclusion criteria, we asked local coordinators to include in the study any person 
who saw himself as a drug user, whether it is known or unknown by the structure and who came 
to the structure during the period of inclusion.  And each user was only questioned one time. 
 
The investigation lasted four months while at the beginning we thought it would take two.  But 
we asked for fifty questionnaires in each country and according to the structures that was easier or 
more difficult to do and so we preferred, in order to have a higher number of replies, to prolong 
the duration of inclusion. 
 
Presentation of a Slide Show 
 
On the level of the responses, all the centers that were represented have replied and participated 
in the themes and we received in total 522 questionnaires that were usable, compared to 600 
questionnaires planned for. 
 
You are going to see two kinds of presentations. We did three kinds of analysis: a global analysis, 
then a country by country analysis, and finally we decided to do a North/South comparison 
because the country by country analysis did not bring out the specific points that we found 
sufficiently exploitable.  Therefore in the final report, you will have a country by country 
analysis, but, today I am only going to provide a global analysis, in the first place and then, the 
North/South comparison. 
 
Presentation of a Slide Show 
 
On the level of the global analysis and on the subject of global insertion, speaking about 
indicators related to socio-demographic characteristics, we can note, like in TOXMED 1, that 
there are very few women: 23%. 
 
Concerning the average age, it is higher than in TOXMED 1, because we have there, around 
thirty – four and a half. 
 
We also see that the users of drugs included in the investigation are very fragile from the point of 
view of social insertion: 38% lived alone, 25% were without lodging, that is to say that they don’t 
live with their close ones or their parents but are “on the street”, 84% are without employment, 
38% are without social cover and 65% have been incarcerated at least once during their lives. 



 
Presentation of a Slide Show 
 
Next, we asked questions about drug consumption during the last two months, distinguishing 
products from methods of consumption. 
 
We see that, globally, like in TOXMED 1, heroine was consumed in majority, by 60% of users 
and that intravenous method was equally significant, in 70% of cases, even if it is true, at any rate 
in France, that we speak more and more of a lessening of injections.  But, there, on the European 
level, we see that this number is still high.  Continuing, 15% of users consume heroine by sniffing 
and 32% smoke heroine.  The rate of the smoking method is related more to northern countries 
and more particularly in Holland. 
 
Next, we have more users taking methadone than in TOXMED – 1.62%. 
 
The buprenorphine is not much used, 7%, and we spoke about this yesterday: moreover these 7% 
are quasi unique in France.  It seems to me that, of those 522 who replied, we must have 25 
people in France who are taking buprenorphine and 4 or 5 cases only, therefore few cases, in 
other countries.  We spoke yesterday about the injection of buprenorphine: we note that in the last 
two months, there is a little less than 20% of users of drugs who consumed this substitution 
treatment by intravenous and 21% by sniffing.  So, we have about 42% of users who have 
consumed, in the last two months, buprenorphine in a way other than in an oral way. 
 
Speaking about cocaine, we speak much about the rise in the consumption of cocaine at this time 
in France and we see effectively that there are still 37% of drug users in the ensemble of the 
countries who declared that they had consumed in the last two months.  And we will see later that 
there is a great North/South difference with this product. 
 
Finally, for crack, in France or at any rate in Marseille, we see that a relatively important group 
because we have 16% users of crack.  But we will see, later, that there is a large difference. 
 
Presentation of a Slide Show 
 
Concerning the use of drugs in the last two months, we asked questions about other products. 
 
We see that there are 65% users of cannabis, 79% for tobacco, 48% for alcohol, 13% for ecstasy 
and 16% for amphetamines.  Concerning amphetamines, we have had a bit of the same situation 
as for the buprenorphine in France, that is to say that it is Sweden in fact, that has made the 
percentage rise because, in Sweden, we have 80% of users of drugs who declare having 
consumed amphetamines in the last two months and a large group by intravenous methods, in fact 
almost 60%. 
 
Presentation of a Slide Show 
 
Next, concerning medication, Professor Xavier THIRION was more particularly interested in the 
consumption of medication.  And there, we had a bit of  a worry because we left the possibility to 
users to fill themselves the names of medications and we found ourselves with a number of 
medications that we don’t know of because the names are different in the ten countries.  We 
therefore tried to gather the group that we could recognize and we present you these elements. 
 
But on this tableau, I am going to ask Professor Xavier THIRION to speak. 



 
Mr. Professor Xavier THIRION 
Laboratory of Public Health, Marseille. 
 
Concerning the results on the medication, we se that for diazepam, or Valium, which is in France 
a product little used but more used in the US, which is also the case for the study because we only 
have 40 examples of it.  According to what Marie JAUFFRET-ROUSTIDE has explained, the 
number “40” means at least “40” examples.  
 
Flunitrazepam or Rohypnol, which is a big problem for different countries in which the product is 
used, is mentioned often, 25 times, keeping in mind that very few European countries have 
authorization forflunitrazepam. 
 
The others, clorazepate dipotassic and benzodiazepine, are mentioned much less often because 
effectively, there are many different products in European countries, benzodiazepine means 
“without other indication” meaning that the user did not know how to indicate with 
benzodiazepine he used. 
 
Mrs. Marie JAUFFRET – ROUSTIDE, AMPT 
 
Just a last note that you probably noticed, the half of the medications which are consumed by 
drug users come from the black market. 
 
Presentation of a Slide Show 
 
Concerning practices causing risks, we have asked questions to users asking if in the last two 
months they have used intravenous method and 57%, so more than half, declared that they had 
injected during the last twelve months.  We also asked them if they had lent or borrowed injection 
material: 27% had borrowed and 27% had lent.  We will see later that there is a large difference 
between North and South.  And 12% of users affirm that they encountered difficulties in getting 
injection material. 
 
Presentation of a Slide Show 
 
Concerning treatment, 52% of users replied that before coming to the structure in which they had 
been questioned, they had had an earlier follow –up, therefore more than half. 
 
We have 62% of users who are following a substitution treatment.  There, this is not perhaps 
revealing of the population of drug users, but this does take into account those centers in which 
we have questioned users and we saw yesterday, when the total of the participants are present, 
because for the most part you can dispense methadone, and therefore this number is also linked to 
the specificities of the centers.  And we can see that there are really a large majority of drug users 
who are using methadone, 91% and 7% using buprenorphine, with the same number as earlier, 
essentially in France. 



 
Slide show presentation 
 
We have also asked questions about sexuality, notably: “during your last sexual intercourse, your 
partner was…” 
 
For 69% of users, it was a regular partner; for 51% this partner was a user of drugs; for 7% this 
partner was HIV positive.  And 37% of users stated that they had used condoms during their last 
sexual intercourse and we will see later that there are also differences between North and South. 
 
We then posed to them the question: “do you think that you have practiced un-safe sex?”  In total, 
28% of drug users thought that they had had un-safe sex.  There also we see that there are 
differences between North and South. 
 
Slide show presentation 
 
On the level of health, we asked if they had been hospitalized during the last twelve months.  
Almost 40% of drug users had been hospitalized during the last twelve months, which is a very 
significant figure; 14% were carrying HIV, of which 57% were in treatment; 42% were carrying 
hepatitis C, of which 16% were in treatment. 
 
For hepatitis C and HIV, we will see later that furthermore, for a certain number of cases, a high 
number, that the serologies are not known, most particularly for Greece where we find no cases of 
HIV but a very significant number of drug users who say that they do not know their health 
status. 
 
14% of drug users are carrying hepatitis B, of which 16% are followed up on, and 14% of drug 
users are vaccinated against hepatitis B.  This question was asked following a visit that I had done 
to the United Kingdom, during which James CAMP talked to me about a vaccination campaign 
against hepatitis B that took place there and so we then thought that it would be interesting to ask 
this question.  We will see that there is a difference there too, between the North and South. 
 
Slide show presentation 
 
Still concerning health during the last twelve months, like for TOXMED1we see that the most 
frequent pathology encountered by users of drugs are dental problems: 68% have dental 
problems, of which only a little more than half had been seen by a dentist for dental problems.  
 
To continue, for respiratory, cardiac and dermatologic pathologies, we are close to the same total.  
There are, there too, several small differences between the north and the south.   
 
And we note a significant number of cavities, because a quarter of drug users have had a cavity 
during the twelve last months.  
 
Concerning overdoses, I will make it more precise because I presented it badly in the tableau, we 
did not ask if the user had had an overdose in the twelve last months, the question was: “in your 
lifetime have you had an overdose”?  And we note that half of the users of drugs said that they 
had had an overdose in their lifetime. This is important to make precise.  
 



On the level of the STDs, we have a rate that is a little high: 5% of drug users said that they had 
had an STD in the last twelve months, but that was related to the fact that it was women who 
replied to that question so it was not that revealing. 
 
Slide show presentation 
 
Before going to the North/South comparison, a few words about the difficulties that we have met 
also in the context of TOXMED 2. 
 
To begin, for the translation of questionnaires.  For reasons of budget, the translation of the 
questionnaires was done, in effect by the local coordinators, in collaboration with us.  We have 
found that just at the AMPT we are competent in a certain number of languages but there are 
others in which we are not.  Therefore, we have tried as much as possible to verify the totality of 
the translations.  Apparently, there were not too many difficulties but it is true that it is possible to 
give the work to professional translators and in the future that is what we with to do.  
 
We have also come across other difficulties related to the fact that on certain questions the level 
of replies was not significant and therefore we decided not to use them. 
 
Concerning the auto-administration of the questionnaire, three-quarters of users had filled out the 
questionnaire themselves but we sometimes had an unequal filling out, that is to say that at the 
end of the questionnaire, certain people, maybe left to reply to the questions, stopped filling out 
the questionnaire, which is understandable because it was quite long. It could have also been a 
question of confidentiality, because we had foreseen from the beginning a situation in which the 
questionnaires would be put into a box and then sent to the AMPT but in fact they were only sent 
in the envelopes and it is true that we can imagine, like in any study of this type, that certain 
people might hesitate to answer certain questions, in particular those about drug consumption. 
 
We also came across a problem of coherence in the replies.  In certain questions, we have users 
who speak for example – or perhaps it is I who is not familiar with this practice – of smoked 
methadone because it is usually presented in a liquid form.  Therefore, this seemed a bit curious 
to us.  Injected crack exists, but there, for smoked methadone, we asked ourselves a certain 
number of questions about the coherence of the replies.   
 
But one of the biggest difficulties was the translation of the open questions because there, the 
drug users and the coordinators who helped them to fill out the questionnaires replied in the 
language of the country and that was very complicated for us, and especially for the collection, to 
be able to understand the details of the open replies.  And we also encountered difficulties for the 
denomination of the medications because we had a hard time, as I said earlier, in recognizing 
medications and to see to what they corresponded in a French denomination.  
 
We will next go on, to end, to the comparison between North and South.  



 
Slide show presentation 
 
Here is the classing that was done concerning the placement of North or South of a country, this 
was a little difficult because we wanted to have a number of questionnaires that was relatively 
equivalent in each of the two columns.  For the northern countries, we did not have any difficulty: 
Sweden, Denmark, Ireland, The United Kingdom, Holland, and Germany, for us there was no 
doubt, we classed them as northern countries. On the other hand, we classed Switzerland with the 
southern countries and we could ask them what they thought.  Therefore, we put it with the 
southern countries: Switzerland, France, Italy, Spain, Portugal and Greece.  That gave us 277 
questionnaires in northern countries and 245 from southern countries.  
 
Slide show presentation 
 
When we look again at those numbers connected to social insertion, we can see the differences 
between the countries of the North and those of the South.   
 
The most important difference concerns isolation and family life: in northern countries drug users 
live much more often alone and much more rarely in a family.  And one of the consequences, but 
this is a hypothesis, the solidarity of the family was more important in southern countries; we 
asked ourselves if this familial solidarity did not have an influence on the other indicators of 
insertion because, in fact, in southern countries there are less drug users who are homeless. In 
southern countries, when they have children, drug users live more often with them, while in 
northern countries children are more often placed outside: drug users for whom children were 
placed outside represented almost 50% in northern countries while they were only 26% in 
southern countries.  
 
The level of drug users without employment was very significant in northern countries: 90% of 
cases were without employment.  And there is also a significant lack of social cover: 70% of drug 
users in northern countries had no social coverage. 
 
The last indicator, incarceration: almost 80% of drug users in northern countries were 
incarcerated, contrasted to only half of drug users, 49% in southern countries. 
 
We can discuss all of this in the coming debate and this afternoon because the questions that we 
have prepared for the round table are directly linked to the questionnaires. 
 
Presentation of a slide show 
 
Concerning consumption during the two last months, we can see that there is practically no 
difference between northern and southern countries in consummation of heroine, methadone, 
cannabis, alcohol or ecstasy. 
 
The significant differences concern buprenorphine – we spoke about this earlier – cocaine, for 
which consumption is much higher in southern countries, where more than half of all drug users 
said that they had used cocaine within the last two months.  It is true that in France we speak a 
good deal about the reappearance of the use of cocaine and one of the regions the most affected is 
the PACA region.   In effect, this seems to be in concordance with what we have seen in 
TOXMED. 
 



On the contrary, the use of crack is much more significant in northern countries, where 27% of 
drug users consume it, compared to only 3% in southern countries.  We can speak about this later, 
but concerning crack, we asked ourselves the question in the context of another study - the 
structure (TREND) of the OFDT: we asked ourselves if in southern countries and in particular 
Marseille, certain drug users consume crack but don’t call it crack and consider that it is cocaine, 
or perhaps the difference is linked to the fact to the name of the product and the service needs that 
the users have.  Crack has a much worse reputation in southern countries and so we could 
effectively think that drug users take less risk in calling this product cocaine.  
 
Another difference, about amphetamines – I spoke about this earlier: 25% of drug users in 
northern countries consume amphetamines but in the south, it is Sweden that brings up that 
percentage. 
 
Presentation of a slide show 
 
Concerning the treatment, there isn’t much to say because the numbers are about equivalent, 
except for buprenorphine.  We can see that half of drug users, in northern countries as well as 
southern countries, have had a past follow up.  Methadone is more used in northern countries but 
the result is related to the importance of buprenorphine in France, even if, according to what we 
heard yesterday, things could change because for Italy and Sweden, there is the question of using 
buprenorphine in the next months. 
 
Presentation of a slide show 
 
Concerning practices causing risk, the differences are interesting.  Concerning intravenous 
injection, for a long time we had said that there are not more intravenous drug users in southern 
countries than in northern countries.  However, in our study, it appears that there are a more 
significant number of intravenous users in northern countries. 
 
About the sharing of equipment, the numbers have not changed in relation to the results from 
TOXMED 1, and in relation to what we know: that is to say sharing practices are more significant 
in southern countries, even if they are also important in northern countries, because in the south 
one third of drug users share material compared to one fourth in northern countries.  And if this 
leads us to pose even more questions about practices causing risk and sharing practices in 
southern countries, it’s because less drug users said that they have had difficulty to get 
equipment.   This is therefore a question that it seems important to ask this afternoon or this 
morning. 
 
Presentation of a slide show 
 
Concerning sexuality and partner, we can see that there is not a great difference between drug 
users in northern and southern countries.  In comparison, concerning those practices causing risk, 
I have just said that it is in southern countries that more injection equipment is shared while there 
is a condom use, at any rate that is declared, that is more significant than in northern countries: 
43% percent of drug users in southern countries said that they used a condom during their last 
sexual intercourse, compared to only 32% in northern countries. 



 
Presentation of a slide show 
 
Concerning health, we have noted an important difference: many more users of drugs are carrying 
HIV in southern countries, and if we add the percentage of those who are tested positive  but who 
do not know their status in relation to HIV, this number is much higher in southern countries, this 
rate increases considerably, once again in the case of Greece, a country in which we asked 
ourselves questions concerning the absence of knowledge of the serology status among drug 
users.  
 
Concerning le HCV, it is the inverse situation with a higher number of drug users in northern 
countries who are also carrying HCV, but once again, it is in southern countries that users know 
less about their serological status as related to HCV. 
Concerning HBV, there is not really a difference except if, once again, drug users in the south are 
more numerous in not knowing their serological status as related to HBV. 
 
Another interesting difference, whatever be the pathology, is that drug users in northern countries 
have much more follow up in their pathology than in southern countries, whether it be for HIV, 
HCV or HBV, so more followed up on, more often in treatment. 
 
And for vaccination against HBV, a higher number of drug users are vaccinated against hepatitis 
B in northern countries: 47%.  The countries that made that percentage higher are Ireland and the 
United Kingdom. 
 
I have given you some paths of discussion, but after, each of us will suggest the questions that 
he/she wants:  it seems interesting to me to also think about the difference in serological status, 
more than even Greece, in all northern and southern countries and why there are effectively 
differences in the questions of treatment. 
 
Presentation of a slide show 
 
Still speaking about health, the most significant difference was in the treatment of cardiac 
problems. We can see that cardiac problems declared in the last twelve months in northern 
countries where almost 30% of drug users have a cardiac problem, compared with 11% in 
southern countries. Personally, I have no idea about this situation, and perhaps we could discuss 
it.  I though perhaps about the consumption of amphetamines and crack, but as the consumption 
of cocaine is quite high in southern countries, this should be compensative. 
 
Otherwise, there is not really another important difference in the north/south comparison, if it 
isn’t that we can see that in the ensemble of European countries there is a significant number of 
drug users who have had serious health problems during these last twelve months.  
 
Presentation of a slide show 
 
Still speaking about health, about cavities related to injection, overdoses, cuts and wounds, there 
is not a significant difference, even if this goes in the same sense as in TOXMED 1. 
 
The most frequently met problems of health were dental problems, but with an equally high 
number of drug users who had to see a doctor for problems related to cuts and wounds because 
we see for example that in southern countries these problems of cuts and wounds are very 
significant and need a medical follow up for 81% of users of drugs. 



What seems important to me in this table, is the question of a psychiatric treatment: 37%, 
therefore a high a number, of drug users benefit from a psychiatric treatment in southern countries 
compared to 18% in the north.  And when we asked the question “do you think that you need a 
psychiatric treatment?”, 43% of drug users in southern countries said that they needed one, 
compared to only 9% in northern countries. 
 
We could ask if effectively, the offer did not create the demand.  There are questions to ask about 
this.  Why it is that so many drug users in southern countries declare that they needed psychiatric 
treatment?  We must discuss this again, but effectively this is a number that seems interesting. 
 
Concerning difficulties in receiving treatment, 25% of drug users in southern countries had 
difficulties in receiving treatment.  So, at any rate, all the indicators lead us to think that the 
lexicalization of drug users is less high than in southern countries than in northern countries. 
 
I have finished.  I would like to thank you for your attention.  Perhaps we could go to questions 
and answers. 
 
Discussion 
 
Mr. Rodrigo SOUZA COUTINHO 
Ares do Pinhal, Portugal 
 
About the consumption in the last years, it methadone the product most used? 
 
Madame Marie JAUFFRET-ROUSTID, A.M.P.T 
 
In general it is methadone.  However, we have not really used this data.  In fact, as you have seen 
because you participated in the study, there are replies that do not appear on the slides that you 
were shown. 
 
We also asked a question about the mode of attainment of a substitution.  I don’t have the 
numbers at hand but we could give those to you in the final TOXMED report, in order to know 
the difference between methadone obtained with a medical prescription and that which is 
obtained on the black market.  
 
But, just to complete this, we saw yesterday while introducing each other, that in all of the centers 
that participated in the study, there was a possibility of benefiting from a methadone treatment.  
Therefore, this is important. 
 
Mrs. Caroline CORR, 
Merchant’s Quay Project, Ireland 
 
Thank you very much for the results that you have given us. They are very interesting. My 
question concerns the utility of the comparison between North and South and in fact, I have three 
questions to ask you. 
 
The first concerns Ireland: isn’t it a part of the south? Certain people may not agree that it is 
classified with northern countries. 
And while we are speaking about the politics of drugs and drug users, perhaps we should speak 
about systems of social welfare in different countries. 



To continue, there are differences that are shown between northern and southern countries but 
often it is those countries that have specific points that make the differences, it is not a tendency 
in all the countries of the North or South. For example, in southern countries, you say that they 
use more buprenorphine but that is especially in France and not in all southern countries. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
If I well understand your question because we too are in need of headsets, you think that in fact, 
your country Ireland, apparently should be placed more as a country of the South and you have 
asked us why we placed it in the North. 
 
Madame Caroline CORR, Ireland: Yes. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
We will present you, in the final report, the specific, country by country, analysis. When we did 
the North/South comparison, we did it from a geographic point of view. But it is true that 
continuing, looking at country by country- and this surprised us – Ireland was found to have often 
the same specific points and the same characteristics as southern countries in those things that 
concern consumption and practices causing risk. From a geographic point of view we left Ireland 
with the northern countries, but it is true as you say in the sense of what we have seen in national 
specific points.  
 
Next, if I have well understood, your second question concerns the fact that perhaps the 
North/South comparison does not make much sense because certain countries make the numbers 
higher, for example for amphetamines. In fact, I have paid very much attention 
to this question when I did the North/South comparison and the specific analysis by country. 
 
 
And it is for this reason that I have made precise in the two cases, those of amphetamines and that 
of buprenorphine, the levels were artificially increased by the fact that in France we have much 
more buprenorphine – and it was sometimes the only country that had it – and the importance of 
amphetamines in Sweden. 
 
But for the other questions, I think that there was still truly coherence between northern and 
southern countries.  We began to see it when we did a specific, country by country analysis. 
 
Doctor Pierre TOUBIANA 
Mission Aids Toxicomany, City of Marseille. 
 
I would like to ask you two questions.  What exactly was the period of the investigation?  And the 
other part, if I well understood, there is only one structure per country, that is to say that there are 
not several per country; is this the case? 
 
Madame Marie JAUFFRET-ROUSTIDE: Exactly 



 
Doctor Pierre TOUBIANA, France. 
 
Are there not probably some countries that are divided, for example, like France where we 
evidently know the differences there are between the PACA region, in particular, which is closer 
to southern countries, and regions more in the North, like for example l’Ile-de-France, which is 
closer to northern countries? 
 
Professor Xavier THIRION, France. 
 
You are completely right to highlight this.  On the same note, same observation, we saw earlier 
that for cardio-vascular sicknesses we have a classic North/South gradient and this gradient is 
also classic in France: between northern France and southern France, we have the same type of 
gradient. 
 
Therefore, it is true that the classing is arbitrary, we have seen for Ireland, but that also allows us 
to see for northern countries, to class them in the same way, are very different from southern 
countries.  And this also allows us to add to our discussion today, to see if what we see in just one 
centre per country truly corresponds to a bias or differences in disparities, as Mr. Bruno 
TANCHE said, practical disparities, population disparities, conceptual disparities, disparity of 
needs.  This is what is going to add to our discussion today. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T 
 
Just to complete, it is true that the ideal would have been to select in each of the countries, cities 
representing different centers, like we can do in other studies.  But this study is also within the 
context of a partnership and the establishment of a network.  Therefore, in fact, the project goes 
much further than the study.  This study will serve, before anything, as the base of discussions 
and exchange between European partners. 
 
To reply to your first question, the period of the study was from October 2001 to February 2002. 
 
Mrs. Maria-Emilia ESTEVES LEITAO 
Ares Do Pinhal, Portugal. 
 
I am not sure if the causes of more cardiac problems in northern countries have a significant 
correlation to the fact that there are more users of drugs who use intravenous injection than in 
southern countries. Perhaps that could be explicative, it is not sure: what is significant is the 
relationship between this item and cardiac problems. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T 
 
We have presented you really a descriptive analysis that we have done rapidly.  Then, we have 
tried to, with Professor Xavier THIRION, to push the analysis farther.  But one of the objectives 
of this day was also to begin to advance with the hypothesis that we could formulate on the 
results that we have published today. 
 
Mr. Rodrigo SOUZA COUTINHO, Portugal. 
 
Before anything else, I have forgotten to thank the team.  Do you have the percentages of women 
and men concerning the STDs? 



 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T 
 
In fact, only women replied to this question, even though it was asked to everyone. 
 
Mr. Rodrigo SOUZA COUTINHO, Portugal. 
 
If one can apply the methodology to our seminar, would it be possible to place the cases one by 
one? It’s a suggestion that I am making.  And could we also discuss the North/South questions 
like the other questions? 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T 
 
Would you like for us to uniquely take up the North/South percentages or would you like the 
totality? 
 
Mr. Rodrigo SOUZA COUTINHO, Portugal. 
 
It is simple a suggestion to the group. 
 
Mrs. Caroline ADAMSSON WAHREN, Center for Dependency Disorders, Stockholm, Sweden. 
 
I don’t want to speak about users of amphetamines in Sweden, but I would like to say that the 
consumption of amphetamines is a problem that we have had since the 60’s.  Since the 60’s, it is 
the drug that is used in Sweden. We arrived in the middle of the 70’s, when we studied the “low 
threshold” for this drug and we know the average age of the population. We did a study for all the 
users of hard drugs in Sweden, two years ago and we have seen that there is a little difference for 
people who are less than 45 years of age.  We study the heroine that arrives in Sweden, but I think 
that we should redo this kind of study, and if we redid it, the scenario would be different. But, the 
situation is that the low threshold studies above all the older drug users, we have that difference. 
We have an older population but we also have new recruits who are younger and who especially 
use smoked heroine. 
 
We have this situation in Portugal and I believe that we should see if there is a relation with 
amphetamines: is it that users of amphetamines are for the majority older people? If those who 
use amphetamines have cardiac problems, and these are especially those drugs that are used over 
time, by intravenous injection,  maybe the use of amphetamines contributes to the higher 
percentage of cardiac incidences.  I am not a doctor: in fact, this is a suggestion that I am putting 
forward. 
 
I would like to thank you because it is very interesting to see all these numbers and, truly, it 
would be very useful to be able to communicate them, at home, in Sweden. 
 
Professor Xavier THIRION, France. 
 
Your observations are very pertinent. It is clear that this study cannot be the base of a European 
evaluation, European differences and even less the evolution of these tendencies on a European 
level.  The interest of this study is to mutualise, to have the directors of low thresholds meet, and 
to ask the questions: what are the procedures necessary to be able to speak together a common 
language coming from the observations that have been made? 
 



I think what is interesting about this day, it is not really the numbers themselves but the ensemble 
of the work that helped us to arrive at these figures and the group of exchanges that we will have 
and that we continue to have around these figures. 
 
It is well understood that it is the competence of other European organizations, the European 
Observatory of Drugs and Drug Addictions, the Group POMPIDOU, the OMS on a world level, 
to advance in the common European indicators that could be used.  And concerning European 
work, being interested very particularly in the state of health in this population is something that 
is in fact quite original and is the interest of today. 
 
Doctor Pierre TOUBIANA, France. 
 
Concerning this point, have you already considered, for example, the questions with different 
definitions of low threshold according to each country, which could also explain a certain number 
of difference in the profiles between North and South? 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
In fact, we have already begun  to do this because a certain number of people from the A.M.P.T. 
visited the countries and already brought up the differences on what was called a low threshold in 
each of the countries.  But a part of the round table this afternoon will be devoted to this question.  
It will even be the first question that will be asked this afternoon. 
 
Mrs. Dorrit SCHMIDT, Denmark 
 
When I see the numbers for drug users who have psychosomatic problems and I see the average, 
that is to say that we have ¾ or 2/3 who have seen a doctor about these problems, I believe that 
these numbers are quite high and I think that this is due to the fact that they present themselves to 
different structures.  Perhaps is they did not present themselves to these structures they would not 
realize.  
 
My question is the following: have you studied the reason which gives this high number? 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
At any rate, we have not studied it directly.  But it is true, as you say, that this is what we could 
suppose, that the fact of questioning users of drugs in the structures and like in the majority of 
these structures a doctor is present, if effectively they have a health problem, they have the 
possibility of becoming aware of it then.  And I also think that it is one of the things that can 
explain the differences between North and South, not only from a point of view of health in the 
last twelve months but also concerned with HIV, for the HCV and for the HBV. 
 
This is one of the questions that we will ask this afternoon: is it that in the centers that are present, 
there is a higher rate of medicalization  in the North than in the South, which could have an 
influence on the treatment.  



 
Professor Xavier THIRION, France.  
 
Mrs. Marie JAUFFRET – ROUSTIDE explained to you the difficulties that we had in order to 
reconstitute the replies that drug users gave us in open text.  It would be interesting if you like, if 
we could give you, in each of your countries, your own questionnaires, understanding that they 
would be given to you in total anonymity, so that you could see the answers in open text. 
 
For example, each time that there were cardiac problems in open text, many users were able to 
say what types of problems that had had: cardiac, respiratory, etc. And in view of the enlightening 
discussions today, it seems that is would be interesting for those who with or for everyone if we 
could have a return of information. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
For the majority of the confirmed items, we have asked another question to drug users, for 
example : did you have trouble being treated ?” And “if yes, then what kinds of problems?” 
Therefore, there, you will have later a reply to this question. 
 
Mrs. Caroline ADAMSSON WAHREN, Sweden. 
 
When I see this table, we are reminded what Mrs. Marie JAUFFRET-ROUSTIDE said about the 
need for a psychiatric treatment and I must refer to what happens in my country and in my city, 
that is the necessity to have a psychiatric treatment.  In fact, it is not to have stimulants; I think 
concerning care, it is most importantly the psychiatric aspect that permits us to give treatment, 
that is to say, how to ask patients questions, how to treat them. 
 
We spoke about this yesterday, before speaking about methadone.  When you met the patient, you 
most often did it in a dynamic fashion.  We do it differently; for us, it is more a psychiatric 
approach, cognitive; if you like, it is more a medical approach and that is perhaps of the reasons 
in fact why, in our country, patients didn’t answer that they had need of a psychiatric treatment.  I 
don’t know if this is the answer, but perhaps.  
 
Mr. Victor MARTI 
Servicio de Drogodependencias del Centro de Orientation Sanitaria, Barcelona, Espagne. 
 
To begin, I would like to thank you and congratulate you for having had this research idea in 
which we have participated. 
 
At the same time as I listen and I read the data, I verify with the precise data that the Spanish 
Observatory on Drugs has given us. 
 
I don’t really think the question is to compare the numbers but perhaps we could ask ourselves 
about the representation of a center.  I am just now verifying the data of Spain and absolutely, the 
situation in Andalusia is very different from that in Catalonia or in Basque country; we have even 
different kinds of centers and different kinds of users. 
 
At any rate, it is evident that we can have ideas about the diagnostics of the situations and, from 
there, I think that it is the European Observatory that should really do the next step of a 
comprehensive study.   
 



For us, it would be interesting, from the data, to identify the needs of drug users in terms of 
health, because the question is to identify what are the needs. 
 
And, starting from there, it is to identify what would be the strategies of each team, in function of 
each reality, because we should put it in place. 
 
Perhaps what the network could allow, maybe more on a qualitative level, is to know how to 
discuss needs and exchange strategies. 
 
Mr. Bruno TANCHE, A.M.P.T.  
 
Personally, I completely agree with this.  I think that no one, today, has learned that, for example, 
drug users have dental problems.  Everyone knows it, it is a piece of data that we knew about a 
long time ago and a little bit everywhere. 
 
In comparison, in formal and informal exchange, it is true that we expect a certain number of 
practices and I think that it is in fact interesting to know how such or such a team could attempt to 
resolve the problem.  For me, that is the interest of the encounter. 
 
Mr. James Maurice CAMP 
Addiction Gateway Harm Reduction Team, London, the United Kingdom 
 
For cardiac problems, 29% in northern countries and 11% in southern countries, I would like to 
make note that this corresponds to a difference in the consumption of crack and cocaine between 
these two parts of Europe.  I think that the high use of crack or cocaine could be related to cardiac 
problems and this suggests that we should perhaps survey cardiac functions. 
 
Mrs. Antoinette DEFPSSEZ, 
Jurassian League Against Drug Abuse, Switzerland. 
 
I have many questions about the correlation between physical problems and consumed products.  
In my opinion what is missing as a reflection about this, is the role of product and the purity of 
the product used. 
 
I see it in the centre where I work: many psychosomatic problems encountered by people are 
related to products that are used for cutting or in a way to prepare the product for consumption.  
 
For example, in the injection of medication, it is not really the product which poses the problem 
but it is also the additives that are equally injected.  This is a question for me: is there perhaps an 
explanation possible for the disparities between cardiac problems, the use of cocaine, not only 
from the product itself but also from the manner in which the drug is cut. Is it that the products 
used to cut are different between the North and the South?  I don’t know.  
 
Professor Xavier THIRION, France. 
 
We have another example and this is buprenorphine.  The majority of drug users who inject 
buprenorphine have very large cavities. This is not always due to the buprenorphine but to 
different excipients, cutting products as you say that are added to the buprenorphine. This is an 
example among others. 
 



But we can see that, just with cardiac problems, we have already four different explanations: we 
have the intravenous parameter, amphetamines, cocaine and now cutting products.  
 
It is absolutely sure, that we cannot, based on the data and the representation of the consumed 
products, reply to these questions, but, at any rate, this poses many difficulties from this type of 
approach.  
 
And I think that we will all be quite surprised, even so, by the number of health problems 
declared by drug users. And I think that is what links us together today. What was a little bit of a 
great surprise when we started to go through the questionnaires was in particular the number of 
hospitalizations. These are things that were seen in different countries and led us to ask questions.  
 
It is true that perhaps that many people – and this was said earlier – said that they had health 
problems because they were being well checked up on, surrounded by doctors, checked by teams 
and treated.  But this still leads us to pose questions.  I think that this merits to be explored 
further. 
 
Finally, there is also evidence that, for we the epidemiologist researchers, poses problems. Bruno 
TANCHE said earlier that there were dental problems.  All right, but why? Why do such a high 
number of drug users have dental problems?  And we don’t only see that with drug addiction but 
also with people who smoke a lot.  Is there not a relation between dental problems and the 
capacity to be addicted?  I think that we have things which seem to be evident like this but for 
which we have no replies. 
 
Mr. Rodrigo SOUZA COUTINHO, Portugal 
 
I come back to health problems and more precisely, psychiatric problems.  I think that it is normal 
that this type of population has psychiatric problems and that this is not by chance, it is normal 
that it touches many of them.  In our structure, that which we have in Lisbon, we have normal 
medical consultations and we also have psychiatric consultations.  And we see many 
perturbations of personality, and sicknesses (schizomorphes).  I think that in our structure, there is 
more attention paid to psychiatric problems.   
 
This is a thing that I think we should think about for this population because there are many 
countries that don’t progress towards a plus structured evolution, more favorable, because there 
are psychiatric sicknesses that are not diagnosed and for which, if they were, there would be a 
more favorable movement.  Our experience leads us to think this. 
 
Doctor Pierre TOUBIANA, France. 
 
There are several remarks that I wonder about, first also about an observation by Professor Xavier 
THIRION.  It is certain that we must also look at the data: even if I have well understood that this 
is not a representation and this is an exercise about a putting in place of a network, you have 
presented your findings and it is on these that we will comment. 
 
First thing, it seems to be that we would have an interest in looking at also what happens in the 
general population for cardiac problems, in a manner of comparing the differences when we see 
the difference North/South, and not only in the general population but also in the population, 
notably with a great social difference. 
 



Because there is something that reminds me of a certain number of studies that I saw, about the 
pathologies of homeless people, for example, or populations receiving welfare, that is to say 
populations in great difficulty and for which we find comparable things. That is to say that there 
would not be specific points due to drug use, this including the pathologies, but the specific points 
due to lifestyle.  I think that this would be interesting to compare.  
 
On this topic, about the observations, there are still things that seem curious, firstly about the 
pathologies.  It is true that in the questionnaires, if I have well understood, there are a certain 
number of problems brought up in relation to the questions asked, but I have the impression, 
having seen this table, that there aren’t any about psychiatric pathologies.  You ask a question 
about the check-up, but it seems to me there is no question like: “do you have a psychiatric 
pathology?”, for example, manic depression. There, it seems that this is not the same thing. 
 
But what is also curious is that there are not really differences between North and South, there are 
not many. 
 
For example, you spoke earlier about cavities.  It is said in France that cavities are essentially due 
to the buprenorphine injected.  But the percentage of people who have cavities, whether it be in 
the North or South, is the same.  This is curious.  Therefore, what we said that buprenorphine 
injected and which in particular provokes cavities, we do not find this here, do we find it more in 
the North? It may be that France does not represent much in northern countries, we should look 
for at the finding.  But, at any rate, what is interesting is the contrast in this comparison, in fact, 
we do not see the difference. 
 
Afterwards, what seems curious to me, is that there is a large difference in the medical treatments 
of cuts and wounds.  Why is it that in southern countries cuts and wounds are much more treated 
than in the North.  Is there an explanation? This seems very curious. 
 
One last thing concerning psychiatric treatment, effectively, can you expand on what you have 
said? That is to say what is the relation between the offer and the demand.  Is it perhaps that the 
offer is perhaps more significant in southern countries? But perhaps it should be explained: what 
are you thinking of when you say that psychiatric services are more present in southern countries 
which would explain why people reply more easily that they have a psychiatric need, meaning a 
psychiatric treatment because it seems that in southern countries they have more psychiatric 
treatment? 
 
Madame Marie JAUFFRET-ROUSTIDE, A.M.P.T 
 
Just to answer your second question concerning psychiatric problems, in the questionnaires you 
have asked: “during the last 12 months, have you benefited from a psychiatric treatment?  If yes, 
could you precise what kind of problem”. And then, we asked: “If you have benefited from a 
psychiatric treatment, do you think you needed it?” 
Therefore, in fact, we were able to have access to this kind of problem.  But after, there were 
problems of translation.  And this returns a great deal to the word “depression”. 
 
Professor Xavier THIRION, France 
 
To try to answer the second part of the question of Doctor Pierre TOUBIANA, I have a question 
to ask to Marie JAUFFRET-ROUSTIDE: in the qualitative questionnaire, those which the 
investigators gathered in the different investigation centers, do you have the impression that the 
offer of psychiatric services is more present in northern low thresholds or is it almost the same? 



 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
The problem is to begin, is those things concerning qualitative questionnaires, we have not 
received them all: therefore, I cannot really reply.  At any rate, according to the little knowledge 
that I have, because this is not my specialization, about political differences, what we have noted 
at any rate, at the level of national differences, it is in France and Portugal where there is the most 
request for psychiatric treatment.  
 
And these are the systems where treatment of drug addiction, at least in France, was initiated by 
psychiatrists.  There is therefore a tradition in France that there have always been psychiatrists, 
psychoanalysts that have looked after drug users.  And it seems to me that it is the same thing in 
Portugal.   
 
Therefore, from the moment that the drug user comes into the center, there is a follow up, so they 
see a psychoanalyst, and have the representation that their problem is also on a psychic order, 
therefore they have to see a psychoanalyst.  I think that all of that comes into play.  
Mr. Rodrigo SOUZA COUTINHO, Portugal 
 
In Portugal, it is the doctors, notably the psychiatrists who began to work with drug addicts.  And 
it is for this that we don’t speak much about differences, because for me it has little significance. 
 
I think what is significant, is the presentations that we can do on the items of health situations and 
how we can do better in being closer to their problems.  Because everyone knows that in southern 
countries the inverse existed but that is beginning to change and it has already changed – the 
approach was perhaps more medical while in northern countries the approach was perhaps more 
social.  Now, the approach is beginning to be more medical in northern countries and more social 
in southern countries. But there are differences, even when drug abuse is treated: in the North, it 
is seen in a social context; in the South it is seen in a health context.  And these are the things that 
change the results and makes it that one cannot see things in the same way.   
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
Other elements are equally at play and there, I address Doctor Pierre TOUBIANA, who said 
earlier that it would be interesting to be able to compare the population general and the population 
in precarity.  One can see that for the rapport with the psychoanalyst there are also cultural 
factors, religious factors, that must be at play and that could explain the difference between the 
countries.  We do not go far enough in the analysis, but it is true that it would be interesting to see 
that side.  Perhaps we could reply to the question of the psychiatric treatment, how this takes 
place in relation to the question. 
 
Mrs. Maria-Emilia ESTEVES LEITAO, Portugal. 
 
I would like to ask a question  to northern countries, in relation to the social question.  What 
Rodrigo SOUZA COUTINHO said seems exact to me, but in the questionnaire the numbers 
“without social cover” are surprising! 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
For us as well! 
 



Mr. Nasser TACHOUGAST, 
Asud Mars Say Yeah, Marseille, France.  
 
I would like to clarify the difference for the psychiatric treatment between the North and South.  
In France, we firmly oblige clients to go see a psychiatrist for a theraputique intervention, but that 
could be in relation to laws and also the fact that the psychiatrist is the only prescriber.  In 
conclusion, in France, we oblige users of drugs to see a psychiatrist.  
 
Mrs. Caroline ADAMSSON WAHREN, Sweden 
I am not aware of the situation in other countries for the social cover.  I don’t remember the 
numbers concerning the social theme but in Sweden, everyone benefits from a social cover.  One 
is not obliged to pay for a social insurance, it isn’t necessary, social coverage concerns everyone.  
Have you all understood that everyone in Sweden benefits from a social cover? 
 
Mrs. Marie JAUFFRET-ROUSTIDE, A.M.P.T. 
 
I have told you about the difficulties that we have come across.   And in northern countries for 
example, the questionnaires were often filled out by the users themselves and perhaps the terms 
of social cover were not well translated our understood in all the cases of the users because, for 
example, for Sweden, a certain number of drug users replied that they did not have social cover.  
 
Mrs. Caroline ADAMSSON WAHREN, Sweden. 
 
Ok.  So, this is the root of the problem.  They have not understood because there were only two or 
three people who did not fill out the questionnaires themselves.  This question seemed strange 
because they are Swedish and all Swedish have a social cover.   
 
There was a very good commentary about the psychiatric and social cover.  What Rodrigo 
SOUZA COUTINHO said was interesting. 
 
Concerning psychiatric and social cover, if we go back to the 60s, in the beginning, all health 
care, all that is related to drug addiction in the medical domain was under the control of 
psychiatry.  In the beginning, we wanted for all care given to drug addiction would be given by 
the medical system, until the middle of the 90s. 
 
Since then, there has been an evolution in the medicalization.  In other words, everyone is very 
interested in those methods that are accepted and well founded, based on good, cognitive studies.  
But these methods must be founded on good studies and based on methods of prevention, 
therefore treatments widely used, in relation to methadone and so programs that include two 
stages, programs where the effectiveness is shown. 
 
This is the approach that we have adopted.  We are a small country, but our approach is rigid.  
Therefore there has been an evolution, a change and maybe this is what happens in other 
countries as well. 
 
Mrs. Dorrit SCHMIDT, Denmark. 
 
In the city of Copenhagen, the treatment that is given to drug addicts is within the social domain.  
It is very difficult for drug addicts to obtain psychiatric treatment in Copenhagen, because they 
benefit from a treatment of substitution, for example with methadone, they are not willing in 
psychiatric clinics to give methadone.  Therefore, the responsibility is divided between centers of 



social treatment and psychiatric clinics, because there are also certain patients who cannot be 
accepted in psychiatric care centers.  
We have a long tradition of treatment based on social education and the practice of it but having 
seen treatments based on substitutions that are more and more well know, we are beginning to 
adopt an approach that is much more integrated.  There is therefore a conflict between the social 
system and the psychiatric system that is beginning to be resolved, but for years this conflict 
posed large problems. 
 
And so, in this type of social cover, like in Sweden, in Denmark all drug addicts, everyone who 
has a social problem, all of those who don’t have the means to live, have the automatic right to a 
social cover.  Therefore, concerning Denmark, we had a difficult time understanding the results.  
But if we look at the question a little more closely, we see how people understood them.  
 
I have myself a supplementary question concerning the differences between the North and South 
concerning infants who are looked after by the state, children who are placed in other homes.  My 
question concerns the children of drug addicts who are placed in an institution.  This is a question 
that we don’t speak about enough but we have to see who takes the responsibility to raise the 
children of drug addicts.  In southern Europe, it is more often the extended family, grandparents, 
brothers, sisters, who take the responsibility to look after the children of drug addicts.  To 
conclude, what is the solution that has been adopted for this problem. 
 
Mr. Gerasimos PAPANASTASATOS, Greece. 
Kethea Therapy Center for Dependent Individuals. 
 
I come from Greece, it is not my intention to explain the situation in Greece right now, I will do 
this later in the day, but I would like to mention at this stage that it is very dangerous to try to 
explain all the national realities based on the results that are available. 
 
I remember that in certain countries there were only thirty questionnaires and it is difficult to 
generalize on a basis of thirty questionnaires.  In fact, on cannot generalize or try to generalize on 
the important numbers like the psychiatric theme on this result base. 
 
We know the psychiatric episodes that have been treated, but we have no idea who could explain 
to us the needs of the user, the need felt by the user or the perception that he has of his need for 
psychiatric intervention.  There is only an item at the end of the questionnaire, but this does not 
concern the  psychiatric theme but the psychological situation and what the user thinks. 
 
And from a methodological point of view, in this situation one must be very correct, one must be 
very prudent concerning our ambition to try to try to generalize each national reality. 
 
Mrs. Caroline ADAMSSON WAHREN, Sweden. 
 
I am completely in agreement with what you have said.  We found that in the study in Stockholm 
that the people who replied were not necessarily those who had need of psychiatric assistance.  
This is a first point. 
 
Those people who we met in the environment visibly had need of psychiatric aid, I would like to 
precise psychiatric and not psychological, but they didn’t even want us to help them to fill out the 
questionnaire; the situation was not yet at this stage. It is therefore very difficult to come to 
conclusions, to make generalizations.  
 



What Dorrit SCHMIDT said applies equally to Sweden in what concerns the medical and social 
integration.  We try a great deal to find a common language and to communicate about what 
would be best for our patients.  We have projects in which we cooperate with volunteer 
organizations, in correlation with the social and medical system, we have great projects taking 
place at this time. 
 
Mr. Rodrigo SOUZA CONTINHO, Portugal. 
 
I agree with you, I have already said that we cannot accept the results in an absolute way but that 
can help us to reflect on choices and I think that this is what is important.  For us, it is important 
and to see if we can, from the results, combat the results and do a brainstorming on the problem.  
For me, this is very important because in Portugal the situation is very difficult. We have 80,000 
to 100,000 heroin addicts which is problematic.  
 
Our structure received 400 people per day, for a treatment, for food, for medical care, etc.  We 
have begun a program with methadone in the month of September.  In three months, there were 
already 600 people in the program, 20% were living in the street, these were drug addicts without 
lodging.  And it is for this reason that, for us, this is very important.   
 
One thing is logical concerning the question of family and concerning the percentage of placed 
children, because in southern countries the majority of the children of our drug addicts are with 
the grandmother, the aunt, in the family but not directly with drug addicts.  For me, it is logical 
that this should happen.  It is also very difficult in Portugal to place a child, it has to be that the 
mother has no family; it is only in this case that a child is placed.   
 
Doctor Pierre TOUBIANA, France 
 
I will make just one observation concerning practices causing risk and the differences between 
North and South.  If I have well understood what I have seen, the numbers that you have found 
and that you have brought are also a little surprising, all the while agreeing with all the remarks 
made about the necessary prudence, etc. But, all the same, it is interesting to note those things and 
it seems that it has been more difficulty in finding drug use materials in the North than in the 
South.  This wasn’t the feeling that I had, this is quite surprising. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
At any rate, this is what has been stated. 
 
Doctor Pierre TOUBIANA, France 
 
Yes, absolutely, this is what has been stated, but we have the impression that we are quite late and 
it seems, at any rate about the representation that drug users have themselves, that we are not as 
late and that in the South. 
 
]Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
This is a hypotheses but we can explain it another way: there are more practices that cause risk 
because there is more sharing of drug use materials in southern countries, but if we ask this 
question to drug users, they reply that they don’t have any difficulty finding syringes, because, 
even if they borrow one from someone else, for them they have a syringe.  Therefore, this does 
not necessarily answer the question about the drug use material that is available.  



Doctor Pierre TOUBIANA, France 
 
The question is not uniquely about drug use material used, but about sterile material. 
 
Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
The question was: “Have you had difficulties in getting syringes?” 
 
Doctor Pierre TOUBIANA, France 
 
And not sterile syringes? 
 
]Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
We began with the principle that they were sterile syringes.  And in fact, thinking about it, I think 
that this could be one of the explanations. 
 
Mr. Gerasimos PAPANASTASATOS, Greece 
 
Alright, this depended on the interpretation that each national team made of the question.  For us, 
it was clear that if the drug user had a problem getting material, it was because there was no 
material, whether it be clean or new.  For us, on this question, there was no doubt. 
 
Mrs. Dorrit SCHMIDT, Denmark 
Are you going to send and present us the results from different centers in the report so that we can 
compare the differences in the interior of Nordic countries and in the interior of southern 
countries?  Are you going to send an initial project to different participants so that we can 
comment on it and that national specifications that are not specific to a certain center can be 
explained? 
 
 
]Mrs. Marie JAUFFRET-ROUSTIDE, AMPT 
 
In the report, we are going to make a presentation on the global results and then a North/South 
comparison and also country by country.  On the other hand, to be able to integrate the 
commentaries, we also have a deadline for the European Commission.  But this could also be a 
good base for further discussion and comments for working together.  In fact, this is to discuss 
again, I cannot give you a definitive response right now.  But, concerning you, you will have the 
results for Denmark.  
 
Mr. Bruno TANCHE, AMPT 
Apparently there are no more questions, this is perhaps because we are approaching noon.  So, if 
there are no more immediate questions, we are going to use this time for lunch so that we can 
finish the items to follow.   
 
We invite you to make your way to the dining room, there, where you had breakfast this morning.  
We will begin our work again at 2:00 pm.   
 
End of the morning session at 12 pm 
 

* * * 



 
Opening of the afternoon session at 2:30 pm 
 
Mr. Jean-Jacques SANTUCCI, AMPT 
 
We have dedicated this morning in our meeting to the background of our project and then we 
have looked at the results of the investigation, such as could be presented by ]Mrs. Marie 
JAUFFRET-ROUSTIDE, with comments made by Xavier THIRION.  We thought that, this 
afternoon, it could be interesting, more interesting to discuss those questions that we did not 
hesitate to ask ourselves at the end of the analysis of this work. 
 
These questions were presented to you during the welcome period yesterday morning, by B. 
Tanche.  I propose that you read them again and also that you reflect on them.  The interest is to 
exchange what each of us is thinking, that is to say, the remarks that we can make, what the 
questions generate in us, be it in the reflection of our own experience or be it those questions that 
generate comments from others.  
 
A small note about method, I suggest the following organization, so that we don’t run too much 
risk of forgetting too many things: I suggest we list a first series of questions, those that ]Mrs. 
Marie JAUFFRET-ROUSTIDE has named general questions, and then maybe, at first, to listen to 
your reactions to these questions. 
 
The wish that I have, is to be able to hear each of you, because, this morning, a certain number of 
you have given a certain number of comments, and the others stayed a bit more quiet; I believe 
that it would be interesting if each of us could comment on the general questions.  
 
Round Table 
 
General Questions 
 
Mr. Jean-Jacques SANTUCCI, AMPT 
 
The questions are therefore the following, because, at the end of this investigation, a certain 
number of things have come to light.  
 
The first question that Mrs. Marie JAUFFRET-ROUSTIDE discussed this morning, was the 
definition of low threshold. 
 
We realized already during TOXMED 1, and Bruno TANCHE made reference to that this 
morning, TOXMED 2 confirmed it when it concerned confronting our representations with our 
definitions, that the definition of  low threshold was not the same in each of the countries that we 
visited, including France. 
 
This is maybe one of the first questions that we can discuss.  And, in fact, we can ask ourselves, if 
the definition of low threshold is not the same for everyone, if the populations included in this 
study are comparable.  
 
The second question that we will discuss is: what are the innovative measures taken in your 
country to improve the health of drug users in your country? 
 



We have seen, this morning, that the numbers were subject to doubt if there is not caution taken 
or at any rate interrogation.  But it seems to me that we have all shown an interest in knowing 
what others are doing.  This is therefore perhaps the moment for each of us to express ourselves, 
to give some light, some ideas, particularly on the practice, in our countries and particularly 
innovative in the subject of the treatment of drug users.  
 
We have also spoken, on several occasions, of the psychiatric problems of the people that we look 
after.  We could therefore discuss the question of the place of psychiatric units in each of our 
countries.  
 
One item has shed some light on the significance of cavities caused by the practice of intravenous 
injection.  We could therefore also speak about the question of the working of injection programs 
in each or those countries that compose this group and also about injectable substitutions.  
 
To conclude in the topic of those questions that we have called general questions, we could try to 
find the link between drug use practices and the appearance of health problems that are specific to 
your countries.  
 
It is now 2:25 pm and I think that we will finish this discussion at around 4:00 pm.  So we have 
about a half hour to think about together the general questions.  
 
Mrs. Dorrit SCHMIDT, Denmark 
 
What is defined in the term “low threshold” ? 
 
The definition, is that the services are readily available, that is to say for example, that one must 
go in a voluntary fashion and that the service must be adapted to the needs of drug users. 
 
And, according to this definition, our center doesn’t meet these criteria.  It is for this reason that, 
if we must meet these criteria, the population that should reply to this questionnaire cannot, 
because this kind of service in Copenhagen is only used by those drug users who are very chaotic. 
 
But in Copenhagen, we also have a very accessible system of treatment, of voluntary access, free 
and very easy to use: there is no waiting list.  It is for this reason that we have decided to use one 
of our reference centers for giving out methadone and that our centers don’t reply to our own 
definition of low threshold. But if we had taken into consideration the service of the low 
threshold we would not have been able to reply to the questionnaire.  
 
The other question: what are the measures taken, the innovative measure for the improvement of 
the health of drug users in your country? 
 
Another question: what are the measures taken, the innovative measures taken to improve the 
health of drug users in your country? 
 
Concerning Denmark, we make a very specific point, in very specific sectors of the city, to come 
into contact with drug users.  We have nursing services.  That is to say that we try to help drug 
users in anyway possible, whether that be a voluntary service or even free, we do a diagnostic on 
drug users who are to be treated, and equally, we try to make a systematic plan of action for those 
things concerning all problems that are presented to drug users. 
 



Concerning abscesses, in Denmark, we don’t really have those symptoms described.  This has not 
yet been accepted politically, but perhaps in a year, we will have a room for physical aspects.  
 
Next, concerning treatments of substitution, I think that this is a way to reduce the damage caused 
by injection.  In one of our treatment centers, we have tried to see how we could supply 
methadone to drug users so that they could inject it, but with the help of a nurse. 
 
Concerning the problem of a double diagnostic, ,and spoke about this earlier, we have a special 
treatment center in Copenhagen that looks after drug users and their psychiatric problems but the 
problem is that we only have 25 places.  Concerning this, we are presently entering into an 
agreement with the psychiatric system to come to the aid of these people.  
 
Concerning problems of health, the youngest drug users often smoke heroine rather than injecting 
it. But we still have a significant group of drug users who inject heroine or other substances.  And 
we try, in consequence, to resolve this problem in one way or another.  But, at any rate, we try to 
inform drug users about how to inject drugs or other ways to proceed.  Thank you.  
 
Mrs. Caroline ADAMSSON WAHREN, Sweden 
 
I don’t know if we have a definition of this low threshold. 
 
In Sweden, we all know that there is zero tolerance concerning drug users, but in different units 
people have more or less the same approach concerning drug users, like everyone on this earth 
when it comes to treating drug users.  Even if we don’t have a clear definition of low threshold, 
we all have this type of service.  
 
In the center where I work, we have a group that is supervised by a psychiatric nurse.  She has a 
big job, she is available every day of the week, even the evening.  
 
We also have a center of psychosomatic care that is open everyday.  People can come and discuss 
drugs, alcohol, and even come in an anonymous way if they wish to.  We have all the united 
criteria to be able to meet a client and furnish the best care possible. 
 
To be able to participate in this study, it would not be sufficient, for us to only use the centers of 
psychosomatic care.  We have gone to those places where our groups are and in this way we were 
able to fill out the questionnaires with the patients.  
 
I don’t know exactly the results from Sweden, therefore I cannot really be precise.  I don’t know 
if these words, here, really have a sense, if these people really have this kind of problem.  Perhaps 
Maria DAHLGREN knows more about the percentages, but personally I cannot say more.  
 
There was a certain reluctance to have units where we could learn about techniques of injection, 
but that falls within the political climate of the country.  The young, when they start to use drugs, 
often don’t practice injection.  It is usually immigrants that participate. The young most often 
have a tendency in the beginning to smoke and after two years for example, to inject drugs, but if 
you have any questions, I can answer them.  
 
Mr. Herve SUE, AMPT – TRANSIT, France 
 
That which I can suggest as a definition for low threshold, is something that reflects the state of 
our reflection that is happening at this time. 



 
Therefore, availability of access: a structure low threshold is a structure that allows relatively 
easy access.  We can say that the structures of care called high threshold must also be and 
sometimes, they are.  Drug users who use a structure low threshold are voluntary and use a free 
service.  But we can also mention other kinds of services.  
 
This seems interesting to me, but the definition that I suggest we think about together, it that a 
low threshold service can address a certain number of people who are not covered under other 
structures of care or prevention.  A second indicator would be that a low threshold structure 
would address those people who cannot or do not want to begin in a health treatment. 
 
These are the two indicators that, according to me, could allow us to define what a low threshold 
structure is.   
 
This point leads us to ask ourselves about the types of public that the structure addresses and what 
definition we have of drug abuse. 
 
What are illicit drug users? Are they users of licit products but who abuse their use?  Or is it those 
users who are dependant on psycho-active products? And this covers a public that is much more 
general that users of heroine, cocaine, etc. 
 
This is a question about which we think in terms of reduction of risks associated to the usage of 
psycho-active products: to what kinds of public do we address ourselves and in what way can this 
group be taken into consideration? 
 
At the same time, I ask myself another question: what will happen of a public that uses psycho-
active products, are dependant users and who do not recognize themselves as drug addicts? This 
is a part of the reality that we need to we aware of.  There is a certain number of people, 
sometimes the young, who use a certain number of products but who do not see themselves as 
drug addict.  In what way can we address this type of public, while we are called “a service 
specializing in drug addiction”? How can we address those people who do not see themselves 
within this category? 
 
These are the questions that I submit for your reflection. 
 
Mrs. Caroline CORR, Ireland 
 
Our definition of a low threshold seems to be similar to what has just been mentioned, that is to 
say facility of access for users. 
 
One must try to attract those users of drugs who are not in contact with other services.  Many 
drug users are in relation with health services: they no longer use heroine but have passed to 
methadone.  We welcome everyone.  Our service low threshold proposes services in exchange for 
needles, syringes.  And our social workers are also there to propose a social support.  We have 
also mentioned acupuncture.   
 
Secondly, concerning measures for the improvement of health, in Ireland this constitutes a big 
problem. 
 
I don’t know if other countries have encountered the same problem as we have, but studies have 
shown, have revealed the way that drug addicts are treated in hospitals in Ireland, especially at the 



emergency. And this dissuades our users to come into contact with health services.  There, 
theoretically, we have suggested that drug users, drug addicts, become a part of the principle 
health system. But they don’t want to do it because of the bad treatment. 
 
We have just finished a project concerning the health status of female drug users.  During two 
weeks, drug users could consult doctors.  The women had hepatitis B and C tests and tests for 
pregnancy.  We have finished the project.  
 
And we have just begun another project concerning the status of male drug users.  In this project 
we have shown that we must furnish primary health care.  We have financing to put this kind of 
service in place; there is a doctor, a dental surgeon, and a nurse that are available.  
 
Concerning the diagnostic of cavities, this is due to the exchange of syringes.  As I said yesterday, 
we are the only service to offer the exchange of syringes five days per week. 
 
Concerning cocaine, we have seen to increase of its use and my organization has proposed a new 
approach.  But the government doesn’t want to hear anything about this approach that we 
formulated last year, and this possibility has not been evoked. 
 
Mr. Jean Jacques SANTUCCI, AMPT 
 
I am going to ask for a contribution from those colleagues who have not yet been heard.  Could 
we have some elements on the Spanish definition of low threshold? 
 
Mr. Victor MARTI, Spain 
 
I cannot repeat what has already been said but we are in agreement on the points offered by the 
AMPT, and equally with the definition that was offered about ease of access.  
 
The question would be to think of the specific structure of the low threshold, as they have been 
defined in a more global perspective of intervention.  What we see in our country is the risk of 
isolation for the resources of the low threshold. Already, the population touched is very 
marginalized, but the teams also are marginalized in comparison with other services.  This is one 
of the risks that we see. 
 
What are the measures of reduction taken for the improvement of health? 
 
One the one hand, this has been to change a little the approach taken by other welcome centers. 
This is one of the measures.  That is to say to be more sensitive to all pathologies, to all health 
problems that we are now speaking about. 
 
The welcome centers, traditionally, have had more of a psychosocial approach.  But one must 
also integrate those who are more specialized in the care of organic illnesses, etc. 
The integration of doctors and nurses is a new thing with us, with the inclusion of methadone, etc.  
It concerns being more sensitive to certain pathologies and with everything that makes reference 
to HIV, hepatitis, programs of vaccinations, those things that we call health programs. 
 
All the work of diagnostic, vaccination control, is an important work that we have incorporated. 
 
The other measure has been to been to integrate the perspective of risk reduction into the 
welcome centers.  This does not mean to give a follow up through a treatment or the reduction of 



risk, but to do a follow up in the perspective of the reduction of drug use, be it towards 
abstinence, or be it towards substitution. 
 
The programs of substitution using methadone, in Spain, have been very quickly integrated and 
generalized.  The programs of syringe exchange were also very quickly integrated in diverse 
approaches, in pharmacies, in general health centers, that is to say where there are general 
physicians, and in the specific structures of low threshold or risk reduction. 
 
The participation of drug users is also an innovative measure for us, with the education of drug 
users and this is in two directions, on the one side sexual relations and there are also seminars for 
hygienic drug consumption. 
 
In large cities, there are more and more resources, like there are boutiques here in France, 
TRANSIT in Marseille, but also with their problems of improving the services available and how 
to work with this powerful and complex need.  But it is only in large cities that we find resources. 
 
For programs of heroine substitution, there was an older project in Andalusia and a project in 
Catalonia, but they were not authorized by the Spanish government.  Concerning the politics of 
drugs, this depends on different regions.  How to develop the treatment of drug users, how to 
develop programs of substitution, all of this depends on each region, the systems of health in each 
region, but there are certain directives that come from the central government and we are 
beginning to develop programs of substitution.  
 
About the question of a substitution program for heroine, Andalusia had a project for three or four 
years that was stopped by the government.  Finally they had an authorization and they began a 
program using intravenous methods. 
 
In Catalonia, a program of substitution of heroine by oral method is planned.  But it has not yet 
begun. 
 
About the question of psychiatric problems, we have the same problems that we have spoken 
about here, with the refusal of psychiatric institutions to take care of drug abusers with psychiatric 
troubles.  We are trying to do work on the link between the drug network and the psychiatric 
network. 
 
There is a new center in Barcelona, they say that it is the only European experiment, I don’t know 
if this is true: it is a hospital unit for dual pathologies, that is to say that it is only in a crises 
situation, patients have duel pathology, crises of psychiatric pathology.  The unit has been open 
for a year.  For the instant, it is all in Catalonia, but it is planned in the next years ahead, to open 
other units of duel pathology, where drug treatment centers can send drug users and also centers 
of mental health could send theirs.  It is a unit of meeting between the two networks.   
 
And there is a new center in Barcelona, they tell me that it is the only European one, I don’t know 
if this is true : it is a unit of hospitalization for dual pathologies, that is to say that it is only in a 
crisis situation, patients with a duel pathology, crises and psychiatric pathology.  The center has 
been open for a year.  For the instant, it is all in Catalan, but it is foreseen in the next few years to 
open other units for duel pathologies, where drug treatment centers can send patients or medical 
health centers could send their patients.  It is a unit of meeting between the two networks. 



 
And I thought, before lunch about the question: how has the phenomenon evolved, how have 
needs evolved, how have our worries about drug use evolved.  Yesterday, the team from the 
AMPT that we visited told us that in the beginning there was no doctor in the team.  This was a 
bit characteristic of the AMPT.  I think that this is a bit the approach that there was in Spain, this 
psychosocial approach, and that we took a bit of the French model.  And how this has changed 
concerning the integration and incorporation of methadone, etc. 
 
The question that this poses with us, in Spain, is from this diverse pathology there is not only 
drug addiction, but also a psychiatric pathology, a medical and organic pathology, hepatitis, HIV, 
etc. as well as social problems, lodging, work, that is to say there is not only a duel pathology, but 
in fact a polytrauma, one could say. 
 
Therefore, where and how do we give care?  It is evident that drug treatment centers that should 
do it, the others are overwhelmed by this pathology.  The question that we are looking at again in 
Spain, is where to truly place the treatment of drug addiction? 
 
There are models in Spain that are found in the resources of mental health, this is the case with 
the Basque country.  In the south of Spain, the treatment of drug addiction is done on the level of 
primary assistance.  In Catalonia, it is more on a specific level.  At any rate, we can see well, on 
one side needs, and on the other side difficulties with other networks, psychiatric networks, the 
medical network, the social network. 
 
How should we consider this?  Where should we place the treatment and how to do it? 
At any rate, what we saw the other day in Barcelona, is the importance of the local network.  For 
the problems that drug addicts present us, I don’t know if it is in a drop in center for drug users or 
if it will be in a center of social assistance or if it would be the hospital; at any rate the problem is 
there and it must be resolved.  So, what we have seen is the importance of a community work, 
work in a network, at the local level.  
 
This is the question that I thought about before going to lunch.  From this evolution of needs, how 
should one try to evolve in order to put in place a drug treatment network and how to work?  I 
don’t know what is the limit of TOXMED, to what point one can respond to questions. 
 
Mr. Jean-Jacques SANTUCCI, AMPT 
 
I am going to be a bit directive, but could our colleagues from the Jura region, tell us about their 
preoccupations and about their own experiences? 
 
Mr. Thierry HUMAIR, Switzerland 
The Jura League Against Drug Addiction 
 
The definition, we find again today.  We explain to our users that the low threshold, simply is not 
at all forced on them. 
 
We are fairly close to our colleagues in Copenhagen; the differences that there are in Switzerland 
are notably the implementation of injection locals that are accepted even by the Swiss Romand, 
perhaps not all the Swiss Romand but notably in Geneva, where the local was open last autumn. 
 
It is the places of injection that are changing at this time.  It will not be only injection places but 
also locals of consumption.  Technically, before, in the logic of places of injection, we did not 



allow smokers or those who inhaled.  Now, the logic of the low threshold says: why close the 
doors on injection places to those who sniff or smoke? But that has not yet been done in all of the 
locals. 
 
Another specificity are those programs concerning heroine which were pronounced two years ago 
in order to accept those in an urgent situation.  At this time, we have more than 1800 places in 
heroine programs.   
 
To end, I will give you some numbers to define the specificity of Switzerland.  We have counted 
30 000 people who are dependant on hard drugs.  For these 30 000 people, 3 000 places are 
available in residential centers in comparison with 600 in Portugal and 1 800 places in the heroine 
program. And we count that almost two thirds of these people are in substitution programs, 
essentially with methadone because buprenorphine only arrive in Switzerland in 2000. 
 
Mrs. Antoinette DEFOSSEZ, Switzerland 
 
Just a few words in addition. 
 
It is in our opinion an important problem because it is not often brought to light, but it is often 
just in the low threshold centers that the psychiatric pathology becomes apparent.  Since we have 
always considered that problems of behavior, difficulty of insertion, that we found were linked to 
drug consumption, when these people started a substitution program, when we diminished their 
substitution product, this is the moment when the psychiatric pathology emerged. 
 
There are few centers that can meet the needs of these people.  Among psychiatric hospitals, 
some are units of detoxification or care of drug users with substitution products.  In fact, it is 
these services that give an important place to diagnostic and the putting in place of psychiatric 
treatment.  It is the consumption of products that poses problems, but that remains something 
difficult and with psychiatry remains difficult. 
 
Our Spanish colleague said earlier that Spain was the first line with the duel unit; one exists in 
Switzerland but it has been closed since the month of September, because this remains a bit of a 
closed sector.  I find this quite sad. 
 
Concerning innovative measures for the improvement of users health, in our country, I am not 
speaking about general assistance but what we do, that is, on the one hand, that today we no 
longer plan for intravenous drug users.  We are aware that the majority of young people who start 
now are those who sniff, inhale, and so we make material available to them.  As we make 
injection material available, we also provide sniffing material to avoid contamination caused by 
straws. 
 
Concerning hepatitis C, there is also a series of measures that are taken now, in particular by 
doctors, measures of information and education of people, the prevention of this illness, which 
seems to be a much more important problem than HIV in Switzerland.  And we have a project to 
form network centers, to inform users about prevention between themselves, in a way to not make 
them susceptible to disease transmission. 
 
Mr. Thierry HUMAIR, Switzerland 
 
I would just like to add something to the project of individual substitution.  There was an 
experiment done on a hundred people and this experience had to be discontinued at the request of 



the users, because we used the same criteria as for the injection of the product, that is to say that 
the distribution of the products happened at fixed ours and the users found this too confining. 
 
Mr. Jean – Jacques SANTUCCI, AMPT 
 
Are there other voices that would like to be heard? 
 
Doctor Pierre TOUBIANA, France 
 
This is a question for representatives from different countries who manage the low thresholds. 
 
In France, at any rate in Marseille, for several years we have been confronted with the following 
problem: at this time in low threshold structures, it seems that there is not all the public of 
marginalized drug users.  That is to say that we should have lowered the level but there are still 
probably drug users in the street.  This is the reason why, on a national level, for example, a 
certain number of structures were put into place – there are very few – which we call “close 
mobile teams”.  That is to say that it is prevention workers who must go to the street, where we 
find the most marginalized of all drug users, those who still aren’t coming to the low threshold 
structures. 
 
Does this problem exist also in the other countries represented here and are there structures of this 
kind in other countries? 
 
Mr. Gerasimos PAPANASTASATOS, Greece. 
 
I come from Greece, and I think that I can answer your question in an indirect way. Before this 
though, let us try to give a definition to the low threshold service.  
I wonder if we have a clear definition of high threshold to fight against drug addiction and to give 
treatment. I don’t know.  I think that high threshold treatment centers have voluntary 
characteristics.  They are voluntary treatments, non obligatory; the user him or herself must be 
very motivated and also present a certain amount of availability to be treated.  And there must be 
a good infrastructure of treatments replying to the needs of the user.  And perhaps if all of these 
elements are not clear, if they do not exist, that means we have a unit at a low threshold. 
 
What does this bring to the reality in Greece.  What does a center of low threshold mean? 
 
If this center responds to the primary needs of the user, that is to say we give him or her food, 
shelter for a certain time so that he or she can wash, wash clothes, therefore if a low threshold 
center means that there are educational services to resolve risks coming from drug use related to 
health, for example sexual behavior, if a center of low threshold signifies that we care for, that we 
educate the user so that he or she takes care of his health, then in Greece, the counseling center of  
our organization, during the first period, in the beginning of the stay, attains this objective. 
 
As well, there are important centers, centers of multiple intervention, that must follow those users 
who do not want to receive treatment or at least do not seek treatment.  The objective of these 
multiple intervention centers, those that were previously mentioned, is to have mobile units and 
also to intervene in the street to find users there or to find out where they are. 
 
In the centre in Athens, the new units that we opened two years ago, are large diagnostic units, 
where we try to give users the occasion, who are not looking for it, who are not looking for 



treatment, to have a good image of the medical world, as well as the psychiatric and 
psychological world. 
 
We have created these drop in centers when we discovered that drug users were not aware of the 
fact that we were trying to send them to the public health service.  We try, we have tried to send 
drug users to the public health system but they have not had need of this possibility. 
 
We therefore thought that it would be much more efficient to give them a clear image, complete 
of the medical world, at the moment when they try, for example, to pass an agreeable moment 
over a coffee, if nothing else to give an example. 
 
And there, they can have medical examinations, a psychiatric diagnostic, but evidently this only 
concerns a first contact, because for certain among them, it is not possible to continue psychiatric 
care.  It is simply a first contact, a psychiatric diagnostic. 
 
We have also tried for them to come to the center to have dental care, in order to resolve certain 
urgent problems. 
 
I don’t know if I have really defined the low threshold, even after everything that I have just said. 
 
About the situation in Greece at this time, concerning your questions about the changes, we have 
obviously many opinions but there is also concrete results.  And while I am speaking about 
opinions, I can say that we have in Greece a society in transition that is to say that for the first 
time, this society welcomes immigrant minorities who come to Greece to work.  This is a very 
new experience in our country because until now, it was the Greeks who immigrated to other 
countries. 
 
We therefore have these new minorities who arrive in the Greek reality and I think that these 
minorities bring certain differences to the social life and also to the life of drug addiction, in 
everyone who treats drug addiction. 
 
I think that we are going to have changes that are due, for example, to new substances.  For the 
instant, in Greece, we have the use of heroine that comes from Afghanistan.  I don’t know if there 
are going to be changes on the market but perhaps that will cost more than now or perhaps there 
will be changes in the substance itself.  But, according to numerous sources, we think that there 
will be a change in the situation in Afghanistan.  We think that the events of the last year are 
going to change the situation. 
 
To continue, we have results that bring us an image.  That is to say that the diminishing of certain 
substances that have been replaced by others, ecstasy for example.  Heroine, even so, remains the 
most used substance by all the users that be know, those who have asked for treatment. 
 
We also know that there has been a lessening of intravenous injections, for all substances, but 
there has been a rise in those who smoke or sniff.  We know that cocaine is not the most used 
substance, it has been less used since 10 years ago.   
 
We have 1.5% of appearance in treatment centers.  We also know that the average age of users 
who ask for treatment has gone down in recent years that is to say that in 1995 the average age 
was 29 while in 2000 it was 25 years of age. 
 



Concerning health problems among drug users, in Greece, there are some new elements.  All 
health experts are concerned about the rise of tuberculoses cases; this is not Hepatitis B or 
hepatitis C that is worrying them but tuberculoses.  For HIV due to drug injection, in Greece, the 
rate is not high and this has been the situation for more than 30 years. 
 
Mr. Jean – Jacques SANTUCCI, AMPT 
 
I would like to ask for any last comments concerning the general questions that we asked earlier. 
 
Mr. James Maurice CAMP – United Kingdom 
Concerning the definition of the low threshold, it is difficult because we aren’t there yet, we still 
aren’t giving the best services of a low threshold and the definition changes each time. 
 It is therefore important to define the low threshold as a service of easy access for drug users and 
for professionals. We are going to know what is the quality of access that is equal for all drug 
users.  
I believe that we should work from this basic hypothesis, that we should be realistic.  That is to 
say that we should limit damages created by drugs and not only speak about stopping of use.  I 
think that the fundamental points are to have quality products, products of a low threshold that 
would be acceptable by drug users and also to try to reduce damages more than being concerned 
with simply not using drugs. 
The prevention of damages is important but I believe that the reduction of damages is the most 
important objective.  It is the priority: reduce the risks for drug users and fro the community.  
This is all I have to say for the moment. 
 
Mr. Rodrigo SOUZA COUTINHO, Portugal. 
 
I think that the low threshold structures should evidently be fundamentally occupied with the 
consequences of drug consumption and not with consumption. They should allow all drug users 
to have a level that does not go past the point of rupture with human dignity.  This is a thing that 
is very important.  Drug users have the right to human dignity and the structures of low threshold 
are the frontier or the limit that we should have so that they do not go past this level of human 
dignity. 
 
So, there are many forms of more specific structures.  For me, the structures of low thresholds are 
an integral part of all the structures of intention towards drug abuse; this is because for the drug 
addict there are many levels to be in drug abuse.  And there are at times capacities, and at other 
times there are none or he/she wants none.  This is all in the scenario of interventions that the 
structures have an integral part in interventions and in drug abuse. 
 
But they must also have the application and integration of all the circuits of drug treatment 
including community networks, health networks, social networks, etc. 
 
They should be considered as a structure having the same rights as a treatment centre because 
drug addiction is not only some drug addicts who are in need of low threshold structures, some 
drug users by chance.  
 
They should equally have the need and the preoccupation to give the possibility to drug addict to 
have access to other structures, to other structures and other services. 
 
For me, the priority is the consequences of consumption and not consumption and to integrate this 
into these structures. 



 
Mr. Jean – Jacques SANTUCCI, AMPT 
 
I propose that we stop there for this first series of questions and to engage in a discussion, equally 
from your experiences and your practices, on the second series of questions that we have 
extracted from this research. 
 
But there has also been a request for an intervention, if you will excuse me. 
 
Mrs. Mariangela CANCELLARA, AFET-Aquilone-Drop in la Boa, Italie. 
 
I am completely agreed with Mr. SOUZA COUTINHO because I find that what he said about the 
dignity of the person is fundamental. One must be preoccupied with the consequences of 
consumption of drugs and permit users to have a level where one does not lose human dignity. 
They should have rights, structures of low threshold like an ultimate frontier.  
 
From there, in Italy and I am speaking particularly of Genoa and not of all of Italy, we are now 
having difficulties in maintaining these frontiers of low threshold, principally because we have 
had a total upheaval in public and private services in Italy. 
 
Before now, we have seen two periods of history in public service.  In the 1980’s we had mental 
health services which included psychiatrists and other professionals dedicated to helping drug 
addicts. Therefore, necessarily, certain treatments were followed by a psychiatrist, in fact almost 
all treatments were a little under the domain of psychiatry. 
 
In 1994/1995, this changed. We instituted SERT; I speak for Genoa because in Italy there was 
already SERT before but not in Genoa. And in the teams of SERT dedicated to the care of drug 
addicts, there were some psychiatrists but also social professionals. So, this changed much 
because we had treatments for insertion into work, social insertion, training, etc. 
 
As just until now in Italy the public service had all the political direction concerning drug 
addiction, everything took place around the projects that were done in the interior of SERT.  And 
it was normal that the private service, that we are, which worked with the public service, had to 
work in the environment of the low threshold inevitably, because we could not do the treatments 
that were done before by the public service.  It is for this that our job on the street could be 
expressed with the street unit and drug addicts. 
 
We see now that everything is going to change.  With the new dispositions that we see our 
government taking, one gives more importance to the private and less to the public.  Therefore, it 
would be possible that even organizations like ours could have more chance to implement 
policies for the distribute methadone, etc.  Because, until now, the policy of substitution was only 
attributed to the public service.  
 
So, this created a dispute to see who would be the first to take the low threshold services. Like 
this, it is truly difficult for us, especially because I think the government tries to pit us against 
each other and to pay the lowest amount possible for the largest number of services.  This is one 
of the problems. 
 
Another problem is at the interior of our services.  What I mean is that we have attained our first 
objectives, we have diminished death by overdose, we distribute 40 to 50 000 syringes per year 
and we have almost the same return of syringes.  As well, drug addicts are well accepted by the 



population, our street unit is well accepted.  And we should even change our objective and it is 
our task right now to study all this.  
 
The other problem that we have is our work teams, who are tired in this profession and who try to 
raise the level.  And is difficult to maintain this minimum objective of human dignity.  The 
professionals always try to handle it but is difficult to always maintain a low threshold. 
 
The last difficulty that we are meeting is due to immigration:  We have many people who come to 
Genoa to work and even people without work papers.  Among these people, certain manage the 
distribution of all substances, like heroine and methadone.  This has contributed to the rise in the 
criminalization of immigration and as well these same social groups are involved in illegal 
prostitution.  Also, we have much reinforcement of police repression and this repression truly 
makes our work difficult because drug users now try to take their daily does using the telephone 
or in their houses.  So we don’t see them anymore in the street, they hide and it is difficult to 
bring out the phenomenon. 
 
Another thing, we are now seeing a rise in drug addicts among immigrants coming from Europe 
but they don’t have the possibility to be treated.  We could give them medical care, for this they 
take steps to obtain medical care for their current medical condition but not for other cared 
concerning their detoxification.  And these are the problems that we are facing right now. 
 
Mr. Jean-Jacques SANTUCCI, AMPT 
 
If there is no comment concerning what has just been said, we can now go on to the second series 
of questions. 
 
Mr. Laurent ALBRANT, 
Asud Mars Say Yeah, France. 
 
We are a self help group made up of drug users and people concerned with drug users and we 
work in Marseille in the street at a local, that we also call a low threshold.  I would like to give 
you our opinion on this question of a low threshold. 
 
I am hearing a distinction North/South about low thresholds, with a political will concerning 
health in northern countries that make a low threshold one of need, I understand this as an ethic or 
a way of accepting people, with everything that they can be or do, whatever their behaviour!  
 
I had a discussion with our German friend at noon: one of their concerns in the city of Frankfort, 
is after injection rooms, is to open rooms for users of crack by inhalation.  And for us, it is also 
this; it is to accept the person with what he is, with what he does.  We do not have the right to 
judge, we are going to be beside him in his process. And if I am a bit bothered by public order, I 
would try to do it anyway! 
 
Therefore, we consider that this is an ethical position of the low threshold, that is to say that we 
should accept the person whatever he is, whatever he does.  This is a position in France that we 
call non-judgement.  
 
And, according to what we do, for us for example on the daily level of those populations most 
marginalized who are the major users of risk reduction structures , which enables them to be able 
to envisage, to be able to negotiate or choose the methods and solutions to improve their 
environment while keeping in mind the rhythm of the person.  The person who is at times, faster 



or slower than others and who finds himself lost: he goes at his own rhythm, which results in for 
example, his processes not working.   
 
This leads us to think of processes like the one here, whatever be the behaviour, the reduction of 
risks is a political model of health in a general way, which makes that the person must be able to 
choose “better that the worst”. In Marseille, there is a radio program about risk reduction that is 
called this: “better than the worst”. It is a phrase that allows us to accept the putting in place of 
structures, prevention measures, for example the PES, in France, the mobile PES or the stationary 
PES, welcome centres, substitution centres, meeting centres, health centres which are concerned 
with drug users. In general, these are specialized centres. 
 
And these are actions that can happen in different places.  That is to say that this is a way that 
works well in the street but also during techno festivals.  It s a way to meet people more than a 
way to treat them, but we can see that the vision becomes systematically therapeutic, no matter 
who is the person. 
 
And this allows us to review the use of drugs, which is truly problematic, with those persons, who 
I have heard about, truly concerned by a psychiatric structure, and educating, in France, we speak 
about education in pairs – other consumers who are a part of those populations who never enter a 
low threshold, those people who don’t consider themselves right away as drug users, while they 
have the behaviours.  Someone who sniffs powder might say: “I am not a drug addict because I 
don’t inject”. 
 
And these are the people that we must educate, even if it is not with the same tools of low 
thresholds that we already know.  These are the structures to put in place, those that we have 
heard of.  This is for example, the education of drug users; the way of conducting a low threshold 
that I am hearing.  
 
This is all that I am going to try to say, I don’t know if you have understood everything. 
 
Mr. Siegfred DRESS, 
Cafe FIX, Germany. 
 
The low threshold institutions were put into place, because since ten years ago we have had a 
drug scene that is open in the street, that is to say that users shoot up in public.  Normally, they 
don’t have the right to go anywhere in the city, they are confined to the central train station in 
Frankfort and also the area that is a little dubious at night. 
 
These low threshold institutions came into existence ten years ago; they were of a very high level 
and were not easy to enter. Ten years ago we had a new leftist administration in power and they 
exerted pressure on these institutions so that they could put the concept into place.  They began 
with the police, the police who wanted them but social workers and other people implicated with 
drug users did not want them. 
 
Therefore, the politicians said: we must do this, to get drug users off the street, we need to create 
meeting rooms, and centres where we can help drug users easily instead of letting them wander 
around the street. Ten years ago, we put this program into place.  In the month of October, this 
study began.  The way is still very long because it concerns helping people.  



 
North/South Comparison 
 
The second series of questions concerns the North/South comparison. Four points have been 
proposed: 

- the importance of sharing practices (lending and borrowing of material) in southern 
countries and the non-use of condoms in northern countries 

- the importance and prevalence of HIV in southern countries and the importance and 
prevalence of  HCV in northern countries 

- the indicators of insertion (lodging, employment and incarceration) are less in southern 
countries than in northern countries 

- the knowledge of illnesses, medical treatment and the possibility of treatment are always 
more significant in northern countries, whatever be the pathology – HIV, HCV or HBV 

 
There too, we could have an exchange about what is the reason for these differences and perhaps 
our northern colleagues could clarify the reasons why, concerning the serologies, the medical 
treatment, the possibility to have a treatment is a health tradition perhaps more significant in the 
north of Europe than in the south:  There too, we can exchange ideas. 
 
The first debate went slightly overtime but I think it would have been a shame if everyone had not 
had the opportunity for expression.  We have three quarters of an hour for the last two series of 
questions. 
 
I will make a short introduction.  We have learnt quite a bit since our visit with our London 
colleagues, notably at the moment of maturity for what has become Transit, and we have been 
made aware that an approach that is a bit more pragmatic to these problems gives very interesting 
results. 
 
Mrs. Marie JAUFFRET-ROUSTIDE 
 
I have a question for Greece, which I asked several times this morning and for which I have not 
had a reply. 
 
 In fact, when we did the country by country analysis, we were surprised, as I mentioned this 
morning, to see that on 50 questionnaires, no drug user had HIV in Greece but the level of users 
who were not aware of the HIV serology was more than 25 percent.   
 
You told us earlier that according to the official statistics you had a very low rate of HIV but have 
you taken into consideration the unknown status of HIV? 
 
Mr. Gerasimos PAPANASTASATOS, Greece. 
 
Yes, it is true that the rate of HIV is very low. Concerning the results from treatment that we 
have, one third of people asking for treatment have not had an exam, therefore the detection of 
HIV when they had a first contact with treatment services.  
 
Concerning the type of infrastructures for treatment which are services for drug addicts, we know 
that a rate of 0.5 percent to 4 percent of drug addicts are infected with HIV.  This is the situation 
that we have had during the last 20 years. 
 



We don’t know the reason, we don’t have an explanation but these are the facts.  All the experts, 
all of our European colleagues have tried to explain the situation but we have no explanation.   
 
In the beginning, this was not because of an absence of examinations, that is to say at the end of 
the 80’s it was not a problem of methodology.  We have a low level of HIV.  
 
We also have practically the same occurrence for the hepatitis C virus and for hepatitis B, but not 
for tuberculosis which is quite high. 
 
For all the treatments asked for in all of the centres of treatment, in Greece, the three quarters of 
drug users had HIV tests and only 1.5 percent are positive.  These are the results for 2001. The 
total of the requests for treatment are from 2 500 people, for all centres, for all programs. 
 
Mr. Rodrigo SOUZA COUTINHO, Portugal. 
 
These 2 500, do you think that this corresponds to all the population of drug addicts?   
 
Mr. Gerasimos PAPANASTASATOS, Greece. 
 
In effect, we have had, in 2000, 3000 drug addicts who came to be treated in all the centres but 
we know that there are more than 30 000 drug users. 
 
In the treatment centres, we have had 15 percent of users who are seropositive and when we are 
in the programs of low thresholds, we have 14 percent.  So, we have this type of situation. 
 
Mrs. Janet HUCKER, 
Merchant’s Quay Project, Ireland 
 
When we take the results country by country, what are the results? 
 
All the population which has programs of drug addiction does not ask for treatment, this is true, 
but this allows us to have indicators for each year.  This percentage has been stable for the last 20 
years therefore it no longer acts as an indicator. 
 
As a second point, the general Greek population as well as drug users have a low seropositive 
percentage for all groups at risk. 
 
I repeat, we cannot explain why.  We cannot attribute this to a methodology error, we have 
measure the percentages, we have measured the prevalence of HIV infection and we have 
credible research methods.  
 
Mr. Rodrigo SOUZA COUTINHO, Portugal. 
 
It seems to me that you have this situation for drug users who go to treatment centres; I mean 
those users who have the possibility to go, who want to go, and who, for whatever reason it may 
be, go in the centres.  This does not concern drug addicts in general, but those who go in the 
centres. 
 
Another point that I wonder about: in Portugal, tuberculoses is a big problem which, normally, is 
associated with HIV.  Our population has seen problems with tuberculosis and generally, this is 



related to drug addiction and HIV.  Therefore, you have a problem with tuberculosis and not with 
HIV that I don’t understand.  
 
Mrs. Maria-Emilia ESTEVES LEITAO, Portugal. 
 
We want to understand if there is something special going on in Greece.  I thought that this was 
important for you.  Perhaps there is something that protects you which has not protected other 
southern countries because we really have many problems with tuberculosis in Portugal and we 
have a high incidence of tuberculoses in our country because it is associated to HIV.  It is strange, 
and we should study this phenomenon.  
 
Mr. James Maurice CAMP, United Kingdom. 
 
I think that the desires concerning this research are perhaps too high.  In fact, this research is 
going to produce numerous hypotheses, in subjects that we need to expand.   
 
Therefore, the objective of this research is to perhaps define the hypothesis, those subjects to 
expand.  Perhaps we should organize more questionnaires, 200 questionnaires per country, 
perhaps in the same centres, but with more questionnaires. 
 
I believe that one of the successes that we have seen are the good practices that were identified in 
different countries and perhaps the identification of these good practices should be followed by 
further studies, perhaps in association with qualitative studies where we can rediscuss these 
practices or people who have the same problems can come together. 
 
Perhaps we should do exchanges, qualitative visits of exchange concerning good practices; 
perhaps this could be the subject of future conferences. 
 
Maybe the project should continue in a slightly different way, so that we can develop good 
practices in a qualitative and quantitative way. 
 
We could evidently make a list of good practices in different domains which concern us.  We 
could organize groups of countries with similar interests whether it be North/South or East/West 
for example. 
 
We could also foresee a consensus of good practices, produce manuals which don’t seem to exist 
at this time.  
 
Mr. Jean-Jacques SANTUCCI, AMPT. 
 
I am seeing little signs that it is time to close this meeting.  Therefore, if you are in agreement, we 
could perhaps end here. 
 
The task of closing has fallen on me, even though James CAMP has just explained in a very 
elegant way.  My conclusion will therefore be very brief and for the moment, bringing with it a 
hope and a proposition. 
 
As you have read this morning on the slides that Bruno TANCHE showed, “The Return of the 
Son of TOXMED”, is not wanted by the European Union.  At any rate, not for the next year.  If 
you are agreed, we will continue for next year, 2003-2004, a project that we can call “TOXMED 
Vengeance”. 



 
For this project, your ideas are welcome. We could therefore devote a moment later to your ideas; 
James CAMP has just given us several ideas on what could be the future of TOXMED. 
 
But, with this, I would like to say, and that has been said by several among us, while during our 
debate or during this time of joviality, that the important this is the exchange of practices and the 
enriching that these exchanges generate for each other than the numbers and the research by 
itself. 
 
Even if these numbers are interesting, they are not all the truth, they are not all the reality.  
Moreover, they are not the truth of the moment.  And Caroline ADAMSSON reminded us this 
morning that in Sweden, next year, things may be different. 
 
Our colleague Gerasimos, from Athens, reminded us this morning that the numbers were “a short 
cut” and that it would be dangerous to generalize them. But at the end, this is what has united us 
and why not? 
 
This research is too ambitious, as James CAMP has just told us, but it is because of this research 
that we are here.  The responsibility now passes to us to go beyond the scope of this research, to 
transcend it. 
 
I was yesterday morning – and this is what prevented me from being here at the moment of your 
welcome – in a meeting where the theme was the same, and the person who we had enlisted to 
help us with this cadre of practices reminded us, at a certain moment, that the cadre was not bad 
but we must not economize with the meeting of those people whom we welcome.   
 
I want to say that if this research is the pretext of our meeting that we must not make it an 
obstacle between our meeting and the meeting of the people whom we look after, whether we call 
them patients, clients or users.  
 
At the end, this research could be the construction of our exchanges and consequently the 
evolution of our practices like sterile materials is for the reduction of risks, to have a reason for 
meeting, ours, and that of the people that we look after. 
 
In effect, I believe that behind these numbers, at times cold, people who have asked us questions 
and people who have asked questions.  There were there, one or two meetings. 
 
It is for this that in the pretext of this research that I gladly propose to you to continue to have 
ideas – it is Victor MARTI who suggested to us – to exchange on the good practices-that is what 
James CAMP just said – to identify the needs and strategies to reply, to intervene not only on the 
quantitative but also on the qualitative. 
 
I formulate therefore the wish for the existence of TOXMED 15, with the idea that the following 
ones could be organized, turn by turn around our respective cities. 
 
In the meantime, nothing is stopping us, whether Europe helps us or not, to meet while waiting 
for Europe to allow us to all come together.  I have now finished this rapid conclusion. 
 
I suggested to you earlier that we table ideas that will allow us to construct the next TOXMED.  
So, we still have several minutes. 
 



Your ideas are all welcome; we spoke earlier with Bruno TACHE: continue on the same theme, 
cease to continue, modify things, survey, not survey, exchanges of practices.  We still have 
enough time to exchange on this before separating in lightness, joy and good humour. 
 
(No comment) 
 
Mr. Jean-Jacques SANTUCCI, AMPT 
 
You then leave us the responsibility for the contents of the next TOXMED.  We will without 
doubt need some time to organize all of this.  So, if there are no more comments, it only remains 
for me to thank you for your participation and hope that we will meet soon whether it be together 
or in teams. 
 
Mr. Bruno TANCHE, AMPT 
 
To confirm what was said this morning, we gave you – I am speaking of under the supervision of 
Marie JAUFFRET – ROUSTIDE and Professor Xavier THIRION – the results country by 
country.  We will try to include this all in the calendar of the restitution of the acts by the 
European Community.  I think that this is quite important because many of us have asked for the 
results and we are going to try to give them as rapidly as possible, because judging by the 
discussions that we had during dinner, this interests a large number of you.   
 
I would like to thank you again for the quality of this meeting.  We have known you in a bit of a 
closed way because only certain among you could go to certain countries, but we have all had the 
pleasure to discover you and your institutions. 
 
I wish that whatever form the network takes now, it will continue on.  We have formulated the 
basis for meeting ; it is there today and from what I have heard from the majority of you, we hope 
at least that the network exists, whatever be the form or objective that we gave it. 
 
I thank you again for the quality of this day and for your smiles. 
 
(Applause) 
 
The meeting was closed at 4:15 pm. 
 
 
 


