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FOREWORD

The 2005 National Report to the EMCDDA by the Finnish National Focal Point is one of the national annual
reports on the drug situation compiled by the National Focal Points in the REITOX network, co-ordinated by
the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). Based on the national reports,

an annual report on the drug problem is drafted in the European Union and Norway. The national reports are
compiled in accordance with the guidelines provided by the EMCDDA.

The present report has a clear focus on recent developments in the drug situation. First, long-term
developments are analysed briefly, and then the most recent developments and trends are looked more
thoroughly (part A). Finally, the report discusses three selected issues on drugs (part B). The long-term
analysis is divided into two sections, the first one dealing with the drug situation as a whole and the second
with anti-drug activities. Part A discusses the drug situation in another order. The chapters that describe the
different aspects of the drug situation during the past year (drug experimentation, problem drug use, health
problems, social problems, availability and supply of drugs) are linked with discussion on related societal
interventions (preventive work, treatment, harm reduction, social rehabilitation, control). The selected issues
discussed in part B are (1) Gender differencies, (2) European Drug policies: extended beyond illicit drugs?
(3) Developments in drug use within recreational settings.

It should be remembered that alcohol has long played a central role in Finnish substance abuse culture.
Therefore it is still underlined in Finland that substance abuse behaviour should be looked at
comprehensively in place of focusing on drugs alone. Nevertheless, this report will focus on drug use, drug-
related harm and poly-drug use, all of which are approaches where alcohol has a minor role. This focus is
justifiable as it is customary in Europe to deal with drugs separately from the abuse of legal substances and
the problem use of alcohol. This division also applies to the REITOX data production.

The Finnish National Focal Point, which compiled the 2005 National Report to the EMCDDA, operates at
the National Research and Development Centre for Welfare and Health (STAKES). On drafting the report,
research data and comments from experts on different areas of the drug issue were made use of. We thank all
experts for their comments. Special thanks are due to Development manager Airi Partanen (Stakes), senior
planning officer Kristiina Kuussaari (Stakes) and researcher Sari Sjoberg (Abo Academi). Researcher
Sjoberg has produced the chapter 14 in the report, "Developments in drug use within recreational settings".
Senior Planning Officer Ari Virtanen at the Finnish National Focal Point was in charge of the compilation of
the report as a whole.
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Abstract

In 1995-2001, all indicators (experimentation, problem use, health problems, morbidity, mortality, criminality and
seizures) suggested that the drug situation was aggravating. As for 2001-2003, however, nearly all indicators show clear
signs of a weakening of the trend. Problem use is the only exception in the time period as it increased slightly in 2001—
2002. During 2004 the same trend continues except the figures in the mortality which started again to increase. In the late
1990s, drug experimentation and harm increased particularly in the youngest age group (aged 15-24). On entering the
2000s, the trend seems to be evening out in this age group, but instead there is some increase among 25-34-year-olds. At
the core of anti-drug activities have been the establishment of drug prevention and youth workshop networks, addition of
drug prevention sections in school curricula, enhancement of low-threshold and substitution treatment, investments in
health counselling centres, development of drug treatment in prisons, and introduction of new control methods.

According to the most recent data, those who had used drugs during the past year accounted for about 3% and problem
users for about 0.5 % of the adult population (aged 15-64). Some 7% of schoolchildren (aged 15-16) had used drugs
during the past year. The 15-24 age group had the highest level of both use (12%) and problem use (0.9—1.3%). The same
age group also showed the highest figures in drug-related harm (drug-related diseases and deaths, or drug treatment
clients). But there are some signs of change in the figures, evening out among those under 25 and increasing among those
over 25. As in the year 2004, anti-drug activities have focused on drug prevention at schools, early intervention in young
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in street-level control and social work (among drug use offenders) and developing care for those released from prison;

The main gender differences in drug use are: girls start experimenting with illicit drugs even at an earlier age than boys do;
after the age of 25 women’s drug use decreases much more rapidly than men’s drug use; women in general use drugs
much less than men do. On the other hand, among severely excluded substance abusers, the differences that come with age
are not so drastic. Gender-specific interventions are mostly related to gender specific facilities and to a specific groups
such as prostitutes and mothers.
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called intoxicants include tobacco but not doping substances. The connections between programmes, substances and
related interventions is grounded on this concept.
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techno music. In Finland there are not many clubs or bars that are specialised in one type of music. So the phenomena
came part of wider trend in youth culture. In Finland, recreational drug use has primarily been prevented by penal
sanctions, monitoring public places and at the music festivals popular among young people, so drugs are mainly used in
private premises. Only lately there has been some interest in two-way education that does not aim at a total ban on drugs
but at the reduction of the risks of recreational drug use.
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THE STARTING POINTS FOR DRUG SITUATION AND DRUG
PREVENTION

DRUG SITUATION!

The development of the drug situation is presented in the following time series, which shows that
the growth trend in demand, supply and other drug-related detriments that lasted throughout the

1990s showed signs of stabilising at the turn of the 21st century according to various indicators.

Figure 1. Trends in drug use and drug-related harm 1995-2004 (1995 = 100)
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Drug experimentation and use

Studies show that the trend in drug experimentation of the 1990s was set in motion by men,
followed by women in the second half of the decade (Figures 2a, 2b). The proportion of those
having used drugs during the past year grew until the end of the 1990s, after which the trend
clearly levelled off. The same phenomenon can be observed among young people (Figures 3a

and 3b).

1 See Virtanen 2005. Updated data from Part A. More specific information on the sources of the figures and tables in this section,
see Section 16," Figures and Tables".



Figure 2a. Percentage of men (15-69 years)
having tried drugs during their lifetime or in
the past year

Figure 2b. Percentage of women (15-69 years)
having tried drugs during their lifetime or in
the past year
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Figure 3a. Percentage of boys (15-16 years)
having tried cannabis during their lifetime or
or in the past year
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Figure 3b. Percentage of girls (15-16 years)
having tried cannabis during their lifetime
in the past year
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Problem drug use

The accumulation of detriment leading to problem drug use seems to occur after a lag of 3 to 5

years from the commencement of use. Thus, the sharp increase in drug experimentation at the

end of the 1990s seems to have lead to the growth of the number of problem users at the

beginning of the 21st century (Figure 4).




Figure 4. Percentage of problem drug users (amphetamines and opiates) among 15-55-

year-olds 1997-2002
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The drug treatment information compiled from units providing specialised services for substance

abusers helps in determining the development of a problem user’s profile. The most significant

change lately has been the sharp increase in the problem use of buprenorphine. During the past few

years, buprenorphine has replaced heroin almost completely as the main drug used by drug

treatment clients of substance abuse services and is already on the same level as the problem use

of stimulants (Table 1).

Table 1. Substances used by clients entering treatment for the use of narcotics and
pharmaceuticals (% of clientele) in 2000-2004

Substance 1st problem substance 1st-3rd problem substance
category

2000 2001 2002 2003 2004 2000 2001 2002 2003 2004
Opiates 29 28 28 31 34 38 40 39 43 46
- heroin 20 13 6 3 3 8
- buprenorphine 7 12 20 24 27 36
Stimulants 28 26 28 28 26 56 55 58 57 55
Cannabis 17 20 18 16 15 59 62 60 58 56
Alcohol 18 19 20 19 18 37 41 42 40 39
(+ drug)
Sedatives 5 6 5 6 6 27 30 32 36 38




Drug-related health problems

Drug-related deaths (Figure 5) follow fairly consistently the trends in drug use, especially the trends
in the use of injected drugs, as the most common cause of drug-related death is death by poisoning,
the number of which reacts quickly whenever a new drug consignment enters the market or
methods of use change (intravenous use gains popularity, heroin disappears from the market). The
delayed increase in problem use should also be seen in hospital statistics, but these show that the
number of drug treatment patients in hospital wards has been on the decline (Figure 6). This
phenomenon may reflect a decrease in problems related to drug use, but it is more likely a result of
changes in the service system and the increase in drug treatment services and outpatient services
(substitution treatment, health counselling). Lately the mental health problems suffered by problem

drug users have also come to the fore (Figure 7).

Figure 5. Drug-related deaths according to different criteria 1995-2004
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Figure 6. Hospital treatment periods related to narcotics by gender 1995-2004
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Figure 7. Mental disorder diagnoses co-occurring with drug diagnoses in 1987-2002
according to the hospital patient discharge register
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Drug-related social problems

According to all statistics, problem drug users tend to have a lower level of education and are
more often unemployed and/or homeless than the population in general. An important variable
that reflects social exclusion is drug-related crime, either directly through drug offences (Table
2) or indirectly through other offences (e.g. driving while intoxicated). In Finland, the use of
narcotics is a punishable offence; many offences are related to this particular type of offence and
thus indirectly reflect the prevalence of drug use. The recently adopted zero tolerance for drug
use in traffic explains the rapid growth in these offences in 2003 (Figure 8). The evolution in the
number of people sentenced to imprisonment for drug offences clearly reflects the pattern of
social exclusion in relation to drugs (Figure 9). The values of all the above-mentioned
comparable indicators remained at a fairly even level during the beginning of the 21st century
after the rapid increase at the end of the 1990s. However, one example of the aggravation of
problem drug use and social exclusion is that an estimated 43% of prison inmates suffer from

morbid drug use.

Table 2. Drug offences reported to the police and Customs in 1995-2004

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Drug offences in total 9,052 7,868 8,323 9,461 11,647 13,445 14,869 13,857 15,058 14,486

Drug offence 8,654 7,132 7,781 8,910 10,701 12,687 12,092 5,821 5202 4,672
Drug-user offence 1,899 7,240 9,084 9,217
Aggravated drug 390 728 529 539 958 741 859 760 742 582
offence

Preparation and 8 8 13 12 15 17 19 36 30 15
abetment of drug

offences
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Figure 8. Narcotics findings from people suspected of driving under the influence of drugs
in road traffic, 1995-2004
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Figure 9. Percentage of prisoners with a drug offence as their principal offence in annual
prison census, 1995-2004
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Drug markets
One reason for drug experimentation, drug use and problem drug use is the supply of drugs. The

prevalence of supply is reflected in citizens’ personal experiences of having been offered drugs
(Figures 10a-b; 11a-b) and in the number of drug seizures (Tables 3 and 4). These indicators also

showed growth towards the end of the 1990s and a levelling off at the turn of the 21 century.

12



Figure 10a. Drug offers to boys (%) in the

Figure 10b. Drug offers to girls (%) in the
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Figure 11a. Drug offers to men (%) in the
past year
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Table 3. Drugs recorded as seized by the police and Customs in 1995-2004
1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
Hashish 147.51 9944 197.66 160.97 492.32 196.54 589.6 4823 423 467
Marijuana 4.27 3.51 12.15 8.01 18.17 13.82 16.1 32 45 26
Amphetamines 20.12 22.14 22.2 2478 7126 79.56 1373 129.2 114.6 102
Cocaine 0.07 0.07 0.12 1.99 1.7 38.58 6.5 0.4 1.1 1.1
Khat* 68.11 264.5 249.01 103.94 374.1 34841 664.5 11,0394 1,879 2,118
Heroin 16.12 645 24 197 288 6.03 7.5 3.1 1.6 0.2
Subutex (tablets) - - 223 1,175 2,898 12,951 38,200 18,700 37,284 32,970
Ecstasy (tablets) 3,750 1,011 3,062 3,320 17,665 87,393 81,228 45,065 35,216 3,243
LSD (tablets) 500 41 323 301 50 2,355 1,026 4,679 1,460 196

* = Khat differs from other drugs because its use has not been criminalised in all EU countries.
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Table 4. Number of drug seizures recorded by the police and Customs in 1995-2004

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Hashish 1,235 1,312 1,686 1,997 2,259 2,482 4,011 3,012 2,796 2,626

Marijuana - - 385 382 463 663 1,223 1,275 1,712 2,067
Amphetamines 696 972 1,352 1,641 1,956 2,369 3,778 3,399 3,687 3,392
Cocaine - 15 16 24 49 40 55 45 49 65
Heroin 82 145 153 210 342 437 558 145 90 45
Subutex - - - - - - 727 741 1,008 844
Ecstasy - 52 74 57 159 393 465 329 316 328
LSD - 14 14 - 15 34 14 10 20 21
ANTI-DRUG ACTIVITIES?

Anti-drug activities are largely based on long-term choices in policy and the structures that steer
these choices. The central structures of drug prevention are determined in drug legislation, the
strategies that steer drug policy and action plans. The focal points of anti-drug activities
(prevention, treatment, reduction of drug-related problems, drug control) become concrete in the
implementation of tasks related to the above-mentioned structures. Many of the national
approaches and activities are related to international systems and agreements regarding drug
policy. The resources allocated for the activities also play an important role in their

implementation.

Drug legislation3

The Narcotics Act (1289/1993) prescribes the main principles of drug control based on
international conventions. The related Narcotics Decree (1603/1993) lays down provisions for
the export and import of drugs. The administrative decision by the Ministry of Social Affairs and
Health (1709/1993) defines narcotics and the substances used in their manufacture. Drug
legislation has subsequently been amended to comply with EU control regulations on precursors
and the changes made in the drug Schedules of the United Nations. Drug offences are specified
in the Penal Code (1303/1993), whereby they are categorised as drug offence, preparation or

abetment of a drug offence (maximum sentence 2 years’ imprisonment) or as aggravated drug

2 See Virtanen 2005. Updated data from Part A.
3 See Virtanen 2005, Part A, Section 1.2. Updated data from Part A, Section 1.2.

14



offence (1-10 years’ imprisonment). In 2001, an amendment was made to the Penal Code

(654/2001) which introduced the drug-user offence (maximum sentence 2 years’ imprisonment).

The amendment to Section 11 of the Basic Education Act (453/2001) introduced a new subject,
health education, to primary education, and the amendment to the Basic Education Act
(477/2003) regulated curricula and pupil and student welfare services. Strategies for the
prevention and treatment of, for example, crises, school bullying and substance use should be

recorded in the local curriculum.

The ideal of a healthy lifestyle is emphasized in the Temperance Work Act (828/1982), whereas
the main objectives set out in the Act on Welfare for Substance Abusers (41/1986) are the
reduction of substance abuse and the provision of necessary municipal treatment services. The
substitution and maintenance treatment of opiate addicts are regulated by a Decree (289/2002).
The Government Decree on the amendment to the Communicable Disease Act (1383/2003)
states that health centres must provide health counselling for intravenous drug users as well as
needle and syringe exchange. Substance abuse problems are also addressed in the Child Welfare
Act, Social Welfare Act, Primary Health Care Act, Mental Health Act and the Act on the Status
and Rights of Patients.

Drug issues are also dealt with in the overall reform of the Police Act regarding money
laundering (68-79/1998) and driving while intoxicated (1198/2002), the amendment to the Act
on the Enforcement of Penal Sanctions (656/2001), which addresses the authority of prison staff
in drug control, the amendment to the Coercive Measures Act (646/2003), which lays down the
conditions for telecommunications interception, telecommunications monitoring and technical
surveillance, and the amendment to the Police Act (21/2001), which regulates undercover

operations and fictitious purchases.

Drug policy4

The Finnish Government issued a decision in principle on 5 October 2000 to enhance drug
policy based on the first Finnish drug strategy from 1997. The objective was to reduce both the
supply and demand of drugs and to arrest the growth of drug use and related crime. The

Government set up a drug policy co-ordination group to co-ordinate, implement and monitor the

4 See Virtanen 2005, Part A, Section 1.1. Updated data from Part A, Section 1.1.
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national drug policy programme. The group had representation from the relevant Ministries and
agencies. The co-ordination group prepared an action plan for more efficient drug policies for
2001-2003 (2003). In line with the Programme (2003) of the Finnish Government lead by Matti
Vanhanen, the co-ordination group drafted a drug policy action plan for 2004-2007 (2004),
which was approved by the Finnish Government by a decision in principle at the beginning of
2004 (see Section 1.1). In addition, as part of the Government programme, a cross-sectoral

programme on internal security has been drawn up in order to increase public security.

With respect to the drug strategy of 1997, the report of the committee for preventing drug use
among young people was published in 2000, and the report of the working group on drug
treatment in 2001. In addition, the police have produced an anti-drug strategy (2002) for 2003—
2006 and the Prison Service (2002) drew up its substance abuse strategy (Sections I-IIT), which
has subsequently been supplemented by a new strategy for 2005-2006. Both emphasise drug
control as well as reduction of demand. The Customs have also produced a drug strategy for
2002-2005 and a joint drug strategy (PTR) has been drawn up by the police, the Customs and
the Border Guard. The Health 2015 public health programme (2001) sets as one of its goals the
appropriate treatment of the health problems associated with alcohol and drug use, and the
national plan of action to combat poverty and social exclusion 2003—-2005 (2003) calls for more
effective drug prevention measures, sufficient treatment for drug users and the expansion of

measures to alleviate the negative effects of drug use.

Drug prevention®

The target and action plan for social and health services for 2002—2003, which was approved by
the Government, proposed, among other things, setting up a municipal contact person network
for substance abuse work. The contact person is in charge of the co-ordination of municipal
substance abuse prevention together with the social and health services, schools and
organisations. The contact person also co-ordinates the municipal or regional substance abuse

strategy.

The reform of the school curriculum supports the qualitative development of health and legal

education in school and the establishment of co-operative models between home and school and

S See Virtanen 2005, Part A, Section 3. Updated data from Part A, Section 3.
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other important actors in the field. The new school curriculum now regulates health education as
a separate subject in upper secondary and vocational schools. Substance abuse questions are key
aspects of this new subject. School curricula and pupil and student welfare services should also
include drug prevention. Furthermore, many schools have implemented their own substance

abuse prevention programmes in co-operation with organisations, the authorities and parents.

As a form of early intervention, youth workshops have been organised to prevent the exclusion
of young people from education. The aim is to support young people’s vocational skills by
building a bridge between education and working life. Learning social skills and self-
determination are the goals of the workshops, which are also considered part of youth work and
other social work intended for those who, for example, have dropped out of vocational

education.

Drug tests have been introduced in working life in order to prevent drug-related problems and to
refer individuals with drug problems for treatment as early as possible. Network-based expert
forums have been developed for training and the exchange of information. Other drug prevention
measures are drug information services, virtual discussion forums and anonymous self-testing
services for assessing one’s own substance abuse. The first nationwide drug information
campaign was implemented in 2001-2003. The campaign also included an extensive follow-up

study.

Drug treatment®

According to the Act on Welfare for Substance Abusers, municipalities must provide substance
abuse services that are in accordance with the needs of the municipalities both in their content
and in coverage. All substances that are used for intoxication are considered intoxicants: alcohol,
substitutes, pharmaceuticals and drugs. The social and health care sector must develop public
services to meet the needs of substance abuse services and provide services that are intended
specifically for substance abusers, when needed. The units providing specialised services for
substance abusers include outpatient clinics (A-Clinics, youth centres), short-term inpatient care
(detoxification units), rehabilitation units and support services (day centres and support housing)
and peer support activities. A quality framework for substance abuse services has been created

for the development work. In addition to the units providing specialised services for substance

6 See Virtanen 2005, Part A, Section 5. Updated data from Part A, Section 5.
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abusers, increasing numbers of substance abusers are treated within primary social and health
care services, including social welfare offices and child welfare services, mental health clinics,

health centre clinics and wards, hospitals and mental hospitals.

The development policy for drug treatment services emphasises developing low-threshold
services and related training. The aim is to get drug abusers to enter the treatment system as early
as possible. The Finnish system also emphasises that drug treatment as such is often insufficient
and so the substance abuser should be assisted in solving problems related to subsistence,
habitation and employment. Both the traditional drug-free treatment and substitution and
maintenance treatment, which are new in the Finnish system, have been used in the actual drug
treatment. Investments have been made especially in the development of treatment practices for
the latter along with the new legislation on the subject. Targeted substance abuse services have
also been arranged for specific groups (Russian immigrants, Romanies etc.). Services aimed at
immigrants have been facilitated by immigrants’ improved proficiency in Finnish. In 2002-2003,
the Government invested 15 million euros in the regional development of the drug treatment
system on the basis of the proposals made by the working group that dealt with the matter. In
addition, a significant amount of resources have been allocated to drug treatment training, and
both electronic and manual training packages have been produced for the public (A-Clinic
Foundation’s AddictionLink), for the providers of treatment services (A-Clinic Foundation’s

Huuko project) and physicians (Pdihdelddketiede, a textbook of addictive disorders).

Reduction of drug-related health problems?

A central method in preventing drug-related health problems is outreach work that covers the
everyday living environment and combats problem use and related problems where they appear.
In Finland, the target group for outreach work has traditionally been small, mainly young people

in big cities on Friday nights.

The HIV epidemic that began in 1998 among drug users brought to the public eye the
importance of preventing communicable diseases spread by intravenous drug use. The operating

model of health counselling centres for drug users, which started as a trial in Helsinki in 1999,

7 See Virtanen 2005, Part A, Section 7. Updated data from Part A, Section 7.
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formed a good basis for expanding the operation elsewhere in Finland. Drug users can exchange
used syringes and needles for clean ones at health counselling centres. An essential part of the
operation is health counselling on drug-related communicable diseases and other serious risks
related to drug use, such as overdoses and sexually transmitted infections. Health counselling
centre services are free of charge for clients and the clients can visit the centres anonymously.
Pharmacies have an important role in exchanging syringes and needles in areas where there are
no health counselling centres. Since 2004, health centres have had a new responsibility of
preventing infectious diseases, including health counselling for drug users and, if needed, the
exchange of syringes and needles. Free hepatitis A and B vaccinations have been included in the

vaccination programme for intravenous drug users.

Drug-related psychiatric co-morbidity has increased fourfold since the beginning of the 1990s.
The treatment of co-occurring drug and mental problems is carried out in practice within
substance abuse services. Substance abuse services still have insufficient resources for treating
substance abusers who also suffer from severe mental health problems. These so-called dual
diagnosis patients are often excluded from psychiatric services due to their substance abuse
problem. There has been discussion on whether the expertise on the treatment of patients with
drug-dependency and other mental disorders should be concentrated in specialised units. The
prevention of other drug-related health consequences (deaths, accidents) has been included for

example in traffic safety campaigns.

Reduction of drug-related social problemss8

Multiprofessional co-operation between authorities has been emphasised in after-care adjustment
activities. This includes social rehabilitation, employment and supported housing services.
Education authorities are often involved in the care of young problem users. The planning of
education and vocational guidance is automatically included in the treatment of young people.
However, the educational system does not include much training leading to a normal working
career that would be adapted to the problem user’s abilities. In addition, not enough employers
employ these young people. One example of employment activities is youth workshops. In
Finland, financially supported housing for substance abusers can be arranged within municipal

social services. Housing service units for substance abusers are part of the Finnish substance

8 See Virtanen 2005, Part A, Section 9. Updated data from Part A, Section 9.
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abuse services. They are meant for substance abusers that need daily support for independent

living. There are also rehabilitation services available in some housing service units.

The anti-drug strategy for the police for 2003-2006 (2002) emphasises that a drug user met in
connection with police control activities and investigation shall always be provided treatment
referral and that appropriate treatment should be a real alternative to penal sanction for a problem
drug user. According to the amendment to the Penal Code (654/2001), multiprofessional
hearings can be arranged as an alternative to a fine for minors having committed a drug-user

offence.

According to Act 878/1995, prison health care must be organised so that inmates have equal
opportunities with the rest of the population to improve their health and prevent illness. They
must also have access to sufficient health care services. Nowadays, there are rehabilitation
programmes as well as contractual wards supporting an intoxicant-free lifestyle in almost all
prison institutions. Rehabilitation programmes are also available in open institutions. If the
inmate started opiate treatment (methadone or buprenorphine) before entering prison, the

treatment can be continued in prison in co-operation with the treatment unit where it was started.

In co-operation with the relevant organisations, the Prison Service has prepared various alcohol
and drug programmes for inmates in prisons and for drug users released from prisons. The
alcohol and drug programmes of prisons enable an individual rehabilitation continuum from the

evaluation of rehabilitation needs to integrating the person released from prison to society.

Furthermore, proposals have been made on the use of juvenile punishment as an instrument for
treatment referral (alternative sanctions: psychiatric or substance abuse treatment or orientation
to working life). In the case of adults, the aim is to include substance abuse treatment in a more
extensive way in community service, which can be imposed as an alternative to imprisonment,

but there are no plans to propose treatment as an alternative to sanctions.
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Drug control®

The central actors in drug control are the police, the Customs and the National Agency for
Medicines. Two areas are emphasised in the activities of the police: the focus at the local level is
on preventing first-time offenders and especially young offenders from becoming criminals and
at the national level on reducing wider and more serious crime as well as professional criminals
and their prerequisites to operate. The latter has been the particular focus in recent years. The
task of the Customs is to prevent the illegal import of drugs and to supervise the legal import of
drugs. The control method used by the National Agency for Medicines is the license control of
legal manufacture, trade, import and export of substances. The National Authority for

Medicolegal Affairs controls the drug prescription practice for narcotics used as medicines.

The national crime prevention programme started in 1999 has created local co-operation
networks and safety plans for the majority of Finnish municipalities. The programme has
intensified the co-operation of the police and municipal authorities as well as business and
industry, the church and other actors in crime prevention. In municipalities, the disturbances
caused by young people and their substance use have been brought up as factors that increase
insecurity, and integrating the crime prevention programme with other (alcohol and drug)

programmes of municipalities has been proposed as one solution.

The amendments to legislation that aim at increasing control authority and methods form a
central part of preventing organised professional crime. At the beginning of 2001, the police was
given new, more extensive authority for fictitious purchases and undercover operations. The
authority to intercept and monitor telecommunications was increased at the beginning of 2004.
The Customs Administration has been given the corresponding authority in accordance with the
Customs Act, and the drug control authority of prison authorities has been increased. Co-
operation with business and industry has also been developed concerning money laundering
(banks and financial institutions) and drug precursor control (chemical companies etc.). Related
to money laundering, banks and financial institutions have to report any unusual money

transactions.

9 See Virtanen 2005, Part A, Section 11. Updated data from Part A, Section 11.
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International co-operation

Drug control in Finland is based on UN drug conventions. Finland has ratified the 1988 UN
Convention against Illicit Traffic in Narcotic Drugs and Psychotropic Substances (SopS
44/1994), the 1971 Convention on Psychotropic Substances (SopS 60/1976) and the 1961 Single
Convention on Drugs (SopS 43/1965) with the amendment made in 1972 (SopS 42/1975).
Finland has also signed the 1988 UN Vienna Convention, which emphasises methods for

preventing both supply and demand in battling international illicit drug trafficking.

Finland strives to be active in all international forums concerned with drug issues and

participates in co-operation in the following organisations:

The UN Commission on Narcotic Drugs (CND), which decides on international drug issues at a
global level, and the International Narcotic Control Board (INCB), which decides on compliance
with international conventions. Other international organisations working in the field of drugs
are Interpol, the World Customs Organisation (WCO) and FATF, which is responsible for drug

precursor control.

In Europe, drug issues are dealt with in the Council of Europe’s Pompidou Group. The co-
ordinating body within the EU is the Horizontal Working Party on Drugs (HDG). The EU-wide
drug policy is steered by the EU Drugs Strategy 2005-2012 and the Action Plan on Drugs 2005—
2008.

In the EU, Eurojust, which co-ordinates the investigation of drug crimes, Europol and the
European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) also deal with drug

questions, the latter focusing on drug situation data.

In the battle against internationally organised, professional drug crime, Finland’s participation in
international co-operation (e.g. in neighbouring areas) and the new European Schengen system
and Customs Information System (CIS) have provided the authorities with new connections and

information for controlling drug crime and money laundering.

In the Nordic countries, drugs are discussed in the Drug Committee and the drug cooperation

network of Nordic control authorities, PTN (police, Customs, Frontier Guard).
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Drug-related costs

Drug-related costs consist of the costs related to the abuse of drugs and pharmaceuticals and the
detriment caused to health (hospitals etc.), social welfare (substance abuse services etc.) and
crime control (the police, prisons etc.) as well as the resources of preventive work and research.
The costs have grown considerably since the mid-1990s along with the increase of drug use and
problem drug use, but they are still much lower than alcohol-related costs (EUR 615 - 810
million) (Yearbook of Alcohol and Drug Statistics 2005)

Figure 12. Costs of the harm caused by drugs (minimum-maximum) in Finland 1997-2003
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A. NEW DEVELOPMENTS AND TRENDS

1. Drug policy and legislation

National strategies and action programmes, drug-related legislation, national resources to
intensify drug policy and public opinion concerning such policy provide the guidelines for drug
policy. This section discusses strategies and legislation from the points of view of drug policy
co-ordination, the measures to reduce demand and supply, international co-operation, and
research. The measures to reduce demand may be part of drug prevention work, treatment or the
prevention of health and social harm, whereas reduction of supply falls under control measures

and their development.

The following goals were set in the Drug Policy Action Programme in Finland 2004-2007
(2004):

1. Strengthening the co-ordination of drug policy at the national level.

2. Intensifying co-operation among the competent authorities with respect to drug
precursors.

3. Increasing the local co-operation of the social and health services, education authorities,
youth service, the police and the prosecutor in order to prevent social exclusion among
young drug users and refer abusers to treatment.

4. Increasing the collaboration of the police, Customs, Frontier Guard, prosecutor and

private security branch in order to reduce drug supply.
Securing access to appropriate services in order to treat drug abuse.
Increasing the use of treatments within the context of penal sanctions.

Improving staff skills related to the prevention and treatment of drug problems

© =N W

Strengthening multi-professional co-operation and prevention of substance abuse in pupil

and student welfare.

9. Developing new methods for the work of preventing substance abuse and strengthening
local co-operation between the authorities in drug prevention.

10. Strengthening the role of non-governmental organisations in drug prevention.

11. Revising Finnish drug legislation, taking into account relevant amendments to

Community legislation and the entry onto the market of new synthetic substances thus far

not covered by drug control.
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12. Promoting international action to prevent the use and spread of drugs. Intensifying
national co-ordination of international co-operation on drug issues and taking measures to
prepare for the enlargement of the European Union.

13. Continuing Finnish support for the work against drugs in neighbouring areas and within
the framework of development co-operation.

14. Developing a knowledge basis and research regarding drugs.

The amendments to drug legislation during the past year comprised:

(1) The Act on the Protection of Privacy in Working Life, including restrictions to drug testing in
working life, according to which such testing should be based on an anti-drug strategy that has
been drawn up in collaboration at the work place. The Act also regulates that a job applicant or
employee should provide the employer with a drug test certificate if the nature of the work is
such that the use of drugs could cause bodily harm or damage or if the employee is suspected of
being under the influence of drugs.

(2) The amendment to the Criminal Records Act, which regulates when a person can receive an
extract of his or her own entries in the criminal records to be submitted to the employer in order
to take on employment which involves working with minors on a permanent basis and to a
material degree.

(3) The conditions laid down in the Act on rehabilitation benefits and rehabilitation allowances
granted by the Social Insurance Institution of Finland concerning the right of a person in
rehabilitation as provided in the Act on Welfare for Substance Abusers to receive rehabilitation
allowance.

(4) The amendment to the Road Traffic Act, which specifies the grounds for the physician’s duty
to report that a driver has diminished ability to drive and for imposing a driving ban on the
holder of a driving licence due to driving while intoxicated.

(5) The Juvenile Punishment Act, whereby juvenile punishment replaces other sanctions for
under 18-year-old offenders. Juvenile punishment includes supervised tasks that promote social
adjustment and orientation to working life and work.

(6) The new Imprisonment Act, which regulates the rights of substance-abusing remand
prisoners or sentenced prisoners to services and the prerequisites for their reintegration into
society.

(7) The amendments to the Coercive Measures Act, which give the authorities greater powers for
technical surveillance and telecommunications monitoring.

(8) The amendment to the Police Act, which specifies the regulations concerning information

acquisition by the police.
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(9) The Act on mutual assistance between EU Member States in freezing property or evidence in

criminal matters.

The abuse of drugs and pharmaceuticals causes society harm-related costs of approximately
EUR 160-220 billion annually. According to the budget proposal for 2004, the separate costs of
the drug policy action programme 2004-2007 for the year 2004 are the same as the costs for the
last year of the 2001-2003 programme.

The number of drug-related speeches in Parliament that reflect attitudes towards drugs has not
altered during the past three years. The speeches have dealt with amendments to legislation
discussed in Parliament or situation reports submitted by the Government to Parliament. Topics
have included the Act on the Protection of Privacy in Working Life, the amendment to the Penal
Code concerning human trafficking, pandering and prostitution as well as the Government’s
Report on Finnish Security and Defence Policy. The most common themes were drug testing and

international drug trafficking,

Researchers emphasise that people in Finland are still very concerned about drugs. According to
a population survey, 81 per cent of respondents consider drug use to be a serious problem in
Finland. This figure has however dropped by 9 percentage points during the past three years.
Attitudes have thus become more lenient. This is also reflected in the number of those who
consider drug use to be a very serious problem (40%), which has dropped by 18 percentage
points during the same time period. 28% of the population predicted that drug use in Finland
would decrease or remain at the current level, compared with 12% three years ago. It would
appear that citizens still disapprove of drugs, but that the scare caused by the rapid increase in
drug use in the 1990s and the related serious harm (e.g. sudden deaths) has receded. (Piispa et.

al. 2005)
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1.1 Drug policy 2004-2007

1.1.1 Co-ordination of drug policy 2004—-2007

Goal10

Implementing and developing drug policy at the national level in a co-ordinated manner.
Continuing effective co-operation among the competent authorities.
Reforming the Finnish Narcotics Act and Decree to be consistent with Community

legislation and speeding up taking substances used as intoxicants under supervision.

Implemented in 200411

The co-ordination group was appointed for the current term of 1 January 2004-31
December 2007.

In 2004, a working group to prepare the development of drug legislation was set up by
the administrative decision of the Ministry of Social Affairs and Health. The working
group is preparing the Narcotics Act and the related Government Decree and Decree of
the Ministry of Social Affairs and Health on the basis of the Government proposal so that

the new legislation replaces the current legislation from August 2005 onwards.

Areas of priority in 200512

New drug legislation is replacing current legislation from August 2005.

Training related to the amendments to drug legislation is commencing in provinces.
Guidelines for alcohol and drug programmes for provinces are being prepared.

Meetings on alcohol and drug programmes are being arranged at State Provincial Offices
that are responsible for co-ordinating work on the programme by regional and local
authorities and organisations.

Organisations’ drug policy reports are being completed.

10 Drug Policy Action Programme in Finland 2004-2007
" Drug policy report of 2004.

12 Statement of the drug policy co-ordination group 2005.
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1.1.2 Demand reduction 2004—-2007

1.1.2.1 Prevention

Goal

= Intensifying the prevention of substance abuse by children and young people in co-
operation with pupil and student welfare services and other authorities who work to
prevent substance abuse.

= Planning and carrying out substance abuse prevention in local co-operation between
youth, social and health services and educational and employment authorities.

= Strengthening the position of contact persons specialised in substance abuse work as co-
ordinators of substance abuse prevention.

* Implementing new methods for special groups in preventive work.

= A better approach to reach young people who have drug problems and are facing a risk of
exclusion.

= Strengthening systematic drug prevention and its position and reducing substance abuse
by young people.

= Preventing substance abuse among young people in co-operation between municipal
social and health services, education authorities, youth service, the police and the
prosecutor.

= Improving skills related to the prevention and treatment of drug problems among those

who come into contact with drug users in the course of their work.

Implemented in 2004

= The grounds for the school curriculum prepared by the National Board of Education were
introduced at all levels of education. Based on the standards that guide the grounds for
the school curriculum, all schools and educational establishments should determine the
measures for the prevention of substance abuse and early recognition of and intervention
in problems as part of pupil and student welfare services.

= Material related to substance abuse prevention for schools and educational establishments

has been produced for the pupil and student welfare services section of the edu.fi portal
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of the National Board of Education in co-operation with the National Research and
Development Centre for Welfare and Health (STAKES) and organisations.

Substance abuse issues have been dealt with during the year in all training events related
to pupil and student welfare services and the development of teaching health education.
Readiness for drug prevention in youth workshops was improved by a separate training
project.

STAKES co-ordinated in co-operation with State Provincial Offices a contact person
network in substance abuse work for which five training sessions were arranged during
the year.

A development network consisting of local experts, with which contents and material for
substance abuse prevention is developed, was separated from the contact person network.
Training and information material was produced for STAKES’s Neuvoa-antavat portal.
The portal also includes a substance abuse treatment unit database, alcohol and drug
strategy and project databases as well as an information package for the contact person

network.

Areas of priority in 2005

Plans for pupil and student welfare services are being introduced at all levels of education
in the autumn of 2005.

The new curricula for health education covering substance abuse and prevention are
being introduced in upper secondary schools.

The working group on addiction training appointed by the Ministry of Education is
starting operations.

Drug prevention in youth workshops is being established.

Evaluation of municipal substance abuse services and prevention is being finalised.

Quality criteria for substance abuse prevention are being finalised.

1.1.2.2 Drug treatment

Goal

Intensifying co-operation between municipal social and health services, education
authorities, youth service, the police and the prosecutor in referring drug abusers for

treatment.
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Getting considerably more drug abusers than before to enter social and health services.
Providing drug abusers with high quality and extensive substance abuse services.
Improving the availability of drug-free and substitution treatment and access to treatment.
Strengthening the role of non-governmental organisations as service providers, experts,

and providers of peer support and voluntary work.

Implemented in 2004

Quality evaluation forms and models for grading services based on the quality framework
for substance abuse services were prepared for municipalities to be used as tools for
evaluating and inviting tenders for both their own and outsourced services.

The focus for the development of a treatment service system for problem drug users
continued to be low-threshold services and extending substitution treatment for opiate
addicts.

The special problems of young immigrants were addressed in various projects, also in co-

operation with Russia and Estonia.

Areas of priority in 2005

Practical implementation of the quality framework for substance abuse services

1.1.2.3 Reduction of drug-related health problems

Goal
=  Getting considerably more drug users than before to enter social and health services.
= Preventing the spread of communicable diseases among drug users.

Implemented in 2004

As for health problems, the focus for the development of a treatment service system for

problem drug users was on health counselling.
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Areas of priority in 2005

A regional development project for mental health and substance abuse services is getting

underway.

1.1.2.4 Reduction of drug-related social problems

Goal
= Improving post-treatment support and rehabilitation.
= Connecting treatment measures more closely to penal sanctions.
= More expansive use of sanctions for drug-user offences, thus decreasing drug-related
crime.
= More effective use of the time spent during a prison sentence to start substance abuse
treatment and to increase treatment motivation.
= Intensifying local, regional and national co-operation with social services and health care
authorities in enforcing imprisonment and community service.
= Securing the services for persons released from prison and those serving community
sanctions as part of the National Development Project for Social Services in Finland.
= Increasing the number of prisoners serving sentences in substance abuse units outside
prison and intensifying the rehabilitation of persons released from prison.
Implemented in 2004

Prosecutor General’s directions for prosecutors (VKS:2002:3) state that a drug-dependent
person is not to be fined before he or she has been referred to treatment and his or her
willingness to seek treatment has been examined. Almost all prosecutorial units have a
procedure for treatment referral.

A juvenile punishment for under 18-year-old offenders, which includes activities and
programmes that promote social adjustment, was established and introduced nationwide
at the beginning of 2005.

The intoxicant strategy for the prison administration for 2005-2006 was finalised. The

operating principles of the strategy include giving the prisoner a possibility to systematic
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substance abuse treatment and rehabilitation as well as an intoxicant-free environment

during the sentence.

Areas of priority in 2005

= Planning the training for treatment referral by the police is underway.

= The final report on the Social Work Undertaken at Police Stations project is being
finalised.

= A report on co-operation between the criminal sanction system and substance abuse

services is issued.

1.1.2.4 Other action plans for demand reduction

Alcohol programme for 2004-2007 (2004)

The goal of the national alcohol programme is to reduce the adverse effects of alcohol. Two of
the three means in the programme to reach that goal also concern drugs. The first is in reducing
the problems of children, young people and families. This is targeted by supporting parents in
child upbringing, preventing domestic violence, securing the conditions for child protection and
providing alcohol and drug education. Another means is in reducing the adverse effects of high-
risk alcohol use. This is targeted by preventing disturbances and violence, by increasing traffic,
occupational and leisure time safety and with appropriate treatment services. Other means are
directly aimed at reducing the total consumption of alcohol. An essential feature of the
programme is that it is implemented locally in co-operation with the state, municipalities,
business and industry, and organisations (civil society). The programme also has indicators for

evaluating its implementation.

Contractual treatment trial (2005)

In February 2002, the Ministry of Justice appointed a working group to prepare a proposition for
the Government proposal on testing contractual treatment and related legislation based on a
contractual treatment committee report and the statements on the report. The working group

issued its report to the Minister of Justice in May 2003. Contractual treatment would be
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substance abuse treatment intended for those who cannot be sentenced to community service due
to their substance abuse problems. The trial would be regionally restricted. (Memorandum of the

Contractual trial Committee, 2002)

Preparations to introduce contractual treatment as a separate type of punishment were given up
in January 2005. Instead, linking substance abuse treatment more closely with community

service, for instance as a requirement for community service, is under preparation.

Substance abuse treatment as a requirement for community service is intended primarily for
those offenders who have a serious substance abuse problem and who can be expected to follow
a treatment plan. Substance abuse treatment would not be part of the punishment but
commitment to the treatment would be a requirement for sentencing to community service
instead of imprisonment. The Probation Service would supervise fulfilling the requirement and
support the offender. A community service sentence would require the consent and commitment
of the accused to the treatment plan imposed as well as other conditions. (See

http://www.om.fi/tulostus/12032.htm)

Intoxicant strategy for the prison administration for 2005-2006 (2004)

The Prison Service’s substance abuse prevention is based on the operating principles of the

Prison Service’s substance abuse work, according to which

= substance abuse work in prisons is based on the prison administration values, knowing
the prisoner and interaction with the prisoner,

= the prison treats a prisoner with substance abuse problems equally with other prisoners,

= substance abuse work in prisons is based on the professional skills and teamwork of
social and health services and control authorities as well as on co-operation with the
surrounding society,

= the prison responds to the need for help and, if a prisoner is found to be intoxicated,
intervenes immediately with control and treatment measures and/or considers it a breach
of order,

= the prison utilises the prison term to bring about change,

= a prisoner has a chance to get systematic substance abuse treatment and rehabilitation as

well as an intoxicant-free environment during the sentence,
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the prison monitors, evaluates and develops substance abuse work regularly and

evaluates the efficiency of its work.

The operating principles are implemented in prisons as follows:

1.1.3.

Goal

Substance abuse work in prison includes appropriate health care and an assessment of the
prisoner’s rehabilitation need.

The prisoner is provided with housing that supports an intoxicant-free lifestyle and a
contact person specialised in substance abuse work.

When needed, the prisoner participates in substance abuse counselling and is motivated
to enter rehabilitation.

The prisoner has a chance to get medical, psychosocial and occupational rehabilitation as
needed.

Prisons supervise substance abuse work and maintain a service system for treatment and
rehabilitation.

In addition to the statutes on correctional treatment, the prison observes in substance
abuse work the principles and methods of health care and, where applicable, of social
services as well as the principles that the police and the Customs observe in control work.
The prison provides systematic rehabilitation, which includes substance abuse work and
networking to secure a care chain for the customer, to promote the prisoner’s recovery
and to anchor him or her to peer support work.

Prison personnel carry out substance abuse work in co-operation according to their

professional skills and tasks.

Supply reduction 2004-2007

Dealing with issues related to drug precursors centrally in a national working group
comprised of the responsible authorities.

Intensifying co-operation between the competent authorities regarding drug precursors.
Preventing the import of a drug onto the Finnish market in its country of origin and

revealing drug smuggling at the Finnish borders.
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Increasing the seizure of the proceeds of crime when detecting and investigating offences
in co-operation between the police, the Customs, the debt recovery and tax authorities

and the prosecutor.

Application of the new Penal Code provisions on forfeiture of the proceeds of crime in

full.

Security stewards and guards are able to recognise and appropriately intervene in sale and

other spread as well as use of drugs.

Implemented in 2004

The Ministry of Social Affairs and Health has appointed a working group for controlling
drug precursors and intensifying co-operation between the competent authorities. The
working group started its operation in 2004.

According to the order on crime intelligence and crime analysis issued by the Ministry of
the Interior (16 January 2004), the crime intelligence development project and the
strategies set by the PTR National Executive Team, the National Bureau of Investigation
started measures on 1 April 2004 to establish a national Crime Intelligence and Crime
Analysis Centre and municipal crime intelligence and crime analysis units.

Crime intelligence and crime analysis operations were provided with full resources and
were started nationwide in October 2004.

Complex crimes that call for multisectoral co-operation between authorities, and within
which criminal activities are organised, were selected as targets for prevention within
serious crime. The targets for prevention are mainly crime organisations specialised in

the import and distribution of drugs.

Areas of priority in 2005

The working group on drug precursor control and co-operation between the competent
authorities are to handle the Community legislation on drug precursors under preparation
and training and information needs arising from the amendments to the Community
legislation, as well as the situation of drug precursors in Finland.

The joint crime intelligence and crime analysis operations of the police, the Customs and

border guard authorities are to intensify crime monitoring, the transmission of
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information related to crime prevention, finding targets for prevention within serious

crime, as well as crime analysis and the linking of crimes.

Other action plans for supply reduction

Internal Security Programme 2005-2015 (2004)

On 23 September 2004, the Finnish Government approved a decision in principle on an internal
security programme. The programme deals with security primarily from an individual’s point of
view and the aim of the programme is to increase everyday security. The most important of the
central threats for internal security in the future is the growth of social exclusion. Other
challenges include the increase of accidents and vulnerability of the information society, hard
crime directed from abroad, weakening of people’s everyday security, maintenance of border
security and customs control and prevention of terrorism. Seventy-nine different measures are
proposed for the implementation of the programme. (A Safer Community - internal security

programme 2005 - 2015).

According to the programme, drug crime will be prevented by

1. increasing co-operation in neighbouring areas, especially with the Baltic countries and Russia,
2. efficient international co-operation that prevents professional and organised crime groups
from networking by making them liable for offences in their home country or country of
residence,

3. improving investigation of drug-related crime, especially crimes related to receiving stolen
property and pandering,

4. intensifying drug treatment,

5. intensifying referral for treatment of problem drug users,

6. intensifying the use of treatment measures within the context of penal sanctions,

7. carrying out the following measures concerning legislative reforms:

* improving witness protection and protection of the parties involved in a criminal process;

* appropriate treatment should be a real alternative to penal sanctions for a problem drug user in
all types of punishment (a fine, a suspended sentence or an unconditional sentence of

imprisonment);
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* examining the possibility to change the maximum sentence for an aggravated drug offence
from 10 years to 12 years;

* examining the possibility to make the reward for a tip-off exempt of taxation.

In addition, it is proposed that young people who are facing a risk of exclusion are supported,
early intervention in problems is enhanced, pupil and student welfare services and educational
guidance are developed, emergency social services are created nationwide, the opportunities for
vulnerable groups to find employment is improved, integration of immigrants into the society is
supported, and prevention of communicable diseases is developed in co-operation with the

European Union and the World Health Organisation (WHO).

1.1.4. International co-operation on drug issues 2004-2007

Goal

= Promoting the implementation of the objectives of international co-operation in
accordance with the Government decision in principle (1998).

* Minimising smuggling of drugs to Finland, drug trafficking, drug-related crime as well as
drug use and related social and health problems.

= Intensifying the co-ordination of international issues both in Finland and internationally.

= Preventing smuggling of drugs and drug-related social and health problems from
spreading from neighbouring areas to Finland.

* Intensifying anti-drug activities in neighbouring areas of Finland.

= Promoting the prevention of drug cultivation in developing countries.

Implemented in 2004

Finland participated in all the EU bodies dealing with drug issues.

* Finland participated actively in preparing the EU drugs strategy for 20052012

= Finland participated in the meeting of Nordic ministers in charge of drug issues held in
Iceland on 10—11 August 2004.

= Finland participated in arranging the Eastern European youth forum in Ekaterinburg on

6—7 October 2004 as part of the Council of Europe’s Pompidou Group.

37



In the UN Commission on Narcotic Drugs (CND), Finland drafted the first proposal on
intensifying international drug data collection, presented as a joint EU motion for a
resolution, which the USA also accepted.

Finland has financed the activities of the United Nations Office on Drugs and Crime
(UNODC) and projects in Uzbekistan to establish a regional information and co-
ordination centre and to build the border crossing point in Hayreton.

In Peru, Finland financed the “Alternatives to drug cultivation” programme in the form of
technical and institutional support.

Finland has financed several projects in neighbouring areas in the Republic of Karelia,
Vyborg region, Murmansk region and Northwest Russia.

Based on the Council of Baltic Sea States (CBSS) Task Force programme and the EU’s
Northern Dimension Partnership for Health and Social Protection programme, a network
was created to help establishing health counselling for intravenous drug users in Latvia in

accordance with the Finnish model.

Areas of priority in 2005

1.1.5.

Goal

In accordance with the action plan for 2004-2007, Finland is participating actively in
planning and implementing drug policy in the UN Commission on Narcotic Drugs
(CND) and the Dublin Group, European Union working groups, the European
Monitoring Centre for Drugs and Drug Addiction (EMCDDA), Europol, the Council of
Europe’s Pompidou Group and the Nordic Council of Ministers.

Finland is continuing and tightening anti-drug co-operation in its international and

bilateral activities and is promoting and implementing joint initiatives.

Drug research and monitoring 2004-2007

Strengthening the knowledge and skills basis related to drugs.
Examining drug use and the images of drug use, various consequences of drug use, the
service system and treatment of drug users, drug-related crime and the possibilities to

intervene in it. Analysing and evaluating the debate related to drug policy.
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Implemented in 2004

The Academy of Finland has started to prepare a substance abuse and addiction research
programme for 2007-2010.

During 2004, the National Research and Development Centre for Welfare and Health
(STAKES) reported new study results on substance abuse among school children,
problem drug users, people’s attitudes towards drugs and drug policy opinions.

STAKES also reported new study results on the use of substance abuse services, clients
in drug treatment and risk behaviour of intravenous drug users.

In 2004, two dissertations dealing with drug use were published: one examined underage
patients in drug treatment and the other examined the development of recreational use of
drugs in Finland.

A report on the experiment on early identification of drug trends was issued.

Evaluation material for a nationwide drug campaign was collected by the National Public
Health Institute in Finland in April-June 2004.

The National Public Health Institute has developed testing methods for drug use and
examined the background of substance addiction as well as treatments and their effects.
The National Public Health Institute has monitored the occurrence of drug-related
communicable diseases and the related use of services, client mobility and travel in
neighbouring areas.

The National Public Health Institute started a research project on the medical treatment of
amphetamine addiction in the autumn of 2004.

Rehabilitation in prisons, treatment referral in police work and drug-related and
organised crime has been studied in the Police College of Finland.

The National Research Institute of Legal Policy monitors the effects of new the drug-user
offence.

Many organisations and public actors have published project follow-up studies.

In relation to drugs, dissertations have been published, for instance, on the rehabilitation
of drug addicts through community education.

An annual drug report was issued.
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Areas of priority in 2005

Preparation of the substance abuse and addiction research programme is continuing.

= STAKES, the National Public Health Institute in Finland and the National Research
Institute of Legal Policy are to report on drug use among school children and adults’
opinions on drugs, clients in drug treatment, drug-related risk behaviour, communicable
diseases, cases of driving while intoxicated and drug crime.

* Ongoing studies are underway.

= National and local project follow-up studies are being supported.

= An annual drug report is being prepared.

1.2 Drug legislation

1.2.1 Narcotics Act

In 2004, a working group to prepare the development of drug legislation was set up by the
administrative decision of the Ministry of Social Affairs and Health. The working group is
preparing the Narcotics Act and the related Government Decree and Decree of the Ministry of
Social Affairs and Health on the basis of the Government proposal so that the new legislation

replaces the current legislation from August 2005 onwards.

1.2.2 Legislation related to demand reduction

1.2.2.1 Prevention

The Act on the Protection of Privacy in Working Life (759/2004) regulates the conditions for
drug testing in working life. The starting point for the Act is that a person applying for a job or

an employee him or herself provides the employer with a drug test certificate.

At the recruitment stage, an employer can only ask the person who has been selected for the job
for a drug test certificate. The employer has the right to use the information on the certificate if

the job requires precision, reliability, independent judgement or quick reactions. Furthermore, it
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is required that the employee concerned works in a job where performance under the influence
of, or addicted to, drugs could endanger (1) the life, health or occupational safety of the
employee or other persons, (2) national defence or state security, (3) traffic safety, (4) the
protection of information received while working, or (5) business and professional secrets, or
could cause more than minor level of financial loss to the employer, or could increase (6) the
risk of significant environmental damage. The employer also has the right to ask for a drug test
certificate if the employee is to carry out tasks in which special trust is required, which include

working with minors, or in which there is access to drugs.

The employee is obliged to submit a drug test certificate during his or her employment
relationship if the employer has justifiable cause to suspect that the employee is under the
influence of drugs at work or that the employee has a drug addiction. A further requirement is
that drug testing is essential to establish the employee’s working or functional capacity. In
addition, the employer is obliged to draw up in co-operation with personnel an anti-drug
programme for the workplace, the provisions on which are laid down in the amendment to the

Occupational Health Care Act (740/2004).

Drug testing is also regulated by amendments to the Act on Co-operation within Undertakings
(761/2004), the Act on Co-operation in Government Departments and Agencies (762/2004), the
State Civil Servants Act (763/2004), the Act on Civil Servants in Local Government (764/2004)
and the Act on Parliamentary Civil Servants (193/2005). The Government Decree (218/2005)
lays down provisions for drug testing, quality requirements for the test laboratories
(accreditation), the issue of examination referrals, the employee’s consent to issuing a referral,
sampling and analysing samples, and interpretation and informing of test results and the possible

contest of the issue.

The amendment to the Criminal Records Act (654/2004) regulates when a private individual may
obtain an extract of his or her own entries in the criminal records for purposes of taking a job that
on a permanent basis and to a material degree involves working with minors and for which the
extract must be submitted to the employer or an authority according to the Act on Checking the
Criminal Background of Persons Working with Children (504/2002). The data regarding the
decision on a person having been sentenced for any of the following offences are included in the
extract: committing an indecent act, sexual offence, manslaughter, murder, homicide, aggravated

assault, aggravated robbery or drug offence.
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1.2.2.2. Drug treatment

According to the Act on rehabilitation benefits and rehabilitation allowances (566/2005) granted
by the Social Insurance Institution of Finland, a rehabilitation patient is entitled to rehabilitation
allowance if rehabilitation is necessary to remain in, return to or enter working life and if the
patient has entered rehabilitation through the treatment referral system of the workplace or
through occupational health care. This does not apply to family rehabilitation. In addition, it is
required that rehabilitation takes place in a substance abuse rehabilitation unit approved by the
Social Insurance Institution of Finland and that rehabilitation is based on a treatment or
rehabilitation plan. Discretionary compensation for maintenance and other costs can be paid
during rehabilitation, and discretionary rehabilitative assistance can be paid after rehabilitation if

it is necessary for the employment of the rehabilitation patient.

1.2.2.3 Reduction of drug-related health problems

The amendment to the Road Traffic Act (113/2004) regulates the physician’s duty to report a
vehicle driver’s medical condition concerning his or her right to drive to a competent police
authority. The guidelines for implementation issued by the Ministry of Social Affairs and Health
state that the physician’s report can only include such information as concerns the person’s
health requirements for a driving licence and the additional measures suggested by the physician
to more precisely evaluate the patient’s health or its effects on his or her driving ability. A
driving licence may not be granted or renewed to an applicant or to a driver who is addicted to

psychopharmaceuticals or who, even if not addicted to such a substance, abuses them regularly.

The amendment to the Road Traffic Act (1103/2004) states the grounds for imposing a driving
ban on the holder of a driving licence. According to the Act, a driving ban is imposed for a
minimum of one month on a driver found guilty of driving while intoxicated and a driving ban
for a minimum of three months is imposed on a driver guilty of causing a serious traffic hazard
or driving while seriously intoxicated. In case of recidivism, the length of the driving ban is a
minimum of six months if the driver repeats the offence of driving while intoxicated, driving
while seriously intoxicated or causing a serious traffic hazard during a period of five years. If the
driver commits the offence twice, the court imposes a driving ban for a minimum of one year.

The court can impose a driving ban for a maximum of five years. If a person fails to fulfil the
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requirements for a driving licence or does not submit a doctor’s certificate regarding that licence

to the police, a driving ban is imposed until further notice.

According to the Act on safety tasks in the rail system (1167/2004), tasks cannot be carried out
under the influence of alcohol or other intoxicating substances, and pharmaceutical substances
that may affect carrying out the tasks can only be used if a medical expert in the rail sector or

occupational health care approves their use while carrying out safety tasks.

1.2.2.4 Reduction of drug-related social problems

The amendment to the Public Order Act (582/2005) prohibits the consumption of intoxicating
substances in public places in built-up areas, at checkpoints and on public transport. The
prohibition does not concern drinking alcohol in parks or similar areas if it does not
unreasonably hinder others from using that area for its intended purpose. As drug use is an
offence under the Penal Code, the use of drugs is always forbidden in places set out in the Public

Order Act.

According to the Juvenile Punishment Act (1196/2004; 1284/2004), punishment for a minimum
of four months and a maximum of one year can be imposed on juvenile offenders less than 18
years of age. Supervision appointments, activities that promote social adjustment carried out
under supervision and supervised orientation to working life and work are arranged for the
offender during his or her sentence. Meetings that the offender is obliged to attend can be
arranged for a maximum of eight hours a week. Before sentencing, the Probation Service must
formulate an enforcement plan for the juvenile punishment at the request of the public prosecutor
or court. The offender must not use alcohol or other intoxicating substances or be under the
influence of intoxicating substances when attending supervision appointments or the other

meetings mentioned above.

With respect to a breach of the conditions set in the enforcement plan for the juvenile
punishment, the offender must first be given an oral or written reprimand, then a written
warning, and finally the juvenile punishment can be discontinued and converted into another
sentence that is to correspond to the portion of the juvenile punishment that has not yet been

served. Before these measures, the offender has the right to be heard.
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According to the Act on imprisonment (767/2005)13, the offender can be placed straight from
liberty into an open institution instead of a closed institution, if he or she has been given a
sentence of conversion of fine or sentenced to imprisonment for a maximum of one year and if
he or she commits to an intoxicant-free lifestyle and its supervision. In a closed institution, the
prisoner must be provided with the opportunity to stay in a contractual ward where the prisoners
are committed to supervised intoxicant-free life and to the activities arranged in the ward. The
prisoner can be transferred from a closed institution to an open institution for a fixed term, if the
transfer promotes the implementation of the plan for the term of punishment and the prisoner
follows the programmes and rules of the ward, commits to not using intoxicating substances and
accepts the supervision of intoxicant-free life. A prisoner with a substance abuse problem can
also be placed for a fixed term in an institution outside prison, where he or she can participate in
rehabilitation or other target-oriented activities that reinforce his or her operational abilities — and
where he or she does not use intoxicating substances and observes the terms and conditions
stipulated for free movement. The aim of the activities arranged by the prison is to promote the
prisoners’ adjustment to society by increasing their readiness for a crime-free life, by
maintaining and increasing their professional skills and by supporting their intoxicant-free

lifestyle.

According to the Act, a prisoner can be ordered to give a blood or saliva sample or take a breath
test if there is cause to suspect that he or she is under the influence of alcohol or other
intoxicating substance. To monitor the health of a prisoner who suffers from withdrawal
symptoms, he or she can be put under 24-hour technical supervision. The prisoner can also be
placed in solitary confinement to prevent continuous use of intoxicating substances or a drug
crime. A frisk or bodily search can be conducted if a prisoner is suspected of possessing
prohibited substances (for instance drugs) and if he or she is suspected of a drug-user offence or
a crime for which the maximum penalty is more than six months. According to the amendment
to the Coercive Measures Act (769/2005), a remand prisoner’s communication with another
person can be restricted during pre-trial investigation if there is just cause to suspect that the

communication may endanger the purpose of the pre-trial detention.

13 See also the Detention Act (768/2005).
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1.2.3 Legislation related to supply reduction

According to the amendment to the Penal Code (650/2004) concerning offences against the
administration of justice, a person who knows that an aggravated drug offence is in preparation
and fails to report it to the authorities or the endangered person in time in order to prevent the
offence shall be sentenced, if the offence or a punishable attempt is committed, to a fine or to

imprisonment for a maximum of six months for failure to report an aggravated offence.

The amendment to the Coercive Measures Act (651/2004) grants the officer conducting the pre-
trial investigation the authority to intercept and record telecommunications messages, if there is
reason to suspect a person of a drug offence and if the information available can be assumed
important for solving a crime. The authority to conduct technical audio surveillance at the
domicile where the suspect is likely to reside can also be granted, if solving the crime would be

essentially more difficult by using less-invasive coercive measures.

The amendment to the Police Act (525/2005) specifies the provisions concerning information
acquisition. According to the provisions, technical audio surveillance and technical visual
surveillance in prisons requires that the person, based on his or her behaviour or otherwise, can
be reasonably suspected of committing an offence, such as a drug-related offence. On similar
grounds and to prevent direct threat to life or health, telecommunications monitoring can be
targeted at a telecommunication subscription, telecommunication address, or telecommunication
terminal used or presumably used by the person or such subscription or terminal can be
temporarily closed and permission can be granted to receive information on those mobile stations
from which specific information is entered through a base station close to a specific location to a
telecommunication system. The requirement for undercover operations is still an aggravated
drug offence and the requirement for fictitious purchasing is that it is necessary to detect an
offence for which the maximum penalty is at least 2 years imprisonment (for instance drug
offence). The court will decide on telecommunications interception, telecommunications
monitoring and acquiring information on the location of mobile stations as well as technical
surveillance that requires placing a surveillance device at the domicile where the suspect resides.
If the operation cannot be delayed, the commanding officer will decide on its implementation
until the court has deliberated on the matter. The head of the police unit prescribed by the Decree

of the Ministry of the Interior decides on undercover operations, and the director of the district
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police department, the National Bureau of Investigation or the Security Police, or the

commanding officer appointed by the director, decides on fictitious purchases.

When necessary, in order to prevent surveillance, technical surveillance, fictitious purchases,
undercover operations and informant operations from being revealed, the police can use
misleading or covert information. In addition, a member of the police force is not obliged to
reveal the identity of any person in his service who provides that said member of the police force
with confidential information or to disclose information on any person who has carried out
fictitious purchases or undercover operations, if disclosing such information would endanger the

safety of this person or his or her family.

1.2.4 Legislation related to international co-operation

The Act on the execution in the European Union of orders freezing assets or evidence (540/2005)
regulates as a requirement to national implementation of an order that the offence is considered a
criminal offence when committed under similar circumstances in Finland. Irrespective of
whether the act is considered a criminal offence under similar circumstances in Finland, Finland
cannot refuse execution if the offence is a criminal offence for which the maximum penalty is at
least 3 years’ prison sentence according to the law of the Member State that issued the freezing

order.

1.2.5. Legislation related to drug research

Drug research is regulated by norms that concern research in general. An amendment to the
Medical Research Act (295/2004) was issued during the year. The amendment states that
medical research shall respect the inviolability of human dignity, that before any research is
undertaken the ethics committee shall have given a favourable opinion on the research plan, and
that medical research on persons may not be conducted without the subject’s informed consent in

writing.
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1.3. Drug-related costs

The abuse of drugs and pharmaceuticals causes society harm-related costs of approximately
EUR 190-272 million annually, including the costs of police and emergency services, justice and
prison systems, damage to property, social services, health care, pensions and research and
prevention. As regards public funds for anti-drug activity, special project appropriations for 2004
can be specified for different administrative sectors and compared with the costs of the previous

drug policy action programme 2001-2003.

According to the budget proposal for 2004, the separate costs generated by the Drug Policy
Action Programme 2004-2007 correspond to the costs of the last year of the previous drug
policy action programme (2003). The biggest changes can be seen in the treatment sector, which
will no longer benefit from the temporary appropriation of EUR 7.5 million granted for 2002—
2003 and the treatment measures initiated with this funding will in the future have to be funded
directly by municipalities. The operating costs of the police and the Customs reflect the overall
costs of their anti-drug activities as opposed to the additional appropriations presented in the
previous action programme; thus, the figures are not comparable with the previous years’

figures.
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Table 5. Estimated resources of Drug Action Plans 2001-2003, 2004—2007 (EUR million)'4

2001 2002 2003 2004
The Ministry of Social Affairs and Health sector
- health promotion 1.01 1.01 1.01 1.01
- state subsidy for municipal drug treatment 7.57  1.57
- state subsidy for municipal social services and health care costs 8.55
- subsidies granted from the proceeds of the Finnish Slot Machine 8.8 9.0 10.2
Association
- agencies and institutions under the Ministry of Social Affairs and Health 023 0.64 0.58
The Ministry of Education sector
- personnel training and other operating costs 0.67 084 0.84
- preventive work 0.84 0.84 0.84
The Ministry of the Interior sector
- operating costs of the police 1.68 1.68 1.68 (9.5)
- proposal for additional appropriations for combating serious drug crime 3.2) (3.2) (255
The Ministry of Justice sector
- operating costs of a crime prevention project 0.03 0.03 0.03
- enforcement of punishments 0.67 135 135 1.35
- operating costs for prosecution and debt recovery 042 042 042 042
- operating costs of the National Research Institute of Legal Policy 0.07  0.07 0.07
The Ministry of Finance sector
- proposal for additional appropriations for operating costs of the Customs 0.5  (1.01) (1.5) (5.3)
Administration (2002)
The Ministry of Foreign Affairs sector
- voluntary donation for UNDCP 0.33 0.02 0.02 0.1
- donation for UNDCP 0.7
- - for monitoring the situation in Afghanistan 0.05
- - for a project to combat drug cultivation in Afghanistan 0.5
- - for the improvement of the border crossing point at Hayreton in 0.2 0.2
Uzbekistan
- - proposal for other projects in Central Asia (0.3)
- - for the activities of a Finnish expert in Moscow 0.08
- project support for anti-drug activities in neighbouring areas 0.4

14 Government decisions in principle on (1) more efficient drug policies 2001 - 2003 (2) drug policy action plan for 2004 —

2007 (2004). Figures in parenthesis mean that the costs are not exactly targeted to the drugs.
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1.4. Opinions on drug issues

During 2004, drugs were mentioned in some 150 of the over 10,000 speeches given in the
plenary sessions of the Finnish Parliament. One-fourth of the speeches on drugs dealt with
internal security and drug trafficking (for example, as part of development co-operation), one-
fourth drug testing, 15% treatment and prevention as well as drug crime and about 10% drug
users in prisons. The themes in the speeches given in Parliament reflect the programmes,
statements and reports proposed by the government as well as law proposals, such as the budget
and the proposed amendments to the Act on the Protection of Privacy in Working Life (drug
tests) and the amendment to the Penal Code concerning human trafficking, pandering and

prostitution, or the Government’s Report on Finnish Security and Defence Policy.

The number of speeches on drugs in Parliament was almost the same in the periods of 1 July
2003 - 1 July 2004 and 1 July 2004 - 1 July 2005. Thus, the extent of the debate has not altered
much in the past three years. However, the number of speeches was only half of the number of
the speeches given in Parliament during the corresponding periods in 1999-2000, 2000-2001
and 2001-2002. This can be seen to reflect the levelling out of the scare caused by the drug
phenomenon in Finnish society as well as the decline in drug-related legislative activity, which
was still needed at the turn of the 21st century when anti-drug measures had to be developed

rapidly in order to control the phenomenon that was new in Finnish society.

The 2004 Health Behaviour Survey among the Finnish Adult Population measured public
opinion on the gravity of the drug situation (Piispa et. al. 2005). Comparing the 2004 results with
the results from the three previous years shows that the proportion of those who consider drug
use a serious problem (81%) has declined by 9 percentage points in three years. At the end of the
scale are 15-24-year-old males; among them, the share of those who consider drug use a serious
problem declined from 75 to 56 per cent between 2001 and 2004. A clear indication of more
lenient views is also the fact that the share of those who consider drug use a very serious
problem (40%) has decreased by 18 percentage points. These trends are evident among both men
and women in all age groups. The opinions of those with acquaintances who have tried drugs and
those who have been offered drugs (see Section 10) on the gravity of the drug situation are
clearly more lenient. Thus, it can be said that among people and in places where drug use is more
common, people are less concerned about drugs than those (older age groups and people in the

countryside) who have little personal experience with drugs.

49



Correspondingly, the 2004 Youth Barometer!® shows that the proportion of those who consider
drugs a major risk was over 80% but 7% of respondents did not consider drugs a risk at all. In
the youngest age group, 15—-19-year-olds, 10% of respondents did not consider drugs a risk.
Ninety per cent of young people with vocational qualifications did not find drug use acceptable,
whereas among those with a higher education degree the corresponding figure was 84%. In terms
of region, drug use was more commonly acceptable in Greater Helsinki, as only 75% of
respondents in that region were completely against it. Eighteen per cent of respondents

considered drugs to be a part of young people’s lives in one way or the other (Hirvola, 2004).

The changing trend was also shown in the health behaviour survey when estimating the future
development of the level of drug use. In 2004, some 28% of respondents estimated that drug use
would decrease or remain at the current level, whereas the corresponding figure in 2001 was
about 12%. In the age group of 15-24 years, where experimental use of drugs is most common
according to studies, over 45% of respondents expected drug use to decrease or remain at the
current level; the increase compared with the data from three years ago is almost 25 percentage

points.

When evaluating different drugs, people clearly separated cannabis from other drugs. The
majority (two-thirds) of respondents considered cannabis a mild drug, whereas the corresponding
proportion three years ago was clearly less than half of the respondents. All the other drugs were
considered hard drugs by the majority of the respondents. Every fifth respondent said that he or
she could not make the above-mentioned classification. In addition, one-third thought that such

classification should not be made at all.

According to researchers, the results can be seen to show that the concern caused by the rapid
increase in drug use and serious drug harm (e.g. sudden deaths) in the 1990s is passing over.
However, the changes in Finns’ opinions and estimations do not mean that drug use is culturally
acceptable. The health behaviour surveys in 2001 and 2004 clearly indicated tough attitudes
towards drugs in Finland, since four out of five respondents considered drugs a serious problem

and one-third considered all drugs equally dangerous.

15 For the Youth Barometer, 1,820 persons aged 15-29 were interviewed by phone in December 2003. The samples were drawn
from the population register by systematic sampling.
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2. Drug experimentation and use'6

According to the 2004 population survey, 12% of 15-69-year-olds had tried cannabis at least
once during their lifetime; the percentage had not changed since the 2002 survey. The percentage
for 15-34-year-olds (21%) had not changed either between 2002 and 2004. Three per cent of 15—
69-year-olds had tried cannabis during the past year, which corresponds to the results of the 1998
and 2002 surveys. The results seem to indicate that fewer and fewer 15-24-year-olds experiment
with cannabis. On the other hand, one third of those who experiment with cannabis continue its
use. The studies on younger people, 15—18-year-olds, show that experimentation with drugs has

ceased to grow and in some parts of the country has started to decline.

2.1. Drug use in the general population'”

The extent of the trend in experimenting with drugs and people’s exposure to drugs were
evaluated especially in the 2004 population survey on drug use and attitudes towards drugs as
well as in the more limited annual Health Behaviour Survey among the Finnish Adult
Population, which enquired as to whether the respondents knew somebody who has used

narcotic substances instead of enquiring about their own drug use.

According to the 2004 population survey!8, 12% of 15-69-year-olds had tried cannabis at least
once during their lifetime; the percentage had not changed since the 2002 survey. Between 2002
and 2004, the share of 15-24-year-olds having tried cannabis during their lifetime (21%) had
declined by 4 percentage points and the share of 25-34-year-olds (23%) had grown by 4
percentage points. Three per cent had tried cannabis during the past year, which corresponds to
the 1998 and 2002 survey results. The percentages for various age groups had not changed since
2002. Two per cent of adults had used cannabis during the past month compared with 1% in the
last two surveys. In the 15-24 age group, use during the past month had grown from 4 per cent to
6 per cent according to the latest survey. The change is, however, so small that it may be due to
random variation. The percentages for men were somewhat higher than for women: Fourteen per

cent compared with women’s 10% for those having tried cannabis during their lifetime and 3.5%

16 See Virtanen (2004), Sections 2.1 and 2.2.
17 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html .

18 The population survey was carried out as a postal questionnaire among 15-69-year-old Finns. The sample consisted of a
1,786 person panel sample + an independent sample of 2,206 persons taken from the population register. The response
percentage was 63%: Seventy-six per cent for the panel sample and 53% for the additional sample. (Hakkarainen P. et al. 2005.)
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compared with women’s 2.5% for those having tried cannabis in the past year. (Hakkarainen et

al. 2005.)

Table 6. Percentage of 15-34-year-olds having tried drugs according to the 2004 survey

During lifetime During the past year During the past month
All  15-24- 25-34- All  15-24- 25-34- All  15-24- 25-34-
year-olds  year-olds year-olds  year-olds year-olds  year-olds
Cannabis 12 21 23 3 10 4 2 6 2
Amphetamines 2 4 5 05 2 0.5 -- 1 --
Ecstasy 1 3 3 05 2 0.5 -- 1 - -

For other drugs, the percentages of those having tried drugs during their lifetime varied from 2%
for amphetamines to 0.5 per cent for heroin, the percentages for 15-34-year olds being higher.
This age group had also experimented with the recreational use of ecstasy (3% during their

lifetime) and cocaine (2%).

The 2004 survey also looked at the patterns of initiation and continuation for drug use, in this case
cannabis. The initiation of use is measured by how many (new) users (%) started using cannabis
during the past year, i.e. had tried cannabis for the first time during the past year. The continuation
of use is measured by how many (%) of those people who had tried cannabis during their lifetime
had also tried cannabis during the past year. The results indicate that new users account for 0.5% of
the whole population, 0.8% for women and 0.2% for men. The youngest age group, 15-24-year-
olds had the most new users (2%). Regarding the continuation of use, 18% of those having tried
cannabis during their lifetime had also used it during the past year (21% of men and 14% of
women). The percentage is the highest for 15-24-year olds (36%) and declines with age by about

half for every 10 years. Thus, it seems that interest in drug use decreases with age.

When the results for 2004 are compared with those for 1998 and 2002, the most interesting finding
concerns 15-24-year-old first time users. The results show that fewer and fewer 15-24-year-olds
start using cannabis, as the percentage of new users has declined systematically: 3.4% in 1998,
2.5% in 2002 and 2.0% in 2004. It could be assumed that the proportion of those having tried drugs
during their lifetime will decline with time in this age group, the first signs of which have appeared
in the past two years. However, according to all surveys, one third of those 15-24-year-olds trying
cannabis have continued its use.

According to the 2004 survey, drug use and binge drinking are closely connected. The results show

that those having tried cannabis during their lifetime are four times more likely to binge drink
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(criteria: consuming more than six doses of 1.5 cl absolute alcohol) compared with those who have
never used drugs and who have never been offered drugs. The same goes for those who use several
drugs. The connection is almost ten-fold for cannabis-users. More than half those who have used
cannabis or several drugs had been drunk before turning 13, compared with 10% for those who
have never used drugs and who have never been offered drugs. According to the results, bar visits

per month also correlated with drug experimentation and use.

According to the annual Health Behaviour Survey among the Finnish Adult Population, 17% of
both men and women know someone who has tried drugs. Acquaintances having tried drugs were
clearly more common in cities and among 15-24-year-olds. In this age group, women had more
acquaintances who had experimented with drugs than men did. Regionally, people from Southern
Finland (the region of Uusimaa) and big cities knew more drug users than people elsewhere. Three
per cent of respondents knew more than five users but in the youngest age group, the percentages
were 9% for men and 11% for women. (Piispa et. al. 2005)!° A noteworthy aspect of this survey is
that the percentage of population who knew more than five drug users corresponds to the percentage

of those who had tried drugs in the past year according to the previously mentioned population

survey.
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In Finland, drug use has been seen as a generation phenomenon.20 Drug trends have followed

international currents but in our country, fluctuations in drug use have been particularly strong.

19 The Health Behaviour Survey among the Finnish Adult Population (AVTK) comprised a random sample of 5,000 Finns
aged 15-64. The response percentage was 68% (67% in 2003), 61% (60%) for men and 74% (73%) for women. (Piispa et al.

2005.)
20 See also Part B, chapter 14.
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Much like other countries, Finland has experienced two major drug waves: one in the 1960s and
the other in the 1990s. The term "wave" is fitting as between the waves, from the mid 1970s to

the beginning of the 1990s, drug experimentation and use were very low.

In Finland, the use of cannabis began to spread slowly in the early 1960s. Experimentation and
use started with a small core group of people, mostly musicians, artists and bohemians.
Gradually, the use of cannabis started to gain popularity with several different groups, in
universities and schools. At the beginning of the 1970s the number of people who used or
experimented with cannabis was estimated at 30,000—40,000 at its highest. Most of these people
lived in the Greater Helsinki area. The prevalence of experimentation and use began to plummet
in the early 1970s. The most important reasons for this were the changes taking place in

international youth culture, fading of hippie-culture. (Salasuo 2005.)

The new rise in experimentation and use of drugs that took place in the 1990s was also a youth
and generation phenomenon, much like in the 60s. The techno culture landed in Finland at the
end of the 1980s, beginning as a small underground movement. The phenomenon started to gain
popularity in the mid 1990s, especially among young adults. By the end of 1990s, the
phenomenon had diversified and it was no longer only a marginal way of partying among urban
youth. Nowadays, the recreational use of drugs connected with partying is no longer solely a part
of the techno and rave culture but rather a wider youth culture trend. In the near future, we will
see whether this youth culture phenomenon disappears with new generations or if drugs become

a permanent part of Finnish society. (Salasuo 2005.)

2.2 Drug use among school children?’

Experiments with drugs and trends in drug use among young people are investigated every four
years in national school surveys (ESPAD, HBSC), which are also part of European comparison

surveys 22, and regional school health surveys conducted every two years.23

21 See "data library" or "statistical bulletin" in http://annualreport.emcdda.cu.int/fi/home-fi.html .

22 The latest of these surveys was the 2003 ESPAD survey, which involved 200 schools and 3,321 pupils in 9th grade of
secondary school. Data was collected with the same compilation method as in the 1995 and 1999 surveys. The response
percentage was 92% in 2003. (Ahlstrom et al. 2003). See also EMCDDA’s Annual Report 2004 web site, Standard Table 2.
WHO?’s health behaviour study (HBSC) was conducted in Finland in 2002. The sample of 15-year-olds consisted of 1,745 pupils
(see HBSC 2003).

23 The school health survey was filled in by the 8th and 9th graders in secondary schools and by the 1st and 2nd graders in upper
secondary schools in the municipalities (and their schools) that attended the survey voluntarily. Surveys are conducted every two
years in the Provinces of Western Finland and Oulu (the last time was in 2003) and every two years in the other provinces, i.e.
Southern Finland, Eastern Finland and Lapland (the last time was in 2004). The data consisted of 47,265 (2003) and 56,328
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According to the ESPAD survey (Ahlstrom, et al. 2003), 11% of 15-16-year-olds had
experimented with an illegal drug sometime in their life whereas in 1999 the corresponding
figure was 10%. The amount of experimentation nearly doubled between 1995 and 1999, but
since then there has been no significant growth. Experimentation with illegal drugs usually
involved cannabis. In addition, the results of regional school health surveys conducted every two
years in different provinces show that drug experimentation has not increased in the 21* century
and in some areas, it has even decreased (Luopa et al. 2005). In the Provinces of Western
Finland and Oulu, the percentage of 15—16-year-olds who had tried drugs during their lifetime
was 7% in 2003 and according to the same school health survey for 2004, the percentage for the
Provinces of Southern Finland, Eastern Finland and Lapland was 9%. According to the surveys,
12% of 17-19-year-olds in the Provinces of Western Finland and Oulu had tried drugs during
their lifetime whereas the percentage for Southern Finland, Eastern Finland and Lapland was

16%.

According to ESPAD results, 7.5% of 15—16-year-olds had experimented with some illegal drug
during the past year, and 2.5% during the past month. WHO’s 2002 school health study (HBSC,
2003) gave almost similar results: 10% of 15-year-olds had experimented with cannabis
sometime in their life and 7.5% during the past year. Two and a half per cent of respondents in

the latter study were regular users and 0.5% heavy users.

2.3 Drug use among specific groups

According to a study on underage young people in drug treatment, the central factor affecting

their self-image is their attitude towards their own drug use.24 These young people may see
themselves as drug users, former drug users, willing to quit drugs or incapable of quitting drugs.
They see drug-free living as part of normal life. A typical feature in their accounts was
separating ordinary life and the drug life outside it. In their stories, the young patients crossed the
boundary back and forth without attaching permanently to the other side. One reason for this
might be that the treatment of the underage patients had been started regardless of their own will.

Those drug users who seek treatment voluntarily have to emphasise more their desire to become

(2004) replies gathered from 8th and 9th grade pupils and 24,308 (2003) and 28,894 (2004) replies from upper secondary school
pupils. The response percentages for 8th and 9th grade pupils were 81% (2003) and 78% (2004). (Luopa 2005.)

24 The study deals with the views of 17 underage patients in drug treatment units on their life and substance use. Discourse
analysis was used and the study focused on the meanings drug use had for the young people and the kinds of self-image the
interviews revealed. (Virokannas 2004.)
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clean in order to be admitted to treatment, and therefore they cannot cross the boundary as easily.

(Virokannas 2004.)

Fifteen 15-27-year-old girls who had used drugs were interviewed for a dissertation on the
reasons behind young girls’ drug use. According to the girls, drug use offers a way of
differentiating oneself and experiencing adventures. “Normal people” are considered dull,
whereas the drug scene symbolises excitement and adventure. The incentive for using drugs is
not so much the substances themselves but rather the drug-using friends who seem fascinating.
The unknown is both scary and tempting because of the danger and suspense involved.
Challenging the unknown also includes testing one’s internal boundaries. Drug use offers a
channel to differentiate oneself, seek experiences and increase one’s social competence. When
exposed to drug education, the girls only paid attention to the danger aspects that seemed
exciting to them. Another common factor behind a girl’s drug experimentation is infatuation
with a drug-using boy. Some girls also said that they had sought consolation from drugs for their
own depression and anxiety, which were often linked with feelings of loneliness and rejection.
Physical appearance was also mentioned as a factor; some girls felt that they had no friends
because they “didn’t look right”. They felt inadequate compared with the images of women
promoted by the media. In this context, drug use can be seen as an alternative way to build one’s

own identity and to be accepted by others. (Vayrynen 2005.)

3. Prevention25

The Basic Education Act, General Upper Education Act, Vocational Education and Training Act
and Vocational Adult Education Act and the relevant decrees have been amended to emphasise a
pupil’s/student’s right to pupil/student welfare services and to oblige educational institutions to
prepare a curriculum with recorded strategies, for instance, for crises, school bullying and
prevention and treatment of substance use. As early intervention as possible is emphasised in
case of young people who face exclusion risk because, for example, young people attending
comprehensive school are still ”under the eye” of the school and, due to being underage, easy to
reach. Substance abuse prevention projects have shown that the deeper and more advanced the
problem is, the harder it is to intervene. The majority of the people who have dropped out of

projects have had co-occurring substance abuse and mental health problems.

25 gee Virtanen 2004, Section 9.
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Web-based dissemination of information is increasingly used to train professionals and for
alcohol and drug education. Among online services for professionals, national services have had
an important role in the training of substance abuse workers as well as in their regional work.
Online drug education aimed at young drug users should be more open to feedback from users,
offer neutral information and guide drug users towards more controlled and safe drug use. The
challenge in the future is the restructuring of the information society and the traditional service

system in a world where people want to do more things independently.

3.1 General prevention26

The Basic Education Act, General Upper Education Act, Vocational Education and Training Act
and Vocational Adult Education Act and the relevant decrees have been amended.2” The central
amendments concern teaching, a pupil’s/student’s right to pupil/student welfare services and the
obligation to prepare for the curriculum the objectives for developing pupil/student welfare
services and for drafting a safety plan. All comprehensive schools must adopt the new
curriculum by 1 August 2006. Strategies for the prevention and treatment of, for example, crises,
school bullying and substance use should be recorded in the local curriculum. On a national
level, drug prevention aimed at young people is carried out in 230 youth workshops that have
been created to activate young unemployed people. Substance abuse prevention is a central part
of workshop activities. Every year, at least 7,000 young people participate in these workshops
for at least six months. Rules on substance use are established between staff and participants
separately in each new group starting the workshop. A nationwide network of community
trainers and support persons and a handbook for community training are being created to support
the independent operation of workshops. By the end of 2007, a total of 200 workshops will have
received further training in substance abuse prevention and especially drug prevention.

(Brochure of Ministry of Education 2005)

Two follow-up surveys, a school survey and a health centre survey, were conducted on alcohol
and drug education included in school curricula and the use of the school health survey

conducted every second year.28

26 See http://annualreport.emcdda.eu.int/fi/home-fi.html .
27 See Section 1.2.2.1.

28 school Health survey, see Section 2.2. The school survey was sent to headmasters in comprehensive schools
with upper grade students (N=814). Specialist schools were not included in the study. The health centre survey was
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According to the report on the school survey, the vast majority (93%) of schools had arranged
alcohol and drug education events, mostly individual educational events, in addition to alcohol
and drug education related to health education. One in four schools co-operated with an external
party in alcohol and drug education and more than half the schools participated in individual
events. Out of all the various alcohol and drug education programmes, the Smokefree Class
Competition had the most participants (66% of schools). Every other school implemented its or
the municipality’s own alcohol and drug education programme. One school in four co-operated
with the Lions-Quest programme. The drug information bus HuBu had also visited every fourth
school. According to the survey, the curriculum for health education was in place for the 7™
grade in 73% of schools and for the 9t grade in 25% of schools. Thirty-five per cent of schools
reported having a qualified health education teacher. Health education is most often taught by

physical education, biology and home economics teachers. (Rimpeld M. et al. 2005.)

The results of the school health survey had been used effectively in one third of the schools in
the municipalities that had ordered the results. Schools had used the results as part of their pupil
welfare services and school health care and in health education, parents’ evenings and internal
evaluation. The majority of health centres reported having used the school health survey results
to improve school health care and substance abuse prevention, and one fifth had used the results

in a broader sense to promote the wellbeing of children and young people.

One form of substance abuse prevention at workplaces is drug testing during recruitment and
during the employment relationship. In the latter case, an employee who tests positive for drugs
may be referred for treatment. In 2004, the Act on the Protection of Privacy in Working Life was
passed, which defines the conditions for testing (see Section 1.2.2 1). The Act or its grounds do
not, however address the technical problems of testing: many new drugs are not detected in
limited drug screening, different substances are detected in different ways (hypnotics for a
month, cannabis for two weeks and heroin only for a couple of days) and it is difficult to
distinguish sporadic use from problem use — especially in differentiating the legal use of
pharmaceuticals from illegal use. It is also assumed that the actions of an employee in their free
time might affect their work, but why should this be the case only for drugs? The reason for
testing is not always related to occupational safety; common reasons are fear of crime, questions

of image and threat to information security. With drug testing, the responsibility for occupational

sent to the head nurses of health centres (N=265). This report is based on the replies received by 26 May: 516
comprehensive schools (response percentage 63%) and 173 health centres (response percentage 65%).
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safety, which traditionally lies with the employer (work is a risk factor), is in a way transferred to
the employee (employee is a risk factor). The most problematic aspect of the above-mentioned
Act, in terms of substance abuse prevention, is that it does not mention treatment referral or

treatment as a consequence of positive test results. (Bothas 2005.)

During the past year, several reports have been published on the use of various communication

channels in the training of professionals as well as in alcohol and drug education.

In order to develop communication on alcohol and drug issues, Finland has implemented 19
addiction training/information seminars for journalists during the last 20 years. The seminars
have been implemented systematically as events that the participants must apply for. The
participants have to explain in writing why they would be suitable candidates for the seminar.
The selection of participants emphasises work experience in the field as well as a balance
between different professional groups. The seminars have been partly sponsored, but the
participants cover their own costs. The aim has been to hold the seminars in different cities, from
1995 onwards in different Baltic countries. The seminars continue to be successful because of
their interactive nature and because they have become a kind of institution, a forum for
presenting objective information from different points of view. Participants feel privileged to
receive all the new information in such a pleasant atmosphere. Central themes have included
current issues, contacts with other journalists in the field and visits with the substance abuse

services in the seminar city or related facilities. (Peltoniemi 2004.)

An example of web-based alcohol and drug education is the national AddictionLink Internet
service introduced in 1996, which focuses on prevention and information on addiction problems.
It also serves as a self-help site for people who want to try quitting substance use on their own
and it is also of use to treatment services to some extent. AddictionLink includes an information
bank consisting of articles on various substances and treatment services, a possibility to test
one’s own substance use, self-help tools for individuals and families, pages for children, an
anonymous counselling service and a discussion forum. The site currently receives on an average
of 30,000 hits per month. Linking telematic services with other substance abuse services has
proven its usefulness. It has also been noted that the services only work well on a national level.
The challenge in the future is the restructuring of the information society and the traditional
service system in a world where people want to do more things independently. (Lehmusvaara,

ed. 2004.)
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A local co-operation project of the Paijat-Hdme and Itd-Uusimaa regions dealt with the
possibilities for online consultation between professionals.29 The experiment showed that the use
of the general online consultation services was low. Instead, users focused more on local issues.
The project management team decided to expand the consultation service into a national service
and attach it to AddictionLink since a nationwide, previously familiar service would reach more
professionals. AddictionLink has nine experts who besides their regular work answer questions
sent to the counselling service. The local project also emphasised the need for treatment units’
own web pages, as many of those who answered the survey use Internet services on a daily basis.

(Bothas 2005.)

A report on the use of new technology in the web-based co-operation of a national development
group consisting of substance abuse prevention professionals (22 members + 2 co-ordinators)
was issued in 2004. According to the report, an interactive online learning environment
motivated participants to produce, edit and disseminate material and to discuss issues together.
The results of the development work and examples of best practices are published in the national
substance abuse portal (STAKES’s Neuvoa-antavat portal) for use by anyone involved in
substance abuse prevention and as a basis for education. The network participants will continue
the development by networking on a local level (differing thus from the development of
AddictionLink). The aim is to maintain expert networks and to exchange information and
opinions on new strategies and practices on a local level before they are implemented on a wider

scale. (Romppainen et al. 2004.)

A study was conducted on the discussions in the most extensive virtual discussion forum in
Finland, Sauna, which is part of the AddictionLink web site.30 (Roine 2004a, 2004b) Five
central approaches were found in the forum’s messages: (1) drug use is considered either an
extremely good or bad experience, (2) controllability of drug use becomes an ideal, (3) drug use
is seen as the individual’s own choice, (4) acceptability of drug use is justified by comparing it,
for example, with the use of alcohol, or (5) people in the forum indicate that they are experts in
the field and thus qualified to give advice to others by referring to exact research-based

information. People in the forum draw a strict line between themselves and those drug users that

29 The survey was sent to some 340 social welfare and health care professional from the Péijathdime region. The main target
groups were social workers, school nurses, child welfare clinic nurses, youth workers, church social workers, school
psychologists, school social workers, family counsellors and family workers. The objective was to reach social welfare
professionals from a wide range of fields. The survey was not sent to substance abuse workers because the aim was to discover
the needs of those who encounter substance abuse issues more irregularly in their work. (Bothas et al. 2003.)

30 The study dealt with 426 messages sent to Sauna in January—March 2002, which were selected from 27 message chains
starting from the latest themes.
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they classify as drug addicts and they do not see drug use causing themselves any particular
problems. According to the study, people participating in the Sauna discussion could be reached
with drug education that would offer neutral information and guide drug users towards more

controlled and safe drug use. (Roine 2004a.)

According to an extensive study on drugs on the Internet and in youth culture (Seppild et al.
2004), drug use is a strong symbol of social resistance and independence, even freedom. Drug
users side more with criminals than with the authorities. Drugs make life more exciting and give
it new content. They also give users social status in their own circles. Furthermore, the drug
culture may seem as a tempting alternative in a situation where a person has poor work and study
prospects. The party and youth culture differs in many ways from the traditional alcohol culture.
This poses new challenges for substance abuse prevention. Even co-operation partners must be
recruited from new places, from the bar world and from among representatives of subcultures.
Hearing users themselves in discussions on the risks and detriments related to drug use would
also make it easier to initiate dialogue with them. It would also improve the image of the
authorities. There is also demand for low-threshold discussion forums in which users could

discuss more freely their drug problems.

Substance abuse prevention was also dealt with on a large scale as part of neighbouring area
cooperation during a project implemented in 2002-2003 in the Vyborg area (Budusheje)
(Heindnen 2004). The project participants from Finland included the Helsinki Social Services
Department, the University of Helsinki, the Finnish Association for Healthy Lifestyles and the
Youth Organisation NAD. The participants from Vyborg included the Youth Department and an
anti-drug organisation, and the participants from Sweden represented MKFC Stockholm Folk
High School. The project aimed to present models for substance abuse prevention, promote co-
operation between the authorities and non-governmental organisations and to create a network of
actors in substance abuse prevention from Vyborg, Finland and other Nordic Countries. The
project highlighted the importance of substance abuse prevention, created multiprofessional
networks, increased the competence of the participants and developed work practices between
public services and NGOs. The central resources of the project were derived from the
commitment level of the networks and new partnerships between different actors. The special
competence of immigrant workers from the former Soviet Union also facilitated the
implementation of the project. Another project that included co-operation with neighbouring
areas was the Sillakaar project on developing third sector co-operation within Christian

substance abuse work in Estonia.
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3.2 Selective prevention3'

Selective substance abuse prevention has been targeted at young people facing the risk of social

exclusion and young immigrants.

Eighteen projects around Finland participated in a national rehabilitation trial for young people
in 2001-2003. Young people who had dropped out or were in danger of dropping out of
comprehensive school, upper secondary school or vocational training were chosen for the
projects.32 In addition to difficulties with school attendance and studies, the young people could
have other problems that increase the risk of social exclusion, such as alcohol or drug problems,
but the project only dealt with them indirectly. (Suikkanen et al. 2004; Linnakangas et al. 2004.).
According to the project results, two out of three young people had had their life situation
improved significantly due to intervention in problems. Early intervention was possible because
young people attending comprehensive school are still “under the eye” of the school and, due to
being underage, easy to reach. In addition to the “partnership” of school and home, cross-sectoral
co-operation to support young people facing exclusion risk is also important as is the existence
of a person who co-ordinates co-operation between different services. This allows the young

people at risk to get the support and help they need as early as possible.

Brief follow-up reports regarding local projects have been published on the following topics: co-
operation between a personal counsellor and the authorities (Karjalainen et al. 2004), co-
operation between the authorities, voluntary organisations and families (Rokka 2004), operation
of a regional collaborative group on substance abuse prevention (Saari et al. 2005) and family
work (Raitanen 2005). During the 2.5-year Nuotta project, efficient work with a personal
counsellor helped 73% of 160 17-24-year-olds who were neither employed nor studying to find
a meaningful direction in life. The young persons’ backgrounds included insolvency, criminal
offences, substance abuse and mental problems. The project was most successful with young
people who had not accumulated too many problems. The majority of the people who dropped
out of the project had both substance abuse and mental health problems. A total of 450 young
people and family members participated in treatment in the three-year project on cross-

administrative co-operation with families (Nuorten talo, Young people’s house). The project

31 See http://annualreport.emcdda.eu.int/fi/home-fi.html .

32 Projects involved 576 persons in the age group of 15—17 years who had a rehabilitation plan prepared. Some 8% of the
participants dropped the project.
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came about from the need to address emerging problems of children and young people as early
as possible. Even though some of the young people had multiple problems, the project made it
possible for them to make concrete plans for the future. Many were also able to improve the
quality of their life and increase their social contacts. A 3-year project on substance abuse
prevention (Nuorten juttu, Young people’s thing) aimed to create contacts with students,
schoolchildren and co-operation networks and to develop the contents of health education taught
in schools. Low-threshold methods for local substance abuse services were created with the
schools. The participants of the 3-year family work project (Voitto kotiin, 4 victory for home)
consisted of 22 clients with family members who were chosen from family centres and
associations of mother and child homes and shelters. Two families did not participate in the
project and four dropped out. The project was carried out in the form of family meetings. The
clients received support for parenting and they were given the opportunity to take part in
vacation activity. Even though the parents felt the camp activities were more leisurely fun rather
than serious-minded substance abuse prevention, almost all the mothers and most fathers felt that
the family meetings had provided them with clear and practical advice for coping with everyday
life. All the projects showed that project-type multiprofessional co-operation close to everyday
life and the active participation of the entire family are successful methods in substance abuse

prevention.

The "Kotiin Helsinkiin" (“Home in Helsinki”) project focusing on immigrants (Heinénen 2004)
was carried out as two sub-projects in 1999-2003 and was targeted at people who had moved to
Helsinki from the former Soviet Union and especially at young Ingrians involved with criminal
offences and drug use. The objective of the project was to influence the target group through
substance abuse prevention, providing them better access to services and treatment referral.
During the last year of the project, the help line received more than 300 calls, more than 800
client visits were made (by a physician, psychologist, foreign expert consultants) and there were
family contacts with approximately 100 clients. Eight clients received treatment in the St.
Petersburg area. In addition, the project included network training and Finnish lessons. Based on
the experiences gained from the project, a proposal has been submitted whereby substance abuse
prevention among immigrants should be consolidated and included in basic services, the core
services used in the project should be continued (help line, personal discussions, parent groups,
family work, treatment referral, maintenance of the web site) and treatment referral should be
developed in the office of substance abuse affairs at St Petersburg’s regional addiction hospital.
Other aims are to use the experiences of immigrants to build peer support systems, to combine

the working practices of both the country of origin and the country of destination, to use other
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languages besides Finnish and to utilise the immigrants’ own channels to promote the use of

low-threshold services.

4. Problem drug use33

According to statistical estimates, problem users of amphetamines and opiates accounted for
0.6-0.7% of 15-55-year-olds in Finland in 2002: amphetamine users accounted for 0.4—0.6%
and opiate users 0.1-0.2%. Even though population studies show that the prevalence of annual
experimental use is stabilising, the number of problem users, especially opiate users, has

increased clearly since 1999.

In 2004, the main drugs used by drug treatment clients of substance abuse services were opiates
(34%), amphetamines and other stimulants (26%), alcohol and drugs (18%), cannabis (15%) and
hypnotics and sedatives (6%). The popularity of buprenorphine (Subutex) as a main drug used by
drug treatment clients has increased significantly, and it is the main drug of four out of five
opiate users. Intravenous use was also common: three out of four drug treatment clients had
injected drugs at least once during their lifetime. The majority of the clients of health counselling
centres providing needle and syringe exchange use buprenorphine by injection. Polydrug use is
also very common among drug users, but the most severe cases are the most excluded and aged
addicts who tend to use “anything they can get" from alcohol and substitutes to heroin and

Subutex.

4.1 Estimates of the number of problem users34

Statistical estimates on the prevalence of problem drug use3® have been made nationally since
1997. According to these estimates, out of the 15-55-year-old population, there were some

16,000-21,000 amphetamine and opiate problem users in the entire country in 2002.

33 See Virtanen 2004, Sections 2.3 and 3.1.
34 See

"data library" or "statistical bulletin" in http://annualreport.emcdda.cu.int/fi/home-fi.html .

35 The estimates of problem drug users are based on the statistical capture-recapture method in which the samples from the
same group are used to assess statistically the size of the entire target population. The samples were defined based on the
interventions directed by society at the target population (amphetamine and opiate users). The interventions employed by the
system included amphetamine or opiate diagnoses recorded in hospitals, penal action for drug offences involving the use or
possession of amphetamines or opiates, arrest for driving under the influence of amphetamines or opiates and hepatitis C cases
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Table 7 Development of the number of amphetamine and opiate users in Finland in 1997-
2002

1997 1998 1999 2001 2002
Overall estimate 9,400-14,700 *  11,500-16,400 11,100-14,000 13,700-17,500 16,100-21,100
Opiate users * 1,500-3,300 1,800-2,700  2,500-3,300  3,900-4,900  4,200-5,900

Amphetamine users *  6,800-11,600 7,600-13,000 8,300-12,400 10,100-15,400 10,900-18,500

* = Estimates are based on information from three registers

The majority of problem users, 70-75%, consisted of amphetamine users. According to the
study, about 80—-85% of amphetamine users and 75% of opiate users were men. The proportion

of the youngest problem users has varied from 40 to 50%.

Table 8. Development of the population share (%) of amphetamine and opiate problem
users in Finland in 1998-2002.

1998 1999 2001 2002
Overall estimate 0.4-0.55 0.4-0.5 0.5-0.6 0.55-0.75
Amphetamine users 0.26-0.45 0.29-0.43 0.35-0.54 0.38-0.65
Opiate users 0.06-0.09 0.09-0.11 0.14-0.17 0.15-0.21
Men 0.54-0.70 0.54-0.66 0.58-0.71 0.77-1.03
Women 0.20-0.58 0.14-0.24 0.20-0.31 0.29-0.57
15-25-year-olds 0.67-1.12 0.73-1.02 0.81-1.04 0.93-1.30
26-35-year-olds 0.51-0.71 0.46-0.59 0.64—0.82 0.74-1.13
36—55-year-olds 0.14-0.25 0.19-0.46 0.22-0.36 0.25-0.50

Some 60—70% of all problem users were from Southern Finland (population share 0.85-1.25%),
more than half of them from the Greater Helsinki area (0.9-1.35%). The corresponding
population shares were 0.4-0.6% in Western Finland and 0.3-0.5% in Eastern and Northern
Finland. In the Greater Helsinki area, the problem users were slightly older than elsewhere in

Finland.

recorded in the infectious disease register due to intravenous drug use. The estimate intervals are based on 95-per cent confidence
intervals of the estimates. Different log-linear models were applied to different subgroups so the sum of the subgroups differs
from the overall estimate. (Partanen P. et al. 2004.)
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4.2 Clients in drug treatment3®

In 2003, all social and health service units took part in a one-day census of intoxicant-related
cases, which examined all the cases related to substance abuse in each unit during the day in
question. The results indicate that 44 per cent of the clients in outpatient care and 47 per cent of
the clients in inpatient care in the units providing specialised services for substance abusers had
used pharmaceuticals or drugs. The figures for drugs were 35% and 40%. The results have
changed significantly from 1999 when the share of drug treatment clients was just under 20% in

substance abuse outpatient care and about 30% in inpatient care. (Metso 2004.)

The drug treatment information system, which is voluntary and anonymous for substance abuse
units, collects information on clients who have entered drug treatment for the abuse of
pharmaceuticals or narcotics. The coverage survey of the drug treatment information system37
conducted in spring 2004 estimated the number of people who had entered drug treatment in
2003. Overall, it was assessed that the drug treatment information system reached roughly half of
all the drug treatment clients in substance abuse units. According to the drug treatment
information system, the share of drug users of all the clients of substance abuse services was
about half of the results of the census of intoxicant-related cases: 18% in substance abuse
outpatient care and 27% in inpatient care. The latter estimate reflects, however, the problem drug
use related to substance abuse better than the census of intoxicant-related cases. (Vismanen

2004.)

According to the census of intoxicant-related cases, the share of drug treatment clients in
outpatient health care services (hospitals, mental hospitals, health centres and mental health
clinics) and in inpatient health care services (hospitals, mental hospitals, health centre wards) is

23% of all the alcohol and drug treatment clients in health care services.

The profiles of drug treatment clients in the information system and in the census are quite
similar regarding all substance abuse units. On the other hand, in the census, the age and gender

profiles of all the clients of substance abuse units largely matched the recorded clients of

36 See "data library" or "statistical bulletin" in http://annualreport.emcdda.cu.int/fi/home-fi.html .

37 For the coverage survey of the drug treatment information system, all the 551 units of substance abuse services were sent a
survey regarding their alcohol and drug treatment clients. 324 of the units responded and 260 units said that they provide
treatment especially for drug users. Of all the units in the drug treatment information system (164), 122 responded to the
coverage survey. Overall, the units (units of substance abuse services as well as substance abuse units in health care and prisons)
reported about 75,000 alcohol and drug treatment clients, of which 17,850, i.e. almost a quarter, were drug clients. (Vismanen
2004,)
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corresponding substance abuse units, even though the latter information is based much more on
limited basic statistics. (Vismanen 2004.) Thus, the results of the drug treatment information
system can be evaluated to reflect quite well the drug treatment clients in substance abuse
services. Furthermore, both the drug treatment information system and the census of intoxicant-
related cases indicate that clients in drug treatment are badly off: only 10% were employed, 10%
are homeless and according to the census, almost 40% suffered from co-occurring mental
problems. (Nuorvala et al. 2005.) However, in the drug treatment information system, the drug
treatment clients in outpatient and inpatient care are systematically five years younger than the
drug treatment clients in the census. The difference can be explained by the fact that youth centre
clients are emphasised in the drug treatment information system. It can also be estimated based
on the census that abusers of pharmaceuticals that are a little older on the average are
underrepresented in the drug treatment information system. (Partanen 2004; Nuorvala et al.

2004.)

Despite small differences, the census of intoxicant-related cases also emphasised the youth of the
clients in drug treatment. According to the census, of all the intoxicant-related cases in social and
health service units, drugs were involved in 63% of the cases of under 20-year-olds, in 75% of
the cases of 20—29-year-olds, and in 40% of the cases of 30-39-year-olds. The mean age of all
the clients was 44 years. (Nuorvala et al. 2005.)

The 2004 results of the drug treatment information system are based on data gathered from 166
units and 5,701 drug treatment clients. According to the information, the drug treatment clients
were mainly men (72%), young adults and single. Their educational level was low, and
unemployment was common (60%). Every ninth client (11%) was homeless. The majority of the
drug treatment clients had received drug treatment before, and one-sixth entered drug treatment

for the first time. (Partanen A. 2004, 2005.)

Of the clients in the drug treatment information system, 8.7% were from inpatient treatment units
specialised in drug treatment and 21.7% of outpatient units specialised in drug treatment. Thirty-
nine point five per cent were from general substance abuse outpatient units and 26.1% from
inpatient units. The mean age of the clients in the drug treatment information system was 27.3
years (compared with 26.8 the year before). Men were on average 3 years older than women
were (compared with 2 years the year before). The clients of inpatient treatment units
specialising in drug treatment were the youngest, with the mean age of 25.2 years. In substance

abuse outpatient units, the mean age of clients was 25.8 years, in outpatient treatment units
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specialised in drug treatment 27.9 years and in substance abuser inpatient care 29.1 years. In

prison health care, the mean age was 32.2 years. (Partanen A. et al. 2005.)

Of all the clients in the drug treatment information system, opiates were the primary problem
substance of those clients entering drug treatment (34%), followed by stimulants (26%), mixed
use of drugs and alcohol (18%), cannabis 15% and pharmaceuticals (6%). Buprenorphine was
the primary problem substance of 27% of the clientele. Almost two out of three clients (62%)

had used at least three substances.

The most common substance of those clients entering drug treatment for the first time (n = 990)
was cannabis (31%), followed by mixed use of drugs and alcohol (26%) and the use of
stimulants (23%). The group differed from all treatment clients mostly in the case of opiates
(13%) and buprenorphine (11%). For those clients entering drug treatment for the first time, we
can also assess the path from experiments to regular use to treatment. The results show that the
time lag between initiation of drug use and regular use is 1.5-2.5 years, and the time lag from
initiation of use to seeking treatment appears to be roughly 4 years. The shortest lag can be seen
among buprenorphine users (2.5 years), but they had often started intravenous drug use more
than a year before they started using buprenorphine. Thus, it is uncommon for anyone to start
drug use with buprenorphine, even with intravenous use. In other aspects, buprenorphine users

do not differ much from the other drug users entering treatment. (Virtanen, ed. 2005.)

Almost three out of four (74%) drug clients in services for substance abusers had injected drugs
at least once during lifetime, two thirds of these (59%) during the past month, and approximately
a fourth (23%) used shared needles and syringes. The most common way to use opiates was
intravenous (86%). Intravenous use of buprenorphine (89%) was almost as common as

intravenous use of heroin (92%). Stimulants were also injected by 79 per cent of their users.

4.3 Problem drug use and users according to other studies

The Kuopio Military Province Headquarters arranged a medical re-examination for service
personnel who had to suspend their military service or for conscripts who failed to respond to their
call-up or fell ill. The situation of those summoned for re-examination was monitored from 1993—
2003 according to ICD category. The information was based on required medical certificates. The

number of those summoned for re-examination grew from 202 in 1993 to 335 in 2003. Mental and
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behavioural disorders were the biggest ICD category in the re-examinations (roughly 55% of the
cases). Within this category, the most significant change was the increase of mental and behavioural
disorders due to psychoactive substance use (F10-F19): in 1993, these cases accounted for 2.2%, in
1999 for 10.1% and in 2002 for 27.3%. In 2003, the percentage dropped to 20.7%. The percentages
related to alcohol have declined continuously, while those related to drugs have increased.
Alongside cannabis and amphetamines, it was not uncommon for those summoned for re-
examination to use injected drugs, and there was an increasing prevalence of substances used in

combination. (Koskinen et al. 2005.)

A practical problem of substitution treatment in Finland has been the patients’ concurrent use
and injection of buprenorphine.38 Those who inject drugs actively explain their use by the fact
that intravenous use is more effective and cheaper than using drugs in other ways. If a patient’s
medication is adequate, he or she should not have a pharmacological reason for using more
drugs. The beliefs regarding the effectiveness of a substance are indeed central in the needle
addiction phenomenon. These beliefs among users stem from the times of active use and the
immediate feeling of pleasure caused by drug use and especially injecting as well as the social
interaction and rituals related to intravenous use. The study emphasised that injection itself is a
form of addiction; it can be seen as a functional concurrent addiction. It cannot occur unless the
person is or has been addicted to a substance causing physical addiction and injected it. Quitting
the intravenous use of drugs seems to require a completely new social network for the patient,

which does not include other drug addicts.

The health counselling centres for intravenous drug users exchange needles and syringes and
provide some other services (health counselling, discussions, HIV rapid tests, treatment for
angiitis, hepatitis B vaccination etc.). The mobile health counselling unit (ambulance) operating
in the Helsinki area was assessed during its year of operation.3® Some 5% of clients had acute
need for follow-up care. Roughly a third of clients were women and the mean age of clients was
approximately 31.7 years. The majority of new clients were 20-29 years old. During the month

preceding their first visit, a third of new clients had not used any other health counselling

38 The material for the study into drug users’ experiences on injection and its compulsiveness (Harju 2004) consisted of
interviews of 12 persons. Those interviewed were patients of two outpatient substitution treatment units in Helsinki. The material
was analysed using the grounded theory method.

39 The operation started at the end of 2003 and in 2004, it had 700 clients, in total 2,350 client visits. The material of the study
consisted of survey forms on 212 new clients, who had not used health counselling services during the month preceding their
visit. In addition, theme interviews were conducted on 20 clients. (The clients were chosen anonymously, using pseudonyms)
Interviews were also conducted on the personnel of the unit (8), other service providers (7) and pharmacists and police officers
(4) operating in the neighbourhood. (T6rmé et al. 2005 b.)
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services (before a revisit 9%). Of the 20 clients who were interviewed, 14 were men, the
majority were 19-23 years old (9), and the oldest client was over 40 years old. Most clients (15)
used Subutex intravenously, seven of these as their primary substance. Amphetamines were the
primary drug of six users, and others used both Subutex and amphetamines. The majority of
clients had started using drugs when they were under 20 years old. The majority (13) of those
interviewed had started the intravenous use of drugs within two years of initiating their use.
However, approximately three out of four of those monitored (212) had not shared needles and

syringes during the month preceding their visit to the unit. (T6rma et al. 2005b.)

The Deaconess Institute in Helsinki conducted a project on drug treatment for people who have
been excluded from services (2003). The client criteria consisted of a drug problem and at least
one diagnosed mental problem or a psychological symptom that negatively affects the patient’s
life, or social exclusion. Project participants were chosen from the most socially deprived clients
of the Helsinki-based low-threshold drug addiction treatment clinic, Kurvi. Twelve per cent of
the clients in the project had an HIV infection, 12% were homeless and nearly half the group had
attempted suicide at some point. Forty-three per cent of the clients in the project continued with
follow-up treatment, either in outpatient or inpatient care. However, the treatment and
rehabilitation process was not long lasting for many of the clients, as most of them returned to

the Kurvi clinic from follow-up care after a few weeks or months.

Alcohol and drug abusers who are on the brink of social exclusion or already excluded usually
visit the no-threshold day centres, where people can go in daytime even when intoxicated and the
services of which include interaction with others, meals, the possibility to wash etc. According to
a study on the clients at the Stoori day centre in Helsinki, the clientele, which traditionally
consisted of alcoholics, now also includes drug addicts (one fourth of the clients)40. The
customers are polydrug users for whom there are no special services and who are unable to
commit to normal drug treatment and its requirements. Over the years, the clients have
increasingly shown a poor physical condition and their problems have deepened. Approximately
half the clients were homeless and half of these used drugs. Drug-using clients were typically ten
years younger than the rest of the clientele, but also clearly older than clients in actual drug
treatment. Furthermore, the group differed from the normal drug treatment clients in that even if
a client had injected drugs regularly, they claimed using alcohol as their primary substance. Even

though a large part of drug-using clients had psychological and even psychotic symptoms, only

40 A semi-structured survey was conducted on 81 clients of the centre, 20 of whom could be considered drug clients. (T6rmé et
al. 2005.)
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15% (three) had resorted to any kind of psychiatric services. Of the entire clientele,

approximately two thirds had been in prison — however only a third for drug offences.

A new project, "Kynnykset pois" (No thresholds), was launched as a follow-up to the above-
mentioned project. For the duration of the project, the services of Stoori were combined with the
Kurvi drug addiction treatment clinic, which operates 24 hours a day. Of the joint clientele, the
study focused on clients with multiple problems, the so-called project clients#1. In 2003-2004,
there were 320 project clients, 12 of whom were interviewed. One third of the group were under
30-year-old addicts on the brink of exclusion, whereas the older ones could already be deemed
marginalised. For all the younger clients, the intravenous use of Subutex was the primary method
of drug use. The older clients tended to use “anything they could get" from alcohol and
substitutes to heroin and Subutex. The most common psychological symptom among the clients
was opiate addiction, but clients also had other substance addictions. Almost all older clients
were homeless, had been to prison and had had a much disrupted family background. Even the
youngest clients did not live on their own, had a criminal background and a somewhat disrupted
family background. However, the basic physical health of the young clients was good, whereas

the lifestyle had already affected the health and physical appearance of the older clients.

The problem drug use situation has been studied near the Finnish border, in Northwest Russia.
The most common problem substance is alcohol, which is used in the area, on average, more
than elsewhere in Russia, and also mortality rates are highest there. It was estimated in 2001 that
near the Finnish border, the Murmansk area had 6,000-25,000 drug addicts; the Republic of
Karelia had 5,000-7,000 drug addicts, the St Petersburg area 4,000—6,000 addicts and St
Petersburg itself had roughly 40,000. The most common problem substance is heroin. Synthetic
drugs have also emerged lately, for example tablets that are used recreationally. In St Petersburg,
cocaine is a fairly new addition to the drug market, and its price has quickly dropped to a third of

what it first was.42 (Pakkasvirta 2004.)

41 The project clients had to meet at least two of the following criteria: a psychological diagnosis, distinct psychological
symptoms, psychological symptoms that seriously interfere with the ability to manage everyday life, lack of life management
skills, exceptional use of treatment services (outsider, major user) or unstable social situation (no social relationships, devoid of a
permanent home). In 2003, approximately 7% of all 1,300 clients of the drug addiction treatment clinic were classified as project
clients. By January 2005, the number of project clients had grown to 320 as the entire basic group had grown by 1,700 clients
evaluated at the clinic. Twenty-three project clients had been referred from the day centre to the drug addiction treatment clinic
and among them 12 agreed to an interview. They were also asked for a permission to use their personal drug treatment
information. (Torma et al. 2005)

421 Russia, drug use was prohibited in practice at the beginning of the 1990s and it was officially prohibited in 1998. Since
2004, people found in possession of small quantities of drugs for personal use are fined.
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5. Drug treatment43

According to a survey on basic municipal services, one third of municipalities do not provide
outpatient detoxification treatment for drug users and one fourth have no inpatient detoxification
systems. Thirty per cent have a system for the distribution of needles and syringes. One third
does not provide substitution or maintenance treatment for opiate addicts. Opiate addicts have to
wait on average two weeks to be admitted to substitution and maintenance treatment, but this can

take up to a year in Southern Finland.

According to a study made in Helsinki, the alcohol and drug treatment service system is
fractured and built on the treatment needs of alcohol abusers. New resourced are urgently needed
in the treatment of substance abusers with mental health problems, in creating comprehensive
treatment programmes for children and young people, and in organising treatment for opiate
addicts. Other studies support these results. The service system should also be better equipped to
offer acute services quickly (detoxification) and more resources should be allocated to post-
treatment rehabilitation. Many severely socially excluded clients would benefit from less goal-

oriented treatment plans and supported housing services.

Drug-free community treatment emphasises the meaning of the community’s clear rules to
problem users who have mostly lived without any rules. The rules facilitate integration into the
treatment community, which eventually enables integration into society. An estimated 700—750
opiate addicts were in substitution treatment in 2004. According to the drug treatment
information system, two thirds of those in substitution treatment were treated with
buprenorphine. A study on methadone treatment showed that a majority of clients tend to stay in
treatment. As substitution treatment is a long-term project, suggestions have been made to make

it part of primary substance abuse services or primary health care services.

43 gee Virtanen 2004, Section 11.

72



5.1 Drug treatment systems44

Treatment systems and their evaluation

One part of the survey on basic municipal services submitted by State Provincial Offices to
municipalities (446 municipalities) in 2003 dealt with the availability of substance abuse services
(Evaluation of Basic Services 2004). According to the municipal survey, 24-hour detoxification
for drug addicts was usually arranged in rehabilitation units, detoxification units or specialised
health care services. One third of municipalities reported that they do not provide outpatient
detoxification treatment for drug users, and one fourth had no inpatient detoxification systems.
An opiate addict can be admitted to substance abuse outpatient care in under a week in every
municipality, and to inpatient rehabilitation in under a week in two out of three municipalities.
Thirty per cent of municipalities have a system for needle and syringe exchange, but only 10 per
cent have it within the municipality. The explanation for this is that neighbouring municipalities
use the health counselling centres of bigger municipalities. One third does not provide
substitution or maintenance treatment for opiate addicts. In most cases, this type of treatment is
arranged in another municipality and mainly in substance abuse outpatient care or partly in
specialised health care services and health centres. Opiate addicts have to wait on average two
weeks to be admitted to substitution and maintenance treatment, but this can take up to a year in
some municipalities in Southern Finland. On the other hand, some small municipalities have

very little demand for drug treatment.

The use of general social and health care services by substance abusers does not vary much from
one municipality to another. Instead, there are significant differences in the use of specialised
services for substance abusers: in municipalities with more than 150,000 inhabitants, the number
of clients in substance abuse inpatient and outpatient services is 50% higher than the average for
the country, and housing services, day centres and so on, which are intended to meet the clients’
basic needs, have twice as many clients. Correspondingly, in small municipalities (under 20,000
inhabitants) the utilisation rate of these services is less than half the average for Finland.
(Nuorvala et al. 2005.) Since 1990, there has been a clear trend in the development of the
services: the number of treatment periods in drug and alcohol rehabilitation units has declined by
half, treatment periods in hospital wards are at the same level as in 1990, and client visits in

substance abuse outpatient services have increased by a third. Even though periods of inpatient

44 See http://annualreport.emcdda.eu.int/fi/home-fi.html
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care have become shorter, the number of rehabilitation patients has reduced by half. Outpatient
services have been increased strongly, but the threshold for treatment seems to have become
higher. It appears that the availability of acute services has declined and the most socially
excluded and severely addicted substance users face the highest risk of being excluded from
services. A change has also taken place in the organisation of the services: services are provided
to an increasing extent by organisations, not however, private service providers. With this
change, public control of services has become more difficult. A researcher states that acute
treatment services for substance abuse should be seen as part of basic services, and some type of
treatment guarantee*® should be applied to them. Municipalities should also increase their

competence as buyers of services in a reorganised service system. (Kaukonen 2005.)

A study on the thresholds for treatment and services of alcohol and drug abusers 46 confirmed
the assumptions of the previous study: even though services have increased and diversified as the
clientele’s problems have become more complex, the problem is that not everyone has access to
services. The service system should be better equipped to offer acute services quickly
(detoxification). More resources should also be allocated for post-treatment rehabilitation
because even if treatment places increase, the benefit gained will be limited if there is no after-
care available. In addition, the need to improve education and skills is apparent. (Mékela et al.

2005.)

The evaluation of the local service systems in Helsinki4’ revealed that the city’s substance abuse
service system has been built on the treatment needs of alcohol abusers. The treatment system is
fractured and the organisation of the services has weaknesses. The treatment of drug addicts
requires especially low-threshold services and long inpatient periods, which diminishes the
resources reserved for the care of alcoholics. Furthermore, treatment requires increasingly
specialised competence and more and more knowledge on health care. A project was conducted
on treatment referral of substance abusers (36) and the coordination of interventions by various

service providers. The results showed that personal case management proved to be a good way to

45 The maximum time taken for a patient to be admitted to care need assessment, detoxification and actual treatment.

46 The material used in the study consists of speeches given at a local service development seminar (17), interviews with social
and health care workers in two localities (13) and interviews with clients in outpatient and inpatient treatment units (22) as well
as the results of the group work in a peer group seminar (26). (Mékela et al. 2005.)

47 In the Helsinki project, the client feedback data was collected from various types of service units intended for different client
groups and having different work practices. Data was collected between 1 November 2002 and 31 December 2002. The
respondents included 107 outpatient clients and 177 inpatient clients. In addition, 25 specialists and co-operation partners of
substance abuse services were interviewed in autumn 2002 and spring 2003. Questions on the treatment system were also
answered by seven outpatient unit directors and a third of senior social workers. (T6rma et al. 2004.)
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commit a drug user to the service system. However, even in this trial the most socially excluded
people, whose motivation was low, seemed to drop out of the project (Korteniemi 2004).
Resources are also needed for organising adequate treatment for substance abusers with mental
health problems and opiate addicts. These problems are also common to substance abuse

services in other cities.

According to an assessment made at the low-threshold unit (Matala)*8, which was established in
2002 in Tampere and is open around the clock, the unit was successful at reaching 18-25-year-
old drug addicts and polydrug users who had previously only had contact with health counselling
and social services. The most sought-after services were health care and medical services. The
Matala unit gathered a large amount of users in need of support and treatment services in one
place and proved successful in reaching new clients and motivating them, in concentrating care
need assessments in one place and in developing care continuums. However, the project did not
succeed in one of its main objectives, to reduce waiting lists for treatment, because the clientele

kept expanding and the need for parallel social and health services increased. (Kekki 2004b.)

After two years of operation, Matala has clearly delineated its services. Clients who are
unwilling to quit drugs are offered day centre and health counselling services. Once a client has
reached a point where he or she wants to quit substance use, the client is transferred to outpatient
rehabilitation focused on supporting life management, which includes the option to be referred
for detoxification or rehabilitation in another unit. Outpatient rehabilitation includes group
activities for those waiting to be admitted to opiate substitution treatment. After the rehabilitation
process, Matala is a place where clients can always return after a relapse. The unit does not test
the client’s motivation, nor do clients have to meet high requirements to earn their place in the
unit, but they are not allowed to use or sell substances at the unit and the unit will not tolerate
threats or violence. The experiences gained at Matala have shown that the goal-oriented methods
typical in substance abuse work are not efficient with drug abusers who are still using drugs.
During its two years of operation, the unit has had 900 clients, an average of 170 per month.
Matala also has a health counselling centre, Nervi, which has approximately 200 clients per
month. The problems of the service system in Tampere are the same as those in other cities:
inadequate availability of detoxification treatment and mental health services for drug clients.

(Perkid et al. 2004.)

48 The assessment of the Tampere low-threshold unit was made by presenting a questionnaire to the staff (to the entire staff
before the commencement of the activities and a year after), to clients (86 out of all 572 clients responded) and interest groups
(the questionnaire was sent to 52 representatives of various interest groups; the response percentage was 60%) a year after
activities were started.
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The Department of Acute Psychiatry at the University Hospital of Tampere conducted a
voluntary survey (2 January 2002-31 May 2005) on 84 patients who were starting their drug
treatment and who had been admitted to treatment because of severe drug addiction and whose
treatment was intended to last at least 3 months.49 The mean age of the respondents was 26.4
years and one third of them were women. Of the respondents, more than 90% used opiates, 90%
used drugs every day and 90% used drugs intravenously. A quarter of the patients also had other
diagnosed mental disorders. According to a follow-up survey conducted on patients who were
discharged from the ward to follow-up care after a month, 47 had begun follow-up treatment and
35 remained in treatment. After three months, 31 patients remained in treatment, 19 of whom
were in substitution or maintenance treatment (one third in methadone treatment). The reasons
for discontinuing treatment were: a breach of the conditions of contractual treatment (13 clients),
the patients’ own will (12), the patients felt that the treatment did not suit them or they had
problems when transferring to follow-up treatment (9) by being put, for example, on a waiting
list. The staff reported that the relapses were often surprising to them because more than half the

patients that were assessed to be highly motivated dropped out of treatment. (Jarvenkyld 2004.)

With respect to treatments, the discontinuance rates varied from 10 per cent for substitution and
maintenance treatment to 74 per cent for other treatments. Receiving other medication in
addition to substitute medication for opiate addiction helped the patients. Eighteen patients were
referred to traditional substance abuse units in which treatment is usually planned in one-month
periods. Half of these dropped out of treatment at the very beginning, and only one remained in
treatment after three months. Thirteen patients were referred to specialised drug treatment units
that planned treatment in at least six-month periods. Eleven patients began treatment in these
units and after six months, six patients remained in treatment. The written feedback revealed the
differing attitudes of traditional alcoholics and young drug users towards controlled treatment
and the patient’s independence in treatment. Alcoholics had a more positive attitude towards
control, whereas drug users wanted to have a say in their own treatment. The patients most
committed to treatment were 25-29-year-olds. Those who were at the initial phase of drug use
were most successful at sticking with treatment. Other factors that facilitated this were a stable
relationship and children who lived at home. One fourth of the patients diagnosed with a
psychiatric disorder remained in treatment after three months. Patients felt that discussions and

interaction were the most important part in all phases of treatment. In addition, medical treatment

49 The study was conducted in collaboration with 21 other treatment units in Pirkanmaa. Seventy-seven per cent of the survey
questionnaires were returned and approved (65 patients).
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was deemed an important element of treatment. As the treatment progressed, the importance of

peer support grew. (Jarvenkyla 2004.)

Many of the clients at the low-threshold day centre intended for the most disadvantaged drug
users (Stoori)®0 have no intention of giving up substance use; they are merely looking for a roof
over their heads and the possibility to rest. The most popular services at day centres are coffee
and meals, the possibility to take care of personal hygiene and clothing, discussions with
personnel and the services of a social worker in handling practical issues. Many have

overwhelming difficulties in dealing with normal services in society. (Torma 2005b.)

Some of the clients do not use other services at all; others are major users of services who
fluctuate between substance abuse rehabilitation, prison, health care clinics and the street. The
most problematic are the so-called dual-diagnosis patients who are clearly in need of psychiatric
services but do not have access to them because of their substance use. Older clients especially
have symptoms that cannot be treated by substance abuse services. Thus, the patients’ mental
health problems are left untreated and they continue self-medicating with drugs and sedatives.
There is also a clear demand for substitution and maintenance treatment; even though many of
the most excluded clients have been waiting for years to be admitted to substitution treatment,

they have repeatedly been suspended from waiting lists.

The most excluded substance users are not suitable clients for treatment in units providing
specialised care for alcoholics, drug addicts or mental health patients. They are usually unable to
commit to normal treatment or its requirements. According to the study, these clients would
benefit from less goal-oriented treatment plans and supported housing services. Linking the
entire treatment chain so that a patient could advance in the treatment system according to his or
her own abilities and needs would be of great use to clients with multiple problems. There is also
a need for services for female clients, as they are often especially troubled clients in male-
dominated treatment units and many of them have been forced to prostitute themselves in order
to finance their drug habit. Increasing numbers of young people are facing social exclusion as a
result of being “recycled” in the service system and not having a real chance to commit to
anything. The study shows that it would be especially important to treat young people’s
psychological problems before they start self-medicating with drugs. (Térma 2005b.)

SO0The project clients of the “No thresholds” project (see Section 4.3.)
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The Finnish Society of Addiction Medicine issued a drug policy statement regarding the
development of the drug treatment system, in order to implement the Government Resolution on
a Drug Policy Action Programme 2004-2007. According to the statement:

1 A special annual appropriation should be reserved for 2005-2007 for the development of low-
threshold services and substitution and maintenance treatment.

2. With the help of the special appropriation, municipalities should be obliged to secure drug
treatment services in accordance with the legislative amendments related to treatment guarantee
that came into force on 1 March 2005.

3. A sales permit for the combined buprenorphine-naloxone preparation, which is efficient and
carries a lower risk of abuse, should be approved immediately.

4. The legislation on the medical treatment of opiate addicts should be revised to enable
distribution of the combined buprenorphine-naloxone preparation through pharmacies and to
entitle the buprenorphine-naloxone preparation to special refund of costs.

5. The State should support research on the medical treatment of chronic opiate addicts.

6. The Finnish Medical Association should address the problem of prescription drug abuse that
concerns the entire medical profession. (Finnish Society of Addiction Medicine 22 November

2004.)

A study carried out as part of Finland’s neighbouring area co-operation concerning the drug
treatment system in Northwest Russia showed that the quality of drug treatment varied
significantly in the area. There are not enough treatment places, especially in the countryside:
treatment consists mainly of detoxification, and rehabilitation is in its early stages. For example,
there are some 1,200 treatment places and some 60 rehabilitation places in St. Petersburg.
Treatment is free in public institutions if the client can be recorded in administrative registers.
Another problem is that there is no social assistance available after treatment. Drug users’ visits
to physicians have recently shown a decrease, which probably means that drug users have started
to use other substances instead of heroin. A special risk in the drug situation in Northwest Russia
is the number of HIV infections. Officially, there are some 35,000 HIV patients in Northwest
Russia, but experts say that the actual number is most likely five-fold. HIV infection is common
among drug users and approximately half the street prostitutes (most of whom are also drug
addicts) are HIV positive, according to a 2004 study. Traditionally, drug questions have been
handled either by health care services or by the militia (through treatment or punishment), but

there has been no co-operation between these two. (Pakkasvirta 2004.)
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Training system for drug treatment

In the spring 2005, assessments were made on a website intended for substance abuse units

dealing with drug treatment skills and training (www.a-klinikka.fi’/huuko) and other online

training systems®! (e.g. Bothas 2005a; Romppainen et al. 2005.)

Treatment systems for special groups

At the child welfare clinic in Riithimaiki, a town with a population of 25,000, drug-using pregnant
women are informed of their possibilities for getting help and support to protect the child. They
are also encouraged to participate in a treatment programme that would help them stop using
drugs. The aim of the treatment programme is that the mother always deals with the same public
health nurse, physician, substance abuse worker and social worker. The necessary laboratory and
maternity clinic visits are programmed to support more frequent child welfare clinic visits. If the
mother refuses contact, a child welfare report is made once the child is born. In the hospital, the
child is monitored for a week to detect any withdrawal symptoms and to see how the parents
react to the child. After the mother has returned home, a child welfare clinic worker will visit the
family home. In the beginning, the family will have frequent appointments at the child welfare
clinic and the future will be based on the wellbeing and development of the child and the

situation of the family. (Koskivuori et al. 2004.)

The maternity clinic of the University Hospital of Tampere has a special parent-infant unit with
psychiatric and addiction medicine expertise that coordinates the comprehensive care of mothers.
The unit monitors a family’s situation for a year after the birth of a child. Between 1 June 2002
and 28 February 2003, 40 mothers were referred to the unit (1.2% of all women who had given
birth) based on the Alcohol Use Disorders Identification Test (AUDIT). Eighty-three per cent of
these mothers had used drugs. Twenty-one mothers were in need of active substance abuse
treatment. Three of them were in opiate substitution treatment and four in some other substance
abuse treatment. Thus, 14 mothers were summoned to assessment of the need for substance
abuse treatment. Twelve mothers were diagnosed with substance dependence, half of whom had
used either amphetamines or opiates intravenously. All mothers under assessment were

diagnosed with mental health problems. (Alaja et al. 2004.)

51 Cp. Section 3.1.
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Since the end of 2002, the University Hospital of Tampere has assessed the situation of 110
families during a parent-infant project, and it has started opiate treatment with 11 pregnant
women addicted to opiates. All options were considered when a patient started treatment,
including detoxification, and if the patient was not motivated or was incapable of any other kind
of treatment, buprenorphine treatment was initiated. Concurrent use was monitored at least twice
a month by drug screening and by searching for injection marks. All patients continued to use
other medication during pregnancy, such as hypnotics. When the results were reported, two of
the patients were still pregnant, six had given birth to a healthy child and three had had a
miscarriage due to serious foetal damage. Two mothers had received buprenorphine treatment
throughout their pregnancy and in both cases the pregnancy had ended in foetal damage. Both
had started treatment before becoming pregnant. However, their drug screening constantly

produced negative results. (Strengell et al. 2005.)

The number of women receiving buprenorphine treatment during pregnancy has been higher in
the Greater Helsinki area than in Tampere, but organ damage has been detected in only one user
of street drugs. In both units, buprenorphine doses have been kept at a minimum level that only
just prevents withdrawal symptoms. No damage caused by buprenorphine has been reported to
the Finnish Register of Congenital Anomalies. Neither has animal testing revealed any anomalies
that could be connected with the use of buprenorphine. Because of the limited amount of
research, small samples and the ambiguity of results, no firm conclusions can be drawn on the
safety of buprenorphine during pregnancy. Based on patient cases, it would seem that especially
in the early stages of pregnancy buprenorphine doses should be kept as low as possible. More
information exists on the use of methadone during pregnancy, which might make it a safer
option during early pregnancy. It should be noted that most opiate-addicted women who become
pregnant use buprenorphine, and changing medication during pregnancy poses its own risks.
However, if treatment is started with methadone, it may be prudent to transfer to buprenorphine
before childbirth in order to avoid withdrawal symptoms in the newborn baby. (Strengell et al.

2005.)

5.2 Drug-free treatment>2

A study was conducted at the Mikkeli-community, a rehabilitation unit for adults over 18 years

of age suffering from severe substance addiction. The community operates on the principles of

52 See http://annualreport.emcdda.eu.int/fi/home-fi.html
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community education. The subjects in the study consisted of 43 patients, 15 women and 28 men,
who had sought treatment between September 1998 and the end of 1999. Seventeen patients
stayed until the end of the rehabilitation programme. The clients in the community are called
pupils and it is their task to learn a new way of life while in rehabilitation. The most important
aspect of this process is to change habits, attitudes and values — the community does not aim to
change the basic personality of the pupils. Integrating into the community helps patients
integrate into society. According to the community’s principles, drugs have served to numb
emotional pain in the patient’s life, drugs have come between the individual and his or her social
life and the development of the patient’s personality has been arrested in many ways, especially

if drug use has started at a young age. (Hénnikdinen-Uutela 2004.)

Community treatment prohibits violence and the threat of using violence, substance use and
sexual relationships. These prohibitions serve to guarantee the patients’ physical integrity and
safety. The community acts like a family during rehabilitation, the staff act as parents and older
clients act as older siblings. In this new family, the individual has a chance to experience positive
human relations. However, each patient is responsible for his or her actions. These simple
operating models help an individual to understand and control his or her life situation and to

make changes in life style and substance use. (Hannikdinen-Uutela 2004.)

In another treatment unit providing community treatment for drug addicts aged over 18, the
Kisko unit of Kalliola clinics, patients are encouraged to pursue a substance-free life style and
lifelong growth.53 The clinic staff regards community treatment especially suitable for drug
addicts who have grown up without limits and who have a long history of substance use. As the
patients have not learned basic life skills at an early age, these are introduced to them in the
everyday life of the community. The practices and rules within the community create learning
experiences for the patients and enable them to assume responsibility. According to the staff, the
hierarchical structure of the treatment unit is beneficial in that rules do not have to be constantly
discussed. The majority of those who drop out of treatment tend to do so at the beginning, when
they have not committed to the programme. The support of the community is very important in
this phase. The clients stated that the unit is suitable for drug addicts who have a long and
extensive history of substance abuse. Treatment at Kisko requires a strong will from the clients
to become sober. Other drug treatment units were criticised for being too much like “rest

homes”. In their interviews, the patients tended to glorify toughness and they often saw their

53 The entire staff (10) and 15 patients were interviewed for the study. Ten people who had finished the treatment and five who
had dropped out were also interviewed.
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entire life stories as heroic tales. Thus, seeking treatment at Kisko, which is known to be a
demanding place, was seen as another heroic act. Even though the interviewees also talked about
the softer sides of the treatment at Kisko, its reputation as a “tough place” seemed to boost the
patients’ self-esteem. In the appraisal of Kisko’s operations, the feedback on the treatment was
very positive. The study showed that Kisko has a certain status among drug users. One
interviewee said that he had enjoyed the treatment at Kisko “which is often likened to a
concentration camp”, whereas another patient who had dropped out of treatment said that he was
disappointed with himself “for not having graduated from the drug addicts’ university".

(Heikkild 2005, 2005b.)

5.3 Substitution and maintenance treatment>#

In 2003, an estimated 700-750 people were undergoing medical substitution and maintenance
treatment. (Vorma et al. 2005). According to the drug treatment information system in 2004, 19
per cent of those who had sought treatment for opiate addiction received medical outpatient or
inpatient treatment. The proportion was some percentage points higher than the year before
(16%). According to the system, in 2004 buprenorphine (63%) was the most common
pharmaceutical used in medical treatment for opiate addiction, followed by methadone (32%).
Sixty per cent of the buprenorphine used in treatment was Subutex® and 40% was Suboxone®,

which contains naloxone. (Partanen A. 2005.)

The Helsinki detoxification clinic has been providing buprenorphine treatment for opiate addicts
for over five years. In 2004, forty patients received substitution treatment and a third of these
received methadone treatment. The choice of medication is tailored to the individual: some have
transferred from buprenorphine to methadone because the buprenorphine dose has been
insufficient and they have continued intravenous use even though the dose has been at the
maximum level. The success of any treatment requires motivation on the part of the patient.
Multiple problems and polydrug use tend to make committing to treatment more difficult. A
personalised treatment plan for the following three-month period is drafted for each patient. The
patient goes to the clinic daily to receive the allotted dose and in time, if there are no signs of
intravenous use and the patient complies with all agreements, he or she may be given doses to
take at home — up to a week’s worth of doses for those who are at an advanced stage in their

treatment. In addition to medication, treatment includes weekly visits with a personal nurse.

54 See "data library" or "statistical bulletin" in: http://annualreport.emcdda.eu.int/fi/home-fi.html
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According to the study, if substitution treatment is successful the patient’s identity as a drug
addict gradually fades away. However, if the treatment is unsuccessful, the patient is not signed
out automatically; instead, a lighter version of substitution treatment is suggested, which only
includes medication. The weaknesses identified in the operation of the unit were the lack of
psychiatric knowledge or co-operation with units providing psychiatric treatment. (Saukkonen

2005.)

The addiction psychiatry unit at the Helsinki University Central Hospital (HUCH) is the most
important centre for assessing substitution and maintenance treatments for opiate addicts. Since
1997, 178 opiate addicts have received substitution and maintenance treatment at the unit.
Psychosocial rehabilitation (visits with physicians and personal nurses, group treatment etc.) is
an essential part of overall treatment. In addition, the patients’ urine is screened randomly for the
presence of drugs at least 4 times a month. A follow-up study was conducted on the results of the
new substitution treatment periods started at the unit during 2000-2002, i.e. 70 treatment
periods. The retroactive study was based on case histories. The follow-up period lasted from the
beginning of the treatment periods until the end of June 2004 or the end of the treatment. (Vorma

et. al. 2005.)

All patients received methadone treatment®®. During the study period, the patients were admitted
to treatment based on a more demanding assessment than presently in use (patients had to be
opiate addicts more than 20 years of age and had to have used opiates compulsively for at least
four years). During the study period, three out of four of the patients were men with a mean age
of 33.8 years. At the time they started treatment, their median time of regular opiate use was 10
years and nearly all had chronic hepatitis C. Almost all patients had a dependence diagnosis and
a co-occurring psychiatric diagnosis, usually a personality disorder or mood disorder. (Vorma et.

al. 2005.)

Patients committed to treatment well; 94% remained in treatment after one year of starting
treatment. During the follow-up period, nine patients dropped out of treatment or their treatment
was discontinued. Opiate use declined to the extent that out of the patients (56) who had received
treatment for at least a year and a half, 75% had not used additional opiates during the past year.
Other addictions also decreased. Two patients were detoxified from methadone maintenance as
planned. Because nearly all patients were addicted to benzodiazepines, and as benzodiazepine

enhances the sedative effects of substitution medication, the study considered it important that

95 The dosage used was on average 130 mg per day. Sixty-one patients also received benzodiazepine medication.
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dependency on benzodiazepines is treated before opiate substitution treatment is started or at its
very beginning. Even though the patients have multiple problems and need a lot of psychosocial
support, those who rehabilitate successfully should be transferred to primary health care services

to receive follow-up treatment because treatment lasts for a long time. (Vorma et al. 2005.)

A follow-up study was made on 55 patients admitted to the drug addiction clinic at Kuopio
University Hospital between 1 February 2001 and 1 February 2002. Fifty-eight per cent of the
patients used amphetamine as one of their main substances, 27% used opiates and 58% cannabis.
Almost half the patients used three or more substances and 15% used both amphetamines and
opiates. The number of patients that dropped out of treatment during the year was quite high
(25%). However, after a year, 50% of the patients remained in treatment. Drug use decreased
among these patients and the number of intravenous drug users fell by more than half, and some
found employment. One third of patients remained in substitution treatment after a year. The
substitution treatments took up almost all the treatment capacity at the drug addiction clinic and
resulted in long waiting lists for treatment referral and the admission of new patients. Much like
the HUCH study, this study supports the scaling of treatment and the transfer of established
treatments to primary health care. (Aira et al. 2004.)

The previous studies suggested that established treatments should be transferred to primary
health care units. The municipality of Nurmijérvi, which is located in Southern Finland and has a
population of 35,000, carried out a study on substitution treatment in primary health care, i.e. in
health centres. The Nurmijirvi health centre began administering substitution treatment in 1998,
and by spring 2002, the centre had treated thirteen opiate addicts. By spring 2004, thirty patients
had received treatment. The appraisal of the operation was based on 27 interviews with key
people in the municipality. The material was collected in 2003—2004. The results emphasised
that treatment must be based on sufficient expertise and resources: one employee specialised in
substance abuse issues — who also participates in the treatment of other substance abusers — has
time to administer substitution treatment to approximately five opiate addicts at a time. This
way, there is also time for the psychosocial support needed by the patients. A personal nurse is
appointed for each patient, and collaboration with other parties and family members is possible.
An effective security system must be in place in order to prevent burglaries and robberies, and a
separate space must be allocated for the conversations between nurse and patient. According to
the study, the opiate addicts treated in the health centre seldom resort to violence or threats.
Neither do they cause problems to other patients at the health centre. The drug treatment patients

were themselves quite pleased with the treatment they had received. It served their interest to
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behave well so that their treatment would not be discontinued. Regularity and support also
promote the rehabilitation of patients and their learning of everyday skills. According to the
study, the transfer of substitution treatment to a local health care unit is successful if it is
prepared for in advance, thus diminishing prejudices against substitution patients and the

treatment itself. (Halmeaho et al. 2005.)

A trial was conducted on the transfer of substitution treatment to day centres for homeless
people. The trial resulted in similar observations and conclusions as in the above-mentioned
health centre study. The report on the trial was based on observations and interviews®® carried
out in Helsinki over a two-year period. The report stated that at the beginning of the transfer,
problems arose from the integration of traditional care-oriented methods and highly professional
medical treatment. The working community was divided into day centre workers and methadone
workers. Likewise, the clientele was divided. Substitution treatment clients were initially treated
in the same way as other clients were, i.e. by applying a highly client-oriented approach. As a
result, power was transferred to the clients and they wanted to have control over the content of
their treatment, the use of screening tests and the dosage of their medication. After a year and a
half from the beginning of the trial, the staff had gained expertise and had started to demand
more co-operation and responsibility from the clients. The criteria for starting treatment and
remaining in it have been defined more precisely. A decision was also made to provide
substitution treatment and rehabilitation as a specialised service separated from the traditional
care functions of the day centre. The report stated that the transfer of new treatment methods
should be carefully prepared in advance, employees should be provided with continuous

education and the contents of treatment should be defined in detail at its very beginning.

(Forssén 2004, 2005.)

6. Drug-related health problems>’

The number of new cases of infectious diseases related to drug use is on the decline. Among
registered cases, hepatitis C cases have decreased steadily since their number peaked in 1997. At
the same time the number of HIV infections contracted through intravenous drug use has also
dropped. According to the drug treatment information system for 2004, almost two thirds of

problem drug users have hepatitis C, and approximately 2—-3% are HIV positive.

56 The study included one year of participatory observation and six theme interviews with the employees who administer
methadone treatment. The employees also wrote texts on themes given by the researcher for the purposes of the study.

57 See Virtanen 2004, Sections 3.2-3.4 and 21.
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Mental health problems are also prevalent among intravenous drug users. Many younger drug
treatment clients suffer from depression, whereas older clients are often dual diagnosis patients.
However, many problem users who suffer from serious mental health problems have not received

psychiatric treatment. Problems associated with intravenous drug use are also common.

According to preliminary information for 2004 on forensic toxicological findings in cause of
death analyses, drugs were detected in 176 cases. In 74 cases, the cause of death was drug
poisoning. A special aspect of Finland’s situation in 2002-2004 was that buprenorphine had
become the most common opiate finding in drug death cases, which reflects the strong increase in

buprenorphine use also seen in dug treatment information.

6.1. Drug-related deaths and mortality of drug users>8

In 2004, there were 176 (146 in 2003) drug-related deaths in Finland according to preliminary
information on forensic chemical findings. Defined by the primary cause of death (poisonings)
according to the EMCDDA criteria for special mortality registers (the register of autopsies in
Finland), the number was 74 (67) (Vuori 2005). These different estimates provide the limit values for
the number of drug-related deaths in Finland. Estimated by the EMCDDA criteria for general
mortality registers, which will be used for international comparisons in the future, the number of
drug-related deaths (135) would be between the above-mentioned limit values (Huohvanainen 2005).

According to the registers, the share of 15-24-year-olds ranged between 20 % and 30%.

For opiates, the classification of chemical findings is not comparable with previous years because
buprenorphine, which has become an increasingly common opiate finding, is not detectable in the
opiate screening test. Thus in 2004, only 35 cases comparable to previous statistics were detected
in opiate screening, most of which involved codeine. The new opioids, (buprenorphine, tramadol,
methadone and oxycodone) have become more common, and, for example, buprenorphine was
found in 73 cases. The numbers of amphetamine and cannabis findings are comparable to previous
years’ statistics: amphetamine was found in 51 cases (51 in 2003) and cannabis in 80 cases (82). The
number of heroin deaths continued to remain low during 2003—2004: 4 cases in 2003 and no cases in

2004. This is consistent with the continuous decline in heroin deaths that started in 2001. Instead, the

58 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html. For definitions, see
http://www.emcdda.eu.int/?nnodeid=1419
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number of buprenorphine findings in drug-related deaths by poisoning has increased rapidly.
Buprenorphine was the most common opiate finding in forensic autopsies — mostly in combination

with benzodiazepines, sedatives or alcohol. (Vuori 2005.)

6.2 Drug-related infectious diseases®®

The number of registered hepatitis C cases decreased between 1995 and 2004, and the decrease
was steady after the peak of 1997. At the same time, the number of registered hepatitis B cases
and HIV infections has declined. The results confirm that the number of virus infections
associated with intravenous drug use has dropped significantly in Finland throughout the 21st
century. Quite a few cases are still registered within the youngest age group (15-24-year-olds).
This indicates that preventive measures aimed at drug users do not reach the youngest users in a

sufficient manner. (Infectious Diseases in Finland 2004.)

HIV

In 2004, 129 cases of HIV infections were reported (132 cases in 2003). In 2004, the development
of the number of infections contracted through intravenous drug use continued on a positive path:
in cases where the means of transmission was reported, infections contracted through intravenous
drug use accounted for 7% (17%) showing a decline for the fifth year in a row (Infectious Diseases
in Finland 2004). According to the information provided by the clients for the 2004 drug treatment
information system, of those who had used drugs intravenously and had taken an HIV test and
received their test results (total=3015) two per cent were HIV positive (3% of those tested).60
(Partanen A. 2005.) The Munkkisaari Service Centre for HIV positive drug abusers had some 200
HIV positive clients at the end of 2004. Approximately 40 clients received HIV medication.
Approximately one hundred problem drug users visit the centre daily. The centre also exchanges
needles and syringes for HIV negative drug users, and it provides methadone treatment. Currently,

60 clients are in methadone treatment at the centre. (Niskanen et al. 2005.)

59 See "data library or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html

60 More than three quarters of drug treatment clients have been tested for HIV and hepatitis A, B and C. About one fifth of the data on
infectious diseases is lacking, which may distort the result. (Partanen A. 2004.)
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Hepatitis C

In 2004, 1,238 (1,265 in 2003) hepatitis C cases were diagnosed in half of which the means of
transmission was reported. Over 80% of the cases are estimated to have been contracted through
intravenous drug use (Infectious Diseases in Finland 2004). According to the information provided
by the clients for the 2004 drug treatment information system, 63% of drug treatment clients who
had been tested for hepatitis C and had received test results (total=3,216) had hepatitis C. Among
intravenous drug users, 68% were infected with hepatitis C. (Partanen A. 2005.) The study on the
mobile health counselling unit reported that none of the under 20-year-old clients of the unit had
hepatitis C, as far as they knew, whereas one third of 20-24-year-olds had hepatitis C as did one
fourth of 35-39-year-olds. (Torma et al. 2005b.)

Hepatitis B

The number of acute hepatitis B cases recorded in the infectious diseases register has shown a
significant decline in the past 10 years (57 in 2004). Infections contracted through intravenous
drug use have decreased the most, the proportion being 14% in 2004 out of all the cases where the
means of transmission was reported (the means of transmission is reported in only about one third
of cases). At the beginning of the follow-up period, smaller epidemics took place among drug
users in various localities, for example in Kuopio and Turku. Probable reasons for the decline are
the comprehensive needle and syringe exchange system and the hepatitis B vaccinations provided
for intravenous drug users at health counselling centres. Another proof of the success of the
needle and syringe exchange system is that new hepatitis B cases related to intravenous drug use
have occurred mainly in localities which do not have exchange units, for example in Vaasa. The
decrease in hepatitis C cases also reflects the importance of using clean needles and syringes in
preventing hepatitis (Infectious Diseases Register 2004). According to the information provided
by the clients for the 2004 drug treatment information system, 9% of all tested drug treatment
clients had hepatitis B. Among those who had injected drugs sometime in their life, two thirds had
received at least one shot against hepatitis B and almost half of them had received all three shots.
This explains partly the low prevalence of hepatitis B among drug treatment clients. (Partanen A.
2004.) According to the study on the mobile health counselling unit, out of all age groups, 20-24-
year-olds had received the most vaccinations against hepatitis B (85%). On average, half the

follow-up clients had been vaccinated. (T6rma et al. 2005b.)
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Hepatitis A

In 2004, there were 42 hepatitis A cases in Finland, nine of which were contracted in Finland.
Thus the rapid rise in hepatitis A cases that started among intravenous drug users in the Greater
Helsinki area in 2002 (393 cases) and 2003 (242 cases) took a downward swing. Since the
beginning of 2005, the hepatitis A vaccination has been included in the national vaccination
programme for intravenous drug users. According to the information provided by the clients for
the 2004 drug treatment information system, 6% of drug treatment clients were infected with

hepatitis A.

6.3 Other drug related morbidity¢1

According to a 2003 study, the inpatient admissions of patients suffering simultaneously from drug
addiction and other mental disorders have grown five-fold between 1987 and 2002. At the same
time, the number of psychiatric inpatient beds has been cut sharply. Thus, the share of drug treatment
clients’ inpatient periods has increased in relation to the total amount of psychiatric treatment periods
(Pirkola et al. 2004). The connection between substance abuse problems and other health problems
(especially mental health problems) has also been detected in other studies. A study on risk
behaviour among drug users®2 revealed that during the six months prior to the interviews, 41% of the
respondents had suffered from mental problems and 29% had experienced a psychosis. Many had
had problems associated with injecting: shivers (43%), paresthesia (43%), angiitis (23%) and
abscesses (16%). In addition, approximately half the respondents had bad teeth, a third had breathing
difficulties and a fourth suffered from chest pain. About one out of ten had had problems related to
overdosing. (Partanen, A. et al. 2004b) Co-occurring mental health problems are clearly prevalent
among the most disadvantaged problem drug users who frequent the day centre Stoori and who are
partly excluded from treatment services. Twenty of these clients were interviewed and these
interviews revealed that 30 per cent had had psychotic symptoms related to substance abuse, 15 per
cent had had other psychotic symptoms and 10 per cent suffered from chronic depression. All young
clients suffered from depression, whereas many older clients were clearly dual diagnosis patients

and in addition to drug dependence, they suffered from fear, psychosis, anxiety, panic attacks and

61 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html .

62 The study included 494 initial interviews which were conducted between 12 September 2000—15 May 2002 in three health
counselling centres engaging in needle exchange (Helsinki, Tampere, Turku) and the Helsinki-based drug clinic Kurvi which is
open around the clock. Of these, 354 participated in the follow-up group. Follow-up interviews continued until the end of 2003,
but the report on them has not been finished yet.
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one had paranoid schizophrenia — but none had received psychiatric treatment. (Torma et al.

2005a.)

6.4. Other drug-related health problems and their consequences

In 2004, pharmaceuticals and drugs were found in 3,065 cases of driving while intoxicated (2,577
cases in 2003). This accounts for 11% of all cases of driving while intoxicated. Among these, drugs
were found in 1,467 cases (1,266). In February 2003, the regulations regarding driving while
intoxicated were amended by the introduction of so-called zero tolerance for drugs. Partly due to

this, drug findings in traffic increased by more than 50% between 2002 and 2003.

According to the 2003 data, cannabis accounted for 25.5% of the findings (60% in 2002),
amphetamine 81.8% (66.7%) and heroin 2% (12%). The zero tolerance partly explains the changes
in substance-specific percentages: according to the new Act, sentencing now only requires evidence
of one drug, so in cases of polydrug use, if one drug is found, others are not looked for. For example
buprenorphine, which is categorised as a pharmaceutical substance, is only looked for if an actual
drug is not found. In addition, substances are now analysed only based on blood tests, which
decreased cannabis findings as cannabis can be detected in blood for only a short period, whereas in

urine it stays longer.

7. Reduction of drug-related health problemss®3

Blood-transmitted diseases are a major health problem caused by intravenous drug use.
Therefore, prevention and treatment of infectious diseases is an essential part of drug treatment.
In 2004, there were health counselling centres that exchange needles and syringes to prevent

infectious diseases in 23 localities, mainly in cities with over 50,000 inhabitants.

According to follow-up studies on drug treatment, co-occurring mental health problems are
common among drug users. Substance abuse services and mental health services have yet to
divide responsibility and establish co-operation regarding these cases. Even though there are
separate units for these cases especially in hospitals’ psychiatric wards, there is no treatment

system specialised in dual diagnosis patients in Finland.

63 Cp. Virtanen 2004, Section 10.
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7.1 Prevention of drug-related deaths®4

Some training concerning drug-related deaths is provided as part of the basic training in social
welfare and health care — in emergency care training, for example. There are no special projects in
progress at the moment. Prevention of drug-related deaths is also carried out as part of health
counselling related to infectious diseases and in problem user peer group activities. The issue is

also dealt with in drug treatment units, when necessary.

7.2 Prevention and treatment of drug-related infectious diseases®5

Prevention and treatment of drug-related infectious diseases is provided by

primary health care services according to the new Communicable Diseases Decree86
specialised services within health care and substance abuse services

health counselling centres (by needle and syringe exchange)

pharmacists selling syringes and needles

University hospitals with other central, regional and psychiatric hospitals in the area are in charge
of the treatment of HIV infected patients. An HIV positive drug user is entitled to good
personalised treatment regardless of where he or she lives. Hepatitis C treatment can be given in
collaboration with the detoxification unit during detoxification only if it has been found to work
well. For hepatitis A and B vaccinations, Finland follows a selective vaccination policy: among
others, intravenous drug users and their sexual partners are provided a vaccination free of charge.
According to the new Communicable Diseases Decree, health centres have been given a new
responsibility of preventing infectious diseases, including health counselling for drug users and, if

needed, exchange of syringes and needles.

In 2004, there were health counselling centres that exchange needles and syringes to prevent
infectious diseases in 23 localities, mainly in cities with over 50,000 inhabitants. The centres also
provide counselling on health issues, small-scale health care, testing and vaccination services and

case management. The number of clients in health counselling centres (10,400) increased

64 See http://annualreport.emcdda.eu.int/fi/home-fi.html.

65 See http://annualreport.emcdda.eu.int/fi/home-fi.html.
66 See Section 1.2.2.
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significantly from the two previous years (both years 9,300). The number of visits (83,400) and
the number of syringes and needles exchanged (1,760,000) had grown by some 20% over the
previous year (70,600 / 1,435,000). (Partanen A. 2005.) The number of syringes and needles sold
by pharmacists decreased slightly, amounting to 462,000 (486,000) in 2004. In 2003, 86% of
pharmacists reported being ready to sell syringes and needles to drug users. According to the data
for 2003, about half the pharmacists selling needles and syringes also take them in. The support
of the pharmacist network in the health counselling of intravenous drug users is particularly
important for those drug users who have no access to health counselling centres. (Partanen A.

2004b.)

The interaction and discussions between personnel and clients at health counselling centres were
examined based on a one-day census. A questionnaire was sent to each health counselling centre,
requesting the personnel to analyse discussions they had during client contacts. Fifteen units out
of 21 responded to the questionnaire. The most common contacts were quite brief: the personnel
exchanged the clients’ needles and syringes for new ones. The conversations during these
contacts (n = 183) lasted on average 5—-10 minutes. Of the main topics discussed, 18% concerned
infectious diseases, 11% concerned sexual health, 33% concerned drug treatment (substitution
treatment, intoxicant-free wards of prisons, the Probation Service etc.), and 21% concerned
intravenous drug use. Other topics were dental diseases, relationships, children, small talk etc.

(Jokinen 2005.)

In the evaluation of the mobile health counselling unit, according to the personnel the units’
assets are that it brings services close to the customers and minimises disturbances to the
surroundings. However, some customers had a difficult time remembering the timetables of the
unit. As the unit was only equipped to serve a limited number of clients at a time, queues built up,
which the clients felt stigmatised them. As long as the number of customers was moderate at each
stopping point, the customers did not have to deal much with each other or the subculture of drug
users. Even though the choice in services was sufficient, the premises limit them and the services
have to be provided in a hurry. Only one per cent of the clients used the actual treatment or
follow-up treatment services of the unit. The use of other services was scant also because a great
deal of the visits took place outside office hours. However, the personnel estimated that the
majority of the clients already use treatment services and they are not totally excluded, but the
clients also included occasional drug users. Thus, it is assumed that the mobile service unit does
not reach the most excluded clients. Instead, it reached young clients who were in the early stages

of drug use. Many clients were used to handling their affairs at permanent health counselling
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centres, and to them the mobile unit was only a supplementary service. Suggestions to improve
the services included making the mobile service less noticeable, increasing co-operation with
health counselling and other services and targeting the services more accurately to fill service
vacuums — possibly even employees going out onto the streets to work with users. (Torma et al.

2005a2.)

It is estimated that a couple of hundred Russian-speaking drug users who are at a high risk of
infectious disease live in Finland. Their situation is aggravated by their ignorance of existing
services, language problems, the lack of services, their ignorance of Finnish privacy policy and
fears of being deported. The majority of these people use heroin and buprenorphine as their
primary substance. Drug problems among immigrants are connected to the busiest years of
remigration at the turn of the 21st century and the problems and crises that the then teenage (13—
15-year-old) immigrants, the so-called second-generation immigrants, have had with immigration
and integration into society. Young people’s drug use can also be seen as part of the change in
Finnish alcohol and drug culture. The services in Helsinki were not prepared for the needs of
young Russian immigrants. These needs have been met to an extent through special drug
prevention projects that are carried out in Russian, and the number of Russian-speaking clients in
substance abuse services has remained unchanged — with the exception of the year 2001. One
example of the services is a project launched in autumn 2002 which by using the so-called
snowball method and by training 11 Russian-speaking drug users contacted 28 new users, 90% of
whom were reached for the first time. A similar project was carried out in Russia, and the results
revealed the need for and possibilities of peer work among drug addicts in St. Petersburg. Another
aim was to reach out to HIV positive drug addicts in the Tallinn area and prisons in Estonia, and
to offer them assistance. Towards the end of the project, activities were extended to Lithuania.
The future challenges for this type of neighbouring area projects are to define a common value
base for drug treatment and to develop the co-ordination of substance abuse prevention, solutions

for securing resources, networking and project work. (Puro 2005.)

7.3 Prevention and treatment of co-morbidity®”

Drug-related mental problems are common according to all drug treatment studies (Vorma et al.

2005, Tormai et al. 2005a, 2005b). The treatment of drug and mental problems is carried out in

67 See http://annualreport.emcdda.eu.int/fi/home-fi.html.
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practice within substance abuse services or through case managers. Some of the treatments take
place at addiction psychiatry units of university central hospitals. However, a clear division of
labour between substance abuse services and mental health services has yet to be established.

Currently, no treatment system in Finland is specialised in dual diagnosis patients.

7.4 Prevention and treatment of other health problems

Prevention of other health consequences suffered by drug users or caused by them to others is
carried out within, among others, traffic safety and accident campaigns. The new amendment to
legislation on a physician’s duty to issue a report to the police concerning granting and verifying
a person’s right to drive a vehicle can also be considered a preventive measure against substance-
related accidental fatalities.®8 In the case of drivers of other than heavy goods vehicles, a driving
licence may not be granted or renewed if the person in question is addicted to
psychopharmaceuticals or who, even if not addicted to such a substance, abuses them regularly to

an extent that might affect his or her ability to drive.

A physician gets information on a client’s driving capacity by interviewing the client and by
conducting a clinical examination. The problems of a clinical examination include the wide array
of complications generated by substance use, mental morbidity and the mixed use of
pharmaceuticals, drugs and alcohol. A physician’s duty to issue a report on a client’s driving
capacity is not put into effect if the substance abuser is receiving substitution treatment or other
treatment for his or her substance abuse problem, nor is the report issued if such treatment has
been discontinued because also in this case, the duty to provide notification as specified by
legislation is not put into effect. Nor is a report issued in the case of dual diagnosis patients,
persons under strong medication or persons suspected of driving while intoxicated, unless other
criteria for the duty to report are met. In the latter case, the police decide whether the person is

capable of driving. (Seppa 2005a, 2005b.)

68 See Section 1.1.7 and for traffic safety: http://www.health.fi/index.php?page=kampanjat; http://www.health.fi/index_en.php.
94




8. Drug-related social problems®

Problem drug users are a socially excluded group: according to the 2004 drug treatment information
system, 62% of drug treatment clients were unemployed, two thirds had primary level education
only and 11% could be classified as homeless. As drug use is punishable under criminal law, many

users are also in a vicious cycle of crime and prison.

The number of registered drug offences (15,338) has decreased by 4% from 2004. The number of
drug-user offences has grown somewhat, accounting for 60% of all drug offences, whereas the
number of aggravated drug offences has shown a clear decline. Forty-six per cent of prison
inmates suffered from morbid drug use or drug addiction. In 2004, 16% of prison inmates were

incarcerated for a drug offence.

8.1 Social exclusion

The 2004 drug treatment information system revealed the same facts as do many other studies on
risk behaviour among problem drug users, substitution treatment and HIV infections: problem drug
users are a socially excluded group. Sixty-two per cent of drug treatment clients were unemployed.
Two thirds had primary level education only, and one in ten had dropped out of primary education.
Approximately 11% of clients could be classified as homeless. About a fifth was married or co-
habiting, half of these with a partner who also had substance abuse problems. One in three had

children under the age of 18. Three fourths of the children lived elsewhere. (Partanen A. 2005.)

The study on the most disadvantaged drug addicts (at the Stoori day centre) revealed that the most
common background variables of social exclusion were the lack of a permanent home (almost half
the clients), a low level of education, unemployment, low subsistence level, abuse and a prison
background (two out of three clients). Other factors behind exclusion were the thresholds and low

availability of treatment services — especially for dual diagnosis patients. (T6rmé 2005a.)

According to the study conducted at the Department of Acute Psychiatry at the University Hospital
of Tampere, mental health problems are often the cause behind a client discontinuing treatment.

Homeless people dropped out of treatment more often than those who had a home. A few clients

69 Cp. Virtanen 2004, Section 4.
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discontinued their treatment due to a prison sentence. On the other hand, clients who were married or
co-habiting were more committed to treatment. Patients were also more committed to treatment if
they had children who lived at home or they hoped to get back their children who had been put into
care. (Jarvenkyld 2005.)

8.2 Drug-related crime’0

In 2004, 15,338 drug offences were reported to the police (14,486 reports of an offence). Of
these, 60% (n = 9,310) were drug-user offences, 4% aggravated drug offences and 36% other
drug offences. The number of drug offences dropped by 4% when compared with the previous
year. Their number rose slightly only in the Province of Western Finland (source PolStat). The
number of persons suspected of drug offences has declined over the past four years. In 2004,
4,411 people were suspected of drug offences and 454 people were suspected of aggravated drug

offences. (National Bureau of Investigation 2005)

In 2004, a study was conducted on 15—16-year-old juveniles as offenders, victims and subjects of
control.”? The proportion of boys and girls who have used or tried marijuana or hashish sometime
in their life (i.e. have committed a drug-user offence) almost doubled between 1995 and 2001,
from five to almost ten per cent. The situation did not change between 2001 and 2004. Eight per
cent of both boys and girls had used marijuana or hashish during the past year, and the proportion
of those who had used substances at least five times within a year came to 2.1%. Five per cent of
drug-user offences involving marijuana or hashish committed by young people have been
reported to the Police. Seven point two per cent of those who had used marijuana or hashish
during the past year had financed their use illegally. More than half of these young people had
acquired money by selling drugs, the rest mainly by stealing. Only 0.6 per cent of young people
had tried marijuana or hashish during the past year and financed it by illegal means. Of the girls,
1.9 per cent and of the boys, 1.6 per cent had used another drug, usually LSD or ecstasy.
(Kivivuori 2005.)

70 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html.

71 The latest survey was carried out in spring 2004. The respondents were 5,142 ninth graders in secondary school. The young
people in this main sample represent Finnish-speaking educational establishments maintained by municipalities. Based on
methodology study, this limitation does not prevent the generalisation of results into the target population. (Kivivuori 2005.)
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Mass crime by young people has decreased over the past 10 years, mainly through the decline in
damage to property and theft. At the same time, the proportion of law-abiding young people, i.e.
young persons who have not committed any offences during the past year (53% of girls and 46%
of boys), has shown a constant growth. Reasons for this include changes in the ways young
people spend their free time. The proliferation of computers into homes has definitely had an
impact, but it is also possible that the new information and communication technologies offer new
possibilities for criminal activity and information on how to commit offences. Other possible
reasons behind the decline in offences committed by young people are the increasing
competitiveness in society and the fear of being stigmatised as well as the role of the media in

promoting the sensitivity of society to immoral acts and petty crime. (Kivivuori 2005.)

According to information for 2000-2003, 64% of homicides and 71% of assaults were committed
under the influence of alcohol. The offender was under the influence of drugs in 6% of homicide
cases and in 2% of assault cases. The number of offences committed under the influence of drugs
and their proportion of recorded violent offences has increased since the beginning of the 1990s,
especially in robbery offences. Despite this, the presence of alcohol in robbery offences is still

much more common (43%) than that of drugs (9%). (Lehti et al. 2004.)

The number of persons convicted of drug offences as the principal offence (those who have been
convicted in court or ordered to pay fines through summary penal proceedings’2) has increased
every year since 1991. In 2004, the courts of first instance passed 7,756 sentences for drug
offences (7,460 in 2003). There were 3,336 (3,309) sentences passed in cases where the principal
offence was a drug offence and 4,420 (4,151) summary penal judgements were issued. Of the
sanctions imposed for drug offences in 2004, 85% were fines, 7% were unconditional sentences
of imprisonment, 6% were suspended sentences and 1% were community sanctions. Some 5,000
(4,806) of the sanctions were imposed for drug-user offences. In 2004, the average sentence for
an aggravated drug offence was 2 years and 10 months in prison. A total of 338 persons were
sentenced for an aggravated drug offence. (Niskanen 2005.) According to data for 2003, the
prosecutor made the decision to waive charges in 547 cases and charges were dropped or
penalties waived in District Courts in about a hundred cases (Yearbook of Justice Statistics

2004).

Sanctions imposed for drug offences as the principal offence were divided in 1993-2002 as

follows: a fine was imposed in 70% of the cases, an unconditional sentence of imprisonment in

72 {f the litigant agrees, sentence to pay fine is left to the prosecutor’s discretion and do not go to courts of first instance at all
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18% of the cases and a suspended sentence in 10% of the cases. In 2002, the average sentence for
an aggravated drug offence was 3 years and 3 months in prison and in case of suspended
sentences, 1 year and 4 months. A few suspended sentences were imposed for drug offences, and
their average length was 4 months. In total, the proportion of prisoners with drug offence as their

principal offence came to 18% of the entire prison population in 2002. (Kainulainen 2004.)

A study on repeated offences examined prison data for 1998-2001 for principal offences based on
annual prison population surveys.’3 The results showed that 25.5% of those convicted to prison
for drug offences (26% for all offences) are back in prison within a year, 38% (42%) within two
years and 41.5% (47%) within three years. However, the new offence has not necessarily been a
drug offence. The number of drug offence recidivists declines by age: 50% of 18-20-year-olds
are back in prison within a year (within three years 75%), 30% of 21-29-year-olds (51%), 23% of
30-39-year-olds (36%), and 13% of 40—49-year-olds (29%). (Hypen 2004.)

8.3 Drug use in prisons’4

A working group appointed to develop prison health care (2002) reported that 46 per cent of
inmates suffered from morbid drug use or drug addiction. In 2005 (2004), 16.1% (17.9%) of
prison inmates were incarcerated for a drug offence, and the number among remand prisoners was
20.7% (23.5%) (Muiluvuori 2005). Eight hundred and twenty-five (1,081) drug findings were
verified in the 15,360 (17,597) tests for drugs and pharmaceuticals conducted in prisons in 2004.
The most common findings were benzodiazepine, buprenorphine and amphetamine. (Annual

Report of the Finnish Prison and Probation Services 2004.)

The buprenorphine findings are partly due to opiate substitution treatment, which can be part of
the rehabilitation of drug-addicted inmates. During the year, 50 (50) patients entered prison who
were in opiate treatment before being sentenced to prison and whose opiate treatment was
continued in prison. A total of 1,170 (1,411) HIV tests were conducted, which revealed four new
HIV infections, i.e. only 0.3% of those tested. According to medical records, at least one fourth of
the inmates had hepatitis C and 4% had had hepatitis B at some point (Honka et al. 2004; Annual
Report of the Finnish Prison and Probation Services 2004)

73 The prison population survey is conducted annually on 1 May in all prisons, and the principal offence is the offence for which
the sentence is the longest.

74 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html.
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8.4 Social costs of drug consumption

The estimated direct costs of drug consumption and related harms for 2003 were as follows:
enforcement and crime control EUR 49-63 million (EUR 54-67 million in 2002), damage to
property, research and prevention EUR 51-85 million (damage and property EUR 28 - 65 million;
research and prevention EUR 21 million), social services EUR 58-64 million (53-58 million),
health care and pensions EUR 32- 60 million (EUR 2448 million). The overall costs rose from
EUR 181-260 in 2002 to EUR 190 - 272 million in 2002. (Yearbook of Alcohol and Drug
Statistics 2004)

9. Reduction of drug-related social problems75

According to the law, there is an obligation to multi-professional hearings and referral to
treatment for minors related to drug-user offence to prevent exclusion. However, demand for
referral to treatment has been limited, because treatment is not a tempting enough alternative to a
fine, which is the usual sanction for a drug-user offence. In addition, the police do not see

themselves as convincing treatment counsellors.

The most excluded substance abusers do not usually commit well to treatment. They would
benefit from less goal-oriented treatment and rehabilitation programmes and supported housing
services. An important question in the treatment of excluded substance abusers is how the transfer
from treatment and rehabilitation programmes to follow-up care is arranged so that the person
suffering from a drug problem will not return to specialised health care or substance abuse

services.

The Prison Service has developed intoxicant-free wards and models for substance abuse work.
Prisons emphasise especially the connection of substance abuse work done in prisons and other
actors in society. Securing the inmates’ possibilities to receive follow-up treatment after release is
important to reduce recidivism, because after release, the health and suitability for the
employment market of those who have been in the vicious cycle of prison life is poor, their

housing situation is bad and they face a high risk of exclusion.

75 Cp. Virtanen 2004, Section 12.
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9.1 Social rehabilitation’¢

According to the law on rehabilitative employment activities (189/2001), rehabilitative
employment activities are meant for the long-term unemployed to improve their possibilities to
find employment. The law obliges municipalities and employment offices to arrange co-
operatively client-specific service packages. However, it is not expedient to start rehabilitative
employment activities if the client has an acute substance abuse problem; instead, the client

should be directed primarily to substance abuse services.

The Deaconess Institute in Helsinki conducted a project on drug treatment for people who have
been excluded from services (2003). For many of the clients in the project — the most
disadvantaged clients at the drug addiction treatment clinic, Kurvi — the treatment and
rehabilitation process was not long lasting as most of them returned to the Kurvi clinic from
follow-up care after a few weeks or months. Many current treatment services are too demanding
for some of them, and instead of an intensive and complex treatment system, treatment measures
related to the assessment of mental state and medication would be sufficient for them at first.
After that, the treatment could continue within housing services that support the clients’ physical
and psychosocial recovery or in a rehabilitation home type unit that would not be unconditionally
intoxicant-free. A follow-up project was conducted, and it reinforced the fact that many severely
socially excluded clients would benefit from less goal-oriented treatment plans and supported

housing services. (T6rmai et al. 2005b.)

Lappeenranta, a city of 60,000 inhabitants, has tried to solve the housing problems faced by
substance abusers through a trial housing course. The course is organised by the city’s substance
abuse services. (Pohjolainen 2004.) The clients need supported housing mainly because they have
been evicted from their apartments due to rent arrears and disturbances. The course lasts for three
months. At the beginning of the housing course, a housing contract similar to a treatment contract
and a three-month lease for accommodation in a supported housing unit are made with the client.
The participants must have their substance use under control, and substance use during the course
is prohibited. When necessary, the clients must take breath tests or undergo screening at a local
substance abuse unit. The course is not discontinued if a participant has a random relapse. The

most common difficulties the clients face are finding an apartment and paying off their debts. A

76 See http://annualreport.emcdda.eu.int/fi/home-fi.html
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new apartment is not provided to a client until he or she has rehabilitated enough to feel capable
of retaining a permanent home. If a suitable apartment is not found within three months, the client
is given a temporary apartment in a housing unit supported by the substance abuse services. For
many clients, it has been sufficient to superficially get their financial matters in order or simply to
have the time and place to compose themselves. However, some clients have been forced to
discontinue the course. Their typical behaviour has been to “just give up” when some part of the
plan is not working or they encounter problems. Many of them have lost faith in society and

justice.

9.2 Prevention of drug-related crime?’

One of the ways to prevent social exclusion related to drug offences is to arrange a
multiprofessional hearing for young people who have been arrested for committing a drug-user
offence for the first time. The prosecutor, the police, social welfare authorities, the offender and
his or her family members participate in the hearing. According to information from the Office of
the Prosecutor-General for 2003, the hearing procedure has been used some 100 times annually
and after the hearing, the prosecutor has almost always decided to waive charges. In the case of
problem drug users, a fine, which is the usual sanction for a drug-user offence, is not imposed
until the offender’s willingness to seek treatment has been examined. However, only 100
decisions to waive charges based on the person seeking treatment have been made, even though
some 7,000 drug-user offences have been reported. Problem drug users who are arrested by the
police are referred to treatment by the police or social welfare and health care authorities before
the case is presented to the prosecutor. It is possible that the treatment referral of persons who
have been caught by the police is inefficient as almost without exception, prosecutors are ready to

make the decision to waive charges based on the person seeking treatment.

A study on the collaboration between the Tampere police department and the adjoined social
outpatient clinic Paussi examined the referral for treatment of problem drug users as stipulated in
the law on drug-user offence as well as the multiprofessional hearings for minors having
committed a drug-user offence as an alternative to a fine.”® The study showed that the majority of

those suspected of drug-user offences were socially excluded to some degree, i.e. homeless,

77 See http://annualreport.emcdda.eu.int/fi/home-fi.html.

78 The material consisted of 255 pre-trial investigation records, the interviews of 12 police officers, 5 social workers and 1
prosecutor as well as interviews of 10 outpatients. In addition, a survey was sent to 260 police officers, 60% of whom responded.
(Kekki 2004b.)
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unemployed or trapped in a cycle of crime. More than half of them were also suspected of some
other offence. Paussi employees were also familiar with many of them already through child
welfare services or crimes committed as minors. In practice, treatment referral by the police
meant that police officers inform the suspects about Paussi or bring them there. Once the suspect
has arrived to Paussi, the social welfare and health care professionals refer him or her for
treatment. Treatment referrals have however been infrequent. Reasons for this are: suspects do
not consider the police to be an authority to which they should admit drug addiction or the need
for treatment, entering treatment is not a sufficiently attractive alternative to being fined, and the

police do not see themselves as convincing treatment counsellors. (Kekki 2004b.)

According to a study conducted in Helsinki and Turku’9, differing attitudes in particular
hampered co-operation between the police and social workers. The police saw drugs as illegal and
users as criminals who were personally responsible for their own situation, and emphasised the
damage that drugs can cause to society and other citizens and stressed the importance on
intervening with the prohibited behaviour. On the other hand, social workers considered drug use
a result of various social problems and often out of the user’s control. Thus, drug users need help
and support in order to solve their problems. Even if the authorities agreed on a drug policy based
on a total ban on drugs, co-operation was deemed to be hindered by strict boundaries between

administrative sectors. (Andérssen 2003.)

In 2004, risk and service need assessments related to criminal behaviour were made for those who
were sentenced to two years’ imprisonment or more. Based on the compiled information on 1,100
inmates, participation to substance abuse rehabilitation was recommended to 31 per cent of
inmates. (Hypén 2004.) It is assumed that among short-term prisoners there is even more need for
rehabilitation. According to a study on prison health care, 46% of inmates suffer from morbid
drug use or drug addiction. As inmates have to stop using alcohol in prison, some of them may
resort to other intoxicants that are easier to use clandestinely. Because of this, physicians working
for the Prison Service decided on guidelines in 2004 to minimise the use of addictive
pharmaceuticals when treating inmates. (Annual Report of the Finnish Prison and Probation

Services 2005.)

In 2004, all prison institutions had alcohol and drug programmes that support an intoxicant-free
lifestyle. Eight hundred and forty (873 in 2003) inmates participated in rehabilitation programmes

and 1,100 (1,646) in treatment motivation or relapse treatment. Fifty inmates were in opiate

79 For the study, police officers and social workers were interviewed in Helsinki and Turku in the spring of 2001. Nine group
interviews were held for 35 field workers who were not specialised in drug cases.
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substitution treatment. Almost all closed institutions also had intoxicant-free contractual wards.
Currently 15% of all closed wards are contractual .80 Fifty (39) inmates were placed in institutions
outside prison, and 288 (250) inmates participated in programmes to reduce recidivism.
Sometimes a fixed-term placement covers the whole term of short imprisonment, but it is more
usual that the placement takes place towards the end of the sentence. According to data for 2003,
more than half of the institutional placements lasted less than 3 months. However, the total
duration of a client’s rehabilitation is usually longer because the rehabilitation started in prison is

often continued within municipal rehabilitation services. (Karsikas 2004; Karsikas et al. 2004.)

According to new legislation related to correctional treatment, imprisonment is seen as a three-
phase process, which consists of risk and need assessment, enforcement of the prison sentence
and preparation for being released. The activities and treatment programmes on the intoxicant-
free ward in the Helsinki prison were evaluated from November 2002 to April 2003.81 The
intoxicant-free ward has an established position and structure in the prison. Enough inmates with
substance abuse problems come to the ward, and the personnel have comprehensive education
and competence in the field. According to the evaluation, however, employees find it difficult to
concentrate in developing the activities of one ward in addition to their other tasks, and inmates
find it hard to break free from the prison and prisoner culture. From the rehabilitation point of
view, the nature of the ward and the contents of the treatment programme are not clearly
structured nor do the resources of the ward meet with all the quality requirements for substance
abuse services. The external framework for treatment does exist, but more training is required as
well as a commitment to long-term efforts from the personnel and a commitment to securing

conditions of activity from the prison and the Criminal Sanctions Agency. (Tourunen et al. 2004.)

Important hindrances to anchoring persons released from prison into society and implementing
personalised rehabilitation are the inmates’ poor health, short sentences and their excessive
number in relation to places in prison institutions82. Released prisoners are easily excluded from
primary services due to prejudice and lack of resources: municipalities do not believe in their

ability to recover and some services do not even want to acknowledge these people as valid

80 See hitp://www.vankeinhoito.fi/4829.htm

81 The study included a one-month period of participatory observation targeted at the ward’s work team and community
meetings. In addition, three group interviews were held among inmates, a feedback discussion with researchers and inmates and
11 individual interviews of inmates. The work team’s substance abuse counsellors (2) and prison guards (2) were interviewed
individually.

82 The material consists of public documents from the "Co-operation for crime-free life" project, the results of the network
training workshops organised by the Criminal Sanctions Agency in Tampere, interviews with specialists, authorities and the third
sector (25) and the accounts of two persons with a criminal background undergoing rehabilitation. (Rantala 2004b.)
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clients. Various organisations offer services that enable a released prisoner to get support for
different problems under the same roof, but this type of activity is hampered by the short-term
nature and insecurity of municipal and State funding. The work capacity and health of those
trapped in a cycle of prison is usually poor. Local-level networking as a means to solve serious
social problems does more to support problems in social structures than solve them. Serious
questions to be addressed on a national level include: who should go to prison, with what type of
punishments and what legislative reforms are needed to reduce the number of prisoners. This is a
challenge also for social and health services, because the less they invest in socially excluded
people the more these people become the responsibility of judicial and law enforcement
authorities. Improving the life of people with a criminal background will also increase the sense

of security among citizens and overall savings for society. (Rantala 2005.)

A joint substance abuse work development project by the District Offices of Probation Service in
Greater Helsinki was carried out between December 2001 and 2004.83 Some aims of the project
were to secure a care continuum for released prisoners with substance abuse problems, to develop
new working methods for the Probation Service’s substance abuse work and to increase related
competence. The project had 95 registered clients, half of whom participated in intensive work.
Each counsellor had a maximum of eight clients. The clients participated in the project
voluntarily, and most of the contacts were made in prison well before the clients were released.
The clients valued the rehabilitation provided in prisons. They gave positive feedback on the
personnel’s strength and capacity to offer support and help in difficult situations. On the other
hand, the clients had ambiguous feelings about the meetings between themselves and various
treatment sectors. A specific source of fear was relapse, which the clients feared would affect
their benefits. They were also worried about how they would find housing after being released
from prison. According to the project evaluation, motivating the clients is a central part of the
work and it is essential that the clients commit to handling their own affairs. The employees
highlighted the importance of a trusting and open atmosphere between themselves and the clients.
The clients are not abandoned if they relapse; instead, they are supported in their continued
efforts to live an intoxicant-free life. The development project emphasised the importance of
employees having suitable training, versatile competence in the fields of substance abuse
prevention and correctional treatment and in project work involving the co-ordination of network

activities. (Reijonen et al. 2004a:,2004b.)

83 The evaluation of the development project was conducted between 20 November 2003 and 19 April 2004, and the material
used in the evaluation included documents produced by the project, theme interviews with all four specialised counsellors working
on the project, four interviews with clients suggested by the personnel and group interviews made with inmates in intoxicant-free
wards of prisons in Helsinki, Himeenlinna and Kerava on inmates’ opinions of substance abuse rehabilitation in prison and their
wishes regarding the continuation of rehabilitation after their release.
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10. Drug marketss+

The drugs on the Finnish market are mostly cannabis products, synthetic drugs such as
amphetamines, ecstasy to some extent and the buprenorphine preparation Subutex. Heroin and
cocaine are fairly rare in Finland. The number of seizures of cannabis products and buprenorphine
(Subutex®) has not varied much in the 21st century; the number of ecstasy and amphetamine
seizures has declined somewhat, and the number of heroin seizures has plummeted. Among
cannabis products, the number of marijuana and cannabis plant seizures has grown somewhat as
has the amount of Subutex seized by the police. Previously, Subutex seizures were made mostly

in border traffic.

The number of offers of drugs to individuals has remained constant or dropped somewhat during
the 21st century. In drug supply, organised crime groups led from Estonia have had an important
role in smuggling almost all drugs to Finland in recent years. Since 2003, the role of Finnish
crime groups in the distribution of drugs has increased, but the Estonian organised crime groups

are still the main suppliers of drugs to Finland.

10.1 Availability and supply of drugsg

The import of drugs is an international crime, and approximately 20% of those suspected of
aggravated drug offences are foreigners. Among these, the biggest groups in 2004 consisted of
Estonians (45% of foreign suspects) and Russians (10%). (National Bureau of Investigation

2005.)

Organised crime groups led from Estonia have an important role in smuggling almost all drugs to
Finland. However, the number of Estonian or Russian citizens suspected of aggravated drug
offences has decreased from the previous year, whereas the role of Finnish crime groups in the
distribution of drugs in Finland has grown. For example, the proportion of persons suspected of
aggravated drug offences who were born in Estonia, Russia or the Soviet Union increased
significantly since the end of the 1990s but in 20032004, their share decreased by half from the
beginning of the decade, to 11 per cent. (National Bureau of Investigation 2005.)

84 Cp. Virtanen 2004, Section 5
85 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html
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At the same time, the role of Finnish crime groups in the trafficking of drugs has increased, which
has closed the ranks of Finnish professional crime that is typically loosely structured and
unestablished and increased violence related to organised crime. The latter is already evident in
the growing amount of military explosives confiscated from crime groups. The significance of
economic crime as an important financing means for organised crime also grows. (National

Bureau of Investigation 2004.)

In addition to the direct sea connection between Finland and Estonia, smuggling takes place from
Estonia via Sweden and the Aland Islands as well as via Haparanda and Tornio to Finland.
Amphetamines and buprenorphine are smuggled via Estonia and Russia, and the first signs of the
transfer of sorting and packing of synthetic drugs to Finland emerged in 2004 with the discovery
of a Rohypnol factory. Smuggling routes from Russia to Finland through the eastern frontier also

have an increasingly important role. (National Bureau of Investigation 2004, 2005.)

The adult health behaviour survey in 1993-2004 asked people if they had been offered drugs for
free or for sale during the past year (Piispa et al. 2005). According to the survey, the number of
drug offers has levelled off and even decreased in the 21st century. In 2004, 5% of the adult
population were offered drugs. The percentages were the highest in the 15-24 age group: 17% for
males (19% in 2003) and 16% for females (21%). In the older age groups, relatively more offers
were made to men than to women. The number of drug offers to men has fluctuated a great deal:
in 2004, 14% of all men aged 25-34 were offered drugs (9 per cent in 2003, but 15 per cent in
2002). For women, the figure has remained at a constant 6—7 per cent. Only 20 per cent of those
who were offered drugs were offered them for sale. The main group of people who were offered

drugs were unmarried students in the Greater Helsinki area or in other big cities.

10.2 Drug seizures 86

During the 21st century, the trend for drug seizures has stabilised similarly to the trend for drug
supply indicated by population surveys. (National Bureau of Investigation 2004, 2005;
Kainulainen 2005)

86 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html.
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The total amount of seized cannabis remained constant throughout the beginning the 21st century:
hashish seizures dropped in kilograms (467 kg in 2004) and in number (2,626), but marijuana
seizures grew in kilograms (26 kg) and in number (2,067). The number of cannabis plants seized

(7,829 plants + 42 kg) and the number of seizures (1,406) more than doubled.

Amphetamine seizures (102 kg, 3,392 seizures) declined slightly, whereas ecstasy seizures
dropped considerably (23,243 tablets, 328 seizures). There have been no big changes in cocaine
seizures (1.1 kg, 65 seizures). The same goes for LSD (196 doses).

The amount of seized heroin plummeted at the beginning of the 21st century and it was very low
in 2004 (200 grams, 45 seizures). However, it is worth noting that in summer 2005, the Finnish
Customs made the largest heroin seizure ever (51.7 kilograms) on the Russian border from a truck
that was on its way to Sweden. This supports the assessment that Russia’s role as an international
smuggling route of heroin is growing. During the same period, seizures of the buprenorphine
preparation Subutex® remained at an even level (32,970 tablets, 844 seizures in 2004). The
amount of Subutex seized by the police grew considerably, whereas the amount seized by the
Customs declined. However, the total amount of Subutex seized in early 2005 shows a decline.
The number of robberies from pharmacies and other locations where intoxicating pharmaceuticals

are stored (74) has also remained constant.

Khat seizures grew steadily in the beginning of the 21st century. Customs seized a total of
2,119.84 kg of khat in 2004, 1,887.78 kg the year before and only about 1,000 kg in 2002. In
Finland, khat is mainly used by ethnic minorities. Despite this, khat keeps the authorities busy,
especially the Customs. The majority of khat seizures are made at airports. (Finnish Customs —

Annual Report 2005.)

10.3 Price and purity of drugs 87

Laboratory identification of drugs and the testing of the purity of drug consignments take place at
the Crime Laboratory of the National Bureau of Investigation or at the Customs Laboratory. In
2003, the average purity of amphetamine in street trade was 35% (range between 2.8%—-98%) and
the corresponding figure was 17% for metamphetamine (2.2%—-36%), 6% for white heroin (2.7%—

31%) and 70% for cocaine (59%—74%). In wholesale, substances were on average purer. The

87 See "data library" or "statistical bulletin" in http://annualreport.emcdda.eu.int/fi/home-fi.html
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average purity of amphetamine in wholesale was 60%, the corresponding figure being 33% for
metamphetamine, 7% for white heroin and 80% for cocaine (National Bureau of Investigation
2004). No data for 2004 is available concerning the purity of different drugs sold on the street
because the purity of drugs is tested only in consignments of more than 5 grams (nowadays over

10 grams) (the purity of marijuana is tested only upon request).

The average purity of amphetamine in wholesale and street seizures was more or less 50%
throughout the 1990s. In 2004, the average purity of amphetamine dropped to 34 per cent (48% in
2003). The purity of heroin has varied strongly over the years. During recent years, however,
heroin consignments have been seldom submitted for testing. In 2004, five heroin consignments
were tested, the average purity being 26.5%. (Crime Laboratory of the National Bureau of
Investigation 2005)

In 2004 the average price per gram in street trade was EUR 8—12 for hashish, EUR 120-200 for
white heroin, EUR 15-35 for amphetamine, EUR 67-168 for cocaine, EUR 12-20 for ecstasy
tablets and EUR 50-80 for Subutex tablets. (Drug information service of the National Bureau of

Investigation and Customs Laboratory)

11. Drug-related law enforcement activities8s

In the last few years, drug crime investigation has focused on the prevention, investigation and
detection of professional organised drug crime. Intelligence operations related to drug crime have
been targeted especially at laundering criminal proceeds through legitimate companies. Drug
control in the street has been improved by increasing the number of police officers who are not

experts in the demanding drug crime investigation.

To intensify the prevention of organised crime, the police, the Customs and the Border Guard
have established joint crime intelligence units that aim to standardise working methods and
produce up-to-date analysed information on crimes and criminals for the purposes of operational
activities. Lately, more focus has been put on investigating laundering criminal proceeds through

legitimate companies. In addition, a working group appointed by the Ministry of Justice has

88 Cp. Virtanen 2004, Section 16.
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suggested the introduction of punishment by confinement for young people and an increase of
authority for police officers engaged in undercover activity (prerequisites for anonymous

testimony and complicity in an offence).

11.1 Drug control system

In the last few years, drug crime investigation has increasingly focused on the prevention,
investigation and detection of professional organised drug crime. Combating drug supply has
made it possible to constrain the operations of organised drug syndicates, and efforts have been
made to prevent criminal activity targeting Finland before it reaches our country. International co-
operation in the investigation of drug crime has increased strongly, which ties up many resources.
The decline in aggravated drug offences can be explained by a few large-scale investigations,
which have extended investigation times but also increased the number of drug crimes solved.

(Virtanen 2005.)

The problem with large-scale, complex drug crimes and the related seizure-centred drug crime
investigation is, however, that less attention is paid to reducing drug demand. The increase in
problem drug users and in the demand for drugs has led to growth in professional drug
trafficking. Drug control in the street has been improved by increasing the number of police
officers who are not experts in the demanding drug crime investigation. Efficient perpetrator-
specific drug crime prevention targeted at drug users and sellers can also reduce other crime in
the area and thus increase the sense of safety of the inhabitants. This requires, however,

networking and co-operation of the police and other authorities. (Virtanen 2005.)

Based on pre-trial investigation records and interviews with officers in charge of investigations, a
study was conducted on 15 complex crimes at the end of the 1990s. At the end of the decade,
professional drug crime was typically carried out by small and loosely structured groups, but the
impact of Russian and Estonian organised crime groups was clearly getting stronger. The
geographically widest areas of distribution and operation were controlled by organisations led by
Finnish criminals, but these also used the services of foreign smugglers. Foreign groups recruited
young immigrants who had been excluded because of insufficient language skills and who, in
many cases, also suffered from substance addiction. Extensive use was also made of new
communication devices (mobile phones, anonymous subscriptions, email and the Internet). These
channels became more difficult to use after the police were granted more control authority. As

many activities leave an easily traceable track, crime groups had to avoid using electronic money
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transfers and had to start using cash. Prisons in Finland and elsewhere are crucial places for
recruiting new members for crime groups, maintaining contacts and planning activities. Drug
crime also took advantage of legitimate means, including transport companies for smuggling, real
estate businesses for storing drugs and restaurant and construction businesses for money

laundering. (Hietaniemi et al. 2005.)

Even though the Central Chamber of Commerce has supported the idea of preventing economic
crime, it is claimed that increased control measures have more negative than positive effects on
societal and economic activity. However, to some extent risk awareness has been promoted by
legislation that obligates companies to check the intentions of their customers. Preventing crime
requires knowledge and action before a crime is committed, which emphasises the importance of
standardised procedures on a national level and in different fields, as the lack of countermeasures

creates opportunities for illegal activity. (Hietaniemi et al. 2005.)

11.2 Judicial system

The Office of the Prosecutor-General has been closely monitoring the way in which the revised
drug-user offence legislation functions. The police supreme command and the Prosecutor-General
have agreed that the police do not automatically fine under 18-year-olds who have committed a
drug-user offence and are willing to seek treatment. Instead, these cases are submitted to the
prosecutor for consideration, which ensures that the possibility to waive sanctions is a real

alternative. (Virtanen 2005; Metsdpelto 2003.)

Almost all prosecutorial units have created a procedure for treatment referral in co-operation with
the police, representatives of substance abuse services and other social welfare and health care
services. If a drug user is caught and shows reluctance to seek treatment, neither the police nor the
prosecutor has the possibility to motivate the drug user to treatment or evaluate his or her need for

treatment. (Virtanen 2005; Metsédpelto 2003.)

A working group appointed by the Ministry of Justice has suggested the introduction of
punishment by confinement for juvenile offenders. Compliance with the punishment by
confinement would be controlled by electronic monitoring equipment and in the case of house
arrest, also with a monitoring device installed in the offender’s home. Punishment by confinement

could be enforced as house or regional arrest. The maximum term of house arrest would be 20
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days, and the maximum term of regional arrest would be 12 days. Courts would decide on house
arrest, and the police would mainly decide on regional arrest. House arrest would also be
considered in sentencing and decisions to waive charges. (Ministry of Justice, press release 14

October 2004)

The working group memo on undercover operations (2005) suggests new methods for the police
to work in preventing crime. The working group suggests that an undercover police officer could
testify anonymously, but only in cases dealing with offences for which the maximum sentence is
at least ten years (for example an aggravated drug offence). The matter would be decided by
court, and the identity of the witness would not be revealed to the judge in charge. An undercover
police officer could be granted, as part of his or her undercover activities, permission to
participate in the activities of an organised crime group and to commit crimes. The condition
would be that there is reason to believe that the offences would be committed even if the police
officer were not involved. The permission would be granted by court decision in cases dealing

with offences for which the maximum sentence is at least ten years.

11.3 Monitoring methods and technical equipment

In 2004, interception of telecommunications was targeted at 446 persons (414 in 2003). The
courts granted 2,028 (1,840) authorisations for telecommunications interception. This
development is due to the fact that some of the suspects have been using several subscriber lines.
The average duration of telecommunications interception was 24 days. Telecommunications
interception has had an important role especially in solving aggravated drug offences. In 2004,
the number of persons whose telecommunications were monitored was 775 (1,025). The courts
granted a total of 1,822 (1,948) authorisations for telecommunications monitoring. Slightly more
than one fifth of these involved drug crime. Technical audio surveillance is a more seldom used
method of investigation, and in 2004 it was used in 33 (52) cases, most of which involved a
prison inmate suspected of an aggravated drug offence. Technical audio surveillance was carried

out 8 times on premises used for permanent residence. (Kainulainen 2005.).
Undercover operations and fictitious purchasing have been used mainly in investigating

aggravated drug offences. In 2002, undercover operations were used only in a few cases

involving in total under 10 suspects. In 2003, the numbers went up slightly but still remained low.
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In 2002, the police used fictitious purchases in 10 cases involving in total under 20 suspects. The

number has continued to drop over the subsequent years. (Kainulainen et. al. 2004.)

The Money Laundering Clearing House of Finland received 4,300 reports of suspicious business
transactions during 2004. Gaming companies and currency exchange companies in particular
reported more cases than before, accounting for 80% of all reports. The second highest number of
reports came from banks. Five hundred and fifty-one reports, mainly related to economic and
drug crimes, led to pre-trial investigation. There were 25 cases of interrupted currency transfer, in
which the total value of business amounted to EUR 1.4 million. By its very nature, the prevention
of money laundering is international; 40% of all cases investigated involved cross-border
transfers. Due to its international nature, bilateral agreements have been made with the money
laundering authorities of 14 countries. (National Bureau of Investigation, press release 16

February 2005)

In prisons, the prerequisites for monitoring drug supply are created by organising spaces and
activities as well as creating suitable ward and cell structures. Intoxicant control is also facilitated
by appropriately positioning personnel and through technical means. Local co-operation
agreements between a prison and the police define the sanctions imposed when drugs are
discovered: whether the issue is dealt with in prison as a breach of discipline or whether it is
referred to the police for investigation. Other authorities have participated in special inspections,
and co-operation between authorities has increased in all areas of control. In addition, many
prisons now have a drug detector dog; the dog is not only used during special inspections for
intoxicant control but also during daily prison inspections. (Intoxicant strategy for the prison
administration 2004, 24-25.) Drug detector dogs have also been borrowed from the police and the
Customs, which has approximately 50 of them. (Drug detector dogs at Finnish Customs brochure

2005).

11.4 Intelligence and information systems

To intensify the prevention of organised crime, the police, the Customs and the Border Guard
(PTR co-operation) have established joint crime intelligence units that aim to standardise working
methods and to produce up-to-date analysed information on crimes and criminals for the purposes
of operational activities. Activities started in the middle of 2004, when Regional PTR crime

intelligence groups were established in provinces and the national PTR Crime Intelligence Centre
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of the National Bureau of Investigation was established. In addition, some border crossing points
have local PTR crime intelligence units. Some 30 people work in PTR crime intelligence, two
thirds of whom are from the police and one third from Customs and the Border Guard. The
National Bureau of Investigation is in charge of practical arrangements and co-ordination. Based
on initial experiences, PTR crime intelligence has bolstered the investigation of organised crime

and mass crime. (Boarder Guard press release 10.3.2005)

According to the report on the Status of Crime Investigation project (2003), crime intelligence
and related operative crime analysis is not sufficiently perceived as basic activity of crime
prevention. Intelligence operations are targeted mainly at drug crime, even though they should be
targeted at all forms of professional or organised crime. With respect to information systems, the
report states that after the introduction of the drug-user offence there have been problems in
compiling statistics on the numbers of drug offences, which hampers the planning of control
measures. The summary penalties issued for drug-user offences do not contain sufficient
information on the quantity and purity of the seized narcotic substance, on whether the suspect is
a first-time offender, whether the suspected offence has been detected in street supervision etc.
Monitoring crime is also hampered by the fact that an aggravated drug offence committed by
several persons is recorded as one offence. Earlier in cases concerning the same drug
consignment, the offences of each accomplice were recorded separately if his or her role in the

crime was a separate offence.
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Part B. SELECTED ISSUES

12. Gender differences

The main gender differences in drug use are: girls start experimenting with illicit drugs even at
an earlier age than boys do; after the age of 25 women’s drug use decreases much more rapidly
than men’s drug use; women in general use drugs much less than men do. On the other hand,
among severely excluded substance abusers, the differences that come with age are not so
drastic. Gender-specific interventions are mostly related to gender specific facilities on to a

specific groups, e.g. mothers and prostitutes..

Drug prevention targeted at children and young people is the same for boys and girls and usually
carried out in schools. Prevention may be more gender-oriented when it is carried out in
connection with activities that are somewhat gender-specific, such as hobbies. Drug treatment
methods are the same for men and women — only the treatment facility may be gender-specific.
There are gender-specific treatment services for drug-using mothers and prostitutes. The
reduction of health problems related to long-term social exclusion and social rehabilitation is
carried out using the same methods for both genders, except for gender-specific institutions such
as women’s prisons. There are also some random gender-specific housing, employment and

rehabilitation services.

12.1. Drug statistics - gender differences

Drug experimentation and use

The proportion of men having tried cannabis sometime in their life is higher (14%) than that of
women (11%). The differences are smallest among the youngest age groups, 11% for 15-16-
year-old boys and girls89 and 22% for 15-24-year-old boys and 20% for girls of the same age.
After this, the relative proportion of men increases and from the age of 45 onwards is manifold
compared to the proportion of women. There were no gender differences among 15—16-year-olds
in the prevalence of drugs use other than cannabis. However, these differences increase with age,

especially in the case of amphetamines. Among 15-24-year-olds, 6% of men and 2.2% of

89 Girls start experimenting with drugs even earlier than boys: 11 % of 15-16-year-old boys and 12 % of 15—16-year-old girls
have experimented with any drug in their life (the Espad Report 2003.)
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women had used amphetamines. The same phenomenon, albeit somewhat slower, can also be
seen in the case of LSD, ecstasy and cocaine. The older age groups show greater differences
between genders. The proportion of opiate-using men is much higher than the proportion of

opiate-using women in all age groups. (Huhtanen et. al. 2005.)

Figure 14.Has tried cannabis during lifetime; by age and gender group
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The differences are clearer in cannabis use during the past year or regular use. The proportion of
boys and girls having tried cannabis during the past year was almost the same among 15-16-
year-olds (approximately 8%). On the other hand, there are already differences among 15-24-
year-olds: 12% of men and only 8% of women had tried cannabis during the past year. Gender
differences in the use of cannabis were emphasised in the older age groups. For example, 6% of
25-34-year-old men had tried cannabis during past year compared with 1.5% of women of the
same age. The regular use of drugs is usually estimated on the basis of use during the past
month. There were no big differences between genders in the number of times 15—16-year-olds
had used cannabis during the past month. However, among 15-24-year-olds, the proportion of
men having tried cannabis during the past month (9.7 %) was nearly three-fold compared with
women in the same age group (3.9%), and the differences increase in the older age groups.

(Hakkarainen et al. 2005.)

Fifteen 15-27-year-old girls in drug treatment were interviewed for a dissertation on the reasons
behind young girls’ drug use. According to the girls, drug use offers a way of differentiating
oneself and experiencing adventures. “Normal people” are considered dull, whereas the drug
scene symbolises excitement and adventure. The incentive for using drugs is not so much the

substances themselves but rather the drug-using friends who seem fascinating. A common factor
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behind a girl’s drug experimentation is infatuation with an older drug-using boy. Some girls also
said that they had sought consolation from drugs for their own depression and anxiety, which
were often linked with feelings of loneliness and rejection. In this context, drug use can be seen
as an alternative way to build one’s own identity and to be accepted by others. (Véyrynen, S.

2005)

The population’s opinions on drugs also differ somewhat according to gender. The proportion of
those who consider drugs a severe problem has decreased significantly in the 21st century.
According to latest research data, 81% of the population consider drugs a serious problem in
society, compared with 90% at the beginning of the 21st century. Fifty-five point five per cent of
15-24-year-old men and 68 % of 25-34-year-old men consider drugs a serious problem,
compared with 65% and 78% of women, respectively. Thus women seem to adopt a more

serious attitude towards drugs at a younger age than men do. (Piispa et al. 2005.)

With regards drug experimentation and regular use, there are two clear trends. Firstly, the
proportion of women having tried drugs sometime in their life grew considerably between 1992
and 2004. Most of the growth took place among the youngest age group, i.e. women under 25,
and the differences between genders in this group have become marginal. The phenomenon is
most likely a result of the rapid increase in young people’s cannabis experiments in the 1990s.
The growth trend in the proportion of women has also been evident in the 24—-34 age group since
the end of the 1990s. However, there are no big changes between the proportion of genders in
drug use during the past year. Secondly, with regards recent and regular drug use, the proportion
of men increases drastically with age. One explanation could be the formation of families and
women’s role in them. This interpretation is supported by the fact that 52% of women under 25
know at least one person who uses drugs, whereas in the age group 25-34-years-old only 21%
know someone who uses drugs. Among men, the corresponding figures are 37% for the younger

age group and 33% for the older age group.

Problem drug use

The same phenomenon can be seen in the estimates on problem drug use, according to which it
seems that it is easier for women to quit experimenting with drugs and they also become problem
drug users much more seldom than men do. The number of problem drug users has increased

considerably in the 21st century. In 2002, the proportion of problem drug users among men was
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0.77-1.03% whereas the proportion among women was 0.29—0.57%. The proportion of women
among problem drug users seems to have stayed fairly constant, as opposed to their proportion
among those experimenting with drugs. Among problem users of amphetamines, the proportion
of women is approximately 15-20 per cent and among opiate users some 25 per cent. We must
keep in mind, however, that in the younger age group almost half of those experimenting with
drugs are women. It is thus much less common for experimental use to turn into regular use
among women than it is among men in this age group. When examined by age group, the
proportion of problem users decreases steadily from 0.93—1.3 per cent among 15-24-year-olds to

0.25-0.5 per cent among 35-55-year-olds. (Partanen P. et al. 2004.)

Figure 15. Proportion (%) of amphetamine or opiate problem users among 15 - 54-year-

olds
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One possible factor behind drug use and experimentation is the use of alcohol. In Finland, the
use of drugs and alcohol are closely connected. The risk of cannabis users (drug use during last
year and also before it) to binge drink (more than 6 proportion of alcohol on a single occasion) at
least once a month is more than three times higher compared with those who have never tried
drugs, and the risk of those who have experimented (once in lifetime) with drugs is at least
double. Gender differences in the use of drugs and binge drinking are very similar. The risk of
men to binge drink at least once a month is three times higher compared with women. The
proportion of men who have tried cannabis during the past month is more than double the
proportion of women, and among problem drug users, the proportion of men is three-fold
compared with women. (Hakkarainen et. al. 2005; Partanen P. et. al. 2004.) However, there are
some differences. Women’s cannabis use decreases rapidly with age, whereas their use of
alcohol and binge drinking decrease much more slowly. The cannabis use starts do decrease

rapidly after 25—year-of-age but the decline of binge drinking starts not until after 35—year-of-
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age and still remains at the level of 10 %. (Huhtanen et. al. 2005; Helakorpi et. al. 2005.) It can
thus be assumed that women are more worried of the risks that experimenting with and using
illegal drugs can pose for them as mothers (role models for their children) and for the unity of

their family (the risk of children being taken away from them).

Drug-related harm

Drug treatment clients in hospitals

Women account for some thirty per cent of clients with drug-related problems treated in
hospitals. The number of women had increased more than 40 % during last 10 years and in the
same time the proportion of women under 25 has more than doubled, being 47%. No such
development can be seen among other age groups. In hospital statistics, the proportion of 25-34-
year-old women is 27% of the patients and the proportion of women over 35 is 25%. The
proportion of women over 35 treated in hospitals is much higher than in drug (inpatient or
outpatient) treatment units (13%) whereas among under 25—year-olds the proportion is the other
way round. The proportions of women treated in hospitals and in drug treatment units among
25-34-yar olds are almost identical. According to the census of intoxicant-related cases, the
difference between figures is explained by the fact that (older) patients with longer lasting
somatic problems are treated more in hospitals. (Finnish Care Register maintained by STAKES,

Nuorvala et. al. 2004;Partanen A. et al. 2005.)

Figure 16. Drug-related morbidity by age and gender group
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Drug treatment clients in substance abuse services90

In services specialised in drug treatment, women account for 28% of the clients and about a third
of the new clients. The proportion of 15-24-year-old women among drug treatment clients has
increased in the 21st century, but the biggest change has taken place within this age group,
between 15-19-year-olds and 20-24-year-olds. The system does not enable direct temporal
comparison because the data collection is voluntary and the units vary. However, it is
noteworthy that in 2000, the proportion of 15-19-year-old women clients was 33% and the
proportion of 20-24-year-olds was 28% whereas in 2004, the corresponding proportions were
reversed. Thus, the proportion of the youngest female clients in drug treatment has clearly
declined. No similar trends can be seen in other age groups for either gender.(EMCDDA
Statistical Table 3 results from Finland 1998-2004.)

Figure 17. Drug treatment clients by age groups and gender groups
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With regards different substances, the situation differs for stimulants and cannabis. The relative
proportion of women entering treatment and using stimulants as their primary substance (31%) is
significantly higher than that of men (21%). The situation is reversed for cannabis, as it is the
primary substance for 11% of women and 17% of men. Women seem to start drug use and
intravenous drug use on average a year earlier than men and regular use more than a year earlier
than men. The clearest differences can be seen with stimulants and buprenorphine. Women start

using stimulants at approximately 18 years of age (men 18.6) and regular use at 20.2 (men 22.2).

90 Figures in this chapter are based on dtug treatment demand information system from 1998 to 2004
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Women start using buprenorphine on average at 20.0 years of age (men 21.5), and its use
becomes regular at 21.3 (men 23.3). Intravenous use starts on average at 18.6 years of age
among women and at 19.3 among men. Thus, it appears that women’s problem drug use begins
at an earlier age than men’s does, which is also seen slightly in the case in drug experimentation.
However, the rapid decrease in women’s drug experimentation and use with age can also be seen
in the drug treatment clientele, as from 25 onwards the proportion of female clients declines

much faster than the proportion of male clients does. (Partanen A. et al. 2005.)

Figure 18 Primary problem substance of drug treatment clients by age and gender group
in 2004
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There are no significant gender-specific differences in the social background of drug treatment
clients. With regards treatment, the proportion of women (girls) that are referred for treatment by
child welfare services is higher than that of men (boys). This also accounts for women’s mean
age when entering treatment (25.3) compared with men’s mean age (28.1). A slightly higher
proportion of women (69%) than men (63%) have been vaccinated against hepatitis B. Women
are more often married or co-habiting (29%/19%) and they live in their own or a rented
apartment more often than men do (66%/55%). Women also live much more often with another
substance abuser (79%) than men do (42%). Family relations seem to have more significance for
female problem drug users than they do for male problem drug users. Thirteen per cent of men

and 7% of women were homeless.
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Figure 19. Housing situation of drug treatment clients by age and gender group in 2004
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Drug-related infectious diseases

In 2004, approximately a third of new hepatitis C infections, which were mainly contracted
through intravenous drug use, were detected in women. Since 1996, the proportion of 15-24-
year-olds among those infected has grown from 30 to 40 per cent and the proportion of 25-34-
year-olds has declined from 40 to 30 per cent. In addition, in the youngest age group, the
proportion of women has risen from 29 per cent to 40 per cent. Thus in total, the proportion of
15-24-year-old women of those infected with hepatitis C has risen from 8.5 per cent to 15.5 per
cent, whereas the proportion of 25-34-year-olds has declined. The proportion of 25-34-year-old

men has also declined. (Infectious Diseases in Finland 2004.)

Figure 20. Hepatitis C infections by age and gender group
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The number of new registered hepatitis C cases has dropped steadily since it peaked in 1997. The
number of registered hepatitis B and HIV cases has also decreased. This confirms that virus
infections contracted through intravenous drug use have declined considerably in Finland
throughout the 21st century. However, there are still quite a few new cases among the youngest
age group (15-24-year-olds). The number of hepatitis C cases has increased only among 20-24-
year-old women during the 21st century. (Infectious Diseases in Finland 2004.) Even though the
growth of the proportion of women in the youngest age group seems to indicate an increase in
women’s problem drug use, the decline of the proportion of women in the next age group
supports the interpretation that as women become adults, their drug use and problem drug use
tends to decline significantly. On the other hand, women’s proportion of hepatitis cases among
35—-64-year-olds remained at an even level throughout the period under review. This reflects the
fact that experiments with intravenous drug use have stabilised at the current level among both

men and women with a long history of drug and alcohol abuse.

Drugs and crime

Women’s relative proportion of those suspected of drug offences has varied over the years. In
the 1990s, women’s relative proportion of all those suspected of drug offences dropped
somewhat, even though the absolute number of suspects grew. Control measures are essential in
the detection of drug offences. The lowered number of female suspects thus either reflects the
actual gender distribution or it reflects the fact that control measures were targeted more at men.
In 2004, of those suspected of drug offences or aggravated drug offences, 15% were women.
Altogether, one fifth of suspects were under 21 years old and 5% were 15-17 years old. Among
the latter age group, one in four was a girl. There is no data on the gender distribution among the
other age groups, but according to statistics on recidivism, women’s recidivism percentage is
almost 15 percentage points lower than men’s is. Thus women’s proportion of drug offenders

also seems to decline with age. (Kainulainen 2005; Honkatukia 2005.)

Drug-related deaths

Drug-related deaths decreased significantly from 2000 to 2003. Their number has dropped
especially among under 25-year-olds and among 25—-34-year-olds. On the other hand the number
of drug-related deaths has remained constant in the older age group. In the 21st century, the
proportion of 15-24-year-old women among drug-related deaths reached its peak in 2000 (9%)
and the proportion of 25-34-year-old women in 2001 (8%). Since then, the proportions of these
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two age groups have dropped rapidly. In the same time the proportion of the oldest age group,
35—64-year-olds, has increased to 20 % of all death cases. In 2004 the total number of deaths
increased more than 30 % but the overall trend still continued and the proportion of the oldest

female group reached 25 %. (Huohvanainen 2005.)

Figure 21. Drug-related deaths by age and gender group
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Among deaths by poisoning, the largest age group is 25-34-year-olds (30 cases in 2004). The
second largest group is the under 25-year-olds (23 cases), followed by the over 35-year-olds (21
cases). Defined by the primary cause of death, women’s proportion of deaths by poisoning is
9%. The proportion is highest (14%) among over 35-year-olds. The figures are low but the
difference between women’s proportions of drug-related deaths in general and deaths by
poisoning can somehow be explained by the fact that deaths by poisoning are usually accidental
whereas drug-related deaths in general also include suicides - and the among the oldest age

group the proportion of women is 55 % of all deaths by intentional poisoning. (Vuori 2005.)

Summary

There would appear to be three central factors that differentiate men from women with regard to

drug use, problem drug use and drug-related harm.

(1) Young girls experiment with drugs (and alcohol) at least as much if not more than boys do.
One explanation for this is that girls often have a slightly older group of friends (older

boyfriends), thus more friends who are already experimenting with drugs. However, still at the
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beginning of the 1990s, among young adults, men experimented with cannabis twice as often as
women did. As drug use in general increased after the mid 1990s, young women’s
experimentation grew, and this is reflected today in the steadily increased numbers of women

who have tried drugs sometime in their lifetime, especially among those aged 20-25 and over.

(2) The proportion of women having tried cannabis sometime in their life grew considerably
between 1992 and 2004. Most of the growth took place among the youngest age group, i.e.
women under 25, and the differences between genders in this group have become marginal. The
growth trend in the proportion of women has also been evident among the 24—34-year-olds The
differences are clearer in cannabis use during the past year. Among women who have used drugs
during the past year, the proportion of 25-34-year-olds is approximately a third of the proportion
of 15-24-year-olds. Among 25—-34-year-old men, the prevalence of last year experimentation and
use is four times as high as among women of the same age group while in the age group 15-24-
year-olds the difference is only 50 %. The proportion of women among drug treatment clients
also declines more rapidly after the age of 25 than the proportion of men. These results may
reflect gender differences in commitment to family life. This is supported by the fact that among
25-34-year-old drug treatment clients, women have a more stable housing situation, marital
status and family background than men do. It appears that as women reach the age when they

start forming families, their drug use and problem drug use declines.

(3) Third possible factor behind drug use and experimentation is alcohol. . The risk of cannabis
users to binge drink at least once a month is more than three times higher compared with those
who have never tried drugs. The risk of men to binge drink at least once a month is three times
higher compared with women. Gender differences in the use of drugs and binge drinking are
very similar. The proportion of men who have tried cannabis during the past month is more than
double the proportion of women, and among problem drug users, the proportion of men is three-
fold compared with women.However, there are some differences. Women’s cannabis use
decreases rapidly with age, whereas their use of alcohol and binge drinking decrease much more
slowly. The cannabis use starts do decrease rapidly after 25—year-of-age but the decline of binge

drinking starts not until after 35—year-of-age.

These phenomena apply to under 35-year-olds. On the other hand, there are opposite trends in
the proportions of women over 35 years of age among drug treatment clients treated in hospitals,
drug users who have contracted infectious diseases and drug-related death cases. One possible

explanation is that in these cases women have used alcohol and drugs for a long time and that
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somatic problems increase as people age. Of all those seeking treatment for substance abuse
(including alcohol) problems, the proportion of women has increased rapidly over the past few
years, and is today more than 25%. Two out of three of all women treated for substance abuse
are over 35 years of age. (Nuorvala et al. 2004).Especially this older age group is treated in
hospitals. This partly explains the large proportion of 35—64-year-old women among drug related
death cases. The number of infectious diseases among over 35-year-olds has not declined for
either gender. One explanation for this is that people with a long history of alcohol use may have
contracted infectious diseased when experimenting with drugs and injection, but these chronic

diseases are only detected as they are hospitalised for other reasons as they get older.

12.2. Gender-specific responses for reducing drug use

As mentioned above, the central gender-specific differences are: young girls start experimenting
with drugs even at an earlier age than boys do, women’s drug experimentation starts to decline
after the age of 25 much more rapidly than men’s does, and the prevalence of drug use in general
is much lower among women than it is among men, the exception being the most excluded drug

and alcohol abusers. Thus, gender-specific interventions reflect these differences.

Children and young people

Prevention targeted at children and young people usually takes place in schools. There are no
gender-specific prevention programmes because there are no significant differences in the

prevalence of experimentation in this age group.

As prevention is also carried out in connection with different hobbies, which can be dominated
by one gender or the other, the focus of prevention may differ but, as far as is known, there are
no gender-specific programmes. Of those few projects that focus on the recreational use of

drugs, there is no information of separate gender-specific programmes.

One gender-specific form of operation is the so-called Girls’ Houses, which function as meeting
places for 10-28-year-old girls. The main aim of the Girls’ Houses is to support the growth and
identity of girls and young women. The Houses also organise theme groups, such as groups for
girls who have been sexually abused, groups for lonely or depressed girls, groups for girls from
substance using families, groups for girls who act out sexually and groups for young mothers.

(Presentation of the Girls’ House 2005.)
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Drug treatment

Only the largest treatment units have gender-specific treatment programmes. There is however a
need for services targeted at female clients as they face specific troubles in male-dominated
treatment units and many of them have been forced to prostitute themselves in order to finance
their drug habit. One form of treatment is peer group activities, which are sometimes carried out
on different premises for different genders. Overall, men and women are basically treated with
the same methods. There are services that target pregnant women, i.e. the time when women’s
drug use starts to decline rapidly. These services focus on preventing future health problems of

both mothers-to-be and their children.

Child welfare clinics have developed substance abuse prevention, especially after the damage
that alcohol can do to a foetus was more widely revealed. Treatment services have been targeted
at pregnant alcoholics and heavy users of alcohol, and gradually prevention has been expanded

to include other substances, pharmaceuticals and drugs.

One model of drug prevention in child welfare clinics is in place in the town of Rithiméki. At the
child welfare clinic in Rithimédki, drug-using pregnant women are informed of their possibilities
to get help and support to protect the child. The aim of the treatment programme is that the
mother always deals with the same public health nurse, physician, substance abuse worker and
social worker. The necessary laboratory and maternity clinic visits are programmed to support
more frequent child welfare clinic visits. If the mother refuses contact, a child welfare report is
made once the child is born. In the hospital, the child is monitored for a week to detect any
withdrawal symptoms. After the mother has returned home, a child welfare clinic worker will
visit the family home. In the beginning, the family will have frequent appointments at the child
welfare clinic and the future will be based on the wellbeing and development of the child and the

situation of the family. (Koskivuori et al. 2004.)

Another model, which focuses more on excluded drug-using women, is the parent-infant project
at the University Hospital of Tampere. A patient (i.e. parent) may suffer from FAS or FAE
because her own mother has been a substance abuser. The financial situation of the patients is
usually poor and they may be homeless and involved in crime and prostitution. At the beginning

of treatment, a specialist in psychiatry assesses the patient’s need for treatment by conducting a
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substance abuse and psychiatric examination. The situation of the patient’s spouse is also
assessed, if necessary. All alternatives are considered in the assessment, including detoxification,
and if the patient is not motivated or is incapable of any other kind of treatment, buprenorphine
treatment is initiated. Concurrent use is monitored at least twice a month by drug screening and
searching for injection marks. A multiprofessional team participates in the assessment. Network
meetings are arranged during pregnancy and during the first year of the child’s life. The
meetings are attended by employees of the maternity clinic and the paediatric observation and
maternity wards as well as family members of the patient. The aim of the meetings is to plan the
patient’s treatment, support, rehabilitation and monitoring. Follow-up treatment is planned for
those mothers and families that need it. Follow-up monitoring may be carried out by social

services or a low-threshold substance abuse unit. (Sterngell 2005.)

In addition, there are separate shelters for children and women where they are supported in
parenting and life management. Some shelters are meant especially for families and mothers
with substance abuse problems, others for women who suffer from domestic abuse. There are
also mother and child homes that women can enter during pregnancy or with a small baby. The
father can also live there, if necessary. Mother and child homes seek to foster good child-parent

bonding and to teach parents step by step how to cope with life and look after their baby.

Reduction of health and social problems

The reduction of health problems is in many cases related to treatment and the treatment process.
Specific services that reduce health problems include health counselling services for injecting
drug users. Treatment services and health counselling services are mainly the same for both men
and women. The differences mainly have to do with individual treatment units, but treatment
programmes and methods are basically the same for both genders. However, there are gender-
specific programmes for sex workers, primarily for female prostitutes, but the content of these

services is not especially drug-specific. In some cases the services include outreach work.

The reduction of social problems is usually also carried out as part of treatment services and it
focuses mainly at integrating former drug users into society. The services are the same both for
men and women and often also for people with different types of exclusion problems and who
are at different stages of exclusion. However, there are some gender-specific services, usually for

women. The services focus on social rehabilitation and there are separate workshops for men and
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women, housing units and half-way houses for women and a Drop-in Centres for Homeless
Women. These services are available, but only incidentally in the fringe area of the service
network. For example, the Drop-in Centre for Homeless Women (Salli) in Helsinki develops and
tests new models and methods of social work. The aim is to reach out to new groups of homeless
people, such as pregnant women and drug users who are receiving substitution or maintenance
treatment. Salli offers women comprehensive support and the opportunity to discuss their issues
and handle their affairs. At the centre, clients can take care of personal hygiene and clothing and

cook and rest. (Presentation of the Drop-in Centre for Homeless Women 2005.)

A sort of last-resort service to reduce exclusion is the criminal justice system and related
services. Treatment referral carried out by the police is the same for boys and girls as well as for
men and women. However, prison services are gender-specific in that they are carried out at
different premises (women’s prisons). The methods used are however the same, with the

exception of specialised services for drug-using mothers who are in prison.

13. European Drug Policies: Extended beyond illicit drugs?

Drug Policy Action Programme 2004-2007 (2004) has been prepared alongside the Alcohol
Programme 2004-2007. However the Drug Policy Action Programme has only one direct
reference to alcohol. Direct references to tobacco are also scarce. Doping substances are not
mentioned at all. This is partly due to the legislation and administrative structures related to the
co-ordination of different substances. Ministry of Social Affairs and Health administrate the first
three substances. In Finland, the abuse of alcohol, pharmaceuticals or drugs is referred to as
substance abuse. These so-called intoxicants include tobacco but not doping substances. The
connections between programmes, substances and related interventions is grounded on this

concept.

The Drug Policy Action Programme has also been harmonised with Government's Internal
Security Programme, the national development project for social services, the target and action
plan for social and health services, drug strategies of the police and Customs, and the combined
strategy of the police, Customs and Border Guard for combating serious crime. Substance-
specific objectives are stated in the public health programme: “Smoking by young people will

decrease, to less than 15% of those aged 16—18; health problems associated with alcohol and
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drug use among the young will be dealt with appropriately and will not exceed the level of the

early 90s.”

13.1. Different substances in the drug strategies

The Drug Policy Action Programme 2004 - 2007 (2004) only has one direct reference to alcohol:
“The aim is to make youth workshop activities permanent during the present Government’s term
and to develop them at the regional level. These types of action also aim to support and
rehabilitate young people with alcohol and drug problems in collaboration with the local

substance abuse services.”

Direct references to tobacco are also scarce: “The National Board of Education defines together
with the National Research and Development Centre for Welfare and Health the objectives and
central principles for pupil and student welfare to be recorded in the bases of curriculum for all
education stages except adult education. These objectives include prevention of tobacco smoking

and substance use.”

Doping substances are not mentioned in the Drug Policy Action Programme.

In Finland, the abuse of alcohol, pharmaceuticals or drugs is referred to as substance abuse.
These so-called intoxicants include also tobacco, especially in prevention targeted at young
people, but they do not include doping substances. One reason for this is the administrative
division of labour, according to which the strategies on drugs, alcohol and tobacco are co-
ordinated by the Ministry of Social Affairs and Health, whereas doping issues are co-ordinated

by the Ministry of Education.

There are state-level programmes for alcohol and drugs; for other substances, programmes are

mainly local or carried out by organisations.
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13.2 Genesis and Rationale

Rationale of drug and alcohol programmes

Drug and alcohol programmes (2004 - 2007) have very few direct references to specific
substances. On the other hand, both programmes refer on a more general level to substance
abuse, problem use, related harm and prevention. These are referred to in the objectives of the

programmes as well as in the means to achieve these objectives.

The Drug Policy Action Programme and substance abuse

The objectives of the Drug Policy Action Programme 2004 2007 (2004) include the following
direct references to substance abuse, covering everything from drug prevention to treatment and

using the criminal justice system to treat inmates:

1. Strengthening multi-professional co-operation and prevention of substance abuse in pupil and

student welfare.

2. Developing new methods for the work of preventing substance abuse and strengthening local
co-operation between the authorities in drug prevention. Adopting a more effective approach to
reaching young people who have drug problems and are facing a risk of exclusion, strengthening

systematic drug prevention and its position and reducing substance abuse by young people.

3. Providing drug abusers with high quality and extensive substance abuse services.

4. More effective use of the time spent during a prison sentence to start substance abuse
treatment and to increase treatment motivation. Increasing the number of prisoners serving
sentences in substance abuse treatment units outside prison and intensifying the rehabilitation of

persons released from prison.

The Alcohol Programme and substance abuse

The objectives and strategies of the Alcohol Programme do not refer directly to drugs, but the

means outlined in the programme have several references to drugs. However, there are indirect
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references to drugs through the concept of substance abuse. The following list examines the

strategies of the drug and alcohol programmes starting from the main strategies in alcohol policy

stated in the Alcohol Programme. These have been compared with the objectives of the Drug

Policy Action Programme. It is also noteworthy that services related to drug prevention and

treatment are often implicitly considered as part of general welfare services. Concerning these,

the programmes have many more similarities but in the following, the objectives of the

programmes are compared by focusing on the concept of substance abuse.

Table 9. Comparison of objectives and means between Finnish Alcohol programme and

Finish Drug policy action programme;

Alcohol programme 2004 - 2007

The Drug Policy Action Programme 2004-
07

National level

Reducing the harmful impact of drinking on
the welfare of children and families.

* Supporting people and their social network is
most effective through local-level substance
abuse prevention, social welfare and health
care services and services related to education,
sports and culture.

* Developing substance abuse strategies in
municipalities, sports and other organisations
and promoting alternative activities to alcohol
use.

* Legislation should be supported, for
example, through broadly-based substance
abuse prevention targeted at young people and
through teaching traffic safety.

* Broadly-based substance abuse prevention
also includes other intoxicants besides alcohol.

* Intensifying the prevention of substance
abuse by children and young people in co-
operation with pupil and student welfare
services and other authorities who work to
prevent substance abuse.

* Implementing new methods for special
groups in preventive work.

* Adopting a more effective approach to
reaching young people who have drug
problems and are facing a risk of exclusion,
strengthening systematic drug prevention and
its position and reducing substance abuse by
young people.

Reducing risk-level drinking and its
harmful. effects.

* Harmful effects of substance abuse can and
should be prevented through social policy that
promotes wellbeing.

* Securing the availability and
comprehensiveness of  substance  abuse
services.

* QOrganisations in social welfare and health
care have developed their own programme for
2004-2006 to prevent substance abuse.
Organisations  follow the programme’s
objectives and guidelines as they participate in
co-operation related to the  Alcohol
Programme.

* Providing drug abusers with high quality and
extensive substance abuse services.

* More effective use of the time spent during a
prison sentence to start substance abuse
treatment and to increase treatment motivation.

* Increasing the number of prisoners serving
sentences in substance abuse tratment units
outside  prison and intensifying the
rehabilitation of persons released from prison.
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Local level

Strategy and administration

*  Municipalities draw up and update a
substance abuse strategy, which also addresses
alcohol issues, as part of a municipal welfare
programme.

* A contact person specialised in substance
abuse work, a cross-sectoral working group on
substance abuse issues and a local substance
abuse strategy form the basic structures of
substance abuse prevention co-ordination in a
municipality.

* Developing new methods for the work of
preventing substance abuse and strengthening
local co-operation between the authorities in
drug prevention.

* Strengthening the position of contact persons
specialised in substance abuse work as co-
ordinators of substance abuse prevention.

Substance abuse prevention

*The aim is to develop substance abuse
strategies in municipalities, sports and other
organisations and to promote alternative
activities to alcohol use.

* Planning and steering substance abuse
prevention is implemented in municipalities as
part of welfare and health promotion.

* Sufficient resources are allocated to the
municipal contact persons specialised in
substance abuse work.

* Municipalities will help maintain a drug and
alcohol free environment on premises and at
events intended for children and families.

*  Strengthening  multi-professional  co-
operation and prevention of substance abuse in
pupil and student welfare.

Substance abuse treatment services

* Developing treatment for alcoholics in
municipalities according to the Act on Welfare
for Substance Abusers and the quality
framework for substance abuse services with
the aim of guaranteeing sufficient and timely
treatment.

* Providing drug abusers with high quality and
extensive substance abuse services. Improving
the availability of drug-free treatment and
substitution treatment and access to care.

As in the Drug Policy Action Programme, there are few direct references to tobacco in the

Alcohol Programme. The only reference can be found in the section where the objective “to

achieve a down-turn in the overall consumption of alcoholic beverages” is connected to

“reducing the use of tobacco and alcohol among working age people”. However, tobacco is

referred to indirectly in both programmes through the concept of substance abuse — especially

within the context of prevention targeted at young people.
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Genesis of drug and alcohol programmes

The first Finnish drug strategy was published in 1997. Based on this, the Government made a
decision in principle on drug policy in 1998 integrating general social policy, national legislation
and international conventions. The objective of the drug policy is to prevent the import,
distribution and use of drugs and to reduce drug-related individual, social and economic
problems. The means to achieve these objectives include enhancing drug control based on a
complete ban, preventing drug experimentation and use and providing sufficient treatment and

better access to treatment.

Furthermore, Finland applies to its drug policy the objectives defined at the special session on
drugs of the United Nations’ General Assembly in 1998, the drug strategy and action plan of the
European Union (2000-2004), the guidelines for EU foreign and security policy and the

objectives of the action programme of the Council of Europe’s Pompidou Group.

As a result of the aggravated drug situation, the Government gave a decision in principle on 5
October 2000 to enhance the national drug policy (2000). The action programme was
implemented from 2001 to 2003 by the ministries responsible for drug issues. Its objectives
included the prevention of and early intervention in drug use, treating drug users and supporting
their family members, reducing drug-related harm, increasing control measures, international co-

operation, research and follow-up and harmonising, implementing and developing drug policy.

The first alcohol programme was drawn up before the drug strategy. The first WHO European
Alcohol Action Plan was issued for 1992—-1999. The second Alcohol Action Plan continued until
2005. Both these Action Plans have affected Finnish alcohol programmes. Since 1995, the
Ministry of Social Affairs and Health has been in charge of planning the alcohol policy without
the former alcohol company playing a central role in the planning. The Ministry’s Advisory
Committee on Intoxicant and Temperance Affairs has drawn up two national alcohol
programmes (for 1997-2000 and for the 2000s) based on the WHO European Alcohol Action
Plans. The first of these was prepared for 1997-2000 and the other for 2001-2003. However,
alcohol issues have lost some of their urgency both at the WHO and the European level, and

there is no certainty that the European Alcohol Action Plan will continue after 2005.

The different emphases of the programmes are reflected in legislation. The Narcotics Act

emphasises a complete ban and defines the ban and possible exceptions to the ban. The Act is
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complemented by legislation related to substitution treatment and the exchange of needles and
syringes. With regards other measures, the Act refers to legislation that touches on drugs and
other intoxicants. On the other hand, the first section of the Alcohol Act states, “the purpose of
the Act is to prevent detrimental societal, social and health effects caused by alcoholic
substances by controlling the consumption of alcohol.” The Act does not suggest a total ban on
use, but it is restricted through special provisions. Correspondingly, the Decree on Measures to
Reduce Tobacco Smoking states, “in organising information and education and in producing
health education programmes and other material aimed at reducing smoking, the Ministry of
Social Affairs and Health shall use specifically the expertise and services of the Ministry of
Education, central organisations of local authorities, and the relevant non-governmental
organisations.” Smoking is also restricted through special provisions; a total ban has not been
suggested. Other relevant legislation includes the Temperance Work Act, the Act on Welfare for

Substance Abusers as well as the Penal Code, which are referred to in the Narcotics Act.

Thus, the Drug Policy Action Programme (and related legislation) emphasises control measures
more than the Alcohol Programme does, specifies the methods of treatment and harm reduction
in more detail and states its goal is to lower the threshold between control and care. Furthermore,
the Drug Policy Action Programme is more closely tied to international conventions and

programmes than is the Alcohol Programme.

13.3. Administrative Responsibilities and co-ordination of action
programmes

The following table examines co-operation between administrative sectors in the current
organisational structures or in the ongoing development projects regarding alcohol, drugs,

tobacco, and doping substances.

Table 10. Cross-administrative structures: drugs, alcohol, tobacco and doping substances

Programmes Co-ordination Participants

Drug Policy Action Ministry of
Programme 2004—-2007 | Social Affairs
and Health
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— Co-ordination group

Ministry of Social Affairs and Health

Ministry of the Interior

Ministry of Education

Ministry of Foreign Affairs

National Research and Development Centre for
Welfare and Health, STAKES

National Public Health Institute

Office of the Prosecutor-General

National Board of Customs

— Working group on
drug legislation (2006)

Ministry of Social Affairs and Health
Ministry of Justice

Ministry of Finance

National Public Health Institute
National Agency for Medicines
National Board of Customs

National Bureau of Investigation

Alcohol Programme
2004-2007

Ministry of
Social Affairs
and Health

— National steering
group

Ministry of Social Affairs and Health

Ministry of Transport and Communications
Ministry of Justice

Ministry of Education

Ministry of the Interior

Ministry of Finance

National Public Health Institute

National Research and Development Centre for
Welfare and Health, STAKES

National Product Control Agency for Welfare
and Health

Finnish Institute of Occupational Health
Nordic Council for Alcohol and Drug
Research

The Association of Finnish Local and Regional
Authorities

Service Union United PAM

Finnish Hotel and Restaurant Association FHR
Finnish Centre for Health Promotion

— Co-ordination group
(local projects)

Ministry of Social Affairs and Health

National Public Health Institute

National Research and Development Centre for
Welfare and Health, STAKES

Finnish Institute of Occupational Health

Alko Inc.

Finnish Centre for Health Promotion

State Provincial Offices (6)

The City of Tampere (over 200,000 inhabitants)
The Municipality of Virolahti (less than 5,000
inhabitants)

Tobacco

Ministry of
Social Affairs
and Health
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— Control of tobacco Ministry of Social Affairs and Health

legislation National Product Control Agency for Welfare
and Health
State Provincial Offices
Municipalities
Industrial safety districts
Customs
Corporate self-control
Doping substances Ministry of
Education
(legislation:
Ministry of
Justice)
— The Finnish The Finnish Olympic Committee
Antidoping Agency Ministry of Education
FINADA Finnish Sports Federation

Finnish Society of Sports Medicine

According to the table, the Ministry of Social Affairs and Health co-ordinates drug, alcohol and
tobacco policy. However, drug policy is co-ordinated by a national drug policy co-ordination
group, which is separate from the structures that co-ordinate alcohol and tobacco policy.
Concerning prevention and treatment, the responsible parties are similar (except for doping
substances). Concerning control, however, the chains of responsibility are different. Drug-related
activities are controlled by the Ministry of Social Affairs and Health and the National Agency for
Medicines (import and related licences), and equally strongly by The Ministry of the Interior (the
Police and Boarder Guard), Ministry of Justice (Prison Service) and the Ministry of Finance (the
Customs). Alcohol issues are controlled by the Ministry of Social Affairs and Health, the
National Product Control Agency for Welfare and Health, State Provincial Offices,
municipalities and restaurants but also the Ministry of the Interior (the Police), Ministry of
Justice (Prison Service) and the Ministry of Finance (the Customs). The chain of control is
similar for tobacco and alcohol. Compared with drug control, the control of tobacco and alcohol
is appreciably more multi-stepped, focuses on controlling legal use, emphasises self-control and

extends more widely to the local level.

Drugs and alcohol — harm-related costs and funding of programmes

No special appropriations were allocated for the Drug Policy Action Programme for the years

2004-2007. The total drug-related costs for all administrative sectors (combatting serious drug
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crime, promoting health, operating costs of the Customs Administration etc.) are however
estimated to amount to tens of millions of euros. As part of the Drug Policy Action Programme,
drug treatment services received a special appropriation of €15 million for 2002-2003. In its
supplementary budget for 2003, the Government granted a special appropriation of €1 million
for the implementation of the Alcohol Programme in 2003-2005. The money was used to
acquire and produce material that supports the activities of the partners in the Alcohol
Programme, to organise national and local events and to cover the costs of co-ordination. No
grants are to be distributed from this sum. However, compared with drug-related costs, there are

manifold alcohol-related costs for all administrative sectors.

14. Developments in drug use within recreational settings

Recreational drug use is a relatively new concept in the Finnish drug debate and is connected to
the diffusion of new party and techno culture. The culture spread fairly slowly in Finland.
Techno culture was first a small underground movement, but it started to gain increasing
popularity among young people and young adults in the mid 1990s. The new party culture spread
to ordinary restaurants that serve alcohol, nightclubs and discos, which started to play techno
music. At the same time, it began to incorporate features that are typical to Finnish alcohol
culture, such as binge drinking. Finnish nightlife, however, is not distinctly divided into clubs or
bars that are specialised in one type of music. Recreational drug use can no longer be examined
simply as part of techno culture but as a wider trend in youth culture. Because drug use has
primarily been prevented by penal sanctions, monitoring public places and at the music festivals

popular among young people, drugs are mainly used in private premises.

It has been noted that "conventional" drug education does not correspond to the way recreational
users perceive drug use. Instead so called two-way education has been promoted be used for
recreational drug use. The approach does not aim at a total ban on drugs but at the reduction of
the risks and harm related to drugs. Likewise, the drug policy aimed at treatment or harm
reduction has been targeted at problem drug users in particular, while the recreational users do
not want to identify themselves as problem drug users. Sometimes adequate treatment for them is
the opportunity to talk about drug use with an expert. So the Internet has become an important
communication channel and discussion forum for drug users and this has been noted in substance

abuse prevention as well as means for treatment and harm reduction.
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14.1 Definition of recreational drug use

Recreational drug use is a new concept in the Finnish drug debate. Recreational drug use only
started to be included in discussions on drugs along with experimental and problem use at the
beginning of the 21st century. The term “recreational drug use” was not accepted in public
debate unreservedly. For example, an editorial in the leading Finnish daily newspaper Helsingin
Sanomat considered the term “recreational drug use” too light-hearted (Huumeiden
vithdekdytostad... 2003). The term was also criticised in public by the police, some politicians
and anti-drug non-governmental organisations (Ehkdisevdn pidihdetyon ... 2005, 10-11).
Speaking of recreational drug use was considered dangerous because it gave too positive and
harmless an image of drug use. It was also in contradiction with the goals of the official drug
policy and an unacceptable expression from the point of view of drug policy, as the starting point

of the Finnish drug policy is that all drug use is drug abuse.

The definition of recreational drug use is based on the cultural context. Besides the substances
used, it incorporates users, environments, ideologies and motives of use, the mechanisms that
support drug use, frequency of use and consequences of use. Recreational drug users are
ordinary, often well-off and successful young people or young adults, and the positive effects of
recreational drug use are emphasised. People are aware of the risks of and harm from
recreational drug use and they think that drug use will cause no problems for them. Recreational
drug use always includes an assumption of the controllability of drug use. The definition also
includes the idea that the user is not socially excluded. Drug use occurs in free time and it must
not interfere with the user’s work or studies. No other drug crime than offences involving use or
possession of drugs is usually related to recreational drug use. Substances are usually supplied in
small amounts between friends without the purpose of financial gain (Salasuo et al. 2002; cp.

EMCDDA 2002b).

14.2. The trends of recreational drug use

The metaphor “drug wave” has been adopted in Finland to describe the prevalence of drug
experimentation and use (Hakkarainen 1992, Partanen et al. 1999)%1 The first drug wave refers
to the use of drugs that started to spread in the 1960s with the hippie movement and plummeted

by the mid 1970s. After that, drug use was a marginal phenomenon in Finland until it started to

91 See also chapter 2.1.
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increase rapidly at the beginning of the 1990s. This increase was called the second drug wave
and was connected to techno culture. With the second drug wave of the 1990s, drug use has

become more diversified and the number of substances used is greater than before..

Drugs and drug use were first linked with young people and youth culture in the 1960s, when
drugs were also considered a social problem for the first time in Finland (Hakkarainen 1992).
The youth phenomenon known as the hippie movement spread from the USA to other western
countries. The use of drugs, mainly cannabis and LSD, was an expression of social protest by
white, middle-class young Americans and a symbol of a new way of life (Miller 1991). The roots
of the first Finnish drug wave were in the ideology of the hippie movement, even though it had
less significance here than in other western countries (see Hakkarainen 1992:60-78, Salasuo

2003).

The second Finnish drug wave, which began in the 1990s, also has international roots. A new
kind of party culture, better known as techno culture (has also been called rave or club culture),
began to take shape at the end of the 1980s in the UK. Ecstasy became the symbol of this new

music trend and culture (see the summary of the birth of techno culture Salasuo 2004a).

Compared to other Western European countries, the new form of drug use as part of the new
party and techno culture spread fairly slowly in Finland. The first club night was held in Finland
in 1988. First, techno culture was a small underground movement and it had an elitist reputation.
However, ecstasy was already well known at the beginning of the 1990s, and the use of ecstasy
had a special meaning. It symbolised a new form of substance use that people used to distinguish
themselves from the traditional alcohol culture (see also Seppild 1999). Techno culture started to

gain increasing popularity among young people and young adults in the mid 1990s.

At the end of the 1990s, the phenomenon started to diversify and its popularity was established.
At the same time, it started to lose its original nature and become part of the nightlife of
“ordinary” young people and young adults. The new party culture spread to ordinary restaurants
that serve alcohol, nightclubs and discos, which started to play techno music. At the same time, it
began to incorporate features that are typical to Finnish alcohol culture, such as binge drinking.
Recreational drug use can no longer be examined simply as part of techno culture but as a wider
trend in youth culture. (Hakkarainen et al. 2003, Salasuo 2004d, Salasuo 2005, Salasuo et al.
2005)
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Recreational drug use in Finland today®?

In Finland, people use and experiment with drugs to a far lesser extent than in most other
Western European countries (e.g. EMCDDA 2004a). This has been explained by Finland’s
distant location in Europe and thus the smaller supply of drugs as well as by the strong position
of alcohol in Finnish culture (Hakkarainen 1992). Many schoolchildren binge drink (Ahlstrom et
al. 2003; see also Lihteenmaa 2004) and it is easy for young people to obtain alcohol (Holmila et
al. 2005). Because alcohol is a legal substance, it has usually been clearly differentiated from
illegal drugs, and there is a clear distinction between the use of alcohol and drugs. However,
according to a new study, Finnish drug and alcohol cultures are closely connected with each

other (Hakkarainen et al. 2005).

Some international studies have shown that drug use is more common at night-time venues, such
as restaurants, discos and nightclubs, than at other leisure-time venues that are popular with
young people and young adults. Connections between certain music styles and recreational drug
use have been found (Calafat et al. 1999, 2001 and 2003, EMCDDA 2002b; see also EMCDDA
2005). It is not easy to distinguish specific sub or youth cultures based on different music styles
or cultures in Finland. Various music styles and cultures are not clearly differentiated from each
other, and Finnish nightlife, for example, is not distinctly divided into clubs or bars that are
specialised in one type of music. (See, however, Torronen & Maunu 2004). Even though the
media has in particular linked drugs to techno and other electronic dance music, no music style

or other similar “youth culture” can be said to promote drug use.

In Finland, drugs are mostly used in big cities in the south, such as Helsinki and the Greater
Helsinki area, Turku and Tampere. Even though the new party culture has become part of
mainstream youth culture and increasing numbers of young people spend their leisure time in

line with the codes of party culture, only a small number of these people use drugs. Although

92 The prevalence of recreational drug use is difficult to estimate with population surveys. Information on experimental drug
users has been collected via the Internet and discussion forums (e.g. Roine 2004, Salasuo 2004c, Seppald 1999, Seppald 2003,
Seppéld et. al. 2004, Sjoberg 2005) The target population includes young adults from 18-30 years of age. Pauliina Seppdld’s
(1999) master’s thesis examined drug use within techno culture (N=12). The material for Mikko Salasuo’s dissertation (2004c),
which included 60 user interviews and 400 survey replies collected via the Internet, was obtained in 1999-2001. Because of the
fact that the majority of recreational drug users have never been involved with the authorities (drug treatment, the police), also

register data available would probably provide a false image of typical recreational drug use and users.
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young people’s attitudes towards cannabis in particular, and in the youngest age groups also the
attitudes towards ecstasy, have become more lenient, the majority of young people take a very
negative stand towards drugs and they have not tried any of the illegal drugs (Hakkarainen et al.
2004, Piispa et al. 2005). This is shown, for example, by the fact that when Finnish material for
the 2003 IREFREA study was collected in Turku, it was difficult to find enough people for the
target group (Kuussaari 2003, 348-353).

14.3. Different cultures of recreational drug use

The new party culture and the second drug wave have been compared with the first drug wave
and its ideology adopted from the hippie movement. Even though some similarities can be
found, the second drug wave lacks the political nature of drug use, the collective expression of
social protest and radicalism that were typical of the first drug wave. The protest was replaced by
relaxation, momentary escape from everyday life, maximising pleasure, seeking new experiences
and socialising with friends. Recreational drug use has been seen as part of the consumer,
experience and information society. It has been associated with hedonism, aesthetic values and
the shaping of identity as well as with interest in spirituality and the desire to “expand
consciousness”. And it emphasises the individual’s freedom and responsibility to choose his or
her own way to spend free time and experience pleasure without the rules being dictated by
others. The importance of the Internet in the spread of recreational drug use should not be
underestimated; since the Internet enables anonymous communication, it has a significant role in
shaping and maintaining various drug cultures. Within the stimulant culture, people working in
IT or the new media have particularly been associated with recreational drug use. Recreational
drug users are considered as being well-educated, financially and socially well-off people

(Salasuo et al. 2002:155—157; see also Partanen 2002).

It is possible to distinguish three different cultures of drug use within recreational drug use: party
culture, i.e. stimulant culture; psychedelic culture, i.e. the so-called expansion of consciousness;
and habitual drug use, which refers to “pot smokers”, i.e. habitual users of cannabis93 The
categories have been formed based on the content, primary motives and environments of use,
and they are meant to be indicative. They are not strictly defined and different subgroups may

overlap. The subgroups may also include different, possibly contradictory cultures. Transitions

93 The descriptions of the cultures of drug use are based on the article Huumeiden viihdekdytté ajankuvana [Recreational drug
use as a reflection of the spirit of time] [Salasuo et al. 2002] and partly on the Huumeet Internetissd ja nuorisokulttuureissa
[Drugs on the Internet and in youth cultures] report [Seppald et ak. 2004, 59-102]).
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between the cultures may also occur. What is common for all the subgroups is that they have
influenced each other. Cannabis is the most common drug in all cultures of drug use. The use of
cannabis has become an everyday event and cannabis has become a “general drug” that suits
many situations. It is no longer necessarily considered a drug. A typical feature of recreational
drug use in Finland is that drugs are mainly used at home or on other private premises. Drug use
in public places (clubs, restaurants) is avoided due to the risk of being caught. Drugs are often
used either before or after going to a club, in which case people do not have to carry drugs with

them.

Habitual users of cannabis, i.e. so-called pot smokers. Habitual users of cannabis, i.e. pot
smokers, form the largest and most common subgroup within recreational drug use. This is not a
homogenous user group or culture of drug use although according to some users, there is a
common pot subculture. Pot smokers mostly use cannabis alone or together with friends. The
roots of habitual drug use are in the first drug wave at the end of the 1960s and the beginning of
the 1970s. Methods of use vary between different groups and cultures of use. An essential
feature is the position of cannabis as the primary substance. Cannabis use may be related to
everyday relaxation and intensifying sensations as well as to seeking experiences in special
situations. It is part of users’ (overall) way of life and for some it may also be an ideological

choice (see also Oinonen 2000).

Party, i.e. stimulant, culture. When recreational drug use has been discussed in public, most
attention has probably been paid to party culture, i.e. stimulant culture, which has also been
called rave or techno culture. Ecstasy and amphetamine are the most popular drugs within party
culture; cannabis and to some extent “gamma” (GHB, Gamma Hydroxy Butyrate) are also used.
Cocaine is quite rare in Finland and it is very expensive compared with amphetamine. Cocaine
has only occasionally been available on the Finnish drug market. People use stimulants for
partying, relaxation and hedonism. The use of stimulants is often related to leisure time and
weekends and socialising with friends. Party culture is concentrated in restaurants and
nightclubs, and dancing plays a significant role. Stimulants are used to intensify the sensations
produced by music and dancing. They can also relieve tiredness and give energy for partying and
dancing. Private rave parties that were once arranged in warehouses or other such places have

been replaced by commercial events (e.g. http://www.koneisto.com).

Psychedelic culture, i.e. expansion of consciousness. Psychedelic culture, which has its roots in

the ideology of the hippie movement, is the most marginal and invisible subculture within
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recreational drug use. Hallucinogens, such as LSD, magic mushrooms and cannabis, play a
central role in this culture. Substances circulate mainly among small groups of friends. The
availability of LSD has been rather scarce in Finland. Magic mushrooms are grown at home to
some extent, although some mushrooms also grow in the wild in Finland. People within the
psychedelic culture have contradictory attitudes towards ecstasy. So-called research chemicals
are also used to some degree. In psychedelic culture, drug use is related to expanding
consciousness, increasing self-knowledge and seeking experiences and also to just having fun.
Psychedelic drugs are almost exclusively used on private premises or other quiet places, such as
in nature. Even though there may be several very different motives and forms of drug use within
psychedelic culture, all users take a common “serious” attitude towards drug use. It can be
described as being ideologically important for users; however, considering drug use “religious”

is an over-interpretation (see Sjoberg 2005)%4.

Recreational drug use, risks and social norms

The main risk in using illegal drugs is that the user cannot be sure of the strength, purity or real
consistency of a substance. Different substances and methods of use have different risks. A
user’s inexperience is also often a risk factor if he or she does not know the right dosage or
combined effects of substances or considers some substances harmless. The “official drug
information” often differs from experience-based knowledge, i.e. the information provided by
other users or found on the Internet (see e.g. Salasuo 2004, Seppdld 1999, Seppili et al. 2004,
Sjoberg 2005). Minimising and anticipating harm and risks are particularly important in
recreational drug use, and drug use is controlled by the culture’s own (sometimes publicly
unexpressed) norms and social sanctions. The social norms and sanctions within recreational
drug use in Finland include not approving intravenous drug use. The use of heroin is publicly
disapproved of and heroin users are considered “losers”. (Salasuo et. al. 2002:158-161, Seppila

et al. 2004)

Certain rituals and social norms — “cultural instructions for use” to reduce the risks and harm
related to drug use — have been adopted especially by ecstasy users. This has been called the
health literacy of the users (Salasuo 2004b; see also Calafat et al. 2001:181-200). Ecstasy-related
deaths often attract a lot of attention, even though they are quite rare. In 2000-2004, there were
seven deaths caused by ecstasy poisoning in Finland. In these cases, the cause of death was the

combined effect of ecstasy and the antidepressant moclobemide. (Vuori 2003, 2005) “Ecstasy

94 The use of psychedelic drugs was examined using material (N=38) collected by Sari Sjoberg (2005) in 2002-2004
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death” is however a misleading expression and it has been suggested that it should be defined
more accurately (EMCDDA 2004a, 37). No official “pill testing” (see e.g. Benschop et al. 2002)

of ecstasy tablets is carried out in Finland, but the practise is known among users in Finland.

14.4. Responses to recreational drug use.

Drug policy often aims at a balance between sanctions regulated by drug legislation and
treatment measures that improve the life of drug users. Finland is in principle committed to
following a strict drug policy. The drug policy currently implemented in Finland can be roughly
divided into two different operating models: implementing restrictive drug policy by
emphasising penal actions to prevent drug use, and reducing drug-related social and health
problems (Tammi 2002; Virtanen 2002; see also Scenario of Finnish Drug Situation 2004 -
2007.).

In Finland, the drug policy aimed at harm reduction has been targeted at problem drug users in
particular. Intravenous drug users have been provided with units engaging in needle exchange,
hepatitis vaccination and health counselling, and opiate addicts have been offered the
opportunity for medical substitution treatment. Harm reduction policy, however, has not
included recreational drug use; instead, the traditional restrictive drug policy has been
implemented. Decriminalisation of drug use has been discussed from time to time in Finland in
connection with the amendment of drug legislation. However there has been a desire to preserve

punishment for use as a legal principle measure in the work against drugs.9°

Drug control

Legislation on drug offences was revised in 1993 with the introduction of the so-called seventh
section according to which, sanctions may be waived if the offence is deemed of minor
significance in view of the circumstances, not considered as offending general obedience to the
law, or if the offender has sought treatment approved by the Ministry of Social Affairs and
Health. However, this possibility was used quite rarely and the legislation was not implemented

in practice as intended by the legislator (see Kainulainen 1999, Kainulainen 2002).

95 See description of the history of Finnish drug legislation in Hakkarainen 1992:131-150, Kainulainen 1999, 2002.
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Legislation on drug offences was reformed again in 2001. The possession, acquisition and use of
small amounts of drugs became a drug-user offence that did not need to be taken to the District
Court. The police can impose a fine immediately at the scene of the crime and the prosecutor
later confirms the fine (called the summary penal proceeding practice). It was considered
important that a fine should not be imposed automatically. Especially underage (under 18-year-
old) first-time offenders should be referred to a multiprofessional (the prosecutor, the police and
a representative of social services) hearing and, when needed, to treatment. (see Kainulainen

2005).

The majority of drug offences reported to the police have been cases of use and possession of
drugs for personal consumption, which means that there has been the possibility to waive
charges. The decision to waive charges has been left to prosecutors. An examination of the
general trend for decisions to waive charges from the beginning of 2000 indicates that this
practice has rarely been applied. The most common sanction for a drug offence has been a fine.
The number of decisions to waive charges has decreased whereas the number of those fined
through summary penal proceedings has grown. A study of the decisions to waive charges
reveals that the opportunities to arrange hearings for juvenile offenders and the number of
treatment referrals have however increased. (Kainulainen 2005; for hearings, see also Scenario

of Finnish Drug Situation 2004 - 2007:15-16)

Recreational drug use has been controlled especially by police monitoring and raids. The
majority of arrests involved the use of cannabis or the possession of small amounts of drugs. As
a sanction, the offenders have mainly been given day-fines based on their income. Their
intention has been to give a message that no form of drug use is acceptable in Finland.
Supervision has particularly been increased at the music festivals popular among young people.
The police have circulated among festival crowds with drug detector dogs, thus aiming at
preventing drug use. Raids on events that play techno or other electronic music have been most
visible and they have attracted the most publicity. Control measures have also been targeted
outside events. However, the highest law enforcement authorities have considered control
measures (drug tests, raids with drug detector dogs) targeted e.g. at schools or confirmation

camps as illegal or unfounded.
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Drug treatment and substance abuse prevention

The increase in recreational drug use has also set new challenges for the drug treatment sector
and substance abuse prevention. The harm caused by recreational drug use is somewhat different
from the harm related to traditional problem drug use, such as substance addiction, infectious
diseases transmitted by dirty needles and syringes (HIV, hepatitis) and committing property
offences to finance drug use. The efficiency of “conventional drug education” in the prevention
of recreational drug use has also been questioned. At the end of 2001, a 2-year pilot study started
in Helsinki. The aim of the study was to find research methods to identify new drug use

phenomena quickly (see the study reports of the project: Seppald 2003, Seppéla et al. 2004).

Drug treatment and social and health services. Only a small number of those who experiment
and use drugs face problems. The majority of them only try drugs a few times (Hakkarainen &
Metso 2003). No studies have been conducted in Finland on the degree to which recreational
drug users use social and health services or the number of acute emergency room visits made due
to recreational drug use. Data was gathered through e-mails and interviews from three health
care units in Helsinki for the "Huumeet Internetissd ja nuorisokulttuureissa" (Drugs on the
Internet and in youth cultures) report. According to the data, cannabis was the most common
substance to cause problems. Often, patients did not use their own initiative to seek treatment
due to problems caused by cannabis use, but they were coerced into treatment by someone else
(school, parents etc.) (Seppild et al. 2004:103—104; cp. EMCDDA 2004b: 82-92). There were
also some mentions of the use of ecstasy and, to lesser extent, other stimulants. Often, the
recreational users of these substances only wanted to talk about their drug use with an expert.
Sometimes, other problems behind drug use resulted in longer treatment (Seppéld et al.

2004:103-104).

Drug education and substance abuse prevention. Drug education has generally been considered
the most important form of anti-drug work (cp. Ehkidisevén péihdetyon ... 2005, p. 16; Scenario
of Finnish Drug Situation 2004 - 2007, p. 23—-24). Recently, some criticism has been directed at
drug education (e.g. Hippi 2001, Soikkeli 2002). When the efficiency of drug education has been
evaluated from the perspective of recreational drug use, its main problem has been that the image
of drug use provided by drug education does not correspond to the way recreational drug users
perceive drug use. It has been suggested that “conventional” drug education should be replaced
by so-called two-way education, which besides providing practical information, aims at creating

contacts with drug users and the people who deal with the drug phenomenon in their work
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(Seppild et al. 2003). Two-way education does not aim at a total ban on drugs but at the
reduction of the risks and harm related to drug use. The Internet has become an important
communication channel and discussion forum for drug users, and this has been noted in
substance abuse prevention (see Ehkdisevin pdihdetyon ... 2005, p.17; see also Piispa 2002a and

2002b).

Anti-drug activities of non-governmental organisations. In Finland, various non-governmental
organisations have had a significant role in anti-drug activities, and in addition to the police,
some parents’ associations, for example, have actively provided drug information (Hakkarainen
1992; see also Ehkdisevén paihedtyon... 2005; Scenario of Finnish Drug Situation 2004 - 2007,
p. 24-25).96 The Finnish Centre for Health Promotion (http://www.health.fi) co-ordinates

national organisations that work to prevent substance abuse. The largest and most visible NGOs

are the Free from Drugs Association (http://www.irtihuumeista.fi), YAD (Youth against Drugs)

Finland (http://www.yad.fi), Eldmd On Parasta Huumetta (Life is the Best Drug) Association

(http://www.elamaonparastahuumetta.fi) and the Finnish Health Association

(http://www.terveys.fi). These NGOs primarily focus on substance abuse prevention, drug

education, voluntary work and organising various events, and not so much on working to prevent
recreational drug use. Many NGOs and anti-drug organisations have dismissed the concept of
recreational drug use and considered it morally dubious. The Finnish Association for a Humane

Drug Policy (http://www.hppry.org), established in 2001, is quite exceptional among the NGOs

as it actively promotes the implementation of a drug policy aimed at harm reduction for
recreational drug use. Organisations that promote permitting the use of cannabis such as the

Finnish Cannabis Association (http://www.sky.org) have also participated in the debate on

recreational drug use.

Anti-drug campaigns in 2000-2005. Anti-drug campaigns have not been directed at specifically
preventing the recreational use of drugs; their intention has been to arouse new kind of drug
debate. The Finnish Centre for Health Promotion arranged in 2001-2003 a unique nation-wide
campaign against drugs, which included drug information (newspaper, radio and TV

advertisements), traditional drug education on the effects of drugs (http://www.kokototuus.com)

and a discussion forum (http://www.puolitotuus.com) on the Internet (see the final report on the

campaign by Jallinoja et al. 2003). In addition to alcohol treatment and prevention, the A-Clinic

Foundation (http://www.a-klinikka.fi) has increasingly focused its activities on general substance

96 There are already dozens of anti-drug NGOs and small associations in Finland. Their contribution to the work against drugs is
quite varied. Finland’s Slot Machine Association (http://www.ray.fi) supports the activities of many of these NGOs and
associations.
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abuse prevention. It maintains AddictionLink (http://www.paihdelinkki.fi), which includes the

popular discussion forum, Sauna, and provides information on drugs and their effects and the
risks related to drug use. Studies have also been published on AddictionLink’s discussion forum
Sauna and on its users and discussions (Lehmusvaara 2002 and 2004, Piispa 2002a and Piispa

2002b, Roine 2004). YAD started the “Rave Against Drugs” project in 2005

(http://www.yad.fi/esitteet/rad_projekti.htm) aimed especially at recreational drug users, and a

decision has been made to make it a permanent part of YAD’s activities.

What does the future look like for recreational drug use in Finland?

Both Finnish drug waves have international roots. The new party and techno culture that came
along with the second drug wave first spread in Finland quite slowly. The phenomenon expanded
and diversified at the end of the 1990s, when it began to incorporate national features and
became part of mainstream youth culture. It is likely that international trends will continue to
steer the trends for recreational drug use in Finland. If various drug cultures and the Finnish
alcohol culture further intertwine in the future, the changes in alcohol culture and policy may

also be reflected in the trends for recreational drug use.

In Finland, recreational drug use has primarily been prevented by penal sanctions. Monitoring
has been carried out especially in public places and targeted at open drug use. It has been
claimed that control measures have in fact been directed most severely at those who are socially
excluded (Kinnunen 2002). If this is the case, it will be difficult to intervene in recreational drug
use or even significantly reduce it by mere police control. It is very difficult, if not impossible,
to prevent recreational drug use when it is part of (youth) culture or other international trends,

and as regards treatment measures, they cover only a small number of recreational drug users.

According to the most recent studies, drug experimentation and use have taken a downward
swing in the 21st century (Hakkarainen et al. 2001 and 2003; see also Hurme 2005:11-12).
However it has been estimated that the second drug wave, which began in the 1990s, will not
subside in the same way as the first drug wave did; rather, it will become a more permanent
phenomenon. Thus, drug use and recreational drug use in particular will become part of our
cultural heritage in much the same way as alcohol culture has (Seppéld et al. 2001, Salasuo 2005,
Salasuo et al. 2005). The use of cannabis in particular seems to have become established in

certain social groups.
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osallistua rikollisryhmén toimintaan. Oikeusministerion tyéryhméamietintdja 2005:5. Ks
http:/www.om.fi/31402.htm

Yearbook of Alcohol and Drug Statistics 2004. Péihdetilastollinen vuosikirja 2004. Stakes.
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16. Changes in legislation

Amendment to the Road Traffic Act. Tieliikennelain muutos (113/2004)
Amendment to the Penal Code. Rikoslain muutos (650/2004)
Amendment to the Coercive Measures Act. Pakkokeinolain muutos (651/2004)

Agt on the Protection of Privacy in Working life. Yksityisyyden suojaa tytelamassa koskevan
Ir?t?utos (579/2004)

Following amendments to the following Acts:

1. Amendment to the Occupational Health Care Act (740/2004).

2. Amendment to the Act on Co-operation within Undertakings (761/2004),

3. Amendment to the Act on Co-operation in Government Departments and Agencies
(762/2004),

4. Amendment to the State Civil Servants Act (763/2004),

5. Amendment to the Act on Civil Servants in Local Government (764/2004)
6. Amendment to the Act on Parliamentary Civil Servants (193/2005).
The Government Decree (218/2005)

Amendment to the Criminal Records Act (654/2004)

Act on rehabilitation benefits and rehabilitation allowances (566/2005)
Amendment to the Road Traffic Act (113/2004; 1103/2004)
Amendment to the Act on safety tasks in the rail system (1167/2004
Juvenile Punishment Act (1196/2004; 1284/2004),

Act on imprisonment (767/2005)

Detention Act (768/2005)

Amendment to the Penal Code (650/2004)

Amendment to the Coercive Measures Act (651/2004)

Amendment to the Police Act (525/2005)

The Act on the execution in the European Union of orders freezing assets or evidence (540/2005)
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17. Figures and Tables

Figures

Figure . Trends in drug use and drug-related harm 1995-2004 (1995 = 100)
Drug offences = narcotics offences recorded by the police (Table 2). Drug-related
morbidity = drug-related diseases according to primary or subordinate diagnosis
in the health care register statistics of STAKES (Figure 6). Drug-related mortality
= narcotics findings in deaths according to the Helsinki University Department of
Forensic Medicine (Figure 5, maximal value). Experiments and use = those having
tried drugs during lifetime / during last year in population surveys.

(Virtanen 2004.).

Figure 2a. Percentage of men (15-69 years) having tried drugs during their lifetime
or in the past year
(Hakkarainen et. al. 2005)

Figure 2b. Percentage of women (15-69 years) having tried drugs during their lifetime
or in the past year
(Hakkarainen et. al. 2005)

Figure 3a. Percentage of boys (15-16 years) having tried cannabis during their
lifetime or in the past year
(Ahlstrom et. al. 2004)

Figure 3b. Percentage of girls (15-16 years) having tried cannabis during their
lifetime or in the past year
(Ahlstrom et. al. 2004)

Figure 4. Percentage of problem drug users (amphetamines and opiates)
among 15-55-year-olds 1997-2002
(Partanen, P. et.al. 2004)

Figure 5. Drug-related deaths according to different criteria 1995-2004
(Vuori 2005, Huohvanainen 2005, Virtanen 2004)

Figure 6. Hospital treatment periods related to narcotics by gender 1995-2004
(Stakes, Health Care Register, HILMO)

Figure 7. Mental disorder diagnoses co-occurring with drug diagnoses
in 1987-2002 according to the hospital patient discharge register
(Pirkola et. al. 2004)

Figure 8. Narcotics findings from people suspected of driving under the
influence of drugs in road traffic, 1995-2004
(Lillsunde 2005)

Figure 9. Percentage of prisoners with a drug offence as their principal
offence in annual prison census, 1995-2004
(Muiluvuori 2004, Hypen 2004b)
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Figure 10a. Drug offers to boys (%) in the past year
(Rimpeld A. et.al. 2003)

Figure 10b. Drug offers to girls (%) in the past year
(Rimpeld A. et.al. 2003)

Figure 11a. Drug offers to men (%) in the past year
(Piispa et.al, 2005, Virtanen 2005)

Figure 11b. Drug offers to women (%) in the past year
(Piispa et.al, 2005; Virtanen 2005)

Figure 12. Costs of the harm caused by drugs (minimum-maximum) in
Finland 1997-2004

Figure 13a. Acquaintances having tried drugs (%)
15-64-year-old men 19962004

Figure 13b. Acquaintances having tried drugs (%)
15-64-year-old women 19962004

Figure 14.Has tried cannabis during lifetime; by age and gender group

Figure 15. Proportion (%) of amphetamine or opiate problem users
among 15 - 54-year-olds

Figure 16. Drug-related morbidity by age and gender group
Figure 17. Drug treatment clients by age groups and gender groups

Figure 18 Primary problem substance of drug treatment clients
by age and gender group in 2004

Figure 19. Housing situation of drug treatment clients
by age and gender group in 2004

Figure 20. Hepatitis C infections by age and gender group

Figure 21. Drug-related deaths by age and gender group
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Tables

Table 1. Substances used by clients entering treatment for the use
of narcotics and pharmaceuticals (% of clientele) in 2000-2004
(Partanen A.et. al. 2005, Virtanen 2005)

Table 2. Drug offences reported to the police and Customs in 1995-2004
(Hietaniemi 2005; Kainulainen 2005)

Table 3. Drugs recorded as seized by the police and Customs in 1995-2004
(Hietaniemi 2005; Kainulainen 2005)

Table 4. Number of drug seizures recorded by the police and Customs in 1995-2004
(Hietaniemi 2005; Kainulainen 2005)

Table 5. Estimated resources of Drug Action Plans 2001-2003, 20042007
(EUR million)

Table 6. Percentage of 15-34-year-olds having tried drugs according to the
2004 survey

Table 7. Development of the number of amphetamine and opiate
users in Finland in 1997-2002

Table 8. Development of the population share (%) of amphetamine and
opiate problem users in Finland in 1998-2002.

Table 9. Comparison of objectives and means between Finnish
Alcohol programme and Finish Drug policy action programme

Table 10. Cross-administrative structures: drugs, alcohol, tobacco
and doping substances
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