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1 PREFACE 

Oslo has experienced a steep increase in overdose deaths during the nineties. This has 
caused public concern and several initiatives to meet the problem, seemingly in vain. 
A report to the municipal authorities (1) noted insufficient knowledge on causes and 
effects of possible initiatives and solutions. One promising road seemed to be to study 
development and policies in comparable European cities. 
 
Cities in different countries, similar in size, population and economic situation, should 
have much to learn from each other in respect of drug policy and measures intended to 
prevent drug-related deaths. But cities also have different ways of monitoring the 
situation, the health and social systems and patterns are different, and the actual 
situations are hard to compare. The lessons should consequently be discussed in due 
consideration of the local situation and traditions. 
 
On this background Oslo took an initiative in relation to Amsterdam, Frankfurt am 
Main and Copenhagen in order to see whether there was interest for a joint project to 
investigate factors influencing the rate of overdose deaths, with an ultimate aim to 
prevent such deaths from occurring. The three cities consented that an application for 
funding such a project be sent to the European Commission from the City of Oslo. 
 
The Commission signalled willingness to grant funding for the project with a duration 
of two years, on the condition that the city of Oslo granted about the same amount. On 
that basis the project was established from the 15th of December 1999. 
 
The project is administered by The Alcohol and Drug Addiction Service, Oslo, with 
the Unit for Addiction Medicine, Institute of Psychiatry, University of Oslo as the 
academic basis and scientifically responsible body. 
 
The project group: 
Mette Harbo, Copenhagen 
Marcel Buster, Amsterdam 
Susanne Schardt, Frankfurt am Main (first year) 
Peter Noller, Frankfurt am Main (second year) 
Knut T. Reinås (project manager) Oslo 
 
Scientific consultant: Helge Waal, Unit for Addiction Medicine, University of Oslo. 
 
The Interviews from Frankfurt have been conducted by Oliver Müller, Frankfurt am Main 
 
We hereby wish to thank the EU commission and the City of Oslo, which, through their 
funding, have made this project possible. 
 
Note: 
1.  Welle-Strand, Gabrielle: "Hvordan kan man møte overdoseproblematikken på kort og lang sikt i Oslo 

kommune?" Report from a working group considering the overdose problem. Rusmiddeletaten, Oslo 1998 
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2 INTRODUCTION 

2.1 Aims and objectives 

 
The aim of this project is to learn from each other. Drug use causes serious problems all over 
Europe and the high number of overdoses is one of the most tragic problems. There are, 
however, wide variations in numbers and in measures taken. Contextual and situational 
differences are often conspicuous, and comparisons might therefore be difficult and 
sometimes impossible to do fruitfully. Nevertheless, the point of departure for this project is 
the fact that we should try, even though it is necessary to take precautions against false 
conclusions and spurious correlations. 
 
In order to enable learning, the project aims to identify important similarities between the 
chosen cities and thus to: 
 
- present tables and figures for the development towards the present overdose situation in 

each city, 
- describe measures that have been taken to reduce overdose deaths, 
- describe the options the authorities have discussed in each city, 
- identify the probable causes for the present situation in each city, 
- give some recommendations as to the reduction of overdoses. 

2.2 Choice of cities 

 
Amsterdam, Frankfurt, Copenhagen and Oslo are not cities with millions of inhabitants, 
skyscrapers and enormous crowds of people like New York or London. But they are fairly 
large cities with several similarities (Table 1). Each is the dominating city in its region. They 
have about the same number of inhabitants, and are on about the same economic level. All the 
cities have an element of population of foreign origin, even if that rate is higher in Amsterdam 
than in the other cities. The unemployment rate varies, but different definitions might partly 
be causative. In all cities the number of one-person households is high. The number of 
persons depending on social security varies between 6 and 12.3 percent. 
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Table 1. Demographic variables 
City No. of 

inhabitants 
No. of people 
in the city and 
surrounding district 

Foreign origin % Unemploy-
ment rate % 

One-person 
household % 

Persons depending on 
social security % 

Oslo 503,000 1 million 17.8 3.0 62 7.5 
Copenhagen 491,000 1.8 million 11.7 7.1 66.8 12.3 
Frankfurt 650,000 1.6 million (in 98) 28.6 10 50.6 6* 
Amsterdam 727,000 1.4 million 44 3.3** 50 11 

* The difference between the unemployment rate and the rate of persons depending on social security occurs because the city of Frankfurt 
has implemented a large number of work training and make-work projects, which are not counted as «social welfare». 
** Registered unemployment, 8.5% of the population is looking for a job and not working. 
 
However, some important differences should also be noted. Amsterdam is a large harbour city 
with traditions of interaction with colonies, particularly intensive international trade and 
commerce. It is to be expected that this has influenced the cultural fabric and might cause 
increased competency in dealing with social problems and integration of social trends. On the 
other hand a higher lever of social problems and conflicts would also be expected. Frankfurt 
is a large city in middle Germany, a centre of international banking and of European 
communication. Also here one would expect that a phenomenon such as the spread of drug 
use would be felt early. Copenhagen has some, if not all, of the characteristics of the other 
cities while Oslo is definitely more in the periphery of Europe. Trends would be expected to 
arrive later in Oslo than in the other cities. It might also be hypothesised that Oslo has shorter 
traditions in meeting social problems arising from international trends. 
 
Bearing these differences in mind, it should be possible to compare these cities, also with 
respect to drug problems and overdose deaths. 

2.3 Drug situation and overdose figures 

The next question is whether there are important differences of interest to overdose prevention 
in the four cities. Table 2 gives some relevant figures. 
 
 
Table 2. Patterns of drug use and overdose mortality in 1999 

City No. of 
ODs  

Number of ODs per 
100,000 inhabitants 
15- 64 

Estimated 
no. of 
users 

% iv Price per 
g.ε 

Purity 
% 

Number of 
syringes 
exchanged 

% in 
methadone 
treatment 

Oslo 104 67/3.34=20.0 5000 96 - 100-225 45 1,700,000 (+) <10 
Copenhagen 44 44/3.10 = 14.1 4000 50-80 70-135 30/ 70 500,000 50 
Frankfurt 26 < 26/3.62 = 7.2 * 6500  25 10 (?) 2,000,000 35 
Amsterdam 28 13/ 3.72 = 3.5 4500 15 35 30 500,000 50 
* Since resident and non-resident OD deaths could not be distinguished a maximum estimation is calculated (all 
OD deaths are considered to be residents) 
* No figure is obtainable for the percentage of injecting drug users in Frankfurt, even if injecting is prevalent. 

As the table shows, the number of registered overdose deaths varies from 26 (Frankfurt) to 
104 (Oslo). Both in Oslo and in Amsterdam many non-residents (originating from other cities 
or countries) are victims of overdose deaths. The number of (residential) OD deaths per 
100,000 residents varies from 3.5 in Amsterdam to 20.0 in Oslo. In Copenhagen only 
residents appear in the figures and in Frankfurt no distinction could be made between 
residents and non-residents. The cities seem to have roughly comparable numbers of drug 
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users, but vastly different numbers of overdoses. At the same time the table points to other 
significant differences. Oslo has higher prices and purity of heroin, lower percentage on 
methadone, but high availability of syringes. The pattern of use is in Oslo almost exclusively 
intravenous while the other cities vary considerably. The Amsterdam situation is in many 
ways the opposite with relatively low prices of heroin, but a high percentage on methadone, 
and in particular a heroin use pattern totally dominated by smoking. 

2.4 Methods 

To reach its objectives the group has chosen to: 
- Create consensus on common definitions 
- Establish an overview of research and mapping in the field (see Appendix Chapter 5) 
- Describe measures taken in each city in order to reduce overdose mortality 
- Produce city reports, based on the same structure 
- Produce a street level study on the situation perceived from the street angel 
- Produce a study of choices and policy options among strategically chosen politicians and 

health administrators. 

2.5 Differences and common traits 

As can be seen from the four city contributions (Appendix Chapter 1-4), the resources spent, 
the organisation established and the methods used to aid and support people with drug 
problems vary considerably in the four cities, and so do the drug cultures and the drug using 
populations. However, some common traits are to be found. This is discussed in Chapter 4. 
The group has also tried to analyse the differences, and sort out co-relations that on a national 
or city level may seem causal, but which in a comparative perspective seem irrelevant or 
spurious. 
 
The project group has also spent some efforts on preparing tools to gather information on the 
street level, from long time drug users and novices, as well as from professions giving aid and 
support to drug users on the street. This was considered useful and necessary to prepare for 
collecting information from politicians and administrators about what strategic choices they 
have or perceive to have (See Appendix, Chapters 8-11). 

2.6 Project work as a learning process 

Drug problems are serious, and the policy and measures are often hotly debated. 
Controversies are well known both nationally and internationally. Of the participating cities, 
Amsterdam is particularly well known and sometimes reproached for its drug policy of harm 
reduction. Frankfurt has given its name to the “Frankfurter resolution”, which is a document 
advocating changes in European drug policy in the same direction. Oslo, on the other hand, is 
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a member of “European Cities Against Drugs”, a group of cities that advocate restrictive 
policies. Copenhagen has not joined any of these groups, but is at least in a Scandinavian 
context, regarded to be a city with emphasis on harm reduction measures. 
 
The participating members of the group have unavoidably been influenced by these and other 
cultural and personal investments in their work. The group has admittedly encountered 
internal misunderstandings and differing points of view. This has necessitated a 
comprehensive exchange of views and open minds in several meetings and e-mail 
discussions. 
 
During the project work, the group has in this way gone through a learning process, which has 
clarified not only differences as well as common traits, but also improved the members' 
understanding of the policy and circumstances in each city. 

2.7 What has been attained? 

This report aims to: 
• Identify causes of overdose mortality that might be targeted by health authorities 
• Clarify strategies and choices that may contribute to the reduction of overdoses 
• Clarify similarities and differences in national and local strategies 
• Clarify how co-operation and mutual exchange of information can be of value despite 

different national conditions and definitions. 
 
Even though this might not be attained in full, hopefully this report is a contribution. 
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3 METHODS AND MATERIAL 

 
Cross-national and even more cross-cultural comparisons are methodologically difficult with 
an abundance of pitfalls. In order to avoid unjustified conclusions, it is imperative to clarify 
contextual and behavioural factors that influence differences and similarities. It is also 
necessary to secure comparability of statistics and figures. This chapter describes the main 
efforts, choices and methods. 
 

3.1 Project's efforts 

The project group has had seven meetings, mostly of two days' duration. Every city has 
produced a city description on the overall drug policy in the city and the overdose situation. 
On the basis of these reports, the group prepared an interview schedule and interviewed drug 
users and street workers in each city. 
 
On the basis of this information, the group prepared a schedule for interviews with strategic 
actors in the respective cities' drug policy. The total material has been used in a description of 
perceptions, views, strategies and priorities in each city. This is used in summing up and 
recommendations. 
 
All written material has been circulated between the project group members, via e-mail, and 
there has been an ongoing e-mail discussion. In addition, all contributions have also been 
reviewed and discussed in group meetings. One of the group members, Marcel Buster, has 
produced a theoretical estimate of overdose mortality reductions due to different measures, 
and compiled a survey of relevant literature (See Appendix Chapters 5 and 6). 
 

3.2 Definition 

The term "drug related death" is sometimes used for an "overdose death", sometimes it is 
synonymous with all types of deaths occurring in drug using populations, and sometimes it is 
strictly defined as deaths cause by poisonous levels of the used drug in the population in 
focus. EMCDDA has had a working group on the topic of drug related deaths since 1997. 
Here the focus has been on direct causes of death due to drug use. Among those deaths, a core 
group is identified as poisonings, or as they usually are named: overdose deaths. It is 
generally agreed that the number of overdose deaths is the most reliable measure for 
comparisons, irrespective of whether the number is drawn from the National Register of 
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Causes of Death or from police or forensic registers. In particular, this is useful in order to 
compare developmental trends. The level at any given point is influenced by diagnostic 
practise, methodological approaches, the role of the police, knowledge of the drug using 
population and so forth. However, this should not influence the trends. 
 
In this study of the problem of addicts' deaths is in focus. Addicts die from overdoses or drug 
use related diseases or from diseases and accidents that may or may not be caused by the use 
of drugs or by the drug use related life style. These categories are interrelated and the dividing 
lines are not always easy to draw. In order to compare efforts and strategies, we follow the 
recommendations from the EMCDDA working group and focus on acute deaths after the use 
of drugs, which we hereafter will name overdose deaths. The possible spurious consequences 
of the definition are analysed below. 

3.3 Technical problems and choices 

3.3.1 What deaths are included 

The chosen definition does not prevent influence from differences in naming practices and 
data sources. This can be studied in detail in the city reports (See Appendix, Chapters 1-4). 
 
One question concerns reliability of the distinction between overdose deaths and drug-related 
deaths. The Copenhagen approach is particularly precise in counting only deaths caused by 
poisoning. All suspected cases noted by the police undergo post mortem examination at the 
forensic medical institute. If the cause of death is judged to be cardiac arrest, cerebral 
haemorrhage etc, the case is not counted as an overdose. Violent deaths are also excluded. 
According to an examination from 1996, half of those not counted as overdoses, died from 
different diseases. Nearly half died from different accidents and the rest (about one in ten) 
from violent suicides and homicides. For the years 1997 -1999, the drug related deaths figures 
were 15-23 percent higher than the overdose deaths records. Both sets of figures are shown in 
Figure 3 on the next page. 
 
The figure demonstrates a relatively small, but consistent difference. The majority of deaths 
are caused by poisonings, and the relationship between the figures is relatively stable. Given 
the same pattern of drug use and similar life situations, it is likely that one would find roughly 
the same distribution of death causes in many cities. 
 



Strategic Choices for Reducing Overdose Deaths in Four European Cities 

 13

Figure 3 

 
Oslo and Frankfurt report according to categories in central registers where overdose deaths 
fall under the category of "drug related death". In Oslo these statistics from the Central 
Bureau of Statistics lags 3-4 years behind, and police statistics are therefore the most common 
source for following and commenting the actual development. One could then suspect that 
even cases which are not poisonings, could be labelled as overdoses. However, this is 
probably not a big problem in Oslo. Forensic medicine confirms that almost all of the drug 
related deaths are overdose deaths. Moreover, there is for most years a relatively good 
correlation between figures from the police and from the Central Bureau of Statistics. 
 
In Frankfurt police statistics is the only source for producing figures on overdose deaths. 
There is no control by autopsies, which can assure the quality of these figures. Hence we don't 
know whether these data represent an over- or underestimate of overdose deaths, but the 
deviance from the real figures is probably not great. 
 
In Amsterdam the statistics on overdose deaths is based on coroners' reports. Toxicological 
investigations are not generally done. 
 
Another problem regards suicides. Suicides by self-inflicted poisoning are not counted as drug 
related deaths in Frankfurt, if clearly proven by suicide notes. In Amsterdam, Copenhagen 
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20 percent of the total drug related deaths in Copenhagen, probably much less in Oslo. In 
Frankfurt the scope of this difference is not known. In addition, it should be remembered that 
this problem is only of relevance in direct comparisons on overdose levels. Comparisons on 
development are not influenced. 

3.3.2 Whose deaths are included 

The core question is whether some deaths would be counted in one city, but either not be 
registered as relevant or for formal reasons excluded in another. If a known addict were found 
dead in a public place with an injection needle in his arm or his equipment on site, it would be 
recorded as an overdose death in all the cities. If he or she were found dead without needles, 
but also without indications of other causes such as serious disease, most likely the death 
would also be recorded as an overdose. Establishment of the precise cause of death by 
autopsy and forensic toxicological analyses would, however, be done in varying degree. But if 
the use of drugs is not well known or is an accidental phenomenon in a problematic period, 
and the use is not characterised by injections, the physician might not think of overdose or 
might choose to ignore these diagnoses for several reasons. 
 
This possible significance can be illustrated by a comparison between Oslo and Amsterdam. 
These two cities have particularly conspicuous differences in drug use patterns, an injection 
pattern in Oslo and smoking heroin in Amsterdam. Furthermore, there are obvious differences 
in degree of exclusion/inclusion of drug users between the cities. In all cities a death of a 
needle user would most surely be recorded, particularly if occurring in public arenas. The 
overdose death by an addict who uses drugs by oral or inhalant means in private place might 
more easily be recorded otherwise. Consequently it can be hypothesised that overdose deaths 
might more easily be overlooked in Amsterdam than in Oslo. On the other hand, if a drug user 
is known by the authorities, his death would be more likely attributed to drug related or OD 
mortality. If an older drug user dies, and heroin and foil is found on the table, it would easily 
be concluded that his death is due to an overdose. In Amsterdam, more drug users are 
probably known by the authorities, as the Amsterdam heroin users are older. Therefore the 
figures might as well be an overestimation. 
 
Another type of problem stems from different registration practices. In Copenhagen the 
overdose cases are numbered by the registered address. The case will not be counted in the 
Copenhagen figures if the deceased is registered or lived outside the city, even if it takes place 
in Copenhagen. The numbers given for Oslo concern all cases found in Oslo. If registered in 
the same way as in Copenhagen, the figures for Oslo would for the years 1998-2000 been 29-
32 percent lower, and the figures for Amsterdam for 1999 would have been more than 50 
percent lower. In Amsterdam the registration distinguishes between Dutch citizens and 
foreigners, giving figures for both groups. The total number is used in the tables. In Frankfurt 
the figures comprise all overdose deaths found in the city. 
 
Again the important question is whether these differences are of a magnitude that will disturb 
in comparisons, and whether changes in practice might influence registration over time. 
Studying the city reports, our judgement is that the explanatory power varies in comparisons 
between the different cities. The differences have some relevance, for example in direct 
comparisons between Copenhagen and the other cities in the question of registration, and 
between Oslo and Amsterdam in the question of possible hidden overdose cases. But as post 
mortem findings in Oslo reveal that the majority of the cases should be counted as overdose 
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cases, and most heroin addicts in Amsterdam are registered in the methadone register, it is not 
likely that differences in counting can have more than a modest impact on the findings. 

3.3.3 Total (overall) mortality 

The mortality in drug using populations is generally high. Besides overdose mortality, many 
other factors such as: 

- Unhygienic use of drugs (bacterial infections; endocarditis), 

- Sharing of needles (AIDS, hepatitis), 

- Concurrent strong abuse of legal drugs: tobacco (cancer) and alcohol (liver cirrhosis), 

- Psychiatric co-morbidity (suicide), 

- Violent, criminal environment (homicide), 

- Prostitution (AIDS, hepatitis), 

- Bad living conditions, homelessness (tuberculosis & pneumonia), 

- Other risk factors that are also applicable to non-drug users, 

contribute to the mortality among the population of heroin users. 

 

This study is limited to overdose mortality. However, we should keep in mind that a broader 
perspective is necessary. Overdose mortality seems to be the most important cause of death 
among drug users in Oslo. Looking at overdose mortality only could be misleading in case 
there are competitive causes of death. If for example a large proportion of the overdose deaths 
is HIV+ or is suffering another terminal disease, the reduction of overdose mortality alone 
will predominantly change the causes of death and will have a limited effect on the death rate 
itself. 

To compare drug users' total mortality among the four cities was not thought to be feasible in 
the course of this project. There is some doubt about the comparability of the figures of an 
apparently clear cause of death: overdose mortality. It is impossible to obtain figures among 
drug users in each city. To study total mortality samples of heroin users in each city should be 
constructed and followed (cohort study). 

However, we are able to calculate the cities' total mortality rates. These mortality rates are the 
result of all preventive and causative factors. Among young people, mortality rates are 
generally low. If differences in mortality due to drug use (directly due to overdose or 
indirectly due to other causes) are considerable, this should be reflected in these rates. The 
impact of drug use on mortality is influenced by factors, like the proportion of the population 
using drugs, and the relative risk of the drug users compared to non-drug users. 

Figure 4 on the next page compares total mortality by age category in the participating cities 
in 1999, with overdose figures marked on the columns in black. From the figure it can be seen 
that overdose deaths in the relatively small population of drug users, contributes significantly 
to the total mortality in the much larger general population. The second observation is the 
different patterns in the different age groups. 
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Figure 4. Mortality rates for total and overdose mortality per 100,000 inhabitants per year. 
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* Figures for Frankfurt can not be calculated: no distinction is made between OD deaths that are registered and those that are 
not registered in the city. Assuming that all OD deaths in Frankfurt are registered, OD mortality rates will be less than 
10/100,000. 
 
According to the figure, overall mortality is slightly lower in Oslo and Copenhagen than in 
Amsterdam and Frankfurt among the youngest  (Age group15-24 years). The overdose 
mortality in the same age group, however, is primarily to be found in Oslo. 
 
In the age group 25-34 years, the total mortality is definitely highest in Oslo. This means that 
there is an excess mortality, and the figures demonstrate that this is largely due to the 
overdose numbers. It is seen that the mortality is on level or lower in Amsterdam, even when 
overdoses are not counted. Obviously, the difference in mortality is likely to be due to the 
high Oslo incidence of overdoses as such (probably both due to a higher prevalence of heroin 
use on the one hand, and a higher risk among heroin users on the other). 
 
In the age group 35-44 years, the total Oslo mortality is higher than in Amsterdam, but lower 
than in Frankfurt. The total mortality in Copenhagen is in this age group higher than in the 
other cities. Although, this increase will partly be due to a high level of drug related mortality, 
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other risk-factors will probably be more important. But the findings underscore the need to 
exert caution when making cross city comparisons on overdose mortality. 
 
One could draw the conclusion that erdose mortality are not explainable as masking 
phenomena.  In particular it can be concluded the differences in mortality in the age group 25-
35 between Oslo and the other three cities is likely to be due to the high number of overdoses 
occurring in Oslo. 
 
The second conclusion is that the comparisons of overall mortality demonstrate the 
difficulties in estimating. Several aspects are difficult to understand and questions on different 
types of mortality remains. In order to give more final answers, the obvious approach would 
be a prospective longitudinal cohort study. Such studies are under way within the EMCDDA 
programme. 

3.4 Three hypotheses on overdose development 

Given that the overdose mortality is comparable and the differences real, it is important to 
evaluate the findings within an adequate theoretical framework. Three different models are 
developed by the project group and used in the analysis of the overdose development. 

3.4.1 Epidemiological model 

The use of heroin is a complex phenomenon that has spread through Europe with 
many of the characteristics of an epidemic. The pattern of use is learned from one user 
to the next. Media, local culture and life patterns influence the vulnerability of the 
potential user. The increase in overdose deaths might be seen as a consequence of the 
spread of heroin use in a population vulnerable to a new problem. 
 
Differences in the overdose death levels in the four cities could then be interpreted as a 
result of cities being in different stages in the development of a heroin epidemic. The 
consequence is that the differences in the level of deaths should be interpreted in a 
time perspective. In countries with an early onset of the epidemic one would expect an 
early rise in overdose deaths. The number of overdose deaths will follow the heroin 
user prevalence trends. Moreover, heroin users with the most risky behaviour may die 
at the start and, as the epidemic stabilises, a selection of chronic drug users with a 
lower overdose death risk will remain. 
 
After some years' rise, the epidemic therefore through the combined influence of these 
factors, will peak in overdose deaths figures, and then, after some more years, level off 
and in the best case return to a very low level. The decisive factor is the time, and most 
efforts to change it are ineffective. In an early stage of the epidemic, however, 
measures could be experienced as counter-productive, because the interventions seem 
to lead to an increase in overdose mortality. On the other hand, when the epidemic is 
on the decrease, similar measures would easily be judged effective, even if they have 
limited or no effect on the overdose figures. 
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3.4.2 Societal response model 

The second possibility is that the decisive element is the measures taken by society 
and its representatives. Single and combined measures are developed that adequately 
meet the problems. A low level of overdoses is a consequence of adequate strategies. 
The different developments should then be explained by the initiatives taken by the 
cities to curb the development. 
 
In this approach it should be remembered that several authorities are involved in a 
city's drug policy. It should further be kept in mind that some measures aim primarily 
at a reduction of overdose mortality. Others aim at improvement of general health or 
social problems and influence the mortality more indirectly. The most well known and 
debated measures are methadone prescriptions, needle exchange programmes, and user 
rooms (health rooms). These measures all aim to improve (or stabilise) the health of 
the drug users The first and the last aim to reduce overdose mortality, public nuisance 
and drug-related criminality. core Abstinence oriented treatment programmes and 
police activity aim to reduce drug use directly, and influence the overdose level more 
indirectly. Moreover, police-activities primarily intended to reduce public nuisance 
and crime might nevertheless influence the degree of risk in drug use. 

3.4.3 Drug use culture model 

The group conceives this model so that both the organisation of the treatment and help 
systems as well as policy differences should be considered. It should also be remembered that 
some of the measures taken may have reduced the number of overdose deaths, some have 
been irrelevant and others might even be counter-productive. Measures, therefore, should be 
evaluated not only in relation to their intended goals, but also in relation to potential counter-
productivity and side effects. The third possibility is that the level of overdoses is primarily 
decided by patterns of use largely uninfluenced by and independent from the societal 
measures. One aspect is supply and demand. High availability and low demand causes low 
prices. Low price and high availability of drugs cause on the one hand high intake which is 
risky, particularly in injection use cultures. On the other hand low prices might encourage use 
of drugs through less cost-effective, but also less dangerous modes. It is established that 
injection use is definitely more dangerous than smoking, and opiates cause overdose deaths 
more frequent than amphetamines and cocaine. 
 
Obviously, these types of factors are influenced both by the time factor and by societal 
measures. A solid body of research, however, supports an independent influence by 
the drug use culture, that is by the accustomed ways of drug use and life patterns 
among drug-using populations. It is often difficult to find out how and why one type of 
drug use or choice of preferred drugs used develops to be dominant in one area or 
country. But it is solid evidence that when established, such patterns have considerable 
stability over time and resistance towards societal attempts for change. Studying the 
city reports it will further be seen that neither the epidemic model nor the model of 
societal responses can explain the variations in full. The drug user culture has its 
independent effects. 
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3.5 Street level study 

Five addicts and three street level workers were interviewed in each city according to an 
agreed set of instructions, in total 32 interviews. The addicts should be heroin users in the city 
and have personal experience with overdoses and preventive efforts. The street level workers 
should have a central position to evaluate overdose problems and have broad experience in 
interventions and preventive efforts. The intention was to explore a population supposed to 
have first hand experience of how the drug policy works. This would also give importance to 
their opinions on which measures that should be taken. In fact the project group thought it 
crucial to use this knowledge in order to construct an optimal tool for the interviews of 
strategic actors on the political and administrative levels. 
 
The respondents were interviewed in a semi-structured approach based on a joint set of 
questions. (See Appendix, Chapter 7). The drug users' interviews started with questions on 
their drug using career. Then questions on treatment experience followed. Finally the focus 
was turned to overdose experiences and opinions on overdose situations, critical or life 
threatening situations in connection with drug taking, how these situations had occurred, what 
drugs that had been taken and with whom they had been the last time this happened. They 
were also asked about the reasons why this happened, and if it was intentional or an accident. 
Similar questions were asked about their experience of overdoses among other fellow drug 
users, their ideas of fruitful measures and causes for high and low levels of fatalities. Finally 
they were asked to give advice to politicians in their own city. 
 
The street level workers were initially asked open questions on their experience in the drug 
field, focussing on instances of overdose and overdose preventive work. They were also asked 
to describe the efforts in their cities, changes in policies and on the drug scene, opinions on 
perceived risk factors, and to assess the preventive measures. They described the usual ways 
of handling an overdose incident as well as general routines in their professions regarding 
overdose situations. Finally they were asked their opinions on prevention. The interviews in 
Copenhagen and Oslo were taped, and written out, to avoid bias in interpreting the dialogue. 
In Frankfurt and Amsterdam the interviews were written out on the basis of close notes. 

3.6 Officials level study 

The respondents in the study should either be top politicians in an influential position in his or 
her city's drug policy, or they should be administrators with the drug field as their field of 
work. The aim was to interview three from the administrative and three from the political 
level. Selection of respondents is dependent on how the political and administrative structure 
in the drug field differed, and on availability for interviews. 
 
It turned out that the politicians were hard to contact. While three administrators have been 
interviewed in each city, only one politician has been reached in Copenhagen, two in 
Frankfurt and Amsterdam and three in Oslo. In total there are 20 interviews, eight politicians 
and 12 administrators. The politicians were chosen, not by their party affiliation, but by their 
positions. The following political officials were reached for interviews: 
Copenhagen: Mayor of Copenhagen Social Administration. 
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Amsterdam: a representative of the Green Left, at the moment an opposition party, and one 
representative for the Liberal Democrats. 
Frankfurt: the health policy speakers for the Social Democrats (SPD) and the Greens. 
Oslo: the city commissioner, former commissioner for social welfare, conservative party, 
together with two representatives for the social democrats and socialist left party, who both 
are in opposition, but have central positions in Oslo's health and social policy. 
 
The administrators were chosen for their positions in their respective cities' drug policy 
administration. These respondents were thought to be adequate informants with respect to 
how the drug policy is considered at the political and administrative levels. 
 
The respondents were interviewed in a semi-structured approach based on a joint set of 
questions. (See Appendix, Chapter 7). The interviewees ranked the importance of the goal to 
reduce drug problems, compared to a list of other goals. They also ranked goals within the 
drug policy reciprocally, and measures suggested from the street level. Then the reasons for 
their ranking followed. These interviews were also recorded on tape or close notes were 
taken, and a printout of the interviews was presented to the interviewees for approval some 
time after the interview (See Appendix, Chapters 8-11). 
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4 DEVELOPMENT IN FOUR CITIES 

4.1 Are the differences real? 

As demonstrated in the introductory chapter, Oslo has by far the highest numbers of 
overdoses both in absolute figures and relative to population. Frankfurt and Amsterdam have 
much lower, and Copenhagen is in intermediate position. The first question is whether these 
differences hold to scrutiny or are a result of different statistical or diagnostic approaches. 
This is analysed in Chapter 3 on methodology. As described there, the report concentrates on 
deaths directly consequent on drug intake. Oslo and Frankfurt use in their report the term drug 
related deaths while Copenhagen and Amsterdam use overdose deaths. The city reports, 
however, show that the numbers given are dominantly deaths attributed to poisoning. In direct 
comparisons at absolute most one fifth of reported difference can be attributed to different 
definitions. Studying the city reports, it is judged that with the possible exception of 
comparisons between Oslo and Copenhagen, 20 % is an overestimate. 
 
Further there are some differences as to whose deaths that are included. In particular there are 
some differences that arise from whether the deaths are recorded on the basis of where the 
overdosed person is found or where he or she is registered with a home address. The Oslo, 
Amsterdam and Frankfurt report is built on the first and Copenhagen on the latter. As it is a 
usual tendency for drug users living in areas surrounding cities, to congregate in city centres, 
using drugs and also sometimes dying from it there, registration by home address might cause 
lower figures in comparisons. 
 
In addition, different patterns in mortality connected to drug use, diseases and risk-taking life 
styles might create spurious patterns in mortality and overdose mortality. An examination of 
overall mortality in different age groups, however, demonstrates that even though there are 
differences that are difficult to explain, differences in overdose mortality can only to a minor 
extent be explained in this approach. 
 
The conclusion is that even though it is clear that differences in diagnostic and statistical 
approaches influence the numbers of overdoses the variation is not large enough to explain 
the differences found. Oslo does have a clearly higher number of overdoses. It is also clear 
that Amsterdam and Frankfurt are significantly better off even though it is not possible to 
estimate the exact difference. It is also obvious that Copenhagen has overdose numbers 
somewhere between those of Oslo and those of the two other cities. However, it is warned 
against direct numerical comparisons without due reservations. 
 
Finally and most importantly, we have not detected any changes in counting or statistical 
procedures that might influence the counting of overdose deaths over time. Consequently the 
developmental trends in overdoses should be comparable. 
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It is thus established that comparisons on the development and examination of the measures 
taken are relevant. 

4.2 Drug policy and overdose mortality in four European cities 

4.2.1 Frankfurt 

The Frankfurt development is described in Appendix Chapter 2. Figure 4.1 gives the number 
of overdoses and places the different measures sequential in relation to the development. For 
the purpose of this study, it should be noted that the city has a particularly peaked 
development. During the 1980s and in particular in last half of the decade, the city 
experienced a sharp increase peaking in 1991. In this period there were disagreements of 
policy between the police and the social and helping professions. The police chased the 
addicts to prevent gatherings and dealing. The social authorities emphasised out-reach 
projects in the open drug scene and abstinence oriented treatment. 

A growing concern caused establishment of "The Monday Group" in 1988. This was - and is - 
a co-ordinating group with representatives of all bodies engaging in drug-related issues. An 
administrative body, the Drogenreferat, was established a year after. Still the figure for 
overdose deaths was rising. The turning point in 1991 seems to coincide with agreement on 
joint action. The unique feature seems to be the combined action of closing of the drug scene 
at the centre of the city and the establishment of alternative living areas, the crisis centres. 
Initially one small centre was situated in the inner city areas, and a large centre at some 
distance from the central city. Transport by bus was offered. At the same time addicts not 
belonging in Frankfurt, who constituted a considerable part of the Frankfurt drug scene, were 
made to return to their home municipalities. 

The figure for overdose deaths in the city of Frankfurt went on to drop through the years 
1992-1994. At the end of 1994 the first safe injection room/ health room, was opened, and in 
the following years three more injection rooms. The numbers of overdose deaths had then 
already dropped significantly and were back to the level of 1987. The decrease continued till 
1997 not obviously influenced by the establishment of user rooms. 

The outstanding feature in Frankfurt thus seems to be a change of policy and the 
establishment of co-operation as a sort of concerted action. The development might to some 
extent be understood as a social reaction, with elements like breaking up of the open drug 
scene and new and changed roles for the police, less chasing and more help opportunities. The 
treatment system also changed from abstinence orientation to harm reduction. The 
development from 1985 through 1999 is demonstrated in figure 4.1. 
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Figure 4.1. 
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4.2.2 Amsterdam 

The Amsterdam figures mirror the development in Frankfurt with increase and decrease 
occurring some years earlier and on a lower level. As can be seen from figure 3.2, heroin was 
introduced in 1972 and this was followed by gradual increase in overdoses. At that time only 
abstinence-oriented treatment was available. After a dramatic rise in the number of heroin 
users and increasing demands for treatment, large-scale methadone programmes were 
launched at the end of the seventies. 

The large-scale treatment facilities and the liberal image of Amsterdam in respect to drugs 
and drug users may be the reason why many foreign (mainly German) “drug tourists” came to 
this city during the eighties. They appeared to be especially vulnerable to a fatal overdose of 
heroin. Injection of heroin as main route of administration and unawareness of differences in 
purity of heroin could partly explain this vulnerability. At that time posters and leaflets to 
inform tourists (who represented a big share of the Amsterdam overdose deaths problem) 
were spread. The availability of substitution treatment and social support for foreigners were 
restricted. 

At the end of the 1980s and during the 1990s, the number of foreign (especially German) 
heroin users decreased. This is thought to be partly due to the policy of discouragement, 
which implied a limited accessibility to methadone treatment for non-residents. Moreover, the 
concurrent development of drug treatment and drug policy in Germany may have decreased 
the migration to Amsterdam and enhanced the remigration of Germans to their own country. 

Along with the decreasing number of foreign drug users (according to treatment and police 
registrations) the number of injecting drug users in Amsterdam decreased. Drug use by 
injection, however, was never a dominating trend among Dutch drug users. In particular users 
with heritage from the former Dutch colonies have had a consistent negative attitude towards 
use of needles. In addition, injecting drug use may have decreased due to selective mortality 
among the injecting drug users (AIDS). Further, a trend towards smoking of heroin and an 
emerging use of base-cocaine became significant during the 1990s. This decrease of injecting 
drug use is obviously of major importance in relation to mortal overdoses, but the causes of 
the use pattern, is less clear. Besides the spread of information directed towards drug tourists, 
none of the measures mentioned, were specifically meant to reducing the number of overdose 
deaths. 

The distinction between cannabis and other illicit drugs in the opium law was implemented to 
separate the markets of cannabis and heroin and thus, to prevent the incidence of heroin 
addiction itself. The municipality implemented large-scale methadone treatment programmes 
because there was a shortage of treatment facilities. 

Needle exchange was implemented (by the Junky Union) to prevent the transmission of 
Hepatitis B. A few years later, when HIV-infection among drug users became a problem, the 
needle exchange programmes were enlarged and run by the Municipal Health Service. This 
measure is a part of the harm reduction strategy, and meant to reduce needle sharing or 
unhygienic injecting practices rather than reducing injecting itself. 

The policy of discouragement towards foreign drug users was implemented because of the 
fear that the Amsterdam drug policy would attract to many foreign heroin users. 
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Figure 4.2. 
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Presently, the number of (accidental) heroin overdose deaths are low in Amsterdam and 
measures are not specially intending to decrease the number of fatal overdoses. User rooms 
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are established to enable drug users that otherwise would use their drugs on the streets, to use 
drugs in a hygienic, supervised environment and to reduce the nuisance. 

The ongoing heroin experiment is meant for those chronic heroin users who continue frequent 
heroin use in spite of proper treatment with methadone, in order to improve their health status. 

Regardless of intentions, it is likely that the sum of measures influence the curve of the 
overdose deaths that is shown in figure 3.2 with the most relevant initiated in the period of 
rising numbers. Large-scale low threshold methadone treatment enhances availability and 
promotes opiate tolerance in the user populations. Abstinence oriented treatment have had 
relatively low priority, causing few users in the vulnerable post detoxification period. The 
exception is imprisonment as methadone is not generally available in prisons. This would 
increase risk of a fatal overdose after a heroin user has been released. 

Contact with a large proportion of heroin users at the treatment centres creates the possibility 
to give information about safer use of heroin and to encourage users to switch from injecting 
to smoking heroin. The supervised heroin use at heroin treatment and user rooms, where a 
drug user can take his time, may prevent overdose deaths. At least so far, no overdose 
fatalities have occurred on these premises. 

In a time sequence pattern, the introduction of large-scale methadone programmes seems to 
be most relevant as this was introduced in the period of overdose increase. About the time the 
epidemic passed its peak, the new policy of discouragement towards foreign drug users was 
launched, which effectively reduced the number of active heroin users in the city, and 
especially the number of injectors. Thereafter the trend was towards a reduction of overdose 
deaths and stabilising on a low level. Both Frankfurt and Amsterdam seem to have managed 
to stop an increasing influx of drug users and to curb and close a growing drug scene. The 
measures chosen are different, but the common trait is that one has developed a combined 
action of police and health and social measures. The addicts were not chased aimlessly around 
by the police, but to a much larger extent offered services in a series of helping and 
rehabilitating measures. 

4.2.3 Copenhagen 

The Copenhagen development is less clear. The level of overdose deaths was high already in 
the first years included in the statistics. This indicates that a heroin epidemic must have been 
in progress for some time. Methadone treatment was used early and additional measures such 
as better-equipped ambulance systems and needle exchange programmes were introduced in 
the early eighties. 
 
To be explained here is the fact that the figures for overdoses are stable in the observed period 
with a slight decline in 1989 and 1990. It might be speculated that the early high availability 
methadone treatment might have prevented a dramatic increase seen in other cities. The 
nineties have brought an increase followed by signs of decline in 1999. 
 
The reasons are not obvious for the constant high level or for the decline in 1999. The former 
might be related to drug use patterns, lack of support systems or combined failures of helping 
and repressive authorities. As to the possible decline, a more systematic and professional use 
of maintenance treatment and changes in police routines in the inner city, might be of 
significance. Another possibility is that we see signs of a declining epidemic. Regardless of 
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explanation, 1999 brought the overdose numbers back to the level of the eighties, between 40 
and 50 fatalities a year. 
 
Since the 1960s the police activity in Copenhagen could be classified as ”medium grade 
repressive” in comparison with other relevant European cities. There have, however, been 
periods with intensive police activity directed against street addicts, with a culmination in 
1996/97. Since then police involvement has mainly been directed towards more serious drug 
crime and not so much against every day street level trafficking. Copenhagen is a case then of 
a city with a relatively high level of problems early, with methadone treatment introduced on 
a relatively massive scale and through the last years a distinct change of social roles for the 
police. The helping system however, has not changed its role much. 
 
Figure 4.3. 
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4.2.4 Oslo 

The level of overdose deaths in Oslo remained stable and low up to 1989, with a little more 
than 20 fatalities a year. At that time it was felt that the policy was relatively successful and 
the main concern was HIV infections. The measures prioritised were those aiming to prevent 
the spread of virus in the drug using population. 
 
Figure 4.4 
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The problem of increasing deaths came somewhat later in Oslo than in any of the other cities, 
and was met with increasing emphasis on drug free, abstinence-oriented treatment that should 
be available on demand. In 1992 the "immediate measures" were launched. These measures 
consisted first and foremost of a concerted effort from police and outreach workers to get drug 

"Immediate measures" were launched 

Methadone project with 50 clients launched 
The Drug Addiction Service Established 

Methadone assisted treatment established on a permanent basis 

Establishment of the AIDS-information bus 
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users into drug free treatment immediately, as soon as they wanted to, with money to buy 
treatment over the whole country, wherever available. Part of these measures was also an 
outreach health team, providing follow-up for surviving overdose victims as well as 
preventive work among drug users, their relatives and friends. 

Specific for Oslo is also the late introduction of methadone. The first methadone projects were 
primarily motivated by the treatment needs of the AIDS patients, and then to meet the 
particularly treatment resistant addicts. First in 1998 a new and broadened methadone 
programme was launched. This programme still involves less than 10 percent of the injecting 
drug users. 

Of the four cities, Oslo seems to have prioritised drug free treatment highest, and to have used 
combined social- and treatment systems more intensively than the other cities. The rise of 
overdose numbers have been met with “more of the same” – increasing emphasis on 
abstinence oriented treatment, out-reach and different support systems. The policing have 
gradually changed priorities towards more interest for use among young drug users and less to 
control heroin use and sales on a growing “open drug scene” in central Oslo. The 
development is described in the city report and might be studied in figure 3.4.  

4.3 Overdose death development – an analysis 

So far it is clear that the overdose number is highest in Oslo and lowest in Amsterdam and 
Frankfurt, but also that differences in statistical approaches make direct comparisons difficult. 
Further and more important the development is beyond any doubt. Oslo is the only city that 
has experienced a steady increase throughout the last decade as demonstrated in figure 4.5.. 
 
Figure 4.5: OD deaths in four cities 
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From the figure 4.5 it can be seen that Amsterdam experienced a rise in overdose deaths as 
early as in the latter half of the 1970s. The numbers increased in particular in the years 1979-
1982 with a peak in 1984. Then the number gradually decreased till and has remained on a 
low-level since1994. 
 
Copenhagen also seems to have had the problem early. Here however, there has been no 
typical increase and decrease except for a rise in the nineties which at present seem to be on 
decrease again. 

In Frankfurt the overdose problem seem to have arisen somewhat later, but then with a 
particularly steep increase during the last half of the eighties to a peak in 1991. Then comes a 
steep decline during the first half of the nineties. During the last half of the decade the number 
of overdose deaths was back to the level from the middle of the eighties. 

In Oslo the overdose number remained on a relatively stable low level during the 1980s. The 
problem seems to have come later in this city, but then we see a steady increase in the 
nineties, seemingly without any definite halt. 

How is this to be understood? The models outlined in Chapter 3 are used in this chapter in an 
analysis to clarify crucial elements. 

4.3.1 Analysis by the epidemic model 

 
The epidemic model emphasises that a phenomenon spreads through a vulnerable population 
in a typical way. Initially there are few incidences, but as each infected individual transmits 
the disease, the epidemic tends to increase. This occurs steeply in vulnerable populations, in 
particular when the disease is highly contagious. The epidemic will peak, either because most 
of the vulnerable population is infected, because there is development of resistance or because 
of adequate measures to curb the spread. 
 
Analysis by the epidemic model presupposes that one sees the spread of heroin use as an 
epidemic. Heroin use is obviously not an infectious disease in the sense of bacterial or viral 
infections. Nevertheless the spread of the behaviour follows several of the characteristics of 
an epidemic as new users take up the habit from contact with those already using. It is also 
clear that individuals vary in vulnerability both on genetic and psychosocial background, as it 
is clear that knowledge, experience and attitudes will be influenced by the prevalence of use 
in a society. Further it is likely that an inexperienced user will tend to use in risky ways and 
that at users weakened by different illnesses, might have lover threshold for dying from an 
otherwise not dangerous dose. 
 

According to this model, the dominant factor influencing the number of overdoses is the time 
when heroin use became prevalent, after a number of years heroin simply is not fashionable 
anymore, and heroin use and the heroin overdose mortality decreases. The reduction in the 
number of particularly vulnerable individuals might also be a consequence. The authorities 
might panic or use inefficient techniques to meet the problem. If the decisive factors would 
then be the development of integrated knowledge and practise developed in the daily life of 
the user and in the minute living and learning interactions between the drug user and the 
surroundings. On this background one would expect an increase in competence both in the 
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addicts and in society. At some point in the development of the epidemic, the number of 
overdose deaths should reach a peak and then remain at a high level or gradually taper off. 

According to the city description, Amsterdam was the first of the four cities to experience a 
heroin epidemic. This is reflected in the overdose curve with deaths already in the seventies, 
with a peak of overdose deaths already in the year 1984 followed by a gradual decrease back 
to the initial level. 

Frankfurt experienced a similar development with the onset some years later and a more 
dramatic increase. The peak was reached in 1991, nearly a decade later than Amsterdam, 
followed by a steep fall to the situation from before the epidemic. 

Copenhagen also experienced an early start for heroin use, and the curve of overdoses starts at 
a time where an increase in overdoses seems to have occurred. The city differs from the others 
in that there seems to have developed a “stable" high number with some decline during the 
late eighties and some increase in the nineties and a peak in 1998, possibly followed by 
decline. The Copenhagen figures in 1999 are back to about the level from the 80s, but still at a 
high level. 

In Oslo injection of heroin was infrequent in the seventies. Injections were primarily by 
amphetamine. During the eighties and nineties, the incidence of heroin use increased and 
amphetamine use decreased. The Oslo overdose curve is characterised by late onset and 
seemingly uninterrupted increase in overdoses, perhaps with signs of culmination after 1998. 

From the curves an influence of the time factor as would be expected by the epidemic model 
is obvious. The overdose curve parallels the time when the use of heroin became prevalent 
and the development the time passed for development of resistance and adequate measures. 
However, there are some important differences with a slow and moderately sharp peak in 
Amsterdam, a later, but more extremely peaked development in Frankfurt, and a sort of 
moderate, but steady, high in Copenhagen. Oslo singles out with a seemingly steady increase. 
The late start explains some of the rise in the nineties, but not the lack of signs of resistance. 

Amsterdam and Frankfurt might be said to have the epidemic behind them, Copenhagen to be 
somewhat in the other half of the epidemic, while Oslo seemingly still is in the initial or 
middle phases. However, the similarities are more explainable by the model of an epidemic 
itself than the differences. It is not feasible to hypothesise vastly different vulnerability in 
these cites. The societal measures and the drug culture must also have had influence. 

We do not postulate a societal regularity that is valid for any city, but at least for the four 
present cities the epidemic model has been felt useful. 

4.3.2 Analysis by the societal response model 

The societal response model states that the measures alone or in combination should influence 
the number of overdoses. It will, however, take some time before a measure can exert 
influence. There will consequently be a time lag before the measure might exert influence. An 
effective measure should be initiated on rising overdose curves, but it should be followed by a 
decline some time after. Further a measure should have a size comparable to the number of 
overdoses to be able to have any impact. If a measure has a dramatically sharp and great 
effect, then a relatively immediate drop in overdose curves should follow its implementation. 
Finally, measures implemented on declining curves would not logically be judged to have 
turned the tide of overdoses. Unless followed by an obvious drop in the number, it is in 
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addition not likely that the measure has caused essential reductions. The measure might, 
however, be of importance to sustain the reductions that other measures have initiated and of 
course the measure might have important benefits other than reduction of overdoses. Of 
course other influences might also mask the effects or cause spurious patterns. Such 
influences should, however, be noted in the city reports. The different measures that we have 
concentrated on are those following below: 

1. Needle dispensing 

This measure aims primarily at the prevention of infectious diseases, not overdose mortality. 
All four cities have needle exchange programmes, but the size varies. The Oslo and Frankfurt 
figures for dispensed needles are about four times higher than the Amsterdam and 
Copenhagen figures. In Amsterdam the figures are decreasing due to lower demand connected 
to a pattern of heroin smoking. The differences between the other cities are more difficult to 
account for. One hypothesis would be that the needle exchange programmes to a varying 
extent provide needles for drug users in neighbouring municipalities, as is suggested as an 
explanation of the high Oslo figures. 

Methadone programmes 

In Amsterdam and Copenhagen about half of problem drug users are on methadone, in 
Frankfurt about 35 percent, and in Oslo less than 10 percent. If the methadone distribution is 
an effective measure, then the number of overdose deaths should correlate with the 
methadone distribution. This is the case with three of the cities. In addition, the high 
availability of methadone programmes seems to fulfil the criteria for a causative measure 
being implemented before the peak in number of overdoses both in Amsterdam and Frankfurt. 
However, Copenhagen has a high percentage of drug users in methadone treatment and the 
second highest rate of overdose deaths. In addition, the authorities in Copenhagen suspect a 
substantial number of Copenhagen overdose fatalities involve addicts in methadone treatment 
programmes or leakage from methadone distribution. The question is then whether the 
organisation of methadone treatment in Copenhagen differs from that of the other cities. 

 

Traits of the treatment organization 

Methadone treatment, needle exchange, night shelters, contact centres, detoxification units 
and drug free treatment facilities are found in all the four cities, but the availability is highly 
differential and the organisational structures vary. In Amsterdam and Frankfurt the municipal 
work is co-ordinated in the GG&GD and the Drogenreferat, respectively, both with close co-
ordination of the social and health system. The municipality in these two cities has also the 
responsibility for the police. In Copenhagen the municipal activities are centralised into the 
Social Administration. Social security imbursements as well as its treatment responsibility is 
delegated to four Counselling Centres. In Oslo the responsibility for the treatment and care of 
drug addicts is divided between one central agency, the Alcohol and Drug Addiction Service, 
and the social service centres in 25 different city districts. The Drug Addiction Service again 
has the responsibility to run institutions for alcohol- and drug addicts, and an obligation to co-
operate with the health system, including the psychiatric system and the child welfare system. 
The police is a state responsibility. It may seem that Oslo has a more split pattern of 
responsibility than the other cities and consequently higher level of problems in co-ordination. 
One hypothesis could then be that this split responsibility causes drug clients to fall between 
two chairs 
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Prevention 

In Frankfurt and Amsterdam the preventive efforts are called health education. The goal is to 
prevent harmful use of legal as well as illegal psychoactive substances. School education 
measures in Copenhagen comprise specific drug prevention and health education in general. 
In Oslo one tends to emphasise drug prevention, or prevention of intoxicant use. Nevertheless, 
much of the same activities are focussed. Community projects are present in all cities. If the 
cities differ in regard of prevention, it might be in the respect of what messages that are 
transmitted. Oslo prioritises the use of drugs as such while the other cities, in particular 
Amsterdam and Frankfurt prioritise the message that use should be less risky. To prevent the 
criminalisation of cannabis users, cannabis and heroin markets are separated with the 
establishment of the so-called "coffee shops" where consumption of cannabis is tolerated, 
since the late 1970s. 

 

Therapy 

In Frankfurt abstinence-oriented treatment is presently mostly directed towards crisis aims, 
such as help to survive and reduction of harm caused by drug use. Sustained abstinence is 
relatively seldom seen as a realistic goal. Methadone treatment is seen both as a part of 
therapy and as a form of harm reduction or survival help and is presently the primary effort, 
largely by specialised projects on low level threshold models. 

In Copenhagen the treatment mostly takes place in outpatient settings, or as outpatient care 
combined with one or several in-patient episodes. Medical drugs will nearly always support 
the treatment in shorter or longer periods, as treatment almost always starts with methadone or 
buprenorphine. Maintenance treatment is far the most frequent. 80 percent of the clients 
receive that kind of treatment (Methadone or LAAM). There are special treatment for families 
with children, HIV-positive clients and clients with severe somatic or psychiatric conditions. 
It is always possible to choose drug free treatment. Furthermore there is also an outpatient 
clinic for psychotic drug abusers. 

In Amsterdam, the emphasis is on availability of methadone maintenance. Low threshold 
programmes are seen as central. Drug free treatment is given to those drug users that are 
thought to be able to finish this treatment successfully. The use of methadone is integrated in 
treatment chains with psychotherapy, acupuncture and family therapy. There is a treatment 
project for female borderline clients and experimental treatment with detoxification under 
narcosis, combined with long-term follow-up treatment with naltrexone. 

In Oslo most of the treatment facilities are drug free institutions, and the methadone-assisted 
treatment is seen as a supplement, and clearly as a part of the treatment and rehabilitation 
chain. Some of the institutions also offer outpatient treatment. What is most remarkable in 
Oslo is the great number of institutions, compared to other cities, which implies that drug 
users in Oslo often go through detoxification and drug free periods, which may make them 
more vulnerable to overdose fatalities during periods just after discharge. 

 

Harm reduction 

Harm reduction treatment implies assisting those drug addicts who are not capable or willing 
to give up drug use in reducing the harm caused to himself or to others. Frankfurt has 
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provisions such as low-threshold services, needle exchange programmes, users’ rooms, 
administration of methadone or other maintenance drugs. Of special notice should be a crack-
street project, offering medical care and outreach work to people in the street, using crack 
cocaine. It is emphasised in Frankfurt that the survival help is offered with a general aim to 
make further helping measures accessible, stabilise clients and to offer better access to social 
and medical care. 

Copenhagen mentions few specific harm reduction measures, but there is a needle delivery 
programme, especially equipped ambulance service, low threshold service and shelters for 
female prostitutes. There are no users’ rooms in Copenhagen. 

In Amsterdam the harm reduction approach is built on extensive methadone treatment in 
combination with social help, such as day activities and nightly accommodation. There are 
several locations for dispersal of needles and syringes. Noticeable is the prescription of 
methadone to detained drug users at the police station. Drug addicts admitted in hospitals are 
followed up to secure an orderly stay in the hospital. An inpatient crisis intervention centre 
offers support to heroin users in a situation of crisis. In Amsterdam there are also established a 
number of users’ rooms, each for a small group of assigned users, to use their drugs under 
supervision. Amsterdam participates in a national heroin prescription programme for a group 
of chronic heroin addicts who continue their heroin use despite methadone treatment with 
sufficiently high dosages. The project is under evaluation. The help provided by the GG&GD, 
the central municipal authority on drug prevention and treatment in Amsterdam, aims to 
prevent medical and social complications of drug use more than the use itself. 

Oslo has established diverse health oriented and social measures, to support the health and 
social situation of the drug using population. The needle exchange programme (the syringe 
bus), diverse low threshold contact centres and night shelters and the field health care system 
are examples. Some of the measures are directed towards prostitutes, and some towards 
homeless people. A chain of rehabilitation and care institutions could be included into the 
category of harm reduction. Of special relevance for the overdose death topic is on-call 
services from the ambulance service to rescue and revive overdosed drug users. Noticeable 
are also the repeated vaccination programme for hepatitis B and the first aid courses for drug 
users, as well as for personnel who often encounter drug addicts, such as shop servants, 
restaurant and hotel staff, watch people and police. 

 

Repression/Law enforcement 

The goals of repression are, according to the Frankfurt report, to control the availability of 
legal and illegal psychoactive substances, to minimise harmful use of drugs, and to ensure 
security for citizens in general. In the eighties an open drug scene – the Parkanlage and the 
Central railway station area - developed in the centre of the city. The police chased drug users 
without being able to close the scene. At one point one tried to tolerate the phenomenon and 
establish out reach health and social measures in the scene. The turning point came in 1992. 
At that point repressive measures were combined with concomitant extensive low threshold 
alternatives. The police co-operated with the health authorities and referred drug users to 
contact centres and harm reduction facilities, while non citizens were returned to their home 
towns. On this basis the authorities succeeded in keeping the open drug scene shut. 

In Copenhagen a particular unit within the police (the “uropatrulje”) has emphasised to break 
up open drug scenes, partly in public places and shop areas. For a while it also tried – in vain 
– to control the Christiania area. The activities were met with harsh debate and critic. Since 
1996/1997 the activities are concentrated on the central areas around the central railway 
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station where the open scene is reduced and partly controlled. The police activity is directed 
towards more serious crimes, not so much towards everyday street level trafficking. 

In Amsterdam, the police prioritise to investigate and prosecute import and export of hard 
drugs, such as heroin, cocaine and ecstasy. Possession for personal use of hard drugs (up to 
0.5 grams) and cannabis (up to 5 grams) is not prosecuted. A side effect is that the visibility of 
drug users in the streets is quite high. Reduction of public nuisance is prioritised; to prevent 
the development of a flourishing open drug scene gatherings of four people (drug users) or 
more are forbidden in certain areas. Prison inmates are detoxified in most prisons. In some 
prisons methadone is offered, but in others it is not. A new kind of mandatory treatment for 
addicted prison inmates has been launched experimentally. 

In Oslo a restrictive drug policy is traditionally followed. Drug sales and deliveries on the 
street are prosecuted and fined. The user scenes have been chased around from different 
locations in central Oslo. Presently street drug users gather outside the Central Station, and 
the police seem to tolerate the open scene as a consequence of lack of alternatives. The police 
prioritise to investigate and prosecute drug smuggling and drug sales, while possession for 
own use, which is illegal, has low priority. 

 

Summing up 

Two of the cities, Frankfurt and Amsterdam, seem from the overdose curves to have had 
development indicating effective social measures. Both have had an increase that peaked and 
was followed by significant reductions. By now both cities have low levels of overdoses. 
From the city reports two elements seem particularly important implemented on rising or 
peaking curves. The first is that both cities have had a growth of a flourishing drug scene. In 
Amsterdam one had a large influx of foreign drug users. This was met by a policy of 
discouragement of these users. Frankfurt had a large open drug scene, to a large extent by 
drug users from surrounding areas, who were returned home. This was met with effective 
measures. In fact in both cities the scenes were more or less effectively closed down, through 
a combination of police activities and a high availability of drug treatment and low threshold 
programmes. Both cities have prioritised to close unruly open drug scenes that might attract 
new drug users. Studying the city reports, it does also seem that both cities have established 
areas or places for the addicts to get help and support of some kind, and partly also integrated 
in some type of social fabric. 

The second element is that both cities have established a high availability of maintenance 
treatment. In particular Amsterdam introduced low threshold methadone early and has 
developed a variety of methadone dispensing approaches with the municipal health authorities 
in charge. Frankfurt had initially the main emphasis on abstinence oriented treatment but 
changed the policy and established maintenance as a primary effort. 

Noteworthy is the situation in Copenhagen. The open drug scene in this city was in 
Christiania, in particular, which is an area characterised by local voluntary bodies influencing 
social life. These bodies have been strongly negative towards heroin use and have managed to 
keep the problem at a low level. Other drug scenes have been more dispersed and the city 
policing policy seems somewhat ambiguous and unsystematic. The city introduced large-scale 
methadone maintenance early. This seems largely to have prevented the increase in 
overdoses, but have not reduced overdose levels in the same way as in Amsterdam and 
Frankfurt. The causes might be found in the structure of the methadone programmes or by 
lack of other measures. Less effective ways of preventing unwanted drug using arenas might 
for instance be of importance. Whatever the explanation, in a city such as Copenhagen with a 
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user population dominated by heroin injection, the result of the present policy seems to be 
moderation of overdose increase but also stabilisation on a relatively high level. 

The outstanding feature in the comparisons of the overdose curves, however, is a singularly 
problematic development in Oslo. As the city report clarifies, this has occurred in spite of 
strong investment in abstinence-oriented treatment and drug free harm reduction measures. 
The amount of resources spent surpasses those of the other cities, so far seemingly in vein. 

Other types of measures have been implemented in varying degrees. Of those not aimed to 
reduce overdose might be mentioned needle dispensing and which is found in all cities. 
Adequate ambulance services and out reach facilities are also found in all cities, in fact in 
particular in Oslo. Abstinence oriented treatment on demand is primarily tried out in Oslo. 
Methadone in prison is particularly developed in Copenhagen. User rooms (health rooms) are 
found primarily in Frankfurt, but implemented in a time that prevents that they can have 
caused the reduction of overdoses. In Amsterdam the user rooms are mostly small and often 
used for heroin smoking more than for injection. In neither city it is likely that they have a 
explanatory value for the overdose development which is not to say that they are not valued or 
might be important in sustaining a low level. The same might be said of heroin prescription. 

4.3.3 Drug culture model 

Even though differences in approaches contribute to the understanding of differences between 
the cities, several aspects are insufficiently explained and obviously important factors are left 
out. This pertains in particular to aspects of the drug using culture and drug taking patterns. 

 

Drug use patterns 

Several studies point to the relevance of mode of administration. In populations including 
both injecting and not injecting opiate users, injecting opiate users have by far higher 
mortality rates (4). 
 
The percentage of intravenous drug users is close to 100 in Oslo, about 80 percent in 
Copenhagen, lower but high also in Frankfurt but only about 15 percent in Amsterdam. This 
is one of the most explicit differences between the cities. Differences in patterns of use 
obviously then, explain a great deal of the variation in overdose deaths between Oslo and 
Amsterdam. The question then arises what cause the differences, local cultural factors or drug 
policy measures. 
 

Another important factor is the trends in types of drugs used. According to the reports, the use 
of heroin is on decline in Amsterdam and Frankfurt. On the rise is use of stimulants, in 
particular of cocaine. Mortality by the use of cocaine is infrequent compared to the use of 
heroin, intravenous use of heroin in particular. 

 
Characteristics of the drug using populations 

One possible factor might be age differences. From the descriptions, however, it seems that 
the average age in the populations has grown in all the four cities. Consequently, one would 
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have to look for other variables. The size of population at risk is the first candidate. If the 
number of individuals at risk were high, one would expect a high number of fatalities. It is, 
however, difficult to compare numbers, as the methods used to assess these numbers differ. In 
Frankfurt one relies on the police registers. 3205 drug users were registered in 1999, and 
about 6500 persons were notified purchasing drugs in the city. In Amsterdam and 
Copenhagen they have used the “capture- recapture method”, The figures are 4-5 000 
problematic opiate users and 4000 drug abusers respectively. In Oslo a so-called “mortality 
multiplier method” has been utilised to estimate the number of active injecting drug users, 
concluding with an estimate of 4500-6000. 

These figures are evidently not quite comparable. Nevertheless, even if different definitions 
and concepts are utilised, the estimates makes it improbable that difference in size of these 
populations can be large enough to explain the differences in numbers of overdose fatalities. 

 

Heroin purity 

The purity of heroin varies between the cities even though information is insufficient. From 
the figures we have been able to come up with, it seems that the average purity in Oslo and 
Copenhagen is somewhat higher than in Amsterdam, and definitely higher than in Frankfurt. 
The question then is whether this might cause different overdose numbers. What we do know 
from Oslo, is that a temporary reduction in purity during 1999 was followed by a temporary 
reduction in overdose deaths. If the purity level in Amsterdam and Frankfurt is constantly 
lower than in Copenhagen and Oslo, then the drug using population in the two first mentioned 
cities is less prone to becoming victims of overdoses. Differences in purity between 
Amsterdam and Germany are thought an important explanation why especially German drug 
users are vulnerable to die due to an overdose in Amsterdam. 

On the other hand repeated measures of the purity in user doses in Oslo shows this to be on a 
relatively constant level. This pertains both heroin from the street level and from imported 
samples. Poisonous or dangerous adulterants are only found as rarities in user doses in any of 
the four cities. Neither impurities nor variations in concentration can cause variations in 
overdose deaths from one year to another. Consequently, these types of factors cannot explain 
the differences found in development. 

 

Price of heroin 

The city reports show that the price of heroin is highest in Oslo, with Copenhagen in between 
and with Amsterdam and Frankfurt on a much lower level. This means either that the 
availability is higher or that the demand for heroin is lower in Amsterdam than in Oslo – or 
both. 

Injecting is a more "economic" way of using heroin with higher effect in relation to amount 
used. The lower price level might therefore contribute to the widespread smoking of heroin in 
Amsterdam while the high price level in Oslo might be an obstacle to those who tend to prefer 
smoking. 

Frankfurt has both the lowest price level and the lowest reported purity of heroin. A lower 
percentage is on methadone in Frankfurt than in Amsterdam and Copenhagen, and injecting is 
a common route of administration in Frankfurt. Smoking is more prevalent in Amsterdam. 

Conclusively it may be stated that changes in the price level to some extent may explain 
changes in heroin use on a local level, and thereby also changes in the rate of overdose deaths 
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in one city. But in the long run they can not explain the differences in overdose death rate 
between the cities. 

 

Summing up 

As can be seen, the reports show considerable variations in drug use culture and patterns. 
Neither of these can explain the development, however, as the differences seems to be quite 
stable. They might, however, explain some of the differences between the cities at any given 
point of time. Here the singularly high level of heroin smoking in Amsterdam is of particular 
importance, explaining the low level of overdose deaths but not the developmental pattern. In 
addition, one dimension might contribute also in developmental considerations, namely 
changes in choice of drugs. Preference for amphetamines largely explains initial low level in 
Oslo. Increasing use of cocaine and smoking of crack cocaine contributes to the present low 
level in Amsterdam and Frankfurt. 

4.4 Three models – one explanation 

The overdose development is obviously a complex phenomenon not grasped in full by any of 
the models. The epidemic model is useful clarifying the time aspect and different levels in the 
cities in different time periods. Obviously the heroin use has increased later in Oslo than in 
the other cities, and the lesson to be learned, by addicts as well as by city authorities, should 
include a time aspect. It is also clear that different drug cultures are important to understand 
the different patterns at any given point. In particular the heroin smoking pattern of 
Amsterdam is crucial in influencing the low overdose level in this city. But the development 
is not understandable without a look at the differences in societal measures. 

Three of the cities have presently reached low or moderately low levels. The obvious common 
feature is that all these cities have implemented maintenance treatment on a large-scale low 
threshold level. Two of these cities clearly adhere to harm reduction as an ideology and de-
emphasise abstinence oriented treatment and focus their prevention on heroin (and harmful 
use of other licit and illicit drugs) rather than drug use as such. The third, Copenhagen, is 
partly characterised by the same traits. Oslo, on the other hand, seems to have followed an 
alternative course, trying to halt the epidemic and decrease demand by treatment and supply 
reduction. The introduction of methadone has been too late and with insufficient capacity to 
turn the tide of increasing numbers of overdoses. 

On the other hand these measures seem only to be one half of the pictures. Conspicuous is 
also repressive measures halting the development of open drug scenes and integrative 
measures furnishing living space and unstressed environments for drug users. There is no 
single measure that seems sufficient, and only the integration of several measures from police, 
health and social authorities are explanatory. Further it seems that the policy has to be 
concordant with the particular political and cultural patterns of the cities. 

This is explored in the next chapter, investigating the experience and opinions of actors on 
different levels. 
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5 VOICES FROM FOUR CITIES 

In this chapter the cities report on opinions and reflections from those directly experiencing 
the problems, and those involved in executing or planning the drug policies. Street level 
problems are experienced directly by drug users and by officials who have professional 
responsibilities dealing with overdoses and related problems. On the executive and planning 
level policy is decided and administered. Interviews from the street level concentrate on 
experience and advice for improvements. Their responses are integrated in questions posed to 
respondents on the official level. On this level respondents were also asked to describe 
priorities and to evaluate the overall development. More detailed descriptions are given in 
Chapter 3 on methodology. Questionnaires are to be found in Appendix 5, and interviews in 
full text in Appendix 8-11. 

5.1 Street level interviews 

The interviewees were general drug users and street level workers, approached in the same 
manner and with the same questions. The interview documentation from each city has, 
however, been organised somewhat differently, as will be seen in each city contribution. 
Some interviews are tape-recorded and some taken by close notes. Hence it will be seen that 
the material is organised with some variations. In this chapter we try to extract the essential 
information pertaining overdose problems, organised to elucidate the informants' opinions on 
risk factors, suggestions and criticisms and views on the development in the cities. 

5.1.1 Amsterdam 

Respondents 
In total five drug users who experienced or witnessed an overdose were interviewed. All of 
them inject their heroin, and all of them were homeless or had experienced a period of 
homelessness. Two of them participated in methadone treatment and one in heroin treatment. 
The remaining two have been contacted in a "user room". 
 
As street level professionals a police officer, a paramedic of the ambulance and a street corner 
worker were interviewed. All of them have been working in this field for several decades, all 
had been confronted with an overdose at their job and all confirmed that the number of 
overdoses in Amsterdam is low nowadays. 
 
Perceived risk factors 
Both drug users and those who encounter drug users professionally mentioned various risk 
factors and preventive factors concerning (fatal) overdoses. Besides the purity and amount of 
heroin, many other variables are considered to be important. 
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Heroin use by injection or combined with pills or alcohol is recognised as a risk factor. The 
amount of heroin that a drug user can survive is thought to vary over time, and may be 
influenced by detoxification, stress or general health status. Heroin users also blame their own 
or others behaviour to cause an overdose. Using heroin in a quiet and hygienic environment is 
mentioned to be preferable. Therefore, "user rooms" are an option for homeless heroin users, 
who have no other alternative place to use than the street. If an overdose occurs, the presence 
of someone that recognises the seriousness of the problem and reacts appropriately is 
essential. Most important in this sense is that drug users should feel no reluctance to alarm an 
ambulance. 
 
In summary, the risk factors were perceived to be the following: 
 
The drugs per se:    Unexpectedly high purity of heroin (mainly by tourists). 
Mode of drug using:    Injecting, 

Combining heroin with benzodiazepines or alcohol. 
Characteristics of the drug user: Stress, tiredness, bad general physical condition, 

Overconfident about tolerance to heroin, greediness, 
Loss of tolerance to heroin (e.g. after incarceration), 
Suicidal intentions. 

Characteristics of the surrounding: Using alone, 
Company that does not recognise the overdose, 
Company that does not react appropriately (ignorance or 
too drunk or stoned to react), 
Dark, noisy, stressful environment in which it is difficult 
to concentrate on injecting. 

Measures:    Police chasing after drug users. 
Risky facilities:   None. 
 
 
Preventive factors 
Overdose mortality is considered to have multiple different causes. Consequently multiple 
factors may prevent or reduce the overdose mortality. As the street level survey comprises 
different kind of people with a different perspective to causes and solutions, some may seem 
paradoxical (e.g. chasing after drug users as a risk factor, mentioned by drug users, and 
closing down buildings where many drug users live, mentioned by the police). On the other 
hand both the police and drug users agreed about the usefulness of relatively new facilities as 
users' rooms and heroin treatment. 
 
The recommended preventive factors and measures were: 
The drugs per se: Use of less dangerous drugs in regard to overdose 

mortality. 
Mode of drug using: Stable quantity and purity; buying drugs from the same 

dealer, 
     Chasing the dragon or smoking drugs. 
Characteristics of the drug user: Experienced and sensible drug users. 
Characteristics of the surrounding: Quiet and hygienic place to use drugs, 

Those present reacting in an appropriate way, 
Measures: Closing down premises (hotels, bars) were 

heroin/cocaine is sold and used, 
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Closing down buildings were many drug users live 
together. 

Recommended facilities:  Users' rooms, 
Heroin treatment, 
Methadone maintenance treatment, 
Methadone maintenance treatment in prison, 
First aid courses, 
Place to go in periods of excessive stress, 
Quality and purity test of heroin. 

5.1.2 Frankfurt 

Respondents 
Five users were interviewed, three men and two women. Three were living in emergency 
night shelters and two in a collective apartment with other drug users. None were in 
permanent employment at the time. Besides opiates, all used cocaine: two of them every day, 
two once a week, and two less than once a week. All had personally experienced critical or 
life-threatening situations in connection with illegal drug-use. 
 
Drugs were consumed in an injection room (three responses) or at home (two responses). Four 
of the five interviewees were taking part in a methadone substitution programme. The 
possibilities available in Frankfurt were largely considered sufficient. An improvement in 
appropriate provisions for care and support were nevertheless demanded, together with the 
suggestion that a mobile substitution ambulance be established. Greater tolerance towards 
continuing consumption of other drugs was desired. 
 
Three people participated in interviews as professionals at street level: a social worker, a 
police representative, and a medical worker. The social worker had worked for six years at an 
injecting room in the area around Frankfurt’s main railway station. The police representative 
had worked for seventeen years the drug field in Frankfurt. The medical worker was both a 
rescue worker and an instructor for the rescue services, at present in Frankfurt for the last 
seven years. All had extensive experience in handling overdoses. 
 
The interviewees all stressed that there had been major changes in the drug scene during the 
later years that are relevant to the overdose situation. Those most often mentioned were the 
following: 
 

1. Consumption takes place presently mainly in injecting rooms. 
More cocaine and crack were being used, with a reduction in the heroin intake. 

2. An expansion of methadone prescriptions. 
 
The social worker commented: 
In the last ten years just about everything has changed – the drugs have changed, 
consumption has changed, ways of helping have changed. There’s actually nothing 
that’s the same as before except that there’s still a great deal taken intravenously. 
 
The social worker and the police official did not agree on the comparison of current and 
earlier rates of overdosing. Wile the social worker had the impression that the rate had not 
changed, although there were now fewer fatalities, the policeman gave this opinion: 
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I have the impression, particularly because of the setting up of drug help and the 
injecting rooms, that it happens far less now that we see overdoses on the street, or 
have helpless cases either on the street, or around the train station, or in certain 
hotels. 
 
Users' opinions on risks and preventive measures 
The most important problem is not knowing the quality of the drug and taking too high a 
dosage after a period of abstinence. Another problem is the misjudging the user’s state of 
health. Suicidal intentions is also sometimes important. 
 
The primary preventive measures are injecting rooms and substitution programmes 
Further measures to improve the quality of life such as availability of night shelters, 
particularly in emergency states. Further was support from social workers mentioned. None of 
the measures was seen to have potential for negative effects. 
 
Street level professionals' opinions on risks and preventive factors 
Heroin was judged responsible for most overdose cases, with its attendant respiratory failure 
even though cocaine and crack played an increasing role. 
 
The social worker commented: 
A classic drug emergency, certainly in 90% of our cases, is an opiate overdose. This 
simply entails people lying on the floor who have stopped breathing. 

 
Suicidal intentions were often difficult to assess, but the social worker at the injecting room 
commented: 
When someone tries to take his own life with us, he’s quickly disappointed because 
we save him, and then if he wants to try again he’ll do it somewhere else. 
 
In addition to the use of the drugs, the following risk factors were mentioned with the 
most emphasised numbered. 
 
1. Deterioration in the quality of drugs. 
2. Deterioration in physical health. 
3. Simultaneous consumption of different drugs, taking drugs after a period of abstinence 

and the first time of heroin use. 
Epileptic fits in the case of epileptics taking cocaine. 
Changing degree of purity of drug. 
Generally poor physical condition of users. 
Life on the margins of society. 

 
Recommendations from the users (in order of the response frequency): 
1. Extend the present provision of injecting rooms. 
2. Offer methadone programmes. 
3. Establish heroin prescription programmes. 
4. Introduce quality control for heroin, set up more advice centres, more education on drugs. 
5. Provide needle exchanges. 
 
Furthermore, the importance of further promoting the acceptance of drug addicts in society 
was affirmed, in order to make integration and reintegration measures possible. Similarly, the 
role attributed to the stigmatisation of drug-users was considered significant. In this 
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connection the high number of suicide attempts through overdosing was referred to, together 
with anxiety over calling an ambulance for fear of legal consequences. 
 
Recommendations from the professionals (listed in order of the answer frequency): 
1. Injecting rooms. 

Advice centres for drug users. 
2. Methadone programmes. 
3. Integrated concept of prevention, harm reduction, therapy, and suppression. 
 
All emphasised the significance of injecting rooms for reducing risks. Further, other 
provisions and strategies were referred to which did not directly reduce overdose risks, but 
worked more indirectly through improving the circumstances of daily life. On the total 
concept for a drug policy the medical worker stated: 
"They go hand in hand, since you can’t select a single factor from the whole, on the 
one hand of course there’s putting down the scene with police pressure, that coupled 
with the withdrawal of social services from non-Frankfurt residents (...) the whole 
thing has been combined with setting up injecting rooms and with an extended 
provision of social assistance, for example maintenance programmes". 
 
Main reason for fatal overdoses (listed in order of response frequency) 

1. The emergency was not noticed. Anxiety about calling rescue services. 
     Inadequate knowledge of first aid on the part of the drug user. 
2. Stress through taking drugs on the street. 

Taking drugs after comparatively long abstinence. 
 
Recommendations: 

-  More awareness raising 
-  A heroin prescription programme 
-  First aid courses for users 
-  Naloxone prescriptions 
-  Measures to be taken towards altering drug taking habits – smoking instead of injecting 
-  Setting up awareness raising peer groups. 

 
The "awareness raising" entailed in particular safer-use guidelines, to reduce the risks of 
overdosing. Such awareness raising could be effected through peer-groups, with users who 
had been trained going on to train fellow users. Such training might involve the use of heroin 
antidote (naloxone). 

5.1.3 Copenhagen 

Respondents 
User group: Three males and two females injecting drug addicts, all with experience from an 
overdose. 
Street level professionals: A street nurse primarily working in the most concentrated area for 
drug addicts in Copenhagen (Maria Church). A local police officer working in the same area 
where the church is located, and an ambulance driver from the Copenhagen Fire Brigade. 
 
Users' opinions on risk factors and suggestions for preventive measures: 
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When talking to the addicts about drug abuse, city drug policy, and risk factors according to 
overdoses, there seems to be a common understanding about some topics. Below is a 
summary of the interpretation of what was perceived from the five drug user interviews: 
 
The reasons for overdoses are purported to be: 
• stress, caused in particular by police strategies 
• drug concentration, including generic differences and adjustment 
• general health conditions. 
 
Each of them has a contributory effect, where only one of them may cause the death of a 
person and each of them may individually boost the other. 
 
Measures to reduce overdose deaths? 
According to the drug addicts themselves the reasons for overdoses are purported to be stress, 
caused in particular by police strategies, drug concentration, including genetic differences and 
adjustment, together with general conditions of health. Each of these factors is expected to 
have a contributory effect, but only one of them may be the cause of death. Police strategies, 
even though the police argue that they have changed a lot over the last 10 years, do get 
pointed out both by addicts, street workers and officials as one of the main reasons for the 
relatively high number of overdose deaths that remain in Copenhagen. 
 
 A 28 years old female argues: 
“The police are also the reason why people die because the police sit on our backs. And it's the wrong 
people they are harassing. They lean on the small fish.” 
 
Another issue where almost all interviewees on the three different levels seem to agree is the 
presumed positive impact from injecting rooms on the overdose mortality rate. A 31 years old 
male states that: 
“If the politicians really wanted to do something to help us they should build injecting rooms, if 
possible in some of the outpatient clinics and primarily for those injecting methadone.” 
 
This is quite striking because both injecting rooms and heroin prescription programmes have 
been, and still are, controversial in Copenhagen as well as in the rest of Denmark. These two 
issues have been discussed formally on several occasions but have been rejected each time. 
Nevertheless, all interviewees at the official level state that these are feasible measures to 
implement within the next few years. However, this is as far as the unity goes. The answers to 
whether or not there should be heroin programmes in treatment, becomes a lot more 
fragmented – this is not to say that one group is pro while one is against. Some addicts might 
be pro together with most officials, whereas the street workers are more insecure about the 
impact of such a measure. 
 
Rehabilitation and vocational opportunities together with housing for people with drug 
problems do get a high priority, both at the official level and among street workers. These 
measures are considered very important in order to reduce overdose deaths. 
 
Some addicts and some of the street workers also argue that information about the dangers 
after periods of abstinence, and other kinds of useful knowledge should be handed out to the 
drug population in order to reduce harm and overdose episodes. 
 
The ambulance driver tells us, that: 
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“Another typical overdose situation is the drug addict being discharged from treatment, 
returning to the environment, and taking the same dose as he/she was used to before. This 
causes an overdose reaction, because their body is unable to take the same dose as it could 
when they stopped and were subjected to treatment.” 

The street nurse supplement this by saying: 
“…filling them with information which they may pass on to others and to new-comers will 
perhaps cause the death rate to drop or be avoided altogether. ” 
 
However, it seems from our analysis of the drug addicts’ interviews, that they are more or less 
already aware of, and can provide a description of, safe injecting techniques, what to take care 
of, danger signals etc., but this is rejected by several of them as an actual option. In other 
words, they know what is right, but fail to act accordingly. 
 
As for preventive measures the following points were made: 
• Most of the interviewees agree that injection rooms and a changed attitude by the police 

would have a favourable impact on overdose deaths. However, there appears to be some 
disagreement on several other initiatives, for example whether or not heroin should be part 
of a treatment programme. 

• From a prevention perspective, it is interesting to observe that more or less all of them are 
aware of, and can provide a description of, safe injecting techniques, but this is rejected by 
several of them as an actual option. In other words, they know what is right, but fail to act 
accordingly. 

• Furthermore, the interviews reflect that the life as a drug addict implies that they cannot 
live up to expectations in terms of solidarity, care for each other, self-justice vis-à-vis bad 
pushers, etc. 

 
Opinions of street level professionals 
The main points from the interviews with the street-level workers can be summed up in the 
following way: 
• The most significant factors for lethal overdoses in Copenhagen are drug concentration, 

drug nature and interim dose reduction. 
• Specific solutions for reducing the number of lethal overdoses include the rapid response 

vehicle already in action, and over-the-counter antidotes to an additional number of 
medical groups. 

• To decrease the number of overdose deaths two political solutions are mentioned. 
Injecting rooms and a reduction of police harassment of drug addicts on the streets. 

5.1.4 Oslo 

Respondents 
Drug users: Five drug users were interviewed, three at the locations of the acute detoxification 
facility, M3, and two at the methadone centre, Mario. 
Street level professionals: Three street workers were interviewed, one policeman, one 
outreach street worker and one member of a psychiatric youth team. 
 
Drug users' opinions on risks and overdose prevention 
As almost all drug users in Oslo the interviewees used heroin in injections, often heroin and 
Rohypnol combined. Most of them had several drug-free treatment periods behind them The 
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respondents usually took drugs alone, even though they all had sometimes been rescued by 
fellow drug users when they had overdosed. Most of them had experienced several overdoses. 
They could not always explain why this had occurred. But some guesses were tiredness, stress 
situations, long time without sleep, or long time without food, factors which might have 
contributed to a greater degree of vulnerability. But it is also mentioned that more people 
could have been saved in private places, if there had not been so much fear for their dwellings 
being exposed. Also in public places it happens that people hesitate to call an ambulance 
because the police might show up at the same time. Most drug users are not suicidal, but there 
is always a risk for overdose if people mix Rohypnol and heroin to get the "ultimate kick". 
Some also mention that drinking alcohol enhances the risk for heroin overdose. Several 
interviewees underscore that alcohol is underestimated as a risk factor for heroin overdoses. 
The danger of overdoses because of relapses and increased vulnerability after drug-free 
periods is acknowledged. 
 
One 29 years old woman says: 
"Yes, I've experienced several critical situations, several overdoses. I wonder why it actually 
happened, since the doses were sometimes smaller than what I normally used. It could have 
been because I was very tired, extremely stressed or had been awake for a long time on 
amphetamines, or something like that, maybe I hadn't eaten, but I find it hard to explain why 
it happened then and there. My overdoses have been on heroin, except for that one time I 
overdosed on GHB. I've overdosed three to four times when an ambulance was called, and I 
have been shaken back to life by others on many other occasions. Probably ten times. " 
 
One 41 years old male drug user says: 
"Yes, I’ve had several overdoses. It has to do with how much nourishment you have in your 
body, what shape you're in that day. However, the times it happened I had been drinking 
alcohol. I was lying unaware in a coma, and was saved on at least three occasions by 
ambulance personnel." 
 
In summary, the drug users in Oslo perceived the risk factors to be the following: 
• Using heroin in combination with Rohypnol 
• Underestimation of alcohol 
• Tiredness 
• Stress situations 
• Lack of nourishment 
• Long periods without sleep 
• Fear to expose dwellings 
• Struggle to get "the ultimate kick" 
• Relapses after drug-free periods. 
 
The drug users in Oslo were not too enthusiastic about the drug policy in Norway. Most of 
them were not able to identify many factors within the drug policy that might be preventive in 
regard to overdoses. Nevertheless most of them were positive to treatment institutions, and 
they acknowledged also the relatively new methadone/subutex programmes, even if they 
thought these programmes much too small. Several also mentioned the need for first aid 
training. Some mentioned the need of outreach workers, being in the public drug scenes to be 
on their watch in case of any overdoses, in order to be on the spot and save them when 
overdoses occurred. People also mentioned their disappointment about the shut down of the 
experimental needle room at the PRO-centre a couple of months earlier, thinking that this 
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would have been a good overdose preventive measure. This measure was commonly 
mentioned. One person mentioned heroin prescription, like in Switzerland. 
 
In summary, the drug users in Oslo perceived the possible risk reducing measures to be 
the following: 
• Availability of institutions for treatment and detoxification 
• Enhancement of methadone/subutex treatment 
• First aid training 
• Outreach workers on the drug scene 
• Injection rooms 
• Heroin prescriptions. 
 
Opinions of street level professionals in Oslo 
 
The street workers stress the mixed use of heroin/alcohol/Rohypnol. The abundant use of pills 
is often underestimated by the treatment and detoxification programmes. When heroin 
abstinence has been achieved, then the pill abstinence starts. And that's when many heroin 
users in drug-free treatment drop out. Then they are vulnerable for overdoses. The same goes 
for people who are released from prison. The significance of poor physical health, poor 
mental health and a generally stressful life is acknowledged. Very much acknowledged is also 
the way people in Oslo take drugs, with injections, the cultural setting the injecting takes 
place in, where the "ultimate kick" seems to be a very widespread goal for many injectors. 
Here combinations of heroin and Rohypnol are commonly taken to achieve that end. This also 
enhances the risk for an overdose. Being members of a party dope milieu also may lead to 
heroin use, recruitment into injection use, and accordingly also to increased risk for 
overdoses. One street worker also mentions variations in the purity of heroin as a possible risk 
factor. This occurs if a drug user have to change dealer, or the dealer suddenly comes up with 
stronger stuff than usual. 
 
About the overdose deaths as a way to commit suicide, the outreach worker said: 
"Death wishes are not widespread among the individuals I've spoken to. On the other hand, 
stress factors are widespread in the lives of these people. Poor living conditions, friends 
dying, disputes, threats, people after them, violence, having to steal, they have an incredibly 
stressful life.” 
 
In summary, the street workers in Oslo perceived the risk factors to be the following: 
• Injecting heroin 
• Mixing heroin with Rohypnol and alcohol 
• Relapse after drug-free treatment and release from prison 
• Poor physical and mental health among the drug users 
• A stressful life 
• Struggle for "the ultimate kick" 
• Variations in purity of heroin. 
 
Oslo has a range of treatment and care facilities, and the street workers regarded them as a 
part of the drug policy that could be developed further. Information and education were 
mentioned as valuable, but not sufficient measures. Some of the information should be 
developed in co-operation with the drug users themselves. Also initiatives to join users 
together in connection with common problems or situations that they experience and want 
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something to be done about. Dialogue groups or pre release talks before leaving prisons or 
discharge from drug-free institutions were mentioned. Immediate measures should follow 
motivation for drug-free treatment as it did in the beginning of the nineties. He pointed out 
that for some people this had a very good effect, meaning that they stayed in treatment for 
some time, when they, much sooner than they had expected, found themselves in a treatment 
situation. The respondents also mentioned the Field Health Care Service, as a low threshold 
health facility, which should be maintained and enlarged, together with other harm reduction 
measures. The users need a meeting place where they can meet health personnel, have a talk 
about Hepatitis and HIV-situation, get some treatment for their abscesses and wounds, get 
some possibility to distribute and receive information, not less about the possibilities of 
getting treatment and help. Some mentioned the establishment of the methadone programme 
as progress, but the street workers had also noticed that some methadone users were not 
complying with the programme, and there was some additional use of other drugs. The street 
workers warned of a situation where the methadone programme could get out of control, and 
become a source of overdose fatalities. The needle delivery programme was obviously taken 
for granted, because the street workers did not stress it, except for the police officer, who had 
an ambivalent relation to it. They were all occupied of how to stop the recruitment, as the end 
one should actually start, if one would reduce the number of overdose deaths. 
 
One respondent also mentioned that follow-up agreements when someone leaves prison or an 
institution should be signed, meaning that people who wanted to, could get into some kind of 
half-way house with some supervision. 
 
In summary, the street workers in Oslo recommended the following measures: 
 
• Information and education 
• Mobilising drug users together around solutions for common problems 
• Pre-release dialogues 
• Immediate response to motivation for drug-free treatment should be available 
• Low threshold health care 
• Methadone programmes, used in a proper manner 
• Low threshold methadone for a select few 
• Follow-up and aftercare for people who have survived overdoses 
• Reduction of recruitment 
• Voluntary follow-up contracts when leaving institutions or prison. 

5.2 Officials level interviews 

The respondents were in all cities asked to rank drug policy and overdose problems among 
relevant political goals. They were further asked to comment upon the development of the 
drug policy in the city, with a view on changes, obstacles to changes and on goal attainment. 
Finally they were asked their views on a list of suggestions built on street level interviews, 
both in regard of their usefulness and their feasibility. 
 
The interviews have been structured according to the same approach, but nevertheless they 
differ in how they are done and whether they are taped or taken by close notes. The material is 
organised to bring forth core information on aspects of particular relevance for overdose 
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problems. For details and supplementary information one should read the city descriptions in 
Appendix Chapters 1-4, and the interviews in Chapters 8-11. 

5.2.1 Amsterdam 

Respondents 
Administrators: The head of the treatment centre at the municipal health service, a senior 
policy maker responsible for the Amsterdam drug policy and a regional officer of excessive 
nuisance at the police department. 
Politicians: Two members of the municipal council were interviewed, one member of a left 
wing party (green-left) and one member of a right wing liberal democratic party. 
 
With the exception of the head of the treatment centre, the respondents did not seem well 
informed about the causes and possible ways to prevent overdose deaths. Each had strong 
opinions on the Amsterdam drug policy, but overdose mortality is presently not a political 
issue. 
 
Current prioritisation in drug policy 
The liberal party council member gave medium priority and the green left party gave high 
priority to the drug problem. The liberal party member thought improvement of public care 
for the elderly and pollution were more important. Moreover, both council members gave a 
high priority to improvement of the education system. Furthermore they both agreed that 
housing for the homeless needs some improvement. 
 
At the moment Amsterdam has a differentiated drug policy directed to three different target 
groups. 
1) Treatment and social rehabilitation of chronic heroin users 
2) Preventing harmful and excessive use of drugs among youngsters. 
3) Reducing criminality and nuisance. 
 
Heroin addiction is considered as a chronic disorder for which a proper curative treatment is 
lacking. Consequently treatment is chosen with the aim to enable function on a reasonable 
level. The goal of the policy concerning the ageing chronic heroin users is stabilisation and 
social participation. All institutions that are experienced in the fields of income, housing, 
health and criminality have to co-operate to make this work. Preventive activities among 
youngsters aim to prevent harmful and excessive use of alcohol and drugs and are directed to 
special target populations (e.g. secondary schools, discotheques). Finally, case management 
projects and compulsory treatment are developed for chronic heroin users, who are not in 
contact with treatment centres but who are frequently arrested by the police. 
 
Obstacles and hindrances in drug policy development 
One of the major obstacles has been a lack of a comprehensive policy. There are multiple 
drug aid organisations that take care of the drug users. These have gradually started to do 
everything; take care of income, housing, work, etc. As a consequence, institutions originally 
responsible for the tasks, have refrained from paying attention to drug users. The social 
service was passive. Psychiatric health services judged drug addiction as a contra-indication. 
Drug users were not even welcome at the institutions for the homeless. Therefore it was 
decided that other departments of the municipality (economic affairs and social affairs) should 
pay special attention to the weaker groups of society, among this the group of drug users. 
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Another obstacle mentioned was the political perception of drugs as forbidden fruit; the 
political drive and pressure towards prohibition. Drug use has long been considered as a 
disorder that should be forbidden and cured. Only recently this perception has changed. 
 
Lack of manpower was an obstacle mentioned by the police; it’s impossible to be everywhere 
at all times to prevent drug dealing and nuisance. 
 
If you could turn back time…. 
Policy makers were asked whether they should have changed anything in their choices. The 
senior policy maker mentioned that the municipality should invested earlier in an 
comprehensive care system in contrast to the care divided in different categories (mental 
health, homeless, drugs). Addiction, psychiatric disorders and homelessness often co-occur in 
one individual. The head of the drug treatment centre should have invested in a good linkage 
between the judicial system and the treatment system. The after-care of discharged prisoners 
should be integrated in the regular care and the goals of this after-care should be realistic. 
Moreover, there should have been an earlier warning against the dangers of AIDS and earlier 
start of needle-exchange but this should have been done twenty years ago. The police officer 
expected that the situation nowadays would have been better if facilities as user rooms and 
heroin treatment had been implemented earlier. 
 
Presumed successes 
The respondents were enthusiastic about the principles of the Amsterdam policy and the way 
the policy is developed. This was judged to be a pragmatic policy, described as moral, with 
realistic goals. Three important prerequisites for a successful drug policy were mentioned: 
 
1) The problems should not be ignored: only if a government or society admits that the drug 

problem is a fact that cannot be denied are there possibilities for finding and organising 
ways to solve these problems. 

2) The policy should not treat all forms of drug use alike, but it should be based on the 
consequences of various forms of drug use. 

3) The policy should be created in an open atmosphere, meaning that all parties (including: 
drug user organisations) should participate. 

 
A low number of new heroin users, strong taboo on heroin, decreasing HIV epidemic, high 
coverage of the treatment facilities, and relatively good health of the drug users were 
mentioned as positive results. Moreover, newly implemented facilities as user rooms and 
heroin prescription were viewed as successful, both for the drug users and the neighbourhood. 
 
Presumed failures of the Amsterdam policy 
None of the respondents was fully satisfied. A too high number of addicts remains stuck in 
poverty, strange deviant patterns, nuisance. Further policy has been considered to be 
insufficient successful in combating nuisance and drug related criminality. Therefore new 
voluntary (case-management project) and involuntary measures are developed for those drug 
users who cause nuisance or frequently conduct (minor) criminal offences. 
 
Moreover, one respondent mentioned the limited possibilities of taking care of crack cocaine 
and base-coke users. Another respondent mentioned that the linkage between prison and 
health care do not function well. When people leave prison there, is no safety net that prevents 
their problems getting worse. More in general, one respondent mentioned that worries about 
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increasing variety of drugs and amount of alcohol and drugs that is used in society. He 
stressed the importance to monitor trends, to intervene if things go wrong, and to develop a 
strategic prevention. 
 
Priorities and choices – past and present 
The respondents all agreed that a drug free society is a useless Utopia. They all thought this 
should have a low priority in future policy. However, they did not agree whether the situation 
was similar 10 years ago. The green left politician mentioned that ten years ago people still 
closed their eyes for reality and were only focussed on prevention and abstinence. And as 
mentioned before, the head of the treatment centre said that the political aim to strive for a 
drug free society was a major obstacle to a realistic drug policy. 
 
Harm reduction, reduction of drug related crime and drug related nuisance were highly 
prioritised both for the future and the past. Prevention of the spread of HIV, HCV and fatal 
overdoses are part of this. Securing or improving the coverage of treatment (maintenance in 
particular) is a tool to reduce drug related harm and reduction of nuisance. 
 
The prevention of OD mortality was judged to have the lowest priority (both in the past and 
present). One council member said overdose mortality is not on the political agenda and was 
not considered to be an important topic. Preventing HIV and HepC had a higher priority. 
However, at present measures to prevent HIV and HepC are implemented (health education, 
needle exchange etc) and prevention of the spread of these viruses is not a highly prioritised 
political topic anymore. 
 
The prevention of drug use was given medium priority. One respondent mentioned that 
prevention of drugs in general is not important. The point is prevention of hazardous drug use 
and prevention of heroin use. The policy to reduce drug dealing and reduce money laundry is 
mostly influenced on a national level, and did therefore not receive a very high priority. 
However, the topic of money laundry was prioritised higher for the future than it has been in 
the past. 
 
The senior policy maker gave a specific and important predicament that might be seen as a 
core belief in Amsterdam. He argued that the stereotype chronic drug user is an endangered 
species, which will disappear in houses for the homeless or elderly and will receive heroin 
and methadone over there. Due to lack of influx of young people he expected that addictive 
behaviour as we know this from the older junky would disappear. This, however, does not 
mean that people do not use enormous amounts of drugs. For us, drug use is an issue if people 
also loose their job, develop great debts and end up in the street. This, however, does not seem 
to happen. Therefore, the term addiction will get totally different contents that will lead to 
fundamental changes of the drug aid services. Services may be discontinued or integrated 
within public mental health care; not the substance but the consequences of drug use will be 
the central issue. 
 
How to reduce overdose mortality? 
In relation to the suggestions from the street level, the evaluations were that the most simple, 
easy and cheap method is to inform on risks of overdoses after detoxification treatment or 
incarceration. A high priority was given to this option. 
 
Second user rooms and low threshold methadone maintenance treatment were thought to 
contribute to a reduction of overdose deaths. In this respect, sufficient capacity of methadone 
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programmes and low threshold programmes is actually the same thing. If the goal is to reach a 
large proportion of the population of heroin users with methadone treatment, it should be a 
low-threshold programme in which heroin use is allowed. 
 
User rooms were thought to be effective in reducing overdose mortality. Most respondents 
were enthusiastic about these facilities; besides the prevention of overdose mortality, "user 
rooms" are thought to reduce nuisance, are a way to contact drug users and to provide some 
additional services. Paradoxically, it is mentioned that drug use appears to decrease in the 
relaxed environment that takes away the stress. The police officer noticed that the general 
population usually supports "user rooms" as long as it is not in their neighbourhood. 
However, if the facilities are there, neighbours will find out that the drug users don’t cause 
any nuisance. There is no benefit for them causing nuisance in front of a "user room" which 
may result in closing the facility. 
 
First aid education is a medium ranked topic. One respondent told he was charmed by a first 
aid course developed by an organisation for drug users, according to him it improved the drug 
users’ self-esteem, which is generally low. The most important issue concerning first aid is 
calling an ambulance. A prerequisite for an appropriate response is that the police is not 
involved; or rather that the police does not take the opportunity to arrest drug users. 
 
Housing for homeless drug users is a medium ranked topic as well. Drug users need a stable 
income and day activities as well. Rehabilitation is an important goal of the drug aid services 
and stabilised drug users have a lower risk of overdose mortality. As a tool to reduce overdose 
mortality however, rehabilitation programmes were not considered to be very efficient. 
 
Similarly, although intravenous heroin users are at higher risk, respondents doubted that 
interventions to switch the way of using would be very successful. 
All respondents supported the treatment with heroin prescription, however, heroin 
prescription as it is in Amsterdam is only available for a limited number and selected group of 
chronic drug users. 
 
Changing police strategies, methadone treatment in prison or distribution of naloxone had a 
low priority ranking. Knowledge on possible positive or negative effects naloxone distributed 
to users were insufficient. The paramedic told that naloxone may be dangerous as the half-life 
time of naloxone is shorter than that of heroin. In severe overdose cases the effect of heroin 
may return. One respondent commented on fatal overdose after release from prison and 
advocated the usefulness of methadone maintenance treatment in prison. One respondent 
noticed that reduction of heroin use itself was important to reduce overdose mortality. 
 
Prescription drugs 
In Amsterdam, pharmaceuticals such as Rohypnol and barbiturates were frequently used 
during the eighties. Information to users and physicians had therefore been distributed. 
Nowadays, alternative benzodiazepines are prescribed and although these are misused or sold 
on the street, the negative consequences have been reduced. 
 
Open drug scene 
Respondents disagreed whether an open drug scene would lead to more heroin addiction or 
more overdose deaths. It was argued that when heroin users are visible on the streets, this may 
scare other people and have some preventive effect. On the other hand it was argued that an 
open drug scene attracts all kinds of vulnerable people and people with deviant behaviour and 
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excessive drug use. According to one respondent the first thing one should do is to send the 
military police to stop it. Even if the drug users are spread over town it will be a progression. 
At the same time drug users need some alternative places to go; a place were drugs could be 
used especially among homeless drug users. Basic facilities like showers should be available 
there. Ideally, next to alternative place to use drugs, possibilities for (meaningful) day 
activities should be provided. 

5.2.2 Frankfurt am Main. 

Respondents 
Administrators: Five individuals with responsibilities for the development of drug policy were 
interviewed. Three were from municipal administration (the Head of the Public Order 
Department, the head of the Drogenreferat, the Head of the Police Narcotics and Organised 
Crime Inspectorate). 
Politicians: There were two politicians (the health spokesperson for the Green Party, and the 
health spokesperson for the Social Democratic Party.) 
 
The interviewees were asked to prioritise a given list of various goals for drug policy in 
Frankfurt am Main, and to comment on their choices. The two politicians were also asked to 
set out a list of current policy priorities for Frankfurt. 
 
Current prioritisation of policy goals 
1. Traffic problems. 
2. Public assistance for the elderly and for the young, education and problems associated 

with illegal drugs. 
3. Environmental problems. 
4. Accommodation for the homeless, alcohol-related problems, mental health care. 
 
This means that drug-related issues hold second place in current policies. (position 2: illegal 
drugs; position 4: alcohol-related problems). Obviously drug policy is at present given 
importance in Frankfurt. Even though the general public formerly saw the drug problems as a 
more serious threat, the interviewees judged that there are still problems related to the use of 
illegal drugs. 
 
Goals for drug policy, past and present 
The ranking of goals ten years ago produced in summary the following results: 
 
1. Reduction in the criminal supply of drugs. 
2. Reduction in the incidence of public nuisances associated with drug use. 
 Safeguarding and improving treatment possibilities for the drug addicts. 
3. Avoiding deaths from overdosing. 
 Harm reduction for drug use. 
4. Impeding the spread of diseases such as HIV and hepatitis C. 
 Reduction in drug trafficking. 
5. Eliminating drug use among young people. 
6. Impeding money laundering and the investment of funds from drug dealing. 
7. Striving for a drug-free society. 
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The ranking for future priorities reflected significant changes. The criminal supply of drugs 
was moved from first to fourth place and reduction of drug-related public nuisances to first 
priority, followed by the safeguarding and improvement of treatment possibilities for drug 
addicts. Striving for a drug-free society played was neither deemed significant ten years ago 
nor today, and was ranked lowest in both surveys. 
 
Achievements and shortcomings 
The interviewees' responses showed that in their view the goals of the Frankfurt drug policy 
had largely been achieved. A large number of addicts have been integrated through various 
support agencies into a many-sided support system, thereby providing treatment. It has, 
however, not been possible to reach all addicts. Considerable hope was therefore placed on 
the prescription of heroin under doctors' control, due to begin in February 2002. 
 
Great importance was attributed to the balanced implementation of the four key principles of 
Frankfurt drug policy. These is seen as fundamental to success and presently firmly 
established in the city: prevention, harm reduction, therapy, and suppression. It was stressed 
that these four principles should be given equal weight, and that, for example, prevention and 
therapy should not be neglected in favour of suppression. 
 
Development, obstacles and hindrances 
In reply to a follow-up question, the interviewees reported no particular resistance to the 
changes in drug policy in Frankfurt. It had certainly been decisive that this had not been based 
on short-term measures, but on a longer development and persuasion process at all levels. It 
had also been crucial that there had been a general consensus in Frankfurt at the start of the 
nineties at all political levels that something had to be done, and that a different approach had 
to be tried. One of the most important mechanisms was the Monday co-ordination meeting, 
which served as a central integrating and multi-disciplinary institution. 
 
Suggestions and responses 
The ranking of the suggestions from the street level interviews, gave the following prioritised 
list: 
1. Injecting rooms / users' rooms. 
2. Heroin prescription programmes. 
3. Overnight accommodation for people with drug problems. 
 Sufficient methadone programme capacity. 
4. Less demanding admission criteria for methadone programmes 
 (tolerance for concurrent consumption of other drugs). 
 Methadone programmes in prisons. 

Rehabilitation and education possibilities (accommodation, work, social networks, job 
training, etc.). 

5. Information about the dangers following abstinence (after release from prison, after 
completion of withdrawal therapy). 

6. A shift in the approach of the police, away from concentration on users to attention to 
larger-scale dealers 

7. First aid training. 
Measures directed at a change in consumption habits, away from injection, towards 
smoking. 

8. The prescription of naloxone (narcanti) to drug users. 
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Concerning the possible implementation of each of these points, all those involved in policy 
making gave the highest importance to injecting rooms, if these served to reduce deaths 
through overdosing. The planned heroin prescription and methadone prescription measures 
were also given a high ranking. It is interesting that less demanding admission criteria for 
methadone programmes, (entailing acceptance of simultaneous consumption of other drugs) 
was placed fairly high up on the list – this despite the fact that simultaneous consumption of 
other drugs increasingly might cause exclusion from Frankfurt methadone programmes. This 
could be taken as an indication that the question of concurrent drug-taking is available for 
discussion at least at the political level. This can possibly be read as a sign that a relaxation in 
concurrent consumption rules is conceivable in the future. 
 
In general, most of the cited strategies were considered feasible. Only the prescription of 
naloxone and measures which would lead to a change in drug habits (i.e. to smoking) were 
considered by four out of the five to be unworkable. This was ascribed less to political 
opposition than to doubts as to whether these measures would be successful. 

5.2.3 Copenhagen 

Respondents 
Administrators: The Deputy Director of Copenhagen Social Administration and the Medical 
Director of Copenhagen Social Administration, and finally, the Detective Chief 
Superintendent of the Copenhagen Police Force. 
Politicians: The Mayor of Copenhagen Social Administration. 
 
All four people are essential key persons with very high influence on the drug policy approach 
in Copenhagen. 
 
Current prioritisation in policies 
For Copenhagen we have only the answers from one politician, the Mayor. From her point of 
view drug problems compared to other political sectors gets the lowest (third) priority 
together with alcohol and traffic problems. It is argued that, when compared with other 
policies, not the same numbers of people are affected by these problems and that is why drug 
problems can only be a third priority. 
 
The Mayor states: 
“I find that there is only a very small readiness for initiating new things and especially 
spending money on this. Money that has to be taken from somewhere else.” 
 
Highest on her ranking list is care for elderly, childcare and the educational system. All three 
items play an important role in the awareness of the general population’s opinion of the social 
welfare system. There are a lot of resources and interest groups to speak up for these causes, 
and of course, a lot of people also benefit from these important topics. Second on the Mayor’s 
ranking list is housing for the homeless and treatment facilities for psychiatrically disturbed 
people together with pollution problems. 
 
 
Development, hindrances and obstacles 
There has been a development within the last 10 years regarding the perception of drug abuse 
and drug addicts in Copenhagen. There used to be less focus on drug problems in general, less 
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knowledge and everything evolved around drug-free treatment. Overdoses, as a specific issue 
did not exist. 
 
The Deputy Director of Copenhagen Social Administration, says“10 years ago drugs were 
not really on anybody’s agenda, especially when it came to spending money.” 
 
Today, drug problems play a bigger role on the public and on the political agenda. Knowledge 
has increased and prevention and harm reduction strategies are more in focus. Furthermore, 
the focus has moved so that today we see the drug addict's major problem more as a lack of 
socialisation than a consequence of the drug use itself. Also in terms of law enforcement 
things have changed over the last decade. In the 80s the overall focus was on the street drug 
user. They were harassed, moved around, strip-searched and the main aim was to scare them 
away from public areas. Today, the focus is on dealing and dealers, leaving the addicts to the 
social services. The interest today concerns all kinds of dealing from international trade, 
smuggling and distribution, together with small-time dealing on the streets. 
 
Detective Chief Superintendent of Copenhagen Police Force says: 
“Today we focus on dealing and dealers, leaving the addicts to social service.” 
 
It is argued that some of the main obstacles in the drug policy of Copenhagen are lack of 
methodical tools within the treatment system. Drug-free or substitution treatments are already 
known and have become binding instead of looking for new approaches. In addition, lack of 
funding hinders sufficient capacity. The treatment facilities have been overcrowded for so 
long that it has been wearing out staff and facilities. This has become a limitation so that only 
the necessary work has been done, and not as desired for creating new methods or improved 
routines. 
 
Medical Director of Copenhagen Social Administration, Peter Ege argues that: 
“Methadone programmes should not just be a way to pacify the drug addicts but to get us 
started working with their social skills and try to reintegrate them in society and in the labour 
marked.” 
 
Nevertheless, the situation today seems tolerable to all of the interviewed people at the official 
level. This is based on several explanations. Among other things; the productive organisation 
of the treatment facilities and the presence of outpatient clinics in the local community are 
mentioned. The facilities are well functioning, and are perceived as being successful in 
keeping the balance between harm reduction and drug-free treatment. Also the way that 
officials in Copenhagen have become much better in understanding the whole drug problem 
field within a social context is emphasised. But lack of political prioritisation and insufficient 
capacity (funding) within the treatment facilities still provide unsatisfactory conditions for 
addicts, as well as for those working in the field. 
 
Priorities and goals in the drug policy - past and present 
One of the most striking changes in priorities is how the focus has turned away from “striving 
for a drug-free society”. 10 years ago this was the top priority reflected both in treatment 
(drug free) and in police strategies (chasing drug addicts in public areas). Today it is rejected 
as a utopian idea that has nothing to do with reality. 
 
Other issues that clearly shows a change in the focus and understanding of drug problems is 
the recent interest in harm and harm reduction. From holding the lowest priority 10 years ago, 
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it has now become one of the top priorities, not only in the official statements but also among 
street-level workers. It implies that drug addicts and the use of drugs are now perceived in a 
different way. Previously, the drug addicts were held responsible for their own acts and seen 
as weak if they relapsed, regardless of social marginalisation etc. Today, drug addiction is 
more often understood as a disease that can be treated but far from always be cured. 
Consequently harm reduction has become part of the prioritised agenda. 
 
As the Medical Director of Copenhagen Social Administration, Peter Ege argues at one point: 
“I think that we see a new development, which is to focus less on the goal of having drug free 
addicts and instead to focus on social skills and rehabilitation.” 
 
To reduce drug-related crime, to reduce public nuisance connected to drug use, and especially 
to prevent drug use among youngsters are just as highly prioritised today as they were 10 
years ago throughout a wide range of people working within the drug field. None of these 
measures necessarily helps the drug addicts directly, but they are all measures that are of great 
importance for the safety among the general population. That makes them of political interest 
and therefore highly prioritised measures. According to studies and data from the treatment 
system, we presume that the drug injecting population in Copenhagen has not increased or 
only very little over the last 10 years. The injecting population is getting older, which suggests 
that only little new recruitment is taking place. 
 
The availability of treatment for drug-dependent people has had medium priority both in the 
past and has so today. The same goes for prevention of the spread of diseases like HIV and 
Hepatitis C among drug addicts. Syringes were handed out in all pharmacies from 1986 and in 
1996 a syringe bus was established to hand out needles etc. at different locations in downtown 
Copenhagen - both rulings were for free. This is seen as a result of the general concern for the 
spread of HIV and hepatitis. And for several years it has been the policy of Copenhagen that 
all people, who wish to go into treatment, should be given immediate access. This goal has 
only been fulfilled in some areas of the treatment system. Even though there - especially since 
1996 - has been a large increase in the social treatment system, the demand has been even 
bigger over the last 10 years. 
 
To reduce drug dealing is not a real issue among politicians and administrators. Only the 
police have changed their focus within the last decade from chasing after addicts to focusing 
on dealing instead. 
 
Detective Chief Superintendent of Copenhagen Police Force explains: 
“I think that one of the major obstacles has been to realise that being a drug addict is not a 
police problem, it is a general problem for the society.” 
 
The same goes for laundering of money and economic destabilisation due to large investments 
with money earned from drug trafficking. It is not seen as an issue that can be dealt with in 
the city policies, but the police have become much more aware of this kind of crime. 
 
Prevention of overdose deaths among drug addicts has never held a very high priority in the 
city of Copenhagen. This could be explained by the fact that Copenhagen has never had the 
“high peak” experience in overdose mortality as in the three other cities as discussed in the 
first hypothesis earlier. However, there seems to be a tendency within the last 10 years 
increasing the awareness and focusing on overdose deaths. This should probably be explained 
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by the general increase of interest in the area both politically, among the general population, 
and not least, in the mass media that has been focusing intensively on drugs, use and abuse. 
 
Sufficient capacity of methadone programmes and low threshold methadone programmes are 
not prioritised very highly, mainly because they already exist and are part of the general drug 
policy and treatment option in Copenhagen. The same goes for prohibition of especially 
dangerous pharmaceuticals like Rohypnol. It is hardly prescribed in Denmark anymore and 
those on the illegal market are mostly imported illegally and therefore out of reach for most of 
the respondents. However, all agree that hypothetically it would have a big and important 
impact on the overdose mortality rate if we could keep dangerous pharmaceuticals out of 
reach. 
 
For Copenhagen, almost all measures are considered feasible. Those that are not, it is argued, 
are either out of the interviewees’ jurisdiction, or because they are considered a bad idea with 
no presumable impact on overdose deaths, for example distribution of antidote to drug addicts 
for self-administration or first aid courses. 

5.2.4 Oslo 

Respondents 
Administrators: Three high-ranking administrators, One from the city government 
administration, one head of the drug division at Oslo Police District, and The director General 
of the Alcohol and Drug Addiction Service. 
Politicians: Three politicians, each from different political parties. The commissioner and 
leader of the City Government, and two opposition members of the city parliament who both 
were in the standing committee on health and welfare, one from the Social Democrats and one 
from the Socialist Left Party. 
 
Priorities in policies 
The politicians were asked to prioritise between nine well-accepted goals in Western 
societies. Two representatives from the left side prioritised drug problems in the lowest 
category, while the representative of The Conservative Party prioritised it on top. For alcohol 
problems the picture was different. The socialist and social democratic representatives gave it 
a priority in the middle, while the conservative gave it the lowest priority. As this is no 
representative survey, it's hard to tell how predominant those different priorities are in the city 
parliament. But the disagreement might cause a policy that is not too dedicated and co-
ordinated. 
 
The head of the standing committee on health and social welfare, says: 
"We have all talked a lot about treatments for drug addicts, all political parties have said that 
this has top priority. But if we look at the development in the number of treatment places, it is 
regrettably my feeling that the number of people needing these places have increased, while 
the actual number of places have more or less remained constant. So even though it is said 
that this is highly prioritised, we must, on the basis of the results, conclude that it hasn't been 
given any high priority." 
 
Ten years ago the goal was to strive for a drug free society, a goal that still is important for 
most of the interviewees. But there is also a growing attention to measures that aim to reduce 
the harm drug users inflict upon themselves. Oslo has allocated relatively large sums to build 
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a comprehensive system of drug free treatment facilities. During the latest years however, 
there has been more emphasis on establishing low threshold facilities. 
 
The general impressions is therefore one of a transition phase, where traditional approaches 
are still kept high, but where more attention is being paid to less ambitious goals, like health 
and care for drug addicts. 
 
This shows that there is a shift in priorities going on. Visionary goals such as to strive for a 
drug-free society has dropped down the list of priorities. The same goes for the prevention of 
diseases like HIV and Hepatitis C. Aims such as to prevent drug use among youngsters and to 
secure the coverage of treatment for drug addicts, however, are given increasing weight. 
Reducing drug dealing and harm caused by drug use have also increasing attention, but are 
still not on top. Money laundering, drug-related crime and public nuisance associated with 
drug use are still prioritised as low as they were ten years ago. 
 
The question is what this really means in everyday policies. If we for example look at the goal 
to prevent drug use among youngsters, this was of high importance ten years ago, and is of 
even greater importance today. But as the City Commissioner says: 
"This is not easy, since there is a kind of gap between the goals and what one actually 
chooses to do". 
 
If one looks at other stated priorities, one might also become uncertain about what this shift in 
weight of priorities really means. The willingness to allocate resources for treatment is said to 
be even stronger today than earlier. It may, however, be pointed out that the methadone 
programme is obviously included into this concept today, while it most certainly was not ten 
years ago. Even so, it seems that the officials in Oslo still have ambitions for rehabilitation for 
drug addicts. This means that they give more emphasis on programmes aimed at full 
rehabilitation to a normal life and less on harm reduction measures. Low threshold facilities 
then, could be seen as intermediate steps in a development towards a rehabilitation as 
complete as possible. 
 
There is also an increasing concern to reduce drug dealing. As a result of the division of 
labour between the police as a state agency and the municipality, this was not worrying the 
politicians and administrators in the municipality of Oslo ten years ago. But along with the 
increased visibility of this activity, especially around the Central Station, where the open drug 
scene can be seen by anyone, the score for this goal has increased. The greater degree of co-
operation between the municipality and the police as has been seen elsewhere in Europe, is 
now to be discerned also in Oslo. 
 
The prevention of diseases among drug users has obviously dropped in priority. Two of three 
administrators, however, still give it top priority, while the city commissioner for example 
expresses great worry about the effects the needle distribution programme has on the drug 
policy. 
 
Reduction of overdose deaths received medium priority ten years ago, and all the three 
politicians still give it a medium score. The administrators' opinions are divided. The 
impressions one gets from the media indicate that this should be the top priority in Oslo drug 
policy. But the politicians' answers point in a different direction. Some spectators have called 
for more intensified measures from the municipality to prevent overdose deaths. But so far 
only small measures have been carried out. 
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A commentary from the city commissioner seems relevant: 
"In summary, I would say that a drug-free society became an important political goal when 
the use of drugs was introduced as a problem in Norway. But when overdose deaths began to 
increase in the beginning of the nineties, this was given high priority. It is a very visible 
phenomenon, and an extreme consequence of drug use. I also think that preventing disease 
has been something we have always been very concerned about. This is perhaps because 
contagious diseases can also affect those who don't use drugs. We have been more concerned 
about this than increasing the capacity of the treatment centres for example. We have also 
been very concerned about young people. This is something that we've always given high 
priority." 
 
Main hindrances and obstacles 
 
Most of the interviewees spoke of yesterday and today in the same breath, meaning that 
yesterday’s obstacles are still present. Some of the respondents see lack of resources, both 
human and financial, as a hindrance to follow the original policy ends. Lack of co-operation 
between different authorities is also mentioned, even if it is pointed out that this is becoming 
better, especially the co-operation between the police and the other authorities. One obstacle 
in that respect is the obligation to observe professional secrecy, which means that different 
authorities are not allowed to exchange information about single clients, except with the 
consent of the client him- or herself. Some respondents also mention the need for 
specialisation, meaning that one can not approach drug problems exactly as one approaches 
other social- and health problems. The need for specialising doesn't always seem to be 
sufficiently acknowledged. 
 
The head of the standing committee for health and social welfare says: 
"…I feel that there are too many agencies that share the responsibilities for assistance 
measures, and I feel that the resources in the social services must be increased drastically. 
Experience shows that the city's districts that have assigned people to deal with drug 
problems generally have better offers for drug addicts than those that don't. " 
 
Successes and failures 
Most officials express frustration about the increasing recruitment of drug users, the 
increasing number of overdose deaths, and the lack of co-operation between the various 
sectors and agencies in the drugs field. Most of the interviewees seem to think there has been 
invested too little money and resources in preventive work. 
 
The head of the standing committee for health and social welfare says: 
"Yes, we have reached our goals in some areas but I'm not satisfied. The goal we had of 
implementing a fairly decent and justifiable methadone programme is something we have 
managed to achieve, even though I find several faults with it and things I would have done 
differently. We have totally failed when it comes to increasing treatment capacity. The fact 
that the number of heavy drug addicts seems to increase, rather than decrease, proves that we 
have not been successful in the category of prevention". 
 
Measures to reduce overdose mortality 
 
The street level interviews had produced some suggestions for overdose preventive measures, 
which were presented to the officials. The table below gives an overview on the responses 
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from the official level. The respondents did not have the option of rejecting the suggestions, 
only to rank them, and comment on their feasibility. To give an overview of and sum up the 
responses, the following table should be illustrative. Equal ranks mean that the measures are 
ranked as equally important. 
 
Oslo officials' reactions to suggested 
measures to reduce overdose deaths 

Rank 
 

Feasible
Yes 

Feasible 
No 

Rehabilitation and vocational opportunities (housing, education, social 
network work, work training etc.) 

1 All None 
Information on dangers after periods of abstinence (release from prisons, 
discharge from drug free treatment institutions) 

2 All None 
Sufficient capacity of methadone programmes 3 All None 
First aid education 4 All None 
Methadone programmes in prisons 5 All None 
In police strategies less focus on users towards more focus on larger scale 
dealing 

6 All None 
Housing for people with drug problems 6 5 of 6 1 of 6 
Interventions in order to change the main route of heroin administration 
from injecting to smoking 

6 1 of 6 5 of 6 
Low threshold methadone programmes (allowing side use during 
treatment) 

7 4 of 6 2 of 6 
Injecting rooms/user rooms 8 4 of 6 2 of 6 
Distribution of naloxone (narcanti) to drug users 8 2 of 6 4 of 6 
Heroin prescription programmes 9 None All 
 
Rehabilitation and vocational opportunities (housing, education, social network work, work 
training etc.) were the most preferred measures by all the officials, and it was thought 
unequivocally feasible too. The only thing that remains is to carry it out. 
 
Information on dangers after periods of abstinence (release from prisons, discharge from drug 
free treatment institutions), sufficient capacity of methadone programmes, first aid education 
and even methadone programmes in prisons were all given generally high priorities and were 
thought feasible by all respondents. It is difficult to see what the obstacles should be, and why 
these measures are not carried out on a larger scale. 
 
Housing for people with drug problems was given lowest priority by three interviewees, and 
top priority by three others, and one respondent also thought it not feasible. One of the 
administrators said straightforwardly that drug users do not have the ability to live in a flat of 
their own. All respondents have, however, prioritised rehabilitation measures on top, 
explicitly mentioning some kind of housing opportunities. 
 
Two of the measures discussed in Oslo recently, low threshold methadone programmes and 
injecting rooms/user rooms get rather low support. 
 
Five out of six official interviewees in Oslo thought it not feasible to forbid the prescription of 
Rohypnol, mostly because they thought it a professional medical matter, and secondly 
because Rohypnol is peddled largely through illegal imports and a black market. This will not 
disappear, even if the legal prescription is forbidden. 
 
Another option that has been discussed in Oslo recently is to prevent open drug scenes, or 
more precisely to close down the "drug market" near the Central Train Station, "Plata", along 
with corresponding measures somewhere else in Europe. 
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Most of the respondents agreed that this was a difficult point. Only half of the respondents 
advocated to close the drug scene completely, one politician and two administrators. The 
reasons given for hesitation were that the open drug scene is under surveillance and somewhat 
under control. Closing it down would result in several smaller scenes in the neighbouring city 
districts. Those who wanted to close down the central drug scene at the same time argued for 
increased opportunities to low threshold facilities and helping services. 

5.3 Summing up 

5.3.1 Voices from Amsterdam 

Although, the drug problem itself is important on the political agenda of Amsterdam, the 
reduction of overdose deaths is not a political issue. Respondents of the street level survey 
confirmed that overdose mortality is not a big problem nowadays. A majority of non-injecting 
heroin users, the decrease of heroin use, the emergence of drugs with less risk of overdose, 
such as MDMA, and the general drug policy are thought to be of importance in this respect. 
 
Respondents at the street level survey thought that there are many factors that may increase 
the risk of an overdose, or , if an overdose occurs, increase the risk of a fatal overdose. This 
would imply there are many possibilities to reduce overdose mortality. First, drug users may 
take a higher amount than they normally do. They may overdose intentionally as a means to 
commit suicide. They may overdose because of "overconfidence or greed". They may also be 
ignorant of the exceptional purity of the heroin. Moreover, if someone prepares ones shot in a 
dark or stressful environment he may accidentally shoot too much. Second, the amount of 
heroin a person can take may vary from time to time; drug users are thought to be more 
vulnerable after detoxification, stress, when being in a bad general health status or when 
heroin is combined with the use of alcohol and benzodiazepines. Third, if a drug user 
experiences an overdose alone or with company whose actions are inappropriate, risk of a 
fatal outcome is thought to increase. In this respect it is of utmost importance that the 
company (often a drug user as well) does not feel any reluctance to call for help. 

 
Drug policy in Amsterdam mainly concerns reducing drug related harm, reducing drug related 
criminality and nuisance caused by drug users. Rather than the use of the substance itself, the 
consequences of drug use is the central issue. Policy makers and politicians praise the 
Amsterdam drug policy because it is considered to be pragmatic and realistic, it does not 
ignore the problems and all parties (including pressure groups) contribute to its development. 

 
To reduce overdose mortality, the respondents thought it was necessary to provide 
information about the risk of overdose after detoxification during treatment or incarceration. 
Moreover, "user rooms" and large-scale low-threshold methadone treatment programmes are 
thought to be effective to reduce overdose mortality. 

 
In order to close the open drug scene a combination of strong police intervention and creation 
of alternative living arenas was necessary. Visibility of heroin users may also have a positive 
effect; it is presumed to be a deterrent for younger people. In order to reduce the use of 
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prescription drugs that are considered to be risk enhancing (Rohypnol, barbiturates), 
Amsterdam physicians have agreed to use alternative medication whenever possible. 

 

5.3.2 Voices from Frankfurt am Main 

All those questioned stressed the importance of injecting rooms in reducing the dangers of 
overdosing, since in such facilities hygienic conditions were assured and help was available 
through the worker. Further, the comparatively calm atmosphere helped to avoid "mistakes" 
in dosage, with less stress associated with drug consumption than on the streets. 
 
Methadone substitution was similarly an important measure to stabilise living conditions, 
reduce drug use and risks of overdosing. The reliable constant quality of methadone was also 
seen as an advantage. 
 
Direct help in overdose situations is only one way of reducing risks. Indirect support through 
improvements in living circumstances, emergency night shelters, acceptance of drug users in 
society, and general support through drug help are also important. In nine out of 27 reported 
overdose cases suicide was given as the explanation. Drug taking now to some extent takes 
place in injecting rooms. Consumption on the streets has not disappeared, but is clearly less 
frequent. Use of heroin has lessened, but is nevertheless still responsible for the large majority 
of overdoses. Use of crack and intravenous use of cocaine is on the increase. 
 
Particular risks associated with illegal drugs are deteriorating quality of the drugs, 
deterioration in physical health, and the simultaneous consumption of different drugs. 
 
The respondents judge death through overdose avoidable as a rule as, if the affected person is 
found within a short period and resuscitated. 
 
Proposals were made on how to reduce the risks of an overdose, for example through a heroin 
prescription programme, the prescription of naloxone and first aid courses for users. 
 
Drug policy issues were placed in the second highest rank in Frankfurt am Main politics. 
Problems connected with drug taking exist now as before, but no longer on the scale that they 
did at the beginning of the nineties. As a result drug problems are perceived as less of a threat 
to city life than before. After the suppression of the open drugs scene, the establishment of the 
Monday coordination meetings and a drug department as coordinating devices, along with the 
provision of various kinds of support, such as methadone programmes, overnight 
accommodation and injecting rooms, drug-related crime has clearly diminished1. The 
consequent change in circumstances for both drug users and drug policy in Frankfurt am Main 
is reflected in drug policy priorities: it is not drug crime, but the reduction of drug-related 
public nuisances, which is at the top of the list. This choice of priorities demonstrates the 
“Frankfurt Approach“, which is based on the one hand on reduction of harm attendant on drug 
use while on the other seeking to minimise public annoyance to Frankfurt citizens. The goal is 
not a drug-free society, but an acceptable way for both drug dependants and the rest of the 
population to coexist. 
 

                                                 
1 See Bericht zur Rauschgiftkriminalität (Report on Narcotics Crime), Polizeipräsidium, Frankfurt am Main K60, 1990-2000 
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To sum up the survey of users, street level experts, and those involved in forming drug policy 
in Frankfurt am Main, it is clear that the so-called "drug problem" in the city has declined in 
the last ten years. To the specific question on reducing overdose risks, respondents at all 
levels attached great importance to injecting rooms, a fundamental connection being drawn 
between these and the decrease in the number of deaths through illegal drugs. This was 
generally accounted for by the fact that overdoses were largely a consequence of heroin 
consumption and consequent respiratory failure, rather than the consumption of crack or 
cocaine. Rapid and trained assistance is guaranteed in users' rooms, which cuts down the risks 
accompanying heroin consumption. 
 
Reference was made at all levels of the survey to the increasing problems connected with the 
use of cocaine and crack in Frankfurt. The difficulty was seen firstly in the fact that most 
support systems were directed firmly to heroin consumption. Secondly, a change in 
consumption habits of users of these drugs had been observed. The conclusion follows that a 
precise analysis is needed of what future responses can be made. 
 
Methadone substitution had similarly been established as a method of reducing the risks in 
illicit drug use, in the view of those questioned. The quality and constant doses of methadone 
made the supplementary intake of illegal drugs more calculable. With the prescription of 
methadone pressures from drug crime were reduced and this led to more stable living 
circumstances. 
 
Nevertheless the combination of substitutes and illegal drugs still leads to overdose cases. The 
ban on specific substances, for example Rohypnol®, was considered of little use, since these 
substances were widely available on the black market. Instead, tolerance for concurrent drug 
consumption was more widely supported. The intention was that concurrent consumption 
could take place in a supervised setting, without discontinuity in the contact with the users. 
 
The planned prescription of heroin to long-term addicts was expected at all levels of the 
survey to lead to a further reduction in overdose risks. This would be the case particularly 
since specific groups, notably long-term addicts, could be reached whom until now had not 
been engaged in methadone programmes. 
 
At all levels of the survey, particularly in the users' responses, it was emphasised that all 
direct and indirect methods of improving the general quality of life of drug dependants were 
of the greatest importance. Suggested measures were emergency night shelters, the promotion 
of greater acceptance of drug users in the city, and general support via drug help. This 
emphasis accords with the accounts of interviewees who ascribed suicide as the reason for 
nine out of the 27 overdose cases they had witnessed. 
 
Access to users made possible by the Frankfurt drug policy, particularly through harm 
reduction measures, has evidently led to improved self-esteem among users, so that a life with 
(or despite) illicit drug use seems possible within society, and not just on the margins. Time 
and again the value of the Monday co-ordination meeting was stressed for its integrating role 
in the implementation of the Frankfurt Approach. Other studies2 have demonstrated that such 
"round table forums" can be particularly useful in the development and implementation of 
changes in drug policy. 
 
                                                 
2 See Cooperation and Community Consensus – the Multi-Agency Approach to Effective Local Drug Policies. 
ECDP 2000 
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There was agreement on the possibilities of reducing risks involved in illegal drug use in 
order to avoid deaths through overdosing. It also seems important to recognise, however, that 
people differ and that there is therefore a need for very different provisions. There is no single 
solution with which to reduce drug deaths. However, tolerance also entails accepting that 
there are people using drugs who do not want to accept offers of help. 

5.3.3 Voices from Copenhagen 

Summing up 
When concluding on the strategic and practical choices in the drug policy of Copenhagen we 
see different trends. Above all, we see that Copenhagen follows the path presently seen in 
many other western cities. This trend, that may vary and start at different times, changes the 
focus on drug policy from a law enforcement perspective towards a more harm reduction 
perspective. This overall trend then becomes the frame for what else seems to evolve and 
develop within drug policy. 
 
As a result of the harm reduction trend we find in the Copenhagen interviews that there exists 
a large and strong request among all three different interview groups that injection rooms 
become part of the city’s drug policy. This request remains even though injection rooms have 
been and still are controversial in Denmark. In relation to other harm reduction interventions, 
the main emphasis is put on rehabilitation and vocational opportunities from all three 
interview level as well. This, however, is in contrast with labour market policy where several 
obstacles still exists in order to integrate marginalised groups on the Danish labour market. If 
rehabilitation is understood as interaction between treatment facilities and the labour market, 
radical changes are necessary. 
 
However, this unity does not exist in relation to all interventions. As for heroin programmes 
in treatment we see a more fragmented grouping where politicians and drug addicts seem to 
have more of the same attitude than with those professionals working with policy making. 
What we have seen in Copenhagen is that, after an intense and long debate on heroin 
programmes in treatment, the initiative was rejected not least because many professionals 
advised against it. Instead, other strategies are being tried out as for example a programme 
with injectable methadone, which is being launched. 
 
As for the treatment system, the trend (also politically) in Copenhagen has been to increase 
the numbers of slots, secure fast access for all and offer great variety especially in social, 
treatment possibilities. All these measures have been strongly emphasised from both the street 
workers and at the administrative level. The fact is, that there has been an increase in both 
funding and political prioritisation within the last 10 years but neither funding nor the political 
prioritisation have lived up to the necessary demand. 
 
In short, we find that : 
• Drug policy and its strategies are not very highly prioritised on the political agenda. That 

means less focus on strategy development, insufficient treatment capacity and 
administrative problems. 

• Differentiated treatment options are of great importance in order to reach as many addicts 
as possible. 

• Awareness of the distinction between social and law enforcement assignments (drug abuse 
is a disease that shall be treated within a social context). 
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• General satisfaction about the current situation – tolerable for the police, general 
population, as well as addicts. 

 
 

5.3.4 Voices from Oslo 

Summing up 
The strategic goal for the drug policy in Oslo has officially been a drug free society. And the 
establishment of a great number of drug free treatment institutions is in accordance with this 
goal. Other, more limited goals, as for example to prevent the spread of HIV, have also been 
present. This caused the introduction of the first measures in line with a harm reduction 
attitude more than ten years ago, namely the distribution of clean needles to drug users. 
 
The next phases were disappointing with treatment results in established institutions, and 
concurrent increasing suffering among addicts in the streets. A number of low threshold 
facilities were established, like contact centres, the field health service and the methadone 
programme, which was established as a trial in 1994, but as a stable programme from 1998. 
 
This development is obviously not in tune with the ultimate goal of drug freedom, and the 
trend has also influenced the police, who are presently handling the drug users in a more 
liberal way. In the same period there has also been a new recruitment of drug users. But this 
has not, until recently, been a great concern of the Oslo politicians and administrators. 
 
The interviews on the street level reveal that many of these changes are not acknowledged or 
identified by the drug users. They do still experience the police as their enemy, and do not 
recognise much of the change in municipal drug policy practise. 
 
What is particularly striking, is the lack of dedication and co-ordination in the Oslo drug 
policy. Though most official interviewees and drug users/street workers also agree on the 
most prioritised measures to reduce overdose deaths, as rehabilitation and vocational 
opportunities, information about dangers of overdoses after temporary reductions in opiate 
tolerance, enhanced methadone programmes, and methadone programmes in prisons, these 
measures are not carried out in a large scale, or not carried out at all. Instead the Oslo debate 
has been very much about measures like injection rooms, low threshold methadone and other 
measures that don't have a very high priority on the official level, but in the mass media. 
 
It seems that Oslo is in a transition phase from a primary aim of a drug free society, towards a 
situation where this goal is still respected, but overshadowed by other intermediate goals. 
These include a greater acceptance of the drug users and stress efforts to reduce harm to the 
users and improve their life conditions. In this situation the policy is hesitant and ambiguous. 
No measures are implemented in full. 
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6 SUMMING UP 

6.1 General aspects 

Three approaches or models have been found useful in order to understand the different 
development in the four studied cities. The time factor has been important in the sense that the 
impact of heroin use has occurred at different times, initiating an “epidemic” of use and use 
related harm. In Oslo heroin was introduced later than in the other cities, and the late-coming 
increase of heroin users has obviously led to an increase of OD deaths at a later point of time. 
 
The administrative systems in the cities has clearly been reactive in the sense that the problem 
needs some time to be recognised, considered and assessed. The countermeasures need some 
time to be launched and become effective. It is likely that this dynamic has its parallel in the 
users' behaviour. Cities with long traditions in handling drug problems therefore seem to have 
passed the peak of overdose deaths and observe a stabilisation on a level corresponding to the 
level at the initial phase of the epidemic. 
 
The drug culture in each city, however, is also important. An injecting heroin culture is more 
likely to have many overdose victims, while a drug culture dominated by heroin smoking 
would be less vulnerable. Connected to the drug culture model are also factors like the purity 
and price of heroin and the inclination of drug users to mix heroin with other compounds, like 
flunitrazepam (Rohypnol®), ketobemidon (Ketogan®) or other substances etc. 
 
To a great extent, these three models are interrelated, and influence each other. For example it 
is quite probable that the authorities' policy influences the drug culture, but it might also be 
the other way around. An injecting drug culture, combining heroin with compounds like 
Rohypnol® and alcohol, creates probably so many overdose deaths that reactions by the 
authorities are inevitable. These aspects contribute to an understanding of different 
developments. 
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6.2 Lessons from the city reports 

6.2.1 Some important traits 

Looking at the city reports, some traits are conspicuous. The smoking pattern of heroin use 
obviously reduces the prevalence of overdoses, especially in Amsterdam. The injecting of 
heroin, which is common in Frankfurt and Copenhagen, but seemingly most widespread in 
Oslo, obviously contribute considerably to the excess overdose death level in Oslo, and 
probably also in Copenhagen. Regrettably the drug use patterns are difficult to influence. 
 
The combination of heroin use with the use of alcohol and/or benzodiazepines simultaneously 
is highly dangerous and undervalued. This phenomenon is known in all cities, but seems to be 
most widespread in Oslo, where the injecting of combinations of heroin and flunitrazepam 
(Rohypnol®) is common. But also the simultaneous use of heroin and alcohol seems to be 
underestimated as a contributory factor behind overdose deaths. 
 
Some deaths may also be ascribed to a temporary reduction in opiate tolerance due to recent 
release from prison or dropping out/discharge from drug free treatment. Relapses to heroin 
use in these situations are extremely dangerous, and constitute great prevention challenges to 
the helping system. 
 
Another important element is the correlation of overdose deaths with socially marginalised 
groups. Drug users in such groups have usually been drug users for many years and have 
problems with housing, jobs, and education. They have often multiple somatic health 
problems in combination with psychiatric problems and lead a criminal life style causing 
frequent encounters with the police. Some live their life on the street, and constitute 
environmental problems to the public as well as to the authorities. This combination of 
individual problems and public nuisance problems have to be met by the authorities, with 
reactions and a social safety net adapted to this groups' special situation and needs. 
 
The authorities' reactions to a high overdose death level seem to have been most successful in 
cities where the preventive efforts, the treatment system, the harm reduction policy and the 
police repression are carried out very systematically and in co-operation. The Monday Group 
in Frankfurt, the task force thinking - is an expression of very high priority for the drug 
policy, which seems to be a prerequisite for the high consensus and the systematic approach 
that is needed to reduce the overdose deaths effectively. 

6.2.2 Focus on Amsterdam and Frankfurt 

Particularly low levels of overdoses are found in Amsterdam and Frankfurt. The common 
traits in these cities are the following: 
• There has been a transition, from a traditional focus on abstinence-oriented treatment and 

repression to a focus on individual-oriented and group-oriented measures. Basically one 
has acknowledged that the drug use is here to stay. 

• The changes in policies have been determined by a high degree of consensus between the 
parties involved in drug policy. 
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• This agreement has been based on a common wish to reduce overdose deaths and medical 
and social problems among drug users. 

• There has been a shared sense of crisis between the involved parties. 
• All the involved parties, both private and public, have also been involved in the decision-

making. 
• Through this process, a common understanding of the problem and the situation has been 

reached. 
• The higher degrees of consensus are reflected in all levels of the involved parties, at the 

administrative levels, as well as the street levels. 
• The drug users are also less discontent. 
• The policy is characterised by a higher emphasis on the reduction of harm caused by drug 

use than on the drug use itself. 
• The tendency is towards some acceptance of drug use. 
• No single measures have turned the tide - the measures have been working together - 

prevention, harm reduction, treatment and repression. 
• In the extension of this shift in policy, one also sees more focus on reducing crime and 

public nuisance. 

6.2.3 Important lessons 

 
It should be noted that the reforms and changes observed could not be framed as restrictive or 
liberal. Further, it is hard to point out single measures that should/should not be implemented, 
except that measures, if transferred and implemented in another city, should be in accordance 
with the special conditions and with the drug culture situation in that city. 
 
But one overriding trait is that methadone treatment seems to prevent overdose deaths, and 
that the level of methadone treatment is very decisive for the level of overdose deaths. 
Low threshold methadone treatment seems to be important also to reduce the danger of 
overdose deaths among drug users who don't comply with the traditional methadone 
programmes. 
 
Reducing and dispersing the open drug scenes in Amsterdam and Frankfurt also seem to have 
been decisive, in order to stop the influx of new recruits and significantly reduce the number 
of active drug users in the city centres. It is important to note that this closing had to go hand 
in hand with the establishment of viable living arenas for drug users, like low threshold day 
centres. 
 
Last, but not least, success in reducing overdose mortality seems to depend on the city's 
ability to prioritise the drug policy. It is not so much a question of money, but a matter of 
increased priority and importance compared to other fields of politics, the willingness to let 
drug policy goals prevail over other respected goals in society, and the decisiveness with 
which the policy is carried out. There seems to be a correspondence between the level of 
priority of the drug problem/drug policy in a city on the one hand and the ability for concerted 
action on the other. This concerted action is, as we have seen, a prerequisite for success. 
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6.3  Lessons from the interviews 

6.3.1 Voices from four cities 

The general impression from the 32 interviews of officials was one of largely shared views 
and evaluations in spite of considerable differences between the cities. All described a 
development from a policy of abstinence oriented treatment and attempts to curb the use of 
drugs towards approaches to incorporate users. Obviously there are differences, both in the 
timing and sequence of development, in addition to the ways problems are solved in the city 
in general. Nevertheless, the drug users were apt to give answers that ended up with much the 
same suggestions in all the cities. One general impression is that the drug users in Oslo tended 
to be more discontent and mentioned fewer existing positive measures. 
 
In response to these suggestions, the administrators and politicians seem to have some 
common traits but also some differences. In Copenhagen the rankings are higher for the 
reduction of drug related harm caused by drug use, reducing crime, securing treatment, 
preventing the spread of diseases, preventing overdose deaths and even preventing money 
laundering, while striving for a drug free society and reducing drug dealing have lost their 
foothold. 
 
In Oslo the goal of reducing harm caused by drug use, preventing drug use among youngsters, 
securing treatment, reducing drug dealing, preventing overdose deaths and preventing money 
laundering have increasing adherence. The striving for a drug free society, reducing drug-
related crime, reducing nuisance and preventing the spread of diseases are on the move 
downwards in emphasis. Reducing harm caused by drug use is a typical goal in the harm 
reduction way of drug policy thinking. This was highly ranked in Frankfurt and Amsterdam 
ten years ago, but now also Copenhagen and Oslo seem to be approaching the same views. 
 
Reducing public nuisance might be called a goal representative of a more repressive way of 
thinking. Here Copenhagen has remained stable with a high ranking, while Frankfurt and 
Amsterdam ranked this highly ten years ago, but even higher today. Here Oslo is atypical, 
because its officials rank this goal lower today than before, nearly at the bottom. 
 
Conclusively it might be said that Oslo, and even more Copenhagen are on the move in a 
harm reduction direction, while Frankfurt and Amsterdam have been there for a while. But 
Oslo and Copenhagen still stick to their tradition in ranking the securing of treatment highly 
also, while preventing drug dealing is stable on a high level, in Copenhagen, or moving 
upwards in the other three cities, but still with Frankfurt and Amsterdam behind. Here we 
might see a strengthening of a more preventive way of thinking. 

6.3.2 Assessment of suggested measures 

 
The project group found it useful to confront the administrative and political level with some 
of the suggestions for single measures from the street level, in order to see to what extent 
agreement was possible. It is an impression that the street level representatives in all four 
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cities had very identical points of view, with some exceptions, whereas the politicians' and 
administrators' standpoints were more scattered. We have discussed the suggestions also in 
the light of the literature study (see Appendix 5), where possible, and some of them also have 
undergone an experiment of thoughts, to see how implementation of the measure possibly 
could influence the total number of overdose deaths (see Appendix 6). 
 
 
Injecting rooms/user rooms 
Implementation of user rooms was ranked highly by the officials in Amsterdam and 
Frankfurt, medium in Copenhagen and had low confidence in Oslo. Even if the user 
rooms/injecting rooms were introduced at a late stage in Frankfurt and Amsterdam, when the 
overdose deaths already had reached a low level, their politicians and administrators tended to 
evaluate them highly for their overdose death preventive effects. But it could be well as near 
at hand to consider these facilities as a part of the cities' process of including and integrating 
drug users into society. A calculated spin-off could also be a reduction of public nuisance. 
The evaluation of such rooms is scarce, and it is dubious how they would function under 
different circumstances, for example in a rising heroin injecting epidemic, like in Oslo. 
It is the group's conviction that if the user rooms should have any considerable overdose 
preventive effect, they must cover a quite considerable part of the total number of injections 
in the vulnerable group. The most vulnerable are those who rely on the streets as the place to 
inject their drugs. In order to cover as many as possible of these injections, to achieve a 
probable preventive effect in relation to OD deaths occurring in public places, the measure 
would have to be implemented in a rather large scale. 
 
The assumptions behind a user room strategy presuppose that none of the injections in the 
user rooms leads to a fatal overdose. But this is nothing one can be quite sure of. The 
municipality of Frankfurt reports 642 non-fatal emergencies in the user rooms in 1999. Due to 
interventions all of them survived. Literature shows however, that most heroin deaths occur in 
the time span 1-3 hours after injection. It is therefore questionable to what extent injection 
rooms will cover all overdoses or fatalities due to injections made within the facilities. Even 
so, if a considerable part of injections in the group is covered, there is reason to believe in 
some overdose death preventive effect. 
 
Change in police strategies from focus on users towards focus on larger scale dealing. 
Such a change in strategies is expected to lead to less stress among drug users, and therefore 
to less ODs. Moreover, a better understanding with the authorities may lower the threshold to 
call for help in cases where it is needed. This was however, ranked highest in Copenhagen, 
medium in Oslo and below medium in Frankfurt and Amsterdam. It might be that this change 
already has taken place in Frankfurt and Amsterdam, which might explain their ranking. But 
in the interviews the drug users in these cities still feel chased by the police. The high score in 
Copenhagen might also reflect that a change in the suggested direction has taken place within 
the Copenhagen police not long ago. 
 
There may be some discussion though as to the importance of cracking down on drug use and 
small-scale dealing. What is a fact is that many users are also small-scale dealers, and that 
these roles shift from one day to another. Learning from the present study, however, indicates 
that police strategies should not be altered along the dimension enforcing/not enforcing small-
scale dealing and use. They should be changed rather towards more determined efforts to 
include the police strategies in a total society drug problem strategy. On the one hand, viable 
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living areas for drug users should be created, but on the other hand, the police have to prevent 
gatherings in open drug scenes and react against violation of the law and public nuisance. 
 
Rehabilitation and vocational opportunities 
This seems to be highest ranked in Oslo, but also highly valued in Copenhagen and Frankfurt. 
Although rehabilitation is one of the spearheads of the Amsterdam drug policy, it got a low 
ranking as a measure to reduce OD deaths. 
 
The high ranking in Oslo may reflect that the city traditionally has had a high ambition on 
behalf of the drug users, as regards rehabilitation. Frankfurt especially has experienced that 
facilities with vocational opportunities for drug users might be useful, provided the jobs are 
adapted to the individual drug user's ability to stand a job situation, and with duration of 
working hours from just a few hours a week to full time jobs. It is documented that many 
heroin addicts are single, poorly integrated people, with strong feelings of loneliness, and with 
ambiguous attitudes towards risky behaviour that could lead to death, or towards the 
possibility of suicide. Especially people who have been discharged from drug-free treatment, 
released from prison, or have started receiving methadone maintenance treatment may feel 
troubled, lonely and not know how they should spend their spare time. Measures like 
rehabilitation efforts in general, and vocational opportunities especially could then enhance 
the drug users' integration, through broader contacts with other people and meaningful 
activities to fill their time. This might work to reduce their risks for overdoses or suicide. 
 
Information on dangers after periods of abstinence 
The measure had high confidence in Amsterdam and Oslo, but scored below medium in 
Copenhagen and Frankfurt. There is no doubt about the dangers relapsing heroin users 
encounter due to lowered opiate tolerance after periods of drug free treatment, incarceration 
or temporary stops in heroin consumption due to other causes. The low scores might be 
ascribed to doubts about the effectiveness of information about such dangers. Nevertheless, 
warning talks should be given prior to release or discharge. Especially if methadone treatment 
is not relevant, then there should be a tight follow-up by street workers, self help-groups or 
others to minimise the risks. Leaflets and other information could also be spread among drug 
users contacting low threshold facilities. 
 
Housing for people with drug problems 
It is documented that homeless people are more vulnerable to overdoses than other drug users. 
From that perspective, housing seems important to prevent overdose deaths. It got high scores 
in Frankfurt and Copenhagen, but a medium score in Oslo and was ranked below medium in 
Amsterdam. The low scores in Amsterdam might be due to the fact that the housing problem 
seems to be more solved there. Reasons for high scores in Frankfurt and Copenhagen might 
be positive experiences with housing projects, or a strong belief in the measure. Reasons for 
medium scores in Oslo, might be doubt about the drug users' ability to stay on their own, and 
even reluctance, due to the fact that many overdose deaths happen in flats and private places. 
This again reflects the fact that most drug injections probably are taken in private places, but 
also that drug taking in private places increases the tendency to use drugs alone. 
 
Housing of drug users may also create problems, due to drug use, drug dealing, and possible 
public nuisance within or in front of their living places. This can be counteracted, primarily by 
avoiding housing in big units, by having tight follow-up from social/health workers, and by 
offering low threshold maintenance with buprenorphine or methadone. 
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First aid education, 
First aid in case of an overdose means to act appropriately by calling for medical help and 
doing resuscitation while waiting for the ambulance to arrive. The aim of these courses is to 
increase the ability of fellow drug users and other possible witnesses to act appropriately. It 
had high confidence in Oslo, but a medium score in Amsterdam, and it scored below medium 
in Frankfurt and Copenhagen. Experience shows that this measure is feasible. If it is effective 
is a more doubtful question. But at least experience from Oslo shows that the share of 
overdose deaths occurring in public places has been diminishing in recent years. This is in 
line with efforts that have been made to reach drug users in central areas, and people who 
often encounter them in these environments, with courses and first aid information. 
 
Sufficient methadone programme capacity 
This measure has at the moment the highest score in Copenhagen and Oslo, but it also scored 
high in Amsterdam and Frankfurt. In accordance with the findings in the study, there seems to 
be good reason for having confidence in this measure. However, the overdose deaths due to 
methadone might call for some caution. The question is not only how large a share of the 
heroin users should receive methadone treatment, but also how the methadone should be 
dispensed and controlled. As our literature study shows (see Appendix 5), methadone 
treatment has a well-documented effect on opiate tolerance. Hence an appropriate 
implementation of methadone programmes will reduce the number of overdose deaths, 
compared to the situation before the programmes were introduced. 
 
Low threshold methadone programmes 
Low threshold means that treatment is available to all drug users without waiting lists or 
conditions, other than those intended to secure safe treatment. Low threshold methadone has 
the highest confidence in Amsterdam, but high scores also in Frankfurt and Copenhagen. In 
Oslo it scored below medium. The low Oslo score might be ascribed to the fact that 
methadone treatment in Oslo has been established on a permanent basis relatively recently, 
and that the programme has a high threshold profile. The effect of low threshold methadone 
treatment will depend on the proportion of people in treatment and will be larger if high-risk 
groups among heroin users are targeted specifically. 
 
Methadone programmes in prisons 
It is generally accepted that the first two weeks after release from prisons are high-risk periods 
in an overdose perspective. By maintaining the drug users' opiate tolerance (most of) these 
deaths are expected to be preventable. Methadone programmes to reduce these kinds of deaths 
may be fruitful. Extension of methadone treatment after release from prison may have an 
additional effect on the reduction of OD mortality and criminality. The measure got the 
highest score in Oslo, and a score above medium also in Frankfurt, while Copenhagen and 
Amsterdam gave it a below medium score. 
 
Heroin prescription programmes 
In Amsterdam a trial with heroin prescription has been going on for three years. This is not a 
treatment of first choice, but heroin is prescribed to users who respond poorly to methadone 
treatment (in the sense that they continued heroin use). Initial reports from a randomised 
controlled trial conducted in Amsterdam show an improvement in health and decrease in 
criminality among the participants. No OD deaths occurred. None of the other cities has had 
this sort of treatment, but Frankfurt is starting a trial in 2002. The measure got the highest 
scores in Frankfurt and Amsterdam, and scores below medium in Copenhagen, and at the 
bottom in Oslo. 
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Interventions in order to change the main route of heroin administration from injecting 
to smoking 
A change in the main route of heroin distribution could come about in two ways: New recruits 
start smoking the heroin instead of injecting it, or former injectors could switch from injecting 
to smoking. In all the cities the measure received scores from medium to below medium 
(Frankfurt). It might be said that Amsterdam experienced, to some extent, such a switch in 
heroin culture. At least it is reported that some former injectors now smoke the heroin, even if 
the smoking culture among the immigrants and the ethnic Dutch population has been 
dominant since the seventies. In Frankfurt and Copenhagen, and even in Oslo, it is reported 
that smoking has become more common among new users. 
 
Distribution of naloxone 
Naloxone is the "antidote" used in case of an OD. Distributing this to drug users is expected 
to prevent acute witnessed OD deaths. The officials had little confidence in the measure, were 
not familiar with it, or thought it too much to be a medical matter. At any rate the scores were 
close to or at the bottom in all four cities. Trials are, however, being carried out in the UK. 
Although it is too early to expect results from these studies, they have shown no adverse 
effects. 
 
Prohibiting the distribution of especially dangerous prescription drugs 
The officials were asked to answer yes or no to the suggestion of prohibiting Rohypnol®. The 
measure had very little confidence in all cities, even if there are, or have been, some problems 
connected to taking heroin and other drugs simultaneously. In the Netherlands the physicians 
have been instructed not to prescribe Rohypnol®, but it is not forbidden. The drug is readily 
available on the black market anyhow, imported or produced illegally. But at the same time 
there is an affluence of legally prescribed drugs in the drug scene. Anyhow, it may be 
worthwhile to send a signal of danger and discourage prescription of these substances. 
 
Preventing open drug scenes 
Open drug scenes attract drug users (recruitment or migration) and lead to destructive 
interaction. Closing down the open drug scene is considered most important in Frankfurt. It 
has, to some extent been carried out in Frankfurt and Amsterdam. In Oslo and Amsterdam the 
opinions were mixed, while they were unequivocally negative in Copenhagen. The turning of 
the overdose deaths curves coincided with the reduction and dispersion of open drug scenes in 
Frankfurt and Amsterdam. But as the present report documents, the closing of the open drug 
scenes was an integrated part of a new, elaborate drug policy. This policy moved the focus of 
the police from small-scale drug use to public nuisance. The homeless drug users were 
directed to new living arenas. The significance of closing the open drug scenes has so far not 
been estimated in any literature. 
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7 Tentative conclusions 

It is difficult to point to any singular decisive factor in the fight against overdose mortality, or 
in the city officials' reactions to it. If it were possible to prevent the spread of heroin use, this 
would of course be the basic measure. Oslo seems largely to have relied on this policy, while 
Amsterdam chose a policy of integration of drug users early on. What has happened is that 
Oslo has had an increase in the number of heroin users, and by now is on par with 
Amsterdam, which seems to be in a period of decline. The development in the other cities has 
traits supporting this understanding. 

When heroin use increases, the report indicates that emphasis on repression, abstinence 
treatment and crisis help measures is insufficient. No specific programme is a solution, but a 
totality of measures, allowing for co-ordinated efforts from the different city authorities and 
institutions, creating a truce between the drug users and the city. The cities that have 
experienced a reduction in overdose mortality have had to learn to co-exist with the drug 
users. 

According to the voices from the cities this does not necessarily mean that use should be let 
free (legalisation) or that the users should be seen as sick people not responsible for their 
behaviour. Basic to the drug policy in all the cities are the four pillars: prevention, treatment, 
repression and harm reduction. This was presented clearly by the voices from Frankfurt. Any 
sensible policy has to integrate those elements in their drug policy. What seems to be 
necessary is to make these four pillars work together, to be integrated in an agreed policy that 
is regarded more or less just and adequate by all sides, the users, the public, the administrators 
and the politicians. This can be carried out on a basis of coexistence between these parties, 
respecting the needs and well-being of them all. 
 
It does, however, mean that the users have to be given the possibility of responsible 
behaviour. According to all voices heard in this report, this presupposes sufficient capacity 
and the availability of maintenance treatment. Cities, such as Oslo today, that have methadone 
programmes with restrictive inclusion criteria and strict demands on users, will have to 
change or supplement these programmes. It does also mean that the arenas where the 
destructive drug use patterns dominate, and where problematic users tend to dominate, the 
open drug scenes and the desolated slums of drug using subcultures, should be discouraged 
and dispersed. This again presupposes that the users have acceptable alternatives. 
 
The report does not give unequivocal evidence for whether users' rooms and heroin 
prescriptions are necessary elements in such alternatives, even if users and most street level 
professionals seem to support it. However, the report supports the notion that harm reduction 
measures should be implemented with a view to the drug culture and the actual drug situation 
in each city. Likewise it presupposes that the police decrease emphasis on measures 
experienced as stigmatising and stressing by the users. 
 
The chasing of drug users by the police seems to be pointless and a product of the lack of co-
operation with other authorities. It causes frustrations due to a lack of viable alternatives. The 
police strategy in cities with reduced overdose mortality seems to have increased emphasis on 
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prevention of nuisance, also by traditional policing means, and to pay less attention to drug 
use itself. The drug users have to adhere to the rules of society and respect the social order 
and needs of others. This also means that open drug scenes should be closed, according to 
many of the voices. This again, however, necessitates that the users should have an 
alternative. Some of the voices in this report say that it is neither important nor necessary to 
try to prevent use of drugs as such. The main aim should be to prevent problematic use of 
legal and illegal drugs and avoid the use of heroin in particular. According to other views, 
drug users should get help to get into treatment with the aim of either total abstinence from 
drugs or stabilisation with methadone. They should receive housing and other support they 
need to remain stable. But there should be no acceptance of drug dealing, crime or public 
nuisance. 
 
The drug culture and the use patterns integrated in the ways of the users are obviously of 
importance. The strong injecting culture in Oslo is indisputably a major reason behind the 
high overdose death level in the city, and the low percentage of intravenous drug users in 
Amsterdam is one important factor that contributes to the low figures in that city. Variations 
in the purity of heroin may be a contributing factor behind local changes in drug death levels, 
but do not explain differences between cities. Likewise the heroin price may have a local 
significance, but it can't explain the differences in drug death levels between cities. The 
problem here is that the one of these factors deemed important, the patterns of use, seems 
extremely difficult to influence. 
 
While the cities clearly are at different stages in the process and emphasise different 
measures, all cities seem to have had a period with primary emphasis on suppression of 
supply and reduction of demand by prohibition, scare tactic information and abstinence-
oriented treatment. This has been followed by a gradual or rapid change in attitudes, goals and 
strategies, which can be summarised under the concept of increased priority for harm 
reduction. Amsterdam embarked on this road earliest, as this city also seems to have been the 
first to experience increasing use of heroin. Copenhagen came next but the development 
seems less clear, while Frankfurt had a dramatic change in policy and strategies at a 
somewhat later point of time. Oslo seems at present to be in a transitional period, where 
moods among politicians as well as among professionals are changing. 
 
The challenge here is to learn from the cities where the overdose mortality levels have been 
reduced, while knowing the drug situation and culture in one's own city sufficiently well. It is 
important not to implement measures that have worked well in one city, without a necessary 
overview of the total drug situation or unhappy timing in another. This way one can make 
necessary changes without copying. 
 
What can be inferred is that no single measure by itself is sufficient to prevent overdoses. But 
a lesson is also that most measures are important. Both users and officials in the cities of 
Amsterdam and Frankfurt support in particular heroin prescription and user rooms even 
though the developmental curves demonstrate that other measures have been decisive in 
reducing the overdose numbers. Experience with the user rooms in particular seems to be 
positively evaluated in relation to the reduction of other types of harm and nuisances, but also 
as a means of reducing overdose deaths. One might speculate that a feeling among these 
cities' politicians and administrators of being "drug policy pioneers", a pride on behalf of their 
own city policy, might account for some of these notions. 
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8 Some recommendations to Oslo 

The city of Oslo took the initiative to carry out the present study to meet a difficult situation 
regarding overdose mortality and should benefit from advice and recommendations, if 
possible. The working group has therefore agreed on the following recommendations with due 
respect to the diversity of the problems and situations. 
 
1. In order to meet a rising drug problem, it is imperative to have structural co-operation 

from all the relevant agencies. This means that the police, the prisons, the public health 
services, drug-free treatment programmes, methadone treatment programmes and drug 
user organisations should formulate a common overdose death prevention strategy. This 
premise presupposes a high public priority. 

 
2. A joint and simultaneous intervention with police action and sufficient availability of 

treatment and low threshold facilities together with preventive measures, including the 
reduction/dispersal of the open drug scene is necessary. 

 
3. It is necessary to co-ordinate the Oslo policy with the surrounding cities and 

municipalities. 
 
4. The interventions should undergo on-going evaluation, improvement and adaptation to 

changing circumstances. 
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