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Legal framework 

Devoted to a description of the legal framework for the fight against drugs in France, this part will cover, 
in succession, the laws in relation to illicit drugs, then those covering licit drugs, separating the cases of 
alcohol, tobacco and   psychotropic drug medications, and finally products at the origin of doping behaviour 
in the sporting environment. 

As the development of the legal framework was largely described in the previous edition of the ‘Indicators 
and Trends’ report (OFDT, 1999) this is a simple reminder of the broad lines of the legal provisions in effect1. 

Illicit drugs 
The legal framework in relation to illicit drugs is primarily set by the law of 13th December 1970. 

Numerous implementing texts have subsequently completed this initial framework.  

Law of 31st December 1970 

The law of 31st December 1970(1) constitutes the legal framework on which French policy on the fight 
against drugs has been based for thirty years. This law represses the use and trafficking of narcotics, and 
clearly distinguishes these two aspects. Since 1970, the law enforcement of trafficking has been strengthened 
on a number of occasions through increasing the penalties incurred or creating new offences (supply and 
transfer for personal use, money laundering). On the other hand, the texts on the deterrence of use, a subject of 
unceasing debate, have not changed throughout these years. 

This relative permanence in the legislative situation should not conceal, however, the quite marked 
developments in the implementation of the law, as expressed, more or less, in the memorandums and other 
texts drafted by the authorities responsible for justice and health. 

 

The law of 1970 has been the subject of numerous presentations and analyses. Schematically, its 
objectives are as follows: 

Severely deter trafficking; 
Criminally sanction the use of narcotics—previously only use in society was deterred—while 

at the same time offering a therapeutic alternative;  
ensure free care and anonymity for users seeking care. 

 

The list of narcotic drugs covered by this law was established by decision of the Minister responsible for 
health, on a proposition from the Director General of the French Agency for the Sanitary Safety of Healthcare 
Products, in accordance with international regulations. 

As regards trafficking, the penalties provided are particularly heavy, and greater than those for the majority 
of offences. The police services intervention procedure is an exception from common law: custody may last 
four days instead of 48 hours and searches are permitted at night. 

                                                   
1 The references to the main legislative and regulatory texts are set out in the form of notes at the end of this chapter 
 



Article L3421-1 of the Public Health Code prohibits the illicit use of narcotics with a maximum sentence 
of one year’s imprisonment and/or a fine.  In other respects, under the terms of article L3411-1, the user is 
placed under the supervision of the health authority.  These texts underline the double status of the user, who 
is considered by the legislator to be both delinquent and ill. 

The user may avoid prosecution if he agrees to the mandatory treatment offered to him by the prosecutor. 

Recent developments in the legislation 

For the user, the memoranda from the Ministries of Justice and Health have, as in the past, placed the 
emphasis more on the therapeutic alternatives or, on the contrary, on deterrence where use was associated 
with trafficking. The successive laws voted since the end of the 1980s essentially relate to the prohibition of 
trafficking and the acts related to narcotics trafficking, either by increasing the penalties provided or by 
creating new offences. 

Thus, with the law of 16th December 1992(2), the penalties may go as far as life imprisonment and a fine 
of 50 million francs for certain trafficking. In parallel, emphasis will be placed on the prohibition of money 
laundering or the false justification of the resources of traffickers (law of 31st December 1987(3); law of 23rd 
December 1988(4); law of 12th July 1990(5); law of 13th May 1996(6)). The last law also hid the fact of being 
unable to justify resources corresponding to the user or narcotics trafficker’s lifestyle (‘procuring of drugs’). 

Moreover, the manufacturing and sale of ‘precursor’ products likely to be used for the manufacture of 
narcotics were controlled (law of 19th June 1996(7)). 

Finally, in the context of road safety measures, the law of 18th June 1999(8) provides for the systematic 
testing of drivers involved in fatal accidents for the presence and dosage of narcotics. On the basis of these 
analyses, a study should allow the evaluation of the role of narcotics in the occurrence of these types of 
accident. The conclusions are expected at the end of 2004. 

Alcohol 
For tax and public order reasons, the sale and distribution of alcoholic drinks have been regulated for a 

number of centuries, but public health concerns, which sometimes clash with economic and social interests 
(wine growers, producers and distributors constituting a pressure group), are much more recent: the 1960 
ordinances on the fight against alcoholism(9), and the Evin Law of 10th January 1991(10), in particular. 

Alcohol and trade 

The manufacturing and sale of beverages are regulated by the Licensed Premises Code and the Public 
Health Code, and certain alcoholic beverages are prohibited (for example, aperitif beverages with a wine base 
of more than 18 proof, spirits of more than 45 proof, and bitters and other beverages of more than 30 proof). 

In licensed premises (cafes, brasseries, restaurants, refreshment bars, etc.), the sale and consumption are 
also subject to authorisation. Only establishments with an IV license are authorised to offer all the beverages. 
The regulation, particularly in respect of this type of establishment, is very strict: prohibition on the opening of 
a new establishment—only changes in ownership and transfers are allowed; protected and super-protected 
zones in which the licenses cannot be transferred or must be suppressed. These provisions carry criminal 
sanctions. 

However, in a balancing movement, the legislation has recently adopted more liberal measures; the 
methods for calculating the size of protected zones were modified when the ‘Forum des Halles’ in Paris was 
examined; in the name of the sociability and policy of the city, restrictive provisions are applied to new built-



up areas; refreshment bars in stadiums, prohibited by the Evin Law of 10th January 1991, were subsequently 
authorised, under conditions which were less restrictive (law of 30th December 1998(11)). The requirements of 
public order and health are yielding to the weight of economic interests. 

Alcohol and advertising 

The same applies to advertising in favour of alcoholic beverages, which has been regulated since 1941. 
The advertising, depending on the type of beverage, can be strictly limited; an ordinance of 1960 also 
prohibited advertising for all alcoholic beverages in stadiums. In 1980, the Court of Justice of the European 
Communities condemned discriminatory legislation that authorised advertising for rum, but prohibited it for 
whisky. When the restrictions were barred, it was necessary to wait for the Barzach Law of 30th July 1987(12), 
until new legislation was implemented, in particular, the prohibition of all advertising on television and in 
sports grounds, and regulation of advertising messages. A memorandum subsequently gave a very liberal 
interpretation of it. 

The Evin Law of 10th January 1991 reversed the principle so that propaganda or advertising, whether 
direct or indirect, in favour of alcoholic beverages, is now prohibited, except: 

In the written press, except in publications aimed at young people 
By radio broadcasting 
In the form of posters and signs 
By issue by producers 
In favour of traditional festivals and fairs devoted to local beverages, etc 

Every sponsorship operation with the effect of advertising in favour of these beverages is also prohibited. 
Patronage operations may only give rise to advertising under certain conditions. 

The content of advertising messages is regulated and it must state that, ‘alcohol abuse is dangerous to 
health’. 

Originally, posting was only authorised in production facilities, but in the absence of a regulatory 
definition of these, posting was completely liberalised, everywhere, even in stadiums, where it was previously 
prohibited. The only restriction still in effect relates to advertising in the cinema, as in the case of television, 
which was previously prohibited. 

Violation of these prohibitions carries criminal penalties: a fine of Fr 500,000 and up to 50% of the 
expenses devoted to the illegal operation. Termination of the advertising may be ordered. 

Associations in the fight against alcoholism can take civil action. They have an essential role in cases in 
which proceedings are undertaken, because, despite the number of offences that may be discovered, public 
authorities rarely prosecute.  

Alcohol and public order 

Obvious intoxication in a public place is a 2nd-class offence, carrying a Fr 1,000 fine. The person is 
brought, at his expense, to the closest station or to a safe room, and kept there until sober. Under the new 
Penal Code of 1994, the penalties provided may go as far as imprisonment in the case of a further offence. 



Intoxication in a sports arena, since the law of 6th December 1993(13), constitutes an offence that may be 
punished with a prison sentence, particularly in the case of violence. 

Alcohol and road safety 

Driving under the influence of alcohol has been prohibited since 1965. The law of 9th July 1970(14) 
instituted, for the first time in France, a legal alcohol level. Above 0.40 mg/l of expired air (checked by 
breathalyser), or 0.8 g/l of blood (blood analysis), it is an offence punishable by two years’ imprisonment. 
From 0.25 to 0.5 (or 0.4 to 0.8 in the case of blood analysis), it is a 4th-class offence. Additional penalties, in 
particular suspension or cancellation of driving licenses, or the loss of points [insurance], are also provided. 

If an accident involving injury has occurred, the penalties increase and may reach ten years’ imprisonment 
in case of involuntary homicide with deliberate breach of safety or traffic regulations.  

A new deterrence measure was introduced by the law of 12th July 1978(15), which instituted alcohol 
checks, even in the absence of such offences or accidents. 

At the beginning of the 1980s, the strengthening of checks and the penalties for driving under the influence 
of alcohol seemed to be indispensable in the eyes of the public powers. Thus, the law of 8th December 
1983(16) fixed a single alcohol level threshold at 0.8 g/l of blood (or, for expired air, a rate equivalent to 0.4 
mg/l). Every driver reaching this rate may be penalised with a fine and/or a prison sentence (set at two years in 
1987). A new step was made with the law of 17th January 1986(17) that provided for the immediate 
withdrawal of driving licenses for 72 hours, in the case of presumed intoxication. The prefect may suspend 
the license for a period of six months. In the 1990s, the regulation revised the tolerance threshold for alcohol 
downwards when driving, moving the tolerated alcohol level to 0.5 g/l of blood.  A rate between 0.5g/l and 
0.9 g/l is punishable by a fine of Fr 900 and the removal of 3 points from the driving license. Above 0.8g/l of 
blood, this is an offence punishable by withdrawal of 6 points, a fine, a prison sentence and the withdrawal of 
the driving license (decree of 29th August 1995(18)).    

Alcohol and the healthcare obligation 

Alcohol is often a factor that triggers or aggravates offensive or criminal behaviour (road criminality, 
violence, murder, sexual abuse, etc.). Yet, the alcoholic state or intoxication constitutes only in very few cases 
an offence, or an aggravating circumstance. Nevertheless, the alcoholism of the perpetrator of an offence can 
be taken into consideration, to impose an obligation of healthcare, particularly in the case of suspended 
sentencing, testing or conditional release. 

Tobacco 

The State, a long-time manufacturer and distributor, receives substantial taxes on the sale of tobacco—the 
economic interests linked to production and distribution are important. In addition, the requirements of public 
health have only recently been taken into account, even though tobacco represents a greater risk to health than 
the other substances. 

The law of 9th July 1976(19) (known as the ‘Veil Law’) was the first French law in the fight against 
nicotine addiction. Previously, the few texts existing showed concerns with hygiene in closed places (in 
particular, rooms reserved for sporting activities, public establishments, etc.).  The law of 1976 only permitted 
tobacco advertising in the written press. The sponsorship of sporting events, with the exception of some 
automobile races, is prohibited. Packages must carry a health message. In other respects, prohibitions on 
smoking must be established for places assigned to community use where this practice could have dangerous 
consequences for health. 



However, the law was rapidly circumvented by creative advertising. In 1988-1989, expenditure on 
tobacco advertising amounted to more than 300 million francs, and that of sponsorship of automobile sports 
350 million. 

At the end of the 1980s, the statistics in relation to the growing development of the number of premature 
deaths related to tobacco only increased the concern of professionals, the scientific and medical community 
and the public authorities.  In March 1990, the government announced the strengthening of its participation in 
the public health area, which resulted in the passage of the law of 10th January 1991(20) (known as the ‘Evin 
Law’) in relation to the fight against alcoholism and nicotine addition. The Evin law strengthened the 
restrictive nature of the law of 1976 in terms of public health, in particular by prohibiting smoking except 
where it was explicitly authorised. The law placed emphasis on prevention and public information, and 
the protection of consumers by forbidding tobacco prices to be included in the calculation of consumer 
price indices. The main legislative developments were as follows: 

A prohibition on tobacco advertising and sponsorship, except for tobacco shop signs and 
small posters within these establishments. However, exceptions were subsequently 
introduced for the televised retransmission of mechanical sport competitions, which take 
place in countries where tobacco advertising is authorised, and for professional 
publications. Offences are punishable by a Fr 500,000 fine and up to 50% of the 
expenditure devoted to the illegal operation. Termination of the advertising may also be 
ordered. 

Display of a health message on packaging, with the statement ‘seriously damages health’. 
Offences are also punishable with criminal penalties. 

Prohibition on smoking in places assigned to public use. Offences are 5th-class offences (Fr 
10,000 fine) for operators and 3rd-class (Fr 3,000) for smokers. 

As in the case of alcoholism, associations in the fight against smoking can take civil action, 
and are often very active in the follow-up of offences. 

Finally, tobacco is no longer taken into account in the price indices, which has allowed a 
regular increase in price that results in a reduction in consumption2. 

 

Since then, the text of the law of 1991 has been amended twice: the first related to the prohibition of 
tobacco advertising. This legislative change occurred with the passage of the law of 27th January 1993(21). It 
determined that, until such time as a European regulation intervened, the retransmission of mechanical sport 
competitions, which take place in countries where tobacco advertising is authorised, could be permitted by the 
television channels. Other relaxations were allowed in some publications (specialised or published by 
professional organisations for their members). 

The second change was introduced by the law of 18th January 1994(22) in relation to public health and 
social protection, which emphasised the prevention of smoking. It introduced the obligation that a specific 
healthcare message be carried on tobacco product packaging. Until then, this obligation had been limited to 
cigarette packets. 

The maximum authorised tar content has continued to be reduced since 1991: from 15 mg per cigarette to 
12 mg on 1st January 1998 (in accordance with the provisions of the Evin Law). 

It should be noted, in other respects, that Community texts also aim to limit or prohibit tobacco advertising 
and impose health messages. Their drafting has caused conflict with important lobbies 

                                                   
2 See the chapter on tobacco. 
 



Psychotropic medications 
Unlike the smoking or alcohol regulations, which relate to a single product, that governing the abuse of, or 

dependence on pharmaceutical drugs, must cover a huge diversity of substances, from substitution drugs 
(buprenorphine, methadone) to tonics on free sale, and the psychotropic drugs of List I (toxic) and List II 
(dangerous). The differences between these products are considerable and lead to different regimes. 

The public authorities intervene at three different levels (Caballero et al., 2000, p. 340 sq.): 
That of common pharmaceutical law, which defines the basic rules of medicinal consumption. 
That of the regulation of poisonous substances, which is aimed at preventing the misuse and 

abuse of psychotropic medications and certain narcotics.  
That of anti-doping legislation, which prohibits the use of doping drugs in sports 

competitions. 

Basic rules of medicinal consumption 

Pharmaceutical products are subject to numerous restrictions. They must have an authorisation to be 
placed on the market (AMM). Obtaining the AMM involves a tortuous procedure. The administration has the 
power to grant or refuse the authorisation sought by the manufacturer. Once the AMM has been obtained, the 
drug is subject to the national drug monitoring system and its distribution is accomplished through the 
pharmacist monopoly. Advertising for these products is subject to authorisation, or is regulated. For numerous 
specialities, for the patient to obtain the medication, a signed prescription must be obtained from a doctor. 

Regulation of poisonous substances 

The international classification of controlled substances is based on the classification tables defined by the 
Unique Convention of 1961, and the Vienna Convention of 1971. The first provided four tables: Tables I and 
II of substances for medical or pharmaceutical use, Table III for exemptions and Table IV for substances with 
no therapeutic interest. Originally, the majority of classified substances were of natural origin (morphine, 
codeine, cocaine, etc.) but a new generation of synthetic drugs has appeared.  It is for this reason that the 
classification adopted by the international Vienna Convention excluded substances already subject to 
international control from its field of application.  Psychotropic drugs are therefore broken down into four 
tables: 

International classification of psychotropic substances defined by the Vienna Convention of 1971  

 Therapeutic value Health risk Type of substance 

Table I Very limited or non-
existent 

Very serious Approximately 25 hallucinogenic 
substances including LSD, MDMA, 
MDA, mescaline, psilocybin, and 
cathinone 

Table II Low to average Serious Approximately 15 substances, essentially 
amphetamines 

Table III Average to high Serious 8 substances (5 barbiturates, 1 stimulant 
and 2 analgesics, pentacozine and 
buprenorphine) 

Table IV Low to high Low but not negligible Approximately 60 substances (stimulants, 
hypnotics, tranquillisers, anti-epileptics, 
analgesics) 

Source: Vienna Convention of 1971 (cited in: Caballero et al., 2000, p. 372) 

 



The conditions for the prescription and delivery of medications are distinguished by four scenarios: 
medications available without medical prescription, medications on list II (renewable medical prescription), 
medications on list I (mostly non-renewable medical prescription), and medications requiring the use of a 
legally controlled medical prescription. Narcotic medications and those of lists I and II belong to the list of 
poisonous substances.  The list of narcotic medications includes, among others, the major morphine-based 
analgesics (for example: Skenan®, Moscontin®). List I includes, among others, the minor analgesics (Di-
Antalvic®, Dicodin®), buprenorphine (Subutex®) and tranquillisers (such as Valium® and Tranxène®). List 
II includes, among others, anti-inflammatory drugs (for example: Ibuprofen®, Apranax®). 

Breaches of the prescription and delivery rules may be sanctioned in two ways. On the one hand, the texts 
of the Public Health Code provide criminal penalties, while on the other hand, the professional ethics rules of 
the medical and pharmaceutical professions provide for disciplinary sanctions. Both types of sanction are 
independent and may be cumulative, with the criminal sanction taking precedence over the disciplinary 
sanction.  

Doping in the sporting environment 
France was one of the first European countries to take legislative measures against doping behaviour in the 

high-level sporting environment. It is also one of the only countries to have specific legislation on doping 
behaviour in the sporting area—the Minister for Youth and Sports being responsible for coordinating action. 

The legislation on doping is aimed at avoiding damage to the sports ethic, and the physical and sporting 
integrity of athletes, through the use of substances and all means that artificially increase performance, with a 
view to, or during, a competition.   

The list of substances and prohibited procedures is currently fixed by the Ministerial decision of 2nd 
February 2000 which restates the International Olympic Committee list, following the Strasbourg convention. 
It prohibits: 

Substances: stimulants, narcotics, anabolic steroid agents, etc. 
Procedures: blood doping, pharmacological, chemical and physical manipulation 
Some substances, such as alcohol, cannabinoids, local anaesthetics, corticosteroids and beta-

blockers are subject to restrictions. 
 

The Herzog Law of 1st June 1965(23) had instituted criminal penalties for both users and those facilitating 
doping.  It was not effective. 

The Bambuck Law of 28th June 1989(24) decriminalised use, introduced disciplinary sanctions and 
implemented a prevention structure with a national commission. Its application also ran into difficulties, 
particularly due to cumbersome procedures. 

In other respects, an agreement against doping was signed in Strasbourg on 16th November 1989 by the 
member states of the Council of Europe. 

The current texts result from the law of 23rd March 1999(25) (known as the ‘Buffet Law’) in relation to 
the protection of the health of athletes and the fight against doping. 

Faced with a spread of doping, both medically assisted doping of the highest-level athletes and doping by 
young and amateur athletes, in all sports, the law had a number of objectives: 

Protecting the health and physical integrity of athletes to avoid the phenomena of drug 
dependence and premature deaths 



Putting a stop to cheating, as the financial interests at stake are very substantial 
Restoring ethics in sport, fighting against an attack on fundamental social values.  

Doping and prevention 

To prevent doping, the Buffet Law created a high authority, the Conseil de prévention et de lutte contre le 
dopage (CPLD: the Council for the Prevention and the Fight Against Doping), which proposes all useful 
measures to prevent and combat doping. It also has a power of sanction. 

Medical care agencies for the fight against doping, which organise anonymous consultations and offer 
medical follow-up, were set up. 

In addition, medical surveillance of athletes is ensured through a medical examination by the creation of an 
individual record, recording the absence of contra-indications to practice sport, which are necessary for the 
issue of a license for participation in competition and, especially high-level athletes. 

Doctors who detect signs showing the practice of doping must inform the doctor in charge of the medical 
care agency.  

Doping and deterrence 

Checks are made by ministerial decision, or at the request of the federations, with examinations and 
sampling by approved doctors, who have the right of access to premises (after informing the prosecutor who 
may also object), and also seizure with judicial authorisation. 

In the case of offences, athletes are subject to disciplinary sanctions, by federations or the CPLD, which 
may go as far as definitive banning from competition. 

Doctors who do not transmit information on doping signs of found by them can also be punished by 
disciplinary means.  

Criminal penalties are provided, in the case of impediment of checks or violation of bans (6 months 
imprisonment/Fr 50,000 fine), and for the prescription, transfer or administration of a prohibited substance or 
procedure, facilitation of, or incitement to use (5 years/Fr 500,000 and 7 years/Fr 1 million when the acts are 
committed by an organised gang, or with respect to a minor). Additional penalties of confiscation, publication 
of the decision and the closure of establishments are also provided. 

Federations, such as the CPLD, may exercise the rights acknowledged in civil action.  

In other respects, certain doping drugs are also classified as narcotics or poisonous substances, and are 
covered by these regulations or the Customs Code. 

The reorganised structure for the fight against drugs should be more effective. The specialists remain 
pessimistic, however, faced with, on the one hand, sophisticated doping by high-level athletes, which is 
difficult to prove, and, on the other hand, with weight doping with which amateurs who wish to improve 
themselves have taken, or young over-trained athletes from whom results and performances are required. The 
financing of clubs, conventions or sponsorships by equipment manufacturers often depends on the latter.  



Recent orientations in public policy 

This part sets out the broad lines of the orientation defined in the three-year plan on the fight against drugs, 
and the prevention of drug dependence (1999-2001), which is currently being implemented. 

The important developments in the public action in the fight against licit and illicit drugs since the 1990s 
are described at a later stage. The developments prior to the law of 1970 were covered in the previous 
‘Indicators and Trends’ report (OFDT, 1999). 

Orientations of the three-year inter-ministerial Plan (1999-2001) 
The Mission interministérielle de lutte contre la drogue et la toxicomanie (MILDT: Interministerial 

Mission for the Fight Against Drugs and Drug Addiction) is responsible for ensuring, on behalf of the 
Interministerial Committee for the Fight Against Drugs and Drug Addiction, the implementation of the 
orientations of public policy decided by the latter. On the basis of orientation proposals developed by the 
MILDT, the government adopted a three-year plan for the fight against drugs and the prevention of drug 
dependence during the Interministerial Committee of 16th June 1999 (MILDT, 2000). 

This plan put forward certain findings: 
The modes of consumption of psychoactive drugs is changing. 
Users are increasingly adopting a behaviour of polydrug use (consumption of a number of 

substances, for example: ecstasy and alcohol). 
The care structure is spread unequally over the national territory. 
In the matter of drugs and drug addition, there is no common culture among the different 

participants.  
The social and professional accompaniment during care remains inadequate. 
Based on these findings, the plan defined broad orientations. A number of main thrusts 

appeared, in particular: 
The development of the observation of licit and illicit drug consumption phenomena by 

emphasising social science work (studies and research), and the organisation of 
knowledge to clarify public policies. 

The distribution of reliable, scientifically validated, data to the public at large, to achieve 
the necessary responses on the status of the phenomenon. 

Improvement of prevention action against all psychoactive drug consumption behaviour 
(and not only the products). 

The development, among all professionals and participants in the prevention field, of a 
common reference culture on psychoactive drugs, in order that public policies and the 
new orientations adopted would be understood and shared by those required to 
implement them.  

The distribution of the policy on the reduction of risks and damage regarding all 
consumption behaviours. 

The implementation of early health and social care (before consumers of psychoactive 
substances become dependent) as an appropriate accompaniment to consumers of 
psychoactive drugs.    

The integration of public health logic into public safety, based on an appropriate criminal 
policy, whether in relation to users questioned by police, or those placed in detention. 



A strengthening of the fight against trafficking, based on the diversification of means of 
actions, whether the fight is against local or international trafficking, against money 
laundering, or the approach utilising chemical precursors. 

The development of an international action by France based on a global approach that 
balances the reduction of supply and demand against the reduction of risks.  This 
resulted in a redefinition of geographic priorities. 

 

With the new memorandum from the Prime Minister of 13th September 1999(26), the principle and 
necessity of local coordination was reaffirmed. The tasks entrusted to the heads of the ‘drugs and drugs 
dependence’ project were specified and strengthened—a process for the delegation of the credits and actions 
was put in place: 

 
Chosen from among the staff of the prefecture (director of the prefect’s office, sub-prefect in the city) 

or the heads of the devolved State services, the head of [the] project will lead local policy in the area of the 
fight against drugs and drug dependence, and coordinate the actions of the different State services in the 
department. He will receive a task letter from the prefect, which will confirm his legitimacy with his 
colleagues and institutional partners. The principal policy motivator is the Steering Committee for the 
fight Against Drugs and the Prevention of Drug Dependence. This authority is chaired by the prefect, 
assisted by the head of project. It must meet each quarter. 

 

The heads of the devolved services involved, the legal authorities and the representatives of the 
territorial collectivities, must also meet this regularly to coordinate their actions and determine financing. 

 

 (MILDT Internet site: www.drogues.gouv.fr) 

 

All of these recent orientations in public policy gave rise to the implementation of actions and public 
structures, which consisted of a mixture of human, administrative, or financial resources. In order to calculate 
the achievements and results from these general orientations, monitoring and evaluation processes were put in 
place, at both national and local levels. The main conclusion that can be drawn from this is set out in the 
chapter devoted to institutional structures and their implementation. 

Recent developments in prevention 

During the 1990s, the political debate on prevention had a certain formalisation: it was based on an 
approach in terms of psychoactive substance consumption behaviour, which replaced the more instrumental 
policy—based on drugs—in operation since 1970. In this, the political discourse corroborated the practice of 
numerous professionals who had already decided not to focus their intervention on a drug. The change in the 
concept of prevention (and subsequently its objectives) was induced by certain developments observed over 
the last ten years in the practice of use, and the social perception of drugs.  

The expansion of new substances and new uses, in particular the development of multidrug 
consumption 

The increase in the number of socially well-integrated users, or those who apparently have a 
controlled use 

The growing social acceptance of the issue of drugs, insofar as it is not prejudicial to the 
individual or his/her associates 



The development of a health concept based on the responsibility of the individual, since the 
appearance of AIDS. 

 

The plan of 14th September 1995 concerning the fight against drug addiction(27) announced the 
development of a reference text on the objectives and modes of action for the prevention of the use of drugs: 
the Parquet Report (Parquet, 1997). This work set out the basis for a discussion on prevention that aimed at 
federalising the logic of the various participants in prevention, both public and private. Its coherency came 
from this. 

Discussion on prevention: Parquet Report (1997) 

The Parquet Report stressed that developments in the drug problem–outlined above—required more 
pragmatic solutions: a message of prevention based exclusively on abstinence, as had been discussed over the 
past twenty years, could no longer be sustained.  However, the progress made in understanding the 
neurobiological mechanisms linked to the absorption of substances that act on the psyche revealed a 
metabolism common to various licit and illicit drugs. The scientific literature also underlined the psychosocial 
and environmental factors that were common to these various consumptions. 

The report therefore proposed a prevention message that not only encouraged reflection on consumption 
behaviour, but also on the similarities of the mechanisms of drug dependence. It targeted psychoactive 
substances—a generic term that covers illicit drugs, alcohol, tobacco, and psychotropic medications. The 
behaviour approach made a distinction between use, abuse or harmful use, and drug dependence, which was 
already present in the international reference classifications (in particular the 10th version of the International 
Classification of Illnesses—CIM 10—of 1992, or the 4th version of the mental problems, diagnostic and 
statistics manual—DSM—of 1994). The definitions have the advantage, in effect, of integrating a 
psychopathological and behavioural breakdown approach as opposed to the habitual behaviour of the subject. 

While the traditional objective—which consisted of avoiding any first-use of psychoactive substances—
should be maintained, the process must go beyond it by averting the progress from use, to harmful use or drug 
dependence. The first strategy of prevention consists of intervening on the basis of programme logic, in order 
to establish the diversified objectives, appropriate to the specific requirements of populations. The explicit 
statement of these objectives ensures that the actions are not fragmented. In this scheme, evaluation facilitates 
the complementation of existing efforts, and the study of the appropriateness of the preventative response 
regarding the reality of the ‘drugs’ phenomenon. Finally, the development of a common culture favours the 
continuity and cohesion of the discussions undertaken by the different interlocutors, who are involved in the 
field of prevention: the State services, the professionals, the media, the consumer groups, or other community 
groups. 

Prevention in the MILDT three-year plan 1999-2001  

Prevention is a major thrust of the current three-year plan, as witnessed by its title: ‘Three-year plan for the 
fight against drugs and the prevention of drug dependence’. The MILDT, in its programme text, incorporated 
the majority of the ‘professional ethics’ and organisational recommendations prescribed by the Parquet 
Report. 

The interministerial orientations in the matter of prevention are summarised as follows: 



Contributing to the professionalism of participants in prevention. If numerous actions have 
been undertaken in the field of prevention, they have remained dependant on the goodwill 
and dynamics of local participants, without any particular capability being required. The 
first objective is to provide professionals with the necessary tools to identify risk 
behaviour at an early stage. 

Develop the Health and Citizenship Education Committees (CESC) in school establishments3. 
These expansions should allow the young to receive at least one prevention programme 
during their school programme. 

Improve access to listening structures for adolescents and their parents. 
Reaffirm the preventative objectives in relation to the judicial treatment of drugs users 

(memorandum of 17th June 1999(28)). 
Develop a preventative approach in specific contexts, such as the intervention of groups of 

pairs in sporting associations, and the implementation of a risk reduction policy during 
concerts, festivals or rave parties, which also involve the consumption of alcohol.  

 

In addition, this plan stressed the need for local coordination in the application of its orientations. 

Departmental prevention programmes 

The three-year plan announced an administrative organisation of local public action in relation to 
prevention, which gave momentum to the coordination of actions supported by the devolved services of the 
State and by the associations.  It took shape through the departmental prevention plans, which must define, at 
a local level, the main thrusts outlined by the three-year plan. The development (definition of assessable 
objectives, identification of capable participants, etc.) was entrusted to the ‘drugs and drug dependence’ 
project head of each department, who was supported in this by the Steering Committee for the Fight Against 
Drugs and the Prevention of Drug Dependence (an organisation which brings together the representatives of 
the devolved services of the State, territorial communities, social organisations and other professionals). In 
particular, it had to complete this programme in close co-operation with the local representatives of the 
Minister for Education and the Minister for Youth and Sports, in order to ensure a continuity of preventative 
measures in all aspects of the life of young people, at whom this policy is primarily aimed. 

In 2001, 18 department programmes were implemented, 11 were published, 5 will come into effect this 
year, and 34 are in the process of preparation. Finally, 5 departments have not yet begun the preparation of the 
programme. The state of progress of the remaining 32 departments is not known at this date. 

City, CLS and CEL contracts 

In parallel with the departmental prevention programmes, there are lateral framework contracts that allow 
the handling of the ‘drugs question’ through the broader approaches of global education and integrated 
development. 

The objective of city contracts is the ‘development of a balanced city, allowing the harmonious integration 
of all its constituents(29)’.  Instituted in 1993, with the XIIth City Plan (2000-2006), the city contracts are the 
single framework for consultation through which the State, the local communities and their partners are 
involved in the implementation of territorial policies against the devaluation of territories, and all forms of 

                                                   
3 See the section on the “national Education” prevention systems. 
 



social and urban exclusion. They define the local policy framework within which other structures of common 
law—that concur in whole, or in part with their objectives—must operate. In this way, the local safety 
contracts (CLS) and the local education contracts (CEL) formalise and establish the operational basis of the 
‘prevention and safety’ and ‘education’ facets of the city contract. 

The CLS, drafted by the local district Councils for the prevention of delinquency, are co-signed by the 
mayor, the prefect and the prosecutor, to which may be added the Chairman of the General Council, and the 
Chief Education Officer(30). The ‘drugs and drug dependence’ project heads participate in the preparation and 
implementation of the CLS, with respect to questions of their domain. 

Uniting institutions (among others, the academic inspections and the departmental divisions for youth and 
sports), parents, associations and the elected representatives concerned, the CEL(31) defines the responsibilities 
of each to achieve the local education project. They must guarantee the coherence of the measures taken, and 
participatory mode involving young people and associating families with projects. The strategic approaches 
encouraged by the CEL correspond, in a general way, to the consolidation of protection factors that are known 
to avoid the use or harmful use of psychoactive substances: for example, the knowledge and control of one’s 
body through various physical and sporting activities, and health education; improvement in school results; 
education in community life and citizenship.  

In 2001, 71% of city contracts included a specific ‘Drugs and Drug Dependence’ facet, which is found in 
54% of the CLS, and 21% of the CEL. These contracts often consist (in a lesser measure for CEL) of 
partnership frameworks for the implementation of the departmental policy for the prevention of drug 
dependence. 

Integration of the ‘drugs and drug dependence’ question into City policy contracts in 2000 

 Share of the contracts in which the 
‘drugs and drug dependence’ project 
heads participate in the steering 
committee 

Share of the contracts which constitute 
additional financing for the ‘drugs and 
drug dependence’ preventative actions 

City contracts 57 % 68 % 
Local safety contracts 47 % 25 % 
Local education contracts 29 % 21 % 

Source: OFDT-MILDT (OFDT, 2001) 

 

Since 1998, the Regional Health Policy Committees have united the financial partners around these 
projects, and, in this way, aim to ensure coherence in orientation, in particular in relation to prevention The 
‘city health workshops’ instituted in December 1999, and tested in Seine-Saint-Denis and in the Provence-
Alpes-Côte d’Azur region, constitute another area of consultation between the State, the territorial 
communities and the inhabitants, for the implementation of actions in neighbourhoods identified as priorities, 
in the area of primary prevention, access to healthcare and taking into care, or accompaniment toward health.   

Regional programmes in relation to health and access to healthcare. 

Numerous healthcare structures and prevention actions in relation to dependence are integrated into the 
measures developed by the programmes régionaux de santé (PRS: regional healthcare programmes) or 
programmes d’accès à la prévention et aux soins pour les personnes en situation de précarité (PRAPS: 
programmes for access to prevention and healthcare for persons in precarious situations, one in each region).  
PRAPS are different to the PRS in that they are imposed by the law(32) for a period of three years, while for the 



PRS, which are not so imposed, the themes are defined annually on the basis of specific needs identified in the 
region. Seven PRAPS have defined prevention and the taking into care of dependants, as a priority objective. 
For at least 11 of the 26 first generation PRAPS (2000 to 2002), alcohol is a priority theme—also designated 
by the PRS. These two types of programme associate the departmental and regional levels of the social and 
healthcare sectors (State services, local communities, regional hospital agencies, social organisations, mutual 
insurance companies, etc.). They apply the same programme logic. The direction of work suggested by the 
departments is submitted to the Regional Health Policy Committees, who set the priorities and ensure the 
complementation of the different structures: PRAPS, PRS, regional-healthcare organisation planning, 
welcome-accommodation-insertion planning, departmental insertion programmes, etc.  

Recent developments in healthcare policy 

During the 1990s, the socio-healthcare orientation in relation to the fight against drug addiction underwent 
substantial changes, which are reflected, in particular, in the adoption of the policy of risk reduction and 
substitution. The change in direction essentially occurred with the adoption of the plan of 21st September 
1993(33), although it was initially tackled with great prudence. It recommended, in particular: 

An improvement in the care of drug users, not only in the specialised structure, but also in the 
general healthcare structure (increase in the number of accommodation places, 
improvement in hospital care, and the formation of city-hospital drug-addiction networks, 
joining city and hospital professionals in the care of drug addicts;  

The development of the risk reduction structure 
The implementation of substitution treatments. 

 

The majority of the recommendations made in 1993 were subsequently confirmed and developed. In 
effect, the plan of 14th September 1995 represented the continuation of the guidelines of the previous plan, as 
does that for 1999-2001, currently in process (MILDT, 2000).  

Improvement in care 

The orientation in relation to healthcare policy, defined in the 1999 three-year plan, places particular 
emphasis on early socio-healthcare, centred more on harmful use (before the consumers become drug 
dependant)—diversified and appropriate to the needs of persons with addictive behaviour in relation to one or 
more psychoactive drugs. Moreover, it meant being able to offer responses that were no longer based on 
drugs, but on consumption behaviour. As defined in the new prevention orientation, the healthcare approach 
must be capable of providing responses as a function of the concepts of the use, abuse or harmful use and 
drug dependence—irrespective of the drugs consumed (alcohol, psychotropic medications and illicit drugs). 

With this new orientation, the plan showed that progress would need to be made in two directions: 
Improve the organisation of the existing care structure, in order to increase the possibilities of 

reception, medico-psycho-social monitoring, and healthcare for persons with addictive 
behaviour, and also develop national coverage of the structure.  

Give the healthcare service a better coherence, in order that the actions of prevention, 
healthcare and placement are better articulated and coordinated. 

 

In this regard, a number of measures were taken: some related to the organisation of healthcare without 
drug addiction being specifically addressed; others attacked the dysfunctions found 
in the care of drug-addicted patients, particularly at the level of the hospital structure 
(including the psychiatric structures and out-patient medicine). The application text 



recently adopted and set out below, strengthen, in their broad lines, the previous 
provisions by the public authorities, in relation to the treatment of drug addiction. 

With the memorandum of 15th June 1999 in relation to the organisation of hospital care for drug-
addicted persons(34), the health authorities wished to firstly recall the principles of reception and care in public 
healthcare establishments, already stated in the 1996 memorandum, in relation to the care of drug addicts(35): 
the hospital must be able to offer drug-addicted patients global care that responds to their somatic and psychic 
problems, and, at the same time, be able to develop specialised care, based more on liaison teams and 
addiction care. This new memorandum drew particular attention to the following five objectives:  
improvement in hospital emergency care; the development of the possibility of hospitalisation for drug 
addition withdrawal, assessment and care; the beginning or continuation of the monitoring of problems linked 
to drug dependence by orienting the patient toward adequate and capable structures; the training of hospital 
personnel; and finally, the development of tools for observing hospital activity in the matter of drug addiction. 

The memorandum of 8th September 2000 in relation to the organisation of hospital healthcare(36), once 
more, drew on the liaison teams and addiction care to improve the reception and care in hospital of persons 
with harmful use, or dependence on one or more psychoactive substances. With this memorandum, the health 
authorities wish to bring together, in time, teams working in the fields of alcohol dependence, drug addiction 
and tobacco science, within hospital establishments. This should allow the targeting of responses against the 
person and his/her behaviour—not only the drugs.  It is also aimed at favouring cooperation, exchange of 
knowledge and the harmonisation of therapeutic means, and tools.  Through coming together, the health 
establishments will be integrated into the general care structure for drug addiction, to better respond to the 
demands made on them, and to promote medico-psycho-social follow-up.     

Improvement in care in the prison environment  

The improvement of the healthcare and social structure implemented for persons with addictive behaviour 
also occurred through the reorganisation of their care within the prison environment. As a consequence, it is 
therefore necessary to refer here to the latest developments in the application texts defined by the healthcare, 
hospital and penitentiary supervisory authorities jointly with the MILDT, for a new organisation of services 
involved in detention, whether healthcare, socio-educational or supervision.  The interministerial letter of 
2001(37), therefore established the orientation in relation to the improvement of the health and social care of 
persons detained, who show a dependence on licit (particularly alcohol), or illicit drugs, or with abusive 
consumption. It aims at a much greater coordination of the services called on to intervene, both inside and 
outside prison, and a better organisation of local intervention methods, by associating all of the participants 
involved with a clearly defined project, and a specially designated manager.  

The objectives sought from this reorganisation were the following: 
The systematic reporting of all situations of abuse and/or drug dependence, irrespective of the 

psychoactive drug 
Offering care appropriate to the needs of the detained person 
Developing prevention, particularly that of the risks associated with the consumption of drugs  
Encouraging penalty adjustments 
Preparing for release. 

 

The process undertaken was based on the mobilisation of all of the partners involved in each penitentiary 
establishment, including external partners. Within each establishment, it is foreseen that a project group will 
be made responsible for developing and applying the new care protocols in the prison environment, in 
accordance with the objectives fixed by the specifications attached to the interministerial letter. 



To ensure the accompaniment of this measure, and the success of the project, the administrations involved 
took the necessary steps to ensure that an evaluation process would be undertaken. 

Strengthening of the policy for the reduction of risk and damage 

The policy on the reduction of risk and damage for all consumption behaviour is a direction that is a clear 
priority of the 1999 plan. With the memorandum of 13th March 2000(38), the objective of the public 
authorities is to support actions for the reduction of risk aimed at drug users.  They are insufficient in number 
and do not appear to be well spread over the French territory. New credits were proposed by the authorities, 
either to contribute to the strengthening of existing ‘low threshold’ programmes (syringe exchange 
programmes, reception centres, Sleep-in), or to promote the setting up of new programmes or structures, 
particularly in urban zones not already equipped, or the installation of syringe distributors in public places.  

Development of the substitution policy 

The interministerial plan of 1999 renewed its support for the development of the substitution policy 
regarding persons dependent on opiates. New provisions, aimed at reducing the disparities between 
methadone and buprenorphine, in terms of the duration and method of prescription, monitoring and delivery, 
required that the authorities involved re-examine the respective application protocols to define more 
appropriate directions. The following are the regulatory developments for the two available treatments: 
methadone and buprenorphine. 



Regulatory framework for substitution treatments in France, in 2000 

Clauses Buprenorphine Methadone 

Date of effective entry into 
effect 

Beginning of 1996 1994 

Inclusion criteria Opiate dependence evaluated by the 
physician 

Opiate dependence evaluated by the 
physician + urinary check (testing for 
opiates other than methadone) 

Prescription Initiation and follow-up by city medical 
services or CSST 
Primary prescription and continuation 
of treatment is possible in the 
penitentiary environment  

Initiation by CSST then possible 
follow-up by the city medical services 
Primary prescription possible in the 
penitentiary environment if internal or 
external CSST exists 
Continuation of treatment in the 
penitentiary environment 
Initiation of treatment in hospital 
environment envisaged 

Maximum period of 
prescription 

28 days 14 days 

Dose Maximum recommendation of 
16mg/day but no restriction 

Maximum recommendation of 100 
mg/day but no restriction 

Delivery Delivery in the pharmacy in all cases 
Delivery broken down into maximum 
periods of 7 days with the possibility of 
asking that the treatment be delivered 
once for a period of 28 days 
maximum 

Administration supervised by CSST or 
provision of medication for up to 14 
days 
Maximum period of delivery in the 
pharmacy of 7 days 

Urinary checks Not required 1 or 2 per week for the first 3 months, 
then 2 per month  
Decision by the doctor if followed up 
by the city medical services 
Always done in CSST 

Payment for care Common law if followed-up by the city 
services 

Gratuity then common law if taken 
over by the city services 

Source: DGS (information provided by France Lert) 

 

Since the decision of 20th September 1999, in relation to the application of the narcotics regulations to 
certain medications with a buprenorphine base(39), the maximum delivery of buprenorphine has been broken 
down into maximum periods of 7 days, with the possibility for the doctor to request that the treatment be 
delivered once for a period of 28 days maximum, and this for particular reasons in relation to the situation of 
the patient. 

The decision of 8th February 2000, in relation to the breaking down of the delivery of medications with 
a methadone base(40), fixes the extending of the prescription period for this medication from 7 to 14 days, but 
with a maximum breakdown of the delivery by the pharmacy of 7 days.  

A project being developed envisages the extension of the authorisation to put on the market (AMM) to 
allow primary prescription by doctors working in health establishments. 



In an extension of the global approach, new substitution measures in relation to tobacco have been 
defined. Since January 2001, nicotine substitutes have been on open sale throughout the French territory.  

Recent developments in criminal policy 

For a detailed description of the judicial policy implemented in France since the law of 1970, we must 
refer back to the previous edition of the ‘Indicators and Trends’ report (OFDT, 1990).  Three memoranda 
established in 1999 have led to a significant development in the area of the fight against trafficking, and in 
that, of the judicial response to drug addicts.  

Recent provision in relation to trafficking 

In June 1999, the Minister for Justice sent new directives regarding the fight against trafficking, which are 
set out in the memorandum of 17th June 1999(41), to the Republic’s prosecutors. This memorandum first 
examined the conditions for improving the coordination of public actions, and recalling the central role played 
by the Office central pour la deterrence du trafic illicite de stupéfiants (OCRTIS: Central Office for the 
Repression of Drug-related Offences), and asked the public prosecutor’s offices to implement a structure for 
the coordination of law enforcement services at the local level.  

The memorandum then dealt with the question of measures aimed at targeting the assets of traffickers. It 
recalled that confiscation related to all of the assets for the most serious of trafficking offences, and not only 
the drugs involved in the offence. It also recalled that the prosecutor has the power to take stern measures with 
a view to allowing confiscation of assets of a person under indictment. It found that due to the lack of powers 
to identify the assets of traffickers, and in the absence of prior aggressive measures, confiscation only applied, 
in most cases, to goods seized during police questioning. The memorandum invited the public prosecutor’s 
offices to use the law on ‘drug procurement(42)’, which allows indictment of a person who is in regular contact 
with users, or a trafficker if he/she is unable to justify the origin of his/her resources or lifestyle.   

Finally, the memorandum of 11th October 1999 from the Minister of the Interior, in relation to 
strengthening of the fight against the use and local trafficking of narcotics(43) should, on the one hand, 
regarding the fight against use, develop prevention measures in the school environment and take appropriate 
measures (police questioning, police custody, judicial proceedings, etc.) and, on the other hand, promote 
consultation between the different administrative and judicial authorities, and encourage the use of available 
judicial tools to improve the effectiveness of the fight against local trafficking. This memorandum fits within 
the perspective of the direction defined for law enforcement and judicial action in the 1999-2001 three-year 
plan (MILDT, 2000). 

Recent provisions in relation to use 

In June 1999, The Minister for Justice sent the prosecutors a new directive regarding the judicial response 
to drug addicts.  

The memorandum of 17th June 1999 was based on the principal idea of the necessity to individualise 
decisions in justice regarding the use of drugs, which made the diversification of possible responses and, in 
particular, alternatives to prosecution and imprisonment indispensable. This text is not limited to users of illicit 
drugs, but also concerns persons having difficulty with alcohol. According to this memorandum, fixed 
imprisonment for a user who has committed no connected crime should only be used as a last resort.  In 
giving the objective of flexibility in the judicial decision, the Minister for Justice also sought implementation 
of methods to better know the health and social situation of drug users, to ensure systematic health and social 



orientation of the person subject to trial, when this is necessary (rapid social inquiry, more substantive 
personal file, etc.).  

Regarding police interrogation and custody of simple users, the memorandum specifies that these should 
be reserved for persons who could cause damage to themselves, or to others. The memorandum demanded 
the banning of police interrogation in the immediate proximity of ‘low threshold’ structures. It also demanded 
that substitution treatments be continued during periods of police custody. 

The memorandum recommended that mandatory treatment be refocused on its original purpose. This 
measure should be aimed at heroin addicts and other users with a massive or repeated use of illicit drugs, by 
which the drug dependence makes health measures necessary. 

The pre-sentencing phase (between the start of proceedings and the hearing) should be used to make the 
accused aware, and encouraged to begin a process of healthcare.   

During the sentencing and post-sentencing phases, the memorandum recommends the development of 
measures for the postponement of penalties, with testing.  This measure sets a precise deadline for the 
accused, to help him stabilise over time and undertake a process of becoming responsible.   

The stay of execution with testing constitutes the principal ‘alternative sanction’ proposed by the 
jurisdictions. This measure must also take into account all of the situational difficulties encountered by the 
convicted person and is based on the implementation of socio-educational follow-up by the probation 
services. 

Although conditional freedom, subject to the obligation of healthcare, has been used less and less, it was 
re-launched so that the preparation of imprisoned users for release could be better improved. The measure of 
semi-freedom, also little used up to now, was recommended in the memorandum, to prepare for release of the 
freed inmate.   

Regarding minors, a judicial response can be made, in the context of criminal or civil proceedings, through 
educational assistance.   

The memorandum recalls, in particular, that numerous educational responses may be applied in the 
context of the order of 2nd February 1945 in relation to delinquent childhood(44): supervised freedom, 
placement under judicial protection, placement in an educational or healthcare establishment. 

The departmental Agreements on Justice-Health objectives (CDO) constitute the principal instruments of 
application of the memorandum of 17th June 1999. 

In effect, these agreements, defined by the interministerial memorandum of 14th January 1993(45), allow 
for the improvement of the care of drug users and the promotion of actions for the prevention of the use of 
psychoactive substances in the context of judicial measures. 

In 1999, this structure had been developed for extension to all French departments, and incorporated into 
the renewed framework for judicial policy in relation to users. This development results from the will to 



strengthen the partnership between the judicial authorities and its services on the one hand, and the 
departmental socio-healthcare authorities on the other, in order to promote alternative measures to 
prosecution, to systemise the health and social orientation regarding consumers of psychoactive drugs, and 
improve the care of drug users at all stages of the criminal procedure, irrespective of the judicial status of the 
drug consumed (narcotics, alcohol, misused medications). 

These agreements are signed by the prefects of departments and the prosecutors of the Republic. The 
‘drugs and drug dependence’ project heads are responsible for the coordination and organisation of the 
structure. For their part, the prosecutors must act in close liaison with the services of the Ministry of Justice. 
The interministerial missives previously delegated by the MILDT to the Ministry of Justice were then 
progressively redeployed toward the departmental objective agreements structure. The expenses for medico-
social stays, traditionally devoted to mandatory treatment, relate from now on to any healthcare or social 
intervention made in the context of these agreements. The healthcare authorities, in particular, were asked to 
delegate these directives to healthcare and social orientation offices set up in the courts, or close by. 

Assessment of the implementation of the departmental objective agreements  

Until 1998, the CDO was linked to the geographic priority set out in the city policy, that is, 30 
departments. From 1999, the coverage of the programme has progressively extended, reaching 93 
departments in 2001. 

There has also been a large increase in the expenses devoted to the departmental objective agreements: 
they have more than tripled since 1998 (increasing from Fr 16.6 million to Fr 59.7 million).  

Expenses devoted to the departmental objective agreements, from 1998 to 2001 {124a}  
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Regarding the public in care, persons who were the subject of pre-sentencing measures were 
proportionally greater in 1999 than in 1998 (38% and 25% respectively).  The taking into care of minors is the 
other dominant element in the report for 1999, as they amounted to 3,000 that year, while there were less than 
100 in 1998 (MILDT, 2001). 



In addition, in 1999, minors represented 20% of the public taken into care through the CDO, inmates and 
released persons represented 31%, and persons subject to pre-sentencing measures, 38%.  Among all the 
measures put forward in the context of the CDO, it is appropriate to note that mandatory treatment represents 
a minority of the measures (5.9%), while other alternatives to prosecution (warning, classification with social, 
educational or health orientation, etc.) are in the majority, with 26% of the measures. Finally, the alternatives 
to imprisonment (community service order and stay of execution) correspond to 12% of the measures put 
forward.  



Structures and means used in the fight 
against drugs  



Observation, research and training structures 

Observation structures 

Observatoire français des drogues et des toxicomanies (OFD:  French Observatory of Drugs and Drug 
Addiction) 

The OFDT is the principal observation organisation on the national level. Since 1998, it has had the task of 
developing a sentinel network to observe recent trends in consumption—conducting regular epidemiological 
surveys of the general population, and implementing a global framework for the evaluation of public policies.  

The observation activity of the OFDT is, therefore, organised as a function of three main work directives: 
The monitoring and improvement of indicators: On the basis of this directive, the OFDT 

analyses the existing indicators (in relation to alcohol, tobacco and illicit drugs), and 
issues proposals to improve the quality and reliability of the sources in different ministries 
and other organisations. It also involves the consolidation of the existing general-
population monitoring structure by integrating questions that are of interest to its field of 
observation. 

The monitoring of recent trends: ‘The objective is to know, in real time, the developments in 
consumption, their modes and consequences, and the nature of the drugs in circulation’ 
(1999-2001 Work orientations). To do this, a double structure has been implemented: on 
the one hand, a surveillance network, which plays an information role in relation to the 
development in the contexts of use, takes existing structures into account (TREND) [33]; 
on the other hand, a structure for the collection and analysis of the drugs in circulation 
(SINTES) [32]. 

The evaluation of public policies: for the OFDT, this means defining a global framework for 
the evaluation of public policies; developing methodologies and expertise using, where 
necessary, foreign works; implementing and monitoring the evaluation of public actions, 
and ad hoc and rapid studies within the general plan.  

Other observation and research structures  

The Observatoires régionaux de santé (ORS: Regional Health Observatory) participates at the local 
level in the observation of the drugs and drug-dependence phenomenon, on the basis of the specific work they 
do (observation, studies and research). The work done by ORS Midi-Pyrénées, ORS Ile-de-France and ORS 
Provence-Alpes-Côte d’Azur on psychoactive drugs and the socio-healthcare situation of users must be 
particularly referred to. 

The Institut national de veille sanitaire (InVS: National Health Watch Institute) is a public establishment 
that was created to strengthen the health safety and monitoring structure in France.  It replaces the National 
Public Health Network, and is under the authority of the Minister for Health. The general task of the InVS is 
to monitor, on an ongoing basis, the state of health of the population and its development. This task is based 
more specifically on the activities of epidemiological monitoring, the evaluation of risks, and the observation 
of health. The InVS has a database named ‘Information system on the accessibility of medicinal injection and 
substitution materials’ (SIAMOIS), in which information on the sales of syringes and substitution drugs in the 
23,000 French pharmacies, is listed. This system allows annual collation of this sale data with the indicators 
on the use of drugs, and morbidity and mortality related to this use. SIAMOIS, therefore, contributes to the 
evaluation of the policy on the reduction of health risks among users of intravenous drugs.  

Coordinated by the French Agency for the sanitary safety of healthcare products (AFSSAPS), the six 
Centres d’évaluation et d’information sur la pharmacodépendance (CEIP: Centres for the Evaluation 
and Information on Pharmacodependency) are responsible for the collection and evaluation of clinical data on 



pharmacodependency, and on the abuse of psychoactive substances.  They evaluate the risk to the public 
health, conduct research, and contribute to information in their area of competence, and also have a task of 
expertise and advice. Work and surveys are done at the request of the AFFSSAPS. 

In addition to these public organisations, some associations or organisations financed by industry 
participate in the production and distribution of information: l’Institut de recherches scientifiques sur les 
boissons (IREB: The Institute for Scientific Research on Beverages), l’Office français de prévention du 
tabagisme (OFT: The French Office for the Prevention of Smoking), etc. 

Research structure 

The three-year plan for the fight against drugs and the prevention of dependence (1999-2001) makes the 
improvement and distribution of available knowledge in these fields a priority objective.  In addition to the 
support given to thematic research, one of the principal objectives is to contribute to the structuring and 
networking of different teams working in the field of psychoactive substances. 

In addition to the research structure described below, the role played by national research organisations, 
such as the Institut national de la santé et de la recherche médicale (INSERM: National Institute for Health 
and  
Medical Research)), the Institut national de recherche agronomique (INRA: National Institute for Agronomic 
Research), the Institut national de recherche et d’étude sur les transports et la sécurité (INRETS: National 
Institute for Transport and Safety Research and Study), and the Centre national de la recherche scientifique 
(CNRS: National Centre for Scientific Research) must be acknowledged.  Finally, the University, through 
which the financing of personnel salaries and the recurring unit budgets, allows the undertaking of basic and 
explicative research in all the disciplines dealing with psychoactive drugs, the phenomena of dependence and 
the social consequences which result therefrom, must be acknowledged. 

Structure and organisation of the research structure 

The research structure has been implemented provisionally and coordinated by the MILDT, to ensure the 
transition to the OFDT. The latter must, in effect, ensure, in due course, its tasks according to the methods 
now being defined.  The current structure consists of a steering committee encompassing the principal 
institutions involved in this field: the Ministry of Research, the General Health Department, the principal 
public scientific and research establishments (CNRS, INSERM, INRA, INRETS, IHESI, GIP-Justice). 

A scientific council consisting of 22 members was designated for a period of approximately two years to 
ensure the organisation and programming of research during this period. The supervisory authorities of the 
steering committee then ratify its opinions. 

The MILDT ensures the programming, structuring and financing of the research. This task involves one, 
or more annual requests for proposals (RFPs), in respect of the projects submitted by the laboratories, research 
organisations and independent researchers.  

In 2000, the MILDT launched one aimed at promoting scientific work on the use and/or dependence on 
licit and illicit psychoactive substances, including alcohol, tobacco, and psychotropic medications, and 
psychoactive drugs used with a view to improving the performance of individuals (psychotropic drugs, 
synthetic drugs, doping substances). At the end of consultation, 22 projects had been retained. 



The request for proposals is sent to all scientific disciplines and projects. Innter- or multi-disciplinary 
approaches are particularly encouraged. That for 2001, jointly with INSERM, is currently in the process of 
consultation. 

In 1999, a joint MILDT/INSERM/CNRS RFP was launched and 28 research projects were retained. 
Finally, a MILDT/INSERM/NWO4 (France-Netherlands) RFP took place in 2000, and allowed the selection 
of five research projects from French-Dutch teams. 

In other respects, the MILDT, in co-operation with the Ministries for Higher Education and Research, 
supports doctoral research through the financing of ten allocations to ‘drug-dependent behaviour’ targeted 
research. These are thesis works on the use of, and/or dependence on, licit or illicit psychoactive substances. 
The selection of allocations and the monitoring of research projects are ensured by the MILDT scientific 
Council, in liaison with the thesis directors. 

Financing is currently dispersed between the different ministerial departments mobilised on the question of 
drugs and drug dependence. The level of expenditure devoted to research is, therefore, difficult to identify. 
Nevertheless, the MILDT research budget amounts to 5 million francs for the year 2000.  

Collective reporting 

INSERM has implemented a procedure that allows it to provide a summary of the latest scientific 
knowledge, to respond to questions raised by persons responsible for public action. 

Two community reports are being prepared. The first report covers alcohol, and is being accomplished in 
two stages: the first, in association with the French Committee for Health Education, covers the health risks 
related to the consumption of alcohol. The second relates, in a larger sense, to all of the social risks related to 
the consumption of alcohol (beginning in September 2001). 

The second community report relates to cannabis:  context of use, its action mechanisms, and its effects on 
health. The results will be published in September 2001. The next community report will cover tobacco and 
will begin in 2002. 

INSERM had previously produced a report on ecstasy. An ad hoc multidisciplinary group of researchers 
and clinicians had been set up in 1997. The conclusions of this report were made public in June 1998, in the 
form of a report, the first part of which is an analysis of international scientific, biological and clinical data on 
ecstasy (MDMA). The second part is essentially devoted to an analysis of the consumption of this substance 
in the French context5   

Other research structures 

The task of the Agence nationale de la recherche sur le Sida (ANRS:  National Agency for AIDS 
Research) is to stimulate, coordinate, evaluate and finance research on the HIV infection, and, since the 1st 

                                                   
4 NWO (Nederlandse Organisatie voor Wetenschappelijk Onderzoek), a Dutch scientific organisation. 
 
5 Ecstasy : biological and clinical data on the contexts of use, Paris, INSERM (Institut National de la Santé et de la Recherche Médicale - National Institute for 

Health and Medical Research), 1998, 345 p. (Coll. Collective report).  
Alcohol. Effects on health, Paris, INSERM, 2001, 360 p. (Coll. Collective report). 
Cannabis. What effects on behaviour and health?, paris, INSERM, 2001, (to be published) Coll. Expertise collective).  



January 1999, clinical and therapeutic research in the field of hepatitis C. Its particular function is to take into 
account all of the scientific disciplines. The different research sectors coordinated by ANRS cover all of the 
current concerns: biological research (virology, molecular biology, immunology and cellular biology), 
vaccine research, clinical research through and outside of therapeutic tests, epidemiological research, and 
research on the sciences of man and society. Since 2000, the ANRS has launched two annual RFPs, their 
fields covering all research on HIV/AIDS, research on any other retrovirus that would be relevant to the 
understanding of the physiopathology of HIV infection, and in the field of hepatitis C, clinical research, and 
public health research on therapeutic testing. 

Set up in 1993, the Programme hospitalier de recherche clinique (PHRC: Hospital Programme for 
Clinical Research) contributes to medical research in the field of public health, and seeks to encourage 
hospital-university teams to operate their care activities with a research perspective. By providing these teams 
with their own financial means, the objective was to allow them to form essential relations with upstream 
research partners, whether industrial or academic teams, under the financial authority of the Ministry of 
Education and Research, and in particular certain university laboratories and those establishments with a 
scientific and technological vocation: the CNRS, and, above all, INSERM, with more than 300 units, widely 
installed in the Centres hospitaliers universitaires (CHU: University Hospital Centres). 

More recently, a mixed research unit was set up (CNRS/University) in the human and social sciences area, 
on the question of drugs and drug dependence. 

Training structure 

In the matter of drugs and the prevention of drug dependence, the participants may come from various 
institutional organisations: devolved State services, territorial communities, etc. They may also come from 
association, education, social or other sectors specialising in the reception of drug, alcohol or tobacco users.   

To contribute to the creation, on the basis of validated knowledge, of a common culture among all 
participants (professionals in prevention, education, care and law enforcement), training actions are organised 
on the basis of three principal aims: 

Encouraging the integration of various ministries into the drug addiction problem through 
initial and on-going training. 

A diploma in additional specialised studies in addiction was created in 1999, in order that the 
expertise acquired in drug addiction and alcoholism would have universal recognition. 
Ongoing training courses were organised in 2000 by the Ministry of Agriculture for 
internship supervisors, and for teachers in initial training. Five inter-academic meetings 
were initiated by the Ministry of Education, in cooperation with the MILDT, to 
accompany, in particular, the development of the Comités d’éducation à la santé et à la 
citoyenneté (CESC: Health and Citizenship Education Committees)  

Training police officers, gendarmes, penitentiary personnel and customs officers likely to mix 
with drug users.  

 

The Ministries of the Interior, Defence, Justice (Penitentiary Administration), Economy and Finance 
(General Department of Customs and Indirect duties) gave their agreement to the 
methods of integration, in the initial and/or ongoing training, and for a minimal 
training on the public health stakes.  The content of the finalised module was sent to 
the Ministries in February 2001. The module is also being tested at four sites in 
order to deliver specific training to professionals in the judicial protection of young 
people confronted with the problem of young consumers.    



The content of the initial training of the Policiers formateurs antidrogue (PFAD: Police Anti-Drug 
Trainers) and the Formateurs relais antidrogue (FRAD: Gendarme Anti-Drug Relay Trainers) was revised in 
2000 (see below).   In addition, ‘drugs and drug addiction’ customs agents were designated in every regional 
department.  

Provide the same training to all participants in prevention: 

 

An inventory was made of the main initial and ongoing training of all State professionals and this allowed, 
in particular, the development of a common base of knowledge to be provided to State personnel. This base 
was tested during an interministerial training session. With the memorandum sent to departmental project 
heads in December 2000, the organisation of interministerial training at regional or departmental level now 
has a common framework.  

The plan for the fight against smoking includes measures aimed a strengthening the involvement of health 
and education professionals. For this purpose, the plan includes a training and awareness programme. 
Training on the evaluation of tobacco dependence and on stopping smoking is provided for general 
practitioners. The objective set out in the plan is to train 3,000 doctors each year. Pharmacists may also obtain 
training from professional organisations, in liaison with industry. Finally, the Ministry of Education provides 
training to members of the educational community of colleges and secondary schools, to make them aware of 
risk behaviour. 



Information structures�
��

�

Telephone help lines 

Drugs, alcohol and tobacco information service, national telephone helpline 

The national social telephone service, Drogues alcool tabac info service (Drugs, alcohol and tobacco 
information service), or DATIS (previously Drogues info service (Drugs information service)) has been in 
existence in France since 1990. It is now accessible with a short number: 113. Under the authority of the 
MILDT, the service is a public interest grouping. DATIS is open to the general public and professionals, is 
accessible 24/7, free, anonymous and confidential. The role of the service is to facilitate requests for help, 
access to information and care while guaranteeing: 

Listening, support and advice on problems related to use 
Information on drugs, the effects, the risks related to use; the law and the healthcare structure 
Orientation toward competent organisations in the fields of prevention, healthcare, benefits 

and the reduction of risks.  
 

Since December 1999, DATIS has two headings on the drugs and drug-dependence Internet site 
(www.drogues.gouv.fr): ‘Your Questions/Our Answers’—an area for dialogue, and ‘Useful Addresses’, to 
consult the national directory of specialised structures. The service is shared over six sites: a national centre in 
Paris (24/7) and five regional centres (Lille, Strasbourg, Lyon, Marseilles and Toulouse). 

In 2000, the service received 60,000 requests for help and information. A large proportion of the calls 
(40%) were requests for information, most often in relation to products (DIS, 1999). The service also 
responds to request for support (20%) and advice (18%). Almost 15% of calls gave rise to a direction toward 
the healthcare services. Among the callers, 32% were users and 38% based their call on consumption, real or 
imagined, by somebody among their close friends. A quarter of the calls were information requests from the 
general public, 5% were requests from professionals. The under-25s represented two-thirds of callers (64%). 
More women than men contacted this service. 

The five drugs most often referred to by callers were: cannabis (57 %), heroin (20 %), alcohol (12 %), 
cocaine (7 %) and medications (8 %) (DIS, 1999). The main development in 2000 was that cocaine came 
ahead of medications in the order of concern of callers. Most often, alcohol and tobacco were said to be 
combined with other drugs.  

Other telephone help lines 

DATIS co-exists with other telephone help services that had been operating in the field of licit 
psychoactive substances before the expansion of the area of responsibility of DATIS, (such as, Écoute 
dopage: doping listening service, and Tabac infos service: Tobacco information service). There are also 
services that integrate the problem of ‘psychoactive substances’ into their field of operation, (such as, Fil santé 
jeunes (Youth Health Line), 0–800–235–236, or Sida info service (AIDS Information Service), 0–800–840–
800). There are also local initiatives, for example, devolved services, or associations such as Narcotics 
Anonymous. 

In November 1998, the Ministry for Youth and Sports started Écoute dopage (Doping listening service), 
a confidential green (free) line: 0–800–15–2000. Reception is provided by sports psychologists who advise on 



risk behaviours—addictive or not—and direct the callers who wish it to appropriate healthcare, based on a 
network of doctors and specialists operating in healthcare centres. The global approach of this service is to 
present doping as a risk behaviour comparable to others by relaying non-specific calls to the appropriate 
structures, such as DATIS, or the Youth health line.  

Since November 1998, the Ministry of Employment and Solidarity has operated a telephone help line, 
Tabac info service (Tobacco Information Service) (0–803–309–310) in cooperation with the Comité français 
d’éducation pour la santé (CFES: French Centre for Health Education) and the Office français de prévention 
du tabagisme (OFT: French Office for the Prevention of Tabagism).  An Internet site, www.tabac-info.net is 
also available. This line, aimed at the general public, is in support of the anti-smoking campaign of the Caisse 
nationale d’assurance maladie des travailleurs salariés (CNAMTS: National Salaried Workers' Health 
Insurance Fund). Callers cannot only obtain general information on tobacco, but also on the various aids and 
methods for withdrawal that are available.  They will also be offered a guide on tobacco withdrawal. 

In 2000, the Tabac Info Service received almost 30,000 calls (from 50 to 100 per day). The content of the 
calls made between October and December 2000 was mostly oriented toward stopping smoking and 
withdrawal methods:  

Products and methods for stopping smoking: 39 % 
General questions on tobacco: 31 % 
Consequences of stopping smoking: 5 % 
Risks related to tobacco consumption: 6 % 
Passive smoking: less than 1% 
Rights of smokers and non-smokers: 1 to 2 %. 

 

The majority of calls came from smokers who called on their own behalf (76%). Next, came calls from 
ex-smokers (11%) and non-smokers (6%). Among the 55% of callers who gave their age, the majority were 
between 30 and 49 years, and 2% to 3% were younger than 20 years. There was an almost equal share of men 
and women (51% and 49% respectively). 

Information and documentation structures 

Toxibase, national documentation network for drugs 

Toxibase (a ‘1901 law’ association, essentially financed by the State) is a national network operated by 
professionals in the field who work in the area of drug addiction, and who have built, in some cases since 
1986, a documentary resource on the subject. 

The nine Toxibase documentation centres are open to a wide public: decision-makers, professionals and 
individuals. Their activities at the local or regional level make them places/resources of information on 
addictive behaviour. Their area of responsibility covers all addictions—related to psychoactive substances and 
others (gambling, Internet, etc.)—and to polydrug use. 

The Toxibase bibliographical database today includes some 25,000 reference works, articles, reports, 
theses, acts of congress or brochures, in French and in English. Toxibase produces a quarterly documentary 
review—completely revised in 2001—including, in particular, subject files written by specialists, and with 
documentary headings. The network also maintains a database of articles (with bibliographical references) 
covering this field, from the daily and weekly newspapers, both national and regional. In addition, to meet the 
most common requests, Toxibase publishes a series of practical sheets. 



Finally, for a number of years, Toxibase has been collecting specialised prevention tools related to 
psychoactive substances, and primary prevention. The database describes almost 300 French-language tools, 
with indexation and a descriptive summary. 

Information centres on drugs and drug dependence 

In 1999, the first seven centres d’information et de ressources sur les drogues et les dépendances 
(CIRDD: Information and Resource Centres on Drugs and Drug Dependence) were set up under the 
framework of the three-year Plan. In 2000, there were 28, with ten of a regional or interdepartmental scope.  
Mostly set up on the basis of existing resources, the majority of the CIRDDs are administered by the 
departmental and regional Health Education Committees; four are Toxibase centres. In 2000, 31 departments 
benefited from the support of a CIRDD. The number of these structures should increase further in 2001, the 
objective of the three-year Plan being the putting in place of 40 CIRDDs covering the entire national territory. 

Their function is to provide technical support to the institutional participants and to professionals in the 
departments, in the implementation of local actions, particularly prevention, training or healthcare. Currently, 
the CIRDDs are primarily investing in their task of documentation and information, and in supporting the 
‘drugs and drug dependence’ project heads, especially the development of the departmental prevention 
programme. Some CIRDDs are already monitoring the structures and actions implemented locally, or are 
providing advice on project development. 

Internet site www.drogues.gouv.fr 
All the publications and services of the information structures detailed above are available from the public 

service drugs information service Internet site, www.drogues.gouv.fr, launched in December 1999. The site is 
operated by the MILDT in partnership with CFES, DATIS, OFDT and Toxibase. Each has editorial 
responsibility for the information it places in the various headings 

The site is part of the MILDT strategy on the updating of knowledge. It makes validated scientific 
knowledge, which is regularly updated, on all licit or illicit psychoactive substances, accessible to researchers, 
decision-makers, specialist or non-specialist professionals, and the general public, at the same time.  The site 
visit rate has increased, in concert with the communication campaigns of the MILDT. A new version of the 
site is being developed for 2001. 



Prevention structures�
��

�

The multisector nature of the drugs problem is, in itself, an explanatory factor for the multiplicity of 
organisations involved in the field of prevention. The fact that no law—even that of 1970—deals directly with 
the question of prevention has left ministries free to organise public action through numerous application 
texts, and has probably caused, in large part, the private initiatives in this field.  

If the political desire for global prevention6 was only recently displayed, in practice the professionals 
involved in the matter of prevention have long attempted to put the different consumptions into perspective. 
For all that, the definition of global prevention, and its articulation through specific prevention7—between a 
global behavioural approach and making actions on specific themes coherent to achieve an overall effect—is 
not done easily. In other respects, the multisector origin of consumption behaviours leads directly to a wider 
reflection on the social phenomena listed in the table of policy concerns: risk behaviours, exclusion and 
delinquency. Therefore, one part of the prevention of dependence is based on the generalised programmes of 
lateral structures (City contract and their elements, PRAPS and PRS). This integration reduces the visibility of 
the global prevention structures and complicates every effort to assess this subject. 

This chapter, therefore, only explores the structures that are clearly identified as related to the field of drugs 
and drug addiction. It deals exclusively with the prevention of psychoactive substances; however, for 
convenience the single term ‘prevention’ is used hereafter. It begins with a general picture of prevention 
today. The principal coordination and intervention agencies supported by the ministries concerned with this 
field are described in the second part. 

General summary of prevention 

Difficulties persist in painting a picture of the prevention of dependence in France, because, other than the 
experimental APPRE programme (launched in 2000) whose coverage is not exhaustive (see Methodological 
Indicators), there is no source of centralised information on this question. 

Action takers 

According to the activity reports of the ‘drugs and drug dependence’ project heads, the great majority of 
prevention actions take place in the school environment. The cultural association and professional 
environments are close behind. Although the three-year plan emphasises the need to develop measures for the 
reduction of risks in the party environment, there are very few actions covering this area at this moment in 
time. 

In 1999, half of the preventions were launched by the association sector, the second largest promoter being 
the State, with almost one-third of the actions taken [27]. Almost six times out of ten, they related to national 
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7 Prevention specific to one or more psychoactive substances 
 



education, due to the concentration of prevention actions in the school environment. In 2000, approximately 
497,400 students in colleges or public secondary schools (almost a quarter of French students and secondary-
school pupils) benefited from a prevention action, either directly, or indirectly related to psychoactive 
substances (OFDT, 2001). 

Breakdown of structures that initiated prevention actions in 1999 {410a}    

Associations
51%

Local districts
8%

General 
councils

1%

State services
31%

Social 
organisations

1%

Non completed
5%Others

3%

 
Source: APPRE 1999, OFDT [27] 

Approaches 

It is estimated that a little more than three-quarters of the prevention actions implemented in 1999 covered 
all psychoactive substances [27].  Approximately one in five were based on a principle of examining the 
behaviour and aptitude of persons, without any substance in particular being examined. Of the actions centred 
on specific ‘drug’ themes, the great majority dealt with the themes of alcohol (approximately 80%), tobacco 
(20%) and cannabis (10%).  

Breakdown of prevention actions specific to one drug, according to the substance targeted, in 1999 
(in %) 

Alcohol 82 
Tobacco 20 
Cannabis 11 
Medicaments 6 
Cocaine and derivatives 5 
Synthetic drugs 4 
Heroin and derivatives 2 
Doping substances 1 

Source: APPRE 1999, OFDT [27] 

 



The prevention strategy was based on work on the vulnerability factors in one action in ten, protection 
factors in one quarter of these, and both aspects in two-thirds of cases.  

Partnerships 

There is a strong partnership connection in prevention. In effect, two-thirds of the actions involved at least 
two partners (1 in 5 having at least 5), with the State and its services in first place, whether for financing (61% 
of actions), the implementation of actions (25%), or on the basis of expertise (32%). 

The associations are involved as often as the State services (25% of actions) in the implementation of 
actions. In effect, the ‘prevention specialists’ and the ‘parties intervening in drug addiction’—belonging, in the 
majority, to the association environment—are the main professional corps participating in prevention actions 
(in 30% to 40% of actions) [27]. General practitioners and nurses (school personnel mainly), psychologists 
and educators and finally the gendarmerie are involved in prevention actions, in similar proportions (20% of 
actions) [27].   

The social organisations are the fourth key player. Although they have relatively little involvement in the 
financing of actions (5% of cases), they are most often cited as a participant in their implementation (12%). 

Financing 

In the field of prevention, the State services are the primary financiers, both in terms of the budgetary 
volume allocated (approximately 60%) and in terms of the numbers cases to which financing was granted 
(approximately 45% of the different cases of financing or co-financing). The territorial communities (mainly 
the general councils, and then the local districts) follow thereafter, providing approximately 20% of the funds 
devoted to prevention, and representing a little more than one-third of budgetary resources [27]. The MILDT 
annually delegates a budgetary envelope to the ‘drugs and drug dependence’ project heads—in the context of 
their departmental prevention programmes—and to the ministries involved in the question, on the basis of the 
proposals submitted by them. In 2000, the interministerial budget allocated to the ‘drugs and drug 
dependence’ project heads for the purposes of prevention amounted to 47 million francs. The total of the 
widespread financial resources devoted to this field could not be calculated. Nevertheless, the analysis done 
on the activity reports of 70 departments suggests a breakdown of financial resources of the order of 60% and 
40%, between the interministerial sources and the widespread sources allocated to prevention, respectively. 

The disbursements that had been made up to then will, in the future, be integrated into the departmental 
plan. 



Breakdown of financial resources destined for prevention actions, in 1999 
(in %) 

State: MILDT and other state sources 61
 

General councils 13 
Local districts 8 
Regional councils 1 
Others 6 
Associations 4 
Private funds, sponsors 4 
European Commission 2 

Source: APPRE 1999, OFDT [27] 

Interministerial structures 

In parallel with its important role in the financing of prevention, the MILDT is more directly involved in 
this field through its strategy of communication and technical support to the participants in prevention. 

The MILDT media campaign ‘Know more, risk less’ 

Through its three-year plan, the MILDT announced an aggressive policy of updating the knowledge of the 
entire population (general public and professionals) in relation to the use, harmful use and dependence related 
to all psychoactive substances. It intends, therefore, to develop the distribution of clear and credible messages 
on these themes, based on validated scientific knowledge.  

The MILDT communication plan, implemented in partnership with the Comité français pour l’éducation 
à la santé (CFES: French Centre for Health Education), was set up for a period of three years, in 1999. It is 
also coordinated with the actions being taken by the Caisse nationale d’assurance maladie des travailleurs 
salariés (CNAMTS: Salaried Employees National Illness Insurance Fund) on the questions of alcohol and 
tobacco. In concrete terms, this strategy involves: 

The creation and putting on line, at the end of 1999, of an information Internet site 
‘drogues.gouv.fr’ in partnership with the CFES, DATIS, OFDT and Toxibase  

The ‘First interministerial meetings’, a seminar on 10th December 1999, which brought 
together the institutional and professional, particularly on the prerequisites necessary for 
the transmission of knowledge 

The launch of a collection of four knowledge booklets ‘Drugs: Know more’, 70,000 copies of 
which were distributed to professionals 

The distribution, at the beginning of 2000, of the general public information book ‘Drugs: 
know more, risk less’, sold by newspaper sellers (one million copies) and distributed free 
(three million copies) by pharmacies, surgeries, different associations and State services 
(for example, 360,000 copies distributed to administrative, executive and health 
personnel, secondary schools and colleges and in documentation centres and libraries); the 
national distribution was backed-up by a televised publicity campaign on all the national 
channels (April-May and October-November 2000); the book is now sold in bookshops; 
in total, up to the first quarter of 2001, some 4 million copies had been distributed or sold. 

The launch, at the end of 2000, of five series of brochures (flyers) on alcohol, cannabis, 
ecstasy, tobacco and cocaine, aimed at young people and created in partnership with the 
risk reduction users associations; two other documents are being drafted: one on drugs and 
driving and the other in relation to amphetamines. 

 



For 1999 and 2000 the budget for this action amounted to 26 million francs. The work undertaken in 2001 
was aimed at consolidating this approach of updating the knowledge of the entire public. This also means that 
the MILDT must initiate more targeted communication strategies. Two publicity campaigns must be 
developed in this sense: one reaffirming the educational role of adults, and the other on risk behaviour, in 
particular in the party environment. 

The Commission for the validation of prevention tools 

The prevention of use and dependence related to psychotropic substances is characterised by a diversity of 
approach and a disparity of the supports used.  For this reason, the MILDT proposed an accompanying 
procedure to provide technical support to the designers of tools for the prevention of dependence, and to share 
among all participants the prevention practices that appeared to be the best in a given context. At the end of 
1999, it then coordinated the implementation of a consultative organ on the quality of such tools. The 
validation procedure implemented is operated by a permanent secretariat provided by the MILDT, and a 
validation commission of fifteen members (institutional representatives, professionals and experts). The 
permanent secretariat has an advice function. The commission meets approximately five times per year and 
issues an opinion on the tools presented to it: tools that accompany a prevention action, or are the result 
thereof, support for training of participants in prevention, etc. This opinion also determines the assignment of 
the MILDT label.  

Examination of the files results from a voluntary action by the promoters of tools, requests from State 
services, or ‘drugs and drug dependence’ project managers who have been requested to finance a prevention 
project. Thus, all the tools that receive support must pass through this procedure. Since its formation, 11 tools 
have been validated, representing one-third of the number submitted to the commission for examination8. 

‘Education’ structures 

In school establishments, prevention is organised on the basis of local initiatives by administrative and 
specialised teams, as a function of the priorities defined at the academic and departmental levels, and within 
the establishment. In addition to the organisational structure, represented by the health and Citizenship 
Education Committees, there is no model prevention structure that applies to all establishments. However, the 
National Education Programmes must, in the future, be integrated into the departmental prevention 
programmes. 

National and devolved steering of the policy of promoting health for students. 

The question of dependence prevention falls within the policy of promoting health for students as defined 
by the Minister for Education, and coordinated and evaluated by the Direction de l’enseignement scolaire 
(DESCO: the Department of Academic Education). The latter operates the network of technical counsellors 
(doctors and nurses), chief education officers and academic inspectors, making them aware of the broad 
orientations of the ministerial policy.  It also defines the national protocol on the organisation of care and 
emergencies in schools, and local public education establishments. 

The technical, academic or departmental counsellors are associated with the development, and 
implementation of regional or departmental structures, in relation to health and prevention for school-going 
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populations: the programme for access to prevention and healthcare(46), the programme for the prevention of 
dependence, etc. 

Health and citizenship education Committees 

The Comités d’éducation à la santé et à la citoyenneté (CESC: Health and Citizenship Education 
Committees), initiated in 1990 as social environment committees, have the objective of ensuring the 
coordination of prevention and education for life in the community, within primary and secondary public 
establishments, providing general or professional education. Since 1995, these structures have been co-
financed by the MILDT and National Education. Their constitutive text(47) endorses the adoption of a global 
approach to the handling of difficulties encountered by young people, implying the prevention of all forms of 
dependence. This approach is in accordance with the principle of a global approach to prevention in the 
MILDT three-year plan. This memorandum also suggested the principle of the generalisation of the CESC in 
the national territory. The committees are based on the head of the community educational establishment, and 
participants in social life and the neighbourhood (associations, institutional participants, etc.), in order to create 
a link between the school and its environment. In concrete terms, the CESC must determine operational 
objectives for the establishment projects, marked out in time and location, appropriate to the locally identified 
real health problems. Educators prepare the transition between primary school and college in both cycles. In 
this context, ad hoc meetings are arranged to define the protocols to prevent problems of violence and drug 
addiction among pre-adolescents (pupils at the end of the primary cycle). A report on the different actions 
envisaged is returned to the respective chief education officers. 

In the 1999-2000 school year, the number of CESCs in public secondary establishments increased by 35% 
over the previous year. In June 2000 there were 4,530, shared among 65% of secondary schools, 60% of 
technical schools and 55% of colleges. Thanks to the CESC that operated as a network that same year, six 
public establishments out of ten (4,687) were able to benefit from such a structure (as opposed to five out of 
ten in the previous year). Among these, 843 were installed in priority education zones (versus 549 in 1999) 
and 235 were classified as ‘sensitive establishments’, a respective coverage of 84% and 77% of the 
establishments involved. Moreover, in 2000, 510 primary schools, 23 private establishments (primary and 
secondary) and 34 regional agricultural education establishments have a CESC. 

Breakdown of health and citizenship education Committees (CESC) in 1999/2000 

� Number of CESC� Coverage rate*�
Development since the 
1998/1999 school year�

Colleges� 2 868� 55 %� + 29 %�

Secondary schools� 983� 65 %� + 52 %�

Technical schools� 679� 60 %� + 40 %�

Total� 4 530� 58 %� + 50 %�

Recorded in June 2000 

* as opposed to the number of establishments 

Source: DESCO- Ministry of Education 

The collection of Education ‘Indicators’ 

In November 1999, the Secondary Schools and Colleges Department (Ministry of Education), in 
cooperation with the MILDT, published a new collection of ‘References for the prevention of risk behaviour 
in school establishments’ and ‘References for the prevention of risk behaviour in elementary schools’. In total, 
800,000 copies were distributed in 2000. 



‘Students, participants in prevention’—a programme of prevention by pairs 

From 1997 to 1999, the Ministry of Education undertook an experimental action in the filed of prevention 
of risk behaviour entitled: ‘Students, participants in prevention’. This experimental phase resulted in the 
publication of an information leaflet and recommendations aimed at teams who wished to become involved 
in this action. The purpose of this programme is to engage student relays in the co-management of prevention 
actions, and to train them for it. These students are trained in the role of organisers and messengers of 
prevention, and to position themselves as a ‘self-help pair’, and establish a counselling and relay relationship. 
They intervene under the supervisions of reference adults who ensure that they do not substitute themselves 
for the competent professionals, by taking charge of their friends’ serious problems.  

According to the conclusions of the evaluation done in 1999 (Ballion, 2000), this programme should be 
more oriented toward the establishments involved in a global policy of health and citizenship education, and 
included in a move toward the involvement of the students in the life of the establishment. 

‘Health and Social affairs’ structures 

Counselling centres, structures for reception and counselling in neighbourhoods 

The 1999-2001 three-year Plan recommends the extension of the Counselling Centres, the Reception and 
Counselling Centres, by, above all, improving their accessibility—that is to say their geographic distribution 
and their modes of operation (lengthening of operating hours, for example). 

The Counselling Centres are financed by the addictive practices Office of the General Health Department 
(SD6B). However, numerous Reception Points and Counselling Centres are financed in other contexts, 
particularly that of the City policy. Their action is based on a principle of the global prevention of drug 
addiction and marginalisation, in which drugs problems are handled in the framework of urban social 
development(48). Locally, the Counselling Centre teams work in close partnership with the local districts, in 
order to negotiate the installation of their structures as close as possible to where they are needed, and to 
mobilise the linked participants at the neighbourhood level.  

The special objective of the young peoples’ Counselling Centres is to capture the young public, between 
18 and 25 years, and removed from institutions, especially those deprived on a family and social level, and 
who risk falling into marginality and delinquency. They aim to provide a response to emergency situations 
related to emotional distress, familial and social, and to help the access of young people to a social service. 
The parents’ Counselling Centres receive families and organise interviews in order to prevent, or stop 
deterioration in the parent-child relationship, and eventually make contact with the healthcare structure. 



Number of counselling Centres (young people, young people and parents, parents) in 2000, by 
department {410b} 

 
Source: DGS 

In the context of the law and application texts of 1998 and 1999 on social exclusion(49), an additional Fr 
12.50 million was added to the initial budgets—a total of Fr 43.80 million—for the creation or strengthening 
of these structures. Twenty-six ‘young peoples’ Counselling Centres existed in 1995, 62 at then end of 1997, 
and 75 at the end of 1999. In 2000 there are 100 Counselling Centres in 53 departments, equivalent to a global 
amount of Fr 42.60 million. Among these 100 structures, 26 are identified as ‘young peoples and parents’ or 
‘parents’ Counselling Centres (versus 16 ‘parents’ Counselling Centres in 1999). The flexibility of the 
constitutive text generated diversified approaches and methods of action. An evaluation, conducted in October 
1999, showed four main action strategies within the 40 Counselling Centres who participated in the study: an 
approach with a ‘community’ inclination (associating the public with the identification of needs and 
strengthening local solidarity); one with a ‘psycho clinical’ inclination (an individual approach based on the 
‘subject problem’); a ‘social and educational’ approach (accompaniment, access to rights, working on the 
capability of persons); and one with a ‘mediation’ inclination (Jacob et al., 2000). 

The young peoples’ Counselling Centres, set up at the same time as the Counselling Centres, work on the 
urgent social problem (wandering and exclusion) among young people, and are also called on to handle the 
problems of dependence. The General Health department and the General Social Action Department are 
currently working on the possibilities of setting up a single type of structure based on these Counselling 
Centres and ‘young peoples’ counselling Centres. 

French Centre for health Education and its departmental delegations 

The Comité français d’éducation pour la santé (CFES: French Centre for Health Education) is a 1901 law 
association placed under the authority of the minister responsible for health. Since its creation in 1972, it 
devotes a substantial part of its resources to national communication campaigns (four to six per year).  The 
question of psychoactive substances is dealt with among other public health subjects: AIDS, sleep, ill-
treatment, etc. One hundred CODES and CRES— department and regional delegations of the CFES—relay 
this information, and communication action at the local level through local actions, in the form of training, 
organisation of conferences, documentation, publication and distribution of methodological works, and 
brochures. These structures are also involved in reporting on developed projects. 



By the nature of its tasks, the CFES works in partnership with numerous institutions and ministries. It is a 
cooperative centre of the World Health Organisation (WHO) for tobacco and alcohol. The CFES has also 
developed an important research function through different surveys on the general population, such as the 
Health Barometer. 

The National Association for the Prevention of Alcoholism and its departmental delegations 

The Association nationale pour la prévention de l’alcoolisme (ANPA:  National Association for the 
Prevention of Alcoholism) is a 1901 law association whose main financiers are the alcoholism out-patient 
cure centres (38 % of cases) and the General Health Department (32 %). It covers the majority of the 
associations engaged in prevention, and care related to the problematic use of alcohol. Since the start of the 
1980s, ANPA has integrated the ‘alcohol risk’ into an approach of global prevention by tackling the subject 
not only in its specificity, but by also replacing it as an aggravating factor in other risk behaviours.   

In each department, a Comité départemental de prévention de l’alcoolisme (CDPA: Departmental 
Committee for the Prevention of Alcoholism) extends the activities of the ANPA. Their involvement is based 
on the triptyque ‘prevention, treatment, social accompaniment’. Beside their involvement in prevention, in the 
school and extra-curricular environments, the training of relay agents of different status (teachers, social 
workers, etc.) is the aim of the work of the ANPA and its local variations. Finally, the network is also engaged 
in the reduction of the risks of social non-adaptation that are inherent in the alcoholism phenomena, and the 
facilitation of access to health care.  

‘Youth and Sports’ Structures 

National and regional steering 

The actions on the prevention of dependence taken by the Ministry for Youth and Sports are coordinated 
by the department of Youth, and popular education. They have the following operational institutional relays: 

The regional and sub-departments of Youth and Sports in which a person-resource is 
responsible for questions of the prevention of dependence 

The department youth councils (19 in 1999, 27 in 2000), in which the young can put forward 
their proposals to the public authorities in relation to actions to be implemented in all the 
fields that concern them (training, employment, health, etc.) 

The national training establishments 
The agencies of the youth information network (1,500 public reception structures for 

information on all aspects of daily life). 
 

The budget given by the MILDT is delegated 80% to the sub-departments, which are closely associated 
with the development of departmental programmes for prevention, and include their action in this context. In 
1997, the extensive services of this ministry supported approximately 600 local actions (information-
awareness, cultural or sporting activities of a preventive nature, production of pedagogical tools, training), 
most often organised by the participating associations. In the last few years, the devolved services have 
particularly supported prevention actions within holiday centres and leisure centres without accommodation. 

Twenty per cent of the interministerial budget (MILDT) was used for the implementation of actions on a 
national scale. In particular, since 2000, the Department of Youth and Popular Education and the Ile-de-
France Regional Information and Prevention Centre for AIDS have designed a training programme (8 stages) 
that has allowed the inclusion of more than one hundred executives from the devolved services, 
establishments and agencies of the youth information network. This interdisciplinary training was open to 



professionals working in contact with young people, sports doctors, doctors responsible for the fight against 
doping, school nurses, documenters of the ‘youth information’ network, etc. Specific training sessions—
adapted to local contexts and needs—were organised in Martinique and Guadeloupe, aimed primarily at local 
participants. 

‘A la carte prevention’ 

The Ministry of Youth and Sports also supported the development of the ‘á la carte prevention’ structure 
designed and managed by the AREMEDIA association. This is based on an interactive programme 
(distributed through a data communications terminal) that can be asked about one’s own risk-taking. It 
provides diagnosis elements and practical information. Being anonymous, this structure allows the collection 
of quantitative and qualitative data that is likely to be used for epidemiological analyses or appropriate 
prevention strategies. In the context of a pilot project, this structure has been installed in fifteen agencies of the 
youth information network, since the beginning of 2001. 

Biological monitoring of high-level athletes 

In the context of its policy on the protection of the health of athletes and prevention of doping, the Ministry 
of Youth and Sports implemented, in 2000, a structure designed to facilitate conditions for the medical 
monitoring of athletes. In addition, laboratories authorised to make the specialised biological examinations 
that are the basis of this structure, are spread over the territory, so as to take account of the geographic 
dispersion of athletes. Moreover, to alleviate the difficulties in payment for the examinations, the ministry 
covers the total cost of this preventive biological monitoring.  

This structure for the prevention of doping verifies that there is no contra-indication to the practice of 
competition sport, and that the training and competition loads are well tolerated by the athlete. It consists of 
three or four annual blood tests, done by the laboratories on the list established by the General Health 
Department. It is not an anti-doping control programme—no disciplinary sanction may result from it—and 
the monitoring is done with the clear consent of the athlete. 

Tested in 1999, on athletes pre-selected for the Olympic games in Sydney in 2000, and on cycling teams 
in the context of a pilot project, biological monitoring is today aimed at all athletes on the lists of the National 
Commission of High-Level Athletes. 

Law enforcement structures 
Mission de lutte antidrogue (MILAD: Anti-Drugs Mission) is responsible for the coordination of the 

departments and services of the national police in the fight against the use and trafficking of narcotics. It also 
organises and operates the national prevention structure. The objective of the actions it leads is the initiation of 
a local prevention dynamic in which the local police can be involved. It is also responsible for unifying the 
opinions of the Ministry of the Interior, in accordance with the three-year Plan. 

The MILAD roving campaign 

The MILAD directly manages a roving information and drug addiction prevention campaign, aimed 
especially at the school community. It consists of a highly visible road ‘train’ (numerous vehicles and a 38-
tonne truck), fitted out to receive the public (30 to 40 persons) and operated by officers of the MILAD, 
assisted by local anti-drug police trainers. In 2000, 34,000 students were met inside the establishments. 
Meetings with the pedagogical teams were held in advance. 



Since 1995, during the summer period, the MILAD road ‘train’ has visited tourist sites. The police 
generally met young people there, but also met parents, who generally expressed a strong demand for 
information. For these campaigns, MILAD has had different partners: in 1999, the Ministry of Youth and 
Sports, on the theme of doping, in 2000, the National Association for the Prevention of Alcoholism (ANPA). 
During this last campaign, the operators met approximately 20,000 persons during the months of July and 
August. To respond to the demand, mainly from National Education, a second road ‘train’ will be put into 
service at the end of 2001. 

Police anti-drug trainers 

The Central Administration of Public Security (463 police stations) manages the greatest number of 
specialised police known as ‘police anti-drug trainers (PFAD)’ (270 PFAD). The PFAD were initially given 
the task of the ongoing training of their colleagues but, since 1998, the MILAD has re-oriented their action 
toward school establishments, in particular in the context of the Health and Citizenship Education 
Committees. In the perspective of health and citizenship education, they advise on licit and illicit drugs, the 
consumption behaviours related to these drugs, their individual and social consequences, the provisions of the 
law in the area of trafficking and use, and on the various care structures. In 2000, the PFAD achieved 
approximately 5,000 prevention actions and met almost 177,000 students. 

Anti-drug relay trainers of the national gendarmerie 

The Anti-Drug Relay Trainers (FRAD), created in 1990, are non-commissioned officers of the judicial 
police who have the task of prevention, in parallel with their normal service. The approach is aimed at making 
the public responsible and the wish to demystify the drug phenomenon by denouncing the social impact of 
trafficking and the role of traffickers and dealers. Their action is aimed, as a priority, at young people in 
colleges and secondary schools, but also at their parents, social managers, and the military. In addition to illicit 
drugs, the FRAD have also tackled the subject of licit psychoactive substances, mainly alcohol and 
medications. In 2000, there were 450 FRAD, in general four or five per department. They achieved some 
20,000 interventions involving almost 480,000 persons, of which were 310,000 school-going ‘young people’ 
(from college to university). The FRAD are associated with the steering committees of numerous CESC 
(approximately half). 

However, the primary function of the FRAD is to train the gendarmerie investigators in the matter of 
prevention and deterrence, more particularly on methods of communication, the progression from use to 
trafficking, and the techniques of use, to better detect them. The organisation of a network and the operation of 
drug connections are also examined. 

‘Drugs and prevention’ agents of the customs service. 

Until 2001, the actions by the customs service in the matter of the prevention of drug dependence was 
limited to the organising of local ad hoc events.  Although this aim was not a priority, the General Department 
of Customs and Indirect Duties (DGDDI) nevertheless wished to structure the context of its actions. 

To this effect, a ‘drugs and prevention’ agent was clearly identified in each of the 40 regional departments 
of the customs service, and a training session was organised in June 2001 for these agents, with the support of 
the MILDT. The objective is that these customs agents can participate in actions, coordinated at the 
departmental level by the ‘drugs and drug dependence’ project heads, involving different prevention 
participants. 



Health and social care structures�
��

�

This section describes the broad lines of the structures for the reception and care of health and social 
problems related to the use of illicit drugs, and the structure for the fight against alcoholism and smoking.    

The specialised structures are described first: first, the centres spécialisés de prise en charge des usagers 
des drogues illicites (CSST: specialised centres for the care of illicit drugs users) and the structures for the 
reduction of risks, and second, the dispositif spécialisé de lutte contre l’alcoolisme (CCAA: Specialised 
Structure for the Fight Against Alcoholism), which is also responsible for consultations to assist in stopping 
smoking. 

This is followed by a description of the structures of common law, implemented by public health 
establishments, to lead the task of reception and care of the addictions in which the hospitals are involved 
(drug addiction, alcohol and tobacco). The section closes with a brief description of the organisation of the 
socio-health care structure for inmates, describing licit and/or illicit drug addictive behaviours.  

The available information covers essentially the number of existing structures, and also the human 
resources mobilised within each of them. 

Specialised socio-health and risk reduction structure 

This structure comprises the structures financed by the General Health Department (DGS) for the purpose 
of the fight against the use of drugs. As previously outlined in the section devoted to recent developments 
within health policies, the authorities concerned with the final objective of improving care wish to bring 
together the structures and teams working in the areas of drug addiction, alcoholism and tobacco science. 

Specialised centres for the care of illicit drugs users: CSST 

Since the decree of 29th June 1992(50), all the structures specialising in the care of illicit drugs users 
financed by the State have been designated with the generic name of centres spécialisés de soins aux 
toxicomanes (CSST – Specialised Centres for the Care of Drug Addicts), with or without accommodation. 

Their task is to jointly ensure, since the decree of 1992, medico-social care and social and educational care, 
including assistance in insertion or re-insertion. More particularly, the centres must guarantee: 

� The reception, orientation and information of drug addicts and their families 

� Withdrawal and accompaniment of withdrawal when done in the hospital environment 

� Support for the family environment 

� To accomplish these tasks, the care centres must develop a therapeutic project for a period of five years, 
fixing therapeutic and socio-educational objectives and establishing the methods for the achievement and 
evaluation of its objectives. 

� The orientation Note of 5th November 1998(51) from the General Health Department set out the 
developments to be taken into account to revise CSST projects. This orientation meant: 



� Entering into partnership relations with the health and social professionals of the 
common law structure, with general practitioners in particular  

� Decompartmentalising the specialised structure and the psychiatric sector to better 
take into account the psychiatric co-morbidities  

� Taking polydrug consumption and the new modes of use into account (consumptions 
associated with alcohol and ecstasy).  

� The CSST may be managed by associations or by public health establishments. 

� In 2001, the number of CSST amounted to 263, of which two-thirds were managed by the association 
sector. They are installed in 90 French departments. 

� A distinction made be made between three major types of structures: 

� Out-patient care centres, numbering 201 

� Care centres with collective accommodation, numbering 46 

� Care centres in the penitentiary environment, numbering 16. 

Number and type of structures specialising in drug addiction, in 2001 

Specialist out-patient care centres 
Within which there are reception offices 

201 
85 

Specialist care centres with collective accommodation (ex- residential 
centres) 

(569 financed places) 

Specialist centres in the penitentiary environment 16 

The CSST, either out-patient or with accommodation can manage:  
Specially adapted flat-relay networks 86 

(Approximately 422 
places) 

Transition or emergency accommodation structures (collective or individual) 
         

18 
(Approximately 134 

places) 
Reception family networks 20 

(Approximately 116 
places) 

Source: DGS/SD6B 

 

The out-patient care centres ensure the reception and orientation of all persons with a problem related to 
drug dependence, medical consultations, nursing care, psychological monitoring and social and educational 
accompaniment appropriate to each situation. They can offer support to the family environment and the 
friends of persons concerned with drug use. They also provide withdrawal as an outpatient and 
accompaniment of withdrawal in the hospital environment, and substitution treatments. 

The outpatient centres are asked to make particular efforts in the following areas: 

� The promotion of risk reduction and access to care 

�  The improvement of their social function 

� The strengthening of the care of drugs users in the prison environment. 



 

Associations manage two-thirds of the outpatient care centres; the others are under hospital management. 
Their number has increased from 183 centres in 1998, to 201 in 2001. These centres manage outpatient 
reception offices: these are structures managed by the specialised centres but situated in a different geographic 
location.  Their number has increased from 56 offices in 1998 to 85 in 2001. 

This expansion was possible due to reorganisation of the service by the departmental health and social 
affairs departments with the support of the General Health Department. In addition, the revision of the 
therapeutic projects, some of which had not been attached to the medical services, allowed departmental, 
regional, and national redeployment. 

In the centres with collective accommodation (also known as residential therapeutic centres), drug users 
are care for from the medico-psychological and socio-educational point of view by a multi-disciplinary team 
(doctors, psychiatrists, nurses, psychologists, educators and social welfare personnel). The objective of care is 
the restoration of personal equilibrium and the social insertion of the residents. Associations manage almost 
all of the centres with accommodation. 

In 2001, there were 46 centres. Four centres were closed between 1999 and 2000. In 2001, the reception 
capacity of these centres, therefore, reduced by 19%, from 679 places in 1998 to 569. In parallel, the 
accommodation service was diversified. 

These centres also organise collective activities outside the centre and accompaniment for external events. 
The social care also comprises a strong involvement of the family or friends of residents.  

Passing through these therapeutic centres originally consisted of a step upstream of withdrawal, during 
which the patient undertook not to consume any drug, including medications. This approach has been 
changed by the introduction of substitution treatments and the intensification of social order problems. The 
therapeutic centres were encouraged, in accordance with the decree of June 1992(52) and the orientation note of 
November 1998(53), to review their therapeutic project and re-frame their activity: softening of their reception 
and accommodation conditions, co-operation with the local medical team for patient care, better taking into 
account of the patient’s social and professional needs.  

Specialist centres for the care of outpatient drug addicts or with accommodation can manage specially 
adapted flat-relay networks, transition accommodation structures or reception family networks.  

The specially adapted flat networks, numbering 86 in 2001, are aimed at allowing drug users to recover 
their autonomy. They should now be reserved for persons in serious health or social difficulty. These 
structures should also contribute to strengthening the emergency and transition accommodation capacity, a 
method of care allowing the user to ‘pause’, stabilise a withdrawal or a substitution treatment, and have stable 
accommodation. The type of accommodation also receives drugs users released from prison or benefiting 
from an alternative measure to imprisonment. The specially adapted flat networks have approximately 422 
accommodation places. 

The emergency or transition accommodation structures offer short stays of one to four weeks, which are 
modulated as a function of the person’s health or social needs. A socio-educational and/or healthcare 
accompaniment is also provided. This type of accommodation is especially reserved for person suffering 
serious de-socialisation and those released from prison, or in the context of an alternative measure to 
imprisonment. In 2001, 147 places were offered by the existing 18 structures. 



The reception family networks were instituted at the end of the 1970s. Staying with a reception family 
responds to various situations and occurs at different times in the lifestyle of the drug addict. In 2001, there 
were 20 networks of reception families. In 1999, they represented a resource of 215 families and 348 users 
were received. The type of beneficiaries (single, with a child, withdrawn, receiving substitution, in the hands 
of the law, etc.) and the periods of stay (from a weekend to 9 months) vary. Reception by a family is oriented 
toward regaining autonomy and it may be a step in the professional re-insertion of drug addicts.  It allows 
them a steady return to ‘normal’ life by confronting the received persons with tasks, times and attitudes in a 
non-institutional context. In parallel, the therapeutic follow-up of the drug addict is ensured by the CSST 
associated with the reception family. 

In total, according to the figures of the General Health Department, the capacity of the specialist collective 
accommodation structure is approximately 1,250 places in 2001. 

The care centres in the penitentiary environment, previously ‘drug care agencies’, operate in the prison 
environment and number 16. The CSST in prison are directly concerned by the new orientations of the 
General Health Authority, the hospital management and care organisation Division, the penitentiary 
administration Division and the MILDT in the context of the interministerial note of 2001 in relation to the 
improvement of the health and social care of inmates showing a dependence on licit or illicit drugs or with 
abusive consumption(54). This letter provides for the implementation of new protocols for the care of 
dependent persons within each penitentiary establishment. The process undertaken was based on the 
mobilisation of all of the partners involved in each penitentiary establishment, including the CSST9.  In other 
respects, a certain number of CSST outside the establishment are signatories to an agreement to provide 
services in the context of the departmental objective agreements programme. This programme organises 
healthcare for imprisoned users, their preparation for release and their monitoring after release. 

Risk reduction structure 

The risk reduction structure, which is developed as a complement to the CSST, is based on a small 
number of prevention actions aimed at facilitating access to injection equipment and the distribution of 
preventive messages among a high-risk population. Since 1987, syringes have been sold in pharmacies 
without a medical prescription. Syringe exchange programmes and automatic distributors complement the 
supply through pharmacies. The prevention kits allow access to single syringes. 

A mix of associations outside the specialist structure develops the majority of risk reduction actions, often 
benefiting from financial support from the State or local collectives. This structure is mainly financed by the 
State, but also by the illness insurance funds from their national prevention funds for health education and 
information in the context of the local application of national themes.  

The structure is built on the following complementary actions: 

� The free sale of syringes in pharmacies 

� Automatic dispensing devices which issue prevention kits 

� The associated syringe exchange programmes 

� Contact places for drugs users or reception centres. 

 

                                                   
9 For more information, please refer to the section on recent developments in healthcare policy. 
 



The + ® and Kap® Kits are associated prevention kits for intravenous drugs users. These ‘street model’ 
kits are distributed free by associations supported by public expenditures in the context of their actions on 
AIDS prevention or risk reduction among drug users. They contain two syringes, two swabs, two doses of 
sterile water for injection, a condom, two recipients for heating and dilution, two dry swabs and two sterile 
filters, an official message referring to the legal sale of syringes in the context of prevention, the AIDS 
information service and Drugs Information Service green numbers, advice on use and an information leaflet 
on the local relays for daily assistance. 

The pharmaceutical Stéribox2®, with the same contents as the + ® Kit, is sold within the official network 
since October 1999. Its distribution is encouraged by a State subvention (2 F per kits), which allows its 
distribution at the recommended price of Fr 7. The Stéribox2® is also aimed at intravenous drug users. This 
kit, which replaces the Stéribox®, (already on sale since 1994) contains two more cupules and two more 
sterile cotton wool swabs than the old model.  The Stéribox2® allows not only the avoidance of the risk 
related to the sharing of injection equipment through contamination by the AIDS and hepatitis viruses, but 
also abces. In 1999, the annual rate of sale, in France, of Stéribox® per 1,000 inhabitants from 20 to 39 years 
was 168, an increase of 6% over 1998. From 1996 to 1999 the sales of Stéribox® increased steadily, reaching 
2.8 million units in 1999. 

Prevention kits are also provided through automatic dispensing devices on public roads. 277 were 
installed on French territory in 2001 and available 24/7, and consist of: 

� Automatic distributors of prevention kits (+ ® or Kap® Kit in a cardboard box)  

� Electronic or mechanical syringe collectors (for one syringe, one token) 

� Simple syringe collectors (syringe bins) and mechanical distributors (for one syringe, one 
token) 

� Electronic exchangers (for one syringe, one + ® or one Kap® Kit)  

� Prevention terminals or Totem® (multi-purpose street furniture which may contain a 
mechanical syringe collector, a mechanical Kit distributor, a condom distributor, an 
information panel).  

Number of automatic dispensing machines in June 2001, by department {410c} 

 
Source: DGS/SD6A 

 



The installation of automatic dispensing machines, encouraged by the public authorities, is a decision, 
which comes within the competence of mayors. The investment expenditure necessary for these installations 
may be fully covered by the State, with the local districts covering operating expenditure. 

Number and type of risk reduction structures, in 2001. 

Number of syringe exchange programmes operating:  
In pharmacies 15 
In mobile structures 40 
In fixed specialised structures 41 

Number of “contact places” or reception centres 42 
Number of “sleep-ins” 2 
Number of methadone buses 2 
Number of local teams 4 

Source: DGS/SD6A 

 

The syringe exchange programmes distribute singles syringes or prevention kits (+ ® or Kap® Kit). The 
exchange of syringes began to operate at the end of the 1980s, on the initiative of humanitarian associations 
such as Médecins du Monde. Since then, their number has continued to increase: there were less than ten 
syringe exchange programmes in 1993, 16 were financed in 1994, 61 in 1996 and 86 at the end of 1997 and 
almost one hundred in 2001. These programmes can operate from fixed locations (associations, pharmacies) 
or can be mobile (bus, street teams). In 2001, 15 programmes are operating in pharmacies, 40 in mobile 
structures and 41 in specialises fixed structures (in reception centres, for example). The distribution of 
injection equipment and condoms supports the creation of links, encourages the reduction of risk behaviour 
and offers the possibility of orientation toward social or care services. 

The ‘contact places’ or reception centres, created at the end of 1993 are places of first reception of drug 
users in precarious situations. These services offer, in addition to the services of the syringe exchange 
programme, material help (showers, food, washing machines, etc), nursing care, counselling and social and/or 
judicial services. This activity may take various forms: provision of syringes, distribution of tokens or 
vouchers to be exchanged in a pharmacy. Two ‘reception centres’ as first reception places, were set up in 
1993. Their number increased rapidly, reaching 34 at the end of 1999 and 42 in 2001. They are operated by 
multi-disciplinary teams of four to five persons, financed by the State, and generally in cities with more that 
100,000 inhabitants.  

The ‘sleep-ins’ offer overnight accommodation to dependent drug users in serious precarious situations. 
When staying in these structures, users may have access to health and social consultations. The first ‘sleep-in’ 
officially opened its doors in 1995. In 2001, there are two ‘sleep-ins’ with 30 places (Paris and Marseilles) 
Tow more are being installed in Paris and Lille. 

The methadone bus is a ‘need-appropriate threshold’ structure, which facilitates access to methadone in 
the context of a move toward substitution and taking account of social problems.  It is a mobile and roving 
structure, which aims at creating demand (by going to the user), in order to facilitate access to the therapeutic 
and social circuits by a strongly marginalized public who have little or no contact with the care structures. The 
bus must also ensure relay toward the socio-healthcare structures of common law. Currently, there are two 
methadone buses in operation: the first experience in Paris dates from 1998. Patients remain, on average, three 
months with the bus. In 2000, somewhere between 100 and 120 drug users had recourse to it every day. In the 
same year a new structure was installed in Marseilles. 

In 2000 alone, the risk reduction structure—based on the participation of users (knowledge of needs, 
contact with users, education by pairs)—was strengthened through the opening of six new reception centres, 



four syringe exchange programmes and a methadone bus. The support of associations and the active role of 
users or ex-users within the first-line teams are essential. These participants on the ground can create a link 
with the active drug users who are most resistant to institutions. These are reception or prevention agents, 
person-relays who know their city or neighbourhood and inhabitants particularly well. They also know how 
the market operates, the places and consumption modes and the habits of life, communication codes, the 
sociable ties and forced relations between drug users. They bring an expertise to the professional socio-
healthcare teams (specialised educators, social workers, doctors or nurses) working within these structures. 

The pharmacist also plays a major role in the area of risk reduction among drug users, as he is the main 
distributor of syringes and condoms: of 19 million syringes distributed in 1999, pharmacists sold 90% either 
singly or in prevention kits (2.8 million Stéribox® sold in 1999) and more than 50 million condoms in the 
year. Numerous pharmacies have accepted the installation on shop fronts, of the Distribox® (Stéribox® 
distributors). Moreover, a number of networks of pharmacists have implemented syringe exchange and kit 
exchange programmes in their pharmacies with associations on the ground, thanks to public financing.  

The role of local elected representatives is essential, through their mediation and insertion tasks, in the 
installation of prevention programmes, which are integrated into the core of city life. 

The installation of new risk reduction structures is often badly received by local residents who are 
frequently unwilling to see the gathering, in a single location, of drug addicts in difficulty and marginalised. 
The local teams are pilot structures for mediation with inhabitants, shopkeepers, pharmacists, etc. in the 
neighbourhood. In addition, these teams were given the objective of improving the care of users. They play a 
role of mediator between the local residents, the town hall, the police services, justice and health. The street 
work is essentially developed by specialist educators present in a number of neighbourhoods in the district. 
They are responsible for meeting drug users to inform them and encourage linking up with the healthcare and 
social structure. Co-ordinators organise the ‘first-line’ street work as a function of the problems notified to 
them.  In total, four local teams were set up in the cities of Paris (in the 10th, 13th, and 18th districts) and 
Montpelier (one team). A similar project, financed by the city, was also launched in Marseilles. 

The risk reduction structure in the penitentiary environment is based primarily on information and 
prevention actions aimed at all the inmates:   

� Distribution of an information and prevention brochure to every entrant 

� Facilitation of access to condoms, particularly in the medical services 

� Regular distribution of bleach at 12°chl. by the penitentiary administration.  

Specialist care structure in the field of alcoholism: CCAA 

The specialist care structure in the field of alcoholism comprises primarily the Centres de cure 
ambulatoire en alcoologie (CCAA- Alcoholism out-patient cure Centres) called ‘Centres d’hygiène 
alimentaire et d’alcoologie (CHAA)’ before 1st January 1999. These centres are responsible for the care and 
social accompaniment of anybody showing a risk consumption or dependence on alcohol; this action must be 
done in liaison with the other upstream and downstream health and social participants. Since 1st January 
1999, thus structure is financed by the illness insurance schemes, whereas it was previously financed mainly 
from the State budget for prevention and care. Since the amendment of the law of 29th July 1998(55) the 
alcoholism centres benefit from a precise definition of their tasks, judicial recognition and stable financing. 



In addition, the structure for the fight against alcoholism is completed by the structures responsible for 
prevention10. 

The private or public sectors manage the alcoholism centres. Different types of relations may exist 
between these structures and, for example, the same judicial entity managing one or more CCAA or a 
structure for the prevention of alcohol managing one or more alcoholism centres. 

Number and type of judicial entities specialised in alcoholism, by field of activity 

    1996     1997 1998 

Healthcare and social (CCAA) 41 45 36 
Prevention, healthcare and social (prevention structures 
and/or CCAA) 

     112 125 116 

Source: DGS (extracted from the activity reports of the CCAA) 

 

The activity of the specialised structures is often de-centralised, in different locations most easily 
accessible to users, open either fulltime or for a limited time. These places of activity cover various forms of 
organisation, from substantial permanent to shifting structures. 

The number of alcoholism centres has remained stable at approximately 250 since 1994. The locations 
open for less than 20 hours per week are considered more as offices or outpatients clinics. The global opening 
time per week is estimated at approximately 12,000 hours. 

‘Alcoholism care centres’ are installed in three penitentiary establishments to strengthen the actions of the 
psychiatry services. 

In 1998, there were 375,332 care cases in the CCAA, with 239,492 social interventions by 89,733 
consultants. The list of consultants active in 1998 can be estimated at 100,000. These figures show a clear 
progression since 1994 (352,564 care cases, 190,442 care interventions and 86,500 consultants). 47% came 
for the first time in 1998, a lower proportion than the 1997 and 1996 ratios, which can be interpreted as a trend 
to less good recruitment or better ‘loyalty’. 

The number of salaried professionals in the specialised structure can be estimated at 1,700 persons (1,687 
in 1997). The majority operate in this sector on a part-time basis, with the number of equivalent full-time 
salaries being 900 in 1998 (925 in 1997), of which approximately 36.6% personnel from the healthcare sector 
and 16% from the social sector. The share of healthcare personnel is tending to increase. 

Specialised structure for tobacco science 

For persons in precarious situations who wish to stop smoking but who do not have adequate resources to 
make this move, it is possible to benefit from medical care, including the free provision of nicotine 
substitution medications. This is offered to them in the context of consultations provided by the health 

                                                   
10 For more information, please refer to the previous section devoted to prevention structures. 
 



examination centres of the National Salaried Workers' Health Insurance Fund, and the progressively by the 
CCAA. 

Common law structure 

The common law socio-healthcare structure also participates in the care of addictions, as a complement to 
the specialised structure: on the one hand, hospitals, as regards emergencies and consultations (somatic 
problems, withdrawal, etc.) and on the other hand, the free doctors monitoring patients presenting addictive 
behaviours. 

The current structure is oriented more toward a network operation in order to provide care which is more 
appropriate to the needs of patients and ensure much greater co-ordination of interventions. It is therefore 
interesting to have an appreciation of the addiction networks, which could be recorded. 

Care of tobacco addicts 

There are currently fifty tobacco withdrawal assistance centres who care for the most addicted smokers 
and persons who have already suffered a pathology related to tobacco. The 1999 plan for the fight against 
tobacco from the Ministry of Employment and Social Affairs provided for the creation of 150 new centres in 
2000 and an expansion in 2001-2002. The centres in operation were mandated to respond to a quality 
reference and to offer at least three in-patient medical days per week, and an office staffed by a nursing staff 
including an emergency telephone response.  

The 1999 plan implemented a special structure for pregnant women. Among other measures relating to 
the training of professionals and prevention, the plan provided for the movement to an individual interview of 
forty minutes, done at the start of pregnancy and used to warn of the dangers of tobacco and to encourage 
pregnant women to stop smoking. 

The structure for assisting in withdrawal in healthcare establishments was strengthened by the creation or 
development of hospital consultations and tobacco science coordination units(56) (UCT) These 
coordination units were created to develop a liaison to ‘fight against tobacco addiction’ and to implement, 
within the hospital, locations for training healthcare professionals, training procedures, information and the 
prevention of nicotine addiction. The units were integrated with the drug addiction and alcoholism liaison 
teams, where they existed. 

Outpatient consultations are available to all, hospitalised persons or outpatients, while ensuring that the 
care is essentially directed toward the most addicted persons or those who are most difficult to assist due to 
their addiction and their psychological, socio-professional or family problems. In 2001, there were 261 
hospital tobacco science consultations as opposed to 214 in 2000. 

Care of alcohol dependency and excessive consumptions of alcohol  

In parallel with the specific structure, other structures and other professionals participate in the care of 
alcoholism: hospital, cure and post-cure centres, and free doctors and associations of previously ill persons 
who provide personal, family and social support. 

Prior to the publication of the memorandum of 10th September 1996(57), encouraging the development of 
alcoholism liaison teams in hospitals, the Reynaud-Parquet report (Reynaud et al., 1999) listed fifty 
alcoholism units with, on average, 10 to 40 beds. These teams were essentially in regional hospital ex-centres. 
In total, they had a little over one thousand beds receiving 20,000 patients per annum. The report had 



underlined the absence of planning of their spread and the fragility of these structures, which had no 
administrative registration. It also showed the weaknesses in the care of alcoholic patients in hospitals. 
According to the authors, the diagnosis of excessive alcoholism was only made in half of the cases. The 
complications resulting from alcoholism were treated, but without this being the most frequent, by the 
implementation of dependence treatment. Orientation toward specialised structures (CCAA) was 
proportionately very low. The role played by psychiatry in the care of persons in difficulty with alcohol was 
not clearly defined. In the majority of hospitals, care of ill alcoholics was not organised in a coherent manner. 
In order to improve the hospital care of persons with an harmful use or dependence on one or more substances 
(including alcohol), the memorandum of 8th September 2000 from the Department of hospital management 
and organisation of healthcare and the General Health Department in relation to the organisation of hospital 
care for persons with addictive behaviours(58) provided a financial envelope of 38 million francs for the 
creation or strengthening of addiction liaison teams in hospitals. 

The census of alcoholism liaison teams, recently done by the Department of hospital management and 
organisation of care, gives a clear picture of the development of the hospital structure for the care of 
alcoholism and its adaptation to the needs of patients. In 1999, there were 96 alcoholism liaison teams, of 
which 46 were set up since 1996. Physicians practising in hospitals, nurses, psychologists, secretaries, social 
workers, care assistants, dieticians, etc. are the main categories of personnel assigned to these teams. Medical 
time varies considerably from one team to another, the extremes ranging from 0.10 fulltime equivalent, to 1, 
and exceptionally 2, depending on the importance of the teams. The same variation is found for nursing 
personnel. 

As regards the care follow-up and alcoholism re-adaptation centres (still known as post-cure centres), 
the Reynaud-Parquet Report listed 25 centres, generally managed by associations, comprising 375 beds for 
men, 160 beds for women and 274 mixed beds, a total of 807 beds. These structures have the capacity to 
receive 8,000 patients per annum. 

Care of drug addictions 

The hospital services within the healthcare establishments are responsible for the care of dependent 
persons. This priority was recently recalled by the previously mentioned memorandum of 8th September 
2000 in relation to the organisation of hospital care for persons with addictive behaviours. The hospitals were 
also called to develop the possibilities of hospitalisation for assessment, care and withdrawal, currently 
considered as inadequate. 

The care of drug addiction within the healthcare establishments is based on the implementation of liaison 
and partnership: 

� Creation or strengthening of the coordination work of the addiction liaison and care teams 

� Seeking a partnership with a specialised structure, psychiatric structures and out-patient 
medicine  

� Creation of strengthening of city-hospital networks. 

 

Drug addiction liaison teams were created following the memorandum of 3rd April 1996(59), which 
designated an envelope of 47 million francs for new hospital projects.  At the end of 
1997, 46 liaison teams were financed, 63 in 1998 and 69 in 1999. For 2000, a 
national envelope of 38 million francs was destined for the creation and/or 
strengthening of addiction liaison teams in hospitals. 



Numerous organisational modalities are possible within hospital services: creation of an addiction unit, a 
federation of activities or a liaison team attached to a service. The healthcare establishments, which do not 
have the capacity to set up a liaison team, can develop another appropriate mode of organisation (for example, 
the signing of agreements between establishments). 

The multi-disciplinary personnel received specific training: a part-time hospital physician, from two to 
three full-time equivalents of non-medical personnel (nurse, psychologist, social worker, dietician, for 
example) and medical secretarial time. The composition of the team should be appropriate to the needs. 

The creation of city-hospital-drug addiction networks was also provided for in the memorandum of April 
1996. In 1998, there were 67 city-hospital networks, spread over the entire national territory. They are 
financed jointly from the illness-insurance and State expenditures. 

As regards care by the city medical services, it appears that ‘non-network’ doctors meet, on average, fewer 
patients, more, however, since the putting on the market of high-dosage buprenorphine.  Some interventions 
due to militant doctors or those engaged in the fight against exclusion11. 

Care of addictive behaviours in the prison environment 

The care of addictive behaviours of inmates (including those related to alcohol consumption) is based on 
the psychiatric sector team involved in the penitentiary establishment, in close liaison with the somatic care 
teams and the CSST.  

The penitentiary establishments entrusts the somatic and psychiatric care of inmates to a hospital unit 
installed in the penitentiary environment and attached to a nearby hospital, more often known as the Unité de 
consultations et de soins ambulatoires (UCSA: Outpatient care and consultation unit) More particularly, the 
tasks of prevention, organisation of care and the continuity of care after release falls on these units. It is 
necessary to indicate that since the law of 18th January 1994(60), care in all penitentiary establishments is 
ensured by hospital teams from within the common law structure. In this context, each penitentiary 
establishment is linked by a protocol to a nearby healthcare establishment. An additional protocol is agreed 
when another healthcare establishment provides psychiatric care. 

Since the decision of 14th March 1986(61), there are also Services médico-psychologiques régionaux 
hospitaliers (SMPR: Regional medico-psychological hospital services) covering all of the imprisoned 
population. The 26 existing SMPR come from the psychiatric sectors in the penitentiary environment. As 
previously indicated, 16 SMPR have an ex-‘drug addiction agency’, a structure created in 1987 by the 
specifications of 3rd November 1987(62). Since the decree of 29th June 1992(63), the drug addiction agencies 
have had the status of CSST in the penitentiary environment. The doctors responsible for SMPR must, in 
addition to being responsible for the direct operation of their own service, provide an advisory and 
coordination role for all the psychiatry services involved in the penitentiary environment. A new 
reorganisation of the care of dependent persons in the penitentiary environment is provided for in the context 
of the interministerial letter of 2001, in relation to the improvement of the health and social care of inmates 
presenting a dependence on licit or illicit drugs or with abusive consumption12.   

According to the data from the latest available survey for the imprisoned population (Mouquet et al., 
1999), approximately 60% of entrant show a problem related to alcohol and/or drugs consumption and 

                                                   
11 Please refer to the part devoted to the health and social consequences in the “Opiates” chapter. 
 
12 For more information, please refer to the section on recent developments in healthcare policy. 
 



require appropriate care. According to a survey by the Department of hospital management and the 
organisation of healthcare13, the recourse to substitution treatment in the penitentiary environment is not 
widespread and reflects the manifest resistance of some medical teams. Interruptions to substitution remain 
substantial: 19% in 1999 against 21% in 1998. The situation is more favourable for patients benefiting from 
methadone treatment on entry, where stoppages amounted to 10% against 21% for buprenorphine. Ten 
establishments alone prescribe 50% of substitution treatments; with substitution prescriptions being done most 
often in the context of continuation of a previous treatment and 21% establishments have no inmate receiving 
substitution treatment. Buprenorphine is used much more often than methadone and covers 84% of 
treatments.  Inmates receiving substitution represent approximately 3.3% of the imprisoned population (2.8% 
on buprenorphine and 0.5% on methadone). The Percentage of inmates benefiting from substitution treatment 
varies from 0% to 16.5% depending on the establishment. 

Since 1977, this structure is complemented by the Unités pour sortants (UPS—Release Units), a structure 
for preparation for release aimed at imprisoned persons showing a dependence problem. Initiated in 1992 
through the ‘intermediary neighbourhood for released persons’ of the prison for persons awaiting trial in 
Fresnes, seven more UPS were created in penitentiary centres in Lyon, Strasbourg, Marseilles, Metz, Nice 
and in the in the women’s prison for persons awaiting trial in Fresnes. In concrete terms, the UPS are special 
units in prisons, to which, in general one month before their release, inmates showing dependence problems 
are assigned.  They benefit from group activities (sports, theatre, others), employment assistance training and 
administrative assistance (accommodation, others). These units use the group dynamic to make ‘the trainees’ 
work on self-confidence, self-respect and respect for others. The management and operation of the UPS are 
done by CSST in the penitentiary environment. 

                                                   
13 DGS-SD6B / DHOS-O2, Survey on substitution treatmetns in the penitentiary environment, Ministry of Employment and Social Affairs, Nov. 1999 (not 

published). 



Law enforcement structures 

To ensure that the law is respected, the public policies depend on various structures in the fight against the 
supply and use of drugs. The majority of them are grouped in one of the following three Ministries: the 
Ministry of the Interior, the Ministry of Defence, and the Ministry of the Economy and Finance.  

The judicial authority ensures not only the development of mandatory treatment, through its public 
prosecutor’s offices in relation with the departmental health and social affairs departments, but also the 
deterrence of trafficking in narcotics and the laundering of drug money though the Criminal Courts and the 
Assize Courts. 

Structure coordinated by the national police 
Within the national police, the fight against the trafficking of narcotics is the fruit of the activity of 

specialised services: the Office central pour la répression du trafic illicite de stupéfiants (OCRTIS: Central 
Office for the Repression of Drug-related Offences), a service of the Central administration of the criminal 
investigation department has the role of centralising all information which will facilitate the research and 
prevention of the illicit trafficking of narcotics drugs and coordinating all operations aimed at reducing this 
trafficking.   

There are also regional criminal investigation departments whose role is the fight against trafficking within 
the scope of their territorial competence. When a matter of national or international trafficking arises it is 
handled by OCRTIS.  

The Central administration for public security also has the task of fighting against local trafficking and use. 
This task is done through the narcotics brigades that were set up at the local level. 

Finally, the Office central pour la répression de la grande délinquance financière (OCRGDF: Central 
Office for the Repression of Grand Financial Delinquency) has the task of fighting against large-scale 
offences of nature, particularly economic and financial offences—money laundering. The files entrusted to it 
are transmitted by the service du traitement du renseignement et action contre les circuits financiers 
(TRACFIN: Service for the Handling of Information and Action Against Financial Networks), of the 
Ministry of Economy and Finance. This organisation is charge with collecting declarations of suspicion about 
suspect transactions operated by the financial institutions.  

In terms of means, the number of police staff devoting all their activity to the fight against offences against 
the legislation on narcotics was estimated at 2,000 persons in 1995 (Kopp et al., 1998). Other police officers 
devote a not negligible portion of their time but this is more difficult to determine, and, on the basis of the 
hypotheses of the study, the total number of police staff on the equivalent full-time reached almost 6,500 
persons.   

Structure coordinated by the national gendarmerie 

The problems related to the fight against drugs and the use of drugs is monitored at the central level by a 
senior officer of the criminal investigation department of the Central Administration of the national 
gendarmerie. On-the-ground coordination is done by the coordination organisation Bureau, which is directly 
supervised by the central administration. 



Contrary to the national police, there are no specialised structures at the local level. Thirty research sections 
have authority under the scope of the Court of appeal and 302 research brigades, situated at the departmental 
or district level, participate in the fight against drugs trafficking, either on their own initiative, or reinforcing 
the 3,600 territorial brigades in the State.   

The national gendarmerie is also active in the area of prevention of trafficking and use through the 25 
brigades for the prevention of juvenile delinquency, which have approximately 475 anti-drug rely trainer non-
commissioned officers, part of whom are assigned to these same brigades.  

The numbers of the national gendarmerie devoted to these tasks is difficult to establish in the absence of 
specialised services. The study by P. Kopp and C. Palle (1998), nevertheless, estimated 2,000 on the 
equivalent of full-time.  

Structure coordinated by the general department of customs and indirect duties 

The customs administration intervenes, upstream of the other law enforcement services, in the context of 
its general tasks of customs clearance and the surveillance of the flows of merchandise, persons and capital, 
particularly when checking the means of transport. Its action in the fight against fraud is primarily oriented 
against the networks of international traffickers and may cross the framework of border zones. 

In the matter of the fight against fraud and since the 1st January 1993, the customs structure has been 
reorganised around two main axes: the strengthening of checks at the external borders of the European Union 
and the implementation of mobile units, responsible for monitoring and checking the movements of travellers 
and goods throughout the territory.  

The customs personnel who participate directly or indirectly in the fight against narcotics represent a full-
time equivalent number of 2,000 persons, from a total number of 20,000 agents.  

Structure for the control of drugs precursors. 
The Mission nationale de contrôle des précurseurs chimiques (MNCPC: National Mission for the Control 

of Chemical Precursors), which is supervised by the Ministry of the Economy and Finance, has the function 
of organising and coordinating co-operation between the administrative and industrial participants. 

In this perspective, the MNCPC has proposed, in particular, that an accompanying document be created 
for the most sensitive precursors during their transport within the European Community. Finally, the MNCPC 
takes individual and collective awareness actions with companies in the form of seminars to remind industrial 
participants of their regulatory obligations and their duty of vigilance. In this the MNCPC depends on a list of 
22 chemical substances which are among the most sensitive in the classification established at the 
international level by the United Nations convention of 1988 devoted to the fight against the illicit trafficking 
of narcotics and psychotropic substances.   

Judicial structure related to the trafficking and use of narcotics.  

The magistrates of the public prosecutor’s offices (prosecutors and substitutes) decide the follow-up to be 
given to offences detected by the police and gendarmerie, who direct the action of the criminal investigation 



department. The most serious acts give rise to the opening of an investigation, the inquiry then being directed 
by an investigating magistrate before the court, or sometimes the assize court for trafficking by organised 
gangs, is called to rule on the culpability and sanctions. Penalties are executed by the penitentiary 
administration, in a closed or open environment (stay of execution with testing, in particular); judicial youth 
protection educators monitor minors. 

At the Ministry of Justice, the office for the fight against organised crime, the trafficking of narcotics and 
money laundering ensure the organisation and coordination of public action.  

For some years now, liaison magistrates are assigned to the French embassies in European countries and 
the United States. With their foreign colleague assigned to Paris, they facilitate international judicial co-
operation, particularly in the area of the fight against narcotics. 

In the context of procedures implicating narcotics users, the magistrates of the public prosecutor’s offices 
are in close contact with the appropriate healthcare or social authorities, in particular through the 
implementation of mandatory treatments, as an alternative to prosecution. When prosecution is undertaken, 
the penalties imposed by the court most often aim at allowing care when this appears necessary, ensuring 
social re-insertion and reducing the risks of further offences. The execution of penalties is monitored and 
arranged by parole judges in relation with the insertion and probation services of the penitentiary 
administration.  

When the user is a minor, it is the juvenile judge who decides the educational assistance or penal measures 
to be applied. The educators of the Youth judicial protection service take charge of these educational 
measures in respect of minors who are consumers of psychoactive drugs. 

With the exception of some substitutes, there are no specialised structures in the fight against offences 
against the narcotics legislation within the justice services.   In the equivalent to full-time, the number of 
magistrates who devote their activities to the fight against offences against the narcotics legislation was 
estimated at 200 in 1995, to which should be added 400 justice staff.  There are 3,400 staff and socio-
educational personnel in the penitentiary administration who devote their time to this same activity. 

The Health-Justice Departmental Conventions on Objectives define the local priorities in judicial policy in 
respect of illicit drug users. 



Expenditure devoted to the fight against drugs and the 
prevention of dependence 

The OFDT recently published a study by P. Kopp and P. Fenoglio (2000) on the social cost of licit and 
illicit drugs. This presents and analyses, in particular, the expenditure by public administrations, whether direct 
or indirect expenditure. One part of this data, that in relation to the cost of morbidity and mortality related to 
drugs, are set out in the chapter ‘Transversal approach’, in the section ‘Healthcare and social consequences’. 
For this reason, only the development in the expenditure of the different budgets of the administrations 
devoted directly to the fight against drugs and the prevention of dependence is covered here. 

The principal expenditure in terms of the fight against drugs is made from the budget of the Minister for 
Employment and Solidarity. To the previous expenditures, those related to the prevention of AIDS among 
drugs users, which partially correspond to the risk reduction structure (chapter 47-18: ‘Programmes and 
structures in the fight against AIDS’).  

As regards specific expenditures, the budget of the Ministry of Employment and Solidarity includes two 
chapters in relation to the fight against drugs: 

� Chapter 47-15 (‘Programmes and structures for the fight against addictive practices’) 
connected with the Health Policy. 

� Chapter 47-16 (‘Interministerial action in the fight against drug addiction’). One part of 
the ‘interministerial’ expenditures is transferred to the interministerial partners, and 
another part to devolved expenditures (local actions, CDO, CIRDD). The remaining 
expenditures are used to finance the other activities of the MILDT (financing of 
associations, GIP, others). 

Expenditures specifically linked to the fight against drugs, voted in the initial finance law, from 1990 to 
2001 
(in millions of francs) 

 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 

Inter-ministerial expenditures 250 250 247 247 237 216 231 231 295 237 278 298 

Health and city expenditures 353 439 440 461 485 619 690 751 780 816 867 1,223 

Total 603 689 687 708 722 835 921 982 1,074 1,052 1,145 1,521 

Source: MILDT (data from 1990 to 1998 published in: Cour des comptes, 1998) 

‘Health’ expenditures 

The ‘health’ expenditures (see the preceding table) increased by 34% between 1992 and 1996. This 
increase was faster than that of all State expenses, which progressed by slightly less than 10% (excluding debt 
servicing) over this period. 



‘Interministerial’ expenditures 

Mostly stable between 1992 and 1997, the ‘interministerial’ expenditures increased substantially in 1998 
and 2000. In 1999, they reduced, due to the substantial carryover from the previous year (see preceding table). 

The increase in the expenditures for the departmental objective agreements, for the actions of the ‘drugs 
and drug dependence’ project heads (local actions) and the information and resource Centres for drugs and 
drug dependence, have increased considerably since 1998. The generalisation of these structures in the 
majority of departments is at the origin of this increase in capacity. 

Use of the ‘health’ expenditures devoted to the fight against addictive practices, from 1999 to 2000 
(in millions of francs) 

Structure implemented     1998     1999    2000 

CSST global operation provision     641.3     646.8    659.0 
Methadone reimbursement 19.9 19.9 18.8 
‘City’ part of the 51 drug addiction-city-hospital networks 6.5 7.0 7.0 
Young peoples and parents counselling Centres 33.9 42.3      43.8 
Insertion assistance workshops 11.6 11.9      12.0 
Units for released persons 5.0 5.0 5.2 
So-called ‘low threshold’ structures 15.5 19.8      20.7 
Local mobile teams - 1.5 3.0 
Emergency accommodation for drug users in seriously   
Precarious situations 

- -      20.7 

Health care intervention in party locations 3.0 3.0 3.5 
Training 4.7 3.4 3.0 
Total     741.4     760.6    775.9 

* chapters 47-15, articles 40 and 60 

Source: MILDT 



Transferred interministerial expenditures, from 1992 to 2000 
(in millions of francs) 

 1992 1994 1996 1998 1999 2000 

Health, social affairs  59.5�  45.9�  68.1�  65.5�  66.2�  21.9�
National education and research  11.9�  12.9�  12.0�  19.5�  22.5�  19.5�
Youth and sport  10.1�    9.2�  17.2�  13.7�  16.9�  14.9�
Interministerial delegation in the  
city 

   2.8�    9.2�  10.5�  13.2� –� –�

Justice  22.8�  18.4�  18.4�  18.5�  20.2�    4.7�
Interior (police)  23.8�  27.6�  19.0�  18.5�  16.5�    8.6�
Defence (gendarmerie)    9.8�  11.5�    8.8�  10.7�    9.6�    7.2�
Economy and finance (customs)  24.1�  22.5�  16.0�  15.4�  15.3�    6.7�
Foreign affairs  10.8�    9.2�    6.0�    7.4�  12.2�    9.5�
Co-operation    2.5�    2.7�    2.0�    1.6� –� –�
Others    0.8�    0.9� –�    0.6�     1.6�    1.8�
MILDT own activities  55.1�  48.0�   52.5�  77.7�  110.6� 183.3�

Total 234.0� 218.0� 230.5� 249.1� 293.7� 278.1�
The differences between the tables for the amount of the same item are explained by the carrying forward of expenditures voted 
in the initial finance law (particularly for part of the interministerial expenditures for 1998 carried forward to 1999).  

Source: MILDT 

MILDT devolved interministerial expenditures, from 1998 to 2000 
(in millions of francs) 

Structure     1998      1999      2000 

CDO 16.2 32.2 45.0 
Local actions 3.0 24.6 41.3 
CIRDD – 12.5 11.0 
Total MILDT decentralised credits 19.2 57.9 97.3 
Total MILDT credits 77.7 120.4 183.4 

Source: MILDT 

‘AIDS’ expenditures 

To the previous expenditures, those related to the prevention of AIDS among drugs users, which 
correspond fairly closely to the risk reduction structure. These expenditures were evaluated at 100 million 
francs in 2000, an increase of 60 million francs over 1995. 
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