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5. Drug-related treatment: treatment demand and treatment availability 

5.1. Introduction 
Treatment policies targeting users of illegal drugs have been characterised by several key 
periods in France. Prior to the 1970s, illegal drug users were treated in psychiatric 
hospitals. The adoption of a law in 1970 which made it possible for any drug user to obtain 
free, anonymous treatment aimed at bringing about abstinence, encouraged the 
development of specialised outpatient treatment centres or residential centres, with the 
latter being intended to accommodate drug users after withdrawal. On the one hand, the 
psychiatric institutions did not wish to specifically welcome drug users, who were coming 
forward in ever greater numbers, while on the other hand several associations showed 
themselves extremely willing to play their part in treating these patients. Despite this, the 
two treatment systems continued to exist in parallel, with the latter gaining importance in 
relation to the former. 

The second major highlight in the history of drug treatment policies was brought about as a 
result of the AIDS epidemic. Lagging behind in comparison to other countries, the French 
public authorities belatedly turned to substitution and harm reduction treatments in the 
early 1990s. The decision taken in France to embark upon a rapid and massive roll-out of 
high-dose buprenorphine substitution treatments resulted in general practitioners playing a 
much greater role in the treatment of opiate users. At the same time, the rapid spread of 
the AIDS epidemic and the adoption of the resulting harm reduction policy introduced as a 
direct result raised the question of access by drug users to hospitals, (not psychiatric 
hospitals this time, but rather general hospitals) in order to obtain treatments for both their 
somatic and addiction problems. In the same manner as for anti-alcohol treatments, liaison 
teams for drug users were set up both in order to encourage treatment by the hospitals’ 
somatic departments and also to avoid having users welcomed for somatic problems leave 
hospital before a diagnosis and addiction treatment package had been proposed to them. 
This process of integrating addictology within the hospital environment was carried through 
to completion with the adoption in 2007 of a plan by the Ministry of Health which will be 
described in more detail in the following section. 

As in most developed countries, the treatment policy for drug use in France is organised 
around specialised treatment and harm reduction programmes, private GPs, and hospitals. 
Over and above poster campaigns and publicity initiatives, in practice these policies are 
based on a relatively stable combination of the various sectors and tools available. 

5.2. General description, availability and quality assurance: strategy/policy 
For the period currently underway, the public authorities’ policy in the drug treatment field has been 
described in two plans adopted in 2006 and 2008. The first, the addiction treatment and prevention 
plan for 2007-2011 (which only concerns treatment and prevention) was drawn up by the health 
ministry at the request of the President of the Republic. The second, the 2008-2011 governmental 
plan to fight drugs and drug addiction mentioned in a previous report was drawn up by the President 
of the MILDT, Etienne Appaire. This second plan, which covers treatment as well as prevention and 
repression, includes the objectives of the previous plan while setting a number of specific new 
objectives.  

The drug treatment and prevention plan for 2007-2011 (MINISTERE DE LA SANTE ET DES 
SOLIDARITES 2006) restates the need to implement a policy targeting all forms of addictive 
behaviour, whether this concerns the use of illegal substances, alcohol or tobacco, or drug-free 
forms of addiction such as gambling and gaming. This plan chiefly focuses on boosting the 
resources available to the hospital system to treat addictions. It provides for the creation of 
addictology clinics or addictology liaison teams in all hospitals with an emergency department. 
These clinics or liaison teams should make it possible to bring together all existing tobacco, alcohol 
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or drug consultations in the same place and the same department. For those patients requiring 
more specific treatment or hospitalisation, addictology departments offering simple or complex 
withdrawal treatments should be created by 2011. Moreover, there is a plan to include, in each 
university hospital (a total of 26 establishments), an addictology section, serving as both an 
emergency addictology department and a regional reference, training and research centre. 

This plan also incorporates a number of objectives already under discussion such as merging the 
specialised drug treatment and alcohol treatment schemes into CSAPAs, boosting therapeutic 
accommodation capacities for illegal drug users through the creation of several therapeutic 
communities in addition to roping in general practitioners by strengthening the addictology health 
networks. The 2007-2011 plan also states that it is necessary to create precise standards and 
benchmarks for the patient treatment strategy, before, during and after the treatment. 

All of these objectives are detailed in the 2008-2011 governmental plan to fight drugs and drug 
addiction (MILDT 2008) which nevertheless more specifically emphasises a number of these 
objectives and proposes several new ones. The objectives proposed by the MILDT are described 
below: 

• Improving the skills of professionals in the individual targeted prevention and treatment fields 
thanks to various training programs. 

• Improving the socio-sanitary care received by young users of psychoactive substances by 
increasing the number of clinics for young users and their availability in the form of prior 
consultations at "general purpose" locations welcoming young people. 

• The creation of new therapeutic communities, (centres in which the goal of abstinence must be 
clearly stated). 

• The development of new methods for treating cocaine users. 

• Improvements to the provision and continuity of treatments provided to drug and alcohol users in 
penal environments. 

• Protecting the health of unborn children and their mothers, and taking full account of the specific 
characteristics of female drug and alcohol users. 

• The reduction of health risks related to drug use. 

• The reduction in morbidity and mortality linked to hepatitis C among drug users. 

• Improvements to the social integration and reintegration of addicts. 

5.3. General description, availability and quality assurance: treatment systems 
Two schemes contribute to treating illicit drug users: the specialised addictology treatment scheme 
(provided through medical/social establishments) and the general healthcare system (hospitals and 
GPs). 

5.3.1. Organisation and quality assurance 

The specialised scheme 
These centres were created following the adoption of the 1970 law which included a number of 
measures guaranteeing free and anonymous treatment for all illicit drug users wishing to receive 
treatment. Virtually all of the French “départements” today have at least one Specialised Drug 
Treatment Centre (CSST). 

Originally financed by the state and, since January 1, 2003, by the social insurance bodies as 
medical-social establishments, these centres have the task of jointly providing medical, social and 
educational services, including help with rehabilitation and social integration. 

Three types of CSST can be distinguished: 

• Outpatient treatment centres (numbering 216 in 2007); 
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• Inpatient treatment centres including therapeutic communities (numbering 40 in 2007). More 
precisely, these centres are rehabilitation centres for patients after detoxification or following 
substitution treatment. Residential detoxification is carried on in general hospitals.  

• Treatment centres in penal establishments (numbering 16 in 2007). These centres may be 
compared to outpatient centres, located inside the prison, and only treating people who are 
presently in jail. Drug-free quarters in prison do not exist in France. 

The outpatient CSSTs are designed to meet the outpatient withdrawal requirements of patients. 
They can also organise and support patients wishing to undergo drug withdrawal treatments in 
hospital. Where substitution treatments are concerned, since 1993/1994 and until quite recently 
(2002), the doctors working in CSSTs were the only doctors authorised to initiate methadone 
treatments, with repeat prescriptions subsequently being issued by community physicians. Patients 
can also be prescribed high-dose buprenorphine (HDB) via a CSST. Additionally, patients can seek 
support and guidance via a psychotherapeutic support scheme and social integration assistance. 

In France, the concept of "Drug-free treatment" is not really used and it is difficult to equate this to a 
given type of institutional treatment. However, a very limited number of "therapeutic communities", 
which are supposed to offer drug-free treatment, have been recently created. An evaluation study of 
these new centres is currently underway. The results of this study are not yet available.  

In the course of 2009, all CSSTs will have to get a new administrative agreement as CSAPA  for a 
three-year period. A circular32 dated February 28, 2008 describes the CSAPAs’ missions. These 
missions are roughly identical to those which were previously handled by the CSSTs. The CSAPAs 
are responsible for welcoming, providing information and guidance to and conducting medical, 
psychological and social assessments for all persons suffering from addiction problems regardless 
of the substance (including "drug-free" addictions) who come to them for assistance. The CSAPA 
consequently has a medical, psychological, socio-educational and harm reduction role and may 
specialize in either illegal drugs or alcohol. 

Treatment via the general healthcare system 
The development of the specialised treatment system makes it impossible to meet all of the 
treatment needs of illicit drug users. Since the 1990s, the focus has been placed on improving the 
reception of patients suffering from addiction problems by the general healthcare system (hospitals 
and general practitioners).  

A- Hospitals 
As mentioned in the section dealing with treatment policy, the addiction prevention and treatment 
plan has provided for the creation of a new addictology treatment organisation within hospital 
environments. The administrative circulars of May 16, 2007 and September 26, 200833 provide 
precise details of the organisation to be set up within the hospital system. Addictology treatment 
within hospitals is organised into an addictology treatment system comprised of a number of 
components. The goal is to enable each person suffering from addictive behaviour to have access 
to comprehensive, progressive and locally available treatment and, if necessary, to a specialized 
technical centre. This system includes three distinct levels. 

Level 1 hospitals have the task of carrying out simple residential withdrawal courses, liaison 
activities and consultations. Created by the circular dated April 3, 1996, the liaison and addictology 
treatment teams, which usually comprise three people including one hospital doctor, have the task 
of training and assisting teams of care staff in hospitals, drawing up therapeutic protocols, and 
working with hospitalised and emergency patients. They carry out prevention, information and 

 
32 Circulaire n°DGS/MC2/2008/79 du 28 février 2008 relative à la mise en place des centres de soins, d'accompagnement 
et de prévention en addictologie et à la mise en place des schémas régionaux médico-sociaux d'addictologie. NOR : 
SJSP0830130C. 
33 Circulaire n°DHOS/O2/2008/299 du 26 septembre 2008 relative à la filière hospitalièrede soins en addictologie. NOR : 
SJSH0830983C.   
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awareness-building activities within the care establishment. Patients can also be received for 
outpatient treatment via the addictology clinics. 

The level 2 hospitals offer the same services as the level 1 hospitals, with the addition of the 
possibility to provide complex residential treatment courses either involving hospitalisation or day 
care. 

Level 3 hospitals handle the activities of the level 2 hospitals in addition to education, training, 
research and regional coordination activities. 

The circular dated September 26, 2008 also states that the hospital addictology treatment systems 
must be organised in coordination with the specialised CSAPA and CAARUD schemes, the general 
practitioners and the health networks. 

B-General practitioners 
General practitioners today play a key role in France when it comes to prescribing opiate 
substitution treatments. Since 1996, they have been able to prescribe HDB to opiate dependent 
patients. They may also issue prescriptions for methadone after a methadone treatment programme 
has been initiated for the patient by a CSST.  

Furthermore, general practitioners are the first to intervene in the case of patients who have only 
just begun using illicit drugs. With this in mind, the public authorities plan on introducing special 
training for general practitioners to enable them to spot these users and to familiarise them with the 
therapeutic solutions best suited to the situation. 

5.3.2. Availability and diversification of treatment 

Medical treatments (substitution, withdrawal).  
Withdrawal treatments used or monitored by staff in Specialised Drug Treatment Centres (CSSTs). 

In 2006, an average of approximately 17 patients per centre underwent outpatient withdrawal 
treatment via an outpatient CSST (table 5.1) and almost 13 patients undertook withdrawal 
treatments in hospital with the support of a centre. The data shown in table 5.1 reveals a major 
increase in the number of withdrawal treatments undertaken between 2003 and 2004. However, this 
change is almost certainly linked to changes in the wording of the questions following the adoption 
of a new report in 2004. Nevertheless, the trend is clearly an upward one and this has been the 
case since the 1990s. This change needs to be put in perspective, as the total number of people 
welcomed by the specialist centres has also increased sharply since the late 1990s. 

Table 5-1: Average number of patients undergoing a withdrawal treatment per outpatient CSST, 1998-
2006 
 1998 1999 2000 2001 2002 2003 2004 2005 2006 

Average number of patients per CSST having 
undertaken outpatient withdrawal treatments 
provided by the CSST.  

6.8 5.7 6.2 8.4 10.6 11.0 16.8 16.1 17.5 

Average number of patients per CSST having 
undertaken a withdrawal treatment in hospital, 
with the support of the CSST (per centre) 

N.Av N.Av N.Av N.Av N.Av N.Av 10.3 13.2 12.8 

Source: Processing of the standard activity reports from the outpatient CSSTs 2006, DGS/OFDT. 
Guide to the table: on average, 6.8 patients per CSST undertook an outpatient withdrawal treatment provided by the CSST in 1998. Note: the 
calculations were made by excluding those centres issuing more than 150 withdrawal treatments or who failed to answer the questions concerning 
their activity. The total number of patients having undertaken withdrawal treatments is calculated by extrapolating the average number of 
withdrawals to all CSSTs with a new “withdrawal treatment” patient intake of fewer than 150 patients. To this figure is added the total for those 
centres excluded from the previous calculations due to the size of their intakes of new patients undertaking withdrawal treatments. 
 

According to the data supplied by the CSSTs, the number of patients having undertaken a 
withdrawal treatment in 2006 can be estimated at somewhere between 8,000 and 9,000. However, 
these numbers also include alcohol dependant patients treated within CSSTs. 

Substitution treatments for patients attending front-line structures 
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At the time of the 2006 Prelud survey, 60% of users stated that they were receiving a medically 
prescribed substitution treatment. In just under two-thirds of these cases, HDB was used (62.2%), 
while a third received methadone (32.4%). Finally, a minority (4%) received a treatment based on 
morphine sulphate. 

On average, users receiving a substitution product tend to be older than those not receiving a 
treatment of this kind. While the average age of the latter stands at 32.1 years old, this rises to 33.6 
years old for users receiving an HDB substitution treatment, 34.7 years old for those receiving 
methadone and 35.2 years old for those receiving morphine sulphate. 

In 79.4% of cases for morphine sulphate, 59.0% for HDB but only 16.4% for methadone, the 
substitute drug was also mentioned among those substances used for extra-therapeutic purposes. 
Thus, among drug users receiving morphine sulphate and HDB, it would appear that it is the 
prescribed drug itself which is most often mentioned as the substance causing the most problems 
by contributors (66.2% and 42.2% respectively). Indeed, among the active drug users interviewed 
via the CAARUDs, a majority use injection as the preferred administration method, while sniffing or 
smoking is less common. On the other hand, among those receiving methadone, this drug is 
mentioned as problematic in only a small number of cases (9.5%), being outpaced by heroin 
(24.3%) and cocaine/crack (19.5%). Unlike the other two substitute drugs, methadone (when used 
outside the scope of a therapeutic programme) is almost exclusively used orally (96.5%) (TOUFIK, 
CADET-TAIROU et al. 2008). 

The issuing of substitution treatments 
Two drugs are used for the purpose of opiate substitution treatment: methadone, the prescription of 
which may only be initiated in CSSTs and healthcare establishments, and High Dose 
Buprenorphine (HDB) or Subutex®, which can be prescribed immediately by any doctor. After being 
introduced onto the market in 1996, HDB quickly became the leading treatment for opiate 
dependency in France, in volume terms. We should also point out that since 2006 Subutex® is no 
longer the only product available, as generic specialities have also become available on the market 
(HDB Arrow® in 2006 and HDB Merck® in 200734). 

Recent data from the Caisse nationale de l’assurance maladie (national health insurance 
organisation for salaried employees) reveal that 119,819 people received refunds for opiate 
substitution treatments during the first half of 2007 with a clear predominance of HDB (a factor 
specific to France), which accounted for 80% of the total. By late 2007, the level of market 
penetration for generic products stood at between 15 and 20% of HDB refunds. 

However, methadone's share continues to rise and it must be remembered that easier access to 
this drug is one of the recommendations from the Consensus Conference on substitution treatments 
held in June 2004. Data from the health insurance system also show that refunds for HDB 
treatments rose by 24.3% while those for methadone increased by 155% in 4 years. 

Graph 5.1 below presents an estimate of the number of patients treated in France using HDB and 
methadone. This data is derived from the sales figures for these two substitute drugs, supplied by 
the GERS35 based on the assumption that the average dose prescribed over a year is 8 mg per day 
for Subutex® and 60 mg per day for methadone. The quantities of Subutex® sold therefore 
represent a theoretical equivalent of 83,174 patients having received a daily dose of 8 mg 
throughout 2007. For methadone, a similar calculation gives us a theoretical total of 28,665 
patients. These are theoretical patients, as treatment compliance is not always so good for real 
patients and the latter do not all undergo treatment programmes between 1 January and 31 
December. During a given year, some may be ending their treatment while others may only be 
starting. The number of people having received at least one prescription for a substitution treatment 
will therefore logically be higher than the number of theoretical patients. 

 
34 HDB Merck became HDB Mylan® in 2008 
35 Groupement pour l’élaboration et la réalisation de statistiques (Group for the Production and Elaboration of Statistics) 



We should also point out that these data do not take account of the generic versions of HDB 
introduced in 2006 ("offsetting" the effective reduction in the number of patients receiving Subutex® 
in 2007, as shown in the graph) and that for methadone, the data is based on refund data for both 
general practitioner consultations and hospital care. 

Graph 5-1: Opiate substitution treatments, an estimate of the number of people receiving an opiate 
substitution treatment (Subutex® 8mg, Methadone® 60 mg) 

 
Source: GERS/SIAMOIS/InVS 
 

It should, however, be borne in mind that prescribed HDB is sometimes misused and that the 
substance is not always used within the scope of a therapeutic programme. However, the level of 
such misuse has fallen since the introduction of a drug control plan for opiate substitution 
treatments by the health insurance system, as one of the major indicators revealing the misuse of 
HDB (an average daily dose exceeding 32 mg/day36) was slashed by two-thirds between 2002 and 
2007. Six percent of subjects received more than 32 mg/day of HDB at the time, compared to 2% of 
subjects in 2006 and 1.6% the following year, according to a recent study (Canarelli T. and 
Coquelin A. 2009). This study, just like the previous one in 2002, also revealed that two-thirds of 
patients having received refunds for opiate substitution treatments in 2006 and 2007 are 
undergoing regular treatments and are therefore presumably enrolled in a therapeutic programme. 
For their part, the other recipients of such treatments are not necessarily receiving the drugs outside 
the scope of a treatment programme. 

Substitution treatments in hospitals 
The survey carried out in 2007 by the OFDT (OBRADOVIC and CANARELLI 2008) aimed at 
assessing the impact of circular no.2002/57 of 30 January 2002 regarding the first prescription of 
methadone by doctors in health establishments (hospitals and prison treatment centres) made it 
possible to demonstrate that access to methadone had increased on both fronts. 

The part of the survey carried out in hospitals highlighted the major role played by general 
practitioners in providing dependent opiate users with specialised treatments, both "upstream" (by 
referring patients to hospitals to initiate a course of treatment), and "downstream" (by dealing with 
patients following discharge from hospital). The survey also underlines the importance of ensuring 

                                                 
36 The maintenance dosage for HDB is 8mg/day with a maximum dose of 16 mg/day. An average daily dose in excess of 
32 mg/day points to suspected misuse of HDB (trafficking and/or dealing). 
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"seamless" operation between the various partners in the treatment scheme, in order to avoid any 
gaps or breaks in the substitution treatment when the patient leaves hospital.  

Substitution treatments in prison treatment centres 
Please see 9.6.1 

5.4. Access to treatment: characteristics of treated clients (TDI data included) 

5.4.1. Total number of treated clients 
In France, only those people welcomed in the CSSTs are included in data collection compatible with 
the TDI protocol. Furthermore, this collection is not exhaustive as in 2008; around a third of the 
CSSTs supplied no data at all. To this should be added the fact that the TDI data only concerns 
those persons beginning or resuming a course of treatment. We must therefore use other sources 
to quantitatively assess the total number of people coming forward to seek help from professionals 
for their illegal drug use problems. 

We currently possess fairly precise data concerning the number of people treated via the 
specialised schemes. Each year, the CSSTs must supply the administrative authorities with an 
activity report, which includes a selection of data concerning the drug users seen during the year 
gone by. The response rate for these reports is 90% each year and almost 100% over a two-year 
period. Based on these activity reports, it is possible to estimate the number of people who sought 
help in the outpatient CSSTs in 2007 for their problems with illegal drugs at approximately 90,000. 
This number includes double entries which, however, should not account for more than 5% of the 
overall total. In relation to the outpatient CSSTs, the number of people accommodated in residential 
treatment centres appears to be very low, at slightly fewer than 2,000 people, some of whom have 
already been counted among those people visiting the outpatient CSSTs. Indeed, many of the 
patients accommodated in the residential centres are referred by the outpatient CSSTs. In those 
CSSTs located in penal establishments, the number of people welcomed for problems with illegal 
drugs can be assessed at 4,700. 

Regarding general practitioners, the only national data available concerns those persons receiving 
substitution treatments. The previously mentioned data indicates that approximately 120,000 people 
received refunds for their substitution treatments from the Social Security system during the first half 
of 2007. If we assume that two-thirds of these people were still receiving treatment at the end of the 
year and that the total number does not vary from one 6-month period to another, this gives us a 
total annual number of 160,000 different people seen by a GP to obtain a substitution treatment 
prescription in 2007. The equivalent figure for the whole year is higher but is not known precisely. A 
percentage of these people are also included among those having visited a CSST in 2007. 

Regarding the hospitals, we have access to national data from the PMSI37 medical-economic 
information system concerning the number of hospitalisations for which the main diagnosis was 
behavioural problems related to the use of psychoactive substances excluding alcohol and tobacco 
(diagnoses: ICD10 F11 to F16, F18 and F19). This number of hospitalisations totalled 5,800 in 
2007, including 2,200 stays exceeding 24 hours in hospital. It should be noted that this data does 
not include visits to the emergency department. These statistics only concern hospital stays. As the 
same person may have been hospitalised several times, the number of people recorded is 
obviously lower than the total number of stays. Double entries also exist concerning those 
hospitalised persons who have also sought help in the specialised centres or through visits with 
GPs. Other data dating back to 2005 from an activity report by the liaison teams (requested for one 
year only) makes it possible to assess the number of people seen in outpatient clinics (i.e. non-
hospitalised) for illegal drug use problems at approximately 8,000. Once again, it is not possible to 
add these figures to the others, in view of the many possibilities for double entries concerning these 
individuals and those who are hospitalised or already counted in the other previously mentioned 

 
37 http://stats.atih.sante.fr/mco/diagone.php 
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sectors. The data concerning the hospitals is extremely fragmented. Nevertheless, we can clearly 
see that the number of people with an illegal drug use problem seen at a hospital (excluding the 
CSSTs) during a given year was, until fairly recently, quite low when compared to the total number 
of people welcomed in the CSSTs (no more than 10%). Governmental plans to increase addiction 
treatment capacity within general hospitals may lead to a rise in the number of treated persons. It 
must however be kept in mind that the vast majority of treatment facilities within general hospitals 
target the most common addictions, alcohol and tobacco. 

5.4.2. Characteristics of all clients starting treatment in specialised centres 
The profile of those persons receiving treatment shown in this paragraph corresponds to that of new 
patients having started treatment in 2008, exclusively via the outpatient treatment centres. 

In 2008, 140 outpatient CSSTs participated in RECAP, equivalent to 65 % of all outpatient 
treatment centres. The data shown below concerns around 41,000 patients (referred to as “new 
patients”) who started a new episode of treatment in one of these centres during the year. 

Those persons receiving treatment for the first time in their life (referred to as "first-time treatment” 
patients) accounted for 29 % of all new patients seen. For the other patients, these were new 
requests for treatment or a renewal of treatment following a break in contact with the treatment 
centre in excess of six months. The percentage of first-time patients among all patients should be 
taken with caution since information concerning the existence of previous treatments is unknown in 
27 % of cases. 

In the use descriptions shown below, it has to be borne in mind that in approximately 21 % of the 
cases there is no information on the main drug. 

Socio-demographic characteristics of patients 
Among the new patients, 81% were male with an average age of 29.4 years old. This mean age is 
actually the result of a mix of two subpopulations, cannabis users on the one hand, with a mean age 
of 25, and opiate and cocaine users on the other hand with a mean age of around 32. Patients 
seeking treatment for the first time in their lives had a slightly higher proportion of males among 
them (83 %) and were on average younger, with a mean age of 26. The most extensively 
represented age group among all treatment patients is the 20-24 age group (accounting for 23 % of 
patients) with the under-25s accounting for 36 % of the total. A little more than 15 % were aged over 
40. In contrast, half of “first-time treatment” patients were under 25 and 8 % were aged forty or over.  
As will be seen further, this age difference is closely related to the higher proportion of cannabis 
users among “first-time treatment” patients. 

Table 5-2: Breakdown of patients by age (as a %) in 2008 
Age All treatments First treatments 

< 20 y.o. 12.7 21.5 
20-24 y.o. 23.3 30.1 
25-29 y.o. 21.4 22.2 
30-34 y.o. 14.6 11.1 
35-39 y.o. 12.7 7.4 
40-44 y.o. 8.4 3.7 
45-49 y.o. 4.2 1.9 
50 and over 2.8 2.2 

Total 100.0 100.0 

Source: RECAP / OFDT – 2008. 
 

The two main sources of referral are the patient’s own initiative (35%) and the justice system or the 
police (31%). In the case of first-time treatments, it may be noted that this latter source of referral 
accounts for almost half of the patients (47%). Most of the people referred by the court or police are 
cannabis users. The results concerning the origin of the consultations are shown in Table 5-3. 
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Table 5-3: Breakdown of patients by treatment origin (as a %) in 2008 
Origin of the treatment All treatments First-time treatments 

Patient’s own initiative 35.3 24.2 
Family or friend 9.3 10.1 
Other specialised centres for drug users 6.1 1.9 
General practitioners 6.9 5.5 
Hospital or other medical establishment 4.3 3.2 
Social services 4.1 4.3 
Police, courts or court-ordered treatment 30.8 46.8 
Other 3.2 4.0 

Source: RECAP / OFDT – 2008. 
 

Patients most frequently lived with their parents or alone (37% and 28%) and most lived in stable 
housing (77%). Nevertheless, 20% of them stated that they lived in precarious housing conditions. 
Due to the higher proportion of younger people among them, first-time treatment patients were less 
likely to live alone and more likely to live with their parents. 

Table 5-4: Breakdown of patients by living status (with whom) (as a %) in 2008 
Living status (with whom) All treatments First-time treatments 

Alone 28.0 22.6 
With parents 36.7 46.3 
Alone with child 2.8 1.8 
With partner (alone) 12.3 11.7 
With partner and child(ren) 10.9 10.0 
With friends 3.1 2.4 
Other 6.1 5.2 

Source: RECAP / OFDT – 2008. 
 

Regarding their socio-professional situation, economically inactive or unemployed patients 
accounted for a total of 43%, while just over a quarter (27%) had a regular job and 14% were still at 
school or students. First-time treatment patients differed from all treatment patients by a higher 
proportion of students and pupils and a lower proportion of economically inactive persons.  Where 
the patients’ educational profiles were concerned, 63% of people treated in the CSSTs in 2008 had 
reached secondary school level. A total of 5 % of users had not got past primary school level and 
32 % stated that they had an educational level above the baccalauréat (A-level/High School 
Diploma). The distribution of educational level is not different among first-time treatment patients.  

Table 5-5: Breakdown of patients by professional situation (as a %) in 2008 
Professional situation All treatments First treatments 

Regular employment 26.9 29.3 
Student, secondary school pupil 13.8 19.8 
Economically inactive 20.7 13.4 
Unemployed 22.5 19.3 
Other 16.2 18.2 

Total 100.0 100.0 

Source: RECAP / OFDT – 2008. 

Drug use 
Table 5.6 features a detailed breakdown of patients according to their declared main drug in 2008. 
Almost half of the patients (48%) sought help from the treatment centres in 2008 for problems 
related to cannabis use. A majority of them (56%) declared that they used cannabis on a daily 
basis. The proportion of first-time treatment patients with cannabis as the primary drug was higher 
than for all treatment patients - two-thirds. The distribution of frequency of use was not different in 
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the two groups. The share of cannabis users among patients undergoing treatment in France is 
partly the consequence of the large and still increasing number of arrests for cannabis use. Some 
arrested users are referred to treatment centres by the courts. The creation of clinics for young 
users, mainly dedicated to cannabis users, may seem to have played an important role in 
increasing the number of cannabis users in contact with treatment centres but, as will be seen later 
(section 5.5), data on the total number of people treated for cannabis use since the end of the 
nineties shows an increase that took place before the launch of the clinics for young users. 

Opiates were identified as the main drug by 41% of patients. In all, 80% of them took heroin, with 
methadone accounting for just over 3% and other opiates (including HDB)38 16%. Among the opiate 
users, almost 80% used the substances on a daily basis and 10% took them regularly (i.e. several 
days a week). The opiates were generally sniffed (52%) or injected (24%). The proportion of first-
time treatment patients with opiates as the main drug was much lower than for all patients (33% vs 
41%). The distribution of frequency of use was similar in the two groups although there was a 
slightly higher proportion of daily use among first-time treatment patients. Injecting was much less 
frequent in this group than among all treatment patients taken as a whole (13% vs 26%).  

Table 5-6: Breakdown (as a %) according to the main drug taken, 2008 
Main drug All treatments First-time treatments 
Heroin 32.6 21.6 
Methadone 1.4 0.9 
Other opiates 6.7 3.1 
Cannabis (all) 47.8 65.5 
Barbiturates 0.1 0.1 
Benzodiazepines 1.4 0.5 
Other hypnot. and tranquilizers 0.5 0.2 
Cocaine 5.3 4.8 
Crack 1.8 0.8 
Amphetamines 0.3 0.3 
MDMA and other derivatives 0.6 0.6 
Other stimulants 0.0 0.0 
LSD 0.2 0.2 
Other hallucinogens 0.1 0.1 
Volatile inhalants  0.2 0.4 
Other substances (all) 1.2 1.0 

Source: RECAP / OFDT – 2008. 
 

Cocaine was the third main drug, being mentioned by more than 5% of patients. Cocaine users 
declared that they used it every day (37%) or frequently (26%). The cocaine was sniffed (67%) or 
smoked (16%) and it was also injected by a non-negligible percentage of patients (14%). Cocaine 
was slightly less frequently mentioned as the main drug among first-time treatment patients but the 
difference was not very significant. Among cocaine users seeking treatment for the first time in their 
lives, the percentage of persons injecting cocaine was smaller than among all cocaine treatment 
users (6% vs 14%) while a larger proportion sniffed this substance (79% vs 67%).  

Among all patients seeking treatment in 2008, more than three-quarters (74%) stated that they had 
never used injection as an administration method. It is possible to divide the patients having injected 
into two groups: 14% of them had not used this method recently and 11% stated that they had 
injected during the month preceding the interview. Those who used injection during the previous 
month were mostly opiate users (82%): 52% were heroin addicts and 26% declared other opiates 
(including HDB) as their main drug. Nevertheless, a non-negligible number of people using injection 
as an administration method were receiving treatment for cocaine use (8%). The persons welcomed 
by the CSSTs for the first time in their lives tended to use intravenous administration less often than 
patients who had already received treatment. Thus, in 2008, 91% of first-time outpatients (all 

                                                 
38 For methadone and HDB, this means non-therapeutic use. 
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products considered together) had never used injection as an administration method (vs 74% 
among all treatment patients). 

5.5. Access to treatment: Trends of patients in treatment 
TDI-compatible data concerning patients has only been available in France since 2005. 
Consequently, changes can only be monitored over a relatively short period. 

The data shown in Table 5.7 reveals a continuing increase in the average age for all patients 
beginning a new course of treatment, and for patients having never before been treated. When we 
look at changes in the distribution by age range (Table 5.8), we see that this ageing effect appears 
above all to be related to a reduction in the percentage of 15- to 24-year-olds, and particularly the 
15-19 age group, coupled with an increase in the number of people aged 40 and over. This sharp 
reduction in the percentage of 15- to 19-year-olds is also seen for "first treatment" requests with, 
however, a stabilisation occurring between 2007 and 2008. According to the data derived from the 
activity reports concerning all users seen by the CSSTs, the percentage of the under-18 age group 
(who are usually cannabis users) increased sharply in the early 2000s and subsequently began to 
decline after 2005. In order to be able to interpret these changes, we need to keep in mind that, 
according to the activity reports supplied by the CSSTs, the number of people seen by the centres 
has tended to increase from year to year. Thus, a reduction in the percentage of those under 18 
does not necessarily mean that the actual number has decreased.  

Table 5-7: Mean age of patients, changes over the period 2005-2008 
 2005 2006 2007 2008 

All treatments 28.0 28.3 29.1 29.4 

First-time treatments 24.1 25.0 25.9 26.2 

Source: RECAP / OFDT – 2005 - 2008. 

Table 5-8: Distribution of patients by age (as a %), changes over the period 2005-2008 
 2005 2006 2007 2008 

<15 0.6 0.8 0.7 1.4 

15-19 16.0 14.8 11.9 11.3 

20-24 24.8 25.2 24.7 23.3 

25-29 19.0 19.4 21.2 21.4 

30-34 16.6 15.4 14.9 14.6 

35-39 12.3 12.3 12.5 12.7 

40-44 6.8 7.1 8.4 8.4 

45-49 2.5 3.2 3.5 4.2 

50-54 0.8 1.2 1.4 1.7 

55-59 0.3 0.5 0.6 0.7 

60-64 0.2 0.2 0.2 0.3 

>=65 0.1 0.1 0.1 0.2 

Total 100.0 100.0 100.0 100.0 

Source: RECAP / OFDT – 2005 - 2008. 
Other than the trend towards an increase in the average age of those persons welcomed by the 
centres, the patients’ characteristics changed very little between 2005 and 2008. In line with the 
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reduction in the percentage of 15- to 24-year-olds, the percentage of people living with their parents 
also fell, from 42% to 37%, while the percentage of people living alone increased from 25% to 28%. 
For reasons which are similarly related to changes in the breakdown by age ranges, the percentage 
of pupils and students is declining, falling from 17% in 2005 to 14% in 2008, while the percentage of 
people with regular employment rose from 23% to 27%. 

With regard to the main drugs involved, we should mention that there was a very slight increase in 
the percentage of cocaine and crack, which rose from 5.7% in 2005 to 7% in 2008. The percentage 
for heroin fluctuated around 32% and that for cannabis around 40%. With regard to patterns of use, 
the data for the years 2006 to 200839 show a slight reduction in injection in the "other opiates" 
category (43% of injectors in 2006 compared to 40% in 2008). 

 
39 The data from 2005, (the first year for the RECAP national data collection scheme) is less reliable than that of the 
following years for certain questions. 


