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ABSTRACT
With the dawn of globalisation and increasing cross-national institutionalisation, national
governments find that similar problems have arisen in neighbouring regions leading to higher policy
convergence. In the European context, this convergence would be seen as a channel leading towards
the goal of Europeanisation. On the subject of drug policy, transnational treaties such as the ones
laid down by the United Nations Office on Drugs and Crime and EU Drug Strategy 2020 already
exist as overarching recommendations. As they are not legally binding, and because differences
exist at the local level, policies are heterogenous at the member state level. Hinging on the theories
of policy convergence, is it then possible to achieve higher convergence in the drug-policy sector?
Using the example of two strong but different approaches towards drug policies, this thesis
examines Sweden and Portugal’s range of drug policies, their implications and specific
interventions.
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PREFACE
With the dawn of globalisation and increasing cross-national institutionalisation, national
governments find that similar problems have arisen in neighbouring regions leading to higher policy
convergence. In the European context, this convergence would be seen as a channel leading towards
the goal of Europeanisation. On the subject of drug policy, transnational treaties such as the ones
laid down by the United Nations Office on Drugs and Crime and EU Drug Strategy 2020 already
exist as overarching recommendations. As they are not legally binding, and because differences
exist at the local level, policies are heterogenous at the member state level. Hinging on the theories
of policy convergence, is it then possible to achieve higher convergence in the drug-policy sector?
Using the example of two strong but different approaches towards drug policies, this thesis
examines Sweden and Portugal’s range of drug policies, their implications and specific
interventions.

Currently, drug policy in the European Union is fairly heterogenous on a broader level. If broken
down into smaller sections, the drug problem can be divided into supply and demand, trafficking,
possession, consumption etc. Opinions and policies regarding supply demand and trafficking of
drugs are highly homogenous because these issues cross nation-state boundaries. The presence of
free movement within the EU has also made it increasingly simplistic to carry out large scale
trafficking of illicit substances. This makes it necessary for law enforcement agencies across
borders to join forces.

Prosecution varies at member state level but is still not as diverse as policies on other sections of
drug policy such as prevention, harm reduction. The view on harm reduction interventions lie on a
wide spectrum— not only the presence and absence of these interventions but also their type, level
of accessibility. By examining policies on the opposite ends of the spectrum, this thesis aims at
gaining clarity on the nature and possibility of better policy convergence, the reasons for the current
policy heterogeneity, and the concept of a single European identity within drug policy discourse in
the midst of other policy based efforts towards Europeanisation. In the past, studies have looked at
policy convergence within the economic and trade industry and international defence. However,
cross-sectoral issues such as drug policy have yet to see large scale convergence. By referring to the
various theories of policy convergence and by revisiting their causal factors, the reasons for the lack
of a drug policy convergence become more coherent.
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1.1. INTRODUCTION
Within drug related discourse there are several areas to examine. Various factors come into play
while dealing with drug policy and their subsequent social responses. It is important to state which
areas of drug discourse this thesis will delve into initially for the sake of clarity. As the drug
phenomenon cuts through various sectors and disciplines, it is also complicated for member states
in the European Union to combat it in a homogenous manner. This thesis focuses on convergence of
national strategies and their impact on individual drug users or individual drug offenders— in other
words the strategies used to either help them or reprimand them.

Keeping overarching transnational strategies and policy documents in mind, such as the EU Drugs
Strategy, strategies formulated for the UNODC and the EMCDDA, this paper will focus on two
methods of combatting the drug problem namely harm reduction and law enforcement. The thesis
throws light on two member states, Portugal and Sweden, and carries out a longitudinal analysis of
their drug policies’ transformation over the past decade and their impact on society. This thesis
looks at the drug phenomenon from a socio-political lens, holding human rights in the highest
regard. This includes physical and mental health, wellbeing of those on the negative end of society’s
drug problem.

Keeping national differences in mind, this thesis will analyse EMCDDA’s country reports to
maintain impartiality and be as objective as possible. The areas of analysis are drug prevalence
patterns, problematic users of drugs, drug related harm and mortality, and drug offenders, as well as
vulnerable population within drug discourse such as women, youth, and prison population. Having
said that, a proposition for more international cooperation and convergence in drug policies is
mentioned as it is a global phenomenon. While the research conducted within this paper aims at
being as objective as possible, it is however important to mention that the subject under scrutiny is a
socio-political one and it is impossible to have a position that is absolutely free from any kind of
value or moral position.

This thesis does not cover the theme of large scale drug trafficking or global organised crimes such
as drug cartels, or other crimes related to demand and supply of drugs. However this does not imply
that these themes are less important. Due to limitations attributed to the scope of the research, there
is also no mention of the subject of synthetic substances in drug discourse, or the economics of
drugs and drug policies. There is a brief mention of the social cost of drug use as it is relevant to the
!7

study and to reach a more comprehensive conclusion on the status of drug problem in the two
member states. The results of the research may not reflect the nature of an EU wide phenomenon as
the focus is limited to only two member states. However the aim is to see whether practices used in
these two member states with influential drug policies can be transferred to other states to observe
higher policy convergence.

This thesis does not aim to promote or dissuade concepts such as legalisation or criminalisation of
illicit substances but merely looks at the nature and motivation of implementing certain strategies
and the effect it has on its target group and society in general.
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2.1. PROBLEM STATEMENT AND RESEARCH QUESTION
In the era of Europeanisation and with the goal of a homogenous European policy framework in
mind, the question arises whether policy convergence can occur in multiple policy areas. Within
drug-related policy discourse, there has been a lot of contestation about the most logical response to
society’s drug problem. Member states’ drug policies lie on a wide spectrum, i.e. the drug policy
spectrum which can be seen as restrictive to permissive. Through detailed longitudinal analysis of
these responses, this thesis aims at examining the following:

Is it possible to have a homogenous European Drug Policy?
1.1) Can greater policy convergence be observed in the sphere of drug policy?
1.2) Based on the drug policy spectrum, what direction would such possible convergence lean
towards?
1.3) If not, what barriers would prevent drug policy convergence?

Hinging on two cases on opposite ends of the spectrum, Sweden and Portugal, their policies and
policy implications, this theisis will analyse the prospects of a possible homogenous drug policy in
the European Union.
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2.2. CONTEXTUALISATION
With homogenisation observed within various policy areas in the European Union, it is a subject of
conjecture whether multi-sectoral issues can fulfil the basic guidelines set by the so-called European
project. The European Union was built on the ideas of pragmatism and rational thought, however,
this cannot be applied uniformly to all areas of society. Many legislations at the member state level
are still deeply rooted in moral principles and religious or cultural values. Policies more often than
not reflect society and majority ideologies (pol convergence ideology part). Matters that contradict
religious or cultural views of society are more complicated to reform. For instance, the antiabortionist laws in Ireland and Poland can be attributed to the vast stronghold of the Catholic church
in the two countries. The same can be said about same the ban on same-sex marriages in a number
of EU countries such as Romania. Thus, policy convergence is not just a result of majority
institutional opinion. In drug-related discourse, several areas of concern are taboo and controversial.
While law enforcement laws are fairly homogeneous, legislation regarding harm reduction are
varied.
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3. THEORY
3.1. POLICY CONVERGENCE — CRISTOPH KNILL
Christoph Knill defines the term policy convergence as “…any increase in the similarity between
one or more characteristics of a certain policy (e.g. policy objectives, policy instruments, policy
settings) across a given set of political jurisdictions (supranational institutions, states, regions, local
auth- orities) over a given period of time”. Convergence is the effect of other similar but distinct
processes such as policy diffusion or policy transfer.1

Whether a common transnational legislation is ideal across all sectors of society is debatable,
however it can be agreed upon that large scale cooperation is beneficial to some extent. With
globalisation and the increasing need for international cooperation on common problems, it is
important to know what factors foster such policy convergence. Heichel et al described the various
kinds of policy convergence, “First, b-convergence occurs when laggard countries catch up with
leader countries over time, and d-convergence when similarity change is operationalized by
comparing countries’ distance changes to an exemplary model.”2 According to this explanation, one
could presume drug policy convergence to occur based on legislation of model country such as
Sweden or a much appraised drug policy such as Portugal’s. Knill suggests convergence rates to
increase in face of what is called ‘parallel problem pressure’3. Similar problems call for similar
responses, and cultures that are similar in nature have higher policy convergence. Convergence is
most difficult when the change involves deep-seated beliefs, ideologies, or dominant cultural
beliefs.

If policies conflict with collective identity of society it might create friction with the policy making
process. Legislative transformation rarely sees cost-benefit rational responses or follow pragmatism
suggests John McCormick who is a British professor of Political Science and wrote a series of
books on Understanding the European Union. Policy convergence is an opportunistic and complex

1

Christoph Knill, “Introduction: Cross-national policy convergence: concepts, approaches and explanatory factors”,

Journal of European Public Policy, 12:5, pp 764-774, DOI: 10.1080/13501760500161332
2

Stephan Heichel, Jessica Pape & Thomas Sommerer, “Is there convergence in convergence research? an overview of

empirical studies on policy convergence”, Journal of European Public
Policy, 12:5, 817-840, DOI: 10.1080/13501760500161431
3

Christoph Knill, “Introduction: Cross-national policy convergence: concepts, approaches and explanatory factors”,

Journal of European Public Policy, 12:5, pp 764-774, DOI: 10.1080/13501760500161332
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process rooted in moral standpoint at national legislative level, and even more so at EU level.4 One
of the initial processes of policy formation is identifying the so-called ‘problem’. Lack of
convergence can also stem from disagreement on the nature of the problem.5

3.2. THEORIES OF EUROPEAN IDENTITY
The idea of what ‘Europe’ is and what it means to be European has been a subject of contestation
since the period of Antiquity. The definition of what ‘Europe’ is has constantly been transforming
since suggests Anthony Pagden in his, ‘The Idea of Europe (2002)’. With the birth of EU, the
process of Europeanisation sped up leading to common economy, trade system, and free movement.
A common institutional set up was the basis of the modern idea of Europe. In the past, a distinctive
European identity was formed by the long history of empires, conquests, rule of law, civic sense,
birth of the nation state.6 A truly static and all encompassing singular European identity can never
exist, because European society is dynamic and always changing.7 However, within its multiple
facets, there can be several European identities. Within public policy discourse concerning social
issues, the issues of personal and collective identity are crucial. How society views itself has an
impact on how policies are formulated.

4

John McCormick, “The EU Policy Process”, in Understanding the European Union 6th Edition (London: Palgrave

Macmillan Press, 2014), pp 123-147
5

ibid
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Anthony Pagden, The Idea of Europe: From Antiquity to the European Union (Cambridge: Woodrow Wilson Center

Press, 2002), doi:10.1017/CBO9780511496813
7
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4. LITERATURE REVIEW
To combat a certain problem, the problem first needs to be defined logically. The concept of
‘pathology’ within drug discourse is a complicated one because there are many differences in the
definition of society’s drug problem in each member state. This is reflected in their respective drug
policies. If the ‘pathology’ is seen as a public health problem, the laws will focus on fixing it using
a public health model. If problematic drug use is seen as a ‘disease’, then problematic drug users are
treated by doctors and mental health professional. If drugs are seen as a problem lying in the realm
of a social default, governments will formulate policies where social structure of the society is
strengthened in a manner where drugs are excluded. Here, social services are seen as guiding and
advisory bodies. On the other hand, if the problem are the drugs in themselves policies will reflect
in such a way that the ‘physical’ illicit substances are removed from society. Law enforcement
bodies are the primary group to ensure the application of these policies. Thus drug policies lie on
this spectrum of the definition of pathology from restrictive to permissive. What lies common in a
majority of drug policies in the European rhetoric is that of drug addiction. Addiction (termed
substance dependence by the American Psychiatric Association) is defined as a ‘maladaptive pattern
of substance use leading to clinically significant impairment or distress’8.

Whether the sequence of use goes in a gateway pattern from ‘alcohol, marijuana, cocaine, then
heroin’, legal to illegal ‘alcohol, marijuana, methamphetamine, prescription opioids, then heroin,’ or
some other way, the impact of addiction is the same in the long term.9 And thus, the root cause of
addiction should be tackled as the legal status of the substance might not affect the user. It might
just drive them towards more dangerous and risky street substitutes. The receiving end of drug
policies, or in other words, the image of term ‘drug user’ also differs upon further scrutiny. Whether
the user is seen as a criminal/deviant or as a sick person also depends on the above mentioned
spectrum.10 Following this explanation, experts have studied various facets of the drug problem
which have been expanded upon below:

8

American Psychiatric Association, “Substance Dependence Criteria”, in Diagnostic and Statistical Manual of Mental

Disorders IV, accessed May 2, 2018, https://www.danya.com/dlc/bup/pdf/Dependence_DSM.PDF
9

Vice Media, “The Terrifying New Trend in Heroin Addiction”, accessed May 1 2018, https://www.vice.com/en_us/

article/qvjgvb/the-terrifying-new-trend-in-heroin-addiction
10

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), Harm Reduction: evidence, impacts and

challenges (Luxembourg: Publications Office of the European Union, April 2010)
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4.1. LAW ENFORCEMENT
According to Merriam Webster dictionary Law Enforcement involves, “…the department of people
who enforce laws, investigate crimes, and make arrests.” This agency of the government is
responsible for preventing, investigating or detaining individuals suspected of committing an
offence against the law. These agents enforce the law by methods of coercion, investigate crimes,
and punish deviants through threat and violence, with the aim of maintaining a certain in order in
society.11 EMCDDA statistics suggest that drug-related crimes recorded in Europe have been
steadily increasing in the past 10 years.12

The biggest and most evident motivation for using law enforcement and related activities for drugrelated issues is to curb the levels of crime caused by them. As a majority of drug-related crimes
involve violence, the aim of using law enforcement is also to reduce violence in society. In the long
term, prohibitionist activities and incarceration are believed to be catalysts in limiting the
consequent spread of drug use and drug-related criminal activity. These activities are also channeled
through means of violence, threat, and coercion such as fines, security checks, imprisonment.
Proponents of enforcement to curb drug-related activities often justify it through the psychological
theory of ‘deterrence’. Experts from the field of Behavioural Psychology explain the concept of
deterrence as a kind of measure that prevents or controls certain actions via fear or being punished
or prosecuted.13 Deterrence can be divided into two kinds— general deterrence or specific
deterrence. General deterrence within drug discourse can be seen as a policy where criminals are
made examples of, the traits of whom are described as undesirable.14 While change in that particular
criminal may not be of immediate importance, the punishment applied is made public and is meant
to dissuade other people in society from committing similar acts in the future. On the other hand,
specific deterrence lays its focus on the specific criminal and aims at changing their behaviour
through punishment that will later discourage them from committing similar crimes again.15

11

Merriam Webster. “Law Enforcement: Definition”, accessed June 11, 2018, https://www.merriam-webster.com/

dictionary/law%20enforcement
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EMCDDA, “Statistical Bulletin 2017 — drug law offences”, accessed June 2, 2018, http://www.emcdda.europa.eu/

data/stats2017/dlo_en
13

Justin Pickett & Sean Roche, “Arrested Development: Misguided Directions in Deterrence Theory and Policy”,

Criminology & Public Policy, 10.1111/1745-9133.12217
14
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The theory of deterrence and other similar theories of crime have their basis in the idea that
individuals are rational in most situations and they measure the benefit and loss of committing
crimes before engaging in the activity.16 In theory, it would make sense that negative reinforcement
would deter a person from engaging in criminal activities. However, the concept of drug-related
crime has several layers to it especially if the crime is attributed to use and personal possession.17

When law enforcement and a criminal justice system are employed to combat society’s drug
problem, these agencies view drug use as an activity that is harmful to the person involved and
those around them in society. According to this viewpoint, users or addicts are incapable of making
sound judgments for themselves leading them to hurt people around them. If found caught with
illicit substances, law enforcement agencies maintain the idea that punishment in the form of fines,
incarceration, or solitary confinement would give them the time and space to think about the
wrongful activities they have committed, and in turn also protect their families and community who
often seem to bear the brunt of their behaviour. Seeing other people being imprisoned, according to
this position, deters peers or at-risk population from committing similar crimes. At the same time,
punishment of this intensity is aimed at being a form of negative reinforcement.18

Drug prohibition is primarily rooted in law enforcement, and is generally agreed upon being a
logical response to society’s drug problem.19 However, drug offences are unlike other criminal
offences—most criminal acts are predatory in nature (meaning there is an existence of a victim in
the crime), whereas, in drug offences where drug users are incarcerated, the victim also happens to
be the so called ‘perpetrator’. Hence, drug offences should be penalised differently. A very
interesting analysis of the incompetent nature of the current system shows the amount of harm law
enforcement causes not only users of drugs, but also society in general.20 The amount of financial
and human resources invested in law enforcement could be redirected towards a more integrative
system of rehabilitation.

16

Randy E. Barnett, “The Harmful Side Effects of Drug Prohibition”, Utah Law Review: 11-34 (2009)
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World Federation Of Drugs, In Support of the UN Drug Conventions: The Arguments against Illicit Drug

Legalization and Harm Reduction (Stockholm January 2, 2009), accessed June 16, 2018, http://itfsdp.org/pdfs/wfp.pdf
20

John Kleinig, “The Ethics of Harm Reduction”, Substance Use & Misuse Vol. 43, Issue 1: 1-16 (2008)
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Generally, proponents of law enforcement also see complete abstinence from drugs as a virtue.
Drug trafficking is a major problem faced by Europe and its neighbouring regions and therefore,
demand and supply reduction is crucial within drug discourse. This can only be achieved if the
deviants are imprisoned. Proponents also believe that illicit drugs have ‘destructive health and
social consequences’ on the user and the society.21 In 1969, the Government of Sweden approved a
ten-point programme for increasing public efforts against the drug problem. The ten-point
programme was heavy on law enforcement measures but also covers demand reduction issues, in
particular, the provision of treatment services to addicts and the prevention of drug abuse.22

4.2. HARM REDUCTION
According to Toivo Hurme (2003), Harm Reduction interventions are of two kinds— ones with a
human rights perspective and others with a public health perspective. There are certain ethical
concerns that come with advocating harm reduction through the human rights perspective especially
for specific groups of drugs users (eg. prison inmates).23 It is difficult to communicate the idea that
it is a drug-users choice to use illicit drugs and the only way to help is to reduce the negative effects
it causes, and prevent it from happening again. This perspective doesn't necessarily focus on
decreasing usage but rather on decreasing the harm it causes. The public health perspective on the
other hand aims at prevention, treatment, and rehabilitation with reduced problematic usage of
drugs for the benefit of the user as well as society.24

Harm reduction’s impact can also be seen in the economic sector as studies have shown that the
introduction and scaling up of harm reduction interventions in Europe would be cost effective in the
long term.25 This information is crucial while advocating harm reduction to political actors or
critics. Communicating the financial side of the intervention and weighting its cost benefits might
expedite its larger acceptance in society. However it is important not to forget that public health
21

John Braithwaithe, Crime Shame and Reintegration, (New York: Cambridge University Press), 1989

22

United Nations Office on Drugs and Crime, Sweden’s Successful Drug Policy: A Review of the Evidence (Vienna:

United Nations, 2007), Accessed February 22 2018 https://www.unodc.org/pdf/ research/Swedish_drug_control.pdf.
23

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), Harm Reduction: evidence, impacts and

challenges (Luxembourg: Publications Office of the European Union, April 2010), pp 419
24

John Kleinig, “The Ethics of Harm Reduction”, Substance Use & Misuse Vol. 43, Issue 1: 1-16 (2008)

25

Simona Merkinaite, A war against people who use drugs: the costs (Vilnius: Eurasian Harm Reduction Network

EHRN, 2012)
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should be accessible to everyone and therefore access to harm reduction treatment is a basic human
right; IDU’s as well as recreational drug users must be treated as humans and not numbers for a
budget or figures in statistics.26

4.3. VULNERABLE GROUPS IN DRUG DISCOURSE
While speaking about problems affecting society at large, it is important to narrow down on a target
group that is affected by this problem the most or is at-risk of being negatively impacted by it.
Within drug discourse drug users, usage, abuse, are often mentioned in a broad manner. Although
the negative effects of drug use and abuse could apply to any individual in society, some groups
within society are more vulnerable to falling into this hole. Several factors contribute to the nature
of their vulnerability, this paper will not delve into those details. Several studies have found that
young people over older people, women over men, impoverished over wealthy, and prison inmates
over civilians who have never faced prison sentence are more at-risk to face drug-related harm of
some form.27

WOMEN
Until recently substance abuse was generally seen as a male-dominated phenomenon. In the last few
decades, however, there has been more and more research on women and substance use or abuse,
and its effects on their health and wellbeing. Studies also focus on the gender-specific
phenomenological factors, the course and outcome as well as developing new and specific treatment
plans for women as these numbers steadily keep rising. Globally alcohol abuse in women has
received the highest amount of attention, but in face of the current opioid crisis there has also been
a rise in users illicit substances that are women.28 While studies done on patterns in alcohol abuse
may be helpful in understanding other kinds of substance abuse however they do not mirror each
other completely and require separate research. The stigma and victimisation towards woman users
is much higher in most countries. Consequently, less than half of the population entering treatment
for drug-related issues in Europe are women, regardless of what substance they enter treatment for.

26

John Kleinig, “The Ethics of Harm Reduction”, Substance Use & Misuse Vol. 43, Issue 1: 1-16 (2008)

27

European Monitoring Centre for Drug and Drug Addiction, Health and social responses to drug problems: a

European guide EMCDDA (EMCDDA Manuals: Lisbon, 2017), DOI: 10.2810/244934
28

V. Sharma et al, “Women at risk: the health and social vulnerabilities of the regular female partners of men who inject

drugs, Culture, Health & Sexuality, 17(5):623-637 (December 2014)
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It is worth mentioning that recent studies found a narrowing in gender gap for substance abuse
issues, although it is more a subject of concern than one to applaud. There are various contextual
factors that place women at risk for contracting sexually transmitted diseases and make them more
vulnerable towards negative sexual and reproductive health.29 Female partners of men who inject
drugs also have to face negative social and health consequences along with their partner. Studies
have found that women users who are also victims of male violence have major problems with both
their psychological and physical health. There has also been some research on dependent female
users that are compelled to trade sex for drugs or money for drugs.30

YOUTH
Drug use is seen as the most prevalent among people between 15 to 34, where the average EU
citizen reported using their first illicit drug at the age of 15.31 The lifetime prevalence of drug use
among people between 15-34 has declined in the past decade, which can be considered as a good
indicator.32 This decline can be attributed to better societal awareness about the negative impacts of
drug use and abuse, reformed focus on education and career, as well as a healthier future for
themselves. However, this does not mean young people face less risk of substance abuse today than
a decade ago.
Studies have shown that some groups of young people are more vulnerable than others when it
comes to falling into drug related problems.33 Kids seen as truant within school set-ups, those who
feel excluded at school, kids coming from a lower socio-economic strata of society,

homeless

youth, orphans, young people in care institutions, and young offenders are more likely to have
substance abuse problems in the future than other kids.34

Although levels of alcohol use have levelled off in the past decade, the major source of concern for
the EU, according to EMCDDA reports, is the ‘poly drug-use’ phenomenon, attributed to easier
29

Carla Rash et al., “A retrospective and prospective analysis of trading sex for drugs or money in women substance

abuse treatment patients” in Drug and Alcohol Dependence, 162, 10.1016/j.drugalcdep.2016.03.006, (March 2016)
30
31
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European guide EMCDDA”, Lisbon, October 2017. (EMCDDA Manuals: Lisbon, 2017), DOI: 10.2810/244934
32
33

ibid
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34
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access to drugs today.35 Misuse of anti-depressants or ‘legal highs’ is also a global scope of concern.
New and frequently changing trends in the drug phenomenon can be witnessed, with the presence of
dark web, designer drugs. According to EMCDDA studies, a multi-sectoral approach of building
resilience at home, school, and community level is important to combat drug problems in youth.36

RECREATIONAL DRUGS AND HARM REDUCTION
As mentioned previously, most of the large scale government introduced harm reduction
interventions focus on problem drug users or injecting drug use. However, harm caused from
recreational drug use (whether occasional or regular) is still concerning. Studies suggest that around
62 percent of young people believe the government's current approach to drugs is ineffective, with
75 percent of respondents saying there should be more focus on the treatment and rehabilitation of
drug users.37 In collaboration with the Royal Society for Public Health and drug testing organisation
The Loop, Vice media offers information and advice to millions of young people to initiate the
conversation around drug taking at an updated level. It includes informercials, drug testing and
awareness raising campaigns in popular dance music clubs and large scale music festivals where
young kids can access information without fear of judgement and in an environment with privacy
and anonymity.38

With purity levels of drugs at an all time high, drug testing at festivals is a controversial yet
valuable initiative. In the past years several major clubs and festivals in the UK and Netherlands
have offered pill and powder testing to the attendees of their events for free. Other festivals such as
Boom Festival in Idanha-a-Nova, also provided harm reduction services for users of psychedelic
substances. An emergency 24-hour service called Kosmicare, took the position of prevention and
drug-related crisis aversion resulting from unpleasant effects of LSD and Psilocybe cubensis (magic
mushrooms).39 The main goals of such interventions are to reduce to immediate negative impacts on
35

EMCDDA, “Polydrug use: patterns and responses” (Lisbon: November, 2009), accessed January 30, 2018, http://

www.emcdda.europa.eu/publications/selected-issues/polydrug-use-patterns-and-responses_en
36
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the users health or long term psychological risks that could develop into serious mental illness es int
the future. There are several studies that show that crisis intervention is paramount in spaces with
unsupervised use of illicit substances. These services follow general crisis intervention models and
follow overarching harm reduction principles.40

PRISON
In 1990, the United Nations published a charter on Basic Principles for the Treatment of Prisoners,
advocating that prison inmates deserve the same fundamental human rights as people outside of the
prison set-up.41 One of the key statements within the charter was their right to healthcare. In 2015,
Project PRIDE, a project that focuses on the prevention of infectious diseases in prison settings,
gathered researchers, clinicians, self-support associations and representatives of the administration,
and published a report on the lack of harm reduction facilities available in prisons in several
European countries.42 In 2009, the French National Agency for Research on AIDS and Viral
Hepatitis (ANRS) carried out research on harm reduction programmes within prisons in France
where there studied the specific measures for harm reduction in the respective prisons, a survey on
the range of risky practices related to drug use or spread of immunodeficiency diseases, and the cost
effectiveness of broadening existing interventions and upgrading relevant strategies.43

This programme has been deemed as transferable to other prisons and countries if applied
accurately. Project PRIDE and ANRS’ reports suggest that the current deficit comes from the lack
of social acceptability of harm reduction, and even more so in prison settings.44 Harm reduction is a
spectrum of measures and ideas that focus on reducing the negative outcomes that come with drug
usage.45 With a reformed outlook on harm reduction and increased social acceptability from the
prison management, it is possible to create a system of care that would help reduce the rate of
40
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recidivism or in other words, prison relapse. Drug-using inmates are twice as likely to return to
prison than non-using inmates. Due to lack of awareness, access to rehabilitation post-release, there
is a high chance that these drug users will relapse.46 There is also strong evidence that problematic
use of some drugs, notably heroin and crack, can amplify offending behaviour, and there is a
particularly strong association with acquisitive crime, such as shoplifting and burglary. Continuous
care would allow for breaking of a vicious cycle within drug related violence and its harm on the
drug users as well as society in general.47 This process is called through-care and after-care that
ranges from pre-arrest to post-release. Post prison care to avoid drug related risk behaviour. Juvenile
delinquents should be immediately transferred to counselling of some kind.48

The most viable response should be like most cases outside of prison— a comprehensive set of
interventions that defy sectoral boundaries. A collaboration between member states’ public health
services (physical and mental), social services and probation services, and law enforcement could
ensure a more successful answer to the inmates problems. At the same time, a crucial intervention
could be inclusion of ex-inmates in the process of care and rehab.49 More often than not, inmates
sentenced for supply and trafficking charges of drugs also face problems of addiction and it would
be unreasonable to ignore it. Looking at prison drug usage problem from the other perspective—
harm reduction facilities would also reduce the burden on prison management and staff and
ultimately the economic strain that comes from unnecessary recidivism.50 This effort and finances
could be redirected towards rehabilitation and possible reintegration of inmates into society. This
final vision matches both Sweden’s idea of a model society as well as Portugals. The method to
reach this goal however, is a matter of contention and further scrutiny.
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5. AREAS OF CONCERN AND UNITS OF ANALYSIS
To study the socio-political nature of the drug problem in as depth as possible, this thesis ensures
that it refers to sources that are the most relevant to the research and of utmost importance. The EU
Drug Strategy 2020 can be noted as the closest official document to the EU’s drug policy
convergence, even though it is purely a set of recommendations. It tries, however, to a form a
homogenous list of objectives for member states to follow. The European Monitoring Centre for
Drugs and Drug Addiction (EMCDDA) is one of EU’s agencies created for the sole purpose of
studying society’s drug problem pragmatically and through research that is carried out
homogeneously across Europe.

5.1. THE EU DRUGS STRATEGY 2013-2020
The EU Drugs Strategy spanning between 2013 through 2020 is a strategic document referred to by
member states of the European Union on matters of illicit drugs. Since 1990, the strategy assists
member states in identifying and presenting common areas of concern within drug discourse. The
EU Drugs Strategy 2013-2020 builds upon reviews from the 2005-2012 strategy for higher
consensus in decision making and better methods for sharing information and learning from other
member states. A retrospective evaluation of the former strategy called for better evidence based
drug policies. This reinforced the need to promote higher empiricism for measuring the
effectiveness of certain interventions used to combat society’s drug problem. The Strategy
recognises the ever changing nature of society and evaluates the long term objectives through mid
term reviews. The EU Drugs Strategy is divided into two four-year action plans. These two
consecutive action plans create a realistic timeline and prioritise the current and emerging needs in
Europe, while thoroughly assessing relevant data. These action plans are drafted by the
corresponding EU Presidencies in 2013 and 2017.51

The initial plan was coordinated under the EU Presidency of Ireland in the year 2013. The EU
Drugs Strategy is constructed around five major pillars— the first two are policy areas that include
drug demand reduction and drug supply reduction; and three cross-cutting themes of coordination;
international cooperation; and information, research, monitoring and evaluation. Furthermore, the
document includes 16 objectives, 54 actions that span across these five pillars. The EU Drugs
Strategy is built in accordance with Europe’s fundamental principles of equality, liberty, solidarity,
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human rights, rule of the law and respect for human dignity.52 The Strategy recognises the global
nature of the drug phenomenon and thus follows recommendations from the Single Convention on
Narcotic Drugs of 1961 (later amended 1972 Protocol), the Convention on Psychotropic Substances
of 1971 and the United Nations Convention against Illicit Traffic in Narcotic Drugs and
Psychotropic Substances of 1988. The strategic pillars describe indicators necessary for the EU’s
drug monitoring bodies such as EMCDDA and Reitox to facilitate better implementation of these
measures. In the long term, these overarching strategies aim at contributing positively to society’s
drug problem, that is to reduce the social harms and risks associated with drugs, starting and
maintaining productive international discourse on the current challenges.53

The EU Drugs Strategy is followed by all member states, however, it is presented by the Council of
European Union in the form of a recommendation and is therefore advisory in nature. Since the
Strategy is not legally binding, formulation of national drug policies are ultimately the
responsibility of individual member states relevant to the Strategy. It is an assistive framework
aimed at initiating action on a member state level. According to the Strategy, an effective drug
policy should be realistic in nature, reflecting the problems of their societies and should also be
evidence based and cost effective. The Strategy sees the drug problem from a multidisciplinary
outlook— prevention of the drug related crime and violence while making sure coercive sanctions
are eventually replaced by other alternatives of health care, rehabilitation, and reintegration for
users of drugs.54 Drug trafficking is an international issue and the Strategy calls for integrated
cooperation among law enforcement agencies across member states. At the same time, there is also
a brief mention of integrated strategic harm reduction interventions on a transnational level.

Currently, there are a wide range of differences in member states’ drug policies as well as the
services they provide as a reaction to their problems. EMCDDA described countries that are usually
seen as ‘relatively liberal’ as having more repressive and prohibitive drug laws than those that are
not. The present case of Sweden and Portugal will be further scrutinised in that regard in this thesis
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5.2. EMCDDA- European Monitoring Centre for Drugs and Drug Addiction
WHO?
The units of analysis of this thesis are Sweden and Portugal’s EMCDDA reports from 2007 to 2017.
The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) is one of European
Union’s decentralised agencies based in Lisbon, Portugal and was established in 1993. The
Regulation governing the EMCDDA’s work (Reitox) expects each member state participating to
appoint one national body to contribute to EMCDDA’s data. This designated national focal point
then becomes a member of the EMCDDA consortium and currently it includes 28 EU member
states as well as United Kingdom, Norway and some candidate countries.55
WHAT?
EMCDDA provides its members with empirical and objective data on current trends and a platform
to compare and contrast different aspects of the drug problem at a European level. Not only does
this information provide a retrospective look at the changes in the drug phenomenon, but EMCDDA
also consistently updates its information and conducts research on emerging trends in drug
discourse. EMCDDA monitors budgets, holds annual accounts as well as a general report of
activities in member states, among other activities but generally aims at creating a more standard
code for drug discourse in the EU.56 All of EMCDDA’s activities and reports are accessible to the
public.
HOW?
The national focal points are the most crucial part of the European drug monitoring and reporting
system’s work. Every year the national focus points collect information in their respective member
states based on certain guidelines laid down by EMCDDA. The information collected is expected to
be objective, empirical and scientific in nature before transferring it over to EMCDDA. It is useful
piece of data not only for decision makers to draw more informed policies but also other sectors to
find better practices at the local level. EMCDDA works with the underlying idea off pragmatism
and over the years has developed the tools and resources to collect information as homogenous as
possible. All of this information is then collected by nation monitoring centres for drug related
issues called the Reitox Network to Lisbon for analysis that is later presented in a format displaying
wider picture at the European level.57
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WHY?
The goal of the EMCDDA is to provide the European Union and its Member States with a factual
and objective overview of European drug problems. With a concrete empirical and scientific base
supporting informed and real evidence based arguments within the general debate, EMCDDA
allows for a pragmatic response to society’s drug discourse.
SO WHAT?
EMCDDA is an important agency of the EU because it not only puts various aspects in perspective
but also increases visibility and awareness and further cooperation.

5.3. SWEDEN AND PORTUGAL — A LONGITUDINAL ANALYSIS
This thesis looks closely at two member states’ drug policies in the past decade, namely, Sweden
and Portugal. Drug policies in the European Union are heterogenous, with strategies ranging on a
wide spectrum from restrictive to permissive. On this drug policy spectrum, Portugal and Sweden
lie on two extremes. While it would be complicated to directly compare the two policies as they are
diametrically opposite, this paper instead looks at the transformation of each of the two policies
over the past ten years.

5.3.1 Portugal Nature and Historical BackgroundPortugal is located in the south-west of Europe, a geographical position one might consider as
highly suitable to carry out large scale trafficking of drugs from Africa and Latin America.
Portugal’s drug policy, one of the most debated policies in the twenty-first century is divided into
the following strategic documents— National Strategy for the Fight Against Drugs 1999 (NSFAD),
National Plan Against Drugs and Drug Addiction 2005-12 and National Plan for the Reduction of
Addictive Behaviours and Dependencies 2013-20. In 2018, these set of strategies are still highly
controversial yet groundbreaking. But the situation in Portugal was not always this unconventional.
The rise and fall of the fascist regime in Portuguese society had negative repercussions on its
society and subsequent usage of drugs. Usage of certain drugs became an offence became legal
offence in Portugal in 1970 and with the collapse of the regime, illegal drug use became more and
more visible.58 In the nineties, Portugal had some of the highest number of drug related deaths in
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the European Union and urgent action was needed.59 In 1995, a Committee for the Assessment of
Drug Addiction, Consumption and Trafficking was created to formulate a relevant national drug
policy and as a response to the Portuguese society’s needs.60

This multidisciplinary group of

experts drafted the building blocks for the NSFAD.

NSFAD which was approved in 1999, marks an important part of the European Union’s history
because Portugal was all set to decriminalise the consumption and possession of all illicit drugs.61
This was innovative because this strategy was comprehensive and inter-sectoral, and had a healthrelated rationale.62 It was communicated as humane, and oriented towards prevention, reduction of
harm, and reintegration.63 There has been heated debate regarding the implication of this policy on
Portuguese society as well as its neighbouring regions. One of the focal points of the debate were
also whether this was just a stepping stone towards possible legalisation. Hughes and Stevens
(2010) distinguished between the terms ‘Decriminalisation’ and ‘Legalisation’— “Legalisation is
defined as the complete removal of sanctions, making a certain behaviour legal and applying no
criminal or administrative penalty; decriminalisation is defined as the removal of sanctions under
the criminal law, with optional use of administrative sanctions (e.g. provision of civil fines or court
ordered therapeutic response”.64 If this definition is applied to the Portuguese context post-2001,
any individual found with illicit substances in Portugal would now be sanctioned, not by criminal
justice system, but by an administrative body that focused on their health instead. Whether this
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reform was going to be effective in curbing society’s drug problem is highly contested, however,
NSFAD follows many of international standards set by other overarching transnational drug
strategies.65 For this purpose, the Portuguese government created several Commissions for the
Dissuasion of Drug Addiction (Comissbes para a Dissuasdo da Toxicodependencia). These
establishments have a wider focus on rehabilitation with a committee comprising of a medical
professional, social worker, and a lawyer.66 Portuguese drug policy is detailed in three strategic
documents (National Strategy for the Fight Against Drugs 1999, National Plan Against Drugs and
Drug Addiction 2005-12 and National Plan for the Reduction of Addictive Behaviours and
Dependencies 2013-20).

July 1, 2001 was a crucial day in Portuguese history when the National Strategy for the Fight
Against Drugs was passed thereby decriminalising the use and possession of all illicit drugs. The
NFASD laid down comprehensive guidelines that focused on international cooperation, prevention,
treatment, harm reduction, social reintegration, supply control and demand reduction.67 This reform
could be seen as complete decriminalisation with extended healthcare and harm reduction.68 The
new law applies to the possession and use of all illicit drugs however this use and possession is but
it is restricted to use/possession of up to ten days worth of the drug use.69

If exceeded, the ‘offender’ is presented in front of a committee of three government appointed
individuals called the Comissao Para A Dissuasao Da Toxicodependencia or the Commission for
the Dissuasion of Drug Addiction (CDT). One of the members is a legal expert who is appointed by
the Ministry of Justice, and the other two members are appointed by the Ministry of Health and may
be chosen from a plethora of medicine related fields along with sociology, social services, or other
experts in the area of drugs and drug addiction.70 In such an administrative court, the ‘offender’ is
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often presented by a range of treatments, usually following an efficient method for detection and
further referral for the method of treatment. Since these administrative courts were not seen as
criminal penalties, the stigma around users of drugs and those addicted to drugs dropped
significantly and encouraged them to enter treatment.71 Before decriminalisation, there were
multiple agencies in Portugal taking care of the drug problem in their society. After the law was
passed, the government consolidated all of these agencies to form one, much stronger agency
known as Instituto da Droga e da Toxicodependência or the Institute for Drugs and Drug Addictions
(IDT). By joining forces and combining their strengths, the IDT was able to prioritise its goals and
resources to implement effective interventions across the country .

As the IDT’s primary commitment to combating drug use was through the public health lens it
made sure there was a standard code for harm reduction programmes as well as the CDTs across
Portugal to create uniformity. Interventions also started to be evaluated regularly to make sure these
resources were not wasted. Research shows that CDTs were advantageous to intercept early
intervention, detection of at-risk users of drugs, and the diverse experts within CDT panels allowed
for a broader provision of care— like better awareness raising programmes for occasional users and
increased treatment and harm reduction for experienced or dependent users.While presented in front
of the CDT, the nature and severity of the offence, the type of drug used, the background of the
user, problematic or recreational use are taken into consideration.72

5.3.2. Sweden Nature and Historical Background—
Known for its liberal welfare state, universal health care, and progressive social laws, Sweden has
been a beacon of values and a model member European Union in the past decade. However, if we
look closely at the details of the country’s alcohol and drug policy we can see what is possibly one
of the most prohibitionist policies on the EU drug policy spectrum. Sweden’s alcohol supply is
limited to state monopolised establishments known as Systembolaget. The rhetoric was not always
this radical; in the early nineties the strategic options were open to the ideas of care and form,
legalisation along with control and sanction.(Lindgren 1993). However since the mid-nineties. the
discourse transformed. Minister of Health and Social Affairs in Sweden wrote in the mid-1990s, “A
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drug-free society is a vision that expresses an optimistic and positive view of people. Drug
trafficking can be stopped and drug misusers can be rehabilitated” thereby reigning punitive
measures supreme. Prevention and prohibitionism became the norm of the drug strategy and critics
of the strategy were seen as negative influences of the Swedish society.73 The Government
Commission on Drug Issues presented the National Plan for Action against Drugs in 2001 that
strongly underlined the importance of a drug-free society with the support of political leadership,
increased preventive work and investment for treatment and control.74 The goal was to restore the
order of a homogenous society with the absence of drugs in general.75 Sweden’s national drug
strategy, ‘A Comprehensive Strategy for Alcohol, Narcotics, Doping and Tobacco (ANDT)’, will
cover the period between 2016 and 2020. The goal overarching this strategy aims towards having a
society devoid of narcotics and doping, and reduced harm from alcohol and tobacco use. The
primary aim of ANDT is for every person to achieve the best level of physical and mental health.76

What does the Swedish drug policy look like on an everyday basis? What does a no-tolerance
policy entail?
According to the Swedish Narcotics Policy, there is no division between recreational and
problematic usage of drugs.77 All non-medical use of narcotics is seen as homogeneously
problematic usage and thereby prohibited. Intrusive and punitive measures are used to reinforce the
laws, with law enforcement seen as the foremost strategy. Abstinence is seen as a virtue, and
coercive methods are more often used in Sweden as other methods are seen as less efficient. To
implement complete rehabilitation there are low threshold areas in several municipalities in
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Sweden.78 The goal of this policy that upon implementation “fewer people will start to (mis)use
drugs; more people with addiction problems will be given help to stop; and the supply of drugs will
decrease.”79 The only way harm reduction interventions can be implemented comprehensively in
Sweden is if they follow the public health model of reducing drug related harm; there is an
unspoken understanding that drug-users have fewer rights than other citizens purely based on the
idea that they are incapable of making the right decisions and are not productive members of the
community. Users of drugs are seen as an antithesis to maintaining a ‘good’ society and therefore
undesirable. A drug-free society would thereby comprise of good, value-abiding citizens.

While Portugal and Sweden are very different societies in terms of values, economic and social
models, the drug policy structure of Portugal follows the welfare state system similar to Sweden.
Sweden has a no-tolerance policy towards illicit drugs and Portugal has decriminalised the use and
possession of illicit drugs, and both member states have deep-rooted beliefs in the effectiveness of
their particular drug policies. Though the method of combatting the drug problem is different in the
two member states, the main aim is to reduce socio-economic stress caused by drug trafficking, and
drug consumption not their society.

Since the turn of the century, both countries joined the European Union and have had to follow the
basic guidelines laid down by the EU Drugs Strategy. In 2001 Portugal decriminalised the use,
possession of all illicit drugs while Sweden formulated a no-tolerance policy towards all illicit
drugs. Historically, Sweden has been viewed as a model for other EU members to follow, whether it
is their universal health care, quality education or protection of human rights. Portugal, on the other
hand, has been commended worldwide for implementing a drug strategy this progressive and
maintaining it over the decade. Following this explanation, an analysis of their policy implications
and the range of its impact on the target group will clarify whether convergence is the next logical
step.

An analysis of the two policies provides deeper understanding of their motives, the nature and effect
on society, and also help us understand whether its possible to have a more homogenous drug
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strategy across the union keeping in mind the societal differences. This thesis also examines
whether Portugal and Sweden can learn lessons from each other’s drug policies, and if there should
be an international push towards one or the other strategy, or a mixture of both. This study aims at
examining the nature and range of responses to society’s drug problem in Sweden and Portugal
respectively. Keeping in mind the culturally and politically diverse nature of the two member states,
this analysis is crucial as the two states are influential in their own manner. The spectrum of drug
policies within the EU cannot stretch much further than the extremes that Portugal and Sweden lie
on. As diametrically opposite policy frameworks, each of which are determined of their efficiency,
it is necessary to dissect them further. This provides insight on which areas of expertise can be
transferred onto other member states, thus exchanging of best practices on the institutional as well
grassroots level. The statistical information on the various areas examined are taken from European
Monitoring Centre for Drugs and Drug Addiction’s (EMCDDA) reports and statistics, unless stated
otherwise.

The thesis aims at gaining insight on the two member states drug policy implications and is loosely
based on a study conducted by the University of Kent that studied trends in drug discourse and
identified challenges within drug policies in Sweden and Netherlands.80 On the drug policy
spectrum, the Dutch drug policy can be viewed as leaning towards the liberal end of the spectrum
compared to Sweden but still not as permissive as the Portuguese drug policy. The role of the EU
Drugs Strategy is to create a guideline for member states to formulate a coherent policy but still
leaves them plenty of freedom to alter it according to their own idea and responses. The most policy
coherence exists in the supply, demand, trafficking area where majority of member-states treat as a
serious problem with homogenous responses. However, when it comes to drug use and users of
drugs, the gap in responses between member states is large.81 The intention of this thesis to dissect
the existing policies and responses of Portugal and Sweden as they developed in the past ten years
and assess their impact on society, followed by the possibility of a certain level of drug policy
reform and convergence. EMCDDA’s country reports served as a suitable sample, as they include
comprehensive data on comparable themes in drug discourse. Several studies have been conducted
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to understand the impact of this Portuguese policy on the health and wellbeing of their drug users
between 2001-07, however, the assumed drawback of these studies was that five years is too little
time to concretely determine the impact of a large scale policy on its people.82 This is because there
are several factors that affect social phenomena like drug usage.

According to United Nations Office on Drugs and Crime it is complicated to measure the impact of
drug policies considering their multidimensional nature. In their comment in the International
Journal of Drug Policy the UNODC mentioned, “Measuring the success or otherwise of policies is
fundamental to continuous social, economic and community improvement. For complex social
problems, such as illicit drug use, it is a difficult task…drug policy transects the multiple domains
of law enforcement, treatment, harm reduction and prevention. Thus, any endeavour to measure the
success of policy needs to include consideration of multiple domains and impacts.”83 Following this
explanation, the areas examined in this study are cross-sectoral and are as follows: Prevalence of
drug use and of dependent drug users, drug-related death and disease, treatment and low threshold
services, and drug related offenders.
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6. RESULTS
The analysis of various interventions surrounding drug policy and their impact on the stakeholders
is an important method of finding out the effectiveness or lack thereof over a period of time. To
study the possibility of drug policy convergence, member states need to identify common problems
to combat or adopt best policy practices. The various spheres of the drug problem in Sweden and
Portugal analysed here shed light on the drug policy implications in the past decade.

6.1. PREVALENCE OF DRUG USE
Within statistics, the term prevalence is described as, “…the proportion of a population who have a
specific characteristic in a given time period.” To calculate prevalence of a phenomenon,
statisticians choose a sample from the entire population they want to describe. The more
randomised the sample is, the higher the chances are that the population will be representative of
the characteristics of the sample.84
In other words:
# of people in sample with characteristic
Prevalence = ━━━━━━━━━━━━━━━━━━━
Total # of people in sample

Within drug discourse prevalence patterns are studied through surveys of the population divided
primarily by age, for sake of convenience. The surveys follow a self-report format where
individuals can report the nature and characteristics of their drug-use, personal beliefs, or attitudes
towards certain drug related subjects. Generally, prevalence is described as a percentage or as a
number of people with the characteristic per 1000 or 10,000 people.85

The term ‘prevalence’ is often misconstrued on account of its various connotations in different
contexts. The three most commonly used reporting periods are: lifetime period (ever used a drug),
last year usage (used a drug in the last twelve months), and last month usage (used a drug in the last
30 days). Lifetime prevalence is the proportion of a population who, at some point in life has ever
used a certain type of drug. In general population surveys used for measuring drug related statistics,
84
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the concept of prevalence is studied by asking participants in a representative sample to recall their
use of drugs. An individual who responds positively to lifetime prevalence may or may not be a
current user of the drug. However, lifetime prevalence is important to study the presence of a
characteristic over a period of time. Last year prevalence is often studied for looking at recent usage
of a certain substance. On the other hand, last month prevalence is also described as current usage
of a certain substance. This can include first time users of a certain substance also called occasional
users or regular users and thus, current use does not always mean regular use.86

According to the Health Research Board of Ireland, “When examining the data and comparing
results over time, last year use is the best reflection of changes as it refers to recent use. Last month
use is equally valuable as it refers to current use.”87 Thus, the majority of this study’s focus on
prevalence characteristics has been narrowed down to last year prevalence.

In most cases, this study does not make a comparison between Sweden and Portugal’s prevalence of
drug use at a certain period in time, rather of Sweden and Portugal’s drug use respectively over a
period of time. Such longitudinal content analysis is more practical since statistical data collected
on prevalence characteristics is not consistent and misses certain key elements for fair
comparison.88

An analysis of prevalence patterns in Europe shows a general decline in the Lifetime Prevalence of
drug use.89 Even cannabis, the substance with the highest lifetime prevalence in the EU saw a drop
from 6.7% in 2007 to 5.1% in 2017.90
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FIG. 1—At a glance: estimates of drug use in the
European Union
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FIG. 2— PORTUGAL: Overall Prevalence
Estimates (EMCDDA 2016 http://
www.emcdda.europa.eu/stats/archive_en)

FIG. 3—SWEDEN: Overall Prevalence Estimates
(EMCDDA 2016 http://www.emcdda.europa.eu/
stats/archive_en)
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Both Sweden and Portugal have high lifetime prevalence rates for cannabis. The lifetime prevalence
rates of ecstasy have been more or less unaffected over time in Portugal, with higher reported usage
in cities, while there has been a slight increase in Sweden as of 2017. The number of MDMA and
cocaine users increased in Portugal between 2013-2016 however the use was limited. Waste water
analysis in Sweden showed an increase of MDMA over the weekends compared to the rest of the
week. In general, drug prevalence is higher in cities as of 2015 and people coming from low-income
households. Lifetime prevalence of cannabis though a rising number in Sweden (15%) is still lower
than the European average (21.7%).91 Low prevalence could be attributed to the amount of social
stigma drug users in Sweden face, driving them away from use.92

Advocates of the Swedish drug policy use the low levels of prevalence as a factor to display the
successful nature of the policy. The UN report, ‘Sweden’s Successful Drug Policy: A Review of the
Evidence’ praises the country for it’s uniformly negative attitudes toward drug use and attributes
these low levels to a uniformly restrictive drug policy.93
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Fig. 4— Estimates of last-year cannabis use
among young adults (15-34 years) in Portugal
(http://www.emcdda.europa.eu/data/stats2017/
gps)

Fig. 5— Estimates of last-year cannabis use
among young adults (15-34 years) in Sweden
(http://www.emcdda.europa.eu/data/stats2017/
gps)
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6.2. DEPENDENT DRUG USERS/ AT RISK/ PROBLEMATIC DRUG USERS

Fig. 6— National estimates of last year
prevalence of high risk opioid use 2016 (http://
www.emcdda.europa.eu/data/stats2018/gps)

Studying the problematic drug use phenomenon or users is complicated at a European level as the
understanding of the concept is different in different member states. According to EMCDDA,
“There is no single European-wide definition of dependent drug use so making comparisons in this
area can prove difficult”, but to incorporate a basic common understanding of problematic use it has
been defined as “…injecting drug use or long duration / regular use of opioids, cocaine and/or
amphetamines”.94 According to this definition a problematic drug user is one that uses opioids, or
other amphetamines for a longer time period, but it fails to incorporate irregular or occasional use of
these substances or others like cannabis. Problematic injecting drug users are the most commonly
known of as they are reported when they enter treatment.95
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Most recent studies suggest that around 30,000 people in Sweden were reported as dependent or
problematic users. Around 8000 of these users were injecting drug users and thus have higher risk
of spiralling into more dangerous patterns of addiction and harm.96 Considering the lower
prevalence levels in Sweden, the number of problematic users are alarming and it implies that the
risk of becoming a problematic user is higher for people who try opioids and amphetamines there.
According to recent estimates about 0.4% of Europe’s population between 15-64 were reported as
high risk opioid users.97 To measure high risk opioid use at the member state level the scale ranges
from less than 1 to more than 8 cases per 1000 of the population. Portugal and Sweden both have
numbers higher than the European average. Injecting users, however, in Sweden were 1.3% (2012)
and 2.2% (2011) in Portugal both lesser than the European average 2.4%- 2.6% 98. Studies describe
the methodological difficulties in collecting data on problematic drug use in Sweden, and that the
available numbers are just estimates. A majority of cases go unreported and they are described as
the hidden population of problematic drug use.99
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6.3. DRUG RELATED HARM / MORTALITY

Fig 7.—National estimates of annual rate of high
risk opioid use 2017 http://
www.emcdda.europa.eu/data/stats2018/gps

Harm caused by drug use can have social, economic, and health related impacts on the user as well
as people around them. To study drug related harm in concrete numbers is difficult, since the
concept of harm can be different in different contexts. However, the Public Health model is one that
can explain the phenomenon in a more definite terms. According to this model, there are three
subsections that describe drug experience: the drug, the individual and the environment and harm
caused from drug use can be attributed to either of the three areas.100 Another model focusing on
dependence looks further into addiction treatment, rehabilitation etc.
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Drug related harm is a vast concept and due to the limitations of this study’s scope the harm
analysed will be users that contract infectious diseases that can be attributed to injecting drug use.
Injecting drug use can result in a number of critical drug-related harms, such as transmission of
immunodeficiency viruses, fatal overdoses and injection site bacterial infections. It is complicated
to infer the direct cause and effect of injecting drug use as it may be co-morbid with several other
toxic patterns of drug and alcohol use.101 Across Europe, however, there is a consensus over the
gravity of IDU situation and the fact that they require help in some form.

There are no global records mapping infectious diseases cases in Portugal. However, data collected
from users checking into treatment facilities some estimates can be made. According to SICAD, the
numbers available are divided into these sub-groups, “(i) those demanding treatment for the first
time at the public network of outpatient treatment facilities; (ii) those admitted to public
detoxification treatment units or certified private detoxification units; or (iii) those in treatment in
public or certified private therapeutic communities.”102

The number of injecting drug-users who contracted HIV in Portugal have steadily dropped from
219 in 2010 to 44 as of 2015. There has been an increase in HCV prevalence among people who
inject drugs from 2010 to 2015, a condition which is co-morbid with cases reported for HIV. While
the exact number from recent years is not available the number of AIDS cases related to injecting
drug used have also reduced in the past 10 years. Last reported HCV cases were 113 in 2017.103 In
Sweden the number of HCV cases has risen from 1083 cases in 2008 to 1870 in 2017. The
prevalence of hepatitis C among Swedish injecting drug users is alarmingly high. In various studies
conducted during the last 15 years, the prevalence has been reported to be between 60% and 92%.
The number of HIV cases attributed to drug use in Sweden have reduced from 25 in 2010 to 15 in
2015 however, the number of cases have increased steadily from 2013.104
101

European Monitoring Centre for Drug and Drug Addiction, “Health and social responses to drug problems: a

European guide EMCDDA”, Lisbon, October 2017. (EMCDDA Manuals: Lisbon, 2017), DOI: 10.2810/244934
102

Government of Portugal. National Strategy for the Fight Against Drugs 1999 148314/00, (Lisbon: Government of

Portugal Depósito Legal, 1999) Accessed October 2017 http://www.emcdda.europa.eu/system/files/
att_119431_EN_Portugal%20Drug%20strategy%201999.pdf
103

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), Portugal: Country Drug Report 2010-2017

(Luxembourg: Publications Office of the European Union)
104

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), Sweden: Country Drug Report 2008-2017

(Luxembourg: Publications Office of the European Union)
!42

Fig. 8— 2016 Drug induced mortality rates
Portugal (http://www.emcdda.europa.eu/data/
stats2018/gps)

Fig. 9— 2016 Drug induced mortality rates
Sweden (http://www.emcdda.europa.eu/data/
stats2018/gps)
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In Portugal the reported HIV/ AIDS cases have seen a consistent decreasing trend since the early
2000s. Out of the 990 new HIV-positive and 238 new AIDS cases reported in Portugal from recent
estimates, around 5% HIV cases and around 14% AIDS cases were attributed to injecting drug
use.105 According to EMCDDA, “Drug-induced deaths are deaths directly attributable to the use of
illicit drugs (i.e. poisonings and overdoses).”106

EMCDDA and the respective national focal points in member states have collaborated extensively
to create a concrete indicator for drug related mortality: deaths directly caused by illegal drugs
(drug-induced deaths) and mortality rates among problem drug users.(drug-related deaths).107 Data
from this sub theme must be undertaken with caution and this is because there is systematic underreporting in some countries, different reporting systems and case definition and registration
processes. According to data from the special registry of the National Institute of Forensic Medicine
of Portugal, as of 2015 the number of drug induced deaths have increased since 2013 but are still
lower than the ones reported during the time period between 2008-10.108 In 2015, a majority of
drug-related deaths were reported among males and the mean age of the victims was 43, which was
older than the European average.109 The most common substance attributed to drug-induced
mortality was opioids, especially heroin, and a majority of cases also noted the presence of
benzodiazepines and alcohol in the blood stream.
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Fig. 10— Number of drug-induced deaths in EU
2012 and 2016 (http://
www.emcdda.europa.eu/data/stats2018/gps)

The drug-induced mortality rate in Portugal was 5.8 deaths per million, which is much lower than
the most recent European average of 20.3 deaths per million.110 There has been increase in reported
drug-induced deaths in Sweden as of 2015, which can be observed as an upwards trend since
2003.111 Toxicology reports indicate the presence of opioids in the majority of deaths.112 There have
been a great number of overdose deaths and Swedish experts attribute to the increased number of
toxicology examinations carried out on overdose victims in the past five years. However, even if
these factors are controlled and observed, the increasing trend can still be observed.113
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Fig. 11— Drug induced mortality rates among
adults 2016 (http://www.emcdda.europa.eu/
data/stats2018/gps)

While the European average drug-induced mortality rate among adults (aged 15-64 years) was 20.3
deaths per million in 2014, that in Sweden was 100.5 deaths per million in 2014, alarmingly high
increase from 245 in 2005 to 661 in 2015.114 Drug-related mortality is a complicated phenomenon,
and a grave Europe-wide problem as it claims a large number of lives every year. On a European
level, Sweden has some of the highest drug-related mortality rates while Portugal has one of the
lowest as of 2015. 115
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6.4. HARM REDUCTION- WHAT IS HARM REDUCTION IN DRUG DISCOURSE ?
Fig. 12— Harm reduction programmes
availability 2016 (http://
www.emcdda.europa.eu/data/stats2018/gps)

Harm reduction interventions for drug users can have a human rights focus or that of public
health.116 Harm reduction is not a stand-alone process; it is a combination of interventions. It can
be seen as a series of pragmatic responses to society’s drug problem. Societal stigmatisation forces
drug users to limit themselves to unsafe spaces with risky paraphernalia.117
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The rise of harm reduction came about as an answer to the range of human immunodeficiency virus
epidemics that emerged in Europe in the 1980s. The driving force of harm reduction is its public
health perspective. Testing for HIV can be seen as one of the initial harm reduction interventions in
Europe.118 Harm reduction is an important pillar in the current EU Drug Strategy with harm
reduction interventions existing in almost all EU member states; however the difference lies in
existence and coverage of these interventions. In a 2004 interview for the French newspaper Le
Monde, Raymond Kendall, an ex-Interpol chief emphasised the ineffectiveness of drug policies that
only focus on criminal sanctions. He also called for a ‘multi-dimensional and integrated approach’
focusing on protecting the health of the individual drug user.119 Over a decade later, the acceptance
towards such a pragmatic response has increased but not quite homogeneously at a larger scale.

Generally in Europe, harm reduction interventions involve programmes that respond to the high risk
injecting users. These include Opioid Substitution Treatment (OST), Needle Syringe Programmes
(NSP). Recently, some member states studied the impact of harm reduction interventions on their
participants and found a decrease in mortality rates among drug users as their harm reduction
policies developed.120 For example in France, with the availability of better OST, and triple antiviral
therapies, mortality rates dropped. Similar research in Spain saw decline in infectious diseases
attributed to drug use with the more accessible OST.121
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Fig. 13— Clients in OST 2017 Stats http://
www.emcdda.europa.eu/data/stats2018/gps)

Portugal saw a rise in clients entering Opioid Substitution Treatment (in prison settings as well as
outside) from around 24,000 entrants in 2007 to around 29,000 in 2010.122 Opponents of the policy
were quick to use these trends to justify its ineffectiveness. However, the numbers dropped to
around 17,000 in 2015, along with drug-induced mortality numbers from 52 in 2010 to 40 in
2015123, suggesting that the brief growth in numbers could be attributed to the lack of stigma
associated with injected drug users entering treatment after 2001. The drop in mortality rates
suggest the possible success of their harm reduction interventions. In conclusion, recent estimates
show that more than 50% estimated high risk opioid users received medical treatment in the form of
OST exhibiting high coverage in Portugal. As Portugal has a comprehensive harm reduction
programme, several agencies collaborate on various levels with the common aim of reducing harm
related to drug use.
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Fig. 14— % High risk users receiving treatments
2016 stats (http://www.emcdda.europa.eu/
data/stats2018/gps)

The National Commission for the Fight Against AIDS or Comissão Nacional de Luta Contra a
SIDA cooperates with the National Association of Pharmacies or Associação Nacional de
Farmácias to implement NSP, ‘Say No to a Used Syringe’— a programme that has been running
successfully for over twenty years to prevent the spread of HIV among injecting drug users.124
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The number of clients entering OST in Sweden have been stable around 3000 since 2011.125 OST is
just one of the many low threshold drug treatment services offered and Sweden offers very few of
them. The government instead concentrates its resources on other treatment programmes that focus
on abstinence and prevention. EMCDDA reports show that less than 1/8th of high risk injecting
users (3679 out of 8021 high risk IDUs) entered NSP and less than half received OST coupled with
alarmingly high mortality rates.126 The presence of NSP and other low threshold treatment
programmes have increased recently but the numbers are still much lower than the standard set in
Western Europe.
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6.5 DRUG LAW OFFENCES
Fig. 15— Legal penalties for minor drug oﬀences
EU 2016 Stats (http://www.emcdda.europa.eu/
data/stats2018/gps))

Legislations related to drug use differ in member states not only based on form (use , possession,
trafficking) but also the sectors responsible for regulating it. The largest number of drug related
offences for use and possession in Europe are attributed to amphetamines and the numbers are at an
all time high as of 2015.127
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Surprisingly, this also coincides with increase in purity of amphetamines in the past decade. In 2016
a study conducted by EMCDDA found that the average strength of Ecstasy pills was 125 mg of
MDMA per pill, which is almost twice as high as the amounts present in the early nineties. The
rising trend in purity levels is concerning with some pills in the market containing 200 to 300mg of
MDMA per pill, which would ideally be considered as 3 doses.128 On the other hand, supply and
demand offences are the highest for cannabis.129
Fig. 16— Recorded oﬀences in EU for
possession/ use and supply 2016 http://
www.emcdda.europa.eu/data/stats2018/gps)
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Sweden records a relatively high number of offences against the drug law in comparison to the
European average. Most recent EMCDDA statistics suggest a steady increase in the number of
recorded drug law offences with a 6 percent increase from 2011 to 2012.130

About 90 percent of illegal drugs are said to have been outsourced from outside of Sweden and
level of large scale organised crime and drug related violence in very low. As of 2015, however,
84494 individual drug law offenders were recorded for use and possession of illicit substances (the
highest in 10 years). 131 Offenders have steadily been increasing in Portugal and Sweden in the past
decade. Offenders in Portugal are initially questioned by the police for drug-related criminal
offences and suspected drug users are further referred to the Administrative Commission for the
Dissuasion of Drug Use (CDT). The number of drug offence cases recorded in Portugal however,
have been steady around 15,000 in the past 3 years, while those in Sweden remained high around
89,000.132
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7. DISCUSSION
From the longitudinal analysis carried out on their drug policy implications, it becomes clear that
while the prevalence of drugs has been systematically lower in Sweden than Portugal over the
decade, the number of problematic users is alarmingly high in the former. The moderate increase in
the number of reported dependent users in Portugal in the first five years since the reform can be
attributed partially to the wider social acceptance of medical care, the numbers slowly dropped from
2010 to 2014 suggesting the effectiveness of the public health interventions in the long term.
Sweden has consistently had minimal harm reduction centres to help problematic users to jump out
of the vicious cycle of addiction, harm, and violence culminating to high mortality rates.

The turn of the century saw a strengthening of law enforcement and punitive measures to curb drug
problems across the continent, while Portugal transformed its system in a manner that would make
sure vulnerable drug users could get receive help from the government without fear of
stigmatisation instead. Libertarian think-tanks in the United States highly commended this move,
however, Hannah Laqueur from the American Bar Foundation rightly remarked, “Portugal’s
reforms were not a move toward liberty, but a shift from area of governmental involvement to
another. Portugal’s Decriminalisation Act is not based on a principle of an individual’s right to
consume drugs free from state intrusion. The Act still prohibits drug use subject to citation, and
cultivation for personal use remains criminally prohibited.”133 In other words, decriminalisation did
not imply the existence of a lawless land where drug users could use drugs recklessly, rather it
meant that if an individual was charged with possession or consumption of illicit drugs, the penalty
would be directed to an administrative body instead of a judicial one.

The definition and view of drug usage and users in Portugal is important in understanding their
decision to decriminalise them. In an international context, drug use is seen as a criminal pathology,
deviant from expected behaviours and therefore punished as one through incarceration. Portugal’s
reconceptualisation of drug use as a medical pathology allowed them to formulate a drug strategy
that would help treat the drug users in the medical realm134 The Portuguese drug policy is also
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rooted in pragmatism aiming at conducting better scientific research establishing stronger national
information systems on drugs and drug addiction. Thus, this national drug strategy is intended to be
based on empirical knowledge and not on prejudice, on principles and not on slogans, on
pragmatism and not on dogmatism. Even before this transformational law was passes, the general
conception of drug usage in Portugal was that it was a problem that required medical or social
intervention, and that assuming a drug-free society would be unrealistic goal.135 The nineties also
saw a major drain of financial resources invested in the criminalising regime which dissuaded them
further.136 Since there was less social stigma regarding drugs and problematic drug usage, political
actors were able to create a system which would in turn help society’s most vulnerable who could
then access these services without a fear of judgment137

While decriminalisation of illicit drugs can imply easier accessibility to these substances in society,
however in the Portuguese context it also meant that people were not afraid of being punished on
entering treatment for addiction problem, which might have been possible before the bill was
passed. After 2001, they were more comfortable to enrol for treatment for their addiction because of
the lack of societal stigma.138 Critics of the Portuguese reform are of the opinion that easier
accessibility also means higher drug usage. In the first five years after the law was passed, statistics
show a rise in usage of drugs, however it would be irrational to consider decriminalisation as the
only catalyst leading to these increasing numbers139.
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Fig. 17— Drug Problem in Portugal at a glance
2016 (http://www.emcdda.europa.eu/data/
stats2018/gps)

!57

Fig. 18— Drug problem in Sweden at a glance
2016 (http://www.emcdda.europa.eu/data/
stats2018/gps)

It is important to note that between the years 2001 and 2005, there had been a similar rise in
reported drug usage in the neighbouring regions of Spain and Italy despite similar decriminalisation
laws. Furthermore, there is a lack of clarity about this trend in the Portuguese context in the long
term.140 In the same five year period, Portugal’s social costs related to drug related problems such as
incarceration, indirect drug related mortality, number of problematic users reduced141 The
Portuguese government was thus able to invest their resources that were previously directed in the
law enforcement sector towards harm reduction and rehabilitation..142
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In the next 10 years, Portugal invested in a variety of different harm reduction interventions,
however there was one treatment they were consistently opposed to. The Portuguese were skeptical
of the so-called Methadone treatment popularised in the United States because they failed to see its
perceived benefits in the long term. This decision was brilliant in retrospect, as the world is
currently seeing an opioid crisis with a vicious cycle of increased harm attributed to the opioid
substitute Methadone. Incidents such as these prove that interventions were not just presented to
users without proper scientific research.

How did this prohibitionist policy evolve in a state as welfare-state oriented as Sweden? The answer
is very basic yet fundamental to Swedish values and follows some of the most commonly agreed
upon rules in Swedish society. As a welfare state, Sweden has always emphasised the importance of
community over the individual. The vision of a good society with law abiding citizens is one of the
underlying norms of Swedish community. According to Swedish experts, the biochemical nature of
drugs produce undesirable effects on the individual that are incongruent with the society’s norms.
Hence, a complete abolishment of these substances is the only solution to maintain the prerequisites
of Swedish society. Drugs also have effects that reduce productivity and stimulation to participate
for the betterment of the society which make them more undesirable. Another central element of
Swedish society is that of self-control and the sense of security. Drug use (and possible abuse)
would mean a loss of these elements.
Hence, in the Swedish context, this restrictive policy is justified if posed in front of the values that
Swedish society abides by.143 The two underlying visions of Swedish drug policy are ‘a drug-free
society’ and ‘total rehabilitation’.144
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Under the Narcotics and Alcohol law in Sweden any possession, use or supply of illicit drugs is
considered a criminal offence and can result with a range of punishments based on its severity.
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According to EMCDDA reports, any minor possession of drugs can lead to incarceration in
Sweden. As social homogeneity is one of the bases of Swedish society, any deviation particularly in
the form of drug usage is viewed as problematic. Harm reduction is seen as a method to cure drug
users of a disorder that will lead them towards abstinence. State expenditure on drugs is divided into
areas of prevention, treatment, enforcement, and harm reduction.146

The widespread opinion within Swedish discourse is that the drug policy is a successful one, and in
the past has been praised by translational organisations such as the UNODC. The report named,
'Sweden’s Successful Drug Policy: A Review of the Evidence’ attributes this widespread success to
the cross-party political acceptance of the restrictive drug policy, lower income inequality in society
compared to the rest of EU which reinforces vulnerable population in society to disengage from
drug-related crimes, better health literacy, among others.147

Whether Sweden adopts a more health related drug policy or Portugal re-adopts stricter law
enforcement seems irrelevant. For the development of a homogenous drug policy, the basis is a
perceivably common problem and co-operation from all parties involved. Common economic and
trade policies were rooted in personal profit gaining than aiming for a larger ‘European’ spirit.
Having a singular drug policy does not have direct perceived benefits, the impacts of which would
be spread out over a period of time. With no immediate benefits being associated with
Europeanisation of drug policy, member states choose to stick to national identity.

145

Ministry of Health and Social Affairs Sweden, A Cohesive Strategy for Alcohol, Narcotic Drugs, Doping and

Tobacco Policy (En samlad strategi för alkohol-, narkotika-, dopnings- och tobakspolitiken prop. 2010/11:47
(Stockholm: ANDT Secretariat, December 2010). Accessed November 2017 https://www.government.se/49b757/
contentassets/0e3caf84b1ff4a038ec70c3c9c4db2ac/a-cohesive-strategy-for-alcohol-narcotic-drugs-doping-and-tobaccoandt-policy.-s.2011.02
146

Mats Ramstedt, “What drug policies cost. Estimating drug policy expenditures in Sweden, 2002: work in progress”,

Papers from a Symposium: Society for the Study of Addiction, doi:10.1111/j.1360-0443.2005.01344 (September 2005)
147

United Nations Office on Drugs and Crime, Sweden’s Successful Drug Policy: A Review of the Evidence (Vienna:

United Nations, 2007), Accessed February 22 2018 https://www.unodc.org/pdf/ research/Swedish_drug_control.pdf
!60

8. CONCLUSION
Having observed the heterogeneity in societies and member states in the EU, is there a possibility to
pave way for a common European drug policy?
By analysing Portugal and Sweden’s drug policies and the policies’ implications on society it
becomes clear that, on paper, a European drug policy can exist. One of the biggest problems facing
Swedish society is the increasing number of problematic drug users, low number of entrants into
treatment, and high mortality rates of said users. Social exclusion is one of important facets of
Sweden’s drug problems, and recent reports relay institutional devotion towards addressing this
issue. There is need for immediate attention towards the lack of harm reduction coverage in the
country which is currently ignored. On the other hand, the Portuguese drug policy is revolutionary
and transformational having its importance placed on cross-sectoral care provision, but this must
extend outside of Portuguese boundaries as drug problems do not exist in vacuum.

The research question in this thesis revolved around the possibility of policy convergence in the
field of illicit drugs. Following the theories of convergence, on paper, it is possible to have a
European drug policy. Member states have divergent national drug policies that can build upon each
other for higher effectiveness. The exclusive use of law enforcement interventions do not have
deterrent effects on users or offenders in possession in the long term. For widespread effectiveness,
drug policies need to be more comprehensive and cross-sectoral that would cover health risks of the
users as well as reduce economic and social perils. Prosecution needs to be reintegrative in nature
with use of positive and negative reinforcement. The most important lessons learned from this
thesis for policy convergence would be a collaboration of the Swedish method of retribution with a
possibility of Portuguese style reintegration as an incentive. Policy convergence requires
collaboration between member states on similar problems, and this is where the barrier to drug
policy convergence lies. While it is possible to reform both Swedish and Portuguese drug policies to
a more homogenous policy, a major obstacle lies in the reluctance to transform the basic values
their society operates on. The motivation for such divergent policies is rooted in Portugal and
Sweden’s national identities. This has a large effect on why policies remain the same over time,
even with empirical evidence suggesting change. Policy reform and finally drug policy convergence
would require a transformation in their collective national identities; the way Swedish and
Portuguese societies view themselves.
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While the results of this thesis might not be transferable to all policy-scapes, they can be referred to
for other fields that cross sectoral boundaries such as reproductive health, same-sex marriage
amongst others. In the crucial period of Europeanisation of policies, it is difficult to integrate those
rooted in moral values and local identities. Ideally, a homogenous European drug policy would be
focused on protecting drug users health in the long term while also prosecuting large scale
trafficking and supply of illicit drugs. This thesis covers just a small section of the wider field of
policy convergence. The impact of policies can be seen in the grassroots, where change needs to
come from. The need of the hour is to transform the ideologies that these policies are based on and
to have a bottom up transformation. It is equally important to disclose the thinly veiled
discrimination and segregation within drug policies coupled with better awareness of long term
drug usage. The ‘war on drugs’ when dissected further, appears to be a war against people who use
drugs which is counterproductive in the long term. Policies need to be such that they avoid
glorifying recreational drug usage but at the same time not negatively sensationalise drug addiction
as a disease of the masses. Policies need to reflect better awareness of the multi-layered nature of
narco-politics.

The nature of divergence within drug discourse is very high. Empirically speaking, there is
possibility of policy convergence from both the Swedish and Portuguese sides, however, in reality,
there is a range of difference in the moral values that require reform. It is crucial for member states
to give up some aspects of their national identity for the better good of a singular European identity.
For example, the idea of a good Swedish society must be inclusive of the vulnerable drug using
population in the long term and that of a Portuguese identity must see a future where prevalence of
drug use is decreased along with the current freedom of choice. From the present case, Swedish and
Portuguese drug policies cannot be converged into a European model unless there is change from
the ground up.
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Since its conception in 1995, the EMCDDA has been at the forefront at providing empirical data on
Europe’s illicit drug phenomenon. A plethora of data within drug discourse is difficult to gather and
a majority of the data goes unnoticed because of societal and cultural factors. Due to statistical
limitations and the divergent nature of member states drug situation, its difficult to be objective.
Several conditions related to drug usage are also co-morbid with other health issues such as
cardiovascular diseases and sexually transmitted diseases. However, the EMCDDA is still the only
widespread and longitudinal calculation of the drug phenomenon in Europe. This also allows for
further scrutiny of specific issues like the one carried out in this thesis.

The goal of this thesis is not to prove if one drug policy is better than the other, as it would be a The
inability of member states to attribute a common problem to tackle the drug phenomenon is rooted
in the plurality of member states identities. Drug policy convergence in the European context
requires long term change in the way member states view themselves. This also means giving up
personal or national identities for the benefit of a larger collective identity. This would help pave
way for a wider European identity within drug discourse that will be in favour of a common good
seen homogeneously by all Europeans.
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