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DRUG POLICY1 
 

T0. SUMMARY 
 
In 2012, while determining the drug policy guiding principles, the demand for a new and 
different approach made it necessary to set up a new drug strategy. This is partially a 
consequence of the significant changes that took place in the areas involved in the treatment 
of the drug problem (e.g. healthcare, public education), partially a consequence of the profound 
social and economic changes that are having an unfavourable effect on the development of 
addictions, of the significant negative movements occurring in certain substance use 
tendencies (e.g. cannabis, amphetamine), and of the appearance of designer drugs. 
Accordingly, Hungaryôs new strategy document, the National Anti-drug Strategy 2013-2020, 
has determined domestic drug policy since 2013. The second action plan (called as policy 
programme) began in 2017, which includes 27 measures to achieve the objectives of the 
National Anti-drug Strategy. 
Drug affairs coordination tasks belong to the jurisdiction of the Ministry of Human Capacities 
(EMMI), which includes supporting the work of the Inter-ministerial Coordination Committee on 
Drug Affairs (KKB) and of the Council on Drug Affairs (KT) and also performing the professional 
coordination of the ministryôs background institutions.  
No detailed information is available on public expenditure on tackling the drug problem.  
 
 

T1. NATIONAL PROFILET1.1 NATIONAL DRUG STRATEGIES 
 
 
T1.1.1 Previous drug strategies 
 

Timeframe Title Focus 

2000-2009 National Strategy to Reduce the Drugs Problem2 Illicit drugs 

2010-2020 National Strategy for Tackling the Drugs Problem3 Illicit drugs 

2013-2020 National Anti-drug Strategy 2013ς2020, Clear 
consciousness, sobriety, and fight against drug crime4 

Illicit drugs 

 
 

T1.1.2 The current national drug strategy5 
 
Preparations for the strategy document were started in 2011 with the involvement of the 
National Drug Prevention Office (NDI) and recognised Hungarian experts. After social and 
public administration consultations, the National Assembly approved National Assembly 
Decision 80/2013. (X.16.) with the title National Anti-drug Strategy 2013ï2020, Clear 
consciousness, sobriety, and fight against drug crime. The National Anti-drug Strategy 
determines targets for the period between 2013 and 2020. Besides recognising the necessity 
of handling the personal and social risks and damage in connection with drug use, its main 
objective is the reduction of the use of illicit substances with the help of targeted, community-
based interventions. The National Anti-drug Strategy desires to achieve this objective through 
wide-ranging prevention activities, by strengthening a recovery-oriented attitude and 

 
1 Authors of the chapter: Gergely Csaba Horv§th and Orsolya Varga 
2 National Assembly Decision 96/2000. (XII. 11.) about the approval of the National Strategy to Reduce the Drugs 
Problem  
3 National Assembly Decision 106/2009. (XII. 21.) about the National Strategy for Tackling the Drugs Problem 
4 National Assembly Decision 80/2013. (X. 16.) about the National Anti-drug Strategy 2013ï2020 
5 H/11798. National Assembly Decision on the National Anti-Drug Strategy 2013-2020 Pure awareness, sanity, fight 
against drugs: http://www.parlament.hu/irom39/11798/11798.pdf  

http://www.parlament.hu/irom39/11798/11798.pdf
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reintegration in the field of the care and treatment of drug addicts, by the more effective 
application of crime-prevention and crime-fighting interventions in the field of supply-reduction, 
and through strict action against trafficking. 
The strategy uses five basic values (Right to life, human dignity and health; Personal and 
community responsibility; Community activity; Cooperation; Scientific basis) to determine the 
general and concrete objectives in the following fields: Health development and drug 
prevention; Treatment, care, recovery; Supply reduction.  
The Policy Programme for the implementation of the current National Anti-drug Strategy had 
been approved by the Government Decision 2010/2015 (XII. 29.). The Policy Programme 
contained 31 measures and 56 tasks. In the field of demand reduction, the programme 
envisages the quality assured system-wide development of health development and general 
drug prevention and the modernisation and capacity building based on the needs of the 
service-provision system and the reintegration. The main aim of the document regarding 
supply reduction was to hindrance the import to Hungary and the domestic trade of new 
psychoactive substances subject of misuse and the related intensified implementation of crime 
prevention aspects. In favour of this it was particularly important to hold in the crimes 
committed on the internet and the protection of the growing generations in all settings where 
the children and youngsters are at higher risk. 
 
The above-mentioned policy programme was followed by the 1669/2017. (IX.15) Government 
Decision about the Policy Programme of the National Anti-Drug Strategy 2017-2018.6 This 
policy programme contains 27 measures. The four pillars of the policy programme are: I. 
Development of the health promotion and drug prevention system; II. Development of the 
treatment, care and recovery system; III. Development of the system of supply reduction 
interventions; IV. Mobilizing human and social resources. 
In the 2017-2018 policy programme, the development of health promotion and drug prevention 
system are supported by specific professional training, prevention network co-operation, 
impact assessment of the preventive-informative service (hereinafter: quasi compulsory 
treatment or QCT). The focus of the development of the treatment system is on the elaboration 
of the professional methodological guidelines (targeted interventions for early intervention, 
parental training packages, family and community interventions, policy measures) and the 
development of the efficiency and accessibility of the institutional system. Development of the 
system of supply reduction interventions in 2017-2018 is to be achieved through the 
modernization of methodological and technical conditions. To mobilize human and social 
resources through the support of the Coordination Fora on Drug Affairs (KEFs), to strengthen 
the functioning of the Early Warning System for new psychoactive substances, to evaluate the 
process of the implementation of the National Anti-Drug Strategy, to support research, and to 
improve cross-sectoral, professional and civil partnerships. 
 
The preparation and implementation of the current policy programme for 2019-2020 is carried 
out under the State Secretary of Health of the Ministry of Human Capacities. On  
 
T1.1.6 The capital cityôs drug strategy 
 
A detailed description of the previous Budapest drug policy can be found in the 2012 National 
Report, Chapter 12 under the title: Drug policy of large European cities.  On February 20, 2019, 
the Budapest General Assembly decided to establish the Budapest Drug Conciliation Forum 
(KEF) with 23 votes in favour, one against and five abstentions, under the leadership of the 
Mayor and the Chief of the Budapest Police Department. According to the accepted proposal, 
the creation of the KEF is necessitated by the spread of new psychoactive substances, the so-
called designer drugs, and other additional substances, which are not classified as narcotic 
drugs. The emergence of these trends implicates new approaches and social engagement. 

 
6 1669/2017. (IX.15) Government Decision about the Policy Programme of the National Anti-Drug Strategy 2017-

2018 <link> 

https://net.jogtar.hu/getpdf?docid=A17H1669.KOR&targetdate=fffffff4&printTitle=1669/2017.+%28IX.+15.%29+Korm.+hat%C3%A1rozat&referer=http%3A//net.jogtar.hu/jr/gen/hjegy_doc.cgi%3Fdocid%3D00000001.TXT
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The document also states that the established Budapest KEF ñ"will be able to effectively and 
efficiently fulfil its expectations in the key area of intervention of the National Anti-Drug 
Strategy, by primarily not focusing on law enforcement solutions and sanctions." The KEF held 
its statutory meeting on May 2, 2019, where the agenda, the work plan of the forum and the 
different working groups were primarily accepted. The four established working groups are the 
following: I. Working Group on Health Promotion and Drug Abuse; II. Treatment, Care and 
Recovery Task Force; III. Working Group on Strengthening Cooperation; IV. Supply Reduction 
Task Force. (budapest.hu, 2019) 

T1.2 EVALUATION OF THE NATIONAL DRUG STRATEGIES 
 

T1.2.1 Evaluation of strategies and action plans  
 
The interim (2004-2005) evaluation of the National Strategy (2000-2009) 
The final (2009), external evaluation of the National Strategy (2000-2009) 
The Government Decision 2010/2015. (XII. 29.) on the Policy Programme of the National Anti-
drug Strategy (until the end of 2016) 
 

T1.2.2 Summary of the latest evaluation 
 
The first national Drug Strategy of Hungary was adopted by the National Assembly with its 
Decree 96/2000. (XII.11.) with a political consensus. The national strategic program to combat 
the drug-problem determined the drug-policy of the country between 2000 and 2009.  
The Hungarian drug coordination called upon the interim evaluation of the Strategy examining 
the short-term and mid-term aims which also included suggestions for the future. The project 
was financed by Netherlands State Department and Trimbos Instituut ï the Netherlands 
Institute of Mental Health and Addiction ï was selected to do this evaluation in close 
cooperation with the NDI. The results were issued in a two-volume publication in Hungarian 
and English by the Dutch partner (Galla et al. 2005a, Galla et al. 2005b). Hungary was the first 
country in Europe which mandated a third party from a different country to examine the national 
Drug Strategy to ensure an impartial and independent evaluation. 
Checking to what extent the results formulated in the strategy have been reached, was done 
by interviews and focus groups with policy makers and people in the field. Key policy makers 
and representatives from national implementing agencies e.g. customs and the police, have 
been interviewed personally. Coordinators of 65 KEFs, being key stakeholders in the field and 
involved in realising the policy objectives, have been interviewed by telephone. Finally, focus 
groups have been held to discuss a selection of diverging and otherwise relevant outcomes of 
the interviews.  
Interviews with the national key stakeholders show that in general the Drug Strategy is seen 
as an adequate policy instrument, especially because there was no comprehensive integrated 
drug policy before this strategy was written. There is general agreement that the inclusiveness 
of the strategy, presenting a holistic view of all relevant policy issues and their interrelationships 
is a major achievement. There is also general consensus that a policy paper written for this 
long-term period (10 years), spanning several governmental cycles of four years, is a strong 
point. 
At the same time, interviewees expressed the concern that a fixed, long-term document misses 
the flexibility necessary to adequately respond to recent developments. Another weak point 
mentioned by the majority of the interviewed stakeholders was a lack of specific planning of 
the actions summed up in the strategy. They underlined a need for a clear prioritising of actions 
(e.g. presented in a timetable) and a need for an explicit division and assignment of 
responsibilities and tasks.  
There is an overall agreement that the financial and for some part also the legal guarantees 
are missing for realising the plans. Furthermore, some interviewees referred to a lack of 
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transparency of the policy making and implementing process. One key issue mentioned here 
was a lack of information from policy makers to policy óimplementersô on the contents of the 
strategy, on priorities and on what has been reached till now. A gap between national and 
regional/local level has been mentioned as one of the reasons for this.  
The interviews also included some questions about the functioning of the KKB. Interviewees 
mentioned as strong points the inclusiveness of KKB, bringing together all relevant 
stakeholders, and its role in facilitating the flow and exchange of information to all stakeholders. 
There have been critical remarks that neither has the KKB the mandate to coordinate drug 
policy, nor are there clear-cut procedures for having results of KKB discussions endorsed as 
formal policy decisions.  
 
The external evaluation of the Strategy was ordered by the Ministry responsible for drug 
coordination in 2009. The research was conducted by the HealthMonitor Research and 
Consulting Non-profit Ltd. entrusted by the Nation Institute on Drug prevention. The research 
(Vitrai, 2009) was analysing the following questions: 
 

¶ Are the changes observed in the Hungarian drug scene in harmony with the aims of 
the Strategy? 

¶ Are the activities connected to the Strategy in accordance with the changes? 

¶ How much were the aims of the Strategy in compliance with the assigned sources and 
the connected activities based on experiences and professional knowledge available? 

 
Four different methods were used during the evaluation: document analysis, in depth 
interviews with decision makers and experts, discussion on the first results of the evaluation in 
focus groups, problem-tree analysis. 
The short summary of the results: The document-based analysis of activities connected to the 
90 long term goals of the strategic document showed that 123 activities could be identified 
which could be clearly connected to the goals of the Strategy. 17 of the activities were 
connected to more goals. No activities could be connected to 14 of the goals, from which in 
the case of 5 goals the reason assumably was the too general wording. 8 of the identified 
activities was contradictory to the goals and all of these activities were implemented on the 
field of Treatment and care. In the field of Prevention were the most fulfilled (43%) and the less 
unfulfilled (16%) goals. Only 22% of the goals of Treatment and care was implemented fully 
and 64% was not fulfilled at all. The output of the Supply reduction pillar was similar with 18% 
and 54%. As it can be stated from above there was a smaller or larger positive movement on 
all fields of the Strategy despite to the ambitious aim setting identified during the earlier mid-
term evaluation as well. 
 

T1.3 DRUG POLICY COORDINATION 
 
The Coordination Committee on Drug Affairs set up at the end of the 90s is a governmental 
body tasked to make proposals and formulate opinions, which, with its membership of 
representatives of state administration and national institutions, participates in the discussion 
and elaboration of the responses to the drug problem. It was restructured at the end of 2006 
and four of its permanent government delegate members were replaced by members from civil 
organisations. 
A further reorganisation of the Coordination Committee on Drug Affairs was carried out 2013 
on the basis of Government Decision 1158/2011. (V.23.) on the review of bodies established 
with a legal act or public body control instrument, and Government Decision 1452/2011. 
(XII.22.) on the implementation of the tasks included in the former decision. As a result, the 
Coordination Committee on Drug Affairs continued its work with a new structure and name 
(Inter-ministerial Coordination Committee on Drug Affairs - KKB) with the involvement of 
representatives of ministries and government offices and the separate Council on Drug Affairs 
(KT) was set up with civil delegates. 
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Professional and political control of tasks related to drug prevention and drug affairs 
coordination is exercised by the state secretary of EMMI responsible for health, the direct state 
head of the field is the deputy state secretary responsible for professional health care 
management. From 2018, the National Drug Prevention Coordination Department merged with 
the newly formed Department for the Operations of Focal Points, wich operates as a part of 
the Department of public Health. 
 
The main body of drug co-ordination in Hungary is the Department for the Operations of Focal 
Points under the Department of Public Health of the Ministry of Human Capacities (for more 
information see Chapter T1.3.1 of the Drug Policy section). Its tasks are set by the EMMIôs 
Organizational and Operational Rules7, which are (among others) the following: 

¶ participates in the development of health promotion and public health strategies, 
programs and action plans; 

¶ participates in defining strategic directions of health promotion, health education and 
health protection; 

¶ coordinates mental health tasks; 

¶ coordinates the development and implementation of multi-sectoral drug-related 
programs; 

¶ participates in the preparation of budget appropriations for drug treatment, develop 
their professional content and monitor their use; 

¶ prepares reports and briefings to inform the Government and the National Assembly 

¶ maintains the functions of the Inter-ministerial Drug Coordination Committee and the 
Drug Council with the assistance of the National Centre for Public Health 

¶ performs tasks related to drug prevention and drug coordination that are not within the 
remit and competence of another public administrations or other departments of the 
Ministry. 

Practical tasks related to the prevention and handling of the drugs problem (application and 
grant management, coordination of KEFs and QCT etc.) were carried out by the ministryôs 
background institution, NDI, that was operating as a unit of the National Institute for Family and 
Social Policy until September, 2015. The Office had been reorganised under the National 
Office for Rehabilitation and Social Affairs (NRSZH). Since 1 January 2017, the Directorate-
General for Social Affairs and Child Protection as legal successor had been in charge of the 
drug policy. The Unit of Drug Prevention Programs - within the Directorate General's Equity 
Department - operated between 1 April 2017and 1 August 2019. According to the 180/2019. 
(VII. 26.) Government Decree, the functions of the Department of Drug Prevention Programs 
of the SZGYF was merged and transferred into the National Public Health Centre (hereinafter: 
NNK) from 1 August 2019. (SZGYF 2018) 
 
The Coordination Fora on Drug Affairs (KEF) play an important role in the implementation of 
drug policy and consist of local-level professional consultation work groups that were created 
by local authority commitment, local professional collaborations aimed at handling the drug 
problem and by ministry grants. 
In 2020 there were currently 113 KEFs8 operating in Hungary, with capital, town, district, small-
region, county or regional competence. The role of the KEFs is to coordinate the work of the 
institutions of the four pillars in reducing drug problems, such as community and cooperation; 
prevention; treatment and rehabilitation and supply reduction. The members of the Drug 
Coordination Forums are representatives of state, municipal, NGO and church organizations 
that are active in the management of the drug problem (SZGYF 2020). 
 

 
7 16/2018. (VII. 26.) EMMI instruction on the Organizational and Operational Regulations of the Ministry of Human 

Resources, Decree 4/2019. (III.1) in conjunction with the modifications contained in EMMI instruction. 
8 According to 2020 data of the kef.hu 
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T1.4 DRUG RELATED PUBLIC EXPENDITURE 
 

T1.4.1 Availability of data on drug related public expenditure 
 
No current data or research results are available in connection with Hungarian public 
expenditure related to drug use. The results of the study carried out in the past (Hajnal 2009) 
can no longer be treated as valid. 
 

T1.4.2 Data on drug related public expenditure 
 
The tasks in connection of the implementation of drug related tenders of the Hungarian 
Directorate-General for Social Affairs and Child Protection as of 1 August 2019 got under the 
scope of the Human Resource Assistant Manager (EMET). In connection with programs 
related to prevention, 34 tender applications got supported in 2019, with a total worth of 200 
million HUF (EMET 2020). 
 

T3. NEW DEVELOPMENTS 
 
 
 

T4. ADDITIONAL INFORMATION 
 

T4.1 ADDITIONAL INFORMATION ABOUT DRUG POLICIES 
 
No information available.  
 

T5. NOTES AND QUERIES 
 

T5.1 PLANNED EVALUATIONS 
 
 

T5.2 ESTIMATE FOR THE EUROSTAT OF THE CONTRIBUTION OF THE ILLICIT DRUG MARKET TO THE 

NATIONAL ACCOUNTS 
 
No such estimation was carried out.  
 
 

T6. SOURCES AND METHODOLOGY 
 

T6.1 SOURCES 
 
EMET (Human Resource Assistant Manager) (2020): Drug programs 2019 
https://emet.gov.hu/kabitoszerugyi-egyedi-tamogatasok/ 
 
EMMI (Emberi ErŖforr§sok Miniszt®riuma) (2015a): Az EMMI Szoci§lis ®s Gyermekj·l®ti 
Szolg§ltat§sok FŖoszt§ly§nak besz§mol·ja. 
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EMMI (Emberi ErŖforr§sok Miniszt®riuma) (2017a): Az EMMI Szoci§lis ®s Gyermekj·l®ti 
Szolg§ltat§sok FŖoszt§ly§nak besz§mol·ja  
 
EMMI (Emberi ErŖforr§sok Miniszt®riuma) (2018a): Az EMMI Szoci§lis ®s Gyermekj·l®ti 
Szolg§ltat§sok FŖoszt§ly§nak besz§mol·ja  
 
EMMI (Emberi ErŖforr§sok Miniszt®riuma) (2020): Az EMMI Szoci§lis ®s Gyermekj·l®ti 
Szolg§ltat§sok FŖoszt§ly§nak besz§mol·ja 
 
Galla, M., von Gageldonk, A., Trautmann, F., Verbraeck, H. (2005a): Hogyan erŖs²thetŖ meg 
a magyar drogpolitikai koordin§ci· az ®rt®kel®s t¿kr®ben? Trimbos Instituut, Uttrecht. 
 
Galla, M., von Gageldonk, A., Trautmann, F., Verbraeck, H. (2005b): A Nemzeti Strat®gia 
f®lidŖs ®rt®kel®s®nek r®szletes tapasztalatai. Trimbos Instituut, Uttrecht. 
 
Hajnal, Gy. (2009): A k§b²t·szerrel kapcsolatos kºlts®gvet®si kiad§sok alakul§sa 2000 ®s 
2007 kºzºtt. In: Drogpolitika sz§mokban. Felvinczi, K., Ny²r§dy, A. (szerk.) pp. 375-409. 
LôHarmattan, Budapest.  
 
Report on the biannual activity of the Drug NGO Ombudsman between May 2014 and May 
2016 (2016), Budapest 
 
Vitrai J. (2009): Tanulm§ny a ĂNemzeti Drogstrat®gia a k§b²t·szer-probl®ma 
visszaszor²t§s§raò megval·sul§s§nak dokumentum- ®s m®lyinterj¼ elemz®sen alapul· 
®rt®kel®s®rŖl. Eg®szs®gMonitor Kutat· ®s Tan§csad· Nonprofit Kºzhaszn¼ Kft., Budapest. 
 
SZGYF (Szoci§lis ®s Gyermekv®delmi FŖigazgat·s§g) (2017): A Szoci§lis ®s 
Gyermekv®delmi FŖigazgat·s§g besz§mol·ja az EMCDDA 2017-es £ves Jelent®shez 
 
SZGYF (Szoci§lis ®s Gyermekv®delmi FŖigazgat·s§g) (2018): A Szoci§lis ®s 
Gyermekv®delmi FŖigazgat·s§g besz§mol·ja az EMCDDA 2018-as £ves Jelent®shez 
 
 

T6.2 METHODOLOGY 
 
Not applicable. 
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LEGAL FRAMEWORK9 
 
 

T0. SUMMARY 
 
Hungarian legislation has been characterised by multiple amendments to the Criminal Code 
over the past years. The Criminal Code, in force since 2013, determines the countryôs criminal 
law in a new structure following the altered drug-situation.  The Criminal Code in force provides 
regulation in connection with illicit drugs and new psychoactive substances in six statutory 
definitions. Apart from óacquisition and possession of small amount of new substancesô ïwhen 
infringement procedure is initiatedï all stated acts are considered as crime. The possible 
punishments for drug trafficking can be imprisonment for a term of two to eight years, while for 
drug possession between one to five years. According to the law, there is a special exemption 
of culpability in the matter of possession of drugs under a certain limit called ósmall amountô, if 
the perpetrator is able to present a document before being sentenced in the first instance to 
verify that he has participated in treatment for drug addiction (QCT). 
The rapid appearance of the new substances forced the countryôs decision-makers to 
elaborate a new monitoring and risk assessment system, which can be used to provide the 
appropriate information to make responsible decisions on the control of designer drugs. 
Act XCV of 2005 on Medicines (hereinafter: Medicines Act) lays down the framework of the 
new legislation, while Government Decree 66/2012 (IV. 2.) (hereinafter: Government Decree) 
determines the processes and responsible institutions in connection with the reporting of new 
psychoactive substances, their preliminary assessment, scheduling and risk assessment. The 
substances considered as new psychoactive substances as a result of the preliminary 
assessment get listed to Annex I. of Decree no 55/2014 of the Ministry of Human Capacities. 
The rules of the official procedure and duties concerning drug precursors is defined by the 
Government Decree no 159/2005. (VIII. 16.). 
 
 

T1. NATIONAL PROFILE 
 

T1.1 LEGAL FRAMEWORK 
 

T1.1.1 Characteristics of drug legislation 
 
The new Criminal Code (hereinafter: Btk.) accepted by the National Assembly on 25 June 2012 
entered into force on 1 July 2013. 
Chapter XVII of the Btk. (Criminal offences against health) provides regulations in connection 
with illicit drugs in six statutory definitions:  

1. drug trafficking,  

2. possession of narcotic drugs,  

3. inciting substance abuse,  

4. aiding in the manufacture or production of narcotic drugs,  

5. criminal offences with drug precursors,  

6. misuse of new psychoactive substances. (For more information see T1.1.3) 

 
The statutory definition of drug trafficking (Art. 176-177) includes the offering, supply, 
distribution and trafficking of illicit drugs, as well as providing material assistance to these 

 
9 Author of the chapter: R®ka B§lint 
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perpetrations. The law punishes the basic case with a term of imprisonment of between two 
and eight years. 
 
Perpetrations involving the possession of illicit drugs (Art. 178-180) include producing, 
manufacture, acquisition, possession, import, export of illicit drugs and transporting them 
through the territory of the country. The punishment for the basic cases is imprisonment for a 
term of between one to five years. The Btk. separately names illicit drug consumption, with the 
punishment of up to two years, same as the punishment for the acquisition of a small amount. 
 
The Btk. orders the offence of inciting substance abuse (Art. 181) (a person over the age of 
eighteen years who persuades or who attempts to persuade a minor to engage in the 
consumption of a substance or agent that has a narcotic effect and that is either classified as 
an illicit drug or not) to be punished by imprisonment of up to two years. 
 
The statutory definition of aiding in the manufacture of production of narcotic drugs (Art. 182) 
determines a punishment in term between one to five years for the (a) creation, acquisition and 
transfer, or (b) the release and trade of substances, equipment or facilities needed for the 
manufacture of production of narcotic drugs. 
The criminal offences with drug precursors (Act 183.) regulated also by the European Union, 
is punished by the Hungarian law by 3 years imprisonment for the basic cases.  
 
The Btk. contains the cases and conditions of alternatives to criminal procedure (quasi 
compulsory treatment, hereinafter QCT) (Art. 180.) which, according to the Hungarian criminal 
law system, are given as grounds, for exemption from culpability. The text of the law states 
that if a person who produces, manufactures, acquires or possesses a small amount of illicit 
drug for own consumption or who consumes illicit drugs óis able to present a document before 
being sentenced in the first instance to verify that he/she has participated in treatment for drug 
addiction, treatment of other conditions with drug use or a preventive-consulting serviceô then 
he/she may not be punished or his/her sentence can be reduced indefinitely. The QCT may 
be initiated either in the prosecution or the court phase of the criminal proceedings. The 
possibility of QCT is not available for those persons who undertook QCT in the two years 
previous to the perpetration of the offence or whose criminal liability has been determined in a 
drug trafficking or drug possession case. In the event of the crimes committed with new 
psychoactive substances, it is not possible to participate in QCT. (For more information about 
QCT and people participating in QCT see T1.2.2 and T1.3.1 in the Treatment workbook and 
T1.2.1 in the Drug Market and Crime workbook.) 
Additional official procedures, tasks and competencies regarding drug precursors are listed in 
Government Decree 159/2005. 

T1.1.2 Factors influencing the punishment: the type of illicit drug, the quantity of illicit 
drug and addiction 
 
According to the Hungarian criminal regulations the following substances specified in the law 
are classified as illicit drugs: 
a) the substances specified in the Schedules I and II of the Single Convention on Narcotic 
Drugs signed in New York on 30 March 1961 ratified by law decree no 4 of 1965, amended 
and supplemented by the Protocol of 25 March 1972 in Geneva on the amendment of the 
Single Convention on Narcotic Drugs ratified by law decree no 17 of 1988, 
b) the dangerous psychotropic substances specified in Schedule I and II of the convention 
signed in Vienna on 21 February 1971 on psychotropic substances, ratified by law decree no 
25 of 1979 and 
c) the psychotropic substances specified in the annex of the Act on Medicines for human use. 
The punishments associated with the offences listed in the Btk. may be influenced by several 
circumstances of the perpetration of the offence, and by the amount of illicit drug; however, the 



14 
 

type of drug does not affect the extent of punishment, neither according to the law nor the court 
practice. 
Aggravating circumstances include offences perpetrated in criminal association with 
accomplices or perpetrated by a public official or a person entrusted with public functions, as 
well as acts perpetrated by a person over the age of 18 years who offers or supplies illicit drugs 
to a person under the age of 18 years or who uses such a person to commit other drug-related 
offences. 
In general, it may be said that the Btk. specifies four quantity thresholds for the illicit drugs 
forming the subject of offences, which quantities relate to the pure active substance content of 
the illicit drugs. Perpetration with a small amount of illicit drug is treated as a privileged case 
as compared to the basic case. The act determines the quantity of the substantial amount - 
treated as an aggravating circumstance - to be twenty times the upper limit of the small amount, 
while the quantity of a particularly substantial amount is determined to be two hundred times 
the upper limit of the small amount. The text of the Btk. also includes the specification of the 
small amount for each of the individual illicit drugs (Art. 461). The following general rule is valid 
in the case of those substances where the law does not specify a precise active substance 
content: the illicit drug is considered to be of a small amount if its pure active substance content 
is not more than seven times the average effective dose of an unaccustomed user. 
With respect to drug trafficking (distribution, dealing) the case of small amount as a privileged 
case was removed, because stricter action was justified in the case of trafficking-type 
behaviours.  
The court has the possibility to take the addiction of the perpetrator into consideration when 
imposing the punishment, however, drug addiction (similar to alcohol, medicine, etc. 
addictions) can only be considered an attenuating circumstance if it causes an pathological 
mental state 
 

T1.1.3 Control of new psychoactive substances 
 
The rapid appearance of the new substances forced Hungarian decision-makers to elaborate 
a new monitoring and risk-assessment system, which can be used to provide the appropriate 
information to make responsible decisions regarding the control of designer drugs. 
Act XCV of 2005 (hereinafter: Medicines Act) lays down the framework of the new legislation, 
while Government Decree 66/2012 (IV. 2.) (hereinafter: Government Decree) determines the 
processes and the responsible institutions in connection with the reporting of new psychoactive 
substances, their preliminary assessment, their scheduling and risk assessment. The 
Medicines Act  defines ñnew psychoactive substancesô as substances or groups of compounds 
recently appearing on the market that have no medicinal use and that, due to their effect on 
the central nervous system, are suitable for altering a personôs state of consciousness, 
behaviour or senses, and therefore represent a threat to public health similar to the substances 
listed in the illicit drug and psychotropic substance schedules, and so with respect to this,  the 
minister responsible for health, classified them as such materials in a decree. The Medicines 
Act and the Government Decree created a new schedule (Annex 1 of Decree no 55/2014. (XII. 
30.) of Ministry of Human Capacities) for the new psychoactive substances, which contains 
both individual compounds and compound groups (through this providing both a list of 
individual compounds and a generic approach). 
According to the Medicines Act and the Government Decree, if the EMCDDA sends a 
notification about a substance on the basis of Directive 2017/2103 of the European Parliament 
and the Council, the responsible department of the Ministry of Human Capacities subjects it to 
a special preliminary assessment to determine whether the substance may be included in the 
list. In order for a substance to be included in the schedule of new psychoactive substances it 
must be proved that the Hungarian authorities and professional institutions have no knowledge 
of any data that refers to the medical use of the substance indicated in the notice, and that 
excludes that the substance poses a similar risk to public health as the substances included in 
the schedule of illicit drugs and psychotropic substances. 
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The individual compounds included in the schedule of new psychoactive substances must be 
subjected to a risk assessment within one year of their inclusion in the schedule. Depending 
on the result of the risk assessment, the compound must be transferred to the list of 
psychotropic substances (one of the schedules of Medicines Act) or to Schedule D of the 
Government Decree. If there is insufficient data available to complete the above risk 
assessment according to the findings of the expert body, the classification of the new 
psychoactive substance may be extended for a further year. This risk assessment obligation 
is not applicable for compound groups, which remain in the schedule of new psychoactive 
substances until at least one of the substances in the group complies with the conditions for 
the preliminary assessment. Activities defined by the relevant legislation in connection with 
new psychoactive substances may only be performed in possession of a permit issued by the 
state administration body for health. 
The Btk. contains a section entitled ñMisuse of New Psychoactive Substancesô (Art. 184, 
184/A-D), which follows the structure of the previous articles, but regulates the offences related 
to new psychoactive substances with more lenient punishments. The aggravated cases of the 
new regulation are essentially the same as those relating to illicit drugs, however, it had not 
included perpetrations with a substantial quantity until Act XLIII. of 2020 10comes into force. 
The lenient cases relate to perpetration with a small amount, the upper limit of which is 2 grams 
with respect to the active substance (previously 10 grams) of the given substance11. 
Furthermore, small amounts have been established for group of compounds listed in Annex I. 
of Decree no. 55/2014. of the Ministry of Human Capacities.12  The punishable acts also 
include acquisition and possession of new psychoactive substances as long as the amount 
exceeds the small amount. It was not the purpose of the legislators to establish the criminal 
liability of users of new psychoactive substances, therefore consumption is not punishable, nor 
is acquisition and possession of a small amount. If the new psychoactive substance does not 
reach the small amount, the prosecution will be suspended and an infringement procedure13 
will be initiated against the drug owner of the new psychoactive substance.  
 
The following table summarizes the national criminal law regulations related to illicit drugs and 
new psychoactive substances: 
 
Table 1. Regulation of narcotic drugs and new psychoactive substances 14according to the Penal Code 
 

Btk. imprisonment Btk. imprisonment 

Illicit drugs   New psychoactive substances 

Art. 176 (1): Offering, supply, 
distribution, and trafficking of illicit 
drugs (base case) 

2-8 yrs. 
Art. 184 (1): offering, supply, 
distribution, and trafficking of 
NPS (base case) 

1-5 yrs. 

Art. 176 (3): With substantial 
quantity 

5-20 yrs. 
Art. 184 (2)/a: With substantial 
quantity 

5-10 yrs. 

Art. 176 (5): Small amount in base 
case 

max 2 yrs. 
Art. 184 (4): Small amount in 
base case 

max 1 yrs. 

Art. 177 (1): Adult person gives or 
offers illicit drugs to a minor  

5-10 yrs. Art. 184/A.: Adult person gives or 
offers NPS to a minor  

2-8 yrs. 

Art. 177 Ä (2): With substantial 
quantity or as a state official  

5-20 yrs. 
 Art. 184/A. (2): With substantial 
quantity 

5-15 yrs. 

Art. 177 (4): Small amount (in base 
case) 

1-5 yrs. 
Art. 184/A.: Small amount (in 
base case) 

max 3 yrs. 

 
10  Comes in force: 1st January 2020 
11 Amended by Act XXXIX of 2017; in force from 23. May 2017. 
12 Act XLIII of 2020 
13 Act II. of 2012: 199/B Ä 
14 The penalty items established in terms of Art. 184 regarding substantial and particularly substantial 
quantities are in force from 1st January 2020 



16 
 

Art. 178 (1): Manufacturing, 
production, acquiring, possessing, 
importing, exporting, transferring in 
the country (base case) 

1-5 yrs. 
Art. 184/B.: Importing, exporting, 
acquiring, possessing NPSs over 
small amount 

max 3 yrs. 

Art. 178. (2)/b: With substantial 
quantity 

5-10 yrs. 
Art. 184/B (2)/a: With substantial 
quantity 

5-10 yrs. 

Art. 178 (2)/c: With a particularly 
substantial quantity 

5-15 yrs. 
Art 184/B. (2)/b: With particularly 
substantial quantity 

5-15 yrs. 

Art. 178 (5): Possession of small 
amount (base case) 

max 2 yrs. 
Art 184/B. (5): Possession of 
small amount 

max 1 or 2 
yrs. 

Art. 178 (6): Consumption of small 
amount 

max 2 yrs. 
  

 

Art. 179 An adult person using a 
minor (see acts in Art. 178.  (1) ) 

2-8 yrs. 
Art 184/C.: An adult person using 
a minor (see acts in Art. 184. (1)) 

1-5 yrs. 

Art. 179 (3)/b: With substantial 
quantity 

5-15 yrs. 
 Art 184/C. (2)/a: With substantial 
quantity 

5-10 yrs. 

Art. 179 (3)/c: With particularly 
substantial quantity 

5-20 yrs. 
 Art 184/C. (2)/b: With particularly 
substantial quantity 

5-15 yrs. 

Art. 180 Exemption from culpability: 
consumption under small amount if 
the person undertakes QCT 

X 

Acquiring, possessing NPS 
under small amount --> 
misdemeanour --> Act 2012. II. 
Art. 199/B. 

X 

Art. 181 (1)/b: An adult who 
persuades a minor to engage in the 
consumption 

2 yrs. 

Art. 181 (1)/b: An adult who 
persuades a minor to engage in 
the consumption of non-narcotic 
psychoactive substances 

2 yrs. 

Art. 182 (1): The release and trade 
of substances, equipment or 
facilities needed for the 
manufacture of production of 
narcotic drugs 

1-5 yrs. Art. 184/B: Manufacture of NPSs max 3 yrs. 

Art. 183 (1): Holds, brings in, 
transports, engages in or obtains a 
false statement without permission 
or in excess of its limits 

max 3 yrs. 

  

 

Art. 183 (2): In case of obligation 
infringement 

max 2 yrs. 
  

 

 
Table 2. Small amounts established for certain drugs and groups of compounds on the list of new 
psychoactive substances 
 

Btk. 

Small amounts 
established for certain 
narcotic drugs    Btk.  

Small amounts established 
for NPS (Art. 55. of Act XLIII. of 
2020.)15   

Art. 461. 
(1) a) 

Content of pure active 
substance in base form   Art 461. (5) 

In application of Act 184-
184/C. the small amount for 
NPSs established if its active 
substance is under   

aa) LSD 0.001 g a) 

Substances in the 1st group 
(synthetic cannabinoids) of 
Annex I. of Decree no. 55/2014. 0.5 g 

 
15 Comes in force from 1st January, 2020 
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of the Ministry of Human 
Capacities 

ad) 

Amphetamine; 
Methamphetamine; 
MDPV; Alpha-PVP 0.5 g b) 

Substances in the 2nd group 
(cathinones) of Annex I. of 
Decree no. 55/2014. of the 
Ministry of Human Capacities 1.5 g 

af) Heroin 0.6 g c) 

Substances in the 3rd group 
(triptamines) of Annex I. of 
Decree no. 55/2014. of the 
Ministry of Human Capacities 2 g 

ag) Morphine 0.9 g d) 

Substances in the 4th group 
(phenethylamines) of Annex I. of 
Decree no. 55/2014. of the 
Ministry of Human Capacities 1 g 

ah) 

Ketamine; Codeine; 
MDA; MDMA; MDE; 
MBDB; 1-Pea; N-methyl-
1-PEA; mCPP²; 
methadone; 4-
fluoramphetamine; 
pethidine 1 g e) 

Substances in the 4/a. group 
(N-fenil-1-(2-feniletil)-4-
piperidinamin) of Annex I. of 
Decree no. 55/2014. of the 
Ministry of Human Capacities 0.1 g 

ai) 
mephedrone; methilon; 
4-MEC 1.5 g f) 

Substances in the 5th group 
(individually named NPSs) of 
Annex I. of Decree no. 55/2014. 
of the Ministry of Human 
Capacities 2 g 

aj) Cocaine 2 g       

al) pentedrone 0.4 g       

Art. 461. 
(1) b) 

in case of GHB its active 
substance content 
expressed in acid form 7.5 g       

Art. 461. 
(1) c) THC (TOTAL-THC) 6 g       

Art. 461. 
(1) d) active substance content         

da) GBL 6.2 g       

db) 

AB-CHMINACA; MDMB-
CHMICA; AM-2201; AB-
PINACA; AB-
FUBINACA; and ADB-
FUBINACA 0.05 g       

 
 
 

T1.2 IMPLEMENTATION OF THE LAW  
 

T1.2.1 Sentencing practice 
 
No information available.  

T2. TRENDS 
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T2.1 CHANGES IN THE LEGAL FRAMEWORK SINCE 2000 
 
At the end of 2002, on the basis of its criminal policy endeavours, the government mitigated, 
differentiated and amended Act IV of 1978 on the Criminal Code (hereinafter: old Btk.) in 
several places. Along with this, necessary amendments were made to Act XIX of 1998 on 
Criminal Procedure (hereinafter: Be.).  
The new legislation which entered into force on 1 March 2003 by the Act 2 of 2003 on the 
amendment of criminal and other laws placed the acts with varying risk levels in four separate 
articles determining different punishments. Acquisition type behaviour, trafficking type 
behaviours and, similarly to the previous legislation, the acts committed by drug addicts were 
to be found in different sections, the latter involving the threat of more lenient punishment as 
compared to the former. The amendment included a new provision: acts committed against 
minors and those perpetrated with the use of minors were included in a separate statutory 
definition, the aggravated cases of which were punishable with the most serious, lifetime 
imprisonment. 
The old Btk. also contained the cases and conditions of QCT. The most significant change as 
compared to the previous legislation was that drug addiction was no longer a condition for 
using QCT. With respect to persons, any category of users (occasional, regular, addict) had 
the opportunity to take advantage of QCT (with more favourable regulations for drug addicts).16 
Non-addict perpetrators only had the possibility for QCT if the amount of drug was not more 
than the ósmall amountô of the given drug. With respect to criminal acts, QCT were typically 
available in the case of - less serious - use-related offences. However, two trafficking-type 
behaviours represented an exception, óofferô and óhand overô, because if the offered and 
handed over illicit drug was of a small amount, and the act in question took place óon the 
occasion of joint drug consumptionô, the perpetrator of the aforementioned two acts might have 
also taken advantage of the opportunity of QCT. It was a condition in all cases of QCT that óthe 
perpetrator is able to present a document before being sentenced in the first instance that 
verifies that he/she has participated for at least six consecutive months in treatment for drug 
addiction, treatment of other conditions with drug use or a preventive-consulting serviceô. The 
QCT might have been initiated either in the prosecution or the court phase of the criminal 
procedure. The wide application of QCT presented in the above text was declared to be 
unconstitutional by Constitutional Court decision no 54/2004. (XII. 13.), which decision caused 
the amendment of several points of the old Btk. (Be. Art. 188(1)h); Art. 222(2); Art. 266(6)). 
(For details see Chapter 1.1. of the 2005 National Report) 
Act LI of 2006 on the amendment of Be. entered into force on 1 July 2006, with the exception 
of Article 285(2) and (3). The two years following the enactment of the Be. revealed legislative 
deficiencies and practical demands that required mainly technical amendments to the law and 
a number of conceptual changes. According to the amendment, if the suspected drug user had 
voluntarily participated in treatment for drug addiction, treatment of other conditions with drug 
use or a preventive-consulting service, and this can result in exemption of culpability, it is not 
necessary for the investigating authority to send the investigation documentation to the public 
prosecutor with a recommendation that the suspected be formally accused or for the public 
prosecutor to make a decision on postponing formal accusation on the basis of article 222(2) 
of the Be. Therefore, if the suspected drug user subjected him/herself to any of the treatment 
forms serving as an QCT and this was still in process when the investigation documents were 
presented, the investigation must have been suspended. 
The amended provision made it possible to end the case with a cause for exemption of 
culpability irrespective of when suspension of formal accusation took place, if the quasi 
compulsory treatment (QCT) was started before the suspension of formal accusation.  
On the basis of the Supreme Courtôs Criminal Unity Resolution 1/2007, the confession of the 
user relating to the amount of illicit drug consumed (but no longer existing) may also be used 

 
16 As Art. 283(1)e) and f) of the old Btk. is more lenientô, for example, a drug addict may also take advantage of 
QCT if he/she ñproduces, manufactures, acquires or possesses illicit drugs for own consumptionô exceeding the 
small quantityô but not reaching the significant quantityô.  
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as evidence against the user, in this way the amount of illicit drug indicated in it is treated by 
the court as an influencing circumstance. The standpoint of the Unity Resolution in connection 
with offences forming a natural unit creates the possibility for stricter judgements against users 
perpetrating supply offences. (For details see 2008 National Report, Chapter 1.1.) However, 
as consumption is listed separately, in the Btk. in force several provisions of the Unity 
Resolution cannot be applied, including the summing of amounts used during consumption. 
The Unity Resolution is still in force with the text of the old Btk., which causes a serious degree 
of uncertainty in the implementation of the law. 
The current Btk. entered into force on 1 July 2013, which presents the statutory definitions 
under separate subtitles (Art. 176-183), as opposed to the old Btk. which under the subtitle of 
misuse of narcotic drugs contained six types of perpetrations in four articles. (For details see 
chapter T1.1.1) 
The Act XXXIX of 2017 - which got in force in May 2017 ï amended the quantity of small 
amount regarding new psychoactive substances: In appliance of Art. 184-184/C the new 
psychoactive substance is a small amount if its pure active substance content does not exceed 
2 grams. This Act is amended by Art. 55 of Act XLIII of 2020 to the extent that small amounts 
of groups of compounds in the first Annex to the list of psychoactive substances have been 
determined separately for each group (see: Table 2), therefore the 2 grams rule will be 
applicable for individually named substances. 
Article 49 of Act XLIII of 2020 sets out the penalties for offenses committed with new 
psychoactive substances (Art. 184 of the Criminal Code) in the case of substantial quantity 
and particularly substantial quantity (see: Table 1).  
The Act XC of 2017 ï in force from 1st July 2018 ï created a new Act on Criminal Proceedings 
(hereinafter new Be). The new Be does not change significantly on the criminal procedures 
connected to illicit drugs, however transfers QCT to the prosecutor phase from the police 
phase. Another change related to the former is that according to the new Be. (Art 576), "the 
court may order the accused to pay the criminal cost or part of the criminal charge, if the 
proceeding is terminated due to the fact that the accused has ceased to be punishable on the 
ground set forth in the Special Section of the Criminal Codeò. Furthermore, according to the 
new Be (Art 418) in case of adult offenders QCT is applicable without the need of probation 
service. 

T2.2 CHANGES TO THE IMPLEMENTATION OF THE LAW SINCE 2000 
 
In the field of drugs, the following licensing authorities carry out law enforcement activities: 
Police, National Tax and Customs Administration, Government Office of the Capital City 
Budapest and National Institute of Pharmacy and Nutrition. 
Changes experienced in the implementation of the law were caused by the continuous 
changes to the legislative background. A comparative analysis of sentencing practices over 
time is impractical due to the multiple amendments to the criminal codes. 
In 2012 a survey was carried out to examine legal efficiency in connection with trafficking-
related drug offences. The aim of the impact assessment was to examine the assertion, 
applicability and effects of the legal norms in effect relating to trafficking-related drug offences; 
while it also examined the indirect effects induced by the use of the legal acts, i.e. how legal 
practice affects the drug market. (For the results of the study see 2013 National Report, 
Chapter 9.2.) 
 

 

T3. NEW DEVELOPMENTS 
 

T3.1 CHANGES IN THE LEGAL FRAMEWORK IN THE LAST YEAR 
 
Table 3. Changes in the legal framework in the last year 
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The regulatory document 
subjected to amendments 
17 

The amended 
regulatory document 
(current version) 

  

Title Title Summary of changes Remarks  

    

Act CXVIII of 2018 Act C of 2012 To comply with the 
provisions of 2017/2103 
EU Directive, a new 
statutory was added: Act 
185/A counterfeiting 
medicines 

In force since 1st 
January, 2019 

    

    

Act LXX of 2018 Act 4 of 1965 on the 
Single Convention 
on Narcotic Drugs, 
promulgated in New 
York on 30 March, 
1961 

The list of Narcotic 
Drugs is extended by 6 
fentanyl derivatives: 
carfentanyl, 
ocfentanyl, 
furanylfentanyl, 
acrylfentanyl, 4-
fluoroisobutyrfentanyl, 
tetrahydrofuranylfentanyl 

In force since 1 
January, 2019 

Act LXXII of 2018 Act 25 of 1979 on 
the Single 
Convention on 
Psychotropic 
Substances 
promulgated on 
Vienna on 21 
February, 1971 

The list of Psychotropic 
Substances is extended 
by 6 new substances: 
AB-CHMINACA, 5F-
MDMB-PINACA, 
AB-PINACA, UR-144, 
5F-PB-22, 4-
fluoroamphetamine 

In force since 1 
January, 2019 

Decree no 30/2020 of the 
Ministry of Human 
Capacities 

Decree 55/2014 of 
the Ministry of 
Human Capacities 

Annex I of the list of NPS 
was expanded with 206 
NPSs detected in 
Europe 

In force since 24 
September, 2020 

Government Decree no 
271/2020 

Government Decree 
no 66/2012 

The preliminary 
assessment of NPS has 
changed.  

In force since 27 
June, 2020. 

Art. 49 of Act XLIII. of 
2020 

Act C. of 2012 Substantial and 
particularly substantial 
quantities has been 
established in case of 
offences committed with 
NPSs 

Comes in force in 
1st January, 2020 

Art. 55 of Act XLIII. of 
2020 

Act C. of 2012 The establishment of 
small amount for group 
of compounds listed in 
the generic legislation  

Comes in force in 
1st January, 2020 

    

    

 

T.3.2 CHANGES IN THE IMPLEMENTATION OF THE LAW IN THE LAST YEAR 
 
As a proportion of the illicit drug cases in process in 2019 fell under the force of the old Btk. 
and the rest of them under the new Btk. in force (see T.1.1.1), the National Courts Office 

 
17 Texts and hyperlinks of the documents subjected to amendments are not available. 

https://mkogy.jogtar.hu/jogszabaly?docid=A1800118.TV
https://mkogy.jogtar.hu/jogszabaly?docid=A1800070.TV
https://net.jogtar.hu/jogszabaly?docid=A1800072.TV
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provided the data relating to 2019 on the basis of the two different structures of the old Btk. 
and the Btk. in force. (OBH 2020) 
 
In 2019 63 persons were sentenced according to the old Btk. due to drug-related offences 
according to the following articles: 

¶ Article 282/ A, B, C: 54 persons (illicit drug related offences) 

¶ Article 283/A: 0 person (precursor related offences)  

¶ Article 283/B: 9 persons (NPS related offences) 

 
In 2019 the following punishments and measures were imposed on the 63 persons convicted 

with final judgement:18 

¶ 22 were sentenced to imprisonment (executable and suspended) 

¶ 2 were sentenced to community work 

¶ 8 were fined  

¶ 3 were reprimanded 

¶ 1 was put on probation 

¶ 3 were sent on probation service as a supplementary punishment 

 
4972 persons were sentenced in criminal procedures started in 2019 according to the Btk. in 
force according to the following articles: 

¶ Drug trafficking (Article 176-177): 1620 persons 

¶ Possession of illicit drugs (Article 178-180): 3322 persons 

¶ Inciting substance abuse: Article 181: 24 persons 

¶ Aiding the manufacture of illicit drugs: Article 182: 3 persons 

¶ Criminal offences with drug precursors: Article 183: 3 persons 

 
In 2019 the following punishments and measures were imposed on the 4972 persons convicted 
with a final judgement: 
 

¶ 1443 were sentenced to imprisonment (executable and suspended) 

¶ 938 were sentenced to community work 

¶ 1252 were fined  

¶ 22 were reprimanded 

¶ 489 were put on probation 

¶ 223 were sent on probation service as a supplementary punishment 

 
 

 
In 2019 914 people were sentenced related to the offence of misuse of new psychoactive 
substances (Article 184), and the following punishments and measures were imposed on the 
persons convicted with final judgement: 

¶ 323 were sentenced to imprisonment (executable and suspended) 

¶ 39 were sentenced to community work 

¶ 68 were fined (including suspended fines) 

¶ 1 were reprimanded 

¶ 25 were put on probation 

¶ 29 were sent on probation service as a supplementary punishment 

 
18 When imposing penalties and measures, one person may have been subjected to multiple penalties and 

measures in the same time, furthermore not all penalties and measures were indicated in the list. 
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In 2019 2888 people were taken under infringement procedure for misuse of new psychoactive 
substances. By the end of last year, 86% of those reported had been convicted. In 2019, the 
most frequently applied sanction for infringement procedures was the fine, with an average 
66,711 Forint/person. 
 

T3.3 EVALUATION OF LAW IN THE LAST YEAR 
 
No information available. 
 
 

T4. ADDITIONAL INFORMATION 
 
No information available. 
 
 

T5. SOURCES AND METHODOLOGY 
 

T5.1 SOURCES 
Ministry of Interiors (2020): Activities on drug issues in 2019 
 
OBH (National Courts Office (2020): Data from the Statistical Analytic Department 2020. 
 

T5.2 METHODOLOGY 
Not applicable. 
 

.  
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DRUGS19,20 
 
 

T0. SUMMARY 
 

T0.1 DRUG USE AND THE MAIN ILLICIT DRUGS 
 
Illicit drug use 
To determine the prevalence of different psychoactive substances in Hungary, we can rely 
primarily on NSAPH (National Survey on Addiction Problems in Hungary) general population 
surveys in the adult population (Paksi et al. 2019; Paksi 2020) and the ESPAD (Arnold, Elekes 
2020) and HBSC (Paksi 2019) school-surveys. These studies are typically conducted every 4 
years, with the most recent data available from the from the 2019 wave in case of the NSAPH 
and ESPAD and from 2018 wave in case of the HBSC. 
According to the 2019 NSAPH general population survey every thirteenth (7.9%) adult21 in the 
population between 18-64 years and almost every seventh (14%) young adult22 between 18-
34 years used some kind of illicit drugs23 in their lifetime. A quarter of ever-users reported illicit 
drug use in the past year, 2% of the adult population (18ï64 years). 1.2% of the adult 
population reported illicit drug use in the past month (Paksi et al. 2019; Paksi 2020). 

Examining the adult population by gender, it can be said that all aggregate indicators of illicit 
drug use24 show a significant pattern: men have used illicit drugs in higher proportion not only 
during their lifetime, but also in the past year and in the past month, compared to women. 

Chart 1. Prevalence of illicit drug use in the Hungarian adult population in 2019 (%) 

  

Source: NSAPH 2019 ï Paksi et al. 2019 

 
Based on the results of 3 adult population surveys conducted between 2007 and 2019 (Paksi 
et al. 2009; Paksi et al. 2017, Paksi et al. 2019, Paksi 2020), recent (last year) illicit drug use 
has not moved beyond the margin of error at the 95% confidence level in the young adult 
population aged 18-34 in the 12-year period studied. 

 
19 Authors of the chapter: Anna P®terfi, Anna Tarj§n, Borb§la Paksi, Petra Arnold, R®ka B§lint 
20 Regarding the epidemiological studies about drug use the National Report in general classifies synthetic 
cannabinoids and designer stimulants appearing in larger volume from 2009 under the category of ônew 
psychoactive substancesô regardless to their actual legal control status. 
21 Every tenth to fifteenth person, taking into account the margin of error of the measurement. 
22 Every sixth to ninth person, taking into account the margin of error of the measurement. 
23 The following substances were considered to be illicit drugs: marijuana / hashish, synthetic cannabinoids, ecstasy, 
amphetamines, cocaine, crack, designer stimulants, heroin, other opiates, LSD, magic mushroom, GHB, injected 
drug, other drugs. 
24 Excluding the indicators of continuous consumption. 
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In the population aged 18-64, 44.5% of those who used any illicit drug in the past year had 
used only one out of the 14 types of drugs studied. However, 36.5% of last year users have 
used two, and one-fifth (20.1%) used three or more types of drugs in the past year. 
 
 
Main illicit drugs 

In the adult population, most, of the illicit drugs studied, have used marijuana or hashish in 
their lifetime (6.1%). After marijuana / hashish, the most common drugs (which are tied 
considering the standard error of measurement) are ecstasy (2.5%), synthetic cannabinoids 
(2.1%), amphetamines (1.5%), cocaine (1.5%) and designer stimulants (1.4%). The lifetime 
prevalence of other illicit drugs does not reach 1% (ranging from 0.3% to 0.9%) in the 
Hungarian adult population. The order of drug preference in the young adult population is 
basically the same as in the adult population. 

Overall, marijuana/ hashish has traditionally maintained its leading position in the Hungarian 
population, followed by classical stimulants and new psychoactive substances as the most 
popular drugs in the adult and young adult population (Paksi et al. 2020; Paksi 2020). 

Chart 2. Lifetime prevalence rates by substance types in the 18-64 and 18-34 year-old adult population  
in 2019(%) 

 

Source: NSAPH 2019 ï Paksi et al. 2019 

 
 
While synthetic cannabinoids rank second after marijuana/ hashish in terms of ever-use (taking 
into account the margin of error, they are tied to ecstasy, amphetamines, cocaine and designer 
stimulants), in the order of importance based on recent drug use, marijuana / hashish are tied 
for the first place in both the adult and young adult populations (Paksi 2020). 
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According to the results of the 2019 national ESPAD survey, the lifetime prevalence of illicit 

substance use25 among school-aged 16-year-olds was 13.9% (Arnold, Elekes 2020). The 

proportion of users of medicines without prescription26 is somewhat lower (12.9%). Nearly a 

quarter of young people (23.2%) have used licit or illicit drugs at some point in their lives. 

There was no significant change in drug use compared to 2015: drug use indicators did not 

change, only the prevalence of new psychoactive substance (NPS) use decreased, and 

there was a slight increase in the overall use of illicit and licit drugs. As in previous years, 

cannabis ranked first in the drug use pyramid with a lifetime prevalence of 12.6%: meaning 

that more than a tenth of 16-year-olds have tried marijuana and hashish in their lifetime. 

Following cannabis, the ranking includes medicines without prescription: 7.6% of students 

have already used sedatives, hypnotics without medical prescription, 6.7% alcohol with 

medication, or painkillers with the goal of getting high. In the fifth place of the pyramid is still 

a licit substance, volatile inhalants with 6.5% lifetime prevalence, followed by one of the 

designer drugs, synthetic cannabinoids: every twentieth student has already tried such a 

drug. All the other drugs investigated had a prevalence of less than 5%. Crack, mephedrone, 

methamphetamines and heroin were in last places of the ranking (Arnold, Elekes 2020). 

Chart 3. Lifetime prevalence rates by substance types among 16 years-old students, in 2019 (%) 

 

Source: ESPAD 2019 ï Arnold, Elekes 2020 

 
 
Drug use patterns among high-risk drug users significantly changed over the since 2010 on 
the basis of routine data collection and research in the field. This change can be attributed 

 
25 Illicit drugs are the following substances included in ESPAD studies from the beginning: marijuana/hashish, 
ecstasy, amphetamines, LSD or other hallucinogens, crack, cocaine, heroin. 
26 Hypnotics/sedatives, painkillers (without prescription) in order to get high, alcohol with medication. 
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primarily to the emergence and increasing use of new psychoactive substances (NPS) - mainly 
synthetic cathinones and synthetic cannabinoids - and to the decreased availability of classical 
substances related to high-risk drug use (heroin and amphetamine). This pattern change not 
only affected PWID but also other marginalized groups such as: homeless people; prisoners; 
people living in segregated areas; and young people in child protection care.  
Parallel to the spread of NPS use (2011-2015) HCV prevalence doubled (to 49%) in PWID at 
the national level. Among primary NPS injectors prevalence of injecting equipment sharing and 
HCV were significantly higher when compared to those injecting classical substances. 
Since 2016, injecting of synthetic cathinones appears to be moderating, in parallel with which 
recent research results underline a shift in the route of administration and the primary used 
substance among PWID, namely, increasing inhaling (foil) of injectable substances and 
periodic or permanent shift to synthetic cannabinoid use (smoking). Groups previously 
characterized by primary injecting use are becoming polydrug users switching between 
multiple substances and multiple routes of administration.  
The most frequent cause of entering treatment in Hungary is cannabis use, its proportion 
(75.6%) is especially high among clients entering treatment as an alternative to criminal 
procedure (QCT). The second most prevalent reason for addiction treatment is stimulant use. 
Although treatment data only indirectly indicate, two drug treatment facility surveys (P®terfi 
2015; P®terfi et al. 2016; see methodology in Drugs/Sources, Methodology, Chapter T6.2) 
directly confirmed the expansion of treatment demand related to synthetic cannabinoids and 
synthetic cathinones, that rivals the volume of treatment demand related to classical drugs. At 
the same time, many sources indicate that the treatment system has difficulties to involve NPS 
users in treatment and does not reach a significant proportion of NPS users in need of 
treatment. 
Beyond treatment data other researches proved that the treatment demand related to NPS 
use emerges after a shorter drug use carrier. Beyond addiction care emergency/clinical 
toxicology care and psychiatric care also experienced increased treatment demand in the past 
years according to several sources (for more information see Treatment Workbook, Chapter 
T4.4. in National Report 2015 and 2016).  
 
.   
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A. CANNABIS 
 

T1. NATIONAL PROFILE 
 

T1.1 PREVALENCE AND TRENDS 
 

T1.1.1 The relative importance of cannabis 
 
Based on seizure data, in Hungary the most available cannabis derivative is herbal cannabis 
followed by cannabis resin. There has been no marked change in the availability of herbal 
cannabis in recent years, while the number of seizures of hashish below 10 g has been 
increasing since 2010, which may indicate a steady increase in hashish consumption (NSZKK 
2020a). Based on the annual survey on street prices (B§lint 2020) the price of cannabis 
available on the Hungarian market has remained almost unchanged at around HUF 2,500-
3,000 for years. For further information on cannabis trafficking and seizures see Drug Market 
and Crime Workbook. 
 
16.4% of young adults aged 18-34 detect the presence of marijuana or hashish in their 
environment, 9.5% have been offered marijuana or hashish at least once in the past 12 
months, and 19.2% believe that he could obtain marijuana or hashish quite easily or very easily 
(Paksi 2020). 
Synthetic cannabinoids, known on the street name ñbioò and ñherbalò typically appear as 
impregnated herbal materials or more rarely in powder form on the streets. In recent years, 
three new forms of appearance in synthetic cannabinoids were identified: magic tobacco 
(instead of using any kind of plant material tobacco is impregnated with synthetic 
cannabinoids), toothpick (when they roll small pieces or grated toothpicks soaked into the 
active ingredient into a cigarette and then smoke it), and paper (when they roll cigarettes from 
impregnated papers or documents). Magic tobacco and paper first appeared in detention 
facilities, but by 2017, magic tobacco became widely available on the streets as well (NSZKK 
2019a; Kal· et al. 2018). The range of active agents in products linked to synthetic 
cannabinoids usually follow changes in legislation dynamically. In general, 1-2 dominant 
substances are available on the market in the same time. Impregnated herbal materials sized 
in 2019 contained the active agent 5F-MDMB-PICA in 63% of the cases (NSZKK 2020a). The 
price of synthetic cannabinoids available on the market, similarly to cannabis derivatives, has 
hardly changed over the years, the mode price had ranged from HUF 500 to HUF 1,000 per 
gram (B§lint 2020). 

T1.1.2 Cannabis use in the general population 
 
According to the data of the general population survey in 2019 (Paksi et al. 2019) cannabis is 
the most widespread illicit drug in the 18-64-year-old adult population, the lifetime prevalence 
rate is 6.1%, the last year prevalence rate is 1.3% and the last month prevalence rate is 0.9%. 
In the 18-34-year-old young adult population the lifetime prevalence rate is 10.5%, the last 
year prevalence rate is 3.4% and the last month prevalence rate is 2.6%. 
 
 
Several of the examined social-demographic indicators examined showed a significant 
correlation with cannabis use Between 2007 and 2015, cannabis use among the young adult 
population showed a trend-like decline in last year and last month use, respectively. However, 
in the period between 2015 and 2019, the survey results show a stagnation in the case of the 
last year prevalence and a trend-like increase in the case of the last month use. 
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Chart 4. Changes in the last year and last month prevalence (%) of cannabis use between 2007 and 
2019, in the young adult population between 18-34 years 

 

Source: NSAPH 2007; 2015; 2019 ï Paksi et al. 2019 

 

 Several of the social-demographic indicators examined showed a significant (p <0, 05) 
correlation with cannabis use (gender, age, urbanization characteristics, cultural, labour 
market, economic and relationship status, satisfaction with different areas of life, religiosity). 
The most marked differences are observed in terms of age (p<0.001): the lifetime prevalence 
of cannabis use among young adults is almost three times higher than in the older age group. 
The urbanization pattern of cannabis use is also marked (p<0.001). Among those living in 
settlements of 50,000 or more, the lifetime prevalence of marijuana / hashish use is more than 
twice as high as in smaller settlements. However, it is important to note that we cannot 
generally speak of a linearly higher involvement of those living in settlements with a higher 
degree of urbanization, as the capital city was linked to an average prevalence. The lifetime 
prevalence of males is also significantly (p=0.001) higher than that of females. Based on the 
descriptive statistical analysis, the role of religion-related identity, especially the uncertainty 

along it, and the accumulation of deviant behaviours in the family (p¢0.001) should be 
highlighted as risk factors. 
 
Table 4. Lifetime prevalence of marijuana/hashish use along different socio-demographic 
characteristics in the 18-64 aged general population, in 2019 (%) (in the proportion of respondents) 

Social-demographic 
characteristics 

Response values 
N 

Marijuana/ 
hashish LTP (%) 

sign. 

Gender 
male 597 8.4 

p=0,001 
female 680 4.0 

Young adult / adult  
18-34 years-old 403 10.9 

p<0,001 
35-64 years-old 874 3.9 

Age groups 

18-24 146 6.8 

p<0,001 

25-34 256 12.9 

35-44 330 6.1 

45-54 288 3.1 

55-64 256 2.0 

Size of settlement  

<50.000 inhabitants  816 4.7 

p=0,001 Ó50 000 inhabitants 236 11.4 

capital city 225 5.8 

Region 

N-W 231 10.0 

p=0,073 S-W 161 5.0 

Middle-East 241 6.2 
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Social-demographic 
characteristics 

Response values 
N 

Marijuana/ 
hashish LTP (%) 

sign. 

N-E 239 3.3 

S-E 178 5.1 

Budapest 225 5.8 

Highest level of 
education27 

primary school or lower 126 6.3 

p=0,032 

vocational school 436 5.0 

final examination (secondary 
school) 

461 
4.8 

BA/BSc or MA/MSc 252 9.9 

Intergenerational 
educational mobility 

upwardly mobile 661 4.5 

p=0,041 not mobile 536 7.6 

downwardly mobile 50 10.0 

Vocational 
qualification 

no 194 4.6 
p>0,1 yes 945 6.3 

Labour market activity 
no job 303 6.3 

p>0,1 
have a job 958 5.7 

Subjective financial 
situation 

we make a comfortable living 
from our income 

108 12.0 

p=0,009 

we make ends meet 797 6.0 

we have a hard time making a 
living from our income 

289 3.8 

we have a very hard time making 
a living from our income 

57 5.8 

Perceived relative 
financial  situation 

better than average 260 10.0 

p=0,012 average 790 4.9 

worse than average 213 5.6 

Net monthly income of 
the household28 

<384 EUR 34 0 

p=0,121 

385-553 EUR 103 6.8 

554-784 EUR 178 2.2 

785-1.168 EUR 229 7.0 

1.169-1.229 EUR 123 4.1 

above 1.229 EUR 118 7.6 

Relationship status 
not living with partner 239 7.5 

p=0,098 
living with partner 849 5.1 

Religiosity 

religious 624 2.9 

p<0,001 uncertain (cannot tell if religious) 76 14.5 

not religious/atheist 548 8.8 

 

 Source: NSAPH 2019 ï Paksi et al. 2019 

 
Table 5. Mean value of different social-demographic characteristics in ever marijuana/hashish users and 
non-users in the 18-64 years-old population, in 2019 
 

Social-demographic characteristics 
Used Not used Difference in 

mean* 
sign. 

Mean N Mean N 

Age (years) 34.48 77 42.24 1197 -7.761 p<0.001 

Size of household (persons) 2.97 75 2.91 1197 0.052 p>0.1 

 
27 corrected with ongoing studies 
28 Values were calculated using the EUR intermediate exchange rate valid for 2019 (EUR 1=HUF 325.35) 
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Social-demographic characteristics 
Used Not used Difference in 

mean* 
sign. 

Mean N Mean N 

Deprivation index29 1.86 77 3.15 1199 -1.287 p=0.003 

Anomie30 17.46 71 18.02 1106 -0.560 p>0.1 

Number of deviant behaviours on the 
close family 

3.05 74 1.55 1146 1.500 p<0.001 

WHO general well-being 9.07 77 9.19 1171 -0.120 p>0.1 

Hours spent working an average week 30.66 71 31.33 1176 -0.674 p>0.1 

Satisfaction: with work 3.43 71 3.69 1121 -0.255 p=0.059 

Satisfaction: with financial situation 3.41 77 3.35 1180 0.062 p>0.1 

Satisfaction: with family relations 3.96 77 4.20 1181 -0.237 p=0.024 

Satisfaction: with partner relationship 3.78 76 4.07 1151 -0.295 p=0.035 

Satisfaction: with other social relations 3.91 76 3.98 1178 -0.072 p>0.1 

Satisfaction: with health status 4.02 77 4.04 1179 -0.015 p>0.1 

Differences that are statistically significant are indicated with grey background 
* difference in mean=users ς non users 

Source: NSAPH 2019 ï Paksi et al. 2019 

 
 In the adult population aged 18-64, first marijuana/ hashish use occurred on average between 
the ages of 19 and 20 (19.45 years-old), although a quarter of ever users were over the first 
cannabis use by the age of 17, while more than half (58.2%) had already used cannabis by 
the age of 19 (median age 19). The earliest use was at the age of 12 and the latest at the age 
of 30. 
In the population aged 18-64, half (52.6%) of those who had used marijuana or hashish in their 
lifetime had also used another illicit drug. The lifetime prevalence of illicit drug use other than 
cannabis in the population is 4.5%, so the risk for cannabis users to try some other illicit drug 
is approx. ten times the risk measured in the general population. If we build a drug use pyramid 
to examine the association between cannabis use and other drug using behaviors, we can see 
that among those who have ever used marijuana or hashish between the ages of 18 and 64, 
the lifetime prevalence of each other illicit drug is 10-15 times the population average. 
In the young adult population, the slope of the pyramid is basically the same as the slope of 
the pyramid built for users aged 18ï64, i.e., the risk of using other drugs for young (18-34 
years-old) cannabis users are the same as those typically associated with cannabis users in 
the adult population. Therefore, considering that the prevalence of cannabis use is the double 
in young adults (18-34) when compared to adults (18-64), the effect of cannabis use on the 
risk of other drug use is lower in the young adult population. 
 
Chart 5. Drug use pyramid of cannabis users in the 18-64 and 18-34 years-old population (in the 
percentage of cannabis users) 

 

 
29 The deprivation index is an indicator with a multidimensional concept of being disadvantaged, that measures the 
financial status and living conditions of individuals and families in a comprehensive system. The study examined 
the existence of 16 components of the living environment. The higher index value expresses a greater degree of 
deprivation. 
30 The indicator is a subjective indicator measuring the degree of anomie along the dimensions of violation of norms, 
powerlessness, lack of orientation and alienation. The higher value of the indicator indicates an increased presence 
of anomic sensations. 
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Source: NSAPH 2019 ï Paksi 2020 

 

T1.1.3 Cannabis use in schools and other sub-populations 
 
According to the results of the HBSC survey carried out in 2018 (Paksi 2019), 19,8% of 
students in grades 9 and 11 had already used cannabis and nearly one in ten (9.5%) used it 
in the 30 days prior to the survey. This means that in an average-sized class 4-5 students have 
used marijuana or hashish in their lifetime, of whom about two students is using currently. 
Perceived cannabis use shows a significant pattern by both grade and gender: senior graders 
and boys have a higher rate of perceived marijuana / hashish use in their environment (Paksi 
2019).  
According to the latest ESPAD study (Arnold, Elekes 2020), cannabis was still the most 
common drug among school-age children in 2019. 
 
More than a tenth (12.6%) of 16-year-old students had used marijuana or hashish in their 
lifetime. One in ten students (10.2%) had used the drug in the 12 months prior to the survey 
and one in twenty students (5.2%) had used the drug in the month prior to the survey. Four-
fifths (79.9%) of students who had already tried cannabis had used it in the previous year and 
more than a third (39.9%) in the previous month as well. 
 
The lowest prevalence of cannabis use (4%) was measured in 1995, which nearly quadrupled 
by 2003. After a small decline, it started to rise again in 2011, when the prevalence value 
peaked: nearly a quarter of 16-year-olds had already tried cannabis. By 2015, there was a 
larger decline, the proportion of ever-users has fallen to two-thirds. In 2019 the lifetime 
prevalence of cannabis use among 16-year-olds did not change when compared to 2015,  with 
the prevalence of around 13% in both years. 
In all data collection waves, with the exception of 2015, significantly higher lifetime prevalence 
values were observed among boys compared to girls. Although this difference appears to be 
diminishing over the years: while in 1999 boys showed more than twice the prevalence values 
of girls, in 2019 boys' lifetime prevalence was only one and a half times the prevalence values 
of the girls. And in 2015, cannabis use by boys and girls did not differ significantly.  
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Chart 6. Changes in the lifetime prevalence of cannabis use between 1995-2019 among 16-year-old 
students, by gender (%) 

 
Source: ESPAD 2019ï Arnold, Elekes 2020 

 
Cannabis use shows a significant relationship with the majority of the background variables 
examined (no significant difference was observed with the school's maintainer, parents 
ôeducation, and school type). 
Lifetime prevalence values are about one and a half times higher among boys than among 
girls. Pupils / residents in Budapest are more likely to try cannabis than students attending 
school/ living in rural areas. 
Living with both birth parents (intact family) is a protective factor in trying cannabis. Living in a 
broken family, or without both birth parents, is also a risk factor for experimentation with 
cannabis, but living in a patchwork family is associated with the highest risk. 
The better the studentôs financial circumstances, the more likely (s)he is to try hashish, 
marijuana: among 16-year-old students living in high above-average financial conditions we 
measured twice the lifetime prevalence of cannabis use as among those living in below-
average financial conditions. 
 
Table 6. Lifetime prevalence of cannabis use along different social-demographic characteristics among 
students among 16-year-old students, in 2019 (%)  

Social-demographic 

characteristics 

 

 

Lifetime 

prevalence of 

cannabis use % 

sign. 

Gender 
male 14.8 

p<0.01 
female 10.3 

School type 

secondary grammar 

school 
12.3 

not sign. 
secondary school 11.5 

vocational training 14.9 

School address 

Budapest 18.3 

p<0.01 
county capital 10.7 

town 12.0 

municipality 7.1 

4,3

15,8

18,2

15,6

20,7

14
14,8

3

7,2

13,2

10,9

17,9
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19,4
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Schoolôs maintainer 

state 12.8 

not sign. church 9.4 

private 15.2 

Residence 

Budapest 17.2 

p<0.05 town 12.6 

municipality 10.7 

Family structure 

intact  10.1 

p<0.01 
patchwork  17.1 

broken  16.8 

no birth parents 16.4 

Fatherôs education 

less than final 

examination 
11.9 

not sig. final examination 11.9 

higher education 14.2 

not known 11.4 

Motherôs education  

less than final 

examination 
11.5 

not sig. final examination 11.9 

higher education 13.7 

not known 14.5 

Subjective financial condition 

much better off 14.9 

p<0.05 
about the same or better 

off  
11.7 

 less well off 6.9 

Source: ESPAD 2019 ï Arnold, Elekes 2020 

 
About half of the 16-year-old students who have already used cannabis are ñone-time usersò: 
48.3% of students have tried the drug once or twice and have not used it more times. The 
proportion of those who used cannabis more times is relatively high (51.7%): one-fifth of ever-
users used cannabis 3-5 times, more than a tenth 6-9 times, and slightly less than a tenth 10-
19 times. Nearly one in ten students who have ever used it has used cannabis 40 or more 
times in their lives. Nearly a tenth of the users can therefore be considered regular users. 
There was no significant difference between girls and boys in terms of age at first cannabis 
use. Boys, girls, and in total both tried cannabis at a mean age of 14.6 years31. 
 

FOR PATTERNS OF DRUG USE AMONG CLIENTS OF HARM REDUCTION SERVICES IN RECREATIONAL 

SETTING, SEE DRUGS / CANNABIS / T4.1.T1.2 PATTERNS, TREATMENT AND PROBLEM/HIGH RISK 

USE 
 

T.1.2.2 Treatment for cannabis 
 
In Hungary, cannabis use is the leading cause of entering treatment for illicit drug use (see 
Treatment Workbook, Chapters T1.3.1, T1.3.4 and T2.1). In 2019 64.2% (2942 persons) of 
those starting treatment reported cannabis as their primary substance and a further 8.7% (398 

 
31 For the calculation of the mean value, the 9-year-old or earlier category was counted as 9 years-old and the 16-
year-old or later category as 16-years-old. 
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persons) indicated the use of cannabis as a secondary drug (P®terfi 2020a - TDI data 2019). 
From 2016 to 2018, the number of cannabis users increased significantly, (2016: 2323; 2018: 
3174 persons) that is, unambiguously due to the raise in cannabis users seeking treatment as 
an alternative to criminal procedure Between 2018 and 2019 the changes were also affected 
by the number of clients referred to treatment services from the criminal justice system. In this 
year the number of cannabis users seeking treatment decreased (2018: 3174; 2019: 2942). 
Typically, the changes in the number of cannabis users starting drug treatment is correlated 
with the changes in law enforcement activity in respect of drug offences.  (For more information 
see Treatment Workbook, Chapter T2.1.) 
 
The majority of cannabis users (2557 persons, 870%) started treatment as an alternative to 
criminal procedure (QCT) and 58.9% of all primary cannabis clients (1731 persons) were 
referred to preventive-consulting services (a type of QCT programmes targeting less 
problematic users). In 2019 almost three-quarter of the QCT clients (2557 persons, 73.9%) 
started treatment because of cannabis use. Among the non-QCT clients the proportion of 
cannabis related treatment demand was significantly lower, 34.2% (381 persons).  
 
89.3% of those entering treatment because of cannabis were male, 10.7% were female. Their 
mean age was 27.0 years and had used cannabis for an average of 8.6 years before starting 
treatment in 2019. 
 
Regarding their pattern of substance use, alcohol (17.7%), amphetamine (13.6%) and MDMA 
(6.2%) were the most commonly used secondary drugs among cannabis users in 2019. 21.3% 
of those entering treatment for primary cannabis use it at least 2 days per week, 17.1% use it 
once or less per week, and 58.8% have not used it in the 30 days prior to treatment, or used it 
only occasionally. As described above, the vast majority of cannabis users receive treatment 
as an alternative to criminal procedure, in which case they typically no longer use drugs or only 
occasionally. The figure below shows how different the substance use background of users 
seeking treatment voluntarily or as an alternative to criminal procedure. 
 
 
Chart 7. Frequency of drug use among QCT and non-QCT clients starting drug treatment in 2018 
(NQCT=2758 persons; Nnon-QCT=410 persons) 

 
Source: P®terfi 2020a - TDI data 2020 

 
Cannabis use as a secondary substance was most prevalent among hallucinogen users 
(28.6%), amphetamine users (27.2%), and cocaine users (26.9%). 
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With respect to treatment and harm reduction possibilities, the treatment of cannabis users 
takes place characteristically at general drug/addiction/psychiatric treatment units. There are 
elements in the programmes of certain treatment centres that are tailored specifically to the 
needs of cannabis users (P®terfi 2015), however, there is no specific treatment or harm 
reduction programme available for them in the country. 
 
 

T1.2.4 Synthetic cannabinoids 
 
Adult population 
 
According to the data of the NSAPH (National Survey on Addiction Problems in Hungary) 
general population survey in 2019 (Paksi et al. 2019; Paksi 2020) synthetic cannabinoids were 
among the most widespread drugs in the 18-64-year-old adult population in Hungary. Based 
on their lifetime prevalence (2.1%) it was the third most popular drug (following cannabis and 
ecstasy), based on the last year prevalence rate (1.2%) it was the second most popular type 
of drug following cannabis. Its last month prevalence was 0.3%. Changes in the prevalence of 
synthetic cannabinoids in the general population can only be monitored from 2015. Based on 
the results of the 2015 and 2019 population surveys, there has been no change in the 
prevalence of the use of synthetic cannabinoids in Hungary in these four years, neither in the 
adult population in general nor among young adults. 
 
Chart 8. Prevalence of synthetic cannabinoid use in the 18ï34-year-old young adult population in 2015 
and in 2019 (%) 

 
Source: NSAPH 2019 ï Paksi 2020 

 
When comparing the pyramid32 constructed for synthetic cannabinoid users with the pyramid 
of cannabis users (see T1.1.2), the pyramid of synthetic cannabinoid users has a much higher 
slope. Although cannabis users themselves are significantly more likely to use other drugs 
than the general population, ever using synthetic cannabinoids represents an even more 
increased exposure to other drugs compared to marijuana/hashish users. 
 
When comparing the synthetic cannabinoid users' pyramid constructed on the basis of 2019 
data with the pyramid of 2015 data (Paksi, 2017), we can see that the slope of the pyramid 
has increased in recent years, which shows the increased risk of using other drugs among 

 
32 To investigate the relationship between synthetic cannabinoid use and other drug use behaviours, a special 
version of the drug use pyramid, traditionally built for cannabis users, was constructed for synthetic cannabinoid 
users. 
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synthetic cannabinoid users. Among other drugs used by synthetic cannabinoid users, the role 
of designer stimulants has increased especially. 
 
Chart 9. Drug use pyramid of synthetic cannabinoid users in the 18-64 and 18-34 age groups in 2019 
(in the percentage of ever synthetic cannabinoid users) 

 
Source: NSAPH 2019 ï Paksi 2020 

 
Examining the basic social-demographic pattern of synthetic cannabinoid use with statistical 
tools, we found significant differences in age, gender, degree of urbanization of the residence, 
deviant patterns in the family, views on religiosity, and one of the indicators of economic status. 
The lifetime prevalence of synthetic cannabinoids among men is about five times that of 
women, and the exposure of young adults is nearly four times that of older adults (p<0.001). 
In addition, the data indicate a significant risk role of deviant family patterns (p <0.001) and 
insecurity regarding religious identity (p = 0.004). People living in cities with more than 50,000 
inhabitants are more affected compared to smaller settlements and the capital (p = 0.007). Of 
the various indicators of economic status, only perceptions related to the relative financial 
status showed a significant association with synthetic cannabinoid use, indicating a higher risk 
of living in better-than-average conditions (Paksi 2020). 
 
The mean age of using synthetic cannabinoids for the first time was 19. By the age of 19 almost 
two-third of those who ever used cannabis has already used cannabis. 
 
School population 
 
According to the results of the 2019 ESPAD study (Arnold, Elekes 2020) conducted among 
secondary school students one in twenty 16-year-old (4.9%) has already used synthetic 
cannabinoids33, that is the second place in the consumption structure.  
 
The lifetime prevalence of synthetic cannabinoid use decreased to its two-thirds, from 7.2% to 
4.9%, between 2015 and 2019. 

 
33 In the questionnaire synthetic cannabinoids were referred as: a new type of drug with a marijuana-like effect (with 
street names: "herb§l", "bio", "biofŤ", "magic tobacco", "synthetic weed") 
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The ever use of synthetic cannabinoids did not show a significant relationship with most of the 
social-demographic characteristics examined. 16-year-olds in vocational schools have about 
twice the prevalence values compared to their peers in high school and vocational high school: 
vocational school is therefore a clear risk factor for trying synthetic cannabinoids. When 
examining the family structure, the "intact family" showed to be a protective factor and all other 
forms of family can be seen as a higher risk factor: while only 3.3% of students living with both 
birth parents ever used synthetic cannabinoids, 7.1% ever used of those living in a patchwork 
or a broken family and 9.6% of those without their birth parents. 
The vast majority of 16-year-old students who have ever used a synthetic cannabinoid have 
tried the drug once or twice and have not used it repeatedly. 28.6% of students consumed it 3 
or more times. Compared to classical cannabis, users appear to be more cautious with 
synthetic cannabinoids: while slightly more than half of those who have ever used cannabis 
have used it repeatedly, this proportion does not reach 30% for synthetic cannabinoids (Arnold, 
Elekes 2020). 
 
 
NPS users in treatment data 
 
Due to methodological reasons, we cannot separate the different NPS groups (synthetic 
cathinone and synthetic cannabinoid users) in our treatment data but they can only be 
identified in the cumulative category of NPS users34. 
Based on time series data it can be observed that in total the significance of NPS use has 
dropped in the treated population starting from 2014. At the same time, it is still the 3rdmost 
typical problem for entering drug treatment in Hungary.9.8% (448 persons) of those entering 
treatment in 2019 required treatment primarily for the use of an NPS, and another 6.1% (278 
persons) reported an NPS as a secondary substance. In total, 15.0% (689 persons) of the 
population entering drug treatment had an NPS in their patterns of use. 86.2% (382 persons) 
of primary NPS users were male and 13.8% were female (61 persons). Their mean age was 
28.9 years. The mean age of those among them who entered drug treatment for the first time 
in their lives (234 persons) was 28.0 years, while those who had previously been in drug 
treatment (174 persons) was 30.8 years. 
51.1% of the primary NPS users were intensive users: 38.7% consumed NPS on a daily basis, 
another 12.5% 2-6 days per week during the 30 days prior to treatment. 13.2% ingested NPS 
one or less times a week and 35.6% was characterised by no or only occasional consumption 
in the previous month. Trends of NPS users in treatment are detailed in the time series data 
presented in T2.1 of the Treatment workbook. The connection between NPS use and injecting 
administration is described in section Stimulants / T1.2.5. Research on the use of NPS is 
summarized in T4.1 of this section. 
 
 
 

T2. TRENDS 
 
See Chapter T1. 
 
 

 
34In the TDI data collection synthetic cannabinoid users are not reported in a distinct category therefore it is hard to 
capture them. However, based on a consultation with treatment units it can be assumed that these users are 
typically recorded in the ñother hallucinogensò or ñother non categorisableò categories. Selecting those with a route 
of administration ñsmoke/inhaleò within the above two categories we created a client group and compared its 
composition and characteristics with cannabis users, based on 2017 treatment (TDI) data. 



38 
 

T3. NEW DEVELOPMENTS 
 
In 2020, the Hungarian National Focal Point conducted a study on the impact of restrictive 
measures taken in connection with the coronavirus epidemic on substance use and drug 
treatment. See chapter T4.1.3 in the Treatment Workbook for the results. 
 

T4. ADDITIONAL INFORMATION 
 

T4.1 ADDITIONAL SOURCES OF INFORMATION 
 
Use of synthetic cannabinoids/ NPS in socially marginalized populations 
 
A representative study in the adult homeless population was conducted in 2017 to explore the 
extent of drug use (for details on methodology see Drugs Workbook/E, Chapter T6.2). Based 
on life prevalence values cannabis was the most commonly used illicit drug among the 
Hungarian homeless population: every fifth to sixth respondent has consumed herbal cannabis 
or cannabis resin in his life (Paksi, Magi, Gur§ly 2020). Concerning recent drug use, in the 
drug-use pyramid based on the responses, the use of synthetic cannabinoids preceded the 
popularity of cannabis.  
In the homeless population drug-use pyramid built on synthetic cannabinoid use showed the 
same results as the pyramid constructed for cannabis use (see the results of the 2015 OLAAP 
study in Section T1.2.4), with the exception that the likelihood of using other illicit drugs among 
synthetic cannabinoid users was not 4-6 times higher but 5- to 7-fold, and the consumption of 
designer stimulants (typically synthetic cathinones) was much more common among synthetic 
cannabinoid users than among cannabis users. (Paksi, Magi, Gur§ly 2020).  
 
Chart 10. Drug-use pyramid in the homeless population (% of ever-users of cannabis and/or synthetic 
cannabinoids), 201735 

 
Source: Paksi, Magi, Gur§ly 2020 

 
35Life prevalence values for the most common drugs among ever-users of cannabis or synthetic cannabinoids.  
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According to the experts participating in the qualitative research conducted with child 
protection workers (Kal· et al. 2018) the use of NPS is becoming normative in some 
communities, especially among families with bad socioeconomic status. (Further results of this 
study are reported in Section T4.1 of the Drugs/Stimulants Workbook. Methodological 
information corresponding to the study is described in Section T6.2 of the Drugs/E Workbook). 
 
A study involving girls in residential child care and experts working in residential child care 
facilities (Kal· et al., 2017), and information from the commission reporting on children and 
juveniles placed into specialized residential child care facilities (Bar§th et al., 2018) both 
showed that the use of NPS ï particularly synthetic cannabinoids ï is a serious problem in this 
population. 
 
A survey conducted among juveniles living in detention facilities (Port 2016) also showed that 
NPS are the most commonly used drugs in this population: 58% of those who have ever 
consumed drugs in their lives reported to have used primarily synthetic cannabinoids and 36% 
designer stimulants. (For further results and methodology see Prison Workbook, Chapters T4 
and T5.2). 
 
Our knowledge of the peculiarities of drug use in socially deprived neighbourhoods first 
described by Sz®csi et al. in 2015 (Sz®csi and Sik 2016; presented in the Drug Workbook 
2019) is complemented by the 2017 and 2018 studies of Cs§k et al. The results of their 2017 
study show that among adults living in socially deprived neighbourhoods the use of synthetic 
cannabinoids ("synthetic weed", "bio", "herbal") is more common than the use of synthetic 
cathinones ("crystal") (Cs§k et al. 2017). The study identified two patterns of synthetic 
cannabinoid use: a 1-2 times per month use pattern and an intensive use pattern characterized 
by at least 3 synthetic cannabinoid use per week. The former pattern was characteristic of 
36.8% of the respondents, the latter of 41.1% of the respondents. (For information on 
methodology see T6.2 of the Drugs workbook/Sources, methodology. For further results, see 
Drugs/Stimulants/T4.1.) 
 
 
Mono- and polydrug use patterns based on analysis of biological samples 
 
According to the examinations of biological samples36 received by the NSZKK (Hungarian 
Institute for Forensic Sciences) - Institute for Forensic Toxicology, poly drug use patterns of 
several different active substances can be justified (NSZKK 2020b). From the co-presence of 
active substances not only polydrug use but also close (within a few days ï within a week) 
consumption can be assumed. While the results are not representative for the general 
population due to the nature and recruitment of the database regarding substance prevalence 
values, however, based on analytically confirmed data, the most typical drugs (active 
substances) or ï if several active substances are detected: the most common polydrug use 
patterns can be outlined.  
A total number of 9461 cases were received in 2019 for analysing mono- and polydrug use 
patterns. In 2019, 7031 biological samples (blood, urine) from living people arrived to the 
Institute, which were positive for narcotic drug and/or new psychoactive substances and/or 
other not listed psychotropic substances. In the case of 4592 samples 1, from 1977 samples 

 
36 In the following cases, the authorities (primarily police) send blood and/or urine samples for the NSZKK Institute 
for Toxicology: road accident; suspect of using narcotic drugs/ new psychoactive substances while driving; 
suspected drug related death (direct or indirect) or acute intoxication; suspicion of other crimes (e.g. extortion; 
sexual coercion or other related crimes). The data is nationwide, however coverage is not full in those counties, 
where medical universities also conduct forensic toxicology examinations (Budapest, Baranya county, Csongr§d-
Csan§d county, Hajd¼-Bihar county). 
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2, from 391 samples 3, from 58 samples 4, from 12 samples 5, while from one sample 6 
different substance groups37 were detectable.  
Regarding mono drug use (N= 4592), most of the cases are connected to cannabis use (1649 
cases), followed by cases where several synthetic cannabinoids were detected (1507 cases). 
The third most common substance group was amphetamine and its derivates (891 cases), 
followed by cocaine (184 cases).  
 
Chart 11. Mono drug use patterns by substance groups based on the examination of biological samples 
received by NSZKK ï Institute for Forensic Toxicology in 2019 (N = 4592) 

 
Source: NSZKK 2020b 

 
There were 2439 cases where several different substance groups were detected from one 
biological sample, from which the most common were the presence of two different substance 
groups (1977 cases) and three different substance groups (391 cases).  
By analysing the samples containing two or three substance groups, the most common cases 
were when cannabis and amphetamine derivates (948 cases) were detected together. The co-
presence of cannabis and synthetic cannabinoids (199 cases), amphetamine derivates and 
synthetic cannabinoids (146 cases), and cannabis and cocaine (147 cases) were also 
prevalent in the total sample.  
 

 
37 The following substance groups can be distinguished in the NSZKK-ISZKI data analysis system: Cannabis; 
Synthetic cannabinoids; Amphetamine derivatives (amphetamine, methamphetamine, MDA, MDMA); Cathinone 
derivatives; Cocaine; Benzodiazepines; Opioids; Ketamine derivatives; Other (fentanyl is placed in the other 
category). 

1649

1507

891

203

184
92

40 18 8
Cannabis

Synthetic cannabinoids

Amphetamines and its
derivates

Synthetic cathinones

Cocaine

Benzodiazepines

Other

Opiates

Kethamine and its derivates



41 
 

Chart 12. Most common patterns of polydrug use by substance group combinations based on the 
examination of biological samples received by the NSZKK in 2019 (N = 2008)38 

 
Source: NSZKK 2020b 

 

Examining the prevalence of each classical and new psychoactive substance in the overall 
sample (alone or in combination), the first three most common drugs were cannabis, 
amphetamine, and 5F-MDMB-PICA in this order. 
 

 
38 Cases containing two and three substance groups were analyzed and the most common combinations were 
shown in the chart. SCRA stands for synthetic cannabinoids; SC stands for synthetic cathinones.  
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Chart 13. The prevalence of substances (classical drugs and NPS) in biological samples received by 
NSZKK ï Institute for Forensic Toxicology (N=7031)39 

 

Source: NSZKK 2020b 

In 2019 examining only the incidence of the most common cathinones/ cathinone combinations 
in samples, the most prevalent substance was N-ethyl-hexedrone standing alone (64 cases) 
followed by N-ethyl-heptedrone (43 cases), while the third most common substance was CMC 
(40 cases). The most common synthetic cathinone-synthetic cathinone combinations were N-
ethyl-hexedrone + N-ethyl-heptedrone (17 cases) followed by CMC + N-ethyl-heptedrone (14 
cases).  
Regarding synthetic cannabinoids the most common stand-alone substances were 5F-MDMB-
PICA (1008 cases), followed by Cumyl-CH-MeGaClone (39 cases) and 4F-MDMB-BINACA 
(31 cases). The most common combinations were 5F-MDMB-PICA + 4F-MDMB-BINACA (222 
cases) followed by 5F-MDMB-PICA + AB-FUBINACA-carboxylic acid40 (212 cases), and 
Cumyl-CH-MeGaClone + 5F-MDMB-PICA (77 cases).  
The most common synthetic cathinone ï synthetic cannabinoid combinations were N-ethyl-
heptedrone + 5F-MDMB-PICA (48 cases), followed by N-ethyl-hexedrone + 5F-MDMB-PICA 
(25 cases).  

Drug use in the nightlife setting 

In 2020, an online questionnaire survey was conducted with organizations providing harm 
reduction in the nightlife/recreational setting (Tarj§n 2020b). The questionnaire covering 
substance use patterns in the clientele was completed by 21 organizations (for more 
information and methodology, see HHR WB T1.5.3 and T5.1). Based on the responses, service 
providers experienced an increase (based on the mean value of all respondents) in alcohol, 
synthetic cannabinoid, cannabis, and ecstasy use between 2018 and 2019, and stagnation or 
slight decrease in case of the other substances. In the open-ended questions, most highlighted 
the dominance and increase of SCRA use (9 mentions), and the increase of alcohol; alcohol 
+medication and cannabis use (7-4-4 mentions respectively). Sporadically, service providers 
reported increase in cocaine, ketamine, ecstasy, and synthetic cathinone use. 2 service 
providers indicated that the mean age of SCRA users is decreasing.  

 
39 The total number of cases is higher than the number of analysed biology samples, due to the fact that in many 
cases more than one substance could be identified in one sample. 
40 AB-FUBINACA-corboxylic acid can be AB-FUBINACA; AMB-FUBINACA or also EMB-FUBINACA 
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Chart 14. Trends in drug use in the nightlife setting between 2018 and 2019 according to the opinion of 
service providers41, by substance based on the mean value of all responses (number of respondents = 
20 organizations) 

 

  

Source: Tarj§n 2020b 

 
 

  

 
41 (1: strongly decreased; 2: slightly decreased; 3: No change; 4: slightly increased; 5: strongly 
increased; ñ6: does not knowò was excluded from the calculation of mean values). 
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B. STIMULANTS 
 
 

T1. NATIONAL PROFILE 
 

T1.1 PREVALENCE AND TRENDS 
 

T1.1.1 The relative importance of different stimulant drugs 
 
According to survey data, 13.9% of the 18-34-year-old population presumes that it is easy or 
very easy to obtain ecstasy and 10.3% of adults believes the same of obtaining amphetamines. 
Regarding methamphetamines 9.8%, regarding cocaine 7.8% and regarding crack 6.8% of the 
population presumes easy or very easy access to the drugs (Paksi 2020). 
 
 
The seizures of all stimulants available on the drug market (amphetamine, methamphetamine, 
MDMA, cocaine, synthetic cathinones) show an increasing trend for years. Concerning 
amphetamine-type stimulants, the average size and active substance content of ecstasy 
tablets containing MDMA ï which reappeared on the market in 2012 (ORFK, 2015) ï is 
increasing for years, furthermore there is also a rise in past years in crystalline or powdered 
MDMA on the market (BM 2020). According to investigative and seizure data, 
methamphetamine continues to be prevalent only in some parts of the country (primarily in 
large cities on the Slovakian border and around P®cs (BM 2020). In the case of cocaine, which 
still cannot be considered a widely prevalent substance, in recent years, the Police has 
witnessed a sharp increase in its supply through its supply reduction activities, both on the 
consumer and the distribution side, this data is also supported by the continuously increasing 
number of seizures (BM 2020; NSZKK 2020a). In addition, according to the Ministry of the 
Interior, there is a growth in the number of people who buy cocaine on the Darknet in Hungary 
(BM 2020). In a study on street prices of drugs (B§lint 2020), the cocaine prices reported by 
the respondents showed an extremely large variance, which suggests that the quality of 
available cocaine in the domestic drug market can vary greatly. 
 
Designer stimulants (typically synthetic cathinones, known by the street names: ñkrist§lyò, 
ñkr®taò, òzeneò) usually appear on the market in a powder form, among them, ethyl-heptedrone 
has been the most prevalent substances in 2019 (NSZKK 2020a). It is noteworthy that the 
presence of mephedrone in the black market has been increasing since 2018, despite the fact 
that in Hungary it has been included on the psychotropic schedule in 2011 (NSZKK 2020a; BM 
2020). Furthermore, 38 synthetic cathinones scheduled as psychoactive substances were 
available in the Hungarian market in 2019 (NSZKK 2020a). Overall, the number of seizures 
related to synthetic cathinones increased until 2014, and after a two-year decline, in 2017 and 
2018 there was an increase again, followed by a sharp drop in the number of synthetic 
cathinones seizures in powder (2016: 631 cases; 2017: 735 cases; 2018: 885 cases; 2019: 
535 cases) (NSZKK 2020a). (For more information on trends see Chapter T2.1 of Drug Market 
and Crime Workbook.)  
 

T1.1.2 Stimulant use in the general population 
 
According to the 2019 NSAPH population survey (Paksi 2020), 3.6% of the population aged 
18-64 have used a stimulant (ecstasy, amphetamine, cocaine, crack, or designer stimulant) in 
their lifetime. The overall last year prevalence of the stimulant use was 1.0% and the last month 
prevalence was 0.6%. At the 68% confidence level in the young adult population aged 18-34, 
we can say that the overall prevalence values of stimulants tend to be higher than those 
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measured in the population aged 18-64 (lifetime use: 5.5%, last year use: 1, 3%, last month 
use: 1.2%). 
 
In the general population aged 18ï64 years and among young adults aged 18ï34 years, the 
order of popularity of the various stimulants (based on life time use) is the same. Ecstasy is 
the most common, tried by 2.5% of the population aged 18-64 in their lifetime. This is followed 
by amphetamine and cocaine (LTP 1.5%), as well as designer stimulants (LTP 1.4%) and 
finally crack (LTP 0.6%). In the young adult population, the order of prevalence of the drugs is 
the same, but for ecstasy and amphetamine, the prevalence values tend to be higher (ecstasy 
4.7%, amphetamine 2.6%). 
 
Chart 15. Lifetime prevalence rates of stimulants by drug type in the adult population aged 18-64 years 
and 18-34 years, in 2019 (%) 

 

Source: NSAPH 2019 - Paksi et al. 2019 

 
In the case of traditional stimulants, we have the possibility to follow the changes for the period 
of 12 years, in the case of designer stimulants we can only follow the changes of 4 years. 
According to results of the adult population surveys, beside the temporarily ñoutstandingò LTP 
of ecstasy in 2015 and the trend-level increase in cocaine LTP between 2007 and 2019, the 
changes do not exceed the margin of error. Overall, we can say that the prevalence of different 
stimulants shows considerable stability in the Hungarian society, both in case of the years of 
the study and in the period as a whole. 
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Chart 16. Changes in the lifetime prevalence of the different stimulants between 2007 and 2019, in the 
adult population aged 18-64 years (%) 

 

Source: NSAPH 2019 - Paksi 2020 

 
Analysing the basic social-demographic patterns of traditional stimulant42 use with statistical 
tools, we found significant patterns for most of the dimensions examined, despite the low 
number of cases. The prevalence in young adults is more than two and a half times that of 
older adults, and those who use traditional stimulants are on average 7 years younger than 
non-users (p=0.001). As with other substance use behaviours, the data indicate that the 
accumulation of deviant family patterns (p <0.001), the uncertainty regarding religious identity 
(p <0.001) are significant risk factors, and the risk of using traditional stimulants is higher when 
living in cities with more than 50,000 inhabitants compared to smaller settlements and the 
capital (p = 0.003). In addition, a significant and consistent pattern emerged along the majority 
of the indicators of economic status: in case of perceptions related to the relative financial 
situation, labour market activity, and vocational skills those with lower status are at significantly 
higher risk. And although objective indicators of social relationships did not show a significant 
correlation with traditional stimulant use, the level of satisfaction with family, partner, and other 
relationships is significantly lower among those who use traditional stimulants. 
 
Table 7. Lifetime prevalence of classical stimulants use along different social-demographic 
characteristics in the general population between 18-64 years, in 2019 (%)  

Social-demographic 
characteristics 

Response values 
N 

Traditional 
stimulant use 

LTP (%) 
sign. 

Gender 
male 579 3.9 

p=0.083 
female 679 2.4 

Young adult / adult  
18-34 years-old 402 5.2 

p=0.002 
35-64 years-old 873 1.9 

Size of settlement  

<50.000 inhabitants  814 2.3 

p=0.003 Ó50 000 inhabitants 236 6.4 

capital city 225 1.8 

Vocational 
qualification 

no 195 5.6 
p=0.013 yes 943 2.2 

Labour market activity no job 302 5.3 p=0.007 
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Social-demographic 
characteristics 

Response values 
N 

Traditional 
stimulant use 

LTP (%) 
sign. 

have a job 957 2.2 

Perceived relative 
financial  situation 

better than average 260 3.8 

p=0.008 average 788 2.0 

worse than average 215 6.0 

Relationship status 
not living with partner 239 3.8 

p>0.1 
living with partner 848 2.2 

Religiosity 

religious 624 1.3 

p<0.001 uncertain (cannot tell if religious) 76 9.2 

not religious/atheist 548 4.4 

Variables demonstrating significant patterns were highlighted by grey background, higher LTP values in bold. 

Source: NSAPH 2019 - Paksi 2020 
 

Table 8. Mean value of different social-demographic characteristics in ever users and never users of 
traditional stimulants in the general population aged 18-64 years, in 2019 (%)  

 

Social-demographic characteristics 
Used Not used Difference in 

mean* 
sign. 

Mean N Mean N 

Age (years) 34.48 38 42.00 1235 -7.01 p=0.001 

Size of household (persons) 3.18 36 2.91 1235 0.27 p>0.1 

Deprivation index43 3.91 38 3.06 1237 0.86 p>0.1 

Number of deviant behaviours on the 
close family 

3.86 35 1.58 1185 2.28 p<0.001 

WHO general well-being 8.44 38 9.2 1209 -0.76 p>0.1 

Hours spent working an average week 21.89 35 31.57 1211 -9.68 p=0.002 

Satisfaction: with work 3.43 33 3.68 1158 -0.25 p>0.1 

Satisfaction: with financial situation 3.05 38 3.36 1218 0.31 p=0.069 

Satisfaction: with family relations 3.54 38 4.20 1219 -0.66 p<0.001 

Satisfaction: with partner relationship 3.45 38 4.07 1188 -0.62 p=0.001 

Satisfaction: with other social relations 3.61 37 3.98 1216 -0.37 p=0.013 

Satisfaction: with health status 3.77 38 4.04 1217 -0.28 p=0.068 

Anomie44 20.18 31 17.95 1145 2.24 p=0.059 

Differences that are statistically significant are indicated with grey background 
* difference in mean=users ς non users 

 
Source: NSAPH 2019 - Paksi 2020 

 
Age at first use of the different stimulants varies in the 18-64-year-old population. Ecstasy is 
tried for the first time at the age of 20.5 on the average and most often at 23, while first use of 
designer stimulants on average at 21.9 years-old and most often at 20. First use of 
amphetamines occurs at the age of 22.0 on the average and most often at 18. The age of 
trying cocaine for the first time is 23.3 in average, and most often at the age of 27.  
 

 
43 The deprivation index is an indicator with a multidimensional concept of being disadvantaged, that measures the 
financial status and living conditions of individuals and families in a comprehensive system. The study examined 
the existence of 16 components of the living environment. The higher index value expresses a greater degree of 
deprivation. 
44 The indicator is a subjective indicator measuring the degree of anomie along the dimensions of violation of norms, 
powerlessness, lack of orientation and alienation. The higher value of the indicator indicates an increased presence 
of anomic sensations. 
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T1.1.3 Stimulant use in schools and other sub-populations 
 
According to the results of the HBSC survey carried out in 2018 (Paksi 2019), 5.0% of students 
in grades 9 and 11 had already tried amphetamine, 4.4% MDMA or ecstasy, therefore both 
substances were used in average by one-one student in an average class. Significantly higher 
prevalence rates could be observed among boys (amphetamine 6.3%; NDNA/ecstasy 5.8%) 
and among those in the higher school grade (grade 11: amphetamine 6.4%; MDMA/ecstasy 
6.0%) as compared to the girls (amphetamine 3.7%; MDMA/ecstasy 3.0%) and those in the 
lower school grade (grade 9: amphetamine 3.6%; MDMA/ecstasy 2.9%).  
 The proportion of those using regularly amphetamine45 among ever users of the drug was 
22.8% while in case the proportion of regular users of MDMA/ecstasy was 28.7% among ever 
users of the drug.  
According to the results of the ESPAD survey (Arnold, Elekes 2020) conducted in the 16-years-
old secondary school population the life time prevalence of traditional stimulants46 was 5.4% 
in 2019, meaning that every twentieth 16-years-old pupil has already used at least one of the 
traditional stimulant drugs.   The 3.7% of pupils used traditional stimulants in th past 12 months.  
 
ESPAD studies over the last 25 years shows that, although with a varying degree, the 
prevalence of each traditional stimulant use had increased among 16-year-old students till 
2011 (2011: 6.8%). In 2015 the prevalence of the overall use of traditional stimulants dropped 
to its three-quarter (5.1%), and did not change by 2019 (5.4%). Of the traditional stimulants, 
ecstasy was the leading substance until 2007, replaced by amphetamine in the 2011 and 2015 
results. In 2019, the same lifetime prevalence was measured for these two substances. Until 
2011, all traditional stimulants showed a steady increase, and then by 2015, with the exception 
of cocaine, the proportion of ever users of each traditional stimulant decreased. Between 2015 
and 2019, a more mixed picture emerges for these drugs: while ecstasy started to show a clear 
increase, methamphetamine decreased, and other traditional stimulants stagnated. 
 

Chart 17. Changes in the lifetime prevalence of traditional stimulants between 1995-2019 among 16-
year-old students (%) 

 
Source: ESPAD 2019 ï Arnold, Elekes 2020 

 
The use of traditional stimulants does not show a significant relationship with the majority of 
the studied variables, only in the case of school type, family structure and subjective financial 
situation. 
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Table 9. Lifetime prevalence of traditional stimulant use along different social-demographic 
characteristics among 16-years-old students, in 2019 (%)  

Social-demographic 

characteristics  
 

Lifetime 

prevalence of 

stimulants % 

sign. 

Gender 
male 5.6 

not sign. 
female 5.2 

school type 

high school 3.6 

p<0.001 
vocational high school 5.8 

vocational secondary 

school 
8.9 

Schoolôs address 

Budapest 6.8 

not sign. 
county city 4.5 

town 5.5 

municipality 7.1 

Schoolôs maintainer 

state 5.6 

not sign. church 3.4 

private 4.9 

Residence 

Budapest 5.9 

not sign. town 5.2 

municipality 5.3 

Family structure 

intact  3.6 

p<0.01 
patchwork  7.8 

broken  6.6 

no biological parents 12.5 

Fatherôs highest level of 

education 

did not complete 

secondary education 
6.3 

not sign. 
secondary education 5.0 

higher education 

(university degree) 
4.3 

not known, has no father 5.7 

Motherôs highest level of 

education  

did not complete 

secondary education 
5.6 

not sign. 
secondary education 5.6 

higher education 

(university degree) 
4.2 

not known, has no mother 8.8 

Subjective financial condition 

of the family 

much better off 7.9 

p<0.01 
about the same or better 

off  
4.4 

less well off 4.9 

Source: ESPAD 2019 ï Arnold, Elekes 2020 
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The typical age of first consumption of stimulants in 16-years-old schoolchildren is 15 years in 
case of amphetamine/methamphetamine, ecstasy and cocaine/crack. The mean age at first 
use in this population is 13.8 years for amphetamine/methamphetamine, 14.0 years for 
cocaine/crack, and 14.2 years for ecstasy. 
The traditional stimulants studied were typically used once or twice by 16-year-old students: 
among those who had ever used amphetamine, ecstasy or cocaine 78% consumed these 
drugs once or twice in their lives, and a fifth used them 3 or more times, so experimentation is 
more common with these drugs than repeated use. 
 

T1.2 PATTERNS, TREATMENT AND PROBLEM/HIGH RISK USE 
 

T1.2.1 Patterns of use 
 
For data on mono- and polydrug patterns based on the analysis of biological samples carried 
out by NSZKK see Drugs/Cannabis/T4.1. 
 
For data in connection with stimulant injecting and related risk behaviours see: T1.2.5 below 
and Harms and Harm Reduction Workbook, Chapter T1.3.4. Regarding the pattern of 
substance use in stimulant users entering treatment see Chapter T1.2.2.  
 
For patterns of drug use in the clientele of harm reduction services in nightlife settings see 
Drugs/ Cannabis / T4.1. 
 

T1.2.2 Treatment of stimulant users 
 
In Hungary stimulant use is the second most typical reason for drug users to start treatment 
(see Treatment Workbook, Chapter T1.3.1, T1.3.4 and T2.1). In 2019 17.4% (797 persons) of 
those entering treatment reported having used amphetamine type stimulants as primary drug 
(amphetamine 578 persons, MDMA and other derivatives 109 persons, other stimulants 109 
persons). Further 4.1% (186 persons) started treatment due to cocaine use (cocaine: 181 
persons; crack: 5 persons) (P®terfi 2020a - TDI data 2020). 
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Chart 18. Proportion of clients seeking treatment due to the use of traditional stimulants among all drug 
treatment entrants (right horizontal axis: % in all treatment entrants); and the number of clients entering 
treatment for each stimulant drug between 2009 and 2019 (left horizontal axis: number of clients)  

 
Source: P®terfi 2020a ï TDI data 2020 

 
82.2% of those entering treatment because of stimulants (cocaine, crack, 
amphetamine/methamphetamine, MDMDA and derivates or other stimulants) were male. The 
mean age of this user group was 30.3 years, and had used stimulant substances for an 
average of 8.6 years before entering treatment in 2019.  
Observing the age distribution of the users of each drug, we can see that users of other 
stimulants (primarily synthetic cathinones) are the youngest among the stimulant users: the 
proportion of those belonging to the age group under 25 is the highest (37.6) among them 
(mean age 28.4 years). They are followed by MDMA and derivates users entering treatment, 
among whom 33.0% are under 25 (mean age 28.4 years). 28.0% of amphetamine users 
belonged to the age-group under 25 (mean age: 29.8 years). The oldest group47 is the group 
of cocaine users: their mean age (34.0 years) exceeds that of MDMA users with 5.6 years, 
15.1% of them belonging to the age group under 25. 
 

 
47 Excluding crack users from the comparison due to the low sample size. 
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Chart 19. Breakdown of primary stimulant users entering treatment by age and primary drug, 2019 
(persons; N=983) 

 
Source: P®terfi 2020a ï TDI data 2020 

 
Prior to treatment, the typical route of administration for this group was sniffing (51.2%), the 
most common route for cocaine, crack and amphetamine users. Eating / drinking was the 
typical route of administration for 33.9% of stimulant clients prior to treatment - the most 
common route of drug use among MDMA and its derivatives users. 10.8% of stimulant users 
used the substance typically by smoking / inhaling (chasing the dragon). This form of ingestion 
was most common among other stimulant users. Injection was reported by 3.6% of stimulant 
users entering treatment as a typical route of administration. (For more information on injecting 
drug use, see T1.2.5.) 
When examining stimulant users from the aspect of frequency of use, Ăother stimulantsò 
(synthetic cathinones) use could be characterised by intensives use (at least twice a week in 
the 30 days prior to treatment) in the greatest proportion (58.3%). 24.8% of MDMA users, 
23.1% of amphetamine users and 16.5% of cocaine (salt) users were characterized by 
intensive drug use patterns. Out of the 5 crack users reported to seek treatment in 2019 3 of 
them belonged to this group. 
 
Chart 20. Breakdown of primary stimulant users entering treatment by frequency of use, 2019 (%; 
N=948) 

 
Source: P®terfi 2020a ï TDI data 2020 
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With regard to the treatment and harm reduction possibilities, treatment of stimulant users 
characteristically takes place at general drug/addiction/psychiatric treatment units. Specific 
programmes for the users of these drugs are not available in Hungary. 
 

T1.2.4 Synthetic cathinones 
 
According to the results of the 2019 population survey (Paksi 2020), synthetic cathinones 
(designer stimulants) are ranked second in the order of preference of stimulants after ecstasy, 
in a tie with amphetamine and cocaine, among the adult population aged 18ï64.  
The lifetime prevalence of designer stimulant use was 1.4% in the 18-64 age group and 1.9% 
in the 18ï34-year-old young adult population. In the past year, the proportion of those using 
such substances was 0.7% in the 18-64 age group and 0.8% among young adults. Only 0.3% 
of those aged 18-64 and 0.4% of young adults are characterized by last month use of designer 
stimulants. 
Examining the social patterns of designer stimulant use with statistical tools48, gender, the 
degree of urbanization of the place of residence, deviant family patterns, and satisfaction with 
economic status and some areas of life were identified as defining factors. Men, people living 
in settlements above 50,000 inhabitants (but not in the capital), living in an extreme (better or 
worse than average) financial situation, insecure in terms of religiosity, seeing more deviant 
patterns in their family environment, those less satisfied with their social relationships and 
health have a higher prevalence of the use of designer stimulants. The mean age of first 
consumption of designer stimulant was 21.9 years, most commonly at the age of 20 among 
the adult population aged 18-64. 
According to the results of the 2019 ESPAD survey (Arnold, Elekes 2020) conducted among 
16 year-old secondary school students the use of synthetic cathinones is less widespread. 
1.9% of the students have already tried them in their lifetime, 2.2% of the boys and 1.7% of 
the girls used it (the difference was not significant). 
 
Synthetic cathinone use shows a significant relationship with school type, family structure, and 
parental educational attainment, with no significant differences observed for the other variables 
examined. 16-year-olds studying in a vocational secondary school are more likely to try 
cathinones than students in vocational high schools, however, a vocational high school is also 
a higher risk factor compared to a high school. Among students in vocational secondary school, 
the lifetime prevalence of cathinone use is more than ten times higher than among students in 
high school. Among 16-year-olds living with two birth parents, the lifetime prevalence of 
cathinones is lowest, and it is highest among those living without birth parents. Young people 
who grow up without their birth parents are in the greatest at risk. Young people living in broken 
or patchwork families are in smaller risk but still at greater risk than those in intact families. The 
lower the fatherôs / motherôs level of education is, the more likely a 16-year-old student is to try 
synthetic cathinones (Arnold, Elekes 2020). 
For data relating to the injecting of synthetic cathinones see: Chapter T.1.2.5 and T4.1; as well 
as the Harms and Harm Reduction Workbook, Chapter T1.3.1 and T1.3.4.  
 
Synthetic cathinone users can be identified in treatment (TDI) data as part of NPS users. NPS 
users in treatment are presented in Drugs Workbook/Cannabis/ T1.2.4 and in Treatment 
Workbook/ T1.3.1, T1.3.4 and T2.1. 
 
Based on the national needle/syringe programme (NSP) data collection (for methods see: 
Harms and Harm Reduction Workbook T5.1.) in 2019 NSPs reported the availability of targeted 

 
48 The social patterns of the use of designer stimulant use was possible to be examined along only a few variables 
due to the low number of cases. The correlations should still be treated with caution, as the number of users of 
designer stimulants in our sample was 18. 
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counselling related to NPS injecting: out of the 33 reporting NSPs 21 organization provided 
this specific counselling, while 13 of them provided written material on this topic (Tarj§n 2020a).  
 

T1.2.5 Injecting drug use 
 
With regard to the injected substances, it can be said that while before 2010 it was heroin and 
amphetamine that were the typically injected substances, following 2010 the most popular 
substances were designer stimulants (primarily synthetic cathinones). By 2015 80% of needle 
and syringe programme (NSP) clients reported to inject primarily designer stimulants. This 
pattern change could be observed in several routine data collections (TDI, DRID and NSP data 
collection) and in targeted studies, furthermore drug seizures data also confirmed these 
changes (for further description of this period see 2018 Drugs workbook/Stimulants/T1.2.5). It 
is important to mention that the spread of NPS injecting, and the growth of the PWID population 
(between 2011-2014) could primarily be detected from the turnover data of low threshold NSP 
service data. The number of injecting drug users starting treatment in higher threshold services 
has been decreasing since 2011, when heroin availability dropped in Hungary. It can be 
assumed that the majority of NPS injectors do not access higher threshold services.  
 
Chart 21. Trends in the number of injecting drug user clients of needle and syringe programmes and of 
drug treatment services between 2009 and 2019 (persons) 

 
*reported injecting drug use in the 30 days prior to treatment, or typically injecting the primary substance 

Source: Tarj§n 2020a and P®terfi 2020a ï TDI data 2020 

 
Since 2016, synthetic cathinone injection appears to be declining on the basis of quantitative 
and qualitative data sources, but this is not primarily due to the large-scale return to injection 
of classical substances.  
The most significant phenomenon identified as a reason for moderating cathinone injecting is 
the shift in the route of administration and the primarily used drug: more and more now former 
PWID prefer to use "foil" (inhalation) when using cathinones, and periodically or permanently 
shift to synthetic cannabinoid smoking, which is underlined by several data sources (Kal· et 
al. 2018; Tarj§n 2019a, Tarj§n et al. 2019, Cs§k et al. 2019; Cs§k 2018a; Cs§k 2018b, Tarj§n 
2020a; Tarj§n et al. 2020). Previously primarily injecting drug users are increasingly 
characterized by alternating routes of administration and polydrug use patterns thus by 
decreasing frequency of injecting. However, due to the continuously narrowing insight into the 
PWID population, setting up valid trends in pattern change is limitedly possible (Kal· et al. 
2018; Tarj§n 2020a: PWID becoming more hidden due to increasing presence of police, 
decreasing availability of NSP programs reaching the population, resulting in fewer PWID 
clients in sight). 
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Prevalence of injecting classical substances remains well below the injection of designer 
stimulants, although some local or low-coverage laboratory analytical data sources reported a 
slight increase both in 2018 and in 2019 for amphetamine (NSZKK 2019a) and heroin (NSZKK 
2020a, Csorba et al. 2020), also in the 2018 and 2019 biobehavioural survey, increasing 
prevalence of heroin could be observed as well (Tarj§n et al. 2019; Tarj§n et al. 2020). 
Nonetheless, this trend was not supported by national NSP client data. Despite the increasing 
trend of cocaine seizures, the proportion of primary cocaine injectors continued to be negligible 
in 2019 (1% nationally in NSP clients). 
 
In addition to the dominance of cathinones, the misuse of methadone by injecting should be 
highlighted, supported by both laboratory confirmed analytical data and survey results (P®terfi 
2016; P®terfi et al. 2017; Tarj§n et al. 2019; Tarj§n 2020a).  
 
Prevalence estimate of injecting drug use49 
 
At the beginning of 2016 a study (Horv§th and Tarj§n 2016) was conducted relating to the size 
of the injecting drug user population (including both opioid and stimulants injectors). For the 
estimation the client turnover data of 2014 and 2015 of the national HIV/HBV/HCV 
seroprevalence survey series organised by the National Centre for Epidemiology since 2006 
were used. 
 
In 2014 and 2015, using point estimation, in the case of complete statistical independence, the 
size of the hidden IDU population was estimated at 1,594 persons. In the case of the estimated 
proportion of intentional participation of 76%, that is Ŭ=0.2450, the size of the hidden IDU 
population was estimated at 6,744 persons, and the size of the entire IDU population at 7,799 
persons51. During the survey, besides taking blood samples, a behavioural questionnaire was 
recorded as well, which contained a question related to the time of last injecting. Based on this, 
proportion of recent PWID (those who had been injecting at least once in the previous year 
prior to the question) was 86% in 2015. Extrapolating this, the size of the recent IDU population 
was 6707 persons in 2015.  
 
This estimate is no longer considered applicable for example to estimate service coverage 
after 2015 due to the decline in injecting drug use in recent years,  
 
Needle/syringe programmesô (NSP) client data 
 
On the basis of NSP data (Tarj§n 2020a), the appearance of NPS in 2010 completely 
transformed the structure of injecting drug use patterns characteristic of the previous years: 
While in 2009 fewer than 44% of PWID attending NSPs primarily injected stimulants, this 
proportion was 80% in 2019. 
The proportion of those injecting classical stimulants, mainly amphetamine, was around 40% 
between 2009-2012, however, since 2013 it has shown a decreasing trend. In 2019 the 
proportion of primary amphetamine injectors was only 9% among NSP clients. The proportion 
of those injecting cocaine is negligible among PWID attending NSPs (0-1%).  
The increase of designer stimulantsô (a group of NPS, mainly synthetic cathinones) injecting 
pushed out heroin from 2010 and then even amphetamine from 2013: while in 2010 fewer than 
8%52 of NSP clients used designer stimulants, in 2019 this was the primarily injected substance 
for 70% of them. Although this prevalence rate still indicates significant dominance of NPS 

 
49 The estimate refers to the entire injecting drug user population. Taking into account that according to the present 
trends injecting use mostly means stimulant injecting, the estimate is presented in this subchapter of ôStimulantsô.  
50for further information see: E/T5.2 
51who injected at least once between 2013-2015. 
52 The 4% for 2009 and the 8% for 2010 in the óotherô category include both other stimulants and other opioids. 
Therefore, the proportion of those injecting primarily other stimulants was probably even lower in these two years. 
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among PWID, it shows a slight decline compared to previous years eg. from the 80% 
prevalence value measured in 2018. It is to be noted, this data source can only measure the 
primarily injected substance, however according qualitative sources since 2016, injecting of 
synthetic cathinones appears to be moderating, in parallel with which recent research results 
(Kal· et al. 2018 and Tarj§n 2019a) underline a shift in the route of administration and the 
primarily used substance among PWID, namely, increasing inhaling (foil) of injectable 
substances and periodic or permanent shift to synthetic cannabinoid use (smoking). (See 
below: DRID data, Tarj§n et al. 2019 and Tarj§n et al. 2020; and also current and previous 
Drugs WB/ Stimulants T4.1: other studies.).  
 
Also, when interpreting data, it is important to note that, through NSPs, we have a narrowing 
insight into the PWID population regarding patterns of use. According to qualitative data 
sources, this is probably due to the pattern changes described above (less frequent injecting) 
and to the increasing number of hidden and hiding PWID - due to the increased presence of 
police and to the weakening capacity and coverage of NSPs (less frequent visits to NSPs, 
increasing purchase of syringes in pharmacies) (Kal· et al. 2018, Tarj§n 2020a; Tarj§n et al. 
2019 ®s Tarj§n et al. 2020). 
 
 
Chart 22. Breakdown of NSP clients53 by primarily injected drug between 2009-201954 (upper chart) and 
total number of NSP clients per year (lower chart) 

 
Source: Tarj§n 2020a 

 
53For the N of clients per year see the methodology at: Drugs/T.6.1 
54 In 2009 and 2010 other stimulants and other opioids were recorded in the category ñotherò. 
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Source: Tarj§n 2020a 

 
Since 2012 the substance with the street name ñpenta crystal/crystalò55 has been in first place 
according to the self-reported (street-name based) data by PWID. Among the injected designer 
stimulants (in case of a total of 477 persons), ñcrystalò was the most frequently mentioned 
street name in 2019 as well, the second most frequently mentioned designer stimulant was 
ñchalkò.  
 
Prevalence of NPS injecting is the highest among young injectors aged under 25 years, in 
2019 81% of them injected primarily NPS.  
 
Via a short online questionnaire in 2019 NSPs were interviewed about their operation and 
clientele of 2018 (Tarj§n 2019a). The questionnaire was completed by 26 out of the 33 
organizations that operate NSP in Hungary. According to the answers, mean age of clientele 
decreased compared to 2017. Organizations also experienced lower syringe demand and less 
injecting among their clients (answers were averaged).  Service providers reported an 
increasing trend only in the case of synthetic cannabinoid smoking. Most of them highlighted 
that the number of clients visiting them is decreasing probably due to the above described 
changing drug use patterns and as they need now other type of sterile equipment (e.g.: foil, 
straw). These findings were reaffirmed by the organizations at the expert meeting held at end 
of 2019.  
 
DRID data 
 
National data 
 
2006-2015 
Between 2006 and 2015 on examining the distribution of PWID participating in the national 
HIV/HBV/HCV seroprevalence survey (Dud§s et al. 2015) according to primarily injected 
substances: the proportion of those injecting stimulants gradually increased over the years in 
the sample. While in 2006 13.6% of them injected primarily stimulants, in 2015 61.4% of the 
sample belonged to this group56. For further detailed data on this period see 2018 Drugs WB/ 
Stimulants/ T1.2.5) 

 
55 On the basis of earlier seizure data (2012-2014), this was probably the street name for substances containing 
the active substance pentedrone. While following this period the prevalence of pentedrone decreased and other 
types of synthetic cathinones started to spread on the basis of seizure data, the street name, ñcrystalò remained.  
56Some organizations participating in the survey were also providing OST (7 out of 19 in 2015) due to which there 
is a bias towards opioid injecting regarding prevalence of primary injected drug. 

1483
1737

2239
1907

3128

3692

2985

2348

1831
1338

706

0

500

1000

1500

2000

2500

3000

3500

4000

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019



58 
 

 
 
2018:  
Previous HIV/HCV prevalence surveys among PWIDs (Dud§s et al. 2015) and NSP data 
collection only record the primary injected drug. Due to drug use pattern changes observed 
since 201657 (see introduction in this section T1.2.5), for the first time in the 2018 NFP-NNK 
HIV/HCV biobehavioural survey (Tarj§n et al. 2019, for methodology see HHR workbook T5.1) 
primary drug (regardless of the route of administration) and polydrug use patterns were 
examined in this population at a national level. 
 
According to the data58, 35% of the surveyed PWID (440 persons) reported synthetic 
cathinones59 as their primarily used drug (regardless of the route of administration), however, 
16% mentioned synthetic cannabinoids60, 14% mentioned methadone and 13% named 
cannabis as the primarily used drug. Classical injectable substances were named less often 
by PWID as the primarily used drug (heroin 8%; amphetamine 6%; cocaine 2%). 

Regarding the primarily injected drug we find a similar distribution as in other data sources: 
most respondents inject primarily synthetic cathinones (56%), followed by heroin (15%), 
amphetamine (13%), methadone (10%) and cocaine (3%). 
 
Chart 23. Distribution of PWID participating in the national NFP-NNK HIV/HCV bio-behavioural survey 
by primary used drug (upper graph, n = 439) and primary injected drug (lower graph, n = 410) regarding 
the last 4 weeks61  prior to the survey, in 201862 

 

 
 

57 Instead of injecting increasing number of former PWID shift to inhaling (foil) of injectable substances or  
periodically/permanently to synthetic cannabinoid smoking. A 2016 syringe residue analysis detected methadone 
at a relatively higher rate (compared to other data sources) which underlines misuse of methadone.  
58 50% of the sample injected in the last 4 weeks, 23% in the last year but not in the last 4 weeks and 27% more 
than 1 year ago. 74% of the sample have used drugs or NPS in the last 4 weeks, 14% in the last year but not in the 
last 4 weeks, and 12% more than 1 year ago.  
59 self-reported street name based: ôcrystalô; ômusicô, ôchalkô were grouped here.  
60 self-reported street name based: ôherbalô, ôbio-weedô and ómagic tobaccoô were grouped here.  
61If a person used/ injected drugs more than 4 weeks ago, than the last 4 weeks of his/her last drug using period 
was asked about.  
62 Based on self-reported street names the following categories were built up: cathinones: ôcrystalô; ômusicô, ôchalkô;  
SCRA: : ôherbalô and ôbio-weedô and ómagic  tobaccoô; other opioids: ósuboxoneô, ócodeineô, óother opioidsô; other ( 
grouped together due to low case numbers): óGHBô; ówhite powderô; óSlovakian pikol·ô, frontin, Rivotril. The other 
categories are identical with the reported street name.  
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Source: Tarj§n et al. 2019 

 
Data on the route of administration of the primary drug also supports the emergence of new 
patterns among PWID that was described by other data sources. Only 44% of the PWID 
surveyed injected their primary drug in the last 4 weeks, followed by smoking (30%), 
eating/drinking (15%), inhalation (foil) with 8%, and finally by sniffing (3%)63. 
 
Chart 24. Main route of administration of the primarily used drug in the last 4 weeks64 among PWID 
participating in the NFP-NNK HIV/JCV bio-behavioural survey in 2018 (n=437; %) 

  
Source: Tarj§n et al. 2019 

 

Although the comparability of data is limited (see methodology and limitations at HHR 
Workbook / T.5.1), it should be noted that there has been a decrease in the proportion of 
current PWID injecting in the last 4 weeks among all recruited ever PWID compared to previous 
national OEK studies (Dud§s et al. 2015) (2015 OEK: 66%; 2018 NFP-NNK: 50%), despite the 
fact that in 2018 a much higher proportion of participants were recruited from NSPs/low-
threshold organizations. Although trend data is not available in this regard, the decline in 
injecting may be supported by the finding that 32% of those ever PWID who used drugs in the 
last 4 weeks (by any route of administration) did not inject in the last 4 weeks. 
 
In the case of mono- and polydrug use patterns, standalone cathinone injection (89 persons 
20%) was the most characteristic among the surveyed PWID (437 persons), followed by 
synthetic cannabinoid smoking and secondary cathinone injection (70 persons, 16%, the 
injected drug was not known in case of 10 persons). The third most common pattern was 
primarily cathinone inhaling(foil)/sniffing combined with secondarily cathinone injecting (38 
persons, 9%). Beside primarily taking methadone orally, secondary injecting was also a typical 
pattern (secondary injection of heroin or other opiates: 35 persons, 8%; of stimulants or 
unnamed drug: 16 persons, 4%). A total of 23 persons reported to inject amphetamine and 
cathinones in parallel.  

 
63 If a person used/ injected drugs more than 4 weeks ago, then the last 4 weeks of his/her last drug using period 
was asked about. 
64  If a person used/ injected drugs more than 4 weeks ago, than the last 4 weeks of his/her last drug using period 
was asked about. 
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Chart 25. Most typical mono/polydrug use patterns among PWID participating in the NFP-NNK HIV/HCV 
bio-behavioural survey in 2018(n=34465) (upper: primary substance and route of administration; lower: 
secondary substance and/or route of administration) 66 

 
Source: Tarj§n et al. 2019 

 
 
2019 Regional data 
 
In the 2019 regional NFP-NNK HIV/HCV biobehavioural survey (Tarj§n et al. 2020, for 
methodology see HHR workbook T5.1) primary drug (regardless of the route of administration) 
and polydrug use patterns were again examined in this population.  
 
75% of respondents have used drugs in the last 4 weeks, 17% in the last 1 year but not in the 
last 4 weeks, while 8% used drugs for the last time more than a year ago. In contrast, only 
48% of the sample have injected in the past 4 weeks, 18% had injected in the past 1 year, but 
not in the past 4 weeks, while 34% injected more than a year ago.  
 
38% of the surveyed PWID (92 persons) reported synthetic cathinones67 as their primarily used 
drug68 (regardless of the route of administration), however, 17% mentioned synthetic 
cannabinoids69, 17% named cannabis, 10% mentioned amphetamine and 7% named heroin 
as the primarily used drug70.  

Regarding the primarily injected drug we find a similar distribution as in other data sources: 
most respondents inject primarily synthetic cathinones (66%), followed by amphetamine 
(13%), heroin (12%), and other opioids (6%).  
 
Data on the route of administration of the primary drug also supports the emergence of new 
patterns among PWID that was described by other data sources. Only 41% of the PWID 

 
65 Further 93 combinations are not visualized here, due to low case numbers (under 7) per combination category.   
66 In the present analysis, the entire sample was included irrespective of the time of last use and last injection, thus 
the chart does not illustrate (is not sensitive enough to) the possible time lag between the primary and secondary 
drug use patterns. In cathinone injecting- amphetamine injecting, two groups were combined in 16 cases 
cathinones, and in 7 cases amphetamine was declared as the primarily injected substance. Of the total sample 
(439), 18% (78) were in OST within the past 4 weeks, which also has a distorting effect on opioid-related patterns. 
67 self-reported street name based: ôcrystalô; ômusicô, ôchalkô were grouped here.  
68 If a person used/ injected drugs more than 4 weeks ago, then the last 4 weeks of his/her last drug using period 

was asked about. 
69 self-reported street name based: ôherbalô, ôbio-weedô and ómagic tobaccoô were grouped here.  
70 The remaining 7% mentioned cocaine, methadone, other opioids, ecstasy, methamphetamine, frontin, 

alprazolam. 
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surveyed injected their primary drug in the last 4 weeks, followed by smoking (35%), inhalation 
(foil) with 14%, eating/drinking (7%), and finally by sniffing (3%)71. 
 
Data from Budapest and Kecskem®t in 2019 further confirm the nationally measured results in 
2018, according to which injecting drug use appears to be declining, with some former injectors 
switching to smoking (synthetic cannabinoids) or foiling (synthetic cathinones). 
 
 
Treatment (TDI) data 
 
Looking back over the last 10 years, we can see that the number of currently injecting drug 
users is decreasing from 2011 onwards. While 478 active IDUs72 started treatment in 2011, 
only 121 started treatment in 2019, meaning that number of actively injecting drug users 
entering drug treatment dropped to its one quarter during the observed years. At the same 
time, the number of injectors who have ever been injected, but not at present, remained 
relatively stable in this period, with the exception of a 2014 spike. 
 
Chart 26. Trends in injecting among drug treatment clients reporting ever injecting73 between 2009 and 
2019 (persons)  

 
*Those clients are considered current injectors who inject their primary substance or reported the injecting of any 

substance in the past 30 days 
Source: P®terfi 2020a ï TDI data 2020 

 
In order to better understand the causes behind the decline in the number of injectors admitted 
in drug treatment, below we examine how the composition of injecting clients changed over 
the studied period. When examining those who injected their primary drug along the injected 
drug, a decrease in heroin injectors from 2009 onwards can be seen, a phenomenon identified 
in needle and syringe programmesô data and seizure data too. In parallel, the number of 
injectors of other substances sharply increased between 2010 and 2011, that turned to a slight 
decrease between 2011 and 2014. Since 2014 we can observe a stronger decrease. 
 

 
71 If a person used/ injected drugs more than 4 weeks ago, then the last 4 weeks of his/her last drug using period 
was asked about. 
72 Who reported injecting drug use in the 30 days prior entering treatment or the typical route of administration of 
the primary drug was injecting. 
73 Regardless of the route of administration of the primary drug 
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Chart 27. Trends in the number of clients injecting their primary drug by primary drug, considering only 
injectable drugs between 2009 and 2019 (persons) 

  
Source: P®terfi 2020a ï TDI data 2009-2019 

 
In 2019, the number of IDUs among all clients entering drug treatment was 107. The highest 
proportion (53%) injected heroin, followed by amphetamines (19%) and new psychoactive 
substances (16%). Looking at the composition of injecting drug users who enter drug treatment 
for the first time in their lives (25 persons), the proportion of heroin users was 40% (10 
persons), 28% (7 persons) reported primary injecting of new psychoactive substances and 
24% (6 persons) reported amphetamine injecting. 
 
Chart 28. Breakdown of injecting drug users by the substance injected among all (outer curve) and new 
clients (inner curve) entering drug treatment in 2019 (persons; NAll=107, NNew=25) 

 
*NPS: ñother stimulantsò, ñother hallucinogensò and ñother non-categorizable substancesò 

Source: P®terfi 2020a ï TDI data 2020 

 
For the analysis on PWIDôs risk behaviours see: Harms and Harm Reduction Workbook, 
Chapter T1.3.1. 
 
For further local studies on injecting drug use see Drugs workbook/Stimulants, Chapter T4.1 
(for the analytical examination of injected substances in Budapest see <ESCAPE data> 
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Csorba et al. 2019). For information on the substance detected on injecting paraphernalia see 
Drug market and crime workbook T2.1. 
 

T1.2.6 Infectious diseases 
 
See: Harms and Harm Reduction Workbook, Chapter T1.3.1.  
 
 

T2. TRENDS 
 
Overall, the use of traditional stimulants (cocaine, amphetamine, MDMA and its derivatives) is 
on the increase based on the available data. There is a more marked increase in seizure data, 
a slower increase in treatment data, but an upward trend in both data sources in past years. 
Regarding the seizure data (number of seizures; NSZKK 2020a) on designer stimulants (which 
in Hungary are mainly compounds belonging to the group of synthetic cathinones) after the 
decline between 2014-2016, the increase between 2016 and 2018 reached the 2014 values 
by 2018, however, in 2019 again, a significant decrease could be observed in the number of 
seizures. For trends in injecting drug use see T1.2.5 in this chapter. 
 

T3. NEW DEVELOPMENTS 
 
In 2020, the Hungarian National Focal Point conducted a study on the impact of restrictive 
measures taken in connection with the COVID-19 epidemic on drug use and drug treatment. 
See the results in section T4.1.3 of the Treatment Workbook. 
 
 

T4. ADDITIONAL INFORMATION 
 

T4.1 ADDITIONAL SOURCES OF INFORMATION 
 
 
According to the qualitative study (Kal· et al 2018) conducted among experts working in 
treatment and harm reduction settings as well as among current drug users, NPS injecting 
became less common or became less open. In general, they described the NPS phenomenon 
stagnating.  
In the field of harm reduction, several experts mentioned the shift from injecting synthetic 
cathinones to smoking synthetic cannabinoids (óherbal, bioô), and the change from injecting to 
inhaling (using foil) was also confirmed, as seen in treatment data as well (see T1.2.5 in this 
chapter). These changes were associated with the behavioural change of drug users: they are 
more hidden/ reclusive. They also perceived that Ădesigner drug usersò can be characterized 
by polydrug use behaviour and are Ădependent on being intoxicatedò (the primary aspect when 
choosing a substance is that it should be potent). The experts explained the changes (route of 
administration; hiding) with more control and police activity. (The methodological description 
of the survey is provided under T6.2 of Source and methodology in the Drugs Workbook). 
 
Results of the study using respondent-driven sampling (RDS) aimed at exploring the 
consequences of the closure of the NSP in district 8, Budapest (Cs§k et al. 2019) can be read 
at the 2019 Drugs WB/ Stimulants/ T4.1.  
 
According to Hungarian sub-data of the European ESCAPE project (ESCAPE 2017, Csorba 
et. al. 2020, for methodology, see in T6.2 in section Sources and Methodology), in Budapest 
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in 2017 synthetic cathinones were detected in 80% of the collected and analysed syringes (N-
ethyl-hexedrone: 76% and 4-Cl-alpha-PVP: 45%).  In the same year heroin was only found in 
6% of the analysed syringes. Synthetic cathinones remained the most frequently detected 
substance group in the following two years as well, although their detection rate decreased 
from 80% in 2017 to 43% in 2018 and to 55% in 2019. In parallel, the proportion of syringes in 
which heroin was identified increased from 6% in 2017 to 33% in 2018 and 31% in 2019. While 
N-ethyl-hexedrone and 4-Cl-alpha-PVP were the most frequently detected cathinones in 2017 
and 2018, in 2019 4-Cl-metcathinone (4-CMC) and mephedrone (4-MMC) became the most 
frequently found synthetic cathinones. The proportion of syringes containing 2 or more 
substance groups has decreased over the last three years (from 13% in 2017 to 6% in 2019). 
Unlike previous studies in the subject (P®terfi et al. 2017), this study found the presence of 
methadone in syringes insignificant over the three examined years. It is important to note that 
the data can be extrapolated with limitations due to its local nature, additionally while in 2017 
and 2018 only one NSP was involved in the project, in 2019 already three, all located in 
different districts.  
 



65 
 

Chart 29. Distribution (%) of drug types identified on injecting equipment in the ESCAPE project in 
Budapest in 2017 (N=226), in 2018 (N=141) and in 2019 (N=108)74 

 
Source: ESCAPE 2017; Csorba et al 2020; chart created by: HNFP 

 

For mono- and polydrug patterns based on biological samples analysed by NSZKK-ï Institute 
for Forensic Toxicology see Drugs/Cannabis/T4.1.  
  

 
74. More than one type of substance could be detected in some syringes per year. 
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C. HEROIN AND OTHER OPIOIDS 
 
 

T1. NATIONAL PROFILE 
 

T1.1 PREVALENCE AND TRENDS 
 

T1.1.1 The relative important of different opioid drugs 
 
Based on the NSAPH general population survey data in 2019 (Paksi 2020), 5.8% of the 18-
64-year-old population presumes that it is easy or very easy to access heroin. 7.7% of the 
young adult population reported the same. 
According to survey data opioid use is very rare in the general population. The cumulative 
prevalence rate is 0.6%, the LTP of heroin is 0.4%, that of methadone use without prescription 
is 0.4%, and of other opiates is 0.6%.  
 
Based on the results of comparable surveys between 2007 and 2019 the prevalence of opioid 
use did not change in the observed 12 years, only very low proportion of the population tried 
opioids. 
 
According to the results of the 2019 ESPAD survey (Arnold, Elekes 2020) in 2019 heroin is the 
least widespread among 16 years-old students among the examined drugs, with a 1.0% 
lifetime prevalence.  
Based on the trends detected among 16-year-old students in the observed 24 years few have 
tried, lifetime prevalence rate was 1-2% between 1995 and 2019. 
 
During its supply reduction activity, in connection with heroin the Police experienced that 
Hungaryôs earlier role as a destination country has gradually and by now almost entirely 
disappeared, as the volume of street level dealing with heroin is very low for years. However, 
as a transit country, Hungary still plays a significant role on the European market, although 
decreasingly. In addition, sales of heroin on the Darknet have increased. (BM 2020; NSZKK 
2020a).  
 
With regard to seizure data, between 2009 and 2010 both the number of seizures and the 
amount of heroin seized significantly decreased compared to previous years. After the 
regression, there was no significant shift in heroin seizures between 2010 and 2017. However, 
in terms of transit traffic, there are several larger seizures per year: in 2019, a 67 kg seizure 
was the case with the largest quantity (NSZKK 2020a). The same trends can be observed 
regarding samples from injecting drug use related equipment between 2010-2015, as 
proportion of samples connected to heroin use radically declined (2009: 67%,2011: 1%)., while 
prevalence of synthetic cathinones dynamically increased in the meantime (more on this at 
Drugs Workbook/ Stimulants/ T.1.2.5). This trend seems to have moderated since 2016, as 
the proportion of heroin-related samples being detected on injection devices is slightly 
increased (NSZKK 2020a; Csorba et al 2020).  
 
Besides heroin, methadone is the most available opioid type substance on the Hungarian black 
market. In addition to the formerly available tablet form, in 2016 liquid methadone sold under 
the name of Misyo was introduced in Hungary, which replaced the tablet formula previously 
used by several OST providers (Csorba 2018). As most clients continue to prefer the tablet 
format and the volume of these releases was reduced, it is likely that the tablet format will be 
less available on the black market as well.  
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New synthetic opioids are still not widespread in Hungary: only 9 seizures occurred between 
2015 and 2019 which were mostly related to fentanyl derivatives. Apart from fentanyls, U47700 
was identified on the Hungarian market (NSZKK 2020a). 

T1.1.2. Estimates of opioid use 
 
For the study (Horv§th and Tarj§n 2016) on the estimate about the prevalence of injecting drug 
use in 2015 see Drugs workbook/Stimulants, Chapter T1.2.5. 
 
Estimate of heroin use prevalence was last made in 2013, with respect to a two-year interval 
(2010-2011). The point estimate value for those using heroin at least once in the given two 
years was 3244 persons. (For details see 2013 National Report, Chapter 4.2.) Since then, due 
to changes in the drug market and drug use patterns, it can be assumed that the size of this 
population has dropped significantly and patterns of use among them changed.  
 

T1.2 PATTERNS, TREATMENT AND PROBLEM/HIGH RISK USE 
 

T1.2.1 Patterns of use 
 
For data in connection with risk behaviours relating to injecting opioid use see: Drugs 
Workbook/ Stimulants/ T1.2.5 and T4.2; Harms and Harm Reduction Workbook, Chapter 
T1.3.4. For the patterns of use of opioid users starting drug treatment see Chapter T1.2.2. 
 

T1.2.2 Treatment for heroin and other opioids 
 
Opioid use was the primary problem in case of 3.5% (162 persons) of clients entering drug 
treatment in 2019 (heroin 125 persons, misuse of methadone 13 persons, other opioids 24 
persons). The absolute number of (primary) heroin users entering drug treatment shows a 
decreasing tendency between 2009 and 2018 (2009: 390 persons; 2018: 90 persons). 
Between 2018 and 2019 some decrease could be observed (from 90 persons to 125 persons 
respectively) although when compared to the total population of drug treatment entrants, their 
proportion is still very low. For trends on the treated population see Treatment workbook T2.1. 
 
The proportion of males among opioid users was 80.3% (122 persons), 19.7% (30 persons) 
were female. The mean age of this user group entering treatment was 37.5 years and they had 
used opioid-type substances for an average of 15.8 years before entering treatment in 2019. 
Prior to treatment, the typical route of administration was injection (43.0%), followed by 
inhaling/chasing the dragon (20.8%). Eating / drinking and sniffing were reported by 18.1-
18.1% of those entering treatment for opioid problem as typical routes of administration. 
Regarding frequency of use, 34.5% of the clients used opioids on a daily basis, 24.3% used 
them 2-6 days per week, 8.8% once a week or less and 32.4% have not used them in the last 
30 days prior to entering treatment or just occasionally.  
 
With respect to treatment possibilities, opiate substitution treatment (OST) is available to opioid 
users as a special treatment programme. In the scope of OST methadone and 
buprenorphine/naloxone (Suboxone) are the available medications in Hungary. In OST, 629 
persons were reported by service providers to be under treatment during 2019. For information 
on its availability and utilisation see Treatment Workbook, Chapters T1.4.9-T1.4.11 and T2.1. 
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T1.2.5 Injecting drug use  
 
Regarding injecting drug use, NPS injecting continues to be the dominant pattern in the 
population, however it has been slightly declining in recent years. See 
Drugs/Stimulants/T1.2.5. 
With regard to heroin, while availability is still limited, more and more data sources are 
signalling a very modest return: the 2018 national NNK-NFP bio-behavioural study confirms its 
strengthening presence among users, and also some local or seizure-related syringe residue 
analysis data underlines its slight increase in 2018 and 2019 (NSZKK 2019a; NSZKK 2020a; 
Csorba et al. 2019; Tarj§n et al. 2019; Csorba et al. 2020). Although the number of heroin 
users entering treatment increased from 2018 to 2019, fluctuations have been observed in 
recent years as well, but the trend line continues to show declining treatment demand related 
to heroin (number of cases is extremely low). The national NSP client data did not confirm the 
return of heroin. 
Also noteworthy is the misuse of other opioids (primarily methadone) by injecting, supported 
by national NSP data, where in 2019 the prevalence of primary methadone injecting increased 
compared to previous years. Misuse of methadone is also confirmed by the 2018 and 2019 
bio-behavioural survey, and laboratory-confirmed syringe residue analysis. ( Tarj§n et al. 2019, 
P®terfi 2016; P®terfi et al. 2017, Tarj§n 2020a, Tarj§n et al. 2020 see T4.2 for a description), 
 
Needle/syringe programmesô client data 
 
On the basis of the NSP data (Tarj§n 2020a) the increasing NPS injecting from 2010 has 
completely transformed the structure of injecting drug use patterns characteristic of previous 
years: while in 2009 56% of PWID attending NSPs injected primarily heroin, in 2019 only 7% 
of the clients self-reported injecting primarily this substance. Since 2013 the prevalence of 
primary heroin injecting has fluctuated between 3%-8% among NSP clients. (For the chart on 
trends see: Stimulants, Chapter T1.2.5; for N of clients per year see Drugs/T.6.1).  
The proportion of those injecting other opioids, primarily methadone among NSP clients 
increased to 14% in 2019 while it was around 7-9% between 2011 and 201875, it was the 
second most prevalent primary injected substance after synthetic cathinones among PWID. 
However, proportion-based trend data can be limited interpreted due to the declining total 
number of NSP clients. 
Opioid injecting is the most common among people over the age of 34:  prevalence of heroin 
(as the primary injected drug) is 14% and prevalence of other opioids (primarily methadone) is 
20%. In PWID under 25, the same figure is 2% and 0% respectively, and in those aged 25-34, 
2% and 13% respectively. 
 
DRID data 
 
National data 
 
2006-2015: 
 
It is also possible to see the decrease in the injection of opioids from 2009 when examining 
PWID participating in the national seroprevalence survey between 2006-2015 (Dud§s et al. 
2015) by primarily injected substance. While in 2006 86.4% of the sample76 injected primarily 
opioids, by 2015 only 38.3% of them reported primarily injecting an opioid.77 (for more data on 
this period see: 2018 Drugs Workbook/ Stimulants, Chapter T1.2.5)    

 
75 Before 2011 the service providers reported data in 4 closed categories: heroin; amphetamine; cocaine, other. 
From 2011 the closed óotherô category became an open-ended question, the substance categories classed there 
can be named since then, therefore exact data on the injecting of other opioids has only been available since then. 
76 ever injectors 
77Some organizations participating in the survey were also providing OST (7 out of 19 in 2015) due to which there 
is a bias towards opioid injecting regarding prevalence of primary injected drug. 



69 
 

 
2018: 
Among PWID participating in the 2018 National NFP-NNK HIV / HCV bio-behavioural survey 
(n=440 persons) (Tarj§n et al. 2019, for methodology see HHR Workbook T5.1, for detailed 
sample analysis see Drugs / Stimulants / T1.2.5) 56% reported to primarily inject cathinone. 
Contrary to previous studies, heroin ranked second (leaving behind amphetamine), with 15% 
declaring it as their primary injected substance. 11% of the respondents injected other opioids 
most frequently (methadone 10% + other opiates 1%). 
During the study, PWID were asked what their primarily used drug was (regardless of the route 
of administration) or what they were injecting secondarily, giving a more nuanced picture of 
drug use patterns among PWID.78 
Among those who named heroin as their primary injected substance (61 persons), only 50% 
said that it was both their primary drug and their main route of administration. In the remaining 
50%, heroin injection was secondary, while the primary drug use pattern was oral 
administration of other opioids (21 persons), or heroin foiling (4 persons), or cannabis/ 
synthetic cannabinoid smoking (5 persons).  
Among those who have named other opioids79 as their primary injected drug (48 persons), only 
50% said that it was both their primary drug and their main route of administration. In the 
remaining 50%, injection of other opioids was secondary, while the most common primary drug 
use patterns were oral administration of other opioids (14 persons) and cannabis smoking (8 
persons) (Tarj§n et al. 2019). 
 
For regional data in 2019, see Drugs WB/ Stimulants/ T1.2.5 
 
About the patterns of opioid use see Chapter T1.2.2, for further trends in injecting use see 
Stimulants, Chapter T1.2.5 (national data) and T4.1 (syringe residue analysis: Csorba et al. 
2020) and Drug Market and Crime Workbook T2.1 on substances identified on seized injecting 
equipment.  
 
For mono- and polydrug patterns based on biological samples analysed by NSZKK ï Institute 
for Forensic Toxicology see Drugs/Cannabis/T4.1 

T1.2.6 Infectious diseases  
 
See: Harms and Harm Reduction Workbook, Chapters T1.3.1.  
 
 

T2. TRENDS 
 
About trends in clients entering treatment for opioid use see Treatment workbook T2.1; 
regarding trends in injecting drug use see this workbook Stimulants/T1.2.5 and some further 
trend data see T1 of this Section. 
 
 

T3. NEW DEVELOPMENTS 
 

 
78 In the present analysis, the entire sample was included irrespective of the time of last use and last injection, so 
the analysis is not sensitive to possible time lag between the primary and secondary drug use patterns (eg: current 
methadone eating/drinking and former heroin injection). In order to interpret the data, it should be added that the 
majority of participants (82%) were recruited from NSP or LTS. however, sites providing OST were also involved: 
OST: 14% NSP and/or LTS and/or OST: 4%. 
79 methadone: 42, suboxone: 2; other opioids: 4. 
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The HU-NFP conducted a study in 2020 regarding the impact of the COVID-19 pandemic and 
related restrictions on drug use and responses. See T4.1 in the Treatment Workbook for the 
results. 
 
 

T4. ADDITIONAL INFORMATION 

T4.2 FURTHER ASPECTS OF HEROIN AND OPIOID USE 
 
In the NFP-NNK bio-behaviour study conducted among PWID (n=440) in 2018, several 
polydrug use patterns were identified in connection with opioid use: besides primarily oral 
intake of ôother opioidsô secondary injecting drug use (heroin or other opioids 35 persons, other 
unspecified drugs 16 persons). Injecting other opioids80 was reported by 67 people (15%). 
(Tarj§n et al. 2019)  
The proportion of PWID injecting other opioids, mainly methadone, rose to 14% in 2019 among 
NSP clients, from around 7-9% in 2011-201881. However, proportion-based trend data can be 
limitedly interpreted due to the declining total number of NSP clients (Tarj§n 2020a) 
The study examining residues in syringes in Budapest between 2017 and 2019 (ESCAPE, 
Csorba et al. 2020) found methadone scarcely and the NSZKK (2020a) analytics (Drug market 
and crime Workbook T.2.1.) also hardly detected methadone in syringes, in contrast, the 
increasing presence of heroin was measured in these studies.  
 
 

  

 
80 methadone: 57; suboxone: 3; other opioids: 7 
81 Prior to 2011, data were reported by providers in 4 closed categories: heroin; amphetamine; cocaine, other. From 
2011, the other category became an open question, since then the drugs listed there can be named, so only since 
then there is accurate data on the injecting of other opioids. 
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D. NEW PSYCHOACTIVE SUBSTANCES (NPS) AND OTHER DRUGS NOT 

COVERED ABOVE 
 
 

T1 NEW PSYCHOACTIVE SUBSTANCES (NPS) 
 
For information on new psychoactive substances see A) Cannabis Chapters T1.2.4 and T4.1, 
B) Stimulants Chapters T1.2.4 and T1.2.5 and T4.1 and C) Heroin and other opioids Chapter 
T4.2. 
 
 

T4 FURTHER INFORMATION 
 

T4.3 NON-SPECIFIC DRUG USE AND POLYDRUG USE 
 
Based on the 2015 NSAPH study a cluster analysis was conducted to assess the latent user 
groups on the basis of the different drug use patterns (Paksi 2017). In the group of the 18-64 
years old adult population four groups were identified that cover 86.8% of the total sample.  
 
1) The biggest group ï 83.1% of the cases covered by the cluster analysis ï was not engaged 
in any drug use behaviour, they form the group of ônon-usersô.  
2) The second group (7.9%) was called the ôpharmaceuticals usersô, all of whom used 
sedatives with or without a doctorôs prescription in their lives and nearly half of whom were 
ever engaged in pharmaceuticals abuse. Members of this group used illicit drugs minimally: 
lifetime prevalence was 2% for cannabis use and 2% for the use any other illicit drugs.  
3) The third latent group ôpolydrug usersô82,(5.2%) consists of users who all used an illicit drug 
other than cannabis, though 60% of them used cannabis as well. In this group the use of all 
drug types has high prevalence rates among which classical stimulants use is dominant with 
a lifetime prevalence rate of 85%. New psychoactive substance use is the highest in this group 
out of the four (synthetic cannabinoids use 33%, designer stimulants use 19%) though NPS 
are not the dominant substances in this group.  
4) The fourth and smallest group is the group of ôcannabis usersô. All of them used herbal 
cannabis or cannabis resin in their lives and only 5% of them used another illicit drug other 
than cannabis. Pharmaceuticals use was also rare among them (Paksi 2017).  
  

 
82 The term ôpolydrug usersô refer to those who reported to have used two or more different drugs in their lives.  
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Table 10. Latent groups of drug users identified among ôever usersô between 18-64 years of age (%) 

Final cluster centres (cases included: 1293; missing data: 197) 

 
Clusters 

polydrug users 
pharmaceuticals 

users 
non-users cannabis users 

 18-64 18-34 18-64 18-34 18-64 18-34 18-64 18-34 

sedatives (with or without 
prescription) 

.23 .42 1.00 1.00 .00 .00 .01 .01 

pharmaceuticals abuse .21 .32 .46 .71 .01 .01 .04 .02 

cannabis use .61 .77 .02 .18 .00 .00 1.00 .81 

synthetic cannabinoids use .33 .68 .02 .08 .00 .00 .00 .14 

designer stimulants use .19 .59 .01 .02 .00 .00 .01 .05 

cocaine use (inclusive) .22 .54 .00 .00 .00 .00 .00 .04 

classical stimulants .85 1.00 .00 .18 .00 .00 .00 .34 

hallucinogens use (inclusive) .19 .54 .00 .02 .00 .00 .01 .04 

other illicit drug use .14 .49 .00 .02 .00 .00 .01 .02 

illicit drug use other than 
cannabis 

1.00 1.00 .02 .26 .00 .00 .05 .50 

N 67 41 102 54 1075 1080 49 169 

% 5.2 3.0 7.9 4.0 83.1 80.4 3.8 12.6 

Source: NSAPH 2015 ï Paksi 2017 

 

In the age group 18-34 ï applying the same cluster analysis as for the adult population ï the 
latent groups identified were close to the groups of the complete adult population, although the 
proportion of each group was different, and in all groups (excluding the non-users) the 
researcher found more diverse drug use patterns than in the complete 18-64 population (Paksi 
2017). 

On the basis of the cluster analysis aiming to differentiate the drug use patterns it was 
concluded that cannabis use is stand-alone and dominant among the young adults in Hungary, 
whereas NPS use is part of the polydrug use pattern and does not form a separate user group 
(Paksi 2017).   

For studies related to polydrug patterns of use see Drugs workbook/Cannabis/T4.1 (polydrug 
patterns based on the analysis of biological samples) and Drugs workbook/Stimulants/T1.2.5 
(polydrug patterns in PWID). 
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E. SOURCES, METHODOLOGY 
 

T6. SOURCES, METHODOLOGY 
 

T6.1 SOURCES   
 
P®terfi 2020a ï TDI data collection 2020: see Treatment workbook, chapter T5.2 
 
P®terfi 2020b ï OST data collection 2020: see Treatment workbook, chapter T5.2. 
 
Tarj§n 2020a ï NPS data collection:  
NSPs reported their 2019 data via the web-based data collection surface operated by the 
Hungarian National Focal Point (HNFP) since 2008. The service providers have been sending 
data on the demographic characteristics and injecting patterns of clients participating in NSPs 
to the HNFP through this interface since 2010. In 2012, the closed óotherô substance category 
was transformed to an open-ended question, where the service providers could name the other 
substance categories. On the basis of previous yearsô experiences, the list of closed categories 
(which were mainly the classical substance types before) was extended in 2015 with new 
closed categories: ópenta crystalô; ózeneô (ómusicô); methadone; MDPV.  
With respect to 2019, 20 organisations uploaded the data of 819 clients (rest of the NSPs did 
not have NSP clients in 2018). In respect of the number of clients double counting control was 
performed at service provider level but not at national level. The same client may be registered 
at more NSPs. The service providers provided information in 2019 on a total of 706 clientsô 
primarily injected substance. (2009: 1483 persons; 2010: 1737 persons; 2011: 2237 persons; 
2012: 1907 persons; 2013: 3128 persons; 2014: 3692 persons; 2015: 2985 persons; 2016: 
2366 persons; 2017: 2093; 2018: 1435). For further details on the data collection see: HHR 
Workbook T.5.1.  
 
Tarj§n 2020b ï Data collection among Harm reduction services in nightlife settings:   
see: HHR Workbook T.5.1.  
 

T6.2 METHODOLOGY 
 
Arnold and Elekes 2020 - ESPAD 2019: 
The European School Survey Project on Alcohol and Other Drugs (ESPAD) was launched in 
1995 with the aim of collecting regularly, timely and internationally comparable data on young 
people's risk behaviours every four years. Hungary has been participating in international 
research project for 25 years: seven waves of data collection have taken place so far, most 
recently in 2019. The 2019 data collection in Hungary was supported by NKFIH K127947, 
Kodol§nyi J§nos University, Department of Sociology, and the Hungarian National Focal Point. 
ESPAD data collection in Hungary was conducted by the Department of Sociology and Social 
Policy, Institute of Communication and Sociology, Corvinus University of Budapest. Principal 
investigator: Zsuzsanna Elekes. The study was conducted on the nationally representative 
sample of young people participating in full-time normal school education, using a self-
completion method, in the spring of 2019. Sampling was performed by a stratified random 
sampling procedure. The stratification was done by region (7 regions), grade (9th and 10th) 
and type of class (high school, vocational high school, vocational secondary school). The 
required sample size was determined according to the ESPAD protocol for 16-year-olds. The 
net sample of 16-year-olds was 2357 persons. The questionnaire included mandatory as well 
as optional ESPAD questions supplemented by some national questions. Csaba Horv§th 
Gergely (National Drug Focal Point), Zsolt Demetrovics and Orsolya Kir§ly (Department of 
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Clinical Psychology and Addiction, Eºtvºs Lor§nd University, PPK) participated in the 
adaptation of the questionnaire in Hungary and in the development of the national questions. 
Csorba et al., 2020: Partial data on the ESCAPE study in Budapest  
In 2017, 2018, and 2019 Hungary also participated in the EMCDDA ESCAPE project, which 
investigated residues on injecting equipment in European cities to determine injected 
substances (for further information and detailed methodology see: 
http://www.emcdda.europa.eu/system/files/publications/11287/20191061_TD0119176ENN_
PDF.pdf). The Hungarian cooperating partner was the M¥SZ. They collected the used 
syringes through the needle and syringe programme of Art £ra Foundation in district 7, 
Budapest: the laboratory examinations showed 222 collected syringes in October 2017 while 
in April 2018 they found 150 syringes with a certain active substance. In 2019, in addition to 
the Art Era Foundation, two other service providers joined the project: AATSZ in district 11, 
and V§lasz¼t in district 2. The syringes (n = 136) were collected in June. During the collection 
period, duplication of syringes from the same individual may occur, therefore data are limited 
to determine local prevalence. Chemical examination of the substance and blood residues was 
carried out at the Institute of Forensic Medicine, in the University of Debrecen with GC-MS 
method, using a so called ñscreeningò approach. The Hungarian data was re-analysed by the 
Hungarian National Focal Point by using the Hungarian sub-data included in the publication of 
the EMCDDA ESCAPE project and the Hungarian raw data.  
 
Dud§s et al. 2015 ï National HIV/HBV/HCV seroprevalence survey: see the Harms and Harm 
Reduction Workbook, Chapter T5.1.  
 
Elekes 2016 ï ESPAD 2015: 
The next data collection of European School Survey Project on Alcohol and Other Drugs was 
conducted in March 2015. The survey was carried out by the Institute for Sociology and Social 
Policy, at Corvinus University of Budapest. In Hungary data collection took place in accordance 
with the ESPAD protocol, on a national representative sample of young people born in 1999 
and participating in full-time ordinary school education, in the form of class surveys, using the 
self-reporting method. The total sample size on the 9-10 grades was 6664, the net sample of 
16-year-olds included 2647 students. 
 
Horv§th and Tarj§n 2016 ï Prevalence of injecting drug use: 
Estimation took place using the method of capture-recapture recurring in time. For further 
information about the studies corresponding to the two databases used (2014 and 2015 
national HIV/HBV/HCV seroprevalence surveys), see the 2015 and 2016 Harm and Harm 
Reduction Workbooks, Chapters T1.3, T2.2 and T5.1 and T5.2. 
Those injectors tested were involved in the estimate, who took part in a NSP in the given time 
interval or received treatment at a specialised outpatient drug treatment centre. 19-19 service 
providers participated in the survey in both years. Ever injecting drug use was the recruitment 
criteria for participation. 
During the survey series people who inject drugs PWID were identified using a so-called 
ógenerated codeô used in the TDI system, which made it possible to monitor the reoccurrence 
of clients. (For the socio-demographic data of PWID and their data relating to drug use see the 
2015 and 2016 Harm and Harm Reduction Workbooks Section T1.3 and the Drugs Workbook, 
Sections T.1.2.2 under certain substances (primarily under Stimulants, but also under 
Opioids.)) 
It was not possible to break down the estimate by different drug types. The result of the first 
step of the estimate relate to a two-year interval, indicating injecting drug use during the two 
years determined.83 As the second step of the estimate, the results were modified according 

 
83Repeated occurrence in the testing programmes between 2014 and 2015 

Year  2015 

  Occurrence No Yes 

2014 No  458 

http://www.emcdda.europa.eu/system/files/publications/11287/20191061_TD0119176ENN_PDF.pdf
http://www.emcdda.europa.eu/system/files/publications/11287/20191061_TD0119176ENN_PDF.pdf
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to the question about the time of the last injecting that was included in the questionnaire of the 
testing so that the estimation refers to the recently (last 12 months)  injecting population. A 
condition of using the capture-recapture method is independence between the two time points 
when measurement is performed. Presumably this condition of independence was not fulfilled 
in the testing programme, so the basic formula84 of capture-recapture was modified, 
distinguishing accidental and systematic or intended participation as the cause of repeated 
occurrence in the testing programme. By modelling the intention to participate, sensitivity 
analysis was performed. The coefficient of the intention to participate was determined after 
interviewing the testing sites, using the method of expert estimation. On the basis of the 
average of the answers given by the interviewed service providers, 76% of the clients 
intentionally participated in the seroprevalence survey repeatedly.85 The clients participating in 
the seroprevalence survey were given an incentive (meal vouchers in the value of about EUR 
3,), so the proportion of participants, who took part in the survey for the second time because 
of this, is presumably high, even higher than the estimated value.  
 
Kal· et al. 2018 ï Key informant study for the monitoring of NPS: 
The focus of the study was the identification of changes and novelties in the use of new 
psychoactive substances by analysing expert perceptions and data during a 6-month period 
(June-December 2017) in Hungary. The aim of the study was to carry out an analysis that goes 
beyond descriptive indicators, by exploring the new NPS scenes identified by national and 
international experts (Hungarian LGBT community, child protection and homeless care, online 
scenes) besides the scenes already identified in the scientific literature (injecting drug use, 
treatment and care, prison, nightlife), as well as exploring the information available from the 
media and authorities. The non-representative study used a pragmatist philosophical approach 
and a mixed method model with a primary qualitative data collection and a secondary 
qualitative and quantitative data analysis. 
1) Qualitative Testing: The (primary) data collection was conducted between January and April 
2018 with interviews and focus groups. 10 thematic working groups (injecting drug use, 
treatment-care, prison, nightlife, LMBTQ communities, child protection, homeless care, online 
scene, media), 20 focus groups (53 participants + 10 working group leaders), 12 interviews 
(12 people) and 2 expert focus groups (working group leaders + 6 experts) were carried out 
with a total of 81 participants. 
2) Media monitoring: The content analysis of the expert interviews identified 21 keywords. 
Based on the keywords a systematic analysis was run on Hungarian online media publications 
from the research period (that identified a total of 382 media reports). 
3) The collection and analysis of secondary data (seizures, epidemiological and research data 
from the research period) were completed (20 documents). The data analysis was done with 
deductive content and document analysis at Atlas.ti 8.2.0. programme. 

 
Yes 463 133 

 
84The so-called Lincoln-Petersen formula was modified, so the formula used for estimating injecting drug use is: 

x= 
a21*a12 

+(1-Ŭ)*a'22 
Ŭ*a''22 

where: 
X = hidden population 
a21 = IDU population occurring in one of the years 
a12 = IDU population occurring in the next year 
aô22 = IDU population reoccurring in testing intentionally 
aôô22 = IDU population occurring in testing accidentally 
Ŭ = coefficient of the intention to participate, in the case of 100% all repeated occurrences were 

accidental, that is the two tests are statistically independent 
 
85 During the survey the service providers participated in the seroprevalence survey were contacted and requested 
to estimate the proportion of reoccurring clients, that is clients who occurred in testing in the two consecutive years, 
who returned to the testing programme consciously and the proportion of those who returned accidentally. All 15 
service providers answered the question, where, according to the TDI generated code, there were reoccurrences.  
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Paksi, Magi, Gur§ly 2020 ï Drug use and homelessness - Study on drug and other 
psychoactive substance use of the homeless population: 
The purpose of the study was to estimate the use of drugs and other psychoactive substances 
in the homeless population, a social group that is not covered by general population surveys, 
and to identify the specific drug use characteristics of the homeless population through 
interpreting the results in a general population context. Data collection - similarly to the 2007 
study was performed using omnibus method, together with the 2017 data collection of the 
"Febru§r Harmadikaò (The 3rd of February) (F3) data collection series, which is the best 
available estimation on the homeless population. The target population of the research was 
the homeless population in Hungary and the sampling frame was the 8014 homeless people 
who were reached during the 2017 F3 data collection in homeless shelters and in public areas, 
covering the whole country. The research was carried out on a one-sixth random sample 
stratified according to the sampling frame's access-location (specific accommodation and 
street services). Based on the size of the sample frame, the calculated gross sample size of 
the research was 1335 persons, and the net sample size was 1302 persons. Because of the 
high access ratio, sample weighting was not required. In the analyses carried out with this 
sample size, the theoretical margin of error was Ñ 2.5% at 95% confidence level. Data was 
recorded using self-administered questionnaires handed out in closed envelopes - similarly to 
the 2007 study and the general population studies. In designing the study material the 
recommendations of the EMCDDA, changes in the demands of the indicator (perceived 
accessibility), recommendations on the monitoring of the use of new psychoactive substances 
(NPS), and comparability with the national general population studies (NSAPH 2007, 2015) 
were taken into consideration. 
 
Paksi 2019 ï HBSC 2017/2018: Drug use 
The 9th Hungarian wave of the HBSC study was conducted in the 2017/2018 school year. The 
aim of the study was to examine the physical, mental, emotional, and social well-being of 
adolescents. The development of the questionnaire is a joint work of the international HBSC 
research group and the national HBSC research group. The study was supported by the 
National Office for Research, Development and Innovation (KKP126835), EMMI (1783-3 / 
2018 / FEKUTSTRAT) and the WHO Hungarian Office. The data collection took place in April-
May 2018. Sampling (by county, type of school's settlement, type of school, and type of school 
maintainer) was performed using a stratified sampling procedure for national 
representativeness. The study covered students in grades 5, 7, 9, and 11 in the 2017/2018 
school year. The net size of the total sample was 6003 people. Questions related to drug use 
were included only in the questionnaires of 9th and 11th grade students, in their case the total 
sample size was 2766 people. Sampling was done by group sampling, i.e., complete classes 
were included in the sample. Passive parental consent was requested for the participation of 
those under 18 years of age. The study was commissioned by the Institute of Psychology of 
Eºtvºs Lor§nd University, with the approval of the Scientific and Research Ethics Committee 
of the Health Science Council. 9th grade students were on average 15.95 years old and 11th 
graders were on average 17.88 years old. 
 
Paksi et al. 2019; Paksi 2020 ï NSAPH 2019: 
The NSAPH 2019 study (Paksi et al. 2019; Paksi 2020) was conducted on a 1,800 gross and 
1,385 net national representative sample of adults aged 18-64 in Hungary. The sample was 
selected by random sampling stratified by region, settlement size, and age. Layer category 
weighting was used to correct for bias due to sample dropouts. Data collection was conducted 
by personal contact of the persons included in the sample, with a mixed methodology using 
both face-to-face and self-filling elements. It took place in the spring of 2019. 
With regard to the development of drug-related questions, the study draws on previous general 
population drug epidemiological studies in Hungary and on the EMCDDA model 
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questionnaires (EMQ), on EMCDDA's data needs linked to the GPS indicator, and on their 
recommendations regarding new psychoactive substances (NPS) and medication use in 
general population studies. The calculation of prevalence values, consistently with previous 
waves of the study, also follows the recommendations of the EMQ. 
The study was supported by the National Office for Research, Development and Innovation 
(K128604). 
 
Paksi et al 2015 ï NSAPH 2015: 
The survey was carried out on a representative sample of the Hungarian population between 
the ages of 18-64, stratified by settlement size, region and age group, over-representing the 
population between the ages of 18-34. The gross sample size was 2477 (net sample 2247 
persons). The national representative sample of 18-64-year-old population included 1490 
persons, the one of 18-34-year-old population included 1534 persons. Data were recorded 
using a so-called mixed methodology, a face-to-face technique combined with self-reporting 
elements, in the spring of 2015. The survey was financed by OTKA (application identification: 
K109375) and EMMI. 
 
 
Port 2016 ï Survey on drug use among juveniles in detention homes: see Prison Workbook, 
Chapter T5.2. 
 
Tarj§n et al 2019. NFP-NNK HIV/HCV national bio-behavioural survey 2018: see HHR 
Workbook T5.1.  
 
Tarj§n et al 2020. NFP-NNK HIV/HCV regional bio-behavioural survey 2019: see HHR 
Workbook T5.1.  
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PREVENTION86 
 
 

T0. SUMMARY 
 
The National Anti-drug Strategy, entered into force in 2013, determines priorities in the field of 
prevention and tasks in 10 settings as well. Drug prevention activities ï beside several drug-
related tasks ï are coordinated by the State Secretariat of Health, Unit for Focal Points under 
the Public Health Department in the Ministry of Human Capacities. (See the Drug Policy 
Workbook, Chapter T1.3.1) 
National study data show that the majority of organisations operating prevention interventions 
perform universal prevention in the school setting. 70% of these organisations are NGOs with 
their financing coming mostly from the state in the form of grants. Among the organisations 
carrying out characteristically selective prevention activities outside of school, there are many 
state or local authority bodies (social care and child protection institutions) that come into 
contact with the target groups regularly for different purposes. Workplace prevention 
programmes only occur occasionally. The main financer of the prevention activity is the state 
and European Union sources (TĆMOP (Social Renewal Operational Programme), EFOP 
(Human Resources Development Operation Programme)) as well.  
In the past years it has been a priority of those formulating the drug policy for the prevention 
programmes to progress towards professionalization. The regulatory materials compiled for 
the field and the quality assurance process of school prevention programmes aimed that goal.  
 
 

T1. NATIONAL PROFILE 
 

T1.1 POLICY AND ORGANISATION 
 

T1.1.1 Prevention objectives in the National Strategy 
 
The fundamental approach framework of the National Anti-drug Strategy that entered into force 
in 2013 (see also the Drug Policy Workbook, Chapter T1.1) is óthe strengthening of health and 
health support processes as well as the personal, community and environmental conditions 
that lead to theseô. The Strategy states that óhealth and a healthy lifestyle, as a value and a 
resource, should be available to everyone and an example to be followedô. Through this óa 
community environment will be developed in which the possibility of the development of the 
most varied dependency or psychological health problems and those having a negative effect 
on life conduct is significantly lowerô. 
Beside this, an important element of the approach is to encourage local-level initiatives in the 
interest of óa community ï civil ï professional network being created that provides equal access 
to the various development, prevention and treatment programmes in every settlementô. 
 
The National Anti-drug Strategy also determines priorities in the field of prevention. According 
to section V.2. of the Strategy dealing with drug prevention: óthe prevention activity in 
connection with the drug problem must be conceived in all settings and target groups with 
respect to health development in the wider senseô and it is important that óinstead of a narrower 

 
86 Author of the chapter: Gergely Horv§th, Ćgnes Port 
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interpretation of drug prevention, the focus of the programmes should be health development, 
comprehensive physical, psychological, intellectual and social wellbeingô.  
In connection with prevention the Strategy determines tasks in 10 settings: local communities, 
family, public education and the child protection institution system, higher education, peer 
groups, the media, the workplace, penal institutions as well as the institution of ótreatment as 
an alternative to criminal procedureô (QCT). The priorities determined in the Strategy in 
connection with drug prevention are the following: 

¶ Increasing the number of programmes promoting a substance-free lifestyle; 

¶ The comprehensive school health development programmes should reach 50% of 
pupils by 2020; 

¶ Programmes using the family approach should reach 20% of families with children once 
a year; 

¶ The proportion of adolescents trying and occasionally using drugs should drop by 10% 
within the given age group; 

¶ The establishment and introduction of a quality assurance system for the prevention 
and information programmes; 

¶ Only those health development programmes may be realised in Hungary that have 
professional approval and include a quality assurance system, including in this the 
activities of public education institutions as well; 

¶ The local role played by the Coordination Fora on Drug Affairs (KEF) and their 
coordination activity should be strengthened; 

¶ The national strategies and programmes to be approved aimed at psychological health 
development and dealing with the alcohol problem and other behavioural 
dependencies should be harmonised with the anti-drug strategy. 
 

The Government adopted a Policy Program for 2017-2018 in connection with the National Anti-
Drug Strategy (2013-2020, Clear consciousness, sobriety, fight against drug crime) 
(Government Decree 1669/2017. (XI.15.). In the field of demand reduction, the policy program 
seeks to promote the development of health promotion and drug prevention with priority being 
given to the implementation of universal, selective and indicated programs in the widest 
possible target groups and settings. It focuses on involving families and communities, reaching 
vulnerable target groups (eg. child protection), and taking into account special considerations 
(eg. disadvantaged people). 
 
The preparation and implementation of the current, 2019-2020 policy program will be carried 
out under the auspices of the EMMI State Secretariat for Health. 
 

T1.1.2 Institutional background 
 
The top Hungarian drug coordination body is the Unit for Focal Points under the Public Health 
Department in the Ministry of Human Capacities (for more information see Drug Policy 
Workbook, Chapter T1.3.1). The Ministry of Human Capacities (EMMI) in its Organisational 
and Operation Regulations specifies the tasks of the National Drug Prevention Coordination 
unit in connection with drug prevention (among others): 
 óPublic Health Department according to its task related to drug prevention:87ô 
 

¶  participates in the development of strategies, programs and action plans in the field of 
health promotion, public health; 

¶ participates in defining strategic directions of health promotion, health education and 
health protection; 

 
87 16/2018. (VII. 26.) EMMI instruction on the Organizational and Operational Regulations of the Ministry 
of Human Resources, No. 4/2019. (III.1) in conjunction with the modifications contained in EMMI 
instruction. 
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¶ propose health sector tasks related to the prevention of addictions, participate in HIV / 
AIDS prevention tasks; 

¶ coordinate mental health tasks; 

¶ participates in the full range of public health tasks related to the development of 
kindergarten and school institutional health, youth, family, elderly affairs 

 
As a background institution of the EMMI, drug policy related tasks are carried out by the 
Directorate-General for Social Affairs and Child Protection (SZGYF) as well. The Department 
of Drug Prevention Programmes of SZGYF took part in the implementation of the National 
Anti-Drug Strategy, in setting up drug policy programmes, and in preparing, carrying out and 
evaluating drug related tenders of the EMMI. It also coordinated the operation of preventive-
consulting services (available as an alternative to criminal procedure for drug law offenders), 
as well as assisting in the cooperation between prevention professionals and prevention 
institutions.88   
 
In 180/2019. (VII. 26.), the duties of the Department of Drug Prevention Programs of the 
SZGYF were transferred to the National Public Health Center (hereinafter: NNK) by merger 
with effect from 1 August 2019. 
 
Health promotion offices 
 
With the support of the European Union to support the preventive capacity of the health care 
system, health promotion offices have been integrated into the health care system, and since 
2013, 116 offices have been established. The EFI is a preventive capacity in health care that 
has the purpose and function of developing individual behavioural patterns that serve health 
in general, and among specific, high-risk target groups. Their health promotion choices include 
preventing smoking, drugs and excessive alcohol consumption. 93 Health Promotion Offices 
have so-called ómental health promotion functionô. This includes opportunities for individual and 
community mental health prevention, group programs (eg. group for relatives of addicts, self 
help group, etc.) 

T1.1.3 Financing system 
 
One of the most determinant factors of the prevention activity is the method and amount of 
financing. According to the results of an earlier research, on average four fifths of the budgets 
or the prevention programmes came from grants, which puts a great deal of uncertainty into 
the system concerning the continuity of the operation of the programmes. The financer is 
mostly the state. Financing from the business sector, foundations and local authorities is 
significantly less than this. The proportion of financing from donations was 2.9%. The presence 
of a stable, permanent budget improving the reliability and sustainability of operation was not 
characteristic. (Paksi and Arnold 2010) 
 
 
In 2019, a total of EUR 571,430 was available for primary and secondary education institutions 
to finance school health promotion and drug prevention activities, as well as support for 
complex prevention and health promotion programs of drug prevention organizations. For 
more information on applications and their funding, see Drug Policy Chapter T1.4.2 Budget 
Expenditure Data.  
 
EFOP-1.8.7-16 "Targeted Prevention Programs to Prevent Addictions" aimed the development 
of the health culture of the population, to increase health awareness through effective health 
communication tailored to the target groups, to implement awareness raising and prevention 

 
88 13/2017. (III. 31.) EMMI utas²t§s a Szoci§lis ®s Gyermekv®delmi FŖigazgat·s§g Szervezeti ®s MŤkºd®si 
Szab§lyzat§r·l, https://www.szgyf.gov.hu/hu/foigazgatosag/szmsz 

https://www.szgyf.gov.hu/hu/foigazgatosag/szmsz
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programs, with special emphasis on the involvement of communities and families. The 
available funding EUR 9.7 million, with a total of 43 applications received. The grant 
agreements were concluded and implemented in 2019 as part of the tender. 
 
In the scope of EFOP-1.8.9-17 "Have Other Passions 2." a total of EUR 8.2 million was 
available for the support of specialized child protection institutions to support the prevention 
and reduction of drug use. As part of the program beneficiary institutions will have the 
opportunity to carry out prevention activities that have a positive impact on the children in 
specialized child protection care. In 2018 there were 17 institutions with contracted. (EMMI 
2018a) 

T1.2 PREVENTION INTERVENTIONS 
 

T1.2.1 Environmental prevention 
 
Policies/initiatives 
 
In 2011 the extension of the legal regulations relating to new psychoactive substances 
represented a significant change at national level, A government decision was made and 
legislation drawn up in order to set up and introduce generic control. Eliminating the legal 
distribution of these new psychoactive substances is an important element of the process. 
 
Crime prevention strategies 
 
The National Crime Prevention Council was set up by Government in 2011. Its most important 
task was to create the National Crime Prevention Strategy. The Strategy determines crime 
prevention targets for ten years, until 2023. Among the key priorities of the Strategy child and 
juvenile crime prevention is also included, one area of which is the prevention of addictions, 
alcohol and drug prevention. (For more information see 2014 National Report, Chapter 9.5.) 
 

T1.2.2 Universal prevention 
 
National quantitative surveys were carried out up to 2009 about preventive programmes inside 
and outside school settings, from which it was determined which drug prevention interventions 
the students came into contact with (a detailed description of the surveys can be found in the 
previous National Reports). Between 2010 and 2015 only regional or qualitative studies were 
conducted. In 2015 national data collection was prepared again which provides updated 
information about the features of prevention activities (see chapter T4). Comparing the results 
of the two latest national data collections , both in 2009 and 2015 NGOs ran the overwhelming 
majority of the prevention interventions, however the presence of state institutions increased 
by 10%. Compared to earlier data, in 2015 only half of the organisations ran prevention 
activities as their main activity. Examining content related issues, it can be stated that the 
majority of the programmes/services continued to operate directly in the final target population. 
In addition, the interventions provided by school teachers and teacher-training drug use 
prevention programmes also appeared. The objectives of the programmes became more up 
to date and the service providers met the students more hours/more times than earlier. While 
in 2009 the interventions targeted the 10-14 age range and the 15-18 age range at almost the 
same rate, in 2015 most of the interventions targeted those above 14 years. 
 
The Act on Public Education obliges schools to perform youth protection tasks, and the head 
of the educational institution is responsible for the organization and provision of these tasks.89 

 
89 Act CXC. of 2011. on National Public Education, Section 69.(2)(f) 
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The institution may employ an external expert as a person responsible for youth protection 
duties, but this is not mandatory. 
EMMI Regulation 2/2018. (I.18.) on the Modification of NM Decree 15/1998. (IV.30.) on the 
professional duties and operating conditions of the child welfare, child protection institutions 
and persons providing personal care introduces the concept of kindergarten and school social 
assistance service (instead of the former school social work). According to the Regulation, 
from 1 September 2018, the kindergarten and school social assistance service provides 
support to the children belonging to the public education institution, the child's family and the 
pedagogues of the public education institution, in order to prevent the child's vulnerability by 
means of social assistance work. In the scope of this it aims to help: 
 -the detection and exploration of the obstacles to the fulfilment of the child's educational 
obligations; 
 -the identification of the child's vulnerability using preventive devices;  
 -the operation of a warning system. 
 
 
The drug prevention activity of the Police 
 
16/2016 (VII. 21.) ORFK order on the ñImplementation of children- and juvenile protection 
programmesò constitutes the basis of the drug prevention activity of the Police and regulates 
thoroughly Police tasks and responsibilities in connection with school and nursery 
programmes. 
Drug prevention is part of the complex crime prevention programs run by the police. Through the 
OVI-ZSARU, DADA, ELLEN-SZER and School Crime Prevention Counseling Programs, the 
Police accompany and advise children and adolescents from the age of 5 to the age of 18. 
In the 2018/2019 school year, 1,015 classes and 21,222 children in 303 schools in 197 
municipalities, trained by 145 police officers, participated in the DADA program. 
The ELLEN-SZER program involved 2,683 students in 108 classes in 48 schools in 30 
municipalities nationwide, who were trained by 33 police officers. 
In the 2018/2019 school year, 252 secondary education institutions in 105 municipalities 
participated in the School Crime Prevention Advisory Network program. The 103 counselors 
involved a total of 114,895 students from 4,738 classes in prevention activities. Schools are 
satisfied with the work of the counselors, the students involved in the program have requested 
the daily presence of the counselors, and based on the feedback, more and more high schools 
want to join the program. 
In the ñPolicemen in the Schoolò program, which aims to promote safe accident-free transport of 
small schoolchildren, increase their traffic knowledge, and promote the detection and elimination 
of other factors endangering the safety of children, 2209 seconded police officers in 2,909 public 
educational institutions in the 2018/2019 school year He held prevention sessions for 308,316 
students. 
 
20/2010 on the Crime Prevention Activities of the Police. (OT 10.) ORFK, it is the task of the 
regional crime prevention units and the police headquarters to co-operate with the regional 
actors of the drug problem, primarily with the Drug Coordination Forums (hereinafter: KEF). 
Crime prevention specialists play an active role in the operation of all KEFs, which are operated 
on an invitation basis by all county (capital) and city municipalities. This forum allows for 
constructive cooperation between actors from the health, education, social and youth 
professions. The cooperation between the KEF and the Police is characterized by the 
organization of joint programs and events, getting to know the work of the member 
organizations, exchanging experiences and providing mutual assistance. KEFs meet with 
different frequencies (annual, semi-annually, quarterly, monthly). Their establishment is 
constantly being urged by the Police in settlements where there is no such, but this kind of 
cooperation proves necessary. 
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In 2018, a task plan was issued for the activities of the Police in the prevention of drug use. 
The program ñParents and families are key partners of the police in drug crime preventionò 
was also modernized in parts of the task plan. A drug prevention sub-portal has been set up 
within the Police Crime Prevention Portal. The sub-portal provides contact videos for 
education, useful youtube videos, and contact information for drug prevention liaison officers 
in the country. To facilitate the work of colleagues, centrally developed presentations were 
prepared to guide presentations to parents and educators. Presentations with minimal content 
can be expanded according to local specifics. As part of this activity, in the 2018/2019 school 
year, police officers participating in the program received 480 in-person and 343 telephone 
inquiries nationwide, responded to 33 e-mails, participated in 471 parental meetings and 1,102 
other informational presentations. 
 
The topics of ELBIR (Electronic Population Crime Prevention Information System) include drug 
prevention content at least once a year, and the contact details of the drug prevention liaison 
officer operating in the area of competence of the territorial bodies are constantly included in 
the sent electronic newsletters. 
 
In the field of crime prevention, the role of the National Crime Prevention Council (hereinafter: 
NBT) is unquestionable. Crime prevention activities are costly, and it is typical nationwide that 
the relevant police departments look for opportunities to involve additional resources in order 
to carry out their task effectively. NBT's applications provide an opportunity for this, or NBT 
provides direct targeted support for their outstanding, innovative programs. In addition, with 
the support of the NBT, trainings for educators and property protection lecturers participating 
in school prevention programs were implemented. In 2019, the NBT indirectly provided 
resources for the prevention and treatment of the drug problem. it has been the case that drug 
prevention, which falls within the remit of the EMMI, has a separate strategy and is therefore 
not part of the NBS. 
 
The Police Crime Prevention Area also seeks cooperation with churches and NGOs that play 
an important role in this area (drugs, victim support). Thus, the relationship with the staff of the 
Hungarian Maltese Charity Service is particularly outstanding, and the preparation of the co-
operation agreement between the ORFK and the Hungarian Ecumenical Relief Organization 
is underway. 

T1.2.3 Selective prevention 
 
Some of the winning programmes mentioned in Chapter T1.2.2 ï in accordance with the 
stipulations of the grants ï are viewed as selective prevention, which designated target groups 
such as those living in state care, in penal institutions, those living in socially disadvantaged 
neighbourhoods, as well as homeless young people and pregnant women. Almost all of the 
programmes realised in family settings dealt with the relatives of substance users. 
As their financing is provided for 1 year in the framework of the grants, the long-term operation 
of the programmes is questionable. 
 
A proportion of the party service programmes may be classed as selective prevention, the 
majority of them, however, deal with harm reduction, therefore their detailed description can 
be found in the Harms and harm reduction Workbook, Chapter T1.5.3. 
 
In 2019, 4,769 inspections were carried out to increase inspections of nightclubs, music, dance 
events and the catering industry, involving 11,736 police officers, 313 law enforcement officers, 
1,171 civilian guards and 1,129 from the co-authorities. Measures were taken against 41,500 
people. 78 security measures, 178 arrests, 259 productions were carried out and 468 violations 
and 191 criminal reports were reported. Due to the endangerment of a minor, an alert was 
used in 44 cases, and in 1 case the minor was placed with temporary effect. During the 
inspections, an on-the-spot fine of HUF 9,263,015 was imposed. 
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Drug prevention in the Hungarian Army 
 
The main directions of the drug prevention activity performed within the organisational 
framework of the Hungarian Army are determined by the National Anti-drug Strategy 2013-
2020 approved by the currently valid National Assembly Decision 80/2013 (X. 16.) and by the 
Hungarian Armyôs Drug Prevention Strategy.  
The Hungarian Army operates a screening system, in the scope of which 3 types of 
examinations may be carried out to detect drug use: screening as part of suitability assessment 
(related to occupational health examination); checking of the ability to perform duty (spot 
checks with preventive purposes); (official) examination of drug influence in case drug use is 
suspected.  
In the framework of secondary prevention, a total of 14,950 tests were performed in 2019 
during the identification and proof of drug use, of which 14 samples proved to be positive with 
confirmatory tests (9 THC, 3 AMF and 2 NSAIDs). The detected drug infection rate was 0.09% 
in 2019 (0.08% in 2018). 

T1.2.4 Indicated prevention 
 
Some of the state-financed programmes are indicated prevention programmes targeting 
strengthening the family system and developing parental skills (Chapter T1.2.2), among at risk 
young people, students attending schools for special needs, and those living in drug-user 
families. 
 
One type of the quasy compulsory treatment available as an alternative to punishment for drug 
law offenders is the preventive-consulting service which may be considered a form of indicated 
prevention interventions. Information and data on QCT are presented in the Legal Framework 
Workbook, Chapter T1.1.1, Treatment Workbook, Chapters T1.2.2 and T1.3.1, and Drug 
Market and Crime Workbook, Chapter T1.2.1. 
 

T1.3 QUALITY ASSURANCE OF PREVENTION INTERVENTIONS 
 

T1.3.1 Quality assurance standards, guidelines and objectives 
 
Within the scope of the drugs-related pillar of the project dealing with modernisation of social 
services (TĆMOP5.4.1) completed in 2011, the international and Hungarian research 
experience, best practices and regulatory practices with respect to several areas dealing with 
prevention (selective prevention programmes operated in shopping centres/malls, selective 
prevention programmes created for young people living and hanging out in housing estates 
and other deteriorated residential environments, selective prevention and harm-reduction 
programmes established/operated in clubs, preventive-consulting services) were reviewed. On 
the basis of these methodological documents (specialist regulatory documents) were drawn 
up for every individual area. (For more information see 2011 National Report, Chapter 3.2.) 
 
In the interest of the quality assurance of health development programmes implemented in 
school setting, as of 1 February 2013 a specialist monitoring procedure was introduced to 
regulate these programmes within the comprehensive school health development system, 
which was coordinated by the National Institute for Health Development (NEFI) until the 
operation of the institution was terminated in March 2017. From April 2017 coordination tasks 
were taken over by the Ministry of Human Capacities (EMMI), the legal successor of the 
institution. The essence of the system introduced is that only those prevention programmes 
may operate in schools that have received professional approval in this procedure. The 
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professional approval system is a prior assessment system in terms of quality assurance. (For 
details see 2014 National Report, Chapter 3.4.) 
 
According to the information of the NNK (2020), the number of applications received in 2019 
on the topic of professional accreditation system of drug prevention programs was 22, while 
the number of issued certificates in 2019 was 19, further 2 certificates were issued in 2020. 
The number of school health promotion programs with a certificate related to drug prevention 
(valid on 05.08.2020) was 25. 
 
 
Characteristics of drug prevention program applications received in 2019 
 
In 2019, a total of 27 professional referral applications were received by the National Center 
for Public Health (2020), of which 81.4% (22) requested certification of a school health 
promotion program on drug prevention. None of the applications received in 2019 were 
rejected, in three cases - following the professional evaluations - they asked the organizations 
submitting the application to fill in the gaps. 
In the field of drug prevention, the health promotion programs submitted and certified in 2019 
came from 8 counties and the capital of the country, taking into account the seat of the 
submitting organization (21). Budapest is overrepresented in the case of applicants for drug 
prevention school health promotion programs. Of the organizations submitted and certified in 
2019 (21), 9 were from Budapest (42.8%), 3 from Szabolcs-Szatm§r-Bereg counties (14.2%), 
2-2 from Fej®r and Baranya counties (9, 5%), 1-1 arrived from B®k®s, Hajd¼, J§sz-Nagykun-
Szolnok, GyŖr-Moson-Sopron and Veszpr®m counties (4.7%). 
47.6% (10) of the program applications received in 2019 on the topic of drug prevention and 
later receiving a certificate were received by the NNK in January-February 2019. 
  
At the end of 2019 and the beginning of 2020, it was launched on a pilot basis to view and 
discuss sessions with validly certified programs with organizations. The purpose of the face-
to-face meeting and the session was partly to expand the knowledge related to the program 
and its application, to get to know the certified program in practice and to establish a direct 
professional relationship. Due to the pandemic, they reached a personal meeting and 
discussion with four certified organizations in early 2020. 

T2. TRENDS 
 
School prevention/health development gained momentum in the academic year of 2001/2002 
with the setting up of system level grant financing. The content, methods, target groups and 
even duration of the prevention programmes were more determined by the financerôs 
expectations (the state in most cases ï see Chapter T1.1.3), and less by changes in substance 
use patterns and the appearance of new phenomena. This is supported by, for example, that 
in 2006 a database was set up about more than 400 prevention programmes, because 
registration was a condition of application for funding. The shift from frontal teaching towards 
interactive personality development and attitude shaping was also included in the grant 
application specifications. However, there were no significant responses to the observable 
spreading of new psychoactive substances in Hungary from the prevention service providers. 
The other factor determining the content of the programmes was the legislative environment 
and the prevailing drug strategy. In 2011 the National Curriculum made it obligatory for schools 
to perform prevention activities. As of 2012, a ministerial decree prescribes the introduction of 
comprehensive health development in schools, a part of which is drug use prevention. In 2013 
the professional approval system was introduced, which, apart from placing a great deal of 
emphasis on professional programme structuring, international recommendations and the 

knowledge of good practices also appeared as a strong filter. (See Chapter T1.3.1.) 
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A number of school prevention programmes were externally evaluated in 2003-2005, internal 
assessment is more characteristic, which is mainly limited to measurement of popularity index 
and of change in knowledge level. 
 
 

T3. NEW DEVELOPMENTS 
 
The Hungarian National Focal Point has prepared the Hungarian adaptation of the EMCDDA 
Best Practice Portal in order to disseminate best practices and policy recommendations. The 
portal is available at bevaltgyakorlat.hu. 
 

T4. ADDITIONAL INFORMATION 
 
In the spring of 2018 an online survey was conducted (S§rosi, Magi 2018) among young 
Hungarians participating in high school drug prevention programs in the last 5 years. The aim 
of the research was to learn more on the types and content of the secondary school drug 
prevention programmes juveniles participated in and on how they assess the effectiveness of 
these programmes. (For methodological data see Section T5.2). 
Respondents90 were asked about the types of drug prevention activities they had participated 
in (more than one answer could be selected). Most of them participated in drug prevention 
lectures (85%), the second most common form - film screening ï followed far behind (32%). 
10% of the students participated in activities involving games and drama, 8% attended 
exhibitions and 8% took part in sporting activities. The proportion of participants involved in 
individual consultations was 4%, and the proportion of those attending family sessions was 
just over 3%. Most students attended school drug prevention activities organized within the 
school, and only 15% reported of out-of-school attendance. 
Regarding the person/organization delivering the drug prevention program91, 54% of 
respondents took part in a program held by a police officer, 42% in a program held by an 
external drug prevention expert, and 37% in a program held by a teacher (37%). 20% of the 
respondents also participated in drug prevention programmes held by former drug addicts, 
18% in a program held by a physician, and 4% in a program held by a priest (4%). 89  
respondents (8%) marked other types of professionals as lecturers (nurse, psychologist, 
medical student and actor, in the order of the frequency of mentions). 
According to the respondents most drug prevention programs (82%) focused on raising the 
awareness of the dangers of drugs, 68% gave information about the types and effects of drugs, 
44% emphasized that drug use was prohibited, while 40% educated young people about how 
to say no to drug use. 30% of students were educated about safer nightlife and how to have 
fun more securely. 27% of students took part in a training session about the forms of help they 
could give to their drug using peers, and 23% was educated about being aware of the choices 
they have and 15% about alternative ways to spend their free time. Only 12% of the programs 
focused on harm reduction methods and 9% on the better understanding of social 
relationships. 
The answers to the questions on the credibility of drug prevention programs revealed that most 
of the students accepted the programs as credible. The majority of participants (53%) found 
the drug prevention program to be believable and convincing, the minority (29%) did not. 44% 

 
90 Approximately 95% of the 1133 youngsters participating in the survey were between 14-25 years old and 63% 

belonged to the 14-18 year age group. The proportion of girls was 50%, that of boys 48%, and 3 respondents 
reported to be transgender. Approximately a quarter of the participants (26%) attended secondary school in 
Budapest, while 33% in a county seat and 36% in other cities. The lowest proportion (3%) attended secondary 
school in a village. According to school type the largest group (36%) attended a vocational high school (formerly 
known as vocational secondary school), followed closely by the group of 4-grade high school students (35%), 
followed by vocational secondary school (formerly vocational school) (11%). 10% went to 6-grade high school and 
8% to 8-grade high school. 
91 Several answers could be selected simultaneously. 



90 
 

of the participants agreed to the statement that the drug prevention program exaggerated the 
harms of drugs, while 37% did not. 
The questionnaire also asked how much the program changed the students' previous opinions 
about drugs. Only 9% agreed totally with the statement "I felt that my opinion changed a lot 
from the program", while 32% did not agree at all. With the statement "I got answers to a lot of 
questions I had been interested in for long" 31% agreed and 47% did not agree. 49% of the 
students disagreed with the statement "I can honestly speak about my own experience", and 
only 10% felt that there was completely confidential atmosphere during the program. Among 
those who fully agreed with this statement, there was a significantly higher proportion of those 
who participated in a peer-led (former drug addict) program (19% in the whole sample, 31% 
among those who fully agreed) or in a program led by an external expert (42% versus 50%). 
34% of students would have liked to participate in similar programs in the future, but 43% 
wouldnôt have. 
 
The national data collection (Paksi et al 2016, for methodology see T5.2) aiming at mapping 
prevention programmes identified 253 organisations dealing with addiction prevention (as 
well), operating between 2013 and 2015. From those currently 194 organisations run their own 
prevention programmes (i.e. objectives and methods are homogenous in each target group). 
One third of the service providers can be found in Central-Hungary (Budapest and Pest 
county). 7-8 service providers by county are present in the rest of the country. 
 
76 organisations from the 194 filled in the questionnaire of the study, we have detailed 
information about these. According to the results most of the service providers (85%) run 
prevention programmes not as their main activity but as part of it, which consists mostly of 
treatment and care, or other supporting or training/educational activity. The majority of the 
organisations (70%) are NGOs. Local governments and budgetary institutions also represent 
a relatively high rate (24%). For profit organisation only run 6%. The organisations most often 
run 1, on average 1.8 and a total of 139 prevention programmes or interventions. The study 
describes 115 interventions in detail. The number of the programmes operating directly in the 
final target group is 96. The detailed information about these 96 programmes are presented 
below. 
37 programmes run in Budapest and an average of 24 programmes run by county currently in 
Hungary. 21% of the known prevention interventions contact their target groups in the school 
setting only. Other 49% do so inside and outside the school as well. Almost half of the 
programmes are implemented in schools, quarter of them (24%) in the target populationôs own 
setting too. The interventions mainly target the youth of 14-18 years. 
 

Chart 30. Types of interventions aimed directly at the final target group (N=96) 

 
Source: Paksi et al. 2016 

 
Nearly two third of the prevention interventions (62.5%) indicates the general population (as 
well) as its target group. However no interventions are aimed at young refugees. 
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Chart 31. Special target groups of interventions aimed directly at the final target group (%) 

 
Source: Paksi et al. 2016 

 
Examining the objectives of the interventions aimed directly at the final target group 9 main 
types can be described (see the chart below). Service providers usually define 2-3 objectives 
per intervention. The most common objectives are the development of everyday life skills, 
transfer of knowledge related to health promotion and personal development. 
 
Chart 32. Different objectives of interventions aimed directly at the final target group (N=53, %) 

 
Source: Paksi et al. 2016 

 
Examining the targeted addictive behaviour, it can be stated that the majority (82.3%) of the 
interventions directly aim at preventing a defined form of addiction and two third of them directly 
aim at illicit drug use. 
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Chart 33. Addictive behaviours in prevention interventions aimed directly at the final target group (N=96) 

 
Source: Paksi et al. 2016 

 
Prevention programmes longer than 10 hours are nowadays dominant (60%). Most of the 
programmes are implemented in 1-4 months, but 40% of them is even longer and 21% of them 
take a school year. The way of implementation does not differentiate sharply depending on 
whether universal, selective or indicated interventions are performed. 
 
 

T5. SOURCES AND METHODOLOGY 
 

T5.1 SOURCES 
 
NNK (2020): A Nemzeti N®peg®szs®g¿gyi Kºzpont besz§mol·ja a 2020-as EMCDDA 
Jelent®shez. 
 
 
Magyar Honv®ds®g (2018): A honv®delmi t§rca besz§mol·ja az EMCDDA sz§m§ra k®sz¿lŖ 
2018-as £ves Jelent®shez 
 
Paksi B., Arnold P. (2010): Az orsz§g h§rom r®gi·j§ban drog ter¿leten jelen l®vŖ civil 
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szembeni ig®nyek. http://www.madaszsz.hu/beszam.php 
 
Paksi, B., Magi, A., Demetrovics, Zs. (2016): Szenved®lymagatart§sokra ir§nyul· prevenci·s 
beavatkoz§sok orsz§gos katasztere, Budapest, K®zirat 
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S§rosi, P., Magi, A. (2018): Online felm®r®s a kºz®piskolai drogprevenci·s programban r®szt 
vett fiatalok kºr®ben. Manuscript. 
 

T5.2 METHODOLOGY 
 
Paksi B., Arnold P. (2010): The survey was made in the scope of the TĆMOP-2.5.1-07/1-2008-
0136 project in three regions in the country (in Pest, Csongr§d, B§cs-Kiskun, B®k®s, Hajd¼-
Bihar, J§sz-Nagykun-Szolnok, and Szabolcs-Szatm§r-Bereg counties and in Budapest). The 
datasheet for describing the activity of the target group was completed by 63 prevention service 
providers, who operated a total of 125 prevention programmes. 
 
Paksi, B., Magi, A., Demetrovics, Zs. (2016): From the autumn 2015 to the spring 2016 national 
data collection was conducted aiming at setting up the database of prevention programmes 
targeting the age range of 9-24. Comparative analyses of 8 data sources resulted 1766 
organisations. During the time of data collection 773 organisations could be contacted. From 
those 253 service providers ran prevention activities between 2013 and 2015. 194 
organisations implemented prevention programmes (i.e. same objectives and methods 
implemented each time). The study describes the features of the 115 programmes run by 76 
service providers uploaded in the prevention database. Data collection was conducted by 
ELTE PPK Eºtvºs Lor§nd University Faculty of Education and Psychology and financed by 
the CSR programme of Szerencsej§t®k Zrt. 
 
S§rosi, P., Magi, A. (2018): Online data collection took place between 23 April and 4 May 2018. 
The SurveyMonkey online questionnaire consisting of 8 questions was available on 
drogriporter.blog.hu and Drogriporter's Hungarian facebook page with 30,000 fans and it was 
also shared on other thematic pages (CannabisKultusz, Daath.hu). The questionnaire could 
be downloaded by young people who are currently attending or have attended high school in 
the last 5 years in Hungary and have participated in some kind of school drug prevention 
program. In order to extend the scope of the survey beyond young people with special drug-
related interest, researchers released post-boosted ads on Facebook for 18 and 24-year-old 
young people in Hungary for $15. The Drogriporter facebook post reached a total of 46,102 
people and generated 2942 clicks. The online questionnaire was filled in by 1144 people, of 
which 1133 responses were found valid. 
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TREATMENT92 
 
 

T0. SUMMARY 
 
The inpatient and outpatient treatment of drug users is a shared task of the healthcare system 
and the social services system. The treatment of drug users and the operation of the treatment 
system are coordinated and monitored by the State Secretariat for Social Affairs and by the 
State Secretariat for Health of the Ministry of Human Capacities (EMMI) with the help of its 
professional background institutions and consulting bodies. 
 
Numerous forms of inpatient and outpatient treatment and treatment units for the treatment of 
drug users are accessible all over the country. The demand for specialised outpatient treatment 
of drug addicts was acknowledged in the 1980s and it was then that the first services were set 
up.  
The treatment is generally provided by public institutions operated by the state or local 
governments (hospitals, clinics) and by non-profit organisations run by churches and NGOs. 
With regard to the present treatment possibilities, there are no specialised treatment 
programmes targeted at the users of individual substance types, instead programmes target 
the users of all substance types or addictions or psychiatric problems in general. An exception 
to this is opioid substitution treatment (hereinafter OST), which has been available in Hungary 
since 1994 for substance users struggling with opioid addiction for an extended period.  
 
A significant element of the treatment system in Hungary is the legal possibility of 
treatment/preventive interventions that may be used as an alternative to criminal procedure 
(quasi compulsory treatment; hereinafter QCT). The majority of treatment demand is linked to 
this (75.6% in 2019). 
 
Drug treatment is not a separate category neither within the social nor the healthcare systems; 
in general, they belong to the group of treatment modalities related to addiction and psychiatric 
problems. This makes it difficult to monitor the treatment possibilities, capacity and utilisation. 
Reliable data about the field is available from the drug treatment (TDI) and OST data collection, 
which are suitable primarily for describing the characteristics of the clientele. It is important to 
note that problem drug use and consequences of drug use (e.g. dependence, injecting drug 
use, problematic use, getting in the sight of the criminal justice system) make the users visible 
in data collections at different points of their drug carrier. Our treatment (TDI) data can provide 
a reliable picture primarily on clients starting outpatient treatment, its ability to describe 
inpatient treatment is limited. Our information on inpatient treatment is complemented by ad 
hoc studies conducted in the field.  
 
The majority of clients enter treatment due to cannabis use related problems. The dominance 
of the substance is especially significant in case of clients entering preventing consulting 
services as an alternative to criminal procedure. 
Opioid use was a more significant element of the treatment-seeking population before 2010, 
and since then, due to the reorganization of the drug market (declining heroin availability, 
emergence of new psychoactive substances), its importance from the aspect of treatment 
needs has declined significantly. The need for treatment associated with the use of classical 
stimulants has shown an increasing trend over the past 10 years. The spread of new 
psychoactive substances (hereinafter: NPS) could be first detected in drug seizures and NSP 
(needle and syringe programmesô) data, followed by an increasing trend in clients entering 
treatment due to NPS use. The increase of NPS users in treatment data could be observed 
between 2010-2015. Following this, new treatment episodes associated with primary NPS use 

 
92 Authors of the chapter: Anna P®terfi, Anna Tarj§n and Gergely Csaba Horv§th 
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started to decline in the outpatient treatment setting. Nevertheless, study results show that it 
certain groups (e.g. in injecting drug users, homeless people, children in specialised childcare 
and in residents of socially segregated areas) the use of NPS is still relatively prevalent. 
Targeted studies of inpatient service providers also indicate that NPS use is the most typical 
reason of treatment in their clientele.  
 

 

T1. NATIONAL PROFILE 
 

T1.1 POLICIES AND COORDINATION 
 

T1.1.1 Main treatment priorities in the national drug strategy 
 
With respect to treatment provided for drug users, among its specific objectives the National 
Anti-drug Strategy 2013-20 (hereinafter Strategy) lists the establishment of an institution 
system that provides services for children and young people that meets their real needs, with 
national coverage and general access. The Strategy has set the objective of at least 20% of 
problem drug users and drug addicts being provided with treatment, and that the accessibility 
and national coverage of the institution system providing healthcare and social services to 
addict patients should be improved in general, and that by 2020 there should be a harmonised, 
comprehensive services system that uses common operation indicators in every district and 
active outreach techniques that search for clients and bring them into treatment. A further 
priority in the field of treatment and care services is that at least 80% of healthcare and social 
service providers should perform their activities on the basis of the related professional 
directives, and all of the service providers should be subjected to a clinical or social institution 
quality assurance audit. 
 
The Strategy lays down so-called basic treatment organisation principles, the elements of 
which include the building onto one another of the various treatment services provided in 
different fields, the harmonisation of the professional content and territorial coverage of the 
services, transparent patient pathways between the various treatment types and institutions, 
as well as preventing clients from getting onto the wrong path, keeping them in treatment and 
monitoring them. 
 
The Strategy builds on a recovery-oriented approach, the objective of which is the 
improvement and restoration of the clientôs health - building also on the clientsô active personal 
participation, responsibility taking and mobilization of personal resources - as well as 
promoting reintegration into society. The Strategy views low-threshold services as being the 
first link in the entire treatment chain, which, combined with outreach activity, may help with 
finding hidden substance users and bringing them into treatment, and in the prevention, 
screening and reduction of infectious diseases. On the input side, from the first moment of 
entering treatment the approach and experiences of the twelve-step recovery programmes 
(NA, AA) also play a role in the professional programmes of the service providers.  
 

T1.1.2 Governance and coordination of drug treatment implementation 
 
The state healthcare and social systems are equally involved in the treatment of drug users. 
The treatment of drug users and the operation of the treatment system are coordinated and 
monitored by the State Secretariat for Social Affairs and by the State Secretariat for Health of 
the Ministry of Human Capacities (EMMI) with the help of its professional background 
institutions and consulting bodies. 
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The licensing of specialised (secondary and tertiary) medical addiction treatment services is 
the responsibility of National Public Health Center. These services are covered from the budget 
of the National Health Insurance Fund Administration (NAEK). The primary and specialised 
social addiction services are licensed by the local government agencies and financed via the 
Hungarian State Treasury (MĆK) (except the low threshold services that are financed by the 
Hungarian Directorate-General for Social Affairs and Child Protection <SZGYF>). It is 
characteristic of both sectors that formally the treatment of drug users is not a separate 
category among the financed forms of treatment, instead they are handled as part of a wider 
patient group along with problem alcohol users, people living with addictions in general, or 
occasionally with psychiatric patients. In spite of this, there are some treatment centres that 
primarily target drug users in practice, however, with respect to their financing, this distinction 
cannot be recognised. (For further information on the low threshold services see T1.2.2 of 
Chapter Harms and harm reduction.) 
 

T1.2 ORGANISATION AND PROVISION OF DRUG TREATMENT 
 
Treatment centres are maintained either by the state/local government, which provide either 
healthcare type treatment exclusively or both health treatment and social services, or by NGOs 
(including church organisations), which provide healthcare and social services as well or just 
the latter (P®terfi 2015). Preventive-consulting services available as an alternative to criminal 
procedure may be provided by either of the above service provider types, or by non-
governmental for-profit organisations (for further information on treatment as an alternative to 
criminal procedure see Chapter T1.2.2.).  
 
For information in connection with the treatment of prisoners see Prison Workbook Chapter 
T1.3.2. 
 
 
Outpatient network 
 

T1.2.1 Outpatient drug treatment system 
 
The financing categories relevant from the point of view of the outpatient treatment of drug 
users: 

¶ outpatient health care treatment (on the basis of Decree 2/2004 (XI. 17.)  of the Ministry 
of Health): 

o outpatient specialized treatment for addiction 
o children and youth specialized addiction treatment 
o psychiatric outpatient specialized treatment 
o children and youth psychiatric specialized treatment 

¶ outpatient social services (primary care services) (on the basis of Act III. of 1993 on 
social administration and social services): 

o low threshold services for addicts 
o community care for addicts 
o day-care services for addicts 

Apart from this, the preventive-consulting services as an alternative to criminal procedure are 
financed separately but also from the social budget.  
 
It is possible to distinguish between different profiles among drug treatment units. Treatment 
centres with primarily a health care profile: such are hospital addiction units and clinics, 
psychiatric units and clinics, as well as some of the specialised outpatient drug treatment 
centres (DTCs) characteristically operate as part of an institution with a state or local 
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government background. Treatment centres with a social profile only receiving finance from 
the social budget, are normally operated by NGOs or church organisations. Treatment 
centres with a mixed profile receive financing from both budgets, such as the outpatient 
DTCs operated by NGOs (P®terfi 2015). 
 
Due to the categorisation of drug treatment as part of wider treatment categories, there are no 
precise numerical data available about the number of treatment centres actually treating drug 
users. Data on drug treatment units is available from the TDI data collection, which, on the 
basis of expert estimate, has a good coverage regarding the number of clients in drug 
treatment. This data is presented in the table below. 
 
In 2019 a total of 64 treatment units reported new clients starting outpatient drug treatment out 
of the 77 treatment units reporting clients, excluding prison units. Altogether 91.2% (4175 
persons) of the reported clients (4579 persons) started drug treatment in specialised outpatient 
drug treatment centres, in low threshold services or at general/mental health care units. Out of 
them, 3336 persons (79.9%) started treatment as an alternative to criminal procedure, most of 
them (2263 persons; 54.2% of all outpatient clients) in the scope of preventive-consulting 
services. Further 74 prisoners received drug treatment provided by and external programme, 
all in the scope of treatment as an alternative to criminal procedure. 
 

Table 11. Network of outpatient treatment facilities (total number of units and clients in 2019) 
 Total 

number of 
units 

National definition (treatment unit types) 
 

Total number of 
clients 

Specialised 
drug 
treatment 
centres 

42 Service providers identifying themselves in the TDI data 
collection as outpatient treatment units ( (characteristically 
specialised DTCs, outpatient addiction units and clinics, 
and other outpatient treatment units providing healthcare 
treatment or preventive-consulting services for drug 
users). Approximately 20% of these service providers 
provide OST. 

3245 
 
(out of which 2529 
persons started 
treatment as an 
alternative to 
criminal procedure) 

Low-
threshold 
agencies93 

19 Service providers identifying themselves in the TDI data 
collection as low threshold/drop-in/outreach units) 
(characteristically social service providers providing 
psychosocial services). 

877 
 
(out of which 775 
persons started 
treatment as an 
alternative to 
criminal procedure) 

General 
mental 
health care  

3 Service providers identifying themselves in the TDI data 
collection as outpatient treatment units (within this 
psychiatric units) (psychiatric units and clinics operating in 
hospitals and clinics). 

53 
 
(out of which 52 
persons started 
treatment as an 
alternative to 
criminal procedure) 

Prisons 
(inreach and 
external 
service 
providers) 

2 external 
units 
providing 
services 
inside 
prison  

Community outpatient services also reporting on the 
treatment of prisoners in the TDI data collection. 

74 
 
(out of which 74 
persons started 
treatment as an 
alternative to 
criminal procedure) 

Source: TDI data collection 2020ïStandard table 24 

 

 
93 and other treatment units with a primarily social profile 
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T1.2.2 Further aspects of outpatient drug treatment provision ï Alternatives to criminal 
procedure 
 
In the case of certain drug-related offences, the perpetrator has the opportunity of avoiding 
criminal procedure by participating in treatment/preventive interventions (referred to as QCT- 
quasi compulsory treatment), as long as the perpetrator complies with the following conditions: 
¶ he/she produces, manufactures, acquires, possesses or consumes a small amount of 

illicit drug for personal use; 
¶ he/she admits to committing the offence; 
¶ he/she has not been found to be criminally liable in connection with drug possession or 

trafficking in the previous two years; 
¶ if, within two years prior to the commission of the offense, a proceeding has been 

terminated against him or her as a result of a condition (successfully finishing a 
treatment as an alternative to criminal procedure) terminating culpability (Criminal Code 
Article 180). 

Those choosing an alternative to criminal procedure are referred to a preventive-consulting 
service ï which is more like indicated prevention interventions ï or to a treatment programme94 
by a psychiatrist or a clinical psychologist on the basis of a preliminary status assessment. The 
content of the treatment interventions is not specified, the healthcare service providers provide 
these services within the scope of regular outpatient or inpatient drug treatment programmes. 
The offender is required to participate in the preventive or treatment programme for at least 
1.5 hours every two weeks for six months in order for the certificate of completion to be issued. 
Based on TDI data, in 2019 75.6% of all clients entered treatment as an alternative to criminal 
procedure: 50.9% (2329 persons) of all clients were referred to so-called preventive-consulting 
services and 24.7% (1129 persons) to treatment for drug addiction or treatment of other 
conditions with drug use. 
 
Chart 34. Types of treatment as an alternative to criminal procedure 

 
 
When interpreting treatment data linked to QCT it is important to note that the primary drug 
recorded in the data collection does not necessarily correspond with the substance that was 
involved in the offence. Furthermore, due to the link between data reporting and funding in 
case of preventive-consulting services (and not in the case of non QCT treatment), it is 
presumable that QCT cases are overrepresented in the national TDI data collection.   
The summary of a complex study investigating the operation and efficiency of preventive-
consulting services is to be found in this chapter in T4.1. 

 
94 as for the treatment the law distinguishes two types: ótreatment for drug addictionô and ótreatment of other 
conditions with drug useô. 
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For further information and data on QCT see Legal Framework Workbook, Chapter T1.1.1; 
Drug Market and Crime Workbook, Chapter T1.2.1.; Prison Workbook, Chapter T1.3.2. 
 

T1.2.4 Ownership of outpatient drug treatment facilities 
 
We have no up-to-date data with a national coverage regarding the ownership of Hungarian 
drug treatment facilities. However, a 2015 study (P®terfi 2015) aimed to explore the most 
significant Hungarian drug treatment service providers (outpatient, social services and 
inpatient) might provide an overall picture. 
 
The study found that out of the 23 outpatient or social service providers with the biggest 
turnover, 7 were maintained by the state/local government, 14 units by NGOs or churches, 1 
was a non-governmental private institution and 1 reported óotherô maintenance. For further 
results of the study and for the description of its methodology see the Treatment chapter of the 
2016 National Report. 
 
 
Inpatient network 
 

T1.2.5 Inpatient drug treatment system 
 
The relevant financing categories with respect to inpatient treatment programmes targeting 
drug users: 

¶ inpatient health care treatment (based on Decree 2/2004 (XI. 17.)  of the Ministry of 
Health): 

o acute, chronic and rehabilitation inpatient addiction treatment 
o acute, chronic and rehabilitation addiction treatment for children and youth 
o psychiatric, acute, chronic and rehabilitation inpatient treatment 
o psychiatric acute, chronic and rehabilitation treatment for children and youth 

¶ residential social services (specialised services) (Act III of 1993 on social 
administration and social services): 

o institutions providing nursing and care for psychiatric patients and addicts 
o rehabilitation institutions for psychiatric patients and addicts 
o institutions providing temporary accommodation for psychiatric patients and 

addicts  
o residential homes for psychiatric patients and addicts  
o supported housing  

 
In the case of inpatient units, there are treatment units with a primarily health care profile 
such as hospitalsô addiction and psychiatric departments. Here the treatment is provided 
typically by psychiatrists, addiction specialists, clinical psychologists and specialised nurses. 
Traditionally and typically the programmes offered by hospital wards focus on the treatment of 
patients with psychiatric and alcohol problems, the treatment of drug users is less typical in 
these institutes. Partly due to difficulties of definition and partly because of the low level of 
treatment monitoring, no appropriate data is available to describe this form of residential 
treatment. Beside hospital based treatment there are also mixed profile treatment units 
which receive financing from both budgets. Therapeutic communities are organisational units 
that typically do not operate within the framework of the traditional system of hospital-
healthcare institutes; they give a long-term therapeutic response to the multiple treatment 
demand of psychoactive drug users and patients suffering from behavioural addictions while 
living in a therapeutic community; and they are typically maintained by the church, NGOs or 
municipalities. These treatment units employ a multidisciplinary team and frequently 
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recovering or recovered, qualified (addiction consultant, social worker, mental care worker) 
former substance users as well. They can also provide linkage to the twelve-step programmes.  
A total of 3 therapeutic communities operate in the country with an under 18-year-old target 
group. Two of them admit boys only (on a capacity of 30 and 10 beds) and one admits both 
boys and girls (on a capacity of 15 beds). The funding of the healthcare elements has been 
resolved since 2016. The funding scheme of social services in the scope of this treatment 
setting was introduced in 2020 (as a result of the amendment of Ä73 of Act III of 1993 on social 
administration and social services).  
The capacities of the youth rehabilitation institutions are not utilised 100% according to the 
past yearsô experience. This is due to the missing services that should precede rehabilitation 
in the treatment chain. The youth units experience higher rates of drop-out (compared to adultsô 
rehabilitation), that prevents or encumbers the group of clients becoming a community and 
therefore encumbers the therapeutic process95.  
 As the majority of drug treatment interventions are categorised under professional codes that 
include the treatment of problem alcohol users and patients with psychiatric problems as well, 
there are no precise quantitative data available about the number of treatment centres actually 
treating drug users. Data on inpatient treatment services is available from the TDI data 
collection, with a low coverage. A total of 11 inpatient units reported clients entering inpatient 
drug treatment in 2019 (shown in the below table). 
 
58.7% (183 persons) of the drug user clients starting inpatient treatment were treated in 
therapeutic communities with a mixed (social and healthcare) profile, and 41.3% (129 persons) 
were treated in hospital-based residential units. 6.8% (312 persons) of all clients entering 
treatment in 2019 (4579 persons) started treatment in the scope of inpatient treatment, 10 of 
them in the scope of QCT.  
 
Table 12. Network of inpatient treatment facilities (number of treatment units and number of clients) in 
2019 

 Total number of units National definition 
(types of treatment 
units) 
 

Total number of 
clients 

Hospital-based 
residential drug treatment 

6 Treatment units 
identifying 
themselves in the TDI 
data collection as 
inpatient hospital 
addiction or 
psychiatric 
departments. 

129 
 
(out of which 8 
persons started 
treatment as an 
alternative to 
criminal 
procedure) 

Therapeutic communities 5 Therapeutic 
communities 
operating in a non-
hospital based 
environment ï drug 
therapy/drug 
rehabilitation 
institutes/homes 
identifying 
themselves in the TDI 
data collection as 
inpatient treatment 
units. 

183 
 
(out of which 2 
persons started 
treatment as an 
alternative to 
criminal 
procedure) 

 
95 Based on the round table at the conference óGaps in the treatment systemô organised by the Civil Drug 
Coordination Body (KCKT) on 28.02.2019. 
 <http://madaszsz.hu/289/Feher_foltok_az_ellatrorendszerben_-_eloadasok_es_videok> 
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Prisons 2 Prison services 
reporting the 
treatment of 
prisoners in TDI. 

18 
 
(out of which 18 
persons started 
treatment as an 
alternative to 
criminal 
procedure) 

 
Source: TDI data collection 2019 ï Standard table 24 

 
For further information on therapeutic communities in Hungary see Therapeutic communities 
facility survey (P®terfi et al. 2016) in Chapter T4.1 of the 2016 National Report, and the results 
of an earlier study (Topol§nszky et al. 2009) in the 2012 National Report, Chapter 11. 
 

T1.2.6 Further aspects of inpatient drug treatment provision  
 
For alternatives to criminal procedure see Chapter T1.2.2. 
 
The number of addiction and psychiatric departments is significantly higher than those 
reporting to the TDI data collection, however only a proportion of them treat drug users, and it 
may be assumed that only some of these report data to the TDI data collection. Therefore, 
there is no available data on the number of inpatient units providing drug treatment. The 
number of therapeutic communities on the basis of the latest focussed study was 15 (P®terfi 
et al. 2016), that increased by further 2 units since then (see Chapter T3.). To the TDI data 
collection only 5 therapeutic communities reported cases in 2019.  
All in all, it can be said that TDI data collection is moderately suitable for describing drug users 
entering inpatient care because the coverage of data collection in the inpatient setting is low 
both in respect of treatment units and client numbers. 
 
For the latest study on the operation of children and youth addiction rehabilitation institutes 
(Ber®nyi et al. 2017) see in our 2019 Treatment Workbook. 
 
 
T1.2.7 Ownership of inpatient drug treatment facilities 
 
We have no up-to-date data with a national coverage regarding the ownership of Hungarian 
inpatient drug treatment facilities. However, a 2015 study (P®terfi et al. 2016) aimed to explore 
the non-hospital based residential rehabilitation units can provide some information on this 
element of the treatment palette.  
In November 2015, the Hungarian National Focal Point conducted a facility survey among non-
hospital based residential rehabilitation units in Hungary (P®terfi et al. 2016). All 15 non-
hospital rehabilitation institutions receiving public funding, primarily targeting drug users, were 
involved in the study. The questionnaire was completed by all 15 institutions involved. In terms 
of their maintenance, the study distinguished four types: (1) public institutions/state, municipal 
institutions/public foundations; (2) for-profit, non-governmental institutions; (3) non-profit 
NGOs; and (4) ecclesiastical organizations as a separate category. According to the data 
provided, of the 15 treatment centres 8 were non-profit NGOs, 3 were ecclesiastical and 4 
were public (state or municipal) institutions. For a description of the study methodology and 
additional results, see the Treatment chapter of the 2016 National Report. 
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T1.3 KEY DATA 
 

T1.3.1 Summary table of key treatment related data and proportion of treatment 
demands by primary drug  
 
The 77 treatment units providing drug treatment and reporting to the TDI reported a total of 
4579 clients entering treatment in 2019. The majority (64.2%; 2942 persons) of those starting 
treatment due to drug problem ï similarly to previous years ï started a treatment programme 
because of cannabis use. 12.6% (579 persons) started treatment because of amphetamine (or 
methamphetamine) use. Opioid use was the reason for starting treatment in 3.5% (162 
persons) of clients in drug treatment, and cocaine or crack use in case of 4.1% (186 persons). 
The proportion of primary ecstasy users was 2.4% (109 persons). Further 13.1% (601 persons) 
of treatment entrants indicated the use of óother substancesô as their primary substance was 
not categorisable in the above substance groups. 
 
Chart 35. Breakdown of treatment demand by primary drug (2019; %; N=4579) 

 
  

*òOther drugsò includes: ñother stimulantsò, inhalantsò, ñhallucinogensò, ñhypnotics and sedativesò and ñother non 
categorisable substancesò 

Source: P®terfi 2020a ï TDI data 2020 

 
Table 13. Summary table ï Clients in drug treatment in 2019 (persons) 

 Number of clients 

Total clients in treatment  no available data 

Total OST clients  629 

All clients entering treatment 4579 

Source: ST24 and P®terfi 2020a ï TDI data 2020; P®terfi 2020b ï OST data collection 2020 
 

T1.3.4 Characteristics of clients in treatment  
 
Avoiding criminal procedure (QCT) was the most typical reason for entering treatment among 
drug users. With respect to all clients, 75.6% of them (3458 persons) entered treatment for this 
reason in 2019. It is important to note, however, that on examining the treatment unit types, 
significant differences can be observed in the proportions of those avoiding criminal procedure. 
While the majority of the clients of outpatient and low threshold (social) service providers 
started treatment in this way (78.4%; 2581 persons and 88.4%; 775 persons), only a very small 
fraction of those entering inpatient treatment (3.2%; 10 persons) started a treatment 
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programme as an alternative to criminal procedure. All prison clients (100.0%; 92 persons) 
started treatment as an alternative to criminal procedure according to reported data in 2019.  
 

Chart 36. The proportion of those starting treatment as an alternative to criminal procedure (QCT) 
among those entering drug treatment, by type of treatment unit (2019; N=4573) 

  
 

Source: P®terfi 2020a ï TDI data 2020 

 
The distribution according to primary drug shows a slightly different picture among those 
starting treatment as an alternative to criminal procedure (QCT) and those starting for other 
reasons. Cannabis (2557 persons, 73.9%) was the most prevalent primary drug among all 
clients starting QCT (3458 persons). That was followed by amphetamine type stimulants (418 
persons, 12.1%). NPS use was the characteristic of 5.7% (196 persons) of these client group, 
while the proportion of all the other drugs remained under 10% (8.3%; 287 persons) among 
QCT clients.  
 
Among non-QCT clients (1115 persons) cannabis use was the most frequent cause for 
treatment (34.2%; 381 persons). However, the proportion of NPS users among those entering 
voluntary (non-QCT) treatment was higher (22.5% 251 persons), which was thus the second 
most significant group in terms of treatment demand. Beside cannabis and amphetamine use 
(20.1%; 298 persons) and sedatives/tranquilizers use as well as opioid use were associated 
with a remarkable treatment demand, above 10%. (For more on trends of treatment demand 
among non-QCT clients see section T2.1 of this chapter).   
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Chart 37. Breakdown of QCT and non-QCT treatment entrants by primary drug (2019; NQCT clients=3458; 
NNon-QCT clients=1115)96  

 

 
*NPS: Other stimulants, other hallucinogens, other non categorisable 

**Other: LSD, inhalants 
Source: P®terfi 2020a ï TDI data2020 

 
Proportion of clients participating in QCT shows significant variations within the different 
categories of primary drugs as well. While in the case of all drugs QCT clients stood for more 
than 3/4 of the cases (75.6%) in 2019 their ratio was significantly higher among cannabis users, 
where seven out of eight cases (87.0%) started treatment as an alternative to criminal 
procedure. However, there was a significantly lower proportion of non-QCT clients (43.8% and 
29.6%) among NPS and opioid users than among all those entering treatment. 
 
Chart 38. Proportion of QCT and non-QCT clients among clients entering treatment by primary drug 
(2019; N =4573) 

 
*NPS: Other stimulants, other hallucinogens, other non categorisable 

**Other: LSD, inhalants 
Source: P®terfi 2020a ï TDI data 2020 

 
96 In case of 6 persons the source of referral was not known. 
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When looking at the geographical breakdown of outpatient treatment data (including clients of 
outpatient units and social services) by primary drug, can be said that although in all counties 
cannabis use is behind the greatest portion of treatment demand, yet the problem of cannabis 
use is less dominant in the eastern part of the country, compared to western counties. At the 
same time, more eastern, north-eastern counties are experiencing the expansion of new 
psychoactive substancesô (NPS) impact in the treated population. Based on available data 
especially in Borsod-Aba¼j Zempl®n, B®k®s, Szabolcs-Szatm§r-Bereg, Tolna and B§cs-
Kiskun county, the use of NPS appears to be a major problem, as in these counties over 20% 
of treatment entrants are indicating the use of these drugs as a primary problem. The 
proportion of cannabis related treatment demand in the individual counties varied between 
48% and 84% (their proportion in total outpatient data was 67.2%). 2-26% of clients (mean 
12.5%) entered treatment due to ATS use outpatient health and social service. The proportion 
of those entering treatment for NPS ranged from 0 to 29% per county, with a total of 8.4% of 
those entering treatment in this treatment setting in 2019. 
However, when interpreting this data, it is important to consider that geographical data was 
recorded according to the location of the treatment facilities, thus, the profile of providers 
operating in the individual counties and the interventions provided may be decisive for the 
substance use pattern of clients being treated. Furthermore, some of the units may accept 
patients from several counties. 
 
Chart 39. Outpatient clients (including those in low threshold/social services) starting treatment in 2019 
by county and primary drug (%; N=4168 persons) 

 
*NPS: Other stimulants, other hallucinogens, other non categorisable 

**Other: MDMA and derivates, LSD, inhalants 
Source: P®terfi 2020a ï TDI data 2020 

 

For a more detailed description (by drug type) of the characteristics of clients entering 
treatment see Drugs Workbook/Cannabis, Chapter T1.2.2, Drugs Workbook/Stimulants, 
Chapters T1.2.2 and T1.2.5, and Drugs Workbook/Heroin and other opioids, Chapters T1.2.2 
and T1.2.5. 
For information on the characteristics of clients starting treatment in detention facilities see 
Prison Workbook, Chapter T1.2.2. 
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T1.4 TREATMENT MODALITIES 
 

T1.4.1 Outpatient drug treatment services 
 
For information available on outpatient drug treatment services see Chapter T1.2.1. For a 
detailed description of opioid substitution treatment see Chapter T1.4.9. 
 
We do not have detailed information on the availability of individual interventions at different 
health and social care providers. 
 

T1.4.3 Inpatient drug treatment services 
 
For information available on inpatient drug treatment services see Chapter T1.2.4. 
We do not have detailed information on the availability of individual interventions at different 
health and social inpatient units 
 

T1.4.4 Targeted interventions for specific drug-using groups 
 
Women 
 
The J·zan Bab§k Klub (Sober Babies Club) targets pregnant or child-bearing women, living 
with behavioural addictions or drug use, and their relatives with tailor-made interventions. For 
more information on the interventions and clientele of the programme see Harms and Harm 
Reduction Workbook T1.4.1 and T1.6.1. 
 
Starting in 2017, the J·zan Bab§k Klub operates a halfway house programme, known as the 
Doll-House, for drug user pregnant women or women with toddlers, where women are provided 
accommodation together with their children. For more information see Harms and Harm 
Reduction Workbook T1.6.1. 
 
Within the Methadone Programme of the Drog Prevenci·s Alap²tv§ny (Drug Prevention 
Foundation) in Budapest, in 2014, the Academy for Special Parents was created. For mothers 
and fathers in OST the programme provides the so-called óMENYAô / óMEPAô reception hours, 
in the scope of which they provide individual case management, supervision by a psychiatrist 
and help their patients with small children or pregnant finding the proper services in their 
network of health and social service providers. For more information see Harms and Harm 
Reduction Workbook T1.6.1. 
 
There are currently two therapeutic communities in Hungary that specifically target drug user 
women (possibly prescription drug or alcohol addicts). The Rehabilitation Institute of the 
Emberbar§t Foundation and the MPE Hajnalcsillag Rehabilitation Home. 
 
Children and adolescent 
 
There are currently a total of three therapeutic communities targeting young people under the 
age of 18 in the country. Of these, two institutions only accept boys (on 30 and 10 beds), one 
institution accepts girls and boys as well (on 15 beds). 
Outpatient care specifically targeting children and young people is currently being provided in 
two institutions: at the ñTiszta JºvŖ®rtô Foundation in Budapest and at the ñEg®szs®gdokkò 
Foundation in Sz®kesfeh®rv§r. 
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The Hungarian Charity Service of the Order of Malta's apaiszik.kimondhato.hu page for 
children living with addicted parents, mainly alcohol addicts, is where the affected children can 
get age-appropriate information about the phenomenon and join an online or personal peer 
group. 
 
For special interventions available to prisoners, see T.1.3.3 in the Prison Workbook. 

T1.4.6 E-health interventions for people seeking drug treatment and support online 
 
 Only a few providers have reported online counselling in recent years. However, in the context 
of the 2020 coronavirus epidemic, there has been a significant increase in the number of 
interventions provided by online tools. For more information about remote drug services during 
the first wave of COVID-19 see our study report on the impact of the coronavirus epidemic on 
the care of drug users in chapter T4.1 of this workbook.  
 
Opioid substitution treatment 
 

T1.4.9 Main providers of opioid substitution treatment 
 
OST is typically provided in the scope of outpatient treatment, but there are some service 
providers who provide this pharmacologically assisted therapy in the scope of inpatient 
treatment (in a hospital or therapeutic community). OST provider treatment units are 
characterised by a health care profile and are typically hospital addiction or psychiatric units or 
clinics, or specialised outpatient units with a mixed profile. In 2019, we identified a total of 12 
providers in the country providing opioid substitution treatment in non-emergency setting, for 
long-term opiate addicts. Out of the 12 treatment centres, 3 institutions were operating in 
Budapest and in 9 other counties (Baranya, Fej®r, Somogy, Veszpr®m, B®k®s, Borsod-Aba¼j-
Zempl®n, Csongr§d-Csan§d, Heves, N·gr§d) one in each. This intervention is not available in 
10 counties of the country. OST is available from only at one provider in inpatient setting, but 
in the scope of outpatient care at all 12 treatment centres. (For the methodological description 
of the OST data collection see Chapter T5.2.) 
 
Opioid substitution treatment practically is not available within the detention facilities, although 
the detention facilities are legally obliged to provide substitution therapy for prisoners who ask 
for it: in such cases they have to transfer those clients to external service providers with 
geographical obligations to provide OST. Occasionally clients may obtain the substitution 
medication during preliminary custody as long as the detention facility cooperates with the 
external treatment unit providing the therapy before detention. (See also: Prison Workbook, 
Chapter T1.3.4.) 
 

T1.4.10 Number of clients in OST 
 
Two types of substitution medication are used in Hungary in OST programmes: methadone 
and buprenorphine/naloxone. Due to historical and financing reasons, the use of methadone 
is more widespread, typically Ĳ of the annual number of cases receive this substitution 
medication (473 persons in 2019, 76%), while approximately ı of the clients receive the 
buprenorphine/naloxone combination (148 persons in 2019, 24%). Buprenorphine/naloxone 
medication may be prescribed by any psychiatrist, whereas methadone is an óinstitution drugô 
(acquisition and provision is done by the health service provider). Thus, the 
buprenorphine/naloxone medication may appear in private health care, about which there is 
no information available.  
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For 2019, providers reported a total of 707 treatment episodes linked to a total of 629 clients 
(intra-institutional and inter-institutional duplications were eliminated using the anonymous TDI 
code)97.  
 
96% (602 persons) of the 629 clients received care in the scope of maintenance therapy. 
Approximately three quarters of them (462 persons) received methadone and one quarter (133 
persons) received buprenorphine/naloxone98. 
4% (26 persons) of clients reported in 2019 underwent detoxification treatment. Of the 26 
people, 11 received methadone and 15 received buprenorphine/naloxone. 
 
It is important to note that maintenance and detoxification therapy sometimes alternate, hence 
it is difficult to isolate them from each other. The relevant professional guidelines (The 
methodological letter of the Ministry of Health on Methadone treatment, for details see Chapter 
T1.5.1) specifies the length of detoxification treatment at between 1 and 6 months. 
 
Chart 40. Breakdown of OST maintenance clients (outer curve, N=595) and OST detoxification clients 
(inner curve, N=26) by substitution medication in 2019 (persons; %)  

 
 
Source: P®terfi 2020b ï OST data collection 2020; ST24 

 
 
T1.4.11 Characteristics of clients in opioid substitution treatment 
 
Of the 629 clients receiving substitution treatment in 2019, 76% (474 persons) were male and 
24% (148 persons) were female. The mean age of clients was 42.6 years, with the majority 
(214 persons; 34%) in the 40-44 age group. The youngest client was 24, the oldest 65. 
 

 
97 In 67 cases, multiple treatment episodes within a facility were associated with a single client. Some of these 
results from a temporary interruption of the treatment process and some from the replacement of the substitution 
medication. In addition, a further 11 clients were identified who changed locations during the year, thus identified 
as inter-institutional duplications. 
98 In further 7 cases the medication of the therapy was not reported. 
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Chart 41. Breakdown of OST clients by age in 2019 (N=624; persons) 

 
 

Source: P®terfi 2020b ï OST data collection 2020 
 
Clients in maintenance therapy 
 
In maintenance treatment (602 persons), 76% (452 persons) were men and 24% (143 persons) 
were women99. Examining their social characteristics, 94% of them reported to have stable 
accommodation, while only 5% of clients had unstable accommodation. 52% of clients had 
regular employment or were students, 12% were unemployed, 7% were economically inactive 
(pensioners, house-makers, disabled), and 29% reported other labour status. 
53% of those in maintenance treatment were active injecting drug users. The injecting use of 
the substitution medication (30 days prior to data recording) was reported in 10% of clients in 
2019. 
Treatment institutions are providing HIV and HCV screening for their clients during opioid 
substitution therapy. The institutions performed HCV screening for a total of 271 clients during 
the interval of the therapy (not exclusively in 2019). The proportion of those being screened 
throughout the OST was 43% (133 persons) in clients reporting current injecting use. The final 
test results showed HCV positivity in 67 cases (25% of those with a known test result) in clients 
in maintenance treatment. HIV screening was performed on 262 clients during the interval of 
the therapy (not exclusively in 2019). 43% of those reporting current injecting use had a known 
HIV test result. No HIV positive client was reported. For further information on screening 
programmes see T1.5.3, Harms and Harm Reduction Workbook. 
Of the 602 people, 119 (20%) started a new treatment episode in 2019, while 483 started 
treatment prior to 2019. Irrespective of the start of the treatment process, 96 personsô treatment 
was terminated during 2019, while the remaining 506 persons continued their therapy in 2020. 
The mean duration of treatment was 4.9 years, with the longest treatment episode starting 27 
years ago. 
 
Examining the length of therapy of those in treatment shows that men on average are in OST 
for a longer time than women. When looking at the picture from the aspect of the substitution 
medication applied, treatment episodes linked to methadone have a shorter mean duration 
than those linked to buprenorphine / naloxone, in treatment episodes started since 2009. 
 

 
99 And further 7 personsô gender was not reported. 
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Chart 42. Mean lenght of OST100 by gender (N= 602) and by substitution medication (N=507) among 
OST clients in maintenance treatment (2019; years) 

 
Source: P®terfi 2020b ï OST data collection 2020 

 

T1.5 QUALITY ASSURANCE OF DRUG TREATMENT SERVICES 
 

T1.5.1 Quality assurance in drug treatment 
 
Healthcare guidelines 
 
Currently there are 3 protocols and one methodological letter in force in connection with the 
treatment of drug users: 

¶ The methodological letter of the Ministry of Health ï On methadone treatment, 

¶ The professional protocol of the Ministry of Health ï On the treatment of diseases 
related to opioid use, 

¶ The professional protocol of the Ministry of Health ï On the treatment of clinical 
conditions associated with amphetamine use,  

¶ The professional protocol of the Ministry of Health ï On disorders related to cannabis 
use, 

¶ Professional health care guidelines ï For problem drug use and behavioural addiction 
in children and youth101, 

¶ Temporary recommendations and procedures regarding the required measures and 
the provision of addiction and psychiatric care during COVID-19. 

All three protocols were elaborated by the National Institute of Addictions primarily for 
specialists in psychiatry and addiction treatment. They are based on evidence and on 
professional consensus. The protocols contain the description of the disease, the process and 
recommended methods of diagnosing, treatment, rehabilitation and care and partly the 
indicators of efficiency. They need to be updated every two years. 
The methodological letter is a guideline, which is much more specific than the protocols and 
exclusively describes the diagnostic and treatment processes and the indicators of efficiency. 
The guidelines on the care of children and minors were prepared by the Board of Health of the 
Ministry of Human Capacities in 2019. The guidelines are intended primarily for professionals 

 
100 time spent in treatment since the initiation of OST, not considering if the therapy had been finished or continued 
through the year 
101 Published in the July 2 2019 (LXIX /10) issue of the Health Gazette 
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working in the healthcare environment. It is based on evidence and professional consensus. 
The guidelines include a description of the disease and patterns of substance use, the process 
of diagnosis, treatment, care and proposed interventions, the tests that can be used for 
diagnosis and follow-up, and modes of guidelines revision. 
 
Among the recommendations issued in connection with the COVID-19 epidemic, the 
recommendation of the Department of Child and Adolescent Psychiatry and Addiction of the 
Health Board concerned only the psychiatric care of the age group, it did not provide 
recommendations for addiction care. 
The recommendations of the Addiction Department of the Health Board cover the full spectrum 
of adult addiction health care. The focus of the document was to ensure the continuity of 
outpatient care in order to avoid an increase in the need for acute care. 
 
A non-specifically drug treatment guidelines, the Professional Guidelines of the Ministry of 
Human Capacities on the treatment of pre- peri- and postnatal mental disorders in the 
integrated unity of the baby-mother-father addresses the health care treatment of the drug 
user/dependent pregnant women (Health Gazette 2017) 
 
Social guidelines 
 
Presently there are three professional guidelines dealing with social services provided for 
patients with addiction problems: 

¶ the óDay-time care for addicts ï Professional recommendationô, 

¶ the óLow-threshold services provided for addicts ï Professional recommendationô 

¶ and the óCommunity social care provided for addicts - Professional recommendationô. 
The social guidelines were elaborated by an expert workgroup appointed by the Ministry of 
Human Capacities. The guidelines have no designated target group, their content is based on 
professional consensus102. They describe the aims and guiding principles of the service, its 
quality assurance conditions, its documentation requirements and the activities covered by the 
service. In 2018, the revision of the above three professional guidelines was carried out the 
new guidelines came into effect on 1st July 2018. 
 
For further information on the operation of the quality assurance system see 2010 National 
Report, Chapter 11. On the quality assurance of harm reduction interventions see also the 
Harms and Harm Reduction Workbook, Chapter T1.7. 
 
 

T2. TRENDS 
 

T2.1 LONG TERM TRENDS IN NUMBERS OF CLIENTS ENTERING TREATMENT AND IN OST 
 
The unique feature of the Hungarian treatment system already described above (see Chapters 
T1.2.2 and T1.3.1) is that the majority of clients start treatment in order to avoid criminal 
procedure. A certain proportion of these clients do not require addiction treatment, they are 
provided with a kind of indicated prevention intervention (the so-called preventive-consulting 
service). A remarkable change is that the number of people who are being treated as an 
alternative to the criminal procedure (and their proportion within all treatment entrants) 
increased significantly from 2016 to 2018 (by 30.7%). From 2018 to 2019 a drop could be 
observed, however there is no available information on its causes. In the same time, the 
number of clients starting dug treatment on a voluntary basis (non-QCT clients) following its 

 
102 Representatives of the field were consulted on the draft guidelines in the scope of a consensus conference. 
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stability between 2015 and 2017 and a decrease in 2018 showed an increase in 2019 (from 
993 persons in 2018 to 1115 persons in 2019)103. 
 
Chart 43. Breakdown of clients entering treatment by source of referral between 2012 and 2019 
(persons)  

 
Source: P®terfi 2020a ï TDI data 2020 

 
In connection with the increased use of NPS, it is important to mention that until these 
substances are not scheduled in the lists of narcotic drugs and psychotropic substances their 
use does not entail criminal liability and the (infringement) procedures started in connection 
with them cannot be avoided by undertaking treatment (QCT). In the years when police activity 
had significantly increased the number of clients entering treatment, primarily occasional 
cannabis users were channelled into the treatment system. In the same time the drop in the 
number of clients entering treatment in order to avoid criminal prosecution, resulted in the drop 
of occasional cannabis users entering treatment.  It shows that the regulatory background can 
have an impact on the composition of the population in treatment.  
 
 
According to the national TDI data collection, among all treatment entrants, a decrease in 
treatment demands linked to opioids can be seen starting from 2009 (2009: 449 persons; 2019: 
162 persons). In parallel, between 2009 and 2014, the number of new treatment admissions 
linked to óother drugs104ô (primarily new psychoactive substances) increased (2009: 278 
persons, 2014: 1137 persons), followed by a steady decrease between 2014 and 2019 (2014: 
1137 persons, 2019: 601 persons). The spread of NPS and a reduction in the availability of 
heroin can also be observed in the seizure data (see Drug Market and Crime Workbook, 
Chapter T2.1). There is no significant difference in the trends by primary substance regarding 
all clients and clients entering treatment for the first time in their lives due to the dominance of 
QCT. The main reason behind this is that QCT clients make up a large proportion of treatment 
data, and the fact that QCT clients typically enter treatment for the first time. It seems that the 
fluctuation in the number of clients starting treatment as an alternative to criminal procedure 
went hand in hand primarily with the changes of the number of cannabis users entering 
treatment, meaning that increased police activity affected primarily cannabis, (based on 
seizures) typically marijuana users.  

 
103 An inquiry sent to the treatment units that showed the most sygnificant descrease in client number suggested 

that the units did not experienced this decrrease in their turnover on a daily basis. 
104 Other drugs: hypnotics and sedatives + inhalants + hallucinogens + other stimulants + other non categorisable 
substances. 
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Chart 44. Trends in the number of clients entering treatment for the first time (on the left) and all clients 
(on the right) by primary drug, 2007-2019105 (persons) 

  
Source: P®terfi 2020a ï TDI data 2020106 

 
Although the increasingly growing treatment demand resulting from the use of NPS (primarily 
synthetic cannabinoids and designer stimulants) could be observed in the TDI data and other 
data sources until 2016 (P®terfi 2016; P®terfi 2015; Cs§k 2012; Horv§th et al. 2011), and it is 
still significant,  the special needs linked to the use of NPS (including young people being 
affected, lack of motivation, more intensive use, more frequent need for emergency treatment) 
(GDS 2014; Cs§k 2012; Horv§th et al. 2011) may remain unmet. Due to this, expert opinions 
suggest that this user group is probably underrepresented in the treatment data. 
 
Trends in the social-demographic composition of clients entering drug treatment 
 
As most clients entering treatment as an alternative to criminal procedure (QCT clients) do not 
have a condition requiring a drug treatment intervention, they are referred to a so-called 
preventive-consulting service (considered to be an indicated prevention intervention rather 
than treatment) as a result of a status assessment. Therefore, in order to understand which 
patterns of drug use present health and social problems that require a treatment, we need to 
narrow our investigation to non-QCT clients. 
 
The drastic decrease in heroin availability (2010) and the emergence of new psychoactive 
substances (2008-2009) can only be detected in the treatment data with some delay, due to 
the nature of the development of substance use problems. Prior to the changes, in 2009, the 
most significant treatment need, following cannabis use, was linked to heroin use. 
Amphetamine use and hypnotics and sedatives use were linked to significantly less treatment 
entrance. Subsequently, between 2009 and 2014, NPS users also appeared in the treatment 
system, in similar numbers to cannabis users between 2014 and 2016. We experience a 
decrease since 2014, in the number of NPS users among the clients entering drug treatment. 

 
105 ĂOther drugsò: Ăhypnotics and sedativesò, Ăinhalantsò, Ăhallucinogensò, Ăother stimulantsò, Ăother non 
categorisable substancesò 
106 The case numbers between 2007 and 2018 may differ slightly from the case numbers presented in other parts 
of the chapter, as this figure is updated each year only with the current case numbers, while for the other figures / 
tables, the most recent data were queried for each previous year. 
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By 2019 the treatment demand linked to NPS use was still significant, however, it became 
much lower than cannabis related treatment need. Treatment demand associated with the use 
of classical stimulants shows an increasing tendency in past years. 
 
Chart 45. Trends in treatment demand by primary drug among clients entering drug treatment voluntarily 
(non-QCT clients) between 2010 and 2019 (persons) 

 
*NPS: Other stimulants, other hallucinogens, other non categorisable 

**Other: LSD, inhalants 
Source: P®terfi 2020a ï TDI data 2020 

 
The aging of the drug user population is a major challenge from the aspect of the organization 
of the treatment systems. In Hungary, the mean age of all drug users who require 
pharmacological or psychosocial treatment as a result of their drug problems and of those 
seeking this type of treatment for the first time in their lives is increasing. Between 2010 and 
2019, the mean age of those entering treatment increased by approximately three and a half 
years: the mean age of first-time treatment clients increased from 24.0 to 27.5 years, and the 
mean age of all clients entering treatment from 25.2 to 28.6 years. 
 
Chart 46. Trends in the mean age of clients entering drug treatment voluntarily (non-QCT clients) 
between 2010 and 2019 (years) 

 
Source: P®terfi 2020a ï TDI data 2020 

 
To provide a closer look at changes in the age composition of the treated population, we 
analysed the age composition of clients between 2010 and 2019. If we look at clients entering 
treatment by three age groups, we can see that, apart from the jump in 2014, largely 
attributable to the use of NPS, there has been a decrease in the number of adolescents under 
the age of 25 over the last 10 years (2010: 2635; 2019: 1964 persons). The number of people 
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aged 25-34 shows a slight increase from 2012 onwards (2012: 1461; 2019: 1735).  The number 
of clients belonging to the oldest age group among those entering treatment has been 
essentially increasing since 2010, their number has doubled in the last 10 years (2010: 492; 
2019: 1080). All in all, on the basis this graph, there are two phenomena that increase the 
mean age of treated population: the decreasing number of young drug users and the increasing 
number of older drug users entering treatment. 
 
Chart 47. Trends of clients entering drug treatment by age groups between 2010 and 2019 (persons) 

 
Source: P®terfi 2020a ï TDI data 2020 

 
 
Opioid substitution treatment (OST)  
 
The number of those treated in OST was relatively stable over the studied years: there was a 
minor increase following 2008, which can be linked to the introduction of 
buprenorphine/naloxone (and the introduction of the possibility of self-financed treatment), 
then a development in the methodology of data collection (which provided the possibility of 
double counting control at the national level), which caused a decrease in 2011 In the number 
of clients a slow monotonous decrease could be seen between 2013 and 2015 parallel to the 
stability of accessibility of OST, that is supposedly connected to the significant setback of 
heroin market, and thus, to the relating decrease in treatment demand. Although we have no 
data on years 2016 and 2017, based on 2018 and 2019 OST data107, it seems that the annual 
client number stabilised at the level of 2015.  
The reason for the relatively stable availability is that the treatment capacity financed did not 
change over the past years.  
 

 
107 In 2019, instead of 12, only 11 service providers sent their data, the slight decrease in the number of cases can 
be attributed to this. 
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