Post-2015 Negotiation Briefs #2:
Drug Related Harm Reduction

Prevalence of Drug Use and Addiction
and the Global Burden of Disease (GBD)
Estimates calculate that amongst 3.6 and 6.9% of the world’s population
habitually uses illicit drugs.1, 2 In 2011, it was projected that between 167 and
315 million people aged 15–64 had used an illicit substance the year before.3
This represents an 18% increase from the same measure in 2008,4 which is a
reflection of both an increase in the global population and an increase in the
prevalence of illicit drug use. From this, it is expected that between 30 and
40% are young people.5, 6
Out of this usage, UNODC estimates that 12% develop dependence or
addiction every year.7, 8 However, not enough data is collected on frequency
and quantity of use, which is basic to estimate increased health risks. For
instance, people who use drugs only once or twice have, at most, a very small
increase in mortality, which is difficult to detect in epidemiological studies. On
the other hand, problematic drug use most clearly harms the health of users.
Because of this, no global estimates of the prevalence of specific forms of drug
dependence exist.9
While it is difficult to accurately measure the burden of disease attributable to
illicit drug use, some indicators suggest that global illicit drug consumption (and
its related burden) has significantly increased since 1990.10 Injecting drug use,
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for example, is now reported in more countries,11 and HIV amongst Injectable
Drug Users (IDU) is more prevalent in Eastern Europe, and Asia.12 In 2002, a
comparative risk assessment exercise estimated that the median number of
deaths attributed to illicit drugs was about 200,000.13
In all, current policies have been unsuccessful in deterring drug use, and
prevalence of illicit drug use continues to grow today, particularly amongst
young people. In fact, the WHO estimates amphetamine, cocaine, or opioid use
in 2004 accounted for 0.9% of global DALYs,14 varying widely across regions.15
Drug dependence (excluding cannabis) was the largest of the four causes of
global illicit drug burden assessed (68%), followed by HIV/AIDS (18%).16
According to Degenhardt, these estimates indicate that illicit drug use is a
substantial global cause of premature mortality and morbidity.17 Even more,
these are acknowledged to be underestimates, as they do not include cannabis
and MDMA, or the burden attributable to hepatitis B, hepatitis C, or drugrelated violence.18
To respond to the harms associated to drug use, health professionals came up
with the concept of ‘harm reduction’, defined as the “policies, programmes and
practices that aim primarily to reduce the adverse health, social and economic
consequences of the use of legal and illegal psychoactive drugs without
necessarily reducing drug consumption”.19 These interventions include:
1. Needle and syringe programmes (NSPs)
2. Opioid substitution therapy (OST) and other drug dependence treatment
3. HIV testing and counselling (T&C)
4. Antiretroviral therapy (ART)
5. Prevention and treatment of sexually transmitted infections (STIs)
6. Condom programmes for IDUs and their sexual partners
7. Targeted information, education and communication (IEC) for IDUs and their
sexual partners
8. Vaccination, diagnosis and treatment of viral hepatitis
9. Prevention, diagnosis and treatment of tuberculosis (TB).
Health professionals are not alone in recognize the necessity for harm reduction,
the UN General Assembly has also endorsed harm reduction as an essential HIV
prevention measure in its Declaration of Commitment on AIDS in 2001 and in
the Political Declaration on AIDS in 2006.

Drug Use in the Post-2015 Agenda
If the world is to achieve our universal target of ending the AIDS epidemic by
2030, explicit mention of drug-related harm reduction services is required in
the post 2015 framework. More importantly, drug use must be understood from
a public health approach where the objective is to lessen health-harms and
maximise health interventions.
From the output document of the OWG, we know there is one established
Goal20 relevant to the subject: “Goal 3. Ensure healthy lives and promote wellbeing for all at all ages”.
Within Goal 3, there are three relevant targets currently suggested:
3.4 by 2030 reduce by one-third pre-mature mortality from non-communicable
diseases (NCDs) through prevention and treatment, and promote mental
health and wellbeing;
3.5 strengthen prevention and treatment of substance abuse, including
narcotic drug abuse and harmful use of alcohol, and
3.a strengthen implementation of the Framework Convention on Tobacco
Control in all countries as appropriate.
To help collect additional input about post-2015 global goals from people
working to end the HIV epidemic, International Civil Society Support (ICSS)21
sponsored a webinar series, a global e-survey, and an in-person meeting during
December 2012 and January 2013. Six webinars were held with over 100
participants. From the output document it was identified that:22
“The fight against HIV, tuberculosis, and malaria is a driver of
improved health systems, including scale up of quality maternal and
child healthcare, sexual and reproductive health, harm reduction
services, management of chronic health issues, and affordable
treatment access and treatment adherence. […]
“Global goals should focus on the leading causes of premature death
and disability. These should include specific time-bound targets
against HIV, tuberculosis and malaria and also targets against other
diseases (including NCDs and vaccine-preventable infections) and
for indicators of sexual and reproductive health, maternal and child
health, mental health, harm reduction and prevention of deaths and
disability due to substance use.”
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Target 3.5: Room for Improvement According to Science
Within the language currently used under Goal 3, we urge member States to
substitute target 3.5 for the following: “3.5 Reduce by x% the burden of health
harm and premature death associated with unhealthy foods and alcohol, tobacco
and other drugs”. This language suggestion responds to the following concerns:
1. The current wording is lacking in clarity as it mixes definitions that are not
clear (e.g. ‘Substance abuse’, ‘harmful use of’ and ‘narcotic drug abuse’).
Language should aim to be consistent with definitions of the ICD (e.g.
‘Harmful use’ and ‘dependence’) and avoid ill-defined concepts such as
‘substance abuse’.
2. The language used at the moment is not a target, and allows a lot of room
for interpretation. The focus should be on the health issues to be addressed,
not on (ill-defined) interventions. The suggested wording focuses on health
harm and acknowledges the variety of approaches for addressing them.
3. A lot of ineffective ‘prevention and treatment’ happens today, and to call for
it to be strengthened without any note as to its quality is not helpful.
4. Tobacco is missing from the current wording, and while there is language on
FCTC in 3.a, that does not fit as it is not a target. The focus should be on
reducing health-harms, so the target should relate to that. Our suggested
wording achieves this.

Resources
× Taking Control: Pathways to Drug Policies that Work, Global Commission on
Drug Policy. www.gcdpsummary2014.com/#foreword-from-the-chair
× The Vienna Declaration: We Cannot End AIDS Until We End The War on
Drugs. www.viennadeclaration.com
× ‘Count the costs of the war on drugs’ Global Campaign. www.countthecosts.org
× Speech by Michel Kazatchkine, UN Special Envoy for HIV/AIDS in Eastern
Europe and Central Asia: Arresting Drug Users Increases HIV. www.youtube.
com/watch?v=-e4nrF18gQo
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