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The Visiting Fellow Working Paper Series of the Global Health Programme provides a platform 
for young researchers and visiting fellows to publish and circulate their research findings and 
ideas. In this way, new thinking can be introduced and visiting fellows may benefit from the 
Global Health Programme’s outreach and receive feedback on their work.  

Disclaimer
The views expressed in the Visiting Fellow Working Paper series are those of the author(s) 
alone and do not necessarily reflect those of the Global Health Programme or the Graduate 
Institute of International and Development Studies. The information and views in these Working 
Papers are disseminated in order to circulate ideas and stimulate discussion, providing the 
opportunity to young researchers and visiting fellows to publicly present their work.  The 
Working Papers do not necessarily aim to be comprehensive and their recommendations  are 
solely and exclusively those of the author(s) and do not constitute professional advice. They 
were prepared independently of any other interests. 

The author(s) have taken every reasonable effort to make sure that the information is accurate 
and up to date, but readers are advised to verify any information obtained from these Working 
Papers. The Global Health Programme does not take any responsibility for the use of inaccurate 
data or information. Furthermore, the Global Health Programme does not endorse claims made 
for processes and products, and does not, to the extent permitted by law, make any warranty, 
express or implied, in relation to these Working Papers, including but not limited to complete-
ness, accuracy, quality and fitness for a particular purpose, or assume any responsibility for 
damage or loss caused to persons or property as a result of the use of information in these 
Visiting Fellow Working Papers.
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UNGASS 2016 on the world drug problem: 
involving the Geneva-based International 
Organisations in the global drug policies 
debate  
Khalid Tinasti 1

The United Nations General Assembly (UNGA) will convene a Special Session (UNGASS) on the 
world drug problem in April 2016, three years ahead of its regular review of the ten-year plan of 

action to ‘counter’ drugs planned in 2019. Convening this Special Session illustrates the need 
for new approaches to respond to drug use, for a review of international drug policies and an 
open dialogue on all aspects relating to drug use. Though the General Assembly named the 
Commission on Narcotic Drugs as the leading entity for the preparatory process of the UNGASS 
2016, it also introduced an innovation in the process by calling for input from all other UN 
entities. 

As the UNGASS approaches, the Geneva-based organisations with mandates on human rights 
and health have a major role to play in the global debate on drug policies. This working paper 
reviews how the mandate of the major UN entities and international organisations based in 
Geneva covers drug policy, their current contribution to the UNGASS process, and suggests 
pathways to strengthen their involvement in the debate on drugs. The paper focuses on the 
impact of the current drug control approaches on the work of the World Health Organisation, 
the Joint United Nations Programme on HIV/AIDS, the Office of the High Commissioner for Human 
Rights and the Human Rights Council, the International Labour Organisation, the Office of the 
High Commissioner for Refugees and the Global Fund to fight AIDS, Tuberculosis and Malaria. 
With the identification and acknowledgement of the shortcomings of the current drug control 
system on health and human rights, the involvement of the Geneva-based organisations should 
positively influence the course of the debate around UNGASS 2016 and beyond.

Keywords
Drug control; public health; essential medicines; HIV; harm reduction; human rights; refugees; 
workplace.  
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List of abbreviations

CND		  United Nations Commission on Narcotic Drugs
ECDD		  WHO Expert Committee on Drug Dependence
ECOSOC		  United Nations Economic and Social Council
GFATM		  Global Fund to fight AIDS, Tuberculosis and Malaria
HRC		  Human Rights Council
ILO			  International Labour Organization
INCB		  International Narcotics Control Board
OHCHR		  Office of the United Nations High Commissioner for Human Rights
PCB		  UNAIDS Programme Coordinating Board
PWID		  People Who Inject Drugs
PWUD		  People Who Use Drugs
UNAIDS		  Joint United Nations Programme on HIV/AIDS
UNGASS		  United Nations General Assembly Special Session
UNHCR		  Office of the United Nations High Commissioner for Refugees
UNODC		  United Nations Office on Drugs and Crime 
UNTF		  United Nations Task Force on Transnational Organized Crime and Drug 	
			   Trafficking
WHA		  World Health Assembly
WHO		  World Health Organization
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Introduction

The 1961 Single Convention on Narcotic Drugs gives four international UN entities the mandate 
to respond to the world drug problem 2: the Commission on Narcotic Drugs (CND) representing 
the Economic and Social Council, the United Nations Secretary-General, the International Narcotics 
Control Board (INCB) and the World Health Organization (WHO). CND member states have the 
task of drafting and negotiating an international strategy to ‘counter’ the world drug problem. 
The latest strategy, adopted in 2009 3, delineates the work of stakeholders at the international 
level around three approaches: demand reduction 4, supply reduction, and enhancement of in-
ternational cooperation around money laundering 5. These approaches guide member states in 
the implementation of the 2009 Political Declaration, of which the stated goal was to “significantly 
reduce the use and production of illicit substances” within a decade. These same approaches 
guided the objective of a ‘drug-free world’ by 2008, articulated at the 1998 United Nations 
General Assembly Special Session (UNGASS) on the World Drug Problem.

In recent years, multiple voices including member states, civil society and international organisa-
tions have raised concerns about the failure of the prohibition-based approach to achieve drug-free 
societies, which fuels violence, undermines human rights and negatively impacts on public health. 
In 2012, the United Nations General Assembly approved a resolution to convene a UNGASS on 
the world drug problem 6. The governments of Mexico, Colombia and Guatemala proposed the 
resolution, which was supported by 95 member states 7. Such a request for a Special Session 
was evidence of the pressing need to discuss new approaches, to review international drug poli-
cies, and for a comprehensive dialogue on the multidimensional impact of drugs. The General 
Assembly confirmed the CND as the leading entity for the preparatory process, both on substance 
and organisation, of the UNGASS 2016. It nevertheless introduced an innovation in the process 
by inviting all other UN entities and multilateral member states’ assemblies to provide their input 

and participate in the preparation of the UNGASS and during the Special Session itself, as stated 
in the following: “the special session of the General Assembly on the world drug problem in 2016 
shall have an inclusive preparatory process that includes extensive substantive consultations, 
allowing organs, entities and specialised agencies of the United Nations system, relevant inter-
national and regional organisations, civil society and other relevant stakeholders to fully contribute 
to the process in accordance with the relevant rules of procedure and established practice” 8. 



6 |

Visiting Fellow WORKING PAPER NO. 1 | 2015

As the UNGASS approaches, and considering the current drug control system - based on prohibi-
tion and control measures - negatively affects human rights and public health, the Geneva-based 
organisations have a major role to play in the global debate on drug policies. This working paper 
reviews how the mandate of the major UN entities and international organisations based in 
Geneva covers drug policy, examines their current contribution to the process, and suggests 
pathways to strengthen their involvement in the debate on drugs. It aims at emphasising the 
horizontal nature of the drugs issue given that prohibition-based drug policies directly and nega-
tively affect the ability of these organisations to achieve their objectives. The paper focuses on 
the effects of the current drug control approaches on the work of the World Health Organisation 

(WHO), the Joint United Nations Programme on HIV/AIDS (UNAIDS), the Office of the High 
Commissioner for Human Rights (OHCHR) and the Human Rights Council (HRC), the International 
Labour Organisation (ILO), and the Office of the High Commissioner for Refugees (UNHCR) and 
the Global Fund to fight AIDS, Tuberculosis and Malaria (GFTAM). The General Assembly and the 

United Nations System Task Force on Transnational Organised Crime and Drug Trafficking (UNTF) 
have both invited all of these organisations to engage in the 2016 UNGASS (see Figure 1). 

The availability and quality of illicit drugs are increasing, while the drug control system still focuses 
on prohibitionist approaches to eliminate drugs. Drug control, through its legal obligations, the 
fear environment it induces, and the use of harsh policies against drugs have contributed to a 
world where access to essential medicines is almost impossible in 75% of the world; where HIV 
and hepatitis have spread among people who inject drugs; where harm reduction is not consensual 
while it is scientifically proven to protect drug users and the larger community; where funding 
is concentrated on law-enforcement and not on health or community-strengthening; where the 
right to health, the right to life and many others are often not granted; and where drug users do 

not access the labour market and, when employed, are not protected. The involvement of the 
Geneva-based organisations in the UNGASS and beyond will be critical to address the health, 
employment, and human rights dimensions related to drug use. 
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Figure 1: The roles of the Geneva-based International organisations in drug policies
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The health-related issues of drug use, combined with the mandate of WHO to evaluate and 
recommend the scheduling of substances - based on assessments of harm to public health - 
gives WHO a leading role in drug policy. WHO, as the entity charged with protecting health 
across the entire UN system, is responsible for the health and wellbeing of people who use 
drugs (PWUD), as it is for the health of the general population. The WHO Constitution9  
states that “Health is a state of complete physical, mental and social well-being and not mere-
ly the absence of disease or infirmity”, yet the punitive approaches and prohibition-based 
policies of the drug control regime have negatively impacted the health of people who use 

                                                
9 Constitution of the World Health Organization. World Health Organization, 
http://www.who.int/governance/eb/who_constitution_en.pdf, accessed 9 June 2015. 
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1.	The World Health Organisation

The health-related issues of drug use combined with the mandate of WHO to evaluate and 
recommend the scheduling of substances - based on assessments of harm to public health 
- gives WHO a leading role in drug policy. WHO, as the entity charged with protecting 
health across the entire UN system, is responsible for the health and well-being of people 
who use drugs (PWUD), as it is for the health of the general population. The WHO 
Constitution 9  states that “Health is a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity”, yet the punitive approaches and 
prohibition-based policies of the drug control regime have negatively impacted the health 
of people who use drugs 10. The international drug control regime is also tasked with ensur-
ing that substances scheduled under the drug Conventions are available and accessible 
in all countries for medical and scientific purposes while not diverted for recreational use 
– a task far from being achieved. 

WHO represents a privileged organisation to support the international community’s work 
to address the drugs phenomenon. The Single Convention directs WHO to nominate five 

members with “medical, pharmacological or pharmaceutical experience” to the International 
Narcotics Control Board (INCB), the UN entity mandated to administer the estimates system 
and other aspects of international drug control. ECOSOC then elects three of the five 
members suggested by WHO into the INCB for a renewable five-year term 11.

Prohibitionist drug policies impact the work and objectives of several WHO departments, 
from prevention of infectious and blood-borne diseases, to mental health, access to pain 
relief, and health of specific demographic groups including children, women or older persons. 
The last time the World Health Assembly (WHA) raised the drugs issue was in 1990, in a 
resolution on demand reduction following the UNGASS 1990 on drugs 12.  

Given its mandate, WHO should contribute to the UNGASS by leading the process with 
the CND and UNODC. UN member states should consider requesting through the WHA, 
WHO’s governing body, that WHO play its assigned role in responding to the world drug 
problem.
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1.1. Classifying drugs and ensuring access to controlled medicines
Article 3 of the 1961 Single Convention on Narcotic Drugs and Article 2 of the Convention on 
Psychotropic Substances of 1971 13  both direct WHO to engage in an evidence-based evaluation 
of the harms and benefits of psychotropic substances prior to recommending whether CND 
should place them in the schedules of the drug control treaties.  The WHO Expert Committee on 
Drug Dependence (ECDD) meets every second year (or more often if requested) to review the 
substances member states consider for scheduling. Member states or WHO itself can request 
such reviews, and ECOSOC can approve or reject the subsequent CND decision on scheduling.

The ECDD applies the conventions’ mandates to protect public health articulated in the preambles, 
ensuring that controlled medicines are available and accessible for clinical and scientific use. 
The ECDD has reviewed more than 400 substances since 1949 and the establishment of WHO. 
The expert body bases its reviews on evidence, within the mandate given to it by the conventions 
and resolutions 14. Between 1948, when WHO was created, and 1999, the number of internation-
ally scheduled narcotic drugs rose to 118 and psychotropic substances to 111 15. The current 
structure and procedures of the ECDD are under extreme pressure at the present time, given 
that one new psychoactive substance appears in the drug market every week.

While WHO reviews the substances to guide their scheduling decision, it also has to ensure that 
these substances are available for medical and scientific use. Together with the INCB, WHO 
estimates that 5.5 billion people live in countries with low or no access to the opioid analgesics 
listed in the schedules of the drug control conventions, meaning that they will not receive adequate 
treatment to their pain and suffering if needed 16. Lack of access to medicines used to treat 
moderate to severe pain particularly affects people living in low and middle income countries. 
WHO estimates that lack of access to controlled essential medicines affects “1 million end-stage 
HIV/AIDS patients, 5.5 million terminal cancer patients, 0.8 million patients suffering injuries 
caused by accidents and violence, patients with chronic illnesses, patients recovering from 
surgery, women in labour (110 million births each year) as well as paediatric patients” 17.  According 
to the INCB, the majority of the world’s population has no access to medical opioids for pain 
relief; only 7.5% of the world lives in countries that report adequate consumption and 66% that 
report none at all. Ten percent of countries report very low consumption, 3% low, and 4% moder-
ate consumption 18.  

WHO has developed a Model List of Essential Medicines that should also be of good quality, 
available in sufficient amounts, and at an affordable price 19. This list guides member states in 
the development of their national lists. Essential medicines include controlled opioids such as 
morphine and methadone 20.
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The WHA has passed several resolutions in response to the situation of inadequate access 
to medicines controlled under the drug conventions, including a resolution on cancer 
prevention and control, which calls for the improved availability of opioid analgesics for 
cancer management 21. The resolution on access to essential medicines requested member 
states to design and implement policies to ensure reliable procurement, stable pricing, and 
rational regulation to ensure access. In 2014, the resolution on integrating palliative care 
within national health systems called on member states to ensure access to essential 
medicines for palliative care, to avoid stock-outs, and to change policies to ensure pain 
management 22. 

In 2015, the WHA passed a global surgery resolution urging member states “to promote 
access to essential medicines, including controlled medicines, antibiotics, medical devices 
and diagnostics used in anaesthesiology and surgery that are of good quality, safe, effica-
cious and affordable”.  The resolution also called on the WHO Director-General to “work 
with the INCB, UNODC, health ministries and other relevant authorities at global, regional 
and national levels, to promote the availability and balanced control of controlled medicines 
for essential and emergency surgical care and anaesthesia” 23.

Nevertheless, fears of diversion of opioid-based essential medicines impede the vast majority 
of the world’s countries to ensure the availability of these medicines. Such an obligation 
exists in the preamble of the drug conventions but also as a binding obligation under the 

“right to health”. The unavailability of medicines - that are essential to treat pain, for pallia-
tive care, for anaesthesia in surgery, and for substitution therapy – is in contradiction to 
the work programme of WHO, which promotes availability and affordability of these 
medicines.   

1.2. Infectious and blood-borne diseases
The current drug control system hinders an effective response to HIV transmission. HIV 
prevalence is twenty-eight times higher among people who inject drugs (PWID) than in 
the general population, making it one of the most vulnerable populations to HIV, hepatitis 
and tuberculosis infection 24. Around 1 in 10 new HIV infections globally is associated with 
unsafe drug injection; this infection rate reaches 80% in some countries in Eastern Europe 25. 
Also, of the estimated 16 million PWID, approximately 10 million are living with Hepatitis 
C (HCV), out of a total of 130-150 million people living with Hepatitis C globally. HCV infec-
tion can reach 90% of PWID in Eastern Europe and South-East Asia, regions that enforce 

some of the harshest drug policies in the world 26. Hepatitis C is the most common infection 
among PWID worldwide.
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WHO has provided normative guidance on HIV, HCV and injecting drug use, and attempted to 
define harm reduction in a technical guide produced jointly with UNODC and UNAIDS 27. The nine 
interventions recommended by the three international organisations include the provision of needle 
and syringe programmes (NSPs), opioid substitution treatment (OST), HIV testing and counselling, 
and antiretroviral therapy. The General Assembly, ECOSOC, the CND and the UNAIDS Programme 
Coordinating Board (PCB) approved these interventions based on evidence and on consensus 
among member states about the need for an effective HIV response to the heavy health burden 
borne by PWID. These interventions on harm reduction include vaccination, diagnosis, and treat-
ment of viral hepatitis 28.  The vaccination rates for hepatitis B are lower among PWID than in the 
general population, although the need is much higher 29. WHO has issued a set of recommenda-
tions that include the provision of a Hepatitis B vaccine that is cheap, available, and safe, as well 
as the provision of low dead-space syringes that prevent infection with Hepatitis C and HIV, and 
the development of peer interventions 30.  

In 2014, WHO published guidelines for HIV key populations and revised the nine interventions 
that attempt to define a harm reduction package. The guidelines promote drug policies that 
support harm reduction, decriminalisation of drug use and NSP, the legalisation of OST, the ban 
of compulsory treatment of PWID, community empowerment, and policies to address discrimina-
tion, stigma and violence, and reduce incarceration 31.  

Although effective treatment for Hepatitis C is now available, cost and discrimination-related 
barriers prevent PWID from achieving universal access. Barriers include the view that PWID are 
at high risk for reinfection, as well as doubts about their ability to adhere to treatment. PWID are 

also excluded from government-funded Hepatitis C treatments in many parts of the world 32. WHO’s 
guidelines on Hepatitis C reiterate, nevertheless, that treatment of PWID helps prevent transmis-
sion and reduces the prevalence of the virus among this key population 33. In May 2014, the WHA 
passed its first resolution on hepatitis, which called on member states to implement the WHO, 
UNODC and UNAIDS harm reduction interventions, to ensure equity in access to health services 
for vulnerable groups, and to review the policies that discriminate against people living with 
hepatitis 34.

As HIV has been linked to drug injection since “the first AIDS-related illnesses” 35, HIV/Hepatitis 
C co-infection threatens the survival of PWID because of the high prevalence of HCV; 50 to 90% 

of PWID living with HIV are co-infected with Hepatitis C 36. PWID should have access to HIV, 
Hepatitis C and addiction treatment all at once, and WHO should strongly recommend lifting the 
discrimination barriers and fears of PWID inability to adhere to treatment. The technical tools 
and treatments are available to avoid preventable morbidity and mortality related to HIV, Hepatitis 
C, and their co-infection. 
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1.3. Illicit drugs abuse
WHO estimates that illicit drug use accounts for one percent of all disability-adjusted life years 
(DALYs) 37, attributing morbidity primarily to suicide, overdose, AIDS, and hepatitis. Problematic 
drug users, who represent 10% of all drug users according to UNODC, suffer from higher mortality 
rates than the general population. DALYs are a measure that combines premature mortality, 
years of life lost (YLL), with morbidity due to disability, years of life lived with disability (YLD). An 
estimated 183,000 (95,000-226,000) drug-related deaths were reported in 2012 38.

However, there are inexpensive and effective ways to prevent adverse health outcomes among 
people who use drugs, whether for overdoses, HIV, hepatitis or other infections. Naloxone is a 
proven, low cost, effective medicine that reverses opioid overdose. In 2012, the CND passed a 

resolution calling on member states to include Naloxone provision in their drug policies to prevent 
death from opioid overdose 39. WHO estimates that there are 69,000 opioid overdoses each year 40  
and, along with UNODC, called for better availability and use of Naloxone, which has unique 
agonist effects, is only effective with opioids, and is unlikely to be diverted 41.

WHO has also developed guidelines on psychosocially assisted pharmacological treatment for 
opioid dependence syndrome. WHO stated that of all the maintenance programmes researched, 
opioid agonist maintenance treatment has been the most effective when combined with psy-
chosocial assistance. Methadone and Buprenorphine for substitution and maintenance therapy 
significantly reduces heroin use and injection practices, overdose risk, drug-related criminal 
offences, and HIV transmission rates while promoting treatment adherence. WHO guidelines 
cite poor results from opioid abstinence treatment compared to maintenance, stating that ab-
stinence should be pursued only when it is the informed choice of drug users. Finally, WHO has 
said that substitution and maintenance services should respect human rights standards and 
provide equitable access to the treatment best adapted to the user 42.

In line with the UNTF request to all its members to produce reports to inform the UNGASS prepa-
ration process, in December 2014 WHO produced a report titled “WHO’s role, mandate and activi-
ties to counter the world drug problem: a public health perspective” 43. The report describes the 
work WHO undertakes in the drugs field, the guidelines it produces, the resolutions the WHA 
has passed, and the role given to the organisation by the drug treaties. Nevertheless, the interest 
in such a report is limited, as it misses a central element on how drug policies challenge public 
health and increase the burden of disease among people who use drugs. 
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Recommendations for WHO
>	 In the coming months, member states need to bring the debate on drugs to WHO’s 

Executive Board and then to the WHA, and request a comprehensive review of the effect 
of drugs on health. Such a review should compile and compare both the harms of drugs as 
substances, but also drug policies as political choices. If it might be too late for WHO to be 
effectively involved in the UNGASS 2016, the latter should at least be a trigger to WHO’s 
action in the field of drugs, strengthening its response capacity and fully integrating it in 
the wider drug policy debates.   
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2.	The Office of the High Commissioner 
for Human Rights and the Human Rights Council

In September 2015, at its 30th session, the High Commissioner for Human Rights launched a 
report on the impact of drug control policies on the enjoyment of human rights and their protec-
tion 44 and the Human Rights Council (HRC) held a panel discussion on the impact of drug control 
on human rights. The report and the panel were requested to contribute to UNGASS 2016 45 by 
a resolution adopted at the 28th session. This resolution was the product of a long history of 
advocacy around human rights violations associated with drug control policies reported by 
member states, the office of the High Commissioner for Human Rights, as well as the HRC Special 
Procedures. 

In 2010, the UN Special Rapporteur on Torture shared his concern that many governments are 
violating the prohibition against torture in the name of security exceptions that include drug 
offences 46. Similarly, the UN Special Rapporteur on the Right to Health stated that the international 
drug control system has failed because its aim at achieving a drug-free world through prohibition 
has resulted in human rights violations, does not acknowledge the nature of drug use and ad-
diction, and has aggravated public health outcomes for people who use drugs 47. The report also 
details the effects of criminalisation and incarceration of drug users that deter them from using 
or accessing health services, the negative effects of compulsory treatment, and the excessive 

barriers in many countries that impede access to controlled essential medicines for pain relief 
and substitution therapy. In 2013, two other special procedures included drug control policies in 
their work. The UN Special Rapporteur on Torture stated in his report that compulsory treatment 

centres funded by international donors continue to operate despite the international community’s 
denouncement. He reported that controlled substances, including those recognised as essential 
for “the relief of pain and suffering” 48 are not available in 150 countries in the world for people 
who need them, although human rights law requires states to provide them. He reported that 
people who use drugs are criminalised and highly stigmatised, often victims of humiliation and 
cruelty 49. The UN Special Rapporteur on Violence Against Women also reported drug policy viola-
tions of women’s rights. Many women are coerced into smuggling drugs or are incarcerated for 
drug offences related to intimate relationships - the so-called “girlfriend problem” - which makes 
women particularly vulnerable under current international and national drug control policies. The 
Special Rapporteur stated that “many new minimum sentencing regulations have resulted in 
harsher sentences for drug-related offences than for crimes such as rape and murder” 50. Such 
regulations expose women with low-level offences to incarceration more than men. The HRC 
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special procedures have produced an extensive set of conclusions and recommendations regard-
ing the need for states to implement drug policies in full respect of their human rights 
obligations.

In the 27th session of the HRC, sixteen member states delivered the first-ever cross-regional 
statement on drugs and human rights 51. This statement called on the HRC to guide the adoption 
of human rights based approaches to drugs, under its mandate as the human rights coordinating 
body of the UN system. Member states saw this approach as a crucial step to prevent human 
rights violations resulting from traditional drug control approaches based on demand and supply 
reduction that emphasise law-enforcement and criminal justice. They also clearly stated that the 
prohibitionist approach to drugs has a negative impact on the enjoyment of human rights. 

The former High Commissioner for Human Rights, Navi Pillay, continued to defend the protection 
of human rights in the context of drug control, while recalling the ongoing egregious violations. 
At the 57th session of the CND 52 and the 26th session of the HRC, she recalled that “Violations 
of the right to life; the right to health; the prohibition of torture and other forms of ill treatment; 
the prohibition of arbitrary detention; the right to equality and non-discrimination; the rights of 

indigenous peoples; and the rights of children, are all sources of serious concern. Unintended 
consequences of drug control policies are also concerning, since the focus on repression may 
actually contribute to excessively high levels of violence in some communities” 53. Moreover, the 
High Commissioner for Human Rights, Zeid Ra’ad Al Hussein, stated that the death penalty for 
drug offences contradicts provisions of the International Covenant on Civil and Political Rights, 

which states it may be imposed only for the “most serious crimes.”  The Human Rights Committee 
has determined that the concept of “most serious crimes” applies only to the intentional taking 
of another life 54. Nevertheless, thirty-three countries still impose the death penalty for drug 
offences 55. He also called for decriminalising drug use and possession.

The right to health is a key human right that is negatively impacted by current approaches to 
combatting drug use, with important implications for a number of Geneva-based international 
organisations including HRC, WHO and UNAIDS (Figure 2).
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Recommendations for the HRC and OHCHR
>	 The High Commissioner for Human Rights must be a vocal presence at the UNGASS 2016 

if future drug policies are to meet the standards enshrined in the Universal Declaration of 
Human Rights and other human rights treaties. 

>	 The Special Procedures should consider producing a common report on the impact of drug 
control policies on their respective mandates.

>	 Member States at the HRC should consider delivering recommendations on national drug 
policies during the Universal Periodic Reviews; they should also commission the Human 
Rights treaty bodies to review the current international and national drug policies. 

Figure 2: The right to health, drug use and the role of the Geneva-based international 
organisations:
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3.	The Joint United Nations Programme on HIV/AIDS

The 2011 Political Declaration on HIV/AIDS, which committed to reducing HIV transmission by 
50% among PWID by 2015, noted that many national HIV strategies do not focus on people who 
inject drugs, although they represent a most-at-risk population for infection 56. Four years later, 
the UNAIDS PCB thematic session on HIV among PWID stated that the reduction in HIV transmis-
sion in 2013 had reached only ten percent 57, far from the 50% objective of the political declaration. 
Moreover, UNAIDS reported that some member states were making no significant investments 
in effective and cost-effective harm reduction services that could enable the objectives to be 
met.

Given that the current drug control policies have a negative impact on the objectives of UNAIDS, 
the joint programme should play a major role in UNGASS 2016.  UNAIDS has recognised that 
punitive policies hinder the HIV response and that criminalisation of PWID discourages them 
from accessing health, prevention and treatment services 58. People who use drugs avoid these 
services because they often involve compulsory treatment, which has been condemned by the 

UN and other international donors 59,60. Immediately following the 2016 UNGASS on the world 
drug problem, the United Nations General Assembly will hold a High-Level meeting on HIV/AIDS 61, 
which is of utmost importance for drug policy stakeholders because it will discuss the implemen-
tation of HIV programmes for PWID. 

WHO, UNODC and UNAIDS jointly developed a set of recommendations and a package of nine 
comprehensive interventions attempting to define harm reduction. These interventions include 
needle and syringe programmes, opioid substitution therapy, provision of anti-retroviral treatment 
for PWID living with HIV 62, as well as the needed synergy between all of these interventions. 
Although member states in ECOSOC, the CND and the PCB have approved these recommenda-
tions, of the 158 countries that report illicit drug use, only 91 have integrated harm reduction 
policies 63. UNAIDS estimated that an effective response to HIV among PWID will require USD 
2.3 billion in 2015, and USD 1.5 billion in 2020 64. Yet only seven percent of the global needs are 
covered, representing an investment in harm reduction of USD 160 million, contrasting with the 
USD 100 billion spent on anti-drug enforcement 65. 

The situation is very unequal regionally, as some regions like Western Europe have introduced 
comprehensive harm reduction services and significantly reduced the HIV transmission rates to 
approximately one percent. Switzerland, like other Western European countries, has gone from 

a high point of over 900 individual cases of infection in the late 1980’s to fewer than fifty in 2012 66 
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Moreover, there is no evidence that harm reduction increases rates of drug injection or diverts 
governments from strategies of demand and supply reduction. On the contrary, opioid substitution 
therapy and methadone programmes have proven “effective in reducing opioid dependence, 
reducing risk behaviours related to injection drug use, preventing HIV transmission and improving 
PWID adherence to anti-retroviral therapy” 67. Other approaches to prevent HIV transmission, 
such as pre-exposure prophylaxis (PrEP) or treatment as prevention (TasP) have not been evalu-
ated in the trial phase among drug users 68. 

Effective and cost-effective interventions that have been available for over twenty years could 
have reduced the global burden of HIV/AIDS among HIV key populations of PWID. Stigma and 
discrimination, poor health services and punitive drug control policies, however, have made what 
could have been a success story into a significant failure. 

Recommendations for UNAIDS
>	 In order to achieve its post-2015 strategy on ending AIDS 69, to defend its commitment to 

key populations and to implement its PCB decision points on PWID, UNAIDS should en-
gage strongly in the UNGASS process. With its structure as a joint UN programme, 
UNAIDS has the capacity to convene UN interagency national and regional consultations, 
along with UNODC and other UN agencies, on ending HIV transmission among injecting 
and non-injecting drug users. 

>	 UNAIDS should produce a strong report in which it assesses the national, regional and in-
ternational policies on HIV and drug use; where it would publish data on the last twenty 
years linking drug policy choices and trends in HIV transmission among PWID; and call for 
the decriminalisation of drug use to lower the HIV burden on drug users.   
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The United Nations System Task Force
on Transnational Organized Crime and Drug Trafficking
Established in March 2011 by the Secretary-General, the UN Task Force on Transnational 
Organized Crime and Drug Trafficking (UNTF) is co-chaired by UNODC and the UN Department 
of Political Affairs. The Task Force ensures a coherent and effective response to drugs and 
crime from the UN system. 

The UNTF is comprised of UNODC, the Department of Political Affairs, the Department of 
Peacekeeping Operations, the Department of Public Information, the United Nations 
Environment Programme, the Office for Disarmament Affairs, the Peace Building Support 
Office, the United Nations Children’s Fund, the United Nations Development Programme, 
UN Women and the World Bank. The Geneva-based agencies in the UNTF are WHO, UNAIDS 
and OHCHR.

The Secretary-General’s Policy Committee has called upon the Task Force to provide input 
into the process leading to UNGASS 2016. The UNTF has been setting objectives encouraging 
increased participation by the wider UN System and drafting a “One-UN” approach to 
drugs 70. The UNTF has called for the application of drug control policies in full conformity 
with the human rights standards, for the implementation of harm reduction and for the 
rebalancing of drug control with a stronger focus on human rights, public health and social 
aspects of the drug issue. The UNTF also requested its members to draft and publish reports 
on their mandates and the world drug problem.
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4.	The Global Fund to fight 
AIDS, Tuberculosis and Malaria 

Created in 2002, The Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM) quickly became 
the biggest international donor for harm reduction programmes 71. GFATM is a public-private 
partnership comprising governments, civil society, international organisations, and private phi-
lanthropists. Its governing system is an innovation in global health, as it ensures donors and 
beneficiaries have equal rights in discussing funds and requires that country demand drives 
funding.

The global investment in harm reduction services represents USD 160 million, although UNAIDS 
calculated the need to be USD 2.3 billion in 2015, reducible to USD 1.5 billion in 2020, in order 
to cover all those who need services 72. Between 2002 and 2009, GFATM invested USD 430 
million in services for harm reduction and in 2010 approved a funding reserve for HIV key popula-
tions and an additional fund of USD 152 million for PWID 73. Eleven percent of the total funding 
of HIV programmes during the tenth funding round was dedicated to the response among PWID 74.

Nevertheless, in 2013, after GFATM had received USD 12 billion from donor countries and other 
partners, it announced that it would focus its investments on the countries with the lowest 
revenues and the highest burden of diseases, in order to have the highest impact as part of its 
New Funding Model 75. This new funding model still focuses on key populations and bases the 
HIV response on human rights; however, its focus on national income and funding low-income 

countries according to the World Bank’s ranking undermines the HIV response to PWID and 
endangers harm reduction programmes where they are most needed. The fact is that approximately 
70% of the world’s poorest people live in middle-income countries, which are home to the con-
centrated HIV epidemic among PWID 76. Low- income countries will account for only 13% of 
people living with HIV in 2020.  

GFATM continues to promote harm reduction as an effective and necessary tool for the HIV 
response 77. It calls on the beneficiaries of its funds to implement the nine harm reduction inter-
ventions developed by WHO, UNODC and UNAIDS 78. 
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Recommendations for GFATM
>	 Donor states, recipients and global policy-makers should support the mandate of GFATM, 

sustain its funding, recognise the need for evidence-based harm reduction services and lift 
the punitive policies faced by service providers who implement harm-reduction.  

>	 GFATM’s vision of country ownership and shared responsibility 79 must continue to sustain 
the programmes it has successfully helped to build. It should also join the UNGASS debate 
to remind member states of the negative impact of the current drug policies on its work, on 
the funding of harm reduction, and on the response to HIV, Tuberculosis and Hepatitis.
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5.	The International Labour Organization

The International Labour Organization (ILO) should play a prominent role in the debate on drug 
policy reform as the use of psychotropic substances may affect work performance, and cause 
accidents and injuries in the workplace, resulting in worker suffering and economic losses. In 
2009, the global workforce (aged 15 and beyond), represented over 3 billion people 80 including 
employed (76.1%) and unemployed persons 81. It is also estimated that between 3.5% and 7% 
(162 million-324 million) of the same global demographic, had used an illicit drug in 2012 82. 

The preamble to ILO’s Constitution declares that states parties should protect “the worker against 
sickness, disease and injury arising out of his employment” 83.  In fact, ILO’s Conference has rati-
fied several binding and non-binding mechanisms to ensure the protection of people who use 
drugs from discriminatory policies within their workplace. Resolutions have stated that all workers 
should receive information about substance use and that employers should provide counselling 
and treatment to all in need.  Among the binding mechanisms is the 1981 Convention concerning 
Occupational Safety and Health and the Working Environment, which states that health in work 
includes “the physical and mental elements affecting health which are directly related to safety 

and hygiene at work” 84. The Convention is supported by the non-binding 1981 Recommendation 
concerning Occupational Safety and Health and the Working Environment 85.

The 1985 Convention concerning Occupational Health Services states that employers, workers 
and their representatives should “establish and maintain a safe and healthy working environment 
which will facilitate optimal physical and mental health in relation to work” as well as the “ad-
aptation of work to the capabilities of workers in the light of their state of physical and mental 
health” 86. This statement relates directly to the role of all stakeholders in the workplace not only 
to ensure prevention, treatment and support for people who use drugs, but also to provide opioid 
maintenance therapy and harm reduction. In fact, it mandates the provision of substitution 
therapy for problematic drug users to stabilise their condition and consumption levels. This allows 
them to fulfil their professional duties while in treatment, avoiding the risk of adverse health 
consequences that have direct consequences on productivity. 

ILO has not been involved in the ongoing international debate around UNGASS. Nevertheless, 
it produced a set of recommendations in the late 1990s to manage issues related to illicit use of 
substances in the workplace 87. These recommendations could have an impact if they are updated 
and shared widely, as they recognised the difficulty of attaining the objective of a drug-free 
workplace. Realistic policies to reduce the adverse consequences of illicit use produce the highest 
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results for employers and employees alike. The code of practice, intended for all workplaces, 
private and public alike, stated that workplace drug policies should aim to prevent and reduce 
drug related-problems, and that drug issues are health issues and not a matter for the criminal 
justice system. The ILO takes the position that workplace drug policies should be drafted in 
consultation with workers’ and employers’ unions, that workplace drug testing involves moral, 
ethical and legal components and should be used in extremely limited cases, and that employers 
should not discriminate against individuals based on previous or current drug use.   

Within its mandate and mission to promote social justice and protect human and labour rights, 
ILO should play an active role in the UNGASS 2016. Within its global strategy on occupational 
safety and health 88, the organisation has the responsibility of protecting workers who use drugs 
from discrimination, loss of employment, and abusive policies. 

Recommendations for ILO
>	 ILO should reiterate its call to end the criminalisation of drug use, as well as its recommenda-

tion that drug-related problems should be addressed as health issues and covered by the 
health insurance schemes. 

>	 The involvement of ILO in the UNGASS 2016 process should take the form of a strong report, 
endorsed by employer and labour unions through the ILO Conference, highlighting how drug 
policy and workplaces interact, examining the best pathways to manage drug use in work-
places and identifying the necessary reforms to protect the health and rights of drug users 
in their workplace.      
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6.	The Office of the High Commissioner for Refugees

People who use drugs face specific social challenges in refugee camps, which are both causal 
and consequential of drug use, but are largely triggered by their extreme vulnerability. Moreover, 
drug related harms among refugees who use drugs are more related to lack of services than to 
the harms of the substances themselves 89. This does not mean that illicit substance use is a 
direct result of the specific situation in each refugee camp, because use is common across dif-
ferent camps and in the larger society, but that most of them provide inadequate services for 
people who use drugs.

The United Nations Office of the High Commissioner for Refugees (UNHCR) covers 13 million 
displaced people according to 2014 data, whether in camps, in urban settings, or in other forms 
of shelter. Over five million people live in refugee camps in the Middle East, run by the United 
Nations Relief and Works Agency for Palestine Refugees in the Near East (UNRWA) 90. Among 
these displaced populations, the most vulnerable are even more stigmatised and discriminated 
against. People who use drugs increase their consumption to cope with displacement’s social, 
physical and psychological challenges, while many others are initiated into drug use 91. In emer-
gency situations and in refugee camps, drug-dependent persons who were in harm reduction 
programmes suffer from disruption of substitution treatment, which could endanger their lives 
and have certain consequences on the rest of the population. UNHCR should engage in the 
debate around UNGASS 2016 to give input on the challenges posed by drug use and by drug 
policies in refugee settings, as the following examples show.  

A UNODC study in the North-West Frontier Province of Pakistan, which covered eighteen Afghan 
refugee camps, revealed that the prevalence of drug use was 2.6%. Moreover, the study insisted 
that this number was actually much higher, as women and children might use opium orally without 
admitting it. Customary and cultural use of illicit substances makes collection of accurate data 
a challenge. Overall, drug use and non-medical use of prescription drugs exceeded 15% in those 

eighteen camps 92. Moreover, in the neighbouring urban centre of Peshawar, eight percent of 
PWID were Afghan refugees 93. 

In the Palestinian refugee camps in Lebanon, home to 50% of the 470,000 Palestinian refugees 94, 
recent reports have cited the use of diverted prescription medicines as party drugs.  Prescription 
drugs are readily available in unregulated camp pharmacies because the refugee camps are not 
governed by the Lebanese authorities. Tramadol and Xanax are frequently the most diverted 
medications, but the unstable situation in the camps makes collection of accurate data a 
challenge 95. 
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UNHCR looked into the social and health issues related to drug use by developing tools to assess 
illicit use of controlled substances among refugees. Its joint assessment guide with WHO rec-
ognised that the biggest health issues related to drug use are overdose, intoxication, severe 
withdrawal symptoms in case of interrupted opiate supplies, as well as the increase in infectious 
and blood-borne diseases due to unsafe injecting and the unavailability of harm reduction 
services 96. Its joint guide with UNAIDS provides the tools to assess HIV vulnerabilities among 
PWID within internally displaced populations 97.

Recommendations for UNHCR
>	 The Refugee agency needs to recognise the negative social, security and public health impacts 

of the drug control regime on its work. UNHCR, through the 1951 Convention Relating to the 
Status of Refugees 98, bases its mandate on the Universal Declaration of Human Rights and 
should therefore use the UNGASS as a platform to call for more humane and effective drug 
policies among refugees, internally displaced populations and in emergency or post-conflict 
situations. 

>	 UNHCR should monitor and assess the social and health harms resulting from drug policies; 
It should publish these results; and convene along with the INCB and UNODC a global con-

sultation on drug control and the availability of controlled medicines in refugee camps, in 
order to identify the best policies in response to the vulnerabilities refugees face.  
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Concluding comments

The UNGASS is a member state-led process. Member states rely on the UN entities, other regional 
and international organisations, the scientific community and civil society for technical expertise 
and consultation. Many CND member states claim that, since CND’s mandate is drug control, 
discussions around public health, the use of death penalty for drug-related offences, torture, 
discrimination and related topics belong to other fora. This paper has argued that, given that 
drug control impacts all of these issues, the UNGASS must provide a dialogue platform for all 
affected entities, be it UN agencies or other stakeholders. 

The Geneva-based organisations are best-placed to provide the evidence to ground arguments 
for humane drug policies based on public health and human rights. UNAIDS, GFATM, ILO and 
UNHCR should all produce position papers on the real impact of punitive drug laws on their 
mandates and discuss how these impact implementation of their policies on the ground. Some 
UN agencies already produced reports to inform the UNGASS process, like the United Nations 
Development Programme 99, WHO or UN Women 100. Such position papers can trigger a process 
of periodic assessment that will provide indicators to measure the effectiveness of drug policies 
and their results in achieving safer, healthier and protective environments for all.

Member states must also improve coordination efforts in different multilateral fora, by presenting 
and adopting resolutions in the WHA and the International Labour Conference, just as they did 
at the HRC. A comprehensive and coordinated member state approach in all multilateral fora is 

essential if UNGASS is to be a platform for shared experiences, where member states can design 
drug policies based on human rights and to allow international organisations to effectively col-
laborate to address the world drug problem.
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