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Introduction 

HRI, IDPC, CDPE and Instituto Ria welcome the opportunity to contribute on “actions taken and to be 
intensified or initiated to meet the innovative targets on societal enablers (hereinafter: societal 
enablers targets) […] and to address the remaining gaps”; ahead of the High Commissioner’s report 
on human rights in the context of HIV/AIDS to be presented at the Human Rights Council in its 50th 
session.  

This submission focuses on drug control policies and people who use drugs. In 2018, around 269 
million people used drugs and 11 million injected drugs,1 of whom 1.4 million living with HIV.2 The risk 
of acquiring HIV for people who inject drugs is 35 times higher than for people who do not.3 While 
incidence of HIV infection globally declined by 23% between 2010 and 2019, HIV infections among 
people who inject drugs increased in Eastern Europe and Central Asia, Asia, Middle East and North 
Africa.4 In 2019, only 62% of people who inject drugs were aware of their HIV status;5 well below the 
95-95-95  target.  
 
People who use drugs are criminalised and among the most marginalised, stigmatised, underserved 
groups in many countries, and experience a wide range of human rights violations and abuses, often 
as result of punitive laws and policies; which put them at heightened risk of HIV transmission. It will 
thus be impossible to achieve the societal enablers target without comprehensive drug policy reform 
and meaningful participation of people who use drugs. The following paragraphs provide information 
on key drug policy-related barriers to achieving the societal enablers targets.6 

 

1_Punitive drug policies 

People who use drugs are criminalised and marginalised in most countries, resulting in significant 
barriers to accessing health (including HIV) services, as well as to the enjoyment of fundamental rights. 
Notably, criminalisation of drug use and related activities is proven to have a negative effect on HIV 
prevention and treatment.7 For a comprehensive analysis of this issue and related recommendations, 
we refer to and endorse IDPC’s submission “The decriminalisation of people who use drugs: Evidence 
for a critical societal enabler to end AIDS”. 
 

2_Laws and policies restricting the availability and accessibility of harm reduction and 
other health services 

A key gap towards achieving the societal enablers targets is the lack of adequate harm reduction 
policies, and/or policies actively restricting the provision of essential harm reduction services at 
national level.  

Harm reduction is endorsed by the 2021 Political Declaration on HIV and AIDS, actors including 
OHCHR, UNODC, UNAIDS, WHO, and the UN Common Position on drug policy; recognised as highly 
effective, cost-effective, and a key component of the right to health for people who use drugs. 
Nevertheless, the provision of harm reduction interventions is critically low, with only one percent of 
people who inject drugs living in countries with high coverage.8 In 2021, only 89 countries had 
national policy documents which included explicitly supportive references to harm reduction. In 
remaining countries, laws and policies are either silent – leading to uncertainty – or hindering service 
provision. Access to harm reduction and other health services is also impinged by laws/policies 
requiring identification documents to access services: in some regions many people who use drugs do 
not have such documents (in some cases because of homelessness or poverty),9 or are reluctant to 



 

2 
 

show them because they fear negative legal consequences.10 This is exacerbated in countries where 
laws require registration of people who use drugs;11 in those contexts, drug use registration can 
translate into criminal sanctions, forced drug treatment, loss of social support and parental custody. 

2.1 Harm reduction in prison 

The legal and policy environment for harm reduction in closed settings is even more restrictive. As of 
2021, Opioid Agonist Therapy (OAT) was only available in some prisons in 59 countries; Needle and 
Syringe Programs (NSPs) were only present in some prisons in 10 countries.12 Women are further 
deprioritised, while facing additional stigma;13 for example, HIV treatment and NSPs are more widely 
available in male than in female prisons.14 Access to harm reduction in prison is further hampered by 
administrative barriers or restrictive access policies; for example, in several countries OAT in prison 
can only be accessed by people who were enrolled in in an OAT programme in the community – 
meaning, OAT cannot be initiated in detention.15 

2.2. Criminalisation of harm reduction 

Particularly problematic are laws that directly or indirectly criminalise these services, including 
through criminalisation of possession of paraphernalia and equipment for drug consumption. In 2018, 
UNAIDS reported that in ten countries the mere “possession of a needle or syringe without a 
prescription could be used as evidence of drug use or cause for arrest.”16 Provision of OAT is prohibited 
in countries such as Russia and Turkmenistan.17 Similarly, in the Philippines, methadone and 
buprenorphine – the most commonly used medicines for OAT – are classified as dangerous drugs, thus 
possession and use are essentially criminalised.18 
According to UNAIDS at least 21 countries’ policies exclude people who use drugs from receiving anti-
retroviral treatment (ART), despite the lack of any health justification for it.19 
 
2.3 Funding policies 
 
Access to harm reduction for people who use drugs is severely hampered by inadequate funding 
policies. Although harm reduction services are proven and cost-effective protection from HIV and 
hepatitis C, HRI’s research identified a severe lack of financial support both for services and for the 
advocacy necessary to garner political will. 2019 data indicates that an estimated US$131 million was 
allocated to harm reduction in low- and middle-income (LMI) countries, equating to just 5% of the 
US$2.7 billion that UNAIDS estimates is required annually for harm reduction by 2025.20 This equals a 
95% funding gap – which is widening.21 Two-thirds of LMI countries do not provide domestic 
resources to cover essential interventions such as HIV testing for people who inject drugs, OAT, NSPs, 
and overdose prevention programmes. In most LMI countries where domestic funding for harm 
reduction is in place, it is very limited.22 The Global Drug Policy Index, now scoring 30 countries, 
indicates that current investment in harm reduction is considered to be ‘mostly secure’ in just one 
country (Norway).23 

Also essential to meet the societal enablers targets is community-led and civil society advocacy for 
harm reduction and human-rights centred policies. Investing in communities is key to promote reform 
of restrictive policies, and reduce stigma and discrimination. It will also be crucial to meet the 2021 
Political Declaration target of 60% of the programmes supporting the achievement of societal enablers 
to be delivered by community-led organisations.24 Nevertheless, international and national funding 
for advocacy-related initiatives remains minimal, and largely insufficient.25 

This lack of funding is not inevitable, but rather the direct outcome of political choices on the 
distribution of resources, rooted in a predominantly punitive approach to drugs. Each year, over USD 
100 billion is estimated to be spent on global drug law enforcement, over 750 times the amount 
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allocated to harm reduction services for people who use drugs.26 A solution to this funding gap, which 
would be critical in meeting the societal enablers targets, would be the redirection of funds from 
ineffective drug law enforcement to harm reduction. Redirecting just a small proportion of drug law 
enforcement spending towards harm reduction would have a dramatic impact upon new HIV 
infections and make the global goal to end AIDS among people who use drugs by 2030 achievable.27  
 

3_Barriers faced by women who use drugs 

An estimated 3.2 million women inject drugs worldwide, constituting around 20% of all people who 
inject drugs. Criminalisation is an almost insurmountable barrier for women who use drugs in 
accessing services, including Sexual and Reproductive Health (SRH) services; it causes and reinforces 
stigma and discrimination, including by healthcare providers; and it contributes to a lack of services 
focused on the specific needs of women who use drugs. 

3.1 Lack of gender-sensitive health services 

Where available, harm reduction services remain overwhelmingly gender-blind or male-focused, and 
do not integrate SRH services (including pregnancy tests, antenatal care, or other pregnancy-related 
services), leaving women underserved.28 Although women who use drugs are disproportionately 
exposed to gender-based violence, harm reduction services often do not address gender-based 
violence, and are ill-equipped to adequately address the interaction between drug use and 
experiences of violence.29 On the other side, services to address gender-based violence or protect 
women at risk sometimes exclude women on account of drug use.30 

Discrimination against women who use drugs in healthcare settings, including harm reduction and 
SRH services, is widespread, resulting in denial of services, provision of services of lesser quality, longer 
waiting periods, abuse.31 Further, women are reportedly more likely to be subjected to breaches of 
confidentiality when accessing harm reduction services.32 This issue is compounded by a lack of 
dedicated training of healthcare staff about drug use, HIV, and circumstances and needs of women 
who use drugs.33 Fear of stigma and repercussions hinders women from communicating their drug 
use to healthcare professionals, leading to health interventions which are not tailored to their needs.34  

3.2 Coerced sterilisation and criminalisation of pregnant women who use drugs 

Women who use drugs can experience pressure or coercion to adopt potentially irreversible methods 
of contraception. Campaigns that pressure women who use drugs to undergo sterilisation are 
reported in UK and US, rooted in stigmatisation and prejudice.35 Coerced sterilisation of women living 
with HIV is reported in South Africa.36 In countries such as Russia and Ukraine women who use drugs 
have been pressured to undergo abortions or relinquish their new-borns.37 

Punitive laws or attitudes perceive women who use drugs as either ‘bad mothers’ and/or criminalise 
them for using drugs during pregnancy.38 In some contexts, drug use is in itself defined as a form of 
child abuse, while in others the stigmatisation surrounding it enables prejudiced evaluations of 
women’s ability to care for their children. In Norway, women who use drugs during pregnancy can be 
incarcerated until they give birth or terminate their pregnancy.39 Similarly, ‘fetal assault laws’ in US 
states criminalise drug use during pregnancy, allowing for arrest and prosecution. As of 2015, 45 US 
states had prosecuted women for using drugs during pregnancy, 18 sanctioned drug use during 
pregnancy as child abuse, 15 required healthcare workers to report drug use during pregnancy, and 
three forced pregnant women to undergo drug treatment.40 These laws/policies are neither necessary 
nor proportionate to achieve public health goals; they violate the rights of both women and children, 
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and deter women who use drugs from seeking antenatal and postnatal care, as well as support when 
they experience violence or abuse. 

 

4_Good practices 

4.1 Integrated services 

Integrated harm reduction services are sites/organisations that provide one or more ‘traditional’ harm 
reduction services alongside other health and social services, such as those seeking to address mental 
health, housing insecurity, or gender-based violence. They are effective from a health perspective, 
more accessible than traditional services, and cost-effective.41 For integrated services to realise their 
full potential, a key element is the leadership and involvement of people who use drugs in their design, 
management, and implementation. 

With regard to women, research shows that integrating SRH services in harm reduction services, and 
promoting the active participation of women who use drugs in design, monitoring and provision of 
services, can be highly beneficial, enabling women who use drugs to access multiple services in one, 
non-judgmental setting where their specific needs are understood and addressed.42 In 2018, the 
Guttmacher-Lancet Commission on SRHR provided a new, comprehensive and integrated definition 
of SRHR, outlining components of SRHR that should be universally available;43 all of the services 
identified therein can be incorporated into harm reduction services, and vicaversa.  

4.2 Local policies 

Absent sustained investment and/or support by the national government, local authorities have in 
some cases introduced progressive policies and practices to expand access to harm reduction and 
other health services, and reduce criminalisation, stigma and discrimination against people who use 
drugs. One example is that of the city government of Liège, which recently opened the first drug 
consumption room in Belgium, without official authorisation by the national government. For more 
examples, we refer to HRI and Release submission to OHCHR on HRC Resolution 39/7 on Local 
Government and Human Rights.44  
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