MODULE 6
Effective drug prevention and
treatment
To define, understand and analyse the objectives and desired results of evidence-based
drug prevention and drug dependence treatment, as part of a comprehensive health-based
approach to drug use.

Learning objectives
Participants will be able to:
• Understand the principles and potential results
of drug prevention, and assess evidence for effectiveness
• Understand the objectives of different forms of
drug dependence treatment
• Assess the cost-effectiveness of prevention and
treatment interventions in resource poor settings

Introduction

Despite drug use increasing around the world1, too
few countries have a national drug policy that covers
treatment and prevention and outlines clear and
measurable goals and strategies for these important
interventions. Drug policies have tended to focus
predominantly on law enforcement, in some cases
with severe punitive measures towards all people
involved in the drug trade, including people who
use drugs. As discussed elsewhere in this Toolkit,
harsh punishments and the implementation of
punitive drug laws have been ineffective at curbing

the levels of drug use and have led to a number of serious
health and social consequences for people who use drugs.
A number of countries, as well as NGOs, academics
and UN agencies, have therefore called for drug use to
be considered as a health issue, rather than a criminal
one, and for consumption issues be tackled through a
comprehensive health-centred strategy. Such a strategy
encompasses three main components – drug prevention
and drug dependence treatment (which will be the focus
of this Module), and harm reduction (which is discussed in
Module 3).
A myriad of interventions have been developed over the
years in the fields of drug prevention and treatment. But
not all have been effective, and some have even been
counter-productive and unable to reduce the health and
social harms related to drug use. This module aims to
capture the key objectives, characteristics and outcomes of
evidence-based prevention and treatment interventions.

SESSION 6.1:
Presentation: What we know about drug use

SESSION 6.2:
Activity: Objectives of drug prevention

SESSION 6.3:

Presentation: Defining the different types of drug
prevention

SESSION 6.4:

Presentation: Minimum quality standards for drug
prevention
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SESSION 6.5:

Activity: The effectiveness and appropriateness of
prevention interventions

SESSION 6.6:

Activity: The availability of drug dependence treatment

SESSION 6.7:

Activity: Defining the objectives of drug dependence
treatment

SESSION 6.8:

Presentation: Minimum quality standards for drug
dependence treatment

SESSION 6.9:

Activity: Key elements of an effective drug dependence
treatment programme

SESSION 6.10:

Activity: Referrals to treatment: The limits of coercion

1. United Nations Office on Drugs and Crime (2015), UNODC World Drug Report 2015, https://
www.unodc.org/documents/wdr2015/World_Drug_Report_2015.pdf

Drug Policy Training Toolkit - Facilitation guide - IDPC
2

Session 6.1
Presentation: What we know about
drug use

15 min

– To offer the latest data around patterns of drug use

1. Introduce the aim of the session.
2. Present the information below (present slides).
3. Explain to the participants that the first half of this module will focus on drug
prevention, and the second on drug dependence treatment (with the next session
focusing on defining these two concepts).

Information to cover in this presentation:
According to estimates by the United Nations Office on Drugs and Crime (UNODC),
almost a quarter of a billion people around the world use drugs – or between 3.4
and 7 percent of the adult population, around 1 in every 20 people1. This number
continues to rise year-on-year.
Crucially, the same data set indicates that only around 10 percent of all people
who use drugs (around 27 million people) experience “problem drug use, including
drug-use disorders or drug dependence” – as the graph below shows.2

Cannabis remains the most widely used drug around the world (with up to 232
million people using cannabis in 2013), followed by amphetamines, opioids,
ecstasy and cocaine.3
The numbers above include between 8.5 and 21.5 million people who inject drugs
around the world – around 0.26 percent of the adult population. As the table
below shows, the highest prevalence of drug injecting is in Eastern and SouthEastern Europe, where more than 1 percent of the adult population is injecting
drugs (and in Russia, specifically, 1 in every 50 people are injecting drugs). The
biggest population of people who inject drugs can be found in East and Southeast
Asia – with an estimated 3.15 million people. Incredibly, three countries – Russia,
China and the USA – account for nearly half of the global total number of people
who inject drugs!4

Facilitators’
note
Whenever possible in this
session, please include
local, national and regional
data to make the content
as relevant as possible for
the participants. Useful
resources include, for
example, the UNODC World
Drug Report or the website
of the European Monitoring
Centre on Drugs and Drug
Addiction.
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1. United Nations Office on Drugs and Crime (2015), UNODC World Drug Report 2015, https://www.unodc.
org/documents/wdr2015/World_Drug_Report_2015.pdf
2. United Nations Office on Drugs and Crime (2015), UNODC World Drug Report 2015, https://www.unodc.
org/documents/wdr2015/World_Drug_Report_2015.pdf
3. United Nations Office on Drugs and Crime (2015), UNODC World Drug Report 2015, https://www.unodc.
org/documents/wdr2015/World_Drug_Report_2015.pdf
4. United Nations Office on Drugs and Crime (2015), UNODC World Drug Report 2015, https://www.unodc.org/documents/wdr2015/World_Drug_Report_2015.pdf United Nations Office on Drugs and Crime
(2015), UNODC World Drug Report 2015, https://www.unodc.org/documents/wdr2015/World_Drug_Report_2015.pdf
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Session 6.2
Activity: Objectives of drug prevention

MODULE 6

20 min
Aim

– To understand what the objectives of drug prevention
interventions are
1. Introduce the aim of the session.
2. Ask the participants to brainstorm around a definition and the objectives of drug
prevention and note the responses on a flipchart.
3. Present the information below (present slides), adding up to what has already been
said during the brainstorming session.

Example of what participants may come up with
• Reducing the overall prevalence of drug use
• Reducing drug use among certain groups (e.g. young people, pregnant
women, etc.)
• Reducing the levels of problematic drug use and dependence
• Reducing the frequency and/or quantity of use

Drug prevention is an activity aimed at preventing, delaying or reducing drug use
and/or its negative consequences in the general population or sub-populations.
Prevention interventions can be realised in different settings and with different
methods and contents. The duration can vary between one-off activities and longterm projects running for several months or more.
Some form of drug prevention interventions has been developed in most
countries.1 The challenge to policy makers and professionals is to develop and
implement prevention programmes that are based on evidence of effectiveness,
and that respond to the specificities of local needs. But the first challenge, before
measuring effectiveness, is to define what the objectives of these interventions are
– what are we trying to achieve?
The primary objective of drug prevention is to help people to avoid or delay
the initiation of drug use (or, if they have started already, to avoid their drug
use becoming problematic). However, the general aim of an effective, holistic
prevention programme is broader than this: it contributes to the positive
engagement of children, young people and adults with their families, schools,
workplace and community, and seeks to build important life skills and personal
capacity in individuals.
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One common misconception about drug prevention is that it consists merely of
informing (generally warning) young people about the effects (most commonly
the dangers) of drug use. Prevention is then often equated with scare tactics
and mass media campaigns. However, there is currently no evidence to suggest
that this approach has an impact on drug use behaviours, or that mass media
campaigns are cost-effective. In reality, the challenge of prevention lies in helping
people to adjust their behaviour, capacities, and wellbeing in fields of multiple
influences such as social norms, interaction with peers, living conditions, and their
own personality traits.2
Prevention science in the last 20 years has made enormous advances. As a result,
practitioners in the field and policy makers have a more complete understanding
about:
• What makes people more vulnerable to experiencing problems with drug use –
the so-called “risk factors” – at both the individual and environmental level. The
evidence points to the following powerful risk factors: personality traits, mental
health problems, family neglect and abuse, poor attachment to school and the
community, social norms and environments that reinforce drug use, and growing
up in marginalised and deprived communities.
• What makes people less vulnerable to experiencing problems with drug use –
the so-called “protective factors” – include greater psychological and emotional
well-being, personal and greater personal and social competence, a stronger
attachment to caring families, accessible economic opportunities, and schools
and communities that are well resourced and organised.3
Some of the factors that make people vulnerable (or, in contrast, more resistant)
to initiating drug use or experiencing problematic use differ according to age –
with risk and protective factors evolving through infancy, childhood and early
adolescence (e.g. family ties, peer pressure, etc.). At later stages of the age
continuum, schools, workplaces, entertainment venues and the media may all
contribute to make individuals more or less vulnerable to drug use and other
risky behaviours. Most importantly, there is a dynamic interaction of vulnerability
factors at the personal (biological and psychological) and environmental (family,
society, school, etc.) levels. Needless to say, marginalised youth in vulnerable
communities with little or no family support and limited access to education in
school, are especially at risk. So are children, individuals and communities torn by
war or natural disasters.
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Therefore, if governments invest in prevention activities expecting to achieve
a reduction in the overall level of drug use in society, they are likely to be
disappointed as very few prevention programmes evaluated so far have been able
to show such impacts. If, however, the objective is to delay the onset of drug use,
strengthening individuals’ ability to avoid drug problems, or increasing their
knowledge of risks, then some prevention programmes can achieve the desired
results.

1. See: World Health Organization (2010), ATLAS on substance use 2010: Resources for the prevention and
treatment of substance use disorders (Geneva: World Health Organisation)
2. European Monitoring Centre on Drugs and Drug Addiction (2011), European Drug Prevention Quality
Standards, http://www.emcdda.europa.eu/publications/manuals/prevention-standards
3. United Nations Office on Drugs and Crime (2013), International standards on drug use prevention,
https://www.unodc.org/unodc/en/prevention/prevention-standards.html

Session 6.3
Presentation: Defining the different
types of drug prevention

MODULE 6

30 min

Aim

– To understand the various models and components of drug
prevention programmes
1. Introduce the aim of the session.
2. Present the information below (present slides).
3. Distribute the “The drug prevention cards” previously cut from the handout and
ask the participants to sort them out in the following categories:
a. Universal prevention
b. Selective prevention
c. Indicative prevention
d. Environmental prevention
4. Distribute the handout “The different types of drug prevention” and ask the
participants if they have any more questions.

Information to cover in this presentation:

1. Universal prevention – i.e. intervening on populations: this is the broadest
approach to prevention, targeting the general public without any prior screening
for their risk of drug use – these interventions assume that all members of the
population are at equal risk of initiating use. Universal prevention interventions
target skills development and interaction with peers and social life, and can be
implemented in schools, whole communities, or workplaces. Available evidence
shows that mass media campaigns are costly, and have not been effective at
reducing levels of use, while often accentuating the already high levels of stigma
experienced by people who use drugs.2 Nevertheless, some well-designed and
well-funded universal prevention programmes targeting school children and
using an interactive, skills-building approach have had some impact on levels
of drug use.3
2. Selective prevention – i.e. intervening on (vulnerable) groups: these
interventions target specific sub-populations whose risk of starting drug use
or experiencing problematic use is significantly higher than average. Often,
this higher vulnerability to drug use stems from social exclusion (e.g. young
offenders, school drop-outs, marginalised ethnic minorities, etc.). Selective
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In order to strengthen protective factors and mitigate risk factors at the different
stages of an individual’s life, drug prevention activities need to be carefully
designed and targeted – both in terms of who the target audience is, and what
setting is best to use to reach that audience. Prevention practitioners usually
categorise prevention interventions into four broad groups:1

7

interventions therefore usually target the social risk factors (that is, the living
and social conditions) that make this specific group more vulnerable to drug
use. Available evidence shows that selective prevention interventions using
multi-component, peer-led and interactive programmes focusing on teaching
social and coping skills have showed a slight positive effect in delaying drug use
initiation, as well as improving cognitive capabilities and self-worth.4
3. Indicated prevention – i.e. intervening on (vulnerable) individuals: these
programmes target high-risk individuals who are identified as at greater risk of
experiencing problems with drug use (e.g. mental illness, social failure, antisocial
behaviour, hyperactivity, impulsivity, etc.). The aim of indicated prevention
is not necessarily to prevent initiation of drug use, but rather to prevent the
development of dependence or problematic use. In this regard, prevention
interventions are most effective when they seek to address those issues other
than drug use by focusing on the social context and behavioural development
of the targeted individual.5
4. Environmental prevention – i.e. intervening on societies and systems: these
interventions and strategies are aimed at altering the immediate cultural, social,
physical and economic environments in which people make their choices about
drug use. This perspective takes into account the fact that individuals do not
become involved with drugs solely on the basis of personal characteristics, but
rather that they are influenced by a complex set of factors in the environment,
what is expected or accepted in the communities in which they live, national
legal contexts and the price, quality and availability of drugs. Environment
prevention strategies notably include taxation, advertising bans, as well as
restricting availability in specific settings via retailer licencing, restricting
retailers’ opening hours, etc. These have been largely applied for alcohol and
tobacco – where governments have the opportunity to implement regulatory
policies to effectively shape and structure the legal market. Similar policies are
currently being established in regulated cannabis markets in Uruguay and some
US states.6

1. O’Connell, M. E., Boat, T., & Warner, K. E. (Eds.) (2009), Preventing mental, emotional, and behavioral disorders among young people: Progress and possibilities, National Research Council and Institute of Medicine
of the National Academies (Washington, D.C.: The National Academic Press)
2. Hawks, D., Scott, K., & McBride, M. (2002), Prevention of psychoactive substance use: A selected review of
what works in the area of prevention (Geneva: World Health Organisation); Orwin, R., et al. (2004), Evaluation of the national youth anti-drug media campaign: 2004 report of findings (Washington DC: National
Institute on Drug Abuse), http://archives.drugabuse.gov/initiatives/westat/#reports
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3. See, for example, the programme Unplugged: Van der Kreeft, P. et al (2009), ‘Unplugged': A new European school programme against substance abuse’, Drugs: education, prevention and policy, 16 (2):
167-181; Faggiano, F. et al (2010), ‘The effectiveness of a school-based substance abuse prevention program: 18-Month follow-up of the EU-Dap cluster randomized controlled trial’, Drug and Alcohol Dependence,108: 56-64
4. Hawks, D., Scott, K., & McBride, M. (2002), Prevention of psychoactive substance use: A selected review of
what works in the area of prevention (Geneva: World Health Organisation); European Monitoring Centre
on Drugs and Drug Addiction, EMCDDA best practice in drug interventions, http://www.emcdda.europa.
eu/best-practice#view-start
5. Babor, T., et al. (2010), Drug policy and the public good (Oxford: Oxford University Press); See, also the
impacts of the Coping Power Programme in the Netherlands: http://www.emcdda.europa.eu/modules/
wbs/dsp_print_project_description.cfm?project_id=NL0801, or that of the ‘EmPeCemos’ (Emotions,
Thoughts and Feelings for a healthy development) programme in Spain: http://www.emcdda.europa.
eu/modules/wbs/dsp_print_project_description.cfm?project_id=ES_03
6. Room, R. (2006), The effectiveness and impact of environmental strategies of prevention: Lessons from legal
psychoactive substances, and their applicability to illicit drugs, http://www.emcdda.europa.eu/attachements.cfm/att_44273_EN_History%20and%20concepts%20of%20environmental%20strategies%20
-%20Robin%20Room.pdf

Session 6.4
Presentation: Minimum quality
standards for drug prevention

MODULE 6

15 min

Aim

– To present and discuss proposed minimum quality standards for
drug prevention
4. Introduce the aim of the session.
4. Present the information below (present slides), and distribute the handout “The
EMCDDA Minimum quality standards for drug prevention”.
4. Ask the participants if they have any questions and whether their country has similar
quality standards in the field of prevention.

Information to cover in this presentation:
There are several documents made available by the United Nations (UN) and other
bodies that provide minimum quality standards in the field of drug prevention.
Among those, the “Minimum quality standards in drug prevention” adopted by
UNODC in 2013 provides useful information about how prevention interventions
and policies should be developed and implemented, based on available evidence.1
According to the report, “An effective national drug prevention system delivers
an integrated range of interventions and policies based on scientific evidence, in
multiple settings, targeting relevant ages and levels of risks”, which include:
• A supportive policy and legal framework
• Coordination of multiple sectors and levels (national, sub-national and municipal/local) involved
• Training of policy makers and practitioners
• A commitment to provide adequate resources and to sustain the system in the
long term.
The EMCDDA Minimum Quality Standards on Drug Prevention manual also offers
a set of tools on prevention interventions, based on the following prevention
project cycle:2

Drug Policy Training Toolkit - Facilitation guide - IDPC

• Scientific evidence and research

9

Drug Policy Training Toolkit - Facilitation guide - IDPC
10

The first step for an intervention to meet the quality standards is a needs
assessment – that is, an assessment of drug use and community needs. This
includes a thorough understanding of the targeted population or group (i.e.
a mapping of the risks and protective factors in that particular group). While
the needs assessment indicates what the programme should aim to achieve,
the resource assessment offers important information on whether and how
these aims can be achieved – this second step therefore provides a realistic
understanding of the desirable type and scope of the programme. The programme
formulation outlines the programme content and structure and provides the
necessary foundation to allow for detailed, coherent and realistic planning. In
the next stage, “intervention design”, the contents of the intervention will be
developed to ensure quality and effectiveness, as well as activities tailored
towards the target population, taking into account evaluation requirements. A
drug prevention programme consists not only of the actual intervention, but
also requires good management and mobilisation of resources to ensure that
it is feasible. At the stage of delivery and monitoring, the plans developed are
put into practice; where there needs to be a balance between fidelity toward the
original project plan, and flexibility to respond to emerging new developments.
After the intervention has been completed, final evaluations assess outcomes
and processes of delivery of the intervention. These evaluations will form the
basis for dissemination of current results and improvement of our interventions
for future prevention programmes.
1. United Nations Office on Drugs and Crime (2013), International standards on drug use prevention, http://
www.unodc.org/documents/prevention/prevention_standards.pd
2. European Monitoring Centre on Drugs and Drug Addiction (2011), European drug prevention quality
standards, http://www.emcdda.europa.eu/publications/manuals/prevention-standards

Session 6.5
Activity: The effectiveness and
appropriateness of prevention
interventions
Aim

- To assess the effectiveness of a range of drug prevention
interventions
1. Introduce the aim of the session.
2. Explain to the participants that they will work in groups of 4-5 people (each
group will need to nominate a note taker and a rapporteur). Give each group an
example of a drug prevention programme – either as a handout (see the handout
“Examples of drug prevention interventions”), or on pre-prepared slides. Based on
what has already been discussed during this module, each group will respond to
the questions below:
a. What type of prevention programme is this? What do you think were its
primary objectives?
b. Do you think that the prevention programme was effective? Why?
c. Would this programme be effective in your country? Would it be practically
possible to implement it in your country?
3. Ask each group to present their case study and their findings to the rest of the
participants (if possible, display the prevention interventions on PPT slides). Leave
time for the participants to discuss each case study with the rest of the group.

MODULE 6

1h

Facilitators’
note
The handout “Examples
of drug prevention
interventions” includes two
copies of each intervention
– one to be distributed to
the group of participants
and that only includes a
photo/snapshot of the
intervention, and a second
copy to be kept by the
facilitator and includes key
information about each
intervention to feed into
the discussions during the
exercise.

4. Present the information below (present slides).

Information to cover in this presentation:
Issues to consider in designing prevention strategies
There are a series of issues that need to be considered when designing an effective
prevention strategy, some of which have already been mentioned above:
• What are the objectives of the drug prevention strategy? It is important not to be
too ambitious – prevention programmes on their own cannot bring down overall
levels of drug use significantly, but they can change the behaviours of some
young people by delaying or preventing drug use, improving decision making
and resistance, preventing problematic use, and encouraging safer choices.
• What is the target group for prevention programmes? While it is easier to reach
the largest number of young people with mass campaigns through the media or
schools, the delivery of simple information and messages about risks to a mass
audience does not seem to have a big impact on behaviour. Planners also have to
be clear on what age group they are targeting – interventions before the average
age of initiation will focus on information, protective factors and resistance skills;
while prevention in later years will focus more on minimising risky behaviour.
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session on drug prevention, and that the rest of the module will discuss drug
dependence treatment.
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• What is the best setting for prevention messages to be delivered? This will
depend very much on the age and breadth of the target group, but there are a
number of options. Prevention interventions can be organised through families,
community or religious networks, or health and social services structures. Two key
factors need to be considered in deciding the setting for prevention – the extent
to which the target group will engage with and trust the information provided
and, particularly in resource-poor environments, the relative cost of any initiative
(prevention programmes, depending on the design, can be very cheap or very
expensive). In resource-poor environments, it is important to avoid rushing into
eye-catching campaigns that show immediate action, but will have little short- or
long-term impact.
• Does the general policy and regulatory framework have an impact on my
prevention interventions? Drug prevention is but one of the fundamental
components of a health-centred system, alongside evidence-based drug
dependence treatment and harm reduction. In this respect, an effective national
system would be: 1- Embedded in a comprehensive and health-centred system
of drug control focused on providing treatment, care and rehabilitation of drug
dependence, and, preventing the health and social consequences of drug use
(e.g. HIV/AIDS, hepatitis C, overdoses, etc.); 2- Based on the understanding of drug
dependence as a complex health condition with a mix of biological, psychological
and social causes; 3- Linked to a comprehensive national public health strategy;
4- Mandated and supported at the national level by appropriate regulation,
including national standards for policies, interventions and practitioners; as
well as requirements for schools, workplaces and health and social agencies to
implement relevant prevention interventions; and 5- Supported by a local and
national monitoring and evaluation systems to identify emerging substance use
patterns and inform prevention strategies.
• Is the prevention intervention based on scientific evidence and research?
Interventions and policies should be chosen on the basis of an accurate
understanding of the situation. To this effect, a data collection system should be
in place to provide information on drug use prevalence, drug use initiation and
vulnerabilities. A formal mechanism should regularly feed the data generated by
the information system into a systemic planning process. This data should be used
to prioritise evidence-based programmes and carefully adapt our interventions
without necessarily modifying the core components of the programme, but by
making it more relevant to the new socio-economic/cultural context.

Drug Policy Training Toolkit - Facilitation guide - IDPC
12

• Finally, the effectiveness and cost-effectiveness of delivered interventions
and policies should be evaluated – programmes need to include a scientific
monitoring and evaluation component to assess whether interventions result in
the desired outcome.
A review of effectiveness
Major reviews1 of drug prevention programmes have led to the following
evidence-based conclusions:
• Mass media strategies are generally not effective except if delivered in coordination
with community involvement interventions
• School-based prevention programmes that teach social and coping skills have
a slight positive effect by delaying initiation when compared to provision of
information about drugs and their effect
• Interventions that seek to change the school environment and classroom
management are better than trying to change individual behaviour because
factors that predict drug use also predict school failure
• Reducing criminal penalties for some drugs does not seem to increase drug use,
but instead significantly reduces the health and social costs related to criminal
penalties, especially incarceration.

Therefore, the interventions that are the most effective have two main
characteristics:
• they focus on early intervention with their close social environment (i.e. family,
classroom), and
• they address issues other than drugs by focusing on social and behavioural
development.2
A review of cost-effectiveness
Investing in evidence-informed drug prevention not only reduces the harms
associated with drug abuse experienced by individuals, their families and
communities, but it can also greatly reduce costs to society. A growing body
of evidence over the last 20 years demonstrates that prevention can have
significant cost-benefit savings. It has been shown that, for every dollar spent,
good programmes for the prevention of drug use among youth can save up to 10
dollars.3

1. Hawks, D., Scott, K., & McBride, M. (2002), Prevention of psychoactive substance use: A selected review of
what works in the area of prevention (Geneva: World Health Organisation), http://www.who.int/mental_
health/evidence/en/prevention_intro.pdf
2. Babor, T., Caulkins, J., Edwards, G. et al. (2010), Drug policy and the public good (Oxford: Oxford University
Press)
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3. United Nations Office on Drugs and Crime (UNODC), Prevention, http://www.unodc.org/unodc/en/prevention/; Canadian Centre on Substance Abuse (2013), A case for investing in youth substance abuse prevention, http://www.ccsa.ca/Resource%20Library/2012-ccsa-Investing-in-youth-substance abuse-prevention-en.pdf; Lee, S., Drake, E., Pennucci, A., Miller, M. & Anderson, L. (2012), Return on investment:
Evidence-based options to improve statewide outcomes (Olympia: Washington State Institute for Public
Policy)
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MODULE 6

20 min

Facilitators’
note
Please include as much
local, national and regional
data as possible to make
the content of this section
as relevant as possible for
the participants. Useful
resources may include the
UNODC World Drug Report
and the EMCDDA website.

Session 6.6
Activity: The availability of drug
dependence treatment
Aim – To establish the availability of treatment services in
the world

1. Introduce the aim of the session.
2. Reiterate that the rest of this module will now focus on drug dependence
treatment.
3. Ask the participants what kinds of drug treatment are available in their country/
region, and whether they think these are appropriate.
4. Present the information below (present slides).

Information to cover in this presentation:
Drug dependence treatment describes a range of interventions – both medical and
psychosocial – that support people who have a problem with their drug use to stabilise
or recover control over their consumption, or seek abstinence. The complexity of drug
dependence is such that the response, setting and intensity of treatment need to be
tailored to each person. A comprehensive menu of services should therefore be made
available to suit the differing characteristics, needs, preferences and circumstances
of each person wishing to access treatment (including opioid substitution therapy,
please refer to Module 3 on harm reduction for more information).
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Figure: The 20/80 rule of thumb

Source: Kleiman, Caulkins and Hawkins, 2011. Drawn from: http://www.wacommissionondrugs.org/report/

It is important to understand that treatment interventions are appropriate only for
those who are diagnosed as dependent, or whose drug use is causing significant
risks to themselves or others. Too often, scarce treatment resources have been
directed at people who do not experience significant problems with their drug use.
This is therefore a wasteful use of scarce resources: recall from Session 6.1 that only
around 1 in 10 people who use drugs are experiencing problems of this kind. The
below graphic is from the West Africa Commission on Drugs, indicating that around
20 percent of people who use drugs account for as much as 80 percent of the total
amount of drugs consumed.
The gap between drug dependence and the availability of quality drug treatment
services is significant: UNODC have estimated that only one in six people experiencing
drug dependence are receiving treatment each year – and the figure is as low as 1 in 18
people in Africa.1 A recent global survey of treatment resources shows a general lack of
resources (facilities, personnel, training, etc.) for treating people with drug dependence
across the world.2 In many countries, drug treatment tends to be poorly funded,
and there is often a lack of treatment policies that regulate the delivery of services.
Women who use drugs face additional stigma and barriers when trying to access drug
treatment: women account for one third of people who use drugs around the world,
but only one fifth of people receiving drug treatment.
1. United Nations Office on Drugs and Crime (2015), UNODC World Drug Report 2015, https://www.unodc.
org/documents/wdr2015/World_Drug_Report_2015.pdf
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2. See: World Health Organisation (2010), ATLAS on substance use 2010: Resources for the prevention and
treatment of substance use disorders (Geneva: World Health Organisation)
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MODULE 6

30 min

Session 6.7
Activity: Defining the objectives of
drug dependence treatment
Aim – To understand who treatment is for, and what the expected
outcomes of effective treatment should be
1. Introduce the aim of the session.
2. Ask the participants to brainstorm on what the objectives of drug dependence
treatment should be. Note the responses on a flipchart.

Example of what participants may come up with
• Becoming abstinent
• Reducing levels/quantity of drug use
• Achieving a stable life
• Obtaining a job or continuing one’s studies/training
• Reductions in petty crimes committed by people dependent on drugs to
purchase drugs
• Reductions in public health threats
3. Reflect on what the participants have said, presenting the information below
(present slides).
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Information to cover in summary presentation:
It is important to remember that people who use drugs are a heterogeneous
population, most of whom do not experience problems with their drug use.
Only a minority will experience multiple and complex difficulties. It is therefore
important to focus treatment interventions on those who are experiencing the
greatest problems and have the greatest need. Forcing treatment on all people
who use drugs (irrespective of the nature of their use) has led to a misdirection of
resources, as well as the development of models of treatment that are ineffective
and that breach the human rights of the patients – such as compulsory detention
centres in Asia and some parts in Latin America.
Most young people who experiment with drug use do not become frequent users,
and most who become frequent users do not become dependent. For example,
it has been estimated that approximately 32% of people who use tobacco will
become dependent, with a prevalence of 15% for alcohol, 23% for heroin, 1516% for cocaine, 11% for amphetamines and 8% for cannabis.1 Based on these
numbers, it seems clear that there is no correlation between the addictive nature
of a substance and whether it is legal or illegal. In fact, significant research has

1.

Source: http://www.wacommissionondrugs.org/report/

The key elements of dependence include a strong desire to use drugs, the difficulty in
controlling consumption, and the continued use of the substance despite physical,
mental and social problems associated with drug use. It is often characterised
by increased tolerance over time, and withdrawal symptoms if substance use is
abruptly stopped. The high risk of harm to individual users and the community
of dependent and problematic use make this population the legitimate focus for
treatment services. Because of its nature as a ‘chronic relapsing health disorder’,
drug dependence often requires long-term treatment and care.
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shown that international (and national) scheduling and control are scarcely based on
evidence. This graph displays the levels of harms caused by a substance compared
to its levels of control to illustrate this point.
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The objectives of drug dependence treatment can therefore be categorised on
three levels:
1. For the individual, the objective is the achievement and maintenance of
physical, psychological and social well-being. This may be through reducing
the risk-taking associated with drug use, through reducing levels of drug use,
or through complete abstinence from drug use – dependent on the individual.
Because of the chronic relapsing nature of drug dependence, and the need to
address social and psychological dimensions, achieving abstinence is often a
lengthy and difficult (or even undesirable) goal for some people. The provision
of “stepping stones” or “stabilising strategies” in the form of more achievable
interim goals helps to define and structure progress and also to reduce drugrelated harms.2
2. For the family or community, the most important objective is that the person
dependent on drugs is able to integrate and interact positively with those
around them.
3. For the wider society, treatment aims to reduce health and social problems,
including rates of early and accidental death, public health concerns such as
HIV or hepatitis infection, or drug dependence-related crime. At a national level,
many countries have reported falling crime rates, reduced levels of overdose
deaths, and averted HIV epidemics, that can be attributed to drug dependence
treatment strategies.3 As will be shown below, all of these objectives can be
successfully achieved through well designed and delivered treatment and
harm reduction interventions (see Module 3).
When setting up a drug dependence treatment programme, policy makers must
address three key questions. These will be further discussed during the rest of this
training:
• Who the treatment is for? An assessment needs to be made of the current (and
possible future) populations of users in a country and, critically, which subsets of
these users are most problematic and in need of treatment. Care should be taken
not to target or impose treatment or controls on individuals who are causing no
social problems, as this would be a waste of limited resources. Mechanisms for
identifying, making contact with, and motivating individuals to want to accept
treatment need therefore to be carefully designed – although care should be
taken to avoid unnecessarily coercive measures.
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• What the treatment is aimed at achieving? In any given setting, the objectives
of a treatment system will be a mixture of maximising recovery from dependence,
and minimising the related crime, health and social problems. In practice, there
will be different priorities which drive the need to develop or expand treatment,
but a well-designed system and evidence-based interventions have been shown
to achieve positive outcomes in all of these domains.
• What mix of interventions and services are provided? We have described
above how research has shown that several treatment methods are particularly
effective. Treatment planners need to offer a “menu” of services and settings, as
no single model can be suitable for a group of patients using different drugs in
different ways, with different emotional and psychological challenges, and in a
variety of socio-economic and cultural contexts.
1.

For more information, see: Wagner, F.A. & Anthony, J.C. (2012), ‘From first drug use to drug dependence;
developmental periods of risk of dependence upon marijuana, cocaine, and alcohol’, Neuropsychopharmacology, 26(4): 497-88, http://www.ncbi.nlm.nih.gov/pubmed/11927172; National Institute on
Drug Abuse (October 2014), Drugfacts: Heroin, http://www.drugabuse.gov/publications/drugfacts/
heroin; Anthony, J.C. & Echeagaray-Wagner, F. (2000), ‘Epidemiologic analysis of alcohol and tobacco
use’, Alcohol Research and Health, 24(4), http://pubs.niaaa.nih.gov/publications/arh24-4/201-208.pdf;
World Health Organisation Western Pacific Region (2011), Harm reduction and brief interventions for ATS
users, http://www.who.int/hiv/pub/idu/ats_brief2.pdf

2.

World Health Organisation (2006), Evidence for action: Effectiveness of drug dependence treatment in preventing HIV among injecting drug users”, http://www.who.int/hiv/pub/idu/drugdependence_final.pdf?ua=1

Session 6.8
Presentation: Minimum quality
standards for drug dependence
treatment

MODULE 6

30 min

Aim

– To understanding and compare what the minimum quality
standards for drug dependence treatment are in Africa, and elsewhere.
1. Introduce the aim of the session.
2. Present the information below (present slides).
3. Ask the participants whether the treatment programmes in their country/region
respond to these minimum quality standards, and why.

Information to cover in this presentation:
As for drug prevention, a wide range of quality standards have been developed in
the field of drug dependence treatment to ensure the effectiveness of available
programmes. For example, the UNODC “TREATNET” initiative articulated a
comprehensive set of quality standards for drug treatment in 2012 – centring on
nine main areas:1
1. Availability and accessibility: including geographical accessibility, flexible
opening hours, same-day admission or short waiting times, no requirements
to register clients, no unnecessary selective criteria, free provision, cultural
relevance, gender sensitivity, and user friendliness.

3. Evidence-based treatment: including multidisciplinary treatment teams,
treatment programmes with no pre-determined length, accompanying
psychosocial and pharmacological interventions, the use of brief interventions,
well-trained staff, outreach and low-threshold interventions, self-help support
groups, and medically supervised treatment (such as OST).
4. Human rights and dignity: including the avoidance of discrimination on
any grounds, conﬁdentiality, and the removal of all inhumane or degrading
practices.
5. Targeting special subgroups: including through specialised training for
professionals, differentiated services tailored to the needs of different groups
– especially women (including pregnant women) and young patients, and care
for medical and psychiatric co-morbidities.
6. Treatment as an alternative to prison, and in prison settings: including
diversion into treatment as an alternative to imprisonment, and a continuity of
services upon release from prison.
7. Community-based treatment: including the active involvement of clients,
community support for clients, partnerships with civil society, and the
mainstreaming of drug treatment into broader health and social care systems.
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2. Screening, assessment, diagnosis and treatment planning: including the
use of standardized assessment tools, and establishing client-focused treatment
and care plans.
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8. Clinical governance: including service protocols, treatment protocols, fully
qualiﬁed staff, robust supervision systems, and monitoring systems.
9. Strategic planning and coordination: including treatment policies based
on evidence of effectiveness and cost-effectiveness, links to drug prevention,
and mechanisms to ensure a continuum of care.
The European Union has also worked on developing minimum quality standards
on demand reduction.2 Those related to treatment include the following standards:
• accessibility
• physical environment (adequate spacing, separate rooms for individual
counselling, safety)
• indication criteria (i.e. diagnosis)
• staff education and composition (multi-disciplinary)
• assessment procedures (drug use and treatment history, somatic and social
status, psychiatric status)
• individualised treatment planning
• informed consent
• written client records (e.g. assessment results)
• confidentiality of client data
• routine cooperation with other agencies.
Elsewhere, the African Union (AU) has developed a set of “Continental Minimum
Quality Standards for Treatment of Drug Dependence”, including the following
principles (among others):3
• Drug dependence is complex but treatable. It affects brain function and
behaviour.
• Effective treatment attends to several needs of the individual (including any
related medical, psychological, social, vocational, and legal problems), not just
drug use.
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• Medications are often a core element of treatment, in particular when linked
with counselling and other social therapies. Treatment of opiate addiction
using methadone, for example, even over a long period, is highly effective for
many patients.
• Individual treatment plans must be evaluated frequently and adapted as
required.
• Treatment and rehabilitation services should play a key role in reducing
the social stigma and discrimination against drug users and supporting
their reintegration into society as healthy and productive members of the
community.
1. United Nations Office on Drugs and Crime (2012), TREATNET quality standards for drug dependence treatment and care services, www.unodc.org/docs/treatment/treatnet_quality_standards.pdf
2. Uchtenhagen, A. & Schaub, M. (2012), Minimum quality standards in drug demand reduction EQUS,
http://www.emcdda.europa.eu/attachements.cfm/att_231087_EN_INT09_EQUS_2012.pdf
3. African Union (2012), Proposed continental minimum quality standards for treatment of drug dependence

Session 6.9
Activity: Key elements of an effective
drug dependence treatment
programme

MODULE 6

1:15h

Aim

– To understand and discuss the key aspects that constitute an
effective and evidence-based drug dependence treatment programme
1. Introduce the aim of the session.
2. Divide the participants into four groups (each group will nominate a note taker and
a rapporteur), give them a flipchart and marker pens.
3. Explain to the participants that they will produce a “tree of effective drug treatment”.
4. Ask the participants to draw a trunk with roots and branches.
a. Ask the participants to think of the basic underlining principles of drug
dependence treatment, and note them along each root of the tree (can
include evidence, human rights, gender-based, voluntary, etc.).
b. Ask the participants to think of the key services that need to be offered as
part of a comprehensive drug treatment programme (can include setting
such as community, residential and prison, forms of treatment such as OST,
psychosocial interventions, etc.).

Facilitators’
note
This exercise is similar
to those proposed in
Sessions 1.5 and 2.2. To
avoid repetitions, we advise
the facilitator to use this
exercise only once, either
here or in Modules 1 and/or
Module 2

c. Ask each participant to use falling leaves (see Annex 5) to characterise the
obstacles to evidence-based treatment.

5.
6.

Example of tree of effective drug dependence treatment

Ask each group to present their tree to the rest of the group. Leave time for
the participants to comment on other groups’ trees.
Present the information below (present slides), and distribute the handout
“Key resources on drug prevention and treatment”
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Information to cover in this presentation:
Treatment for drug dependence can come in different forms: specialised services,
psychiatric care, the general medical care system, criminal justice/prisons,
traditional and religious healing sites, social welfare system and the voluntary or
NGO sector. It is therefore important to consider the key aspects that characterise
what is an effective drug dependence treatment strategy.

Treatment methods

The complexity of drug dependence is such that the response, setting and intensity of
the treatment need to be tailored to each person. A menu of services should therefore
be made available to suit the differing characteristics, needs and circumstances of
each person. Below is a list of the most common methods used for drug dependence
treatment – these are often used in combination and along other health and social
services, whenever appropriate:
• Detoxification: defined by WHO as “the process by which an individual is
withdrawn from the effects of a psychoactive substance” and “as a clinical
procedure, the withdrawal process is carried out in a safe and effective manner,
such that withdrawal symptoms are minimised”. Detoxification is therefore the
first stage of drug dependence treatment, and often needs to be followed by
longer-term treatment to keep individuals from using drugs.
• Opioid substitution therapy: the prescription of a substitute drug for which
cross-dependence and cross-tolerance exist, and used to minimise the effects
of withdrawal or move the patient from a particular means of administration.
There is significant evidence from around the globe that shows the effectiveness
of OST.1 The most common drug substitutes include methadone, buprenorphine
and naltrexone, but some countries in Europe also started substitution therapy
with heroin.
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• Substitution treatment for stimulants: Methamphetamine and other
ATS are the second most widely used drugs globally, after cannabis,2 but
substitution therapies are not widely available for people who use ATS. Many
prescribed psychostimulant substances have been proposed and utilised,
including modafinil and dexamphetamine. In addition, dopamine agonists,
anticonvulsants, antidepressants and antipsychotics have been used in trials of
treatments for amphetamine. Although evidence for such treatments remains
nascent, pilot programmes have shown positive effects. In Melbourne, Australia,
dexamphetamine was prescribed in a supervised setting to a group of long-term
ATS injectors – who reported that dexamphetamine reduced their drug cravings,
and alleviated the symptoms of withdrawal.3
• Psychosocial treatment: counselling – individual or in groups – and other
behavioural therapies including peer support. These activities vary in their focus
and may involve addressing a patient’s motivation to change, providing incentives
for abstinence, building skills to resist drug use, improving problem solving
skills, facilitating better interpersonal relationships, etc. There is good evidence
that these approaches, especially cognitive behavioural therapy (in particular
motivational interviewing, contingency management and multidimensional
family therapy), are associated with reduced drug use, as well as a decrease in
drug-related problems, criminal activity and infections.
• Social support & rehabilitation: aims to help people adjust to society and
to overcome the many social problems associated with their drug use. It is
important to manage family life, impart social skills and satisfy educational needs,
as well as help solve employment and accommodation problems. Rehabilitation
programmes ensure continued involvement of the client with treatment systems
and should be viewed as an integral part of service delivery.4

Treatment settings
As well as offering a range of interventions, an effective treatment system should also
deliver interventions in a range of environments. Treatment can be community-based
(such as regular attendance at a clinic where clients receive prescribed medications,
psychosocial support and counselling, etc.), residential, or delivered in other health
services such as drop-in centres or harm reduction facilities.
Residential treatment programmes are often expensive and sometimes use
unnecessary or unacceptable practices – they might, for instance, apply overly rigid
treatment pathways to all clients irrespective of their individual needs, use coercive
or abusive practices, expect the clients to pursue particular sets of religious or
community beliefs or isolate the clients from their families or friends. On the contrary,
community-based treatment centres are generally more cost-effective, they usually
have more capacity to deal with more patients, can be better integrated with other
health and social support services, and can make better use of family and community
support. The individual’s recovery is also likely to be more robust if achieved in the
community, as opposed to the rather artificial setting of a remote residential centre.
As many people who use drugs end up in prison (either because drug use continues
to be heavily criminalised, or because the consumer has committed a crime), the rates
of drug dependence amongst the prison population are high – and often significantly
higher than among the general population. Prisons are therefore an important setting
for drug treatment. Many of the principles of effective treatment in the community
also apply in prison – the need for a range of services, incorporating clear assessment
of need, motivational work, the availability of general health and specific harm
reduction services, and voluntary access into both substitution and abstinence-based
treatment pathways – but services need to be designed to fit in with the realities of
prison conditions, ensuring that security is protected, taking into account the varying
sentence lengths of participants, and working with the restrictions on movement of
prisoners. Notwithstanding these restrictions, well designed and delivered prisonbased treatment services can go a long way to protecting the health of prisoners,
and preventing a return to drug dependence, as well as risks of overdose deaths and
crime after release.
No matter what treatment method or setting is being used, treatment programmes
must be respectful of human rights and the principle of individual choice to enter
a treatment programme or not, and whether to comply and continue with it. This
not only fulfils human rights obligations, but also ensures the effectiveness of the
programme. Evidence shows that long-term behaviour change only comes about
when individuals decide to change of their own free will. Treatment systems therefore
need to be organised so that they encourage individuals to accept treatment and lay
down the rules and expectations for programme compliance, but do not cross the
line into coercion. We will examine the issue of coercion in the next session. Treatment
programmes that use torture, cruel and inhuman punishment, humiliation, sleep and
food deprivation, forced labour and other such practices also violate human rights
and are ineffective strategies.

Ensuring cost-effectiveness
Drug dependence treatment is less expensive than alternatives, such as not
treating or simply incarcerating people dependent on drugs. According to several
conservative estimates, every $1 invested in evidence-based drug dependence
treatment programmes yields a return of between $4 and $7 in reduced drug-related
crime, criminal justice costs, and theft alone. When savings related to health care are
included, total savings can exceed costs by a ratio of 12 to 1.5 According to several
studies, drug treatment reduces drug use by 40 to 60 percent and significantly
decreases criminal activity during and after treatment. OST has been shown to
decrease criminal behaviour by as much as 50 percent amongst the patients.
Research also shows that OST reduces risks of overdose deaths, as well as the risk of
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HIV infection – this form of treatment is much less costly than that of treating HIVrelated illnesses. Finally, treatment can improve the prospects for employment.6
1. National Institute on Drug Abuse (2007). Understanding drug abuse and addiction: What science says. Section IV.6, http://www.drugabuse.gov/publications/teaching-packets/understanding-drug-abuse-addiction/section-iv/6-cost-effectiveness-drug-treatment
2. United Nations Office on Drugs and Crime (2011), Amphetamines and ecstasy: 2011 global ATS report,
https://www.unodc.org/documents/ATS/ATS_Global_Assessment_2011.pdf
3. Shearer, J., Sherman, J., Wodak, A. & Van Beek, I. (2002), ‘Substitution therapy for amphetamine users’,
Drug and Alcohol Review, 21: 179-185, http://www.undrugcontrol.info/en/issues/safer-crack-use/
item/4535-substitution-therapy-for-amphetamine-users
4. Ibid
5. Harm Reduction International, International Drug Policy Consortium & International HIV/AIDS Alliance
(July 2014), The funding crisis for harm reduction, http://idpc.net/publications/2014/07/the-funding-crisis-for-harm-reduction
6. National Institute on Drug Abuse (2007). Understanding drug abuse and addiction: What science says. Section IV.6, http://www.drugabuse.gov/publications/teaching-packets/understanding-drug-abuse-addiction/section-iv/6-cost-effectiveness-drug-treatment
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Session 6.10
Activity: Referrals to treatment:
The limits of coercion
Aim

MODULE 6

45 min

– To assess what are acceptable levels of coercion into treatment

1. Introduce the aim of the session.
2. Explain to the participants that many governments across the world have relied on
some form of coercion to encourage people to enter treatment.
3. Divide the participants into four groups and distribute flipchart paper and marker
pens to each group.
4. Ask the participants to divide the flipchart paper into two, in the length of the
page. The left column will be entitled “Acceptable referrals/pressure”, the right “Inacceptable referrals/pressure”, and ask them to list all the methods they can think
of that have been used to refer/push people dependent on drugs to a treatment
programme.).

Acceptable referrals/pressure

Inacceptable referrals/pressure

Informed orientation of a person
arrested by the police to a health
facility

Police raids to arrest people who use
drugs and send them to compulsory
detention/treatment

Referral by an administrative body
that has the health and social skills
to do so

Referral by community members
without the consent of the person

Informed referral via a doctor or
other health professionals

Mandatory drug testing

Self-referral

Referral by family member without
the consent of the person
Drug courts

Voluntary access to treatment in
prison

5. In plenary, ask the participants to present their work to the rest of the group and
explain why they categorised each method in a certain column.
6. Present the information below (present slides).
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Information to cover in this presentation:
Another challenge is to be able to identify people who use drugs and encourage
them to engage with social and healthcare services. As this population is often
hidden, useful gateways can be established through which they can approach
these services. However, these need to be careful not to fall into the “coercion into
treatment” trap.
There are a number of routes through which people can access treatment:
• Self-referral by the individual – people who use drugs should therefore be aware
of the types of treatment programmes available and how to reach them without
fear of arrest. This can be facilitated through outreach services, in particular peer
outreach programmes (see below).
• Identification through general health and social service structures –this necessitates that health professionals are adequately trained on issues related to
drug dependence and are aware of existing treatment facilities. It also requires a
certain level of trust between the healthcare professional and the client, without
fear of stigma and discrimination.
• Identification through specialist drug advice centres and outreach services –
these services can offer a range of services ranging from food, temporary housing,
harm reduction services, etc. The existence of drop-in centres with a flexible and
informal approach is a useful tool to provide a gateway for those caught up in
drug dependence.
• Identification through the criminal justice system – as mentioned before,
people who use drugs regularly come into contact with the criminal justice system.
The justice system can therefore play an important role in identifying people
dependent on drugs and motivate them to access treatment. Treatment may then
be offered as an alternative to arrest (in the UK, for example), or to incarceration
during court proceedings. But, the question remains – what level of coercion is
deemed to be acceptable?
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›› In Asia, the practice of compulsory detention of people who use drugs
has been condemned by many governments, UN agencies1 and NGOs.
The practice involves arresting any person using drugs and coercing
them to attend and stay in treatment programmes that often rely on
physical and psychological abuse, rather than healthcare and support.
This is an unacceptable practice.
›› The use of drug courts is also being extensively discussed worldwide,
and strongly promoted by the US government. Although this may be a
useful way to refer people into treatment, there are a set of guidelines
that should be respected to ensure that the mechanism works
adequately: ensuring that those sent to treatment are dependent,
that the assessment is done by trained medical professionals, that the
individual has a choice to enter treatment or not, that those sent to the
drug courts are not there for simple drug use (drug use itself should
not be punished by criminal sanctions) but are people dependent on
drugs who have committed other offences, that failure to complete the
treatment programme does not result in a prison sentence, etc.2
›› Other forms of compulsion have been applied in many countries, such
as the use of mandatory drug testing as a measure of compliance into
treatment. Such a mechanism has, in practice, often resulted in mistrust
between patient and treatment service provider, while not having a
deterrent effect in levels of relapse, and should therefore be avoided.

›› It is very important, in designing assessment and treatment systems,
that any external pressures and conditions applied to drug dependent
individuals are justified by established criminal justice principles of due
process and proportionality, and do not undermine the principle of selfdetermination.
1. See: United Nations Office of the High Commissioner for Human Rights, International Labor Organization, United Nations Development Program, UNESCO, United Nations Population Fund, United Nations
High Commissioner for Refugees, UNICEF, United Nations Office on Drugs and Crime, UN Women,
World Food Programme, World Health Organisation & Joint United Nations Programme on HIV/AIDS
(March 2012), Joint statement: Compulsory drug detention and rehabilitation centres, https://dl.dropboxusercontent.com/u/64663568/alerts/Joint-Statement_Compulsory-drug-detention-and-rehabilitation-centres.pdf

Drug Policy Training Toolkit - Facilitation guide - IDPC

2. For a full discussion on drug courts, see: Guzman, D. (2012), Drug courts: Scope and challenges of an
alternative to incarceration (London: International Drug Policy Consortium), http://idpc.net/publications/2012/07/idpc-briefing-paper-drug-courts
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MODULE 6

UNIVERSAL
PREVENTION
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Handout: The drug prevention cards

SELECTIVE
PREVENTION

INDICATED
PREVENTION

ENVIRONMENTAL
PREVENTION

Mass
information
campaigns

Prevention
education
children in
foster care

Brief intervention
for a child
diagnosed with
hyperactivity

Taxation of
alcohol

School-based
interventions

Peer support
groups for
children whose
parents have a
drug problem

Training for
parents of a child
with disruptive
behavioural
disorders

Publicity ban on
tobacco

Skills training
for unemployed
people

Skills building
programme
for a teenager
diagnosed with a
mental illness

Restrictions
on the legal
cultivation, sale
and consumption
of cannabis in
Uruguay

Education
targeted at
physicians on
illicit use of
prescription
drugs

"

Developmental

Informational

Universal

Selective

Indicated

Environmental

Social/life-skills
programmes to
provide young people
with skills to cope
with social influences,
classroom behavioural
management to
socialise children

Family/parenting
programmes with
families among
vulnerable communities
in a city/region/country

Individual counselling
programmes with
young male teenagers
with impulse control
problems

Legislation to prohibit
drug use, suppression
of international supply
routes, taxation
policies on certain
substances

Mass media
campaigns to raise
awareness of the risks
of drug use

Informational
interventions targeted
at young males in
vulnerable communities
with strong gang
cultures

Normative feedback
interventions for
individuals who screen
positive for drug use

Publicity bans,
information on where
substances can/
cannot be used (for
tobacco, alcohol &
cannabis in USA/
Uruguay)
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Handout: The different types of
drug prevention

MODULE 6
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Handout: The EMCDDA Minimum
quality standards for drug prevention

Handout: Examples of drug
prevention interventions

MODULE 6

“The difference between a user of illicit plants and a cow is that the cow knows what it
uses. Drug use kills!”
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Prevention campaign against the use of new psychoactive
substances in Romania
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Explanatory page for the facilitator – not to be distributed to the participant
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1.

“The difference between a user of illicit plants and a cow is that the cow knows what it uses. Drug use kills!”

Recently, Romania has experienced a fast increase in injecting new psychoactive substances
(see: http://www.emaramures.ro/stiri/55999/CAMPANIE-ETNOBOTANICE-Ministerul-de-Interneraspunde-care-este-diferenta-dintre-un-consumator-de-etnobotanice-si-o-vaca-VIDEO-).
This has happened in parallel with the economic crisis, which has led many harm reduction
services to close down – leading to a fast growing HIV epidemic among people who inject
drugs. Instead of adopting a public health approach to the problem, the government has
conducted bans on local stores selling NPS and has produced numerous drug prevention
campaigns in the same spirit as this photo. In a country where drug use is particularly
stigmatised, such campaigns can be more harmful than beneficial and can deter people who
use drugs from accessing the health, harm reduction and treatment services they need.

Prevention campaign developed by the National Institute
on Drug Abuse in US schools:

Drug Policy Training Toolkit - Facilitation guide - IDPC

"

33

Explanatory page for the facilitator – not to be distributed to the participant

Prevention campaign developed by the National Institute on Drug Abuse in US schools
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Prevention programmes are most effective when they employ interactive techniques, such as
peer discussion groups and parent role-playing, that allow for active involvement in learning
about drug abuse and reinforcing skills (Botvin et al. 1995). This game was developed by the
National Institute on Drug Abuse to use in US schools. Instead of only focusing on a “justsay-no” message, the programme aimed at engaging children in meaningful conversations
about drug use, possible harms, as well as the protective and risk factors related to drug use.

UNODC video released on the International Day against
Drug Abuse and Illicit Trafficking in 2013 (international)
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Video available at: https://www.youtube.com/watch?v=jJGw_d5nqi4
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Explanatory page for the facilitator – not to be distributed to the participant

UNODC video released on the International Day against Drug Abuse and Illicit Trafficking in
2013 (international)

Video available at: https://www.youtube.com/watch?v=jJGw_d5nqi4
These mass media campaigns are very frequent across the world. A recent systematic review
of all scientific evaluations of anti-drug public service announcements has found that
these interventions had been largely ineffective, and may in fact encourage drug use and
exacerbate the social stigma associated with drug use.
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See: Werb, D., Mills, E.J., DeBerk, K., Montaner, J.S.G. & Wood, E. (2011), ‘The effectiveness
of anti-illicit-drug public-service announcements: A systematic review and meta-analysis’,
Journal of Epidemiology & Community Health, 65(10): 834-840
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Unplugged prevention programme in schools (international)
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Explanatory page for the facilitator – not to be distributed to the participant
Unplugged prevention programme in schools (international)

Drug Policy Training Toolkit - Facilitation guide - IDPC
38

Unplugged is the first school-based prevention programme developed in an international
collaboration in Europe and evaluated in a multi-centre cluster randomised controlled
trial. It is based on the comprehensive social influence approach, and includes training
of personal and social skills with a specific focus on normative beliefs. Unplugged was
developed by a European expert group as a standardised package and includes the
following components: social skills, personal skills, knowledge and normative education.
The core programme consists of 12 1-hour sessions to be delivered weekly by class teachers
who previously attended a 3-day training course. It is a strongly interactive programme and
follows a standardised package programme. The programme has been evaluated in the EUDap study, a large European collaborative study conducted between September 2004 and
May 2007 in seven European countries: Austria, Belgium, Germany, Greece, Italy, Spain and
Sweden, and involving 143 schools, 345 classes and 7 079 students.
The evaluation showed that Unplugged reduced the use of tobacco and cannabis, and the
episodes of drunkenness among pupils receiving the programme versus pupils of the usual
curriculum control group. At post-test, significant intervention effects were detected for
daily use of cigarettes, frequent and sporadic drunkenness episodes and cannabis use. The
effect on drunkenness episodes and cannabis use was maintained at 18 months follow–up.
In a second phase of the EU-Dap project, the teacher handbook was largely revised, mainly
based on teacher feedback information. Moreover, to complement the new teacher’s
handbook, a student’s workbook was developed, intended as a personal workbook
of the student, and containing activities that students are to work through during the
Unplugged units.
Source: EMCDDA Best Practice Examples Database,http://www.emcdda.europa.eu/html.cfm/index52035EN.html?project_id=IT&tab=overview; http://www.eudap.net/Reserved/ReservedArea_EducationMaterial.aspx

Handout: Key resources on drug
prevention and treatment

MODULE 6

Prevention
United Nations Office on Drugs and Crime (2013), International standards on drug use prevention, https://www.unodc.org/unodc/en/prevention/prevention-standards.html
European Monitoring Centre on Drugs and Drug Addiction, Prevention of drug use, http://

www.emcdda.europa.eu/topics/prevention

European Monitoring Centre on Drugs and Drug Addiction (2011), European drug prevention quality standards, http://www.emcdda.europa.eu/publications/manuals/prevention-standards
‘2.3 Drug prevention’, In: International Drug Policy Consortium (March 2016), IDPC Drug Policy Guide, 3rd Edition

Treatment
European Monitoring Centre on Drugs and Drug Addiction, Best practice in drug interventions, http://www.emcdda.europa.eu/best-practice
European Monitoring Centre on Drugs and Drug Addiction (2011), Guidelines for the treatment of drug dependence: A European perspective, http://www.emcdda.europa.eu/publications/selected-issues/treatment-guidelines

United Nations Office on Drugs and Crime (2012), TREATNET. Quality standards for drug
dependence treatment and care services, http://www.unodc.org/docs/treatment/treatnet_
quality_standards.pdf
United Nations Office on Drugs and Crime (2014), Community based treatment and care for
drug use and dependence – Information brief for Southeast Asia, http://www.unodc.org/
documents/southeastasiaandpacific//cbtx/cbtx_brief_EN.pdf
United Nations Office on Drugs and Crime & World Health Organisation (2009), Principles of
drug dependence treatment and care. Discussion paper, http://www.unodc.org/docs/treatment/Principles_of_Drug_Dependence_Treatment_and_Care.pdf
World Health Organisation (2011), Therapeutic interventions for users of Amphetamine Type
Stimulants (ATS), WHO Briefs on ATS number 4, http://www.idpc.net/sites/default/files/library/WHO-technical-brief-ATS-4.pdf
‘2.5 Drug dependence treatment’, In: International Drug Policy Consortium (March 2016),
IDPC Drug Policy Guide, 3rd Edition
Tanguay, P., Stoicescu, C. & Cook, C. (October 2015), Community-based drug treatment models for people who use drugs, http://www.ihra.net/files/2015/10/19/Community_based_
drug_treatment_models_for_people_who_use_drugs.pdf
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European Monitoring Centre on Drugs and Drug Addiction (2014), Treatment for cocaine
dependence - Reviewing current evidence, http://www.emcdda.europa.eu/topics/pods/
treatment-for-cocaine-dependence
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