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Introduction

These recommendations result from the meeting Future of the EU Drug 
Policy: The implementation of the EU Drug Strategy and Action Plan 
2021-2025 organised by the Civil Society Forum on Drugs (CSFD) in Warsaw 

on 23-24th September 2021.

CSFD is an expert group of the European Commission. It was established in 

2007 based on the Commission Green Paper on the Role of Civil Society in 

Drugs Policy in the EU. The CSFD membership consists of approximately 45 

civil society organisations from all over Europe and represents a variety of 

areas of drug policy, as well as a variety of approaches within those fields.

The EU Drug Strategy 2021-2025 was adopted on 18 December 2021, with 

its Action Plan following several months later. The Strategy ‘provides the 

overarching political framework and priorities for the European Union’s drugs 

policy for the period 2021-2025’ and adopt ‘an evidence-based, integrated, 

balanced and multidisciplinary approach’ to tackle drug policy-related issues 

to ‘protect and improve the well-being of society and of the individual, to pro-

tect and promote public health, to offer a high level of security and well-being 

for the general public and to increase health literacy’ (p. 2).

The EU Drug Strategy 2021-2025 includes six main parts: (1) supply 

reduction, (2) demand reduction, (3) addressing drug-related harm, (4) 

international cooperation, (5) research, innovation and foresight and (6) 

coordination, governance and implementation, and lists eleven strategic 

priorities, out of which four are within the area of supply reduction, two in 

each demand and harm reduction, and one in each of the remaining parts 

of the document.

The CSFD has been involved in the evaluation process of the EU Drug Strat-

egy 2013-2020. It also actively participated in the drafting process of the 

new Strategy and Action Plan, providing its input via discussion with the 

European Commission, German Presidency and Portuguese Presidency, and 

through submission of several position papers with recommendations on 

the shape and content of the documents.
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Main points of the CSFD for the drafting of a new EU Drug Strategy included

•  the importance of a balanced, evidence-based and integrated drug policy approach by explicitly 
addressing all areas of drug demand reduction, including prevention (environmental, universal, 
selective, and indicated), early detection and intervention, risk and harm reduction, treatment, 
rehabilitation, social reintegration and recovery;

•  the need to address the specific needs of vulnerable populations and the negative conse-

quences of criminalisation of drug use;

•  the need to build on previous efforts and lessons learned, including new developments and 

challenges in the field, the previous EU Drug Strategy and Action Plan, and their evaluation;

•  the opportunity to learn of the Covid-19 pandemic, which clearly indicates the importance 

of a balanced approach and further development and support for innovative practices, in 

particular, harm reduction and treatment services which were essential  to support vulner-

able drug users in Europe;

•  the importance of a meaningful dialogue with civil society in developing and implementing 

drug policy interventions on European, national and local levels;

•  the need to link the EU drug policy documents to relevant UN and other international policy 

and guidance documents, including the UN System Common Position on Drugs of 2018, the 

International Guidelines on Human Rights and Drug Policy, the European Convention on 

Human Rights, and the EU Charter of Fundamental Rights.

Many CSFD recommendations were included in the final version of the EU 

Drug Strategy 2021-2025, which civil society actors across Europe appre-

ciated. With the documents being adopted, the next challenge is to ensure 

appropriate and effective implementation of the stipulated policy.

The EU Action Plan on Drugs, translating the general provisions of the EU 

Drug Strategy into more operational and measurable goals, includes 85 

actions and eleven ‘overarching indicators’. While it should be applauded 

that indicators are included in the Action Plan, it seems insufficient to only 

focus on overarching issues relating to the entire Strategy and Action Plan, 

contrary to specifying indicators for every action, as it was in the case of 

the EU Action Plan on Drugs 2017-2020.

To address this gap, the Civil Society Forum on Drugs prepared a set of 

comments on the EU Drug Strategy and Action Plan and recommendations 

regarding the critical areas of interest in implementing the EU drug poli-

cies.
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Principles and focus areas of  
the EU Drug Strategy 2021-2025

The balanced approach
The ‘balanced approach’ term is widely used in debates, discussions and 

drug policy documents worldwide. At times it seems to be an empty and 

vague expression. On the other hand, it also can be understood in a variety 

of ways regarding its substance. In the following paragraphs, we present 

several understandings of the ‘balanced approach’ terms and identify 

challenges related to it in the context of the EU drug policy.

The term’s first and most widespread meaning is the balance between 
the supply and reduction side of drug policy and its interventions. 

With respect to the EU Drug Strategy and Action Plan 2021-2025, it does 

not seem that the ‘balanced approach’ is fully entertained. The documents 

are not balanced in terms of policy formulation and implementation of 

drug policies in the Member States. The supply reduction side dominates 

in documents, policies, and their implementation. At the same time, the 

impact of these policies is subject to much less monitoring and evaluation 

than other fields of drug policy, e.g. demand reduction or harm reduction.

There’s a need for more balance and more monitoring and evaluation 
of the supply-side policies.

‘Balanced approach’ also means that the policies should be based on 
evidence and data and adopted and implemented transparently. 

Unfortunately, the transparency of policy-making on the supply side is 

questionable. Drug policy is often based on ideology and political consid-

erations rather than evidence. The evidence-based character of the drug 

supply reduction policies is neither discussed in the EU drug policy docu-

ments nor the national policies of the member states.

The disbalance between the supply reduction policies on the one hand, and 

demand and harm reduction policies on the other, is also visible in the area 

of funding. The supply reduction-side policies receive much more funding 

than the demand and harm reduction. The stability of funding is also an 

important aspect. Demand and harm reduction interventions’ funding is 

much less stable than the funding for supply reduction activities. More 
transparency is needed in the area. The Cost-effectiveness and 
social impact of different policies should be assessed.

A balanced approach means that the policy-making process should be 
participatory and engage all stakeholders. Currently, this area is problem-

atic, and numerous shortcomings can be observed regarding stakeholders’ 

participation in the policy processes, especially concerning civil society 

actors and people who use drugs.

Evidence-based policies are essential, but also the human rights approach 
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is crucial. A balanced approach is a human rights-based approach. 

There is a need for more specific strategies, actions, and indicators to 

monitor the human rights aspect of drug policies. Basic, specific actions 
directed towards ensuring human rights-orientation of drug policies 
should be agreed upon and made binding, not optional. If we want to 

have a balanced approach, there need to be minimum standards to which 

the Member States comply.

A balanced approach should also address inequalities, including inequali-

ties in service provision between and within countries.

Human rights
EU Drug Strategy mentions human rights 17 times and the Action Plan nine 

times. One can find references to International Guidelines on Human Rights 

and Drug Policy, European Human Rights Convention, etc. Human rights are 

an integral part of the EU drug policy documents.

It is a positive development that the access to controlled drugs as medi-

cines is included in the Strategy for the first time. Also, human rights- 

related issues are mentioned for the first time in the context of specific 

populations, e.g. gender-based violence, gender-specific services. At the 

same time, unfortunately, there are no indicators for monitoring these 

aspects of drug policy in the Action Plan. This means that there will not be 

any measurable indicators or any kind of assessment on how this strategic 

priority is implemented.

Interestingly, human rights explicitly only appear in the Drug Strategy 

context of third countries and international cooperation. This creates an 

impression as there was no problem with human rights in the EU itself. It 

seems that here, human rights are taken as given, as they exist, and there 

is no need to do anything to ensure that they are respected.

The EU is a great champion of human rights when it comes to international 

cooperation or the United Nations level. Still, the approach is not that 

strong when it comes to monitoring human rights within the Union.

One of the most problematic issues is that there are no indicators for mon-

itoring human rights in drug policy. Such indicators would be fundamental 

to allow measuring the human rights impact of drug policies; not only to 

see what the general situation of people who use drugs is but also to see 

how they are affected by drug policies themselves, e.g. the criminal justice 

system, discrimination in the health care system, etc.

There is a problem of pushing the responsibility away between institutions. 

It seems that human rights fall somewhere between areas of responsibil-

ities of different entities (here: Fundamental Rights Agency on the one 

hand, and the EC Drug Unit on the other) and, as a result, is not addressed 

at all. This needs to change.

There’s a need to establish new cooperation between the FRA and 
the EC’s Drug Unit. It would be desirable that the FRA appear in the EU 
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Drug Strategy and Action Plan as an entity responsible for monitoring the 

human rights of people who use drugs and other affected communities and 

developing a set of indicators to measure this phenomenon.

In several European countries, one can observe the restrictions of the 

freedom of assembly – the shrinking space of civil society. Civil Society 

Organisations (CSOs) are intimidated and scapegoated. The EU Action Plan 

includes a very progressive Action 48, stating that the Member States need 

to involve civil society and affected communities in designing, developing 

and evaluating drug policies. At the same time, the specific phenomenon of 

the shrinking space of civil society is not addressed.

Several aspects of human rights do not enjoy sufficient attention in the 

EU drug policy documents. For example, human rights as patients’ rights 

are not addressed (e.g. in the context of access to Hepatitis C or HIV 

treatment). Also, there is no reference to the rights of people charged with 

drug offences in the context of the Member States. Hence, principles like 

proportionality or non-discrimination only appear in the context of inter-

national cooperation. Further, there is no acknowledgement of the dispro-

portional impact of drug policy on marginalised groups, which happen in 

many countries (e.g. Roma communities in East-Central Europe, migrants 

in Western Europe. How criminal policies affect the human rights of 
different populations in Europe should be an important part of the 
EU Drug Strategy.

Finally, one can observe a lack of transparency and accountability in drug 

policy-making. For example, The work of the Drug Unit of the European 

Commission is a big unknown: there is no annual report, there is no publicly 

available budget, it is even difficult to find out who are the staff members. 

Minutes from HDG meetings are very basic and general. Civil society is only 

involved on some very rare occasions. CSOs should be granted observer 

status at HDG meetings, and a memorandum of understanding between 

the CSFD and the HDG should be put in place.

Information, research, and evaluation
The EU Drug Strategy does not include a chapter or strategic priority on 

monitoring the EU Drug Strategy implementation. The monitoring theme 

can be found only in parts specific to other areas/issues.

One general problem in research and monitoring is that nearly exclusively 

quantitative data on process or output indicators are collected. Impact 
assessment of policies, including their intended and unintended 
consequences, should be introduced in a form that goes beyond meas-

uring the ‘perceptions of how drugs, their availability and the operation of 

drug markets impact on public health, safety and the security of communities’ 

(Action Plan overarching indicator 4).
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The EU Drug Strategy mentions, several times, that the availability of 

specific drug demand and harm reduction services should be ensured. How-

ever, monitoring availability alone is insufficient as it is an absolute cat-

egory (available/not available), which does not provide in-depth, detailed 

information on the functioning of services. Furthermore, the delivery 

modes of different programmes vary from one country to another and 

even from one city or organisation to another. For example, in the case of 

Naloxone, we only have data on whether it is available or not. Meanwhile, in 

one country, it may be only available at emergency teams and in hospitals; 

in another country, it may be supplied by the government to low-threshold 

services free of charge to distribute to PWUD and their relatives freely; in 

yet another country, the acquisition of Naloxone can be conditional upon 

completing training and having a prescription. It may be refunded or very 

expensive, etc. There is a need to have more detailed data on how 
different programmes and interventions are delivered in different 
contexts, as this affects the accessibility and utilisation of various ser-

vices. Collecting such data would also allow for comparative evaluation of 

effectiveness and transfer of the best practices.

Often some issues are being addressed in policy but are not implemented 

in practice. For example, barriers to access the services can be identified. 

Still, there are no mechanisms planned to monitor this problem. A lot of 

quantitative data is being collected. Still, there is a need to also focus on 

qualitative aspects (e.g. accessibility, geographical coverage, the level 

of integration, comprehensiveness of services, etc.). A people-centred 
approach should be applied. Monitoring should involve the data on 
what given availability, accessibility, coverage and quality of services 
means to PWUD and how it affects their lives. 
There is no sufficient connection with other areas of people’s vulnerability 

in drug policies and practice. Some links are being made, mostly with 

health-related issues; however, social or economic aspects of people’s lives 

(e.g. homelessness, sex work, HIV/Hepatitis C status, [mental] health ser-

vices access, context of drug-related deaths) are largely being disregarded. 

There is a need for a more integrated approach.

The abovementioned qualitative, in-depth, and detailed data can only 

be delivered by civil society organisations who work on the ground and 

know the realities of PWUD, and PWUD themselves. In practice, there is no 

involvement of CS and PWUD in developing questionnaires and data collec-

tion. In many cases, CSOs and PWUD are used as objects or tools to reach 

out to the target population and collect necessary data from them. CSOs 

and PWUD should be treated as partners in data collection, research, and 

evaluation activities. Civil society actors are perfectly capable of collecting 

good-quality data; they have the necessary skills, expertise, knowledge, 

and they are close to the policy-affected communities. This means that 

funding should also be ensured to increase the capacity of CS actors 

and make it possible for them to get engaged.
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Moreover, we believe that civil society oversight of the data published by 

the governments is crucial in the context of transparency and accounta-

bility. It would be desirable to create civil society-based committees in 

the EU Member States that would receive national reports to the EMCDDA 

before they are submitted to the EMCDDA and ensure the possibility of 

responding to the information included there, e.g. in the form of a chapter 

including CS views on the situation in a given country. A standard template 

developed jointly by CS actors and the EMCDDA could be created for the 

national CSOs to follow, as it is in the case of Reitox national focal points. 

This would allow CS in each Member State to critically assess the data 
reported to the EMCDDA.

The EU Drug Strategy strongly highlights the need for innovation, future 

orientation and proactiveness of interventions. CSOs are more innovative, 

proactive, eager to take risks and act more quickly than governments/

bureaucracies in their work areas. Given the above, the lack of mention of 

CS in this part of the EU DS is a significant shortcoming.

Harm reduction
Civil society appreciates that harm reduction has, at last, its own place in 

the EU Drug Strategy outside the demand reduction part and applaud that 

families are mentioned in the document, including care for families and 

addressing their needs.

Mentioning drug consumption rooms is an important development of the 

new EU Drug Strategy. However, service delivering CSOs find it questionable 

that ‘further evidence is needed’ (p.19) in the context of this type of service. 

Civil society believes that the evidence on the effectiveness of drug con-

sumption rooms is already robust (see, for example, Belackova et al., 2018; 

Hedrich & European Monitoring Centre for Drugs and Drug Addiction, 2004; 

Kimber et al., 2005; Roberts et al., 2004; Schatz & Nougier, 2012; Tran et al., 

2021) and there is no need for further delays in implementing them.

Another type of intervention civil society welcomes in the Strategy is the 

Naloxone distribution. We, however, believe that this recommendation 

should be formulated more strongly. Here, again, the Strategy calls for 

their ‘further investigat[ion] and implement[ation]’ (p.19) and – in the con-

text of prisons (Strategic Priority 8), that ‘the distribution of take-home 

naloxone might be made available where possible’ (p.22). In our view, formu-

lation ‘might (…) where possible’ is very weak and leaves a lot of room for 

incompliance, at the same time offering a ready excuse that politicians at 

the national level are likely to exploit. On the other hand, it does not really 

create an opportunity or pressure on countries to do something in this 

area.

The EU Drug Strategy 2021-2025 devotes one of the harm reduction priority 

areas to alternatives to coercive sanctions (ACS). While it is important that 
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the Strategy recognises that harms can result not only from drug use but 

also drug policies themselves (including the incarceration of PWUD), we 

can identify several problems concerning this priority. First, the priority 

area is not elaborated well enough; it should be more comprehensive. 

Second, civil society organisations believe that the priority should be the 

prevention of PWUD incarceration altogether, not the focus on developing 

alternative sanctions. Consequently, the EU should strongly promote 

decriminalising drug use and possession for personal use. Third, the estab-

lished terminology in the context of ACS is problematic because it uses the 

term ‘coercive’ in a way synonymous with the word ‘criminal’. In reality, 

what is being called ‘alternative to coercive sanctions’ are, in fact, alterna-

tives to criminal sanctions, and they often have coercive character them-

selves. For example, diversion, i.e. entering treatment as an alternative to 

incarceration, is a coercive measure, not a voluntary one.

Finally, several general recommendations that may help address the 

shortcomings of the Strategy during the harm reduction implementation 

process include:

•  Taking into consideration the needs of specific populations while devel-

oping services (e.g. gender-specific or youth-oriented services, men 

having sex with men);

•  Ensuring more focus on recreational-settings harm reduction: 

drug-checking, party services, etc.

• Ensure peer involvement in intervention planning and delivery.

•  Focus not only on prevention and treatment of blood-borne viruses but 

also sexually transmitted infections.

Prison settings
Activities addressing problems emerging in prison settings (Strategic Pri-

ority 8) are included in the section on reducing drug-related harms. At the 

same time, many of the prison-related issues mentioned in the Strategy 

do not, in fact, address harm reduction, but other aspects, like recovery 

or supply reduction in this setting. This creates confusion, and it would be 

desirable to rethink this placement of prison setting goals under the 
harm reduction part. Concerning more specific provisions, the Strategy 

mentions that treatment services ‘need to be provided in male and female 

prisons and after release’ (p.22). It is an excellent point, aiming to ensure 
the continuity of care, which is known to be a challenge in many coun-

tries. Further, it also states that incarcerated PWUD should have access to 

the necessary support ‘to achieve their personal recovery goals’ (p.22). Given 

the above, we believe that what should be a priority during the Strategy’s 

implementation process is the involvement of incarcerated PWUD in 
the dialogue on how services should work to meet their needs and 
be efficient. Indeed, ‘recovery’ is a broad term that may have a different 

meaning for decision-makers and PWUD.
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The Strategy mentions ‘[d]isrupting the channels that supply illicit drugs and 

NPS into prisons’ (p.22) as one of the priority areas. This is one of the exam-

ples of the odd placement of a priority mentioned above, as restricting the 

availability of drugs belongs to the area of supply reduction, regardless of 

the settings in question.

There are also privacy questions in the context of the planned use of ‘intel-

ligence and drug testing’ as ‘the basis for effective intervention’ (p.22). Such 

tools do not fit the category of reducing harms and are clearly against 

basic principles and values of harm reduction. On the other hand, while 

many different interventions are included in the priority areas in prison 

settings, harm reduction interventions were omitted entirely. CSOs call the 

Member States to include necessary harm reduction services in prison 
settings in their national drug strategies and ensure their availabil-
ity during the policy implementation stage.

Vulnerable populations
Vulnerable populations are often seen as ‘invisible people’ in the context 

of policy-making and developing specific programmes. The vulnerable 

populations which need special attention in the context of drug policy are 

people with uncertain migration status, women, people with mental health 

issues, people experiencing homelessness, people deprived of liberty, sex 

workers, parents who use drugs, ethnic minorities, LGBTQ / MSM, ageing 

PWUD, children and youth. In the context of children and young people, we 

can talk about young people who use drugs or whose parents use drugs or 

are detained for drug offences or remaining in the care system. Children 

and youth are often seen as a vulnerable population; however, more con-

sideration should also be devoted to parents who use drugs. They often 

experience pressures from the public care system, partners or ex-partners, 

and they often live in fear that their children will be taken away.

One of the biggest problems arising in the context of vulnerable popu-

lations is that there is very limited data available about them, including 

about their needs. This results in a lack of programmes and interventions 

adjusted adequately to their needs. At the same time, limited available 

resources are spent on programmes that are neither adequate nor effec-

tive for these populations.

The EU Drug Strategy points out the need to develop programmes that 

are evidence-based, inclusive, adequate etc. However, in practice, the 

programmes that receive funding often operate for a long time. On the 

one hand, it is a positive situation that experienced, trusted programmes 

receive funding. However, on the other hand, some of these programmes 

operate using obsolete methodologies and are not eager to innovate, for 

example, through launching services for specific vulnerable populations. 

Furthermore, in some countries, one can observe the politicisation of fund-
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ing. Decisions on what programmes should receive funding are not based 

on their quality or merit but ideological/political considerations.

The Strategy highlights the need for cross-sectoral cooperation to provide 

adequate support for vulnerable populations. The experience shows, how-

ever, that such cooperation is hardly happening. Experts from different 

fields do not understand one another, and there is often no willingness to 

compromise and cooperate. This problem needs to be addressed at a higher 

level of governance. In other words, governments should – as much as 

possible – encourage collaborative arrangements at the institutional 
level between state- and civil sector service providers.

In addition, in the context of vulnerable populations and services for them, CSOs recommend:

•  Shifting the paradigm of the entire drug policy system from security and control to 
a more person-oriented focus (including health, social, and economic aspects as 
priorities).

•  Treating vulnerable populations as partners, acknowledging their lived experience, and 

allowing them to speak for themselves. Especially, there is an urgent need to involve 
representatives of vulnerable populations in policy and programmes design and imple-

mentation.

•  Ensuring that quick responses are possible. Currently, governments are acting quickly 

enough when it comes to new problems occurring, e.g. in the case of prescription medicine 

use and dependency among migrants and refugees in refugee camps.

•  Ensuring availability of specific drug services adjusted to the needs of different vulner-

able populations. It may be especially challenging in countries where the demand or harm 

reduction services are hardly available in general.

Treatment
In many countries, there are significant barriers to accessing treatment 

services, especially in the case of vulnerable populations like migrants and 

refugees. Looking from a health perspective, which the EU Drug Strategy 

also promotes, treatment should be available for everyone. In other words, 

CSOs believe that the drug policy framework in the Member States should 

ensure universal access to health services, including drug depend-
ency treatment. However, including such intention in policy documents 

is insufficient; it also needs to be translated into specific actions and 

implemented. In this context, two essential aspects should be considered: 

availability of services (do they exist) and their accessibility (how they 

work). Furthermore, access to treatment should be voluntary.
Intersections with other health and social services are of utmost impor-
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tance – the services should be connected and cooperate. The quality 

of the connection is a vital aspect; hence it should be ensured via written 

documents, e.g. protocols or internal policies of services. This way, all staff 

members would have some role in maintaining connections. Employees 

would be fully aware of their obligations and responsibilities and have clear 

information regarding what they should do, how and when.

Further, while written documents are essential for building connections 

and networks, their actual implementation should also be ensured. An 
oversight system should be in place, including complaints and/or sanc-

tions for cases where inter-organisational/inter-service cooperation is not 

implemented in practice.

Peers should be equal partners in a multidisciplinary approach to 
service provision. Indeed, sometimes one can see peers working in various 

organisations. However, they primarily work voluntarily, without remuner-

ation. However, the work they accomplish is no different than the work 

of service’s permanent staff, and as such, should be paid. In addition, 
specific target groups/communities should be represented among 

peers working in services, e.g. youth peers working with youth, women 

peers working with women, etc.

Accessibility of various services for women (operating with gender 

approach) should be stipulated in policy and implemented in practice. 

Implementing such services in practice means that necessary funding 
should be secured for service providers to maintain women-oriented 

programmes.

One of the most severe problems in the health care systems in European 

countries is the lack of systems’ comprehensiveness and holistic approach. 

It is not rare that the system’s structure excludes PWUD from different 

services. First and foremost, PWUD often are not allowed to use mental 

health services and addiction services simultaneously and are forced 

to choose. Mental health services are not addiction experts, and drug 

treatment services are often not competent enough to address people’s 

underlying psycho-emotional conditions. That way, only a part of a problem 

is addressed, which is highly ineffective. All EU Member States should 
adopt a holistic, comprehensive approach to health (including treat-
ing dependency). 
Stigma cannot be a basis for exclusion from access to services either. 

Monitoring of cases of stigmatisation should be ensured in policy 
documents. There should be standards that organisations have to comply 

with to prevent stigma. Mechanisms for complaints and reporting 

instances of stigmatisation and discrimination should be available (e.g. 

anti-discrimination protocols) so people experiencing it have the legal pos-

sibility to assert their rights. This is especially essential for PWUD in OST, 

who often experience long-term labelling and discrimination as ‘ex-drug 

users’ or ‘drug users in recovery’.
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Key aspects of monitoring the implementation  
of the EU Drug Strategy

Well-elaborated, comprehensive, elaborate and evidence-based drug strat-

egy, be it at the EU or national level, is only the starting point for building a 

system of care that is accessible, adequate, and efficient. Implementation 

of various interventions requires political will, sufficient funding and – 

especially in drug policy – cooperation of different actors. An oversight 

system and evaluation are also essential. In this light, the overall critical 

aspects CSOs believe should be monitored concerning the implementation 

of the EU Drug Strategy are:

• The existence and extent of barriers that prevent people from 
accessing various services. For example, people experiencing mental 

health problems are often denied access to housing programmes; people 

with criminal records or PWUD are denied HIV and Hepatitis C treatment. 

The abovementioned barriers are relatively easy to measure ‘official/formal 

barriers’ included in policies, protocols, laws, strategies, decrees. Still, 

many other, less tangible barriers, like stigmatisation, are very difficult to 

measure. Therefore, efforts should be made to develop methods for 
measuring the less tangible barriers.

• Networks/linkage/integration of services. We should not only 

monitor the internal features of single services as it is currently done (e.g. 

process/output indicators like the number of contacts, clients, needles-sy-

ringes distributed) but also their embedment in the broader system – to 
what extent linkages work between different services, e.g. harm 

reduction services and other health and social services. In addition, indi-

cators should be developed on how successful people are in accessing the 

services they need and how they are guided on the way.

• The geographical coverage of services. Very often, especially in 

countries with only a few services available, the urban-rural and regional 

variations in availability and accessibility are significant. Therefore, 

although it is not an easy task, efforts should be made to monitor the 
geographical accessibility of interventions.

• Ethical/human rights/anti-discrimination policies and practice in 
services. For example, the existence of ethical conduct protocols, methods 

of their implementation, etc. More specifically, we can ask, for instance, 

about the conditions under which urine tests are performed in different 

services, the extent to which people›s privacy is respected, etc.

• The systems of sanctions in different treatment, health and social 
services in the context of human rights and rights to the health 
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and social care. For example, what, if any, sanctions are implemented if 

a person violates the rules of their treatment (e.g. uses other substances 

while on OST in cases where it is forbidden)? Policymakers and service 

providers need to ensure that people are not removed or suspended from 

the programmes (so their healthcare access right is being violated) as a 

response to their disobedience/incompliance.

• There are significant differences between how services are implemented 

in different Member States, e.g. Naloxone distribution. These differences 

are not reflected in the collected data, where only boxes are ticked (yes- 

available, no-not available). There is no data on the ways services are 

delivered. It is essential to incorporate qualitative aspects of services 
in the evaluations. CSOs should be involved in the evaluation processes to 

ensure that adequate data are used (complementary to official countries’ 

data).

In the following sections, aspects of specific pillars of the Strategy are 

discussed in the context of monitoring its implementation.

Vulnerable populations and human rights

•  An integrated evaluation of drug policies should seek 

to measure the levels of interaction of people 
who use drugs with the criminal justice system 

by monitoring data on arrests and incarceration, both 

merely for drug use or in connection to drug use. A 

system that effectively avoids criminalisation should 

see these figures decrease over time.

•  It should be monitored to what extent treatment 
for HIV/AIDS, Hepatitis C and other health ser-
vices are conditional, for example, on abstinence, 

enrolment in OST programme, socio-economic situa-

tion, etc.

•  Monitoring should also address the cases of removal 
of legal guardianship over children because of 
parents’ drug use and other factors (e.g. sex 

work). Again, this aspect is likely to be measured rela-

tively easily due to the existence of official records of 

legal guardianship removal cases.
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Harm reduction

•  There is a need for a fuller/more 

detailed picture of existing services, 

including availability, access, 
coverage, quality. In addition to 

numerical process data, qualitative 

data should be collected.

•  The most significant proportion of 

harm reduction services› funding 

comes from the governments in 

most countries. The level of fund-
ing should be monitored in the 
context of the availability, acces-
sibility, coverage (geographical 

and of the target populations) and 
quality/adequacy of services.

•  We should monitor the impact of 
harm reduction policy and ser-
vices on communities (social, eco-

nomic, psycho-emotional aspects).

•  Availability and adequacy of 
services for specific populations 

is another crucial aspect. Such 

monitoring and evaluation should 

first address the question of whether 

such services exist at all, and if so, 

whether they really respond to the 

needs of the key populations. PWUD 
should be involved in such evalua-
tion activities.

•  It is crucial to go beyond quantita-
tive indicators and ‘box-ticking’ 
exercises (e.g. is service available, 

etc.). Such data offers a very limited 

picture of the policy and its effi-

ciency. For example, it may be the 

case that a service is available in a 

country (e.g. OST in prison), but it 

serves a minimal number of recipi-

ents. 

Prevention

•  Universal prevention is available, but it is often 

not evidence-based and offered too late (to 15-16 

year-olds), mainly in a school setting which may 

not be the most adequate. The monitoring should 
address the coverage and effectiveness of 
universal prevention (through the feedback of 
people receiving these interventions).

•  Available prevention programmes often are char-

acterised by many shortcomings: hierarchical (as 

opposed to peer) relationship between deliverer and 

recipients; judgmental and stigmatising approach, 

embedded in the abstinence-based model.

•  We should monitor the extent of trained peer 
involvement in prevention programmes, as it seems 

to be the most effective mode of delivery.

•  The extent to which prevention programmes are 
based on human rights and to which anonymity 
and privacy are considered when developing such 

programmes. Operating prevention programmes 

should be in line with human rights standards.

•  In many countries, there is no control over the 

quality of prevention, especially in schools. There 

is no standard curriculum; there are no systems of 

certification. To address this problem, the quality 
of prevention should be monitored, including 

developing licensing/certification systems to ensure 

that only evidence-based and human rights-respect-

ing interventions are implemented.

 •  Recently, there have been some positive develop-

ments at the European level, such as developing the 

European Prevention Quality Standards. In addition, 

accreditation systems have been introduced recently 

in some Member States. However, in many cases, 

such accreditations are not required to provide pre-

vention at schools. Therefore, the national sys-
tems of drug prevention accreditation should 
be monitored and evaluated in the context of 
MQSs.
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Supply reduction

•  The EU Action Plan on Drugs 2013-2017 included Action 16 on ‹Develop[ing] and 

progressively implement[ing] indicators on drug supply by standardising, improving 

and streamlining data collection in this field, building on currently available data’. 

Such new indicators, according to our knowledge, have never been developed. As a 

result, there are only output indicators available. On the other hand, the impact, 

which should be of interest in the first place, is not measured. This is one of the 
areas where civil society organisations can contribute. While they cannot 

measure the number of seizures or arrests, they can meaningfully contribute to 

the impact assessment of criminal policies on the lives of communities, e.g. 

how they change behaviour and how they change perceptions of people.

•  Often, cases of arresting a drug lord or seizing a considerable amount of drugs 

are very well-promoted and publicised, with impressive media coverage. What is 

lacking is the follow-up, i.e. information about the impact of such actions. What 

has changed, if anything, after a drug lord arrest? Did prices of MDMA or cocaine 

change? Civil society can also have a watchdog role in the context of supply 
reduction measures undertaken.

•  We should monitor the possible relationship between the changes in the 
prices of drugs and instances of drug-related crime (when PWUD need more 

money to buy their drugs).

•  The consequences of closures of specific online markets should be assessed. 

The anecdotal evidence shows that the closure of existing online markets is often 

ineffective or even counterproductive, as several new markets tend to appear very 

soon to replace the ones taken down by the authorities.

•  One of the aspects to monitor online markets can be the ads appearing. This 

could offer new possibilities of measuring the impact of supply reduction inter-

ventions, e.g. comparing how much drugs are seized with how the offer on 
online markets change (prices, number, amounts).

•  We should also monitor the linkages between changes in drug laws and the 
offer of the drug markets, e.g. how harshening the drug laws influences the 

availability of different substances (e.g. classical drugs versus NSPs).

•  A similar situation can be observed concerning NPSs. Governments often celebrate 

banning new substances; still, follow-up is missing. For example, what happens 

afterwards with people who used this drug? Have they started using other drugs, 

perhaps more dangerous ones? Moreover, supply reduction monitoring by public 

entities is insufficient; the collected data are superficial and do not tell much 

about the social reality and policies› impact on it. This is also reflected in the 
external evaluation of the EU Drug Strategy, which says that the current 
indicators are not adequate. Hence the role of civil society organisations.
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Continuation Supply reduction

•  More attention should be given to the environmental crime aspect of drug-
policy.

•  It seems that the current goals of the supply reduction policies are not being 

achieved, resulting only in the development of online markets designing ever-new 

and increasingly harmful NPSs. At the same time, the accessibility of illegal sub-

stances in many countries is very easy. Therefore, there should be an assessment 
of the general paradigm and approach to drug policy in the context of the 
availability of drugs.

•  The general approach (at least at the level of declarations) of policymakers is that 

all drug policy areas should be evidence-based. In practice, however, this principle 

does not apply to supply reduction. As a result, we have no evidence-based 
supply reduction policies.

Co-funded by the European Union
Directorate-General for Migration 
and Home Affairs

Conclusions

The conclusions from the civil society experts in drug policy brought 

heated and – as demonstrated above – fruitful discussions. Indeed, 

EU Drugs Strategy 2021-2025 includes numerous provisions that civil 

society organisations applaud. At the same time, it is clear that there 

is still considerable room for improvement. The EU Drug Strategy is not 

a legally binding document, and it has both advantages and disadvan-

tages. On the one hand, countries with ineffective drug policies can 

keep the obsolete solutions. On the other, however, countries attempt-

ing to pioneer in drug policy reform in Europe and striving for effective-

ness can go beyond what is stipulated in the Strategy. The Civil Society 

Forum on Drugs hopes that these recommendations will help both the 

EU- and national-level decision-makers implement the best possible 

solutions and is ready to provide its expertise where needed.


