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The Royal Society for Public Health (RSPH) is an independent health education
charity, dedicated to protecting and promoting the public’s health and wellbeing. We
are the world’s longest-established public health body with over 6,500 members
drawn from the public health community both in the UK and internationally. Since the
publication of our landmark drug policy report, Taking a New Line on Drugs, in June
2016,1 RSPH has played a proactive role in advocating for a public health-based
approach to drug policy in the UK.
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For the purposes of this inquiry, we have responded only to the terms of reference
most relevant to our work to date on this issue.

What is the extent of health harms resulting from drug use?
3

All drug use increases the risk of some form of related harm, be it to the individual,
those around them, wider society, or all three.
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The majority of mortality from illegal drugs is due to accidental poisoning, which
accounted for more than three quarters of recorded illegal drug misuse deaths in
20122. More than four in five are related to opiate use3. Since 2012, the total number
of deaths due to drug misuse has risen yearly (with the exception of a slight reduction
in 2017).4
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Although overall illegal drug use in England and Wales has fallen slightly over the
course of the past decade, trends in use are not all, or the most important part of, the
picture – they must be compared with trends in resultant harm, which are not
declining in line with use, and are in many cases increasing. In England the crude
death rate associated with illegal drug misuse has more than doubled in the past 24
years, from 15.8 per one million population in 1993, to 42.7 per million population in
20175. In Wales the figures went from 10.8 per million to 64.5 per million over the
same time period. Within this, males are more than two and a half times (2.58) more
likely to die through drug misuse than females, and those between the ages of 30
and 50 are also more at risk.

6

There is a complex interplay between drug use and mental health. People often use
drugs for positive psychological effects at the time of use, such as increased
sociability, energy, improved mood, euphoria or hallucinations6. Conversely, both
during and after use, some drugs can leave users feeling anxious, depressed,
irritable, confused and/or paranoid, depending on the substance and manner of use7.
Continued use can have further effects on mood, including chronic depression,
anxiety and in some cases, psychosis8. Prolonged use of some drugs has also been
linked with higher rates of suicide – individuals with a substance abuse disorder are
six times more likely than non-drug users to attempt to take their own life9.
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However, it must be noted that it is very difficult to assess the scale of the impact of
drug use on longer term mental health, as the relationship between the two is so
complex. While certain drugs can initiate or make existing mental health conditions
1

worse – for example, there is evidence to suggest that cannabis use is a risk factor in
developing symptoms of psychosis and that prolonged use may increase the risk of
psychotic disorder by impacting on the persistence of symptoms10 – people with preexisting mental health conditions are also more likely to turn to substance use in the
first place11.
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Although it is widely acknowledged that there is indeed harm from illicit drug use, it
does not follow that criminalisation is the most effective way of reducing these harms.
Different policy approaches can have very different impacts on the degree of societal
and user harm from illicit drug use, as discussed below.
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Furthermore, drug harm is also known to be unevenly distributed towards those from
more socio-economically deprived groups. For instance, someone earning less than
£10,000 a year is almost five times as likely to be a frequent illegal drug user as
someone earning £50,000 or more12. There is therefore a correlation between
deprivation rates and drug-related mortality rates across the regions of England.

10 Finally, it is important to place health harms from illicit drugs in perspective against
the harm from legal drugs such as alcohol and tobacco – both of which are deeply
embedded in our society. Despite increased awareness of significant harm to users,
they continue to be used widely by all sections of the population. High levels of harm,
both to users and those around them, are prevalent due to the ease of acquisition
and social acceptability that accompanies their legal status. At individual and
population level, alcohol and tobacco cause greater health and social harm than
many of their illegal counterparts13.

What are the reasons for both the initial and the continued, sustained use of
drugs? This refers to the wide spectrum of use, from high-risk use to the
normalisation of recreational use.
11 People initially experiment with drugs for a variety of reasons: out of curiosity,
because of peer pressures or rebelliousness. This initial experimentation typically
occurs at a young age – up to half of young people may have experimented with
illegal drugs or solvents by the time they are 1614. They continue to use them, among
other reasons, to relax, to become intoxicated, for pleasure, for escapism, to lose
inhibitions, to enhance socialising and other activities, to self-medicate and relieve
pain, to improve mood or, in some cases, to relieve cravings linked to dependence15.
This dependence can also result from prolonged use of prescribed medication, such
as opiate-based painkillers.
12 It should also be noted that there is a wider environmental context in which certain
groups are more likely to initiate drug use than others. On top of individual
predispositions, law enforcement and historical, social and economic forces all help
determine who is exposed to which drugs. Poverty, unemployment and social
deprivation are particularly significant factors that contribute to more risky patterns of
substance use16.
13 Some individuals are more likely to engage in riskier substance use than others17.
Those with pre-existing mental health conditions, including anxiety and depression,
are particularly at risk18. It is estimated that up to half of people with mental health
problems also have current alcohol or other drug issues19.
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Is policy sufficiently geared towards treatment? This includes the extent to which
health is prioritised, in the context of the Government’s criminal justice-led
approach.
14 RSPH believes that the current system, with drugs strategy led by the Home Office
rather than the Department of Health and Social Care (DHSC), is detrimental to the
aim of reducing harm from illicit drugs.
15 Illegal drugs strategy should sit under the lead of DHSC – with ring-fenced funding
transferred from the Home Office to DHSC accordingly. There should be close
alignment with alcohol and tobacco strategies, guided by a set of common principles.
This would create greater opportunities to share learning and best practice and
develop interventions that address cross-cutting issues of addiction and substance
misuse. This would enable a greater priority to be set on health outcomes, through
evidence-based harm reduction interventions.
16 Bringing strategies for alcohol, tobacco and other drugs closer together in this way
would help fundamentally reframe the way we perceive and address substance
misuse in terms of relative harm, and allow resources to be targeted where they can
have the greatest impact. It would help de-stigmatise illegal drug users, with positive
implications for take-up of treatment services.
17 RSPH believes criminalising drug users can undermine chances for good health and
wellbeing, both in the short and long term. Criminalisation also exacerbates health
and wellbeing inequalities, since its effects are more likely to be felt among certain
ethnic and socio-economically disadvantaged groups. RSPH has called for the
decriminalisation of personal possession and use of illegal substances, and for users
instead to be diverted into the health system where possible.

What would a high-quality, evidence-based response to drugs look like?
18 RSPH recommends a public health approach to drugs strategy that moves away
from criminal sanctions. The five key pillars of this framework are:
i.
Closely aligned, health-led strategies: transferring lead responsibility for
UK illegal drugs strategy to DHSC, and more closely aligning it with alcohol
and tobacco strategies.
ii.
Prevention through universal education: Introducing comprehensive,
statutory PSHE in schools, with evidence-based drugs education as a
mandatory component.
iii.
Beyond legal classification: evidence-based drug harm profiles:
Informing strategies and enforcement priorities using holistic, evidence-based
drug harm profiles and rankings and using these for public health messaging,
rather than the current ‘A, B, C’ legal classification.
iv.
Decriminalising drug users: Decriminalising the personal possession and
use of illegal substances and where helpful, diverting users into the health
system. The evidence relating to any potential health benefits or harm from
legal, regulated supply should be kept under review.
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Supporting individuals to reduce and recover from harm: Exploiting the
potential of the wider public health workforce to support and direct drug users
into treatment services.
For a more detailed description of RSPH’s recommended approach to drugs policy,
see Taking a New Line on Drugs20.
v.

What responses to drugs internationally stand out as particularly innovative and /
or relevant, and what evidence is there of impact in these cases?
19 In 2001, Portugal took the decision to remove criminal sanctions for the personal
possession and use of all illegal drugs and instead focus on harm-reduction and
health promotion. It had become clear that the country’s previous approach of strong
prohibition, enforcement and prosecution had failed: by 1999, Portugal had reached
crisis point, with almost 100,000 heroin addicts and the highest rate of drug-related
AIDS deaths in Europe21. In the years since decriminalisation and reorientation of
resources to health promotion and harm reduction:
a. New cases of HIV among those who inject drugs have declined dramatically,
from 1,016 in 2001 to 56 in 2012.
b. Problem drug use has declined in 15-24 year olds.
c. Deaths due to drug use have fallen significantly, from 80 in 2001 to 16 in
2012.
d. Cases of hepatitis C and B have both fallen in the drug using population.
e. Overall levels of drug use are now below the European average22.
f.

Social costs, including both indirect health costs and direct costs associated
with the legal system, have fallen by 18%23.

20 Countries such as the Netherlands, Canada, and Switzerland have all moved
towards harm reduction approaches, including steps such as decriminalising use,
introducing safe consumption facilities, and reprioritising with a focus on prevention
and treatment. In each case the results have been positive, with reductions in
problem drug use and improvements in health outcomes. For a summary of the
specific programmes and outcomes in these countries, see our report Taking a New
Line on Drugs24.
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