Disease Control Priorities Project: Illicit Drugs

 Section 1: Nature Causes and Burden of Condition

 This section will summarise the data provided in the chapter on illicit drug  use in the Comparative Risk Assessment project of WHO. This chapter primarily  dealt with the burden of illicit opioid use, especially heroin use throughout  the world. It acknowledged that cannabis is the most widely used illicit drug  and that in some regions stimulant drugs like cocaine and amphetamines are a  major problem but it did not estimate disease burden for these drugs because  there was very little epidemiological data on morbidity and mortality  attributable to their use.

 In the case of illicit opioid use the best data was on premature mortality due  to opioid and other overdose, suicides and accidents, and HIV/AIDS. These  outcomes probably also cause considerable morbidity but the extent of this was  not well documented, even in developed societies. Mortality attributable to  illicit opioid use was estimated in two ways: (1) applying estimates of all  cause mortality from cohorts of illicit opioid users to data on prevalence of  use; and (2) summing estimated annual mortality from AIDS, drug overdose,  suicide and trauma among opioid users.

 In 2000, the median number of global deaths attributed to illicit drugs  (estimated by summing the four causes of death) was 240,483. The median 2000  estimate derived using the all-cause method was 197,383. Both estimates had  wide uncertainty intervals around them (82,365 to 407,689 for sum of four  causes; and 101,751 to 322,456 for all-cause estimates). When crude estimates  of morbidity attributable to illicit drug use were added to mortality, illicit  drug use accounted for 0.7% of global DALYs. The distribution of deaths between  subregions varied between the two methods, reflecting two sources of  considerable uncertainty, (1) uncertainty  about the prevalence of drug use in  different subregions and (2) uncertainty about whether the mortality observed  among illicit drug users in developed countries can be used to estimate  mortality among illicit drug users in developing countries.

 The estimates suggested that illicit drug use was a significant cause of  premature mortality among young adults. This was an under-estimate of total  disease burden attributable to illiict drugs because : (a) there were deficits  in data on mortality attributable to the use of some illicit drugs (most  notably cannabis, stimulants, inhalants and the newer synthetic drugs like  MDMA); (b) there were differences across subregions in the quality of data on  the causes of mortality that were included in the current estimates; (c) there  was an the absence of data that would permit estimates of other types of  mortality and morbidity attributable to illicit drug use, such as hepatitis and  violence.

  Section 2: Interventions

 If we restrict our analyses of interventions to those for illicit opioid use  then the major interventions that we would need to consider include the  following.

 Population-based

 1. Drug control policies, such as prohibition on the manufacture, sale and use  of opioid drugs for non-medical purposes, enforced by law enforcement, fines  and imprisonment;  2. Restrictions on the availability of medically prescribed opioids to prevent  diversion to the black market;  3. Drug education programs (school-based and mass media) that aim to deter  young people from using illicit drugs;  4. Needle and syringe programs that aim to reduce transmission of HIV/AIDS and  other blood-borne viruses among injecting drug users.

 Personal Services

 All the following forms of personal treatment for opioid dependence are usually  delivered via specialist addiction and mental health services.  1. Opioid detoxification using methadone, clonidine and accelerated withdrawal  using opioid antagonists;  2. Methadone maintenance and other forms of agonist opioid maintenance  treatment, such as LAAM, buprenorphine., codeine and heroin;  3. Opioid antagonist maintenance using naltrexone;  4. Drug-free abstinence-oriented treatment in therapeutic communities and  residential treatment;  5. Legally coerced drug treatment using any of the above methods;  6. Potential new treatments, such as drug vaccines, longer acting maintenance  agents and depot formulations of opioid antagonists.

 The delivery of these treatments in primary health care has been successfully  implemented in a number of developed countries including Australia and the UK.  This option should be considered.

 We should consider imprisonment as the most popular treatment for illicit drug  dependence because in most developed societies this is the "treatment" to which  most illicit drug users are exposed.

 Evidence on effectiveness:

 The Cochrane Collaboration has reviewed evidence on the effectiveness of many  of these personal interventions. The estimated effectiveness of newer  treatments (such as drug vaccines) is necessarily more speculative. There are a  number of published assessments of the effectiveness of NSP in preventing HIV  infection among injecting drug users. There are limited quasi-experimental  assessments of the effectiveness of coerced treatment for heroin dependence.  The assessment of the effectiveness of drug control policies has barely begun  although some interesting work has been done in the USA by RAND. There are  assessments of recidivism among imprisoned illicit drug users.  Section 3: Intervention Cost and Cost-effectiveness

 There is a small but growing literature on the cost and cost-effectiveness of  interventions for opioid dependence.

 1. The strongest evidence is on the cost and cost-effectiveness of opioid  agonist maintenance treatments, such as methadone, buprenorphine, and heroin. A  number of large prospective studies in the US in the 1970s and 1980s included  cost-effectiveness analyses of methadone maintenance and drug free forms of  treatment. Similar economic analyses have recently been done in Australia by  the National Drug and Alcohol Research Centre under the supervision of  Professor Chris Doran.  2. There is some literature on the cost-effectiveness of NSP programs although  I do not have any of this to hand.  3. The Drug Policy Research Center at RAND in Santa Monica has undertaken some  comparative economic analyses of  different policies for reducing cocaine  problems in the USA. These included different types of interdiction, treatment  and drug education. The findings of these studies have been contested because  of the necessarily speculative nature of the analyses in the absence of data.  Similar analyses could be done for heroin policies for which there is somewhat  better data.  4. Data are not available on the costs and effectiveness of emerging forms of  treatment such as drug vaccines but some indicative analyses could be done by  assuming that these methods improved upon the effectiveness of existing  treatments by varying amounts.

