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SIXTH MEETING 

Monday, 11 May 1992, at 9h00 

Chairman: Dr С. L. MEAD (Australia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

Prevention and control of drug and alcohol abuse (Resolution WHA42.20; Document A45/7) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that drug and alcohol abuse 
was emerging as a major scourge in several Member States. Although alcohol consumption and alcohol-related 
problems were starting to level off in some European countries, production and consumption of alcohol was 
increasing in a number of developing countries. 

Where detailed epidemiological studies had been carried out, they had reported that a quarter of 
suicides and a third of road-traffic accident fatalities were attributable to alcohol use. In a number of 
developed countries an integrated approach to the reduction of alcohol-related problems had met with 
considerable success. Preventive measures should aim at reducing alcohol consumption as much as possible: 
health education of very young children was one of the most effective methods, and it was also important to 
promote healthy life-styles and to reduce the advertising of alcohol. 

Drug-related problems were being increasingly reported in both developing and developed countries. 
Abuse of licit drugs was also becoming more common, and was now a public health concern in many of the 
least developed parts of the world, where parallel markets were emerging for the sale of drugs without 
prescription. 

The abuse of injectable drugs, such as heroin, cocaine and amphetamines, multiplied health risks, 
especially death due to overdose and the spread of HIV infection. Those consequences of drug abuse were 
being reported even in previously unaffected countries. Less well-recognized but equally significant health 
problems associated with substance abuse included hepatitis, tuberculosis, cardiovascular diseases, 
neuropsychiatrie disorders, accidents, injuries, violence, suicide, sexually transmitted diseases, and fetal distress 
and growth problems among children born to drug-abusing mothers. In addition to its direct impact on health, 
substance abuse had a major impact on work, the family, the economy and community organization. The 
overall social costs went well beyond the immediate health implications. 

WHO's programme on substance abuse promoted research on behavioural, epidemiological and 
economic aspects of substance abuse, supported biomedical research, and was developing an international 
monitoring system to provide for regular reporting of global trends in substance abuse, their health 
implications and the effectiveness of prevention and control measures. WHO would continue to collect, 
compile and assess scientific information on the abuse potential and therapeutic usefulness of new psychoactive 
substances, and would make recommendations to the United Nations Commission on Narcotic Drugs 
concerning appropriate control measures. Support to governments on regulatory control measures for licit 
psychoactive drugs was being strengthened. 

The Executive Board had generally endorsed the directions taken in the prevention and control of drug 
and alcohol abuse, but had emphasized the need for standard terminology and for collaboration and 
coordination with other agencies, particularly within the United Nations system. At the same time it had 
stressed the importance of avoiding duplication, for instance, in information-gathering systems, and had 
suggested that interventions aimed at reducing demand should be clearly identified and integrated into medical 
education and health training programmes. The programme on substance abuse should be linked closely with 
other WHO programmes, especially those concerned with mental health, adolescent and child health, AIDS, 
and health education. 

Mr ORTENDAHL (Sweden) observed that alcohol and drug abuse bred violence, broke up families and 
harmed the minds and bodies of young people. It was a growing problem, particularly among the least 
developed countries, and political upheavals had created new markets for drug dealers and new routes for 
trafficking. The view that the fight against drugs could not be won and that narcotic drugs should be accepted 
as something "normal" was cynical; drug abuse should never be accepted as an integral part of life. On the 
contrary, its gravity was a challenge to each State and to the international community. His delegation rejected 
the view that narcotic drugs should be partially or totally legalized: such an approach would be seen by 



potential abusers as sanctioning drug use and would constitute both non-compliance with treaty obligations and 
a threat to youth. 

Substance abuse was a tragic consequence of destitution and despair; as long as there was 
unemployment and lack of food and shelter, people would seek comfort in alcohol or narcotic drugs. More 
attention should, therefore, be paid to reducing demand for drugs. However, the tide could not be turned by 
concentrating on demand reduction when the market was flooded with narcotics. A combination of demand 
reduction activities and strong measures to control and reduce the supply of illicit drugs offered the best 
chance of success. 

Most drug addicts also abused alcohol; moreover, drug and alcohol abuse involved a variety of 
substances used in combination. Consequently, measures to reduce problems associated with the use of licit 
and illicit substances should recognize the dynamics of interaction between the two. Swedish alcohol policy 
aimed at reducing the total consumption of alcohol in accordance with the targets set by the Regional Office 
for Europe in its recommendations for health for all. Sweden's policy was supported by studies in Sweden and 
other countries showing that the number of heavy consumers and the number of deaths from alcohol-related 
diseases were directly linked to overall consumption levels. The Swedish approach to both alcohol and drug 
abuse was to combine demand reduction activities with measures to control the supply; consequently, limits 
had been set to the market in alcoholic beverages: advertising of spirits, wine and strong beers was prohibited; 
and the domestic manufacture and importation of alcoholic beverages, as well as the retail trade in them, was a 
State monopoly. Information, education and measures to strengthen the social network of people played a key 
role: the new Institute for Public Health, due to start its work in July 1992, would run a special prevention 
programme on alcohol and drug abuse. 

His delegation had noted that the programme on substance abuse sought to highlight demand reduction 
as a fundamental global strategy in the fight against drug and alcohol abuse, and that the Executive Director of 
the United Nations International Drug Control Programme (UNDCP) had referred to the WHO programme 
as a principal partner of UNDCP in the area of demand reduction. The Swedish Government strongly 
supported the programme on substance abuse and urged other governments to do so. 

Dr ABU BAKAR Suleiman (Malaysia) fully endorsed WHO's programme strategies and activities aimed 
at the prevention and control of drug and alcohol abuse; some of the measures were consistent with measures 
that had been implemented in Malaysia, which had had for many years a comprehensive and multisectoral 
programme on prevention and control of drug abuse, with strong government backing. The Malaysian national 
drug regulatory authority had paid particular attention to the assessment of abuse potential and therapeutic 
usefulness of psychotropic drugs, and appropriate control measures had been taken. Malaysia also restricted 
the distribution of psychoactive drugs, reflecting its concern that the trade promotion of such drugs through 
free samples might influence prescribing habits and rational drug use. 

Mrs MATTHIAS (Canada) commended WHO's initiative on substance abuse, which was a major health 
and social problem. The Canadian Minister of Health had just announced the renewal of Canada's drug 
strategy for an additional five years: the strategy would build on the momentum of the first five years, with 
prevention and promotion as its key elements. All those involved realized that there was no simple solution to 
Canada's drug problem and that a long-term commitment was required. A balanced approach focusing on 
both demand and supply reduction was critical to success. 

The renewed strategy was committed to helping high-risk groups, especially youth. Canada supported 
WHO's collaborative approach: it had realized during the first five years of its strategy that the issue was too 
big, complex and expensive for any one group, including governments, to resolve in isolation. Partnerships 
were needed at all levels, including the international level. At the local level, communities wished to take 
charge of their own drug problems and solutions; assisting them would mean maximum impact for the strategy 
at minimum cost. 

In that regard, she urged WHO to consider the successful approaches to reduction of substance abuse 
used by Canadian First Nations, Canadian Indians. Three elements in their success were: first, grounding 
treatment and after-care approaches in traditional cultural and spiritual practices, for example, sweetgrass 
ceremonies and sweatlodges; second，community healing based on collective responsibility for the problem of 
alcohol and drug abuse and involvement of the whole community in its solution, both by supporting individual 
substance abusers and by changing community behaviour to eliminate actions that encouraged or promoted 
continued abuse. There were communities in which the vast majority had been heavy drinkers but were now 
sober. The third element was training of community workers to assist in delivery and coordination of 
programmes. The Canadian experience thus suggested that WHO should include both individual and collective 
strategies for maximum success, and that the cultural and spiritual dimension should be included from the 



outset. There were a variety of examples to build on: Alkali Lake in British Columbia, treatment and 
community training centres such as Nechi Poundmakers in Alberta, and "Healing the Spirit Worldwide", an 
international conference to be held in Alberta in July 1992. 

Two ideas emerging from the Canadian experience should be included in WHO，s planning: first, the 
preparation of programmes to support people in dealing with painful underlying issues that would emerge only 
when they were in recovery. For example, Canada was now trying to assist survivors of child sexual and 
physical abuse and "mission-school syndrome", problems that had been shown to be pervasive once the screen 
of active alcohol and drug abuse had been partly pulled away. Second, efforts had to be focused on young girls 
and women of child-bearing age, in order to minimize the incidence of fetal alcohol syndrome and fetal 
alcohol-effect, since children thus affected had profound developmental and care needs. 

Dr CICOGNA (Italy) said that in Italy during 1991 an estimated 73 000 drug abusers had been enroled 
for treatment at the more than 500 public drug addiction facilities. Each day some 40 000 drug abusers 
received treatment and an additional 2500 were in contact with the public services without undergoing 
treatment. Of those under treatment, 91% were primarily heroin abusers, 4% primarily cannabis abusers and 
1.3% cocaine abusers. Users of more than one drug were estimated at about 70% of the drug-using 
population; of that group about 35% used cannabis as a secondary substance of abuse and 10% used cocaine. 
Almost 70% of adult AIDS sufferers were drug addicts, and about 31% of drug abusers undergoing treatment 
were seropositive for HIV. 

About 37% of treated drug addicts received psychosocial treatment; and about 57% received 
pharmacological and psychosocial treatment, with about two-thirds of that sub-group, or one-third of the total 
number in treatment, receiving methadone. About 5% of those under treatment received only pharmacological 
therapy. In 1991, the proportion of those receiving only pharmacological treatment had decreased by four 
times compared to the previous year, whereas the proportion undergoing both pharmacological and 
psychosocial treatment had increased by 20% compared with the total number of persons under treatment. 

In 1991, in compliance with the new Italian law on drug abuse, the following measures had been adopted: 
in the field of information and education，the second national campaign on information had been implemented, 
with a far greater dissuasive character than that of 1990, and 5000 high-school teachers had attended training 
courses aimed at prevention activities in schools; in the field of treatment US$ 200 million had been allocated 
to regional health authorities to expand drug abuse public services with the aim of ensuring the functioning of 
public facilities along the lines set out in a ministry of health decree. The decree established the following 
tasks for drug abuse services: information and prevention; diagnosis; medical and pharmacological treatment, 
psychological treatment and social rehabilitation; prevention of HIV infection and psychological support and 
counselling for those seropositive for HIV, and cooperation with therapeutic communities in carrying out social 
rehabilitation programmes. 

So far as treatment with substitution drugs was concerned, a recent decree by the Minister of Health 
allowed the use of oral methadone in the treatment of heroin addicts who had failed with other kinds of 
treatment. The decree established that methadone might be given to drug addicts only by public health 
services, to ensure correct use of the drug，and only in conjunction with psychological treatment. 

Considerable sums had been allocated for the training of public and private service workers, which took 
account of the problems arising from the treatment of HIV-seropositive drug abusers. The Ministry of Health 
had provided specific guidelines for the implementation of training courses. 

Finally, in pursuance of the United Nations Global Programme of Action, the Italian Ministry of Health, 
in addition to establishing a WHO collaborating centre on substance abuse, had recently drawn up an 
agreement with the United Nations Interregional Crime and Justice Research Institute with the purpose of 
setting up a centre for documentation, research and training in the field of drug abuse. The centre would be 
available as a point of reference not only for Italy but also for the international community. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that the establishment of 
the programme on substance abuse was a most important development and he was very encouraged by the 
progress made. The United Kingdom had been pleased to be one of the first contributors to the Programme 
and had hosted an informal meeting of donors and interested parties in 1991. It would host a second informal 
meeting on 18 June 1992 to examine progress in 1991 and plans for 1992. The United Kingdom would 
continue to provide extrabudgetary support and it would encourage other Member States to become donors. 

The International Conference on Drug and Alcohol Abuse arranged by the Vatican Pontifical Council in 
November 1991 had shown that there were many similarities between drug and alcohol abuse but that there 
were also differences. Hence, in the United Kingdom, efforts were made to keep the health education 



messages separate. The message "Drink sensibly" did not go well with "Say no to drugs". There were also 
practical difficulties in providing services for people with alcohol problems alongside drug misusers. 

In the United Kingdom, the alcohol industry was actively helping in the campaign to reduce alcohol 
misuse. That cooperation was welcome and was to be encouraged. The United Kingdom was also fortunate in 
that the 12 government departments with an interest in alcohol misuse met regularly to coordinate strategies. 

The medical profession in the United Kingdom had agreed upon a quantified sensible drinking message. 
People were unlikely to damage their health if they drank less than 21 units of alcohol per week for men and 
14 units per week for women. Above those levels, the risk of harm increased progressively and imbibing more 
than 50 units per week for men or 35 units per week for women was definitely dangerous. The unit was 
8 grams of pure alcohol, which was roughly equivalent to half a pint of ordinary strength beer, a glass of wine, 
or a pub measure of spirits. It would be helpful if WHO were to agree on a standard measure of alcohol 
intake that could be universally accepted. 

In 1991，a special "Women and alcohol" initiative had been launched with the aim of affirming the 
influence of women in moderating alcohol consumption and ensuring that services were sympathetic to the 
specific predicaments of women who had to support problem drinkers or who themselves had a drink problem. 

In the area of prevention and control of drug abuse, the United Kingdom Government was increasing its 
support to its drug demand reduction task force in which it was cooperating constructively with a number of 
other countries. 

He stressed the importance of cooperation between the WHO Programme and other international drug 
control agencies and hoped that all Member States would strongly promote such collaboration. 

Mr RODRIGUEZ SAN MARTIN (Bolivia) said that his country was a producer of licit substances such 
as alcohol, tobacco and various volatile solvents, as well as illicit substances, in particular cocaine 
hydrochloride, coca paste and，to a lesser extent, marihuana. In addition, alcoholic drink and psychotropic 
drugs entered the country either legally or as contraband. Hence there was an excessive supply of substances 
liable to produce dependence. 

The consumption of licit and illicit drugs seriously damaged the health of the Bolivian population, 
particularly affecting the productive sector and vulnerable groups such as the poor and the young. 

Despite enormous difficulties, Bolivia had produced significant results in its campaign against the 
production, traffic and illicit supply of cocaine. As a result it had received considerable support from 
international organizations and in the form of bilateral aid. Nevertheless, problems connected with the 
demand for and consumption or psychoactive substances - particularly the damage to health caused by such 
substances - had been relegated to the background if not completely ignored by international agencies. 

During his recent visit to the Forty-fifth World Health Assembly, the Bolivian President had thanked the 
Director-General for WHO，s help with preventive programmes to decrease the demand for psychoactive 
substances and the problems associated with their consumption. Bolivia was particularly grateful to the 
Programme on Substance Abuse which, from its very inception, had supported the Ministry for Social 
Protection and Public Health in various initiatives, culminating in the joint WHO/UNDCP mission which on 
18 May would begin implementation of the national plan for reduction in the demand for drugs. The plan 
would be a model for other countries in the region since it had the dual objective of covering all psychoactive 
substances and of coordinating all international aid that might be offered to Bolivia. He urged international 
agencies and friendly governments to intensify their support to the WHO programme to enable his 
Government to achieve its aim of health for all its citizens and the construction of a society free from drug 
abuse. 

Mrs KADANDARA (Zimbabwe) said that the vulnerability of the young and other segments of the 
community in danger from drug abuse and alcohol consumption was a major concern to her country. The 
statistics in carnage on the roads and the stress on families and on the community at large made sad reading. 
A major aim of her Government was to promote better life-styles and a change of attitude to the use of drugs 
and alcohol, and there was a need for extensive educational strategies to effect such change. Moreover further 
studies were required to assess the extent of drug use. 

The existing national committees dealing with drug and alcohol abuse，and accident prevention had done 
a sterling job but their resources were limited and they would be grateful for any additional assistance that 
WHO could provide. The drought affecting Zimbabwe was of major concern and the country could not afford 
any additional escalation of drug and alcohol abuse. Training guidelines should be drawn up so that all health 
workers might be trained to support and help individuals, families and the community; her Government was 
requesting assistance from WHO in that area. 



Dr ADAMS (Australia) said that Australia's national campaign against drug abuse, which had been 
operational since 1985，did not rely on a single strategy but offered a comprehensive approach encompassing 
education, treatment, rehabilitation, research’ awareness raising, and law enforcement. It emphasized the 
prevention of drug abuse through demand reduction while maintaining efforts to control supplies. As 
evaluation was a key component in any effective strategy, the campaign underwent a comprehensive evaluation 
every three years to determine what was successful and what was not. In that connection, he suggested that 
WHO's programme on substance abuse should act as a clearing house for worldwide information so that time 
and money would not be wasted on programmes that would not succeed. Australia had developed national 
health policies on alcohol, tobacco, amphetamines, cocaine and other psychostimulants, and guidelines for the 
use of methadone. Moreover, at a recent national campaign meeting, the development of national guidelines 
on cannabis had been urged. He urged WHO to consider providing international guidelines on cannabis, a 
drug, that had to a large extent been ignored to date. 

Australia supported the WHO programme on substance abuse and also coordination between the 
programme and UÑDCP, which was vital to avoid duplication and to ensure the most effective use of scarce 
resources. Furthermore, activities related to the problem of nicotine, one of the most addictive drugs known 
were, structurally, rather far removed from the programme on substance abuse; WHO should consider 
incorporating the tobacco or health programme in the programme on substance abuse under the general 
umbrella of health promotion. 

In Australia, tobacco was addressed within the national campaign against drug abuse. All tobacco 
advertising through sports sponsorship would be phased out by June 1993，thus extending already existing bans 
on tobacco advertising. There were proposals for much tougher labelling of tobacco and cigarette packages, 
and the implications of a Federal Court ruling on passive smoking were being reviewed to see whether 
smoking could be banned in restaurants and on international airlines. 

A recent study had estimated that drug abuse in Australia had cost in excess of 14 billion dollars in 1988. 
Tobacco had been the most costly substance, accounting for 47.5% of the total, abuse of alcohol had accounted 
for 41.9%, and illicit drugs for another 10%. 

A number of demand reduction campaigns were being undertaken through the media with particular 
attention being paid to young women and smoking; adolescent alcohol abuse，particularly binge drinking; 
adult alcohol consumption; and amphetamine use. In connection with adult alcohol consumption, he 
supported the United Kingdom delegate's suggestion that WHO should propose an international standard for 
the measurement of alcohol intake. 

Finally, he paid tribute to the assistance received from Canada in terms of Canadian native peoples 
making contact with indigenous aboriginal people in Australia to develop programmes relating to community 
healing and the cultural and spiritual aspects of alcohol abuse. 

Professor POORWO SOEDARMO (Indonesia) said that although there had been no increase in the 
number of drug abusers in Indonesia over the past 10 years，as trends had changed, abuse of psychotropic 
substances had increased; however, no fatal cases due to overdose had so far been recorded. Although his 
country was frequently used as a drug transit area, illicit drug use was under control. Preventive efforts 
covered: reduction of domestic and foreign narcotic supplies on the black market，with the eradication of 
cannabis; regulation and enforcement; prevention aimed at groups, especially young people, having no access 
to drugs, or showing symptoms of drug abuse; and the rehabilitation of former abusers. 

He agreed with the view expressed in the progress report that although the health sector had a key role 
to play in stimulating and sustaining action to reduce alcohol and drug abuse, the health sector alone could not 
achieve all that was desired. His Government supported the WHO programme on substance abuse. 

Dr MIYAKE (Japan) said that substance abuse had become widespread and was seriously affecting the 
health and welfare of people throughout the world. In order to address the problem effectively, measures for 
reducing illicit demand for drugs were as important as those for supply control. His delegation therefore 
endorsed WHO's intensified efforts at demand reduction undertaken by the programme on substance abuse. 
His Government would continue its financial support for those activities and wished to collaborate with the 
programme in some technical fields. 

In intensifying activities for demand reduction, he hoped that WHO would strengthen its coordination 
with UNDCP and other United Nations organizations in order to avoid duplication of effort. With its 
technical expertise in treatment，rehabilitation and prevention through primary health care，WHO was suited to 
play a leadership role in many areas of demand reduction and should continue to take the initiative in those 
fields. 



Professor OKELO (Kenya) said that his delegation endorsed the Director-General's progress report. No 
country could tackle the problem of substance abuse alone. Moreover, advertisements for licit drugs in 
developing countries were highly effective and difficult to counter. 

Kenya had introduced a number of initiatives for the prevention of substance abuse. A national 
awareness exercise was currently under way, and health education programmes had been organized in 
secondary schools. The Government planned to establish a number of treatment and rehabilitation centres. 

His country would welcome WHO assistance in the areas of prevention, demand reduction, strengthening 
of rehabilitation efforts and increasing regional awareness of drug and alcohol problems in eastern Africa. 

The delegate of Australia was right to stress the importance of sharing information and resources; in 
that way, countries could adopt programmes which had already proved successful elsewhere. 

Dr NO VELLO (United States of America) commended the WHO programme on substance abuse and 
its activities in international narcotics control, including the important area of demand reduction. In addition 
to the many adverse effects on health, drug and alcohol abuse also had important social effects, with 
implications for productivity at work and for the families of addicts. 

Member States’ financial support for the programme showed their faith in WHO's role in international 
narcotics control; voluntary contributions already amounted to more than five times the WHO regular budget 
for the Programme. The United States of America, one of the first contributors, called upon other Member 
States to contribute to the programme and participate actively in its work. She looked forward to receiving 
further details about the programme's projects in future reports. 

It was essential to improve narcotics control activities within primary health care systems, as WHO 
planned to do. The inclusion of prevention, treatment and rehabilitation activities in national health 
programmes should lead to a reduction in substance abuse. WHO's collaboration with UNDCP and other 
specialized agencies was most welcome. It was particularly important for agencies to cooperate and coordinate 
their activities in order to avoid duplication. Her country hoped that WHO would make a substantive 
contribution to any revision of the Global Programme of Action, intended to encourage international narcotics 
control initiatives throughout the United Nations system. 

Measures to reduce alcohol and drug abuse were an essential element of any country's economic 
development programme. The countries of the world must rid themselves of the scourge of drug and alcohol 
abuse if they were to achieve their full potential. / 

Dr SIDHOM (Tunisia) commended the Director-General's progress report. Drug abuse contributed 
greatly to a number of health and psychosocial problems, and developing countries and poor and 
underprivileged communities were often the most seriously affected. In such a situation, it was right that 
WHO and other United Nations bodies should have set up a worldwide programme to combat substance 
abuse. 

In his own country, there was a lack of detailed and objective information about substance abuse; 
however, some data did exist to suggest that alcohol consumption and the medical use of certain psychoactive 
drugs was increasing; studies were needed to confirm that empirical evidence. 

Hard drugs were not commonly used in Tunisia, although there was some evidence of occasional use of 
psychotropic substances. A number of drug consignments had been seized on their way through Tunisia to 
other countries. The government campaign against drug and alcohol abuse, part of the national mental health 
programme adopted in June 1990, was organized by the Ministry of Public Health with technical and financial 
support from WHO, and also involved the ministries concerned with social affairs, the interior, education and 
science, justice and children. The programme concentrated on training for health workers about the most 
frequently encountered psychiatric disorders. Tunisia was now in a position to keep a record of all cases of 
substance abuse on the basis of data provided by the health and social sector and the legal system. 
Participation in the "abuse trends linkage alerting system" (ATLAS) would also help to improve notification of 
drug abuse cases. Monitoring efforts emphasized the involvement of community groups or individuals with 
particular experience in the field. The Ministry of Public Health had prepared a number of broadcasts and 
press articles giving details of a number of small-scale studies on drug and alcohol abuse and their adverse 
effects. Such warning messages could be reinforced by other means, such as the activities of nongovernmental 
organizations. Other preventive measures, such as the promotion of family unity, stress management, prudence 
in the prescribing of psychotropic drugs and greater control over self-medication, were receiving more and 
more attention from physicians in both the private sector and the national health service. Thus, although the 
current campaign against drug and alcohol abuse was small in scale, it was capable of being extended in an 
integrated and multisectoral manner. 



All countries were vulnerable to the problems caused by drug and alcohol abuse, although the situation in 
Tunisia at present was not too serious. His country had, accordingly, established a multisectoral national drugs 
committee under the chairmanship of the Minister of Health, which showed the emphasis placed by the 
Government on prevention and a treatment-based approach to the problem. With United Nations assistance, 
Tunisia had also drawn up a programme to develop the human, material and medical resources it needed. 

Tunisia appealed to all countries and organizations involved in the fight against drugs to act quickly while 
there was still time; the earlier preventive measures were taken, the more effective they would be. 

Professor MATTHEIS (Germany) said that the drug and alcohol problem was evidence of the fact that 
improved communications throughout the world led to an exchange not only of good things, but of bad ones as 
well. Her delegation welcomed the amalgamation of the WHO programmes on drug and alcohol abuse, which 
had already attracted additional financial support from Member States. 

Education on the dangers of substance abuse should begin as early as possible. Children who were 
taught from an early age to decide things for themselves would be better able to withstand peer group pressure 
later, and constructive leisure activities would provide a positive alternative to drug and alcohol consumption. 
It might be difficult to put across such a simple message to parents and teachers, but it was essential to do so. 
Her delegation was pleased to note from paragraph 12 of the report that worldwide research was to be 
undertaken on the psychosocial aspect of substance abuse, as well as the biomedical aspects. 

The primary health care network had an important role to play in the prevention of substance abuse. In 
her country, general practitioners had not carried out their task of secondary prevention properly (especially 
the early detection of addiction to alcohol), partly because they seemed reluctant to evaluate their own level of 
alcohol consumption. 

WHO's plan to strengthen the links between the programme on substance abuse and the tobacco or 
health programme seemed appropriate, since many substance abusers were also heavy smokers and thus ran a 
double risk. The prevention of substance abuse was one of the cornerstones of the health-for-all policy, and 
her delegation strongly supported the programme. 

Mrs MANYENENG (Botswana), commended the Director-GeneraPs progress report and agreed that the 
health sector had a key role to play in effective action to reduce the demand for alcohol and drugs at the 
international, national and community levels. Health promotion, public education and information for health 
could do much to deal with the causes and consequences of substance abuse. A recent study had indicated the 
potentially serious implications of substance abuse for socioeconomic development in Botswana. A recent 
phenomenon was the tendency to glue sniffing among street children, which was one sign of the social ill-health 
that could lead to a vicious circle of human suffering, social disruption and loss of life. The spread of HIV 
infection and many road traffic accidents were closely linked to drug and alcohol abuse respectively. 

Botswana had set up programmes to tackle the problem, adopting an intersectoral approach, and had 
recently revised its drug control legislation. Nevertheless, its programmes and activities required further 
strengthening. Her country supported the programme under discussion and looked forward to further 
cooperation with WHO and other partners in all areas of health development, including the fight against 
substance abuse. 

Dr VAN ETTEN (Netherlands) endorsed the Director-General's proposals concerning the programme 
on substance abuse. However, it was essential to ensure proper coordination with UNDCP. His Government 
was currently considering a request for financial support for the WHO programme. 

Over the past decade, his Government had implemented a number of policies and programmes to 
combat drug and alcohol abuse with some success; alcohol consumption and related problems had declined 
and the use of drugs and the number of drug-related deaths had stabilized. The Netherlands Ministry of 
Health was participating in the development of a European alcohol action plan, which the WHO Regional 
Office for Europe would present at the next meeting of the Regional Committee. 

Dr MELKAS (Finland) endorsed the report before the Committee. The production and use of illicit 
drugs was a major economic, social and health problem throughout the world. WHO had an important role to 
play in United Nations efforts in that field, especially concerning alcohol abuse and its related problems. 
Although alcohol consumption was stabilizing in some industrialized countries, it was rising in developing 
countries; his delegation had noted with concern reports of increasing alcohol problems in Africa, the 
Americas and the Western Pacific. His delegation supported WHO's activities to combat alcohol abuse. 



Dr ABDELRAHMAN (Sudan) said that drug and alcohol abuse involved moral and religious issues, 
because of its negative effects on human beings. It was rejected by all religions and traditions; in Islam it was 
considered a mortal sin. A more positive approach among Muslim groups fighting for their rights had led to a 
decline in drug and alcohol abuse. In his view, any use of alcohol or drugs constituted abuse. 

Remarkable success had been achieved by WHO in its attempts to control tobacco smoking. The 
Organization should take more positive measures to control other forms of drug and alcohol abuse, thus giving 
a lead to other international organizations. Such efforts should be supported by the international community. 

Dr AL-ZAHRANY (Saudi Arabia) said that drug abuse was a major issue in his country, particularly in 
relation to drugs used for medical purposes. There was a need for an international approach to the problem, 
including joint research by a number of countries. He agreed with the points made by the delegate of Sudan, 
which matched the experience in his own country. Import of drugs was strictly controlled in Saudi Arabia, and 
use was carefully monitored; drug trafficking was prohibited. He supported the proposals contained in the 
progress report, and attached particular importance to joint cooperation. 

Dr ZUE-N'DONG (Gabon) said, that to combat drug addiction, which was a major public health 
problem, a legislative framework and appropriate structures were being developed in his country. The 
appointment of an inter-ministerial commission for combating drug abuse by the Office of the Prime Minister 
was also being considered. The Ministry of Health was in the process of defining a national policy on the 
prevention control and treatment of drug abuse. Gabon had a central drug control office, under the direction 
of the Ministry of Defence, and a toxicology laboratory, which was the responsibility of the Faculty of 
Medicine. A number of activities had been organized, such as a seminar in April 1992 for training doctors and 
pharmacists, financed with the assistance of UNDCP. An epidemiological study was planned for the current 
year covering the whole country. 

Dr GEORGE (Gambia), endorsing the progress report, stressed that the most common result of abuse in 
developing countries was mental ill-health. In his country 60% of admissions of young people to mental health 
institutions were related to drug psychoses. Such countries lacked the necessary infrastructure and capacity to 
address such problems. Treatment and rehabilitation was expensive therefore emphasis in the programme 
should be placed on supply reduction and prevention. 

Dr BEZDEKOVA (Czechoslovakia) commended the progress Report. Her Government would 
concentrate on preventive measures on fulfilling the recommendations of WHO and the Pompidou Group in 
dealing with substance abuse issues. However, anti-drug and anti-smoking campaigns organized four years 
earlier had not been very effective, owing to lack of public confidence in the communication media. Her 
country's current programmes were now based on strategies and priorities established by WHO, and close 
liaison with the National Centre for Health Promotion in Prague which was coordinating health-for-all 
activities. Following a change in policy, the Ministry of Health cooperated with voluntary associations and 
activity groups such as the Prague Centre for Drug Addiction, and FOKUS, an organization formed by young 
psychiatrists, psychologists and artists active in the area of drug addiction and AIDS prevention. With the 
support of western colleagues, FOKUS was reviving non-restraining psychiatry. 

Relations with the mass media had improved, and a number of programmes on drug abuse and AIDS 
had been broadcast. A variety of qualified laymen and non-medical professionals such as clergymen, teachers, 
sports trainers and artists were involved in developing new programmes. 

Because of the low incidence of AIDS and hard drug abuse in her country, it was necessary to rely on 
the experience of other countries. Her country had developed three new programmes to combat drug abuse, 
using both psychotherapeutic and sociotherapeutic approaches, although progress was hampered by lack of 
resources. The emphasis on family and community influences was based on well-established and successful 
methods for the treatment of alcoholics. One organization, Droga Stop, planned to rebuild and restructure the 
Centre for Drug Abuse, combining it with the Family Sociotherapeutic Centre. 

She fully supported the recommendations of WHO in the field of alcohol and drug abuse control and 
urged other countries to do so. 

Mr MISRA (India) commended the initiatives taken by WHO. He recalled that India had traditionally 
been against alcohol abuse and had introduced prohibition in 1950. That policy had created more problems 
than it had solved and had now been largely abandoned. Nevertheless, the production and sale of alcohol was 
strictly regulated, and still banned in two states. Although energetic health education campaigns had been 
undertaken, alcohol abuse remained a serious problem, especially among the poorest sections of society, where 



it not only damaged health but deprived the family of scarce resources. The poor resorted to alcohol to escape 
the misery of their everyday lives. There was thus a need to improve their living conditions, an area in which 
the international community should help. 

As a result of its geographical situation, his country was on a transit route for drugs carried to the west. 
That traffic and the availability of illicit drugs had led to drug abuse by some people in his country. India had 
stringent controls on drug abuse, and its efforts to control trafficking had won international acclaim. However, 
there was also a need to control production at source. * 

He agreed with the delegate of Australia that tobacco should be included in the programme for 
substance abuse. Tobacco was perhaps a greater hazard than drugs or alcohol; in India, 50% of cancers in 
males were attributable to tobacco, either smoked or chewed. 

Mr MANCIAUX (France) said that while the Director-General's progress report was of interest, he 
regretted that it had amalgamated a number of subjects that were not entirely similar. While there was a real 
problem of multiple addiction, a more modular approach would have been preferable both in the documents, 
in public policy and in actions in the field. Different methods were required for prevention of alcoholism, 
abuse of licit drugs, such as medicines, and abuse of illicit drugs. 

He wished to emphasize his Government's determined policies in that field; a 1991 law had severely 
restricted advertising of alcoholic drinks; and smoking was being prohibited in a growing number of public 
places. For the first time in international sport, following an agreement between the International Olympic 
Committee, France and WHO, the Winter Olympics held in Albertville had been alcohol and tobacco free. 

While commending WHO on its activities concerning drug and alcohol abuse, his delegation stressed the 
need for closer cooperation with Member States, other relevant United Nations agencies and nongovernmental 
organizations, in a concerted action to check such abuses. Bearing in mind that young people were particularly 
affected by forms of drug addiction, and that the links with HIV infection aggravated their pathogenic role, 
there was an urgent need to step up the battle at all levels. 

The meeting rose at 10h45. 


