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2.1

Introduction

The WHO Expert Committee on Drug Dependence met in Geneva from
28 September to 2 October 1992. The meeting was opened on behalf of
the Director-General by Dr Hu Ching-Li, Assistant Director-General,
who stressed the long-standing close relationship between the work of the
Committee and that of the United Nations in the international effort to
control dependence-producing drugs. Since an Expert Committee first
met in 1949 to consider habit-forming drugs (7), the Committee had been
given the task of evaluating individual psychoactive substances and
recommending appropriate control measures. WHO, with the advice of
the Committee, had always played an important role within the
international drug control system of the United Nations.

Dr Hu explained . that, during the 1960s, the title of the Committee
had been changed from the “WHO Expert Committee on Dependence-
Producing Drugs” to the “WHO Expert Committee on Drug Dependence”.
At its thirteenth meeting (2), the Committee had decided to abandon the
terms “drug addiction” and “habituation” in favour of “drug dependence”
and its terms of reference had been expanded to include all technical mat-
ters related to drug dependence. Subsequently, at its twentieth meeting in
1973 (3), the Committee had discussed a wide range of topics concerning
problems related to the non-medical use of psychoactive substances.

Since 1973, the international drug scene had changed dramatically. The
use of illicit drugs such as heroin and cocaine had increased by a factor of
ten and there had been increases in the harmful use of licit drugs and
alcohol, especially in developing countries. Dr Hu requested the
Committee to look at the various strategies and approaches for reducing
substance use and its harmful consequences in the light of the changes that
had occurred since the twentieth meeting. Regarding the traditional task of
reviewing individual substances, the Committee was requested to carry out

a pre-review to identify substances to be critically evaluated at the next

meeting, which would be held in 1994.

Mr H. Emblad, Director of the Programme on Substance Abuse, referred
to the prestige that the Committee had enjoyed in the United Nations
Commission on Narcotic Drugs over the years and the responsibility

- which this entailed. He explained that the report of the twentieth meeting

had been used as a basis for preparing the agenda for the current meeting,
which would allow for both continuity and adaptation.

Concepts and definitions
Changes in terminology and terms of reference of the Committee

Many of the concepts and terminology used at the time of the twentieth
meeting are still valid. However, there have been some subtle shifts in the
terminology, reflecting recent research findings and a global sharing of



information. The basic focus of the twentieth meeting was “actions taken in
an effort to prevent entirely or reduce the seriousness of the individual
and social problems associated with the use of various types of
dependence-producing drug” (3), and this focus was adopted by a WHO
Expert Committee on Problems Related to Alcohol Consumption (4). At
its present meeting, the Committee also adopted this broad frame,

addressing a variety of problems related to the harmful use of psychoactwe
substances. In the . International Statistical Classification of Diseases and
Related Health Problems (ICD-10), Tenth revision (5), “harmful use” is
defined as “a pattern of psychoactive substance use that is causing damage
to health ... physical or mental”. The Committee’s main concern was to
identify ways of reducing or eliminating the actual or potential harm to
health and social functioning resulting from use of psychoactive drugs. For
clarity, the term “drug-related problem” has sometimes been used to refer
to a specific type of harm.

Although there have been subtle shifts in the definition of “dependence”
since the twentieth meeting, drug dependence remains the primary
concern of the Committee. A conceptual clarification in recent years,
however, has distinguished between the specific problem of dependence
and the broad range of problems or disabilities related to drug use, among
which dependence is included (6).

At its twentieth meeting, the Committee organized its discussion of the
range of strategies for reducing drug-related problems in terms of primary,
secondary and tertiary prevention, as defined below. At its present
meeting, the Committee also emphasized the need for integrated policies
covering all these strategies, but decided to consider them under the
headings of treatment and prevention.

e Primary prevention is aimed at ensuring that a disorder, process or
problem will not occur.

e Secondary prevention is aimed at identifying and terminating or
modifying for the better a disorder, process or problem at the earliest
possible moment.

e Tertiary prevention is aimed at stopping or retarding the progress of a
disorder, process or problem and its sequelae even though the basic
condition persists.

The Committee considered the different types of drug use and drug-
related problems in the population as a whole, including the total range of
patterns of use and the associated health risks. It is now well established
that the level of consumption of alcohol in a population relates to rates of
liver cirrhosis mortality and various other chronic health problems. These
findings have encouraged a reconceptualization of alcohol consumption
levels in the population as a continuum, with no natural dividing point
between heavier and lighter drinking, and have supported the idea that
alcohol-related problems —including dependence — are related to alcohol
consumption patterns. This idea is now seen as applicable to all



psychoactive drugs and implies that, in order to reduce the risk of harm,
preventive strategies must be directed not only to those with the highest
levels of consumption but also to those with less heavy patterns of use.

In the past decade the concept at the heart of the twenticth meeting, that
of “preventing problems associated with the use of psychoactive
dependence-producing drugs”, has been put forward by some sectors
of the research, prevention and treatment communities as “harm
minimization” or “harm reduction”. This approach has sometimes been
contrasted with a singular focus on reducing drug use per se. Examples of
harm reduction strategies include the provision of methadone and
needle-exchange programmes for heroin users to reduce the risk of HIV
infection, the provision of nicotine patches for tobacco users and attempts
to reduce alcohol intoxication or its potential consequences by changing
the environment in which people drink.

In the harm minimization approach, attention is directed to the careful
scrutiny of all prevention and treatment strategies in terms of their
intended and unintended effects on levels of drug-related harm. A concern
often expressed about harm reduction strategies is their potential for
communicating a message condoning drug use. Such concerns have been
expressed, for instance, concerning mass media programmes that
encourage drinking groups to nominate a non-drinking “designated
driver”, since this message might seem to condone drunkenness in the
other group members, and concerning those that provide information
about methods of solvent inhalation that reduce the risk of fatalities and
other harm. Often these concerns can be alleviated by targeting the
message to those already involved in hazardous drug use. In considering
such strategies, it should be kept in mind that the public health sector has
always been in favour of preventing or reducing the immediate
drug-related harm, even if this involves some risk of a more distant hazard
or can be seen as condoning drug use.

Since the twentieth meeting, patterns of repeated use of and dependence
on non-psychoactive drugs have also become prominent. Media attention
has focused on the use of steroids and other performance enhancers in
competitive sports, but such drugs have also become widely used among
amateur body-builders. The potential for serious health harm from
repeated use has motivated some countries to place steroids under the
same regulations as medicinal psychoactive drugs. Future years may well
see the development and use of new medicinal drugs which enhance other
aspects of individual performance, such as intellectual capacity. These
developments suggest the need for future consideration of the advisability
of expanding the terms of reference of the Committee beyond the scope of
psychoactive drugs, to include habitual non-medical use of other drugs,
regardless of the motivation for use. The Committee noted that
dependence on psychoactive drugs may also arise where use is not for
subjective pleasure or to relieve distress, as with the use of amfetamines by
long-distance lorry-drivers and others to ensure wakefulness. The habitual
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non-medical use of steroids and other non-psychoactive drugs is covered
in ICD-10 under category F55, “Abuse of non- dependence producing
substances” (5).

Use of terms

Until the 1960s, the Committee used the terms drug abuse, habituation and
addiction to describe the various states associated with drug use. Indeed,
the term drug abuse is contained in the laws of many countries and in the
international conventions. At its present meeting, however, the Committee
decided to use the term “harmful use” rather than “abuse” (see section
2.2.4). Until the 1960s, the term addiction was widely used to refer to the
presence of both psychic and physical dependence, whereas the term
habituation was used to describe the presence of psychic dependence on a
drug. During the 1960s, the Committee made several attempts to clarify
the difference between these two concepts, however, at its thirteenth
meeting, the Committee decided to abandon these terms in favour of
the term “drug dependence” (2).

Dependence

At its sixteenth meeting, the Committee defined drug dependence as: “A
state, psychic and sometimes also physical, resulting from the interaction
between a living organism and a drug, characterized by behavioural and
other responses that always include a compulsion to take the drug on a
continuous or periodic basis in order to experience its psychic effects, and
sometimes to avoid the discomfort of its absence. Tolerance may or may
not be present. A person may be dependent on more than one drug” (7).
This definition has been widely accepted and was reaffirmed at the
twenticth meeting.

Focusing on the clinical aspects of drug dependence, WHO has developed
diagnostic guidelines for the various mental and behavioural disorders due
to the use of psychoactive substances. The ICD-10 Classification of Mental
and Behavioural Disorders. Clinical descriptions and diagnostic guidelines
(8) provides a clinical description of dependence syndrome and guidelines
for diagnosing this disorder.

The Committee compared the above definition of drug dependence with
the clinical description of dependence syndrome in the ICD-10 diagnostic
guidelines (8), and concluded that there were no substantial incon-
sistencies between the two, since:

— Dboth define a strong desire or a sense of compulsion to take the drug,
as manifested by drug-seeking behaviour which is difficult to control,
as the essential component of dependence; and

— both consider withdrawal syndromes (or physical dependence) and
tolerance merely as consequences of drug exposure which, alone, are
not sufficient for a positive diagnosis of drug dependence.



The Committee also noted that the distinction between physical
dependence and psychic dependence, as described in the report of the
twenticth meeting (3), was difficult to make in clinical situations.
Furthermore, the Committee felt that this distinction was not consistent
with the modern view that all drug effects on the individual are potentially
understandable in biological terms. The Committee also noted that the
term physical dependence had been found confusing because clinicians
often interpreted the manifestation of withdrawal syndromes as evidence
of both physical dependence and drug dependence, as defined at the
sixteenth meeting (7).

For these reasons, the Committee was of the opinion that it would be less
confusing to follow the ICD-10 diagnostic guidelines (&) in not making a
distinction between physical dependence and psychic dependence.
Furthermore, it felt that the following definition of drug dependence,
which is compatible with that used in the report of the sixteenth meeting
(7), would be more readily understood for the purposes of this report:

A cluster of physiological, behavioural and cognitive phenomena of
variable intensity, in which the use of a psychoactive drug (or drugs)
takes on a high priority. The necessary descriptive characteristics are
preoccupation with a desire to obtain and take the drug and persistent
drug-seeking behaviour. Determinants and the problematic conse-
quences of drug dependence may be biological, psychological or social,
and usually interact.

It should be emphasized that both dependence and harmful use (see
section 2.2.4) often interfere with the functioning of the individual in
society, but the type and extent of this interference depend upon the social,
cultural and religious context.

2.2.2 Withdrawal syndrome

The Committee recognized the importance of the term physical
dependence in pharmacology, but felt that its inclusion in this report might
lead to confusion with the general term drug dependence. It therefore
decided to use the term “withdrawal syndrome”, described in terms of its
relevant consequences as follows:

After the repeated administration of certain dependence-producing
drugs, e.g. opioids, barbiturates and alcohol, abstinence can increase
the intensity of drug-seeking behaviour because of the need to avoid or
relieve withdrawal discomfort and/or produce physiological changes
of sufficient severity to require medical treatment.

The Committee also adopted the following definitions and usages for the
purposes of its report.
2.2.3 Tolerance

Tolerance is a reduction in the sensitivity to a drug following its repeated
administration, in which increased doses are required to produce the same



magnitude of effect previously produced by a smaller dose. This increase
in dose may be necessitated by changes in the metabolism of the drug, or a
cellular, physiological or behavioural adaptation to the effects of the drug.

2.2.4 Harmful use and abuse

At its sixteenth meeting, the Committee defined the term drug abuse as
“persistent or sporadic excessive drug use inconsistent with or unrelated to
acceptable medical practice” (7). The Committee felt that this term was
ambiguous and should be replaced with the term “harmful use” in this
report, except in section 10, where individual psychoactive drugs are
discussed in the context of their international control. Since the
conventions on which the international control of dependence-producing
psychoactive drugs is based use the term “abuse”, the same term is used for
the sake of consistency.

Harmful use is defined as a pattern of psychoactive drug use that causes
damage to health, either mental or physical. The Committee noted that
harmful use of drugs by an individual often has adverse effects on the drug
user’s family, the community and society in general.

2.2.5 Dependence-producing drug

A dependence-producing drug is one that has the capacity to produce

dependence, as defined in section 2.2.1. The specific characteristics of

dependence will vary with the type of drug involved. The existence of a

state of dependence is not necessarily harmful in itself, but it may lead to
self-administration of the drug at dosage levels that produce deleterious

physical or behavioural changes constituting public health and social

problems. ICD-10 recognizes the following psychoactive drugs, or drug

classes, the self-administration of which may produce mental and

behavioural disorders, including dependence (5):

Alcohol

Opioids

Cannabinoids

Sedatives or hypnotics

Cocaine

Other stimulants, including caffeine
Hallucinogens

Tobacco

Volatile solvents

Other psychoactive substances, and drugs from different classes used in
combination.

It should be noted that, although the dependence-producing properties
and public health problems caused by tobacco were recognized at the time
of the twentieth meeting, they were not included in the report since its
acute effects on behaviour were minimal. At its present meeting, the
- Committee felt that the evidence for the dependence-producing properties
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of nicotine and the severe health consequences of tobacco and other forms
of nicotine use warranted their inclusion in its report. Furthermore, it
recommended that WHO should consider expanding the Committee’s
terms of reference to include substances such as steroids, which are used
not because of their psychoactive properties, but because of their
performance-enhancing effects. This form of use is described in ICD-10
under category F>55, “Abuse of non-dependence-producing substances”
(5). The development of other performance-enhancing drugs may present
anew type of drug use problem in the future.

The Committee welcomed the publication of The ICD-10 Classification of
Mental and Behavioural Disorders. Clinical descriptions and diagnostic
guidelines (8) for general diagnostic use by clinicians. It deals with a wide
variety of disorders due to the use of psychoactive drugs, including
tobacco, and provides guidelines for the diagnosis of dependence, harmful
use, withdrawal syndromes, acute intoxication and other clinical states.
The Committee also endorsed, for use in clinical research, The ICD-10
Classification of Mental and Behavioural Disorders. Diagnostic criteria for
research (9), which is due to be published at the end of 1993.

Changes in the world situation in the last two
decades

WHO activities in drug dependence

The principal objective of WHO’s Eighth General Programme of Work,
covering the period 1990-1995, is “to promote, coordinate and support
the efforts of Member States individually and collectively in implementing
the Global Strategy for Health for All by the Year 2000 (10). Reduction of
the health and social problems caused by use of psychoactive drugs is an
essential part of that objective. The WHO Programme on Substance
Abuse aims to provide leadership on the health aspects of harmful use of
drugs and alcohol, and to focus attention on the need for anew approach to
the problem of drug use in general.

Within the overall response to harmful use of psychoactive drugs, the
health sector is particularly important, since it can play a key role in
mobilizing, supporting and sustaining effective action to reduce demand at
international, national and community levels. Through its Collaborating
Centres, experts, regional offices and country representatives, WHO is
uniquely placed to bring together the experience of the medical, health,
scientific and social sectors, in a global effort to deal with the causes as well
as the consequences of harmful use of psychoactive drugs.

WHO’s mandate for working in the area of harmful use of drugs derives
from the general definition of “health” in its Constitution and has been
explicitly reinforced in the case of drugs that fall within the provisions of
the Single Convention on Narcotic Drugs, 1961 (as amended by the 1972
protocol), or the Convention on Psychotropic Substances, 1971. These
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conventions assign specific responsibilities to the WHO Expert
Committee on Drug Dependence in respect of changes in the control of
drugs and of placing them in appropriate schedules. The Committee
studies the medical and scientific characteristics of drugs in order to assess
their therapeutic usefulness and dependence liability and then evaluates
the public health and social problems relevant to their harmful use. To
make these assessments, WHO relies on collaboration with its Member
States.

In part because of the large number of drugs requiring evaluation in the
context of the Convention on Psychotropic Substances, 1971, the
Committee has recently confined itself to assessing their therapeutic
usefulness and dependence liability (1I-17). However, at its present
meeting, the Committee adopted the broader agenda of its twentieth
meeting (3).

The purpose of the twentieth meeting of the WHO Expert Committee on
Drug Dependence was not only to make recommendations on the
scheduling of particular psychoactive drugs, but also to consider the
prevention of problems associated with drug use and assess current and
possible future public health approaches to drug dependence.

At its present meeting, the Committee first considered some of the trends
in psychoactive drug use and related problems in the past 20 years,
and the changes that lie behind these trends and affect the ability of
governments to influence them. The Committee discussed both licit and
illicit psychoactive drugs, including tobacco and alcohol. For the purposes
of this report, the word drug (unless otherwise specified) is used to refer to
all psychoactive substances, that is “any substance that, when taken into a
living organism, may modify its perception, mood, cognition behaviour or
motor function”. This includes alcohol, tobacco and solvents. It excludes
medicinal, non-psychoactive drugs.

Patterns of use and responses to drug-related problems

Consumption of psychoactive drugs

There has been a considerable increase worldwide in the production and
consumption of psychoactive drugs since the time 'of the twentieth
meeting. For some drugs, e.g. cocaine, the increase has been dramatic.
Against this, there are a few classes of drugs, e.g. barbiturates, where
there has been a considerable decline in usage in many countries.

Besides the variation between drug classes, there is substantial variation
between countries and regions in consumption. While the prevalence of
tobacco smoking has now declined in many developed countries, it has
continued to rise with increased incomes and with increased marketing
and promotion in many developing countries. Similarly, while alcohol
consumption has started to fall in some developed countries, it has
increased dramatically in many developing countries.




For medicinal drugs, there has been a growth in the number of
psychoactive drugs available on the market. New medicinal drugs have
included many synthetic opioids, and new benzodiazepines and other
anxiolytics. The number of doses prescribed increased during the 1970s,
mostly because of the increase in benzodiazepine prescribing, but has
declined subsequently in many developed countries.

With respect to illicit drugs, the overall picture is of an enormous growth in
world supply, which has affected developing and developed countries
alike. The most dramatic instance of this has been the growth of illicit
cocaine traffic’ in the Americas, and now also elsewhere. Changes in
preferred routes of administration of cocaine and opioids have also had
implications for public health. Another change has been the increased
marketing in some countries of illicitly produced medicinal psychoactive
drugs, as well as new “designer drug” analogues of existing drugs. Overall,
shifts in both the licit and illicit drug markets mean that many countries that
originally only produced illicit drugs now also consume them, and those
that were originally only consumers of licit psychoactive medicinal drugs
are now also producers.

Gradually, more sophisticated control measures have been introduced in
the industrialized countries that constituted the principal markets in illicit
drugs some decades ago. This has prompted the traffickers to locate
laboratories for production of both cocaine and heroin in the developing
countries that provide the raw material. The availability of refined drugs of
high purity and at low prices has expanded the markets for these drugs in
these and neighbouring countries.

Changes in the status and traditional roles of women have influenced the
drug-related norms and behaviour of many women. In some regions of the
world, the integration of women into the economy as workers outside their
homes has meant an increase in the harmful use of drugs. Role conflicts,
greater expectations, and increased social and economic stresses have
also influenced current patterns of use.

3.2.2 Enforcement efforis

In many countries, both developed and developing, there has been a strong
reaction against growth in the illicit drug market. Declaring national
campaigns against controlled drugs was a popular political move in a
number of countries in the 1980s, and it resulted in increased resources
being directed to law enforcement and sometimes also to treatment. In
many countries, frustration with a perceived lack of success in such
campaigns has resulted in a stiffening of penalties for drug selling or
possession, including imprisonment.

The result has been in many countries that prisons have become
overcrowded. The high cost of imprisonment, including the need to build
and staff new prisons, has now become a factor influencing drug control
policies. The threat of imprisonment is also tending to lose its deterrent



value to drug users and drug dealers. In some countries, high rates of
drug-related arrests have affected the nature and quality of treatment for
drug dependence, with treatment services increasingly subordinated to
the criminal justice system and regarded as a low-cost alternative to
imprisonment. In other-countries, the quality of treatment does not seem
to have been affected, and emphasis is put on the public health benefit
of drug-dependent persons undergoing treatment rather than going to jail.

3.2.3 AIDS/HIV infection

The last decade has seen the emergence and rise of the human
immunodeficiency virus (HIV) pandemic. The use of psychoactive drugs
has facilitated the spread of HIV infection in several main ways. The most
direct way is by transmission of HIV through needles shared by
intravenous drug users. Accordingly, some public health authorities have
attempted to halt the spread of infection among drug users by exchanging
or providing needles and syringes.

Another common mode of HIV transmission is through sexual contact,
and many drug users have engaged in prostitution in order to enable them
to purchase psychoactive drugs. Alcohol and other psychoactive drugs are
regarded in many cultures as disinhibitors, and under their influence many
engage in sexual and other high-risk behaviours that they might otherwise
avoid. Some psychoactive drugs may also hasten the onset of the acquired
immunodeficiency syndrome (AIDS) by depressing immune functions.

3.2.4 The “combined approach”

10

Public health approaches to all psychoactive drugs, inchiding alcohol and
tobacco, are increasingly being viewed in a common frame. In many
countries, treatment services are now located in a single administrative
structure, although the services may retain their specificity. In addition,
patients using those services often require treatment for more than one
drug-related problem.

In the past 20 years, there has been increased recognition in many
countries of the severity of health and social problems associated with
alcohol use. Many countries have taken active countermeasures against
drink-driving; in some, drunk drivers are now sent to prison. There has
also been increased recognition of the health toll from long-term heavy
drinking in countries with high per-capita levels of alcohol consumption.
The reduction of harm from alcohol consumption is now on the public
health agenda in many countries, although action has often been limited.

Experimental and clinical studies have highlighted the severity of tobacco
dependence among heavy smokers. While the importance of tobacco
smoking as a public health problem was recognized at the twentieth
meeting, the Committee did not regard it as a serious form of dependence
at that time.
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With the growth of international and national agencies and organizations
involved in drug control under the Convention on Psychotropic
Substances, 1971, recent years have also seen a closer coordination
between mechanisms and agencies for the control of illicit and licit drugs.

All these factors have pointed to a convergence in issues and
policy-making about psychoactive substances. In Australia, for instance, a
national drug offensive which initially focused almost solely on illicit drugs
now puts its strongest emphasis on alcohol and tobacco, because of their
greater health burden on the Australian population.

Factors affecting drug use and drug-related problems

Transportation, migration and communication

In the past 20 years, vehicles have become more widely available, and
transportation networks have proliferated, with a side-effect of facilitating
smuggling of illicit commodities. Populations have been brought into
contact with each other’s customs and behaviour through tourism, which
has enabled people to experiment with psychoactive drugs that might not
be available at home. Alcohol and tobacco are the main commodities in
the growing network of tax-free shops, further associating travel with
psychoactive drug use and often weakening national control policies.

The strengthened network of transportation has also facilitated migration.
Those going abroad for professional training have often stayed on,
sometimes for a lifetime. In affluent societies, “guestworkers” have filled
many of the unskilled jobs, and stayed on to become permanent residents.
Elsewhere, migrations of seasonal workers from outside or within a
country have increased the swell of displaced populations. Driven by war,
oppression or famine, entire villages and sometimes entire populations
have also migrated. Traditions of hospitality to refugees have been
increasingly strained by large-scale population movements. While in itself
migration has not been an important mechanism for drug transportation,
it has contributed to the increased contact between cultures with very
different norms and understandings of psychoactive drug use.

The greatestincrease in cross-cultural contact has been through the growth
in long-distance communication, in particular by means of the electronic
media. Television programmes from a small number of affluent countries
predominate, building desires for often unattainable lifestyles. Drinking
and drug use often figure prominently in these portrayals, and even if the
tone is disapproving, the dominant message received by the viewer may
often be the attractiveness of the lifestyles and behaviours portrayed.

The above changes make the present and future drug situation more
difficult to control than in the past, when most societies had only one or a
few dominant psychoactive drugs that caused problems. They had also
been used for a long time, which had allowed the societies to develop
informal norms of acceptable and non-acceptable use. Such norms often at
least partly control harmful use; however, the absence of these informal
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buffering mechanisms for psychoactive substances that are new in a -

culture makes formal control efforts by national governments more
important than before.

3.3.2 Free markets, free trade, and their implications for public health
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Many countries, both developed and developing, have abandoned the
model of state socialism, where the state aimed at a detailed control and
direction of the whole economy. The transition from state socialism has
often proved difficult, resulting in increased unemployment and other
social problems, including use of both alcohol and illicit drugs.

At the same time, the view that almost all activities should be undertaken

by private enterprise operating in a free market has become dominant in

many countries. Privatization of state enterprises has also served as a

temporary source of state finances. Public health considerations have often

been overridden in these changes. State monopolies have generally acted
under greater constraint than private entrepreneurs, for instance in
promoting alcohol consumption, yet such monopolies are increasingly
threatened with privatization. The concept of individual entrepreneurship
has also been unofficially extended to illegal markets; among economically
marginalized populations, local drug dealers, with their relatively affluent
lifestyle, have served as a role-model for many young people.

Increases in social insurance and entitlements have been restrained by
reductions in government spending and government budgets, and in many
places prevention and treatment programmes for drug users have been
discontinued and eligibility rules tightened. As a result, some of those no
longer covered by the social system have become homeless and many of
them have developed mental illness and drug dependence.

In some parts of the world, the majority of the population remains
poverty-stricken, and destitution has increased. In some places particularly
affected by famine and warfare, government functions have essentially
ceased and illicit drug production has flourished. In others, the economic
power of the illicit drug market has become a threat to the stability and
ability to function of the government.

The ideal of the free market has also been greatly extended supranationally.
Through the General Agreement on Tariffs and Trade (GATT), and
through regional common markets such as the European Economic
Community, national trade barriers have been lowered and protected
markets have been opened up. GATT and other trade agreements have
enabled tobacco and alcohol interests to enlist governments in forcing
open markets for their products in other countries. Developing countries
are especially vulnerable to these pressures, as their markets are volatile,
their populations are less experienced in handling high-powered
advertising, and there are few restrictions to prevent explosive increases in
drug use. Ensuring that public health is taken into account in trade
agreements is a matter of priority for psychoactive drug control.




3.3.3 Some successes for regulation

The wide growth of concern about ecology, often in the wake of ecological
disasters with public health significance, has brought increasingly active
government regulation of private enterprise with regard to the environ-
ment. These activities have often been supported by nongovernmental
organizations. The network of support for environmental concerns
is often stronger than that for public health interests, and might well
provide a model for psychoactive drug control.

Another aspect of government regulation that has been relatively
successful is the system of controls on medicinal psychoactive drugs.
Through such controls, along with education of doctors and pharmacists,
the use of barbiturates has been largely replaced by the use of medicinal
drugs with less potential for harm, and prescriptions of amfetamines as
anorectics have been greatly reduced. In terms of controls on the markets
for alcohol and tobacco, there have also been some successes. High tax
policies have contributed in many countries to a reduction in tobacco
consumption, and enforcement of minimum age limits has restricted the
supply of alcohol and tobacco to children. Experience has shown that the
adoption and enforcement of effective regulations to limit the harm from
alcohol and tobacco is crucially dependent on support from the public.

3.3.4 The growth of community involvement

A feature of recent years has been the growth of community involvement in
public health. Grassroots action has played a particularly important role.
Some community groups have been primarily concerned with encouraging
governments to take action, while others have been directed towards self
and mutual help. Alcoholics Anonymous, a long-standing mutual-help
group for those dependent on alcohol, has expanded its activities to many
parts of the world. Al-Anon, for family members of alcohol-dependent
people, has similarly expanded and provided a model for groups for family
members of those dependent on other drugs. In many countries, other
indigenous mutual-help groups have been formed, such as Nicotine
Anonymous and Narcotics Anonymous for those dependent on tobacco
and other drugs.

Professional thinking and action in the illicit drug field have also moved
towards involving the community, family members and drug users
themselves in responding to drug-related problems. In many countries,
drug-free “therapeutic communities”, often involving both state and
private action, are an important part of the treatment system for drug
dependence.
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Drug-related problems and patterns of use
Types of drug-related problems

While the main emphasis of this section is on the problems associated with
drug use, it should also be noted that, from the perspective of the drug user,

. psychoactive drug use usually has an initial association with pleasure or

euphoria, or at least with relief of pain and anguish. The pleasure may
derive as much from the circumstances associated with the use — the
occasion and the companionship — as from the drug use itself. Of course,
for those who become dependent on or experience other problems from
drugs, dysphoria may eventually outweigh any pleasure.

If use of caffeine is included, use of certain psychoactive drugs has been an
accepted part of social custom in nearly all cultures. Similarly, use of certain
psychoactive drugs is legal in all countries. Governments have frequently
recognized and benefited from the attractiveness of licit psychoactive
drugs such as alcohol and tobacco by taxing their use as a considerable
source of revenue.

The major drug-related problems for the user can be regarded as having
two dimensions. One dimension is the pattern of use: the problem may be
associated with a single drug-using event — for instance an overdose of
heroin or a drink-driving casualty — or rather with a sustained pattern of
use — for instance tobacco-related lung cancer or barbiturate dependence.
It is possible for both a single drug-using event and a sustained pattern of
use to contribute to a problem; for instance, a suicide may involve both
acute intoxication and a history of alcohol-related depression.

The second dimension is the type of problem. Major types of problems
include physical health consequences such as death due to a drug
overdose, drink-driving casualties, cirrhosis of the liver and oesophageal
cancer; mental health consequences such as “bad trips” and depression;
and social consequences such as arrest and family or work difficulties.
Such problems may be classified as acute, for instance the physical health
problems of drink-driving casualties, or chronic, for instance cirrhosis of
the liver. Acute problems tend to be related to drug-use events and chronic
problems to sustained drug use; however, a drug-use event may result in a
permanent impairment (e.g. due to HIV infection), and a sustained pattern
of use may culminate in a medical emergency.

Difterent drugs tend to be associated with particular problems. Some types
of problem are rare or unknown for particular drugs; for instance, tobacco
smoking is not usually associated with casualties (except for casualties
from fire), and chronic adverse health effects of oral opioid use are rare.
However, the range of problems associated with a drug is influenced by
other factors, such as the mode and pattern of use. For example, variations
in the dose taken on a single occasion will greatly affect the likelihood of
overdose and of casualties, and use of a needle in administration will
increase the risk of HIV infection. In addition, a pattern of intermittent use



