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Preface 

This publication forms part of the World Health Organi- 
zation's continuing review and analysis of legislation on health 
matters that are likely to be of interest to Member States. It aims 
to assist all those concerned with the legal aspects of programmes 
designed to control and prevent health problems related to alcohol 
and drug abuse, and to inform workers in both the health and 
legal fields about relevant issues, problems, and opportunities 
for research, training and action. 

During the preparation of this book, governments of 42 
countries and one territory (Hong Kong) were consulted and 
provided information. Guidance on the content of the study was 
provided by members of a special advisory group (listed in 
Annex l), and experts from over 20 countries provided 
suggestions and comments. On behalf of the World Health 
Organization, I thank all those who contributed to this work, 
and especially the authors, who had the daunting task of bringing 
together all the information. It is my sincere hope that the 
collaboration established in the course of this study will continue 
in the future. I also gratefully acknowledge the support of the 
United Nations Fund for Drug Abuse Control, without which it 
would not have been possible to conduct the study in the limited 
time available. 

N. Sartorius 

Director, Division of 
Mental Health, World Health 
Organization, Geneva, 
Switzerland 





1. Background 

1.1. Introduction 

This book is concerned with ways in which the law can serve to 
create and' maintain effective programmes of treatment for both 
drug- and alcohol-dependent persons. It contains the results of a 
comparative study of relevant legislation, guidelines for assessing 
how existing legislation functions, and suggestions for alternative 
approaches to the development and review of national legislation 
in this field. It is concerned primarily with how legislation promotes 
the treatment of persons who are dependent on either alcohol or 
drugs, or both, and concentrates on an analysis of the legal pro- 
visions governing treatment programme administration. It is 
anticipated that, through comparative review of the legislative pro- 
visions, countries will be able to determine more effectively what 
changes, if any, are needed in their approach to such questions. 

International efforts to control the illicit traffic in drugs have 
been significantly strengthened during the past 25 years with the 
entry into force of the 1961 Single Convention on Narcotic 
Drugs and the 1971 Convention on Psychotropic Substances, and 
their amendments. National governments, partly in response to 
such international conventions and partly as a result of increasing 
abuse of drugs in their countries, have enacted legislation 
designed to curb illicit drug traffic. Regional agreements, such as 
the South American Agreement on Narcotic Drugs and Psy- 
chotropic Substances, which came into force in March 1977, have 
also been drawn up in response to the need for multinational 
collaboration. Both the two international conventions and the 
regional agreements on drugs contain provisions on the treatment 
of drug-dependent persons. Treatment is seen as one of several 
ways of controlling the demand for illicit drugs since it should 
reduce the number of people abusing such substances. 
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Alcohol and substances liable to abuse other than drugs are 
not the subject of international agreements or conventions, except 
for a 1919 convention relating to liquor traffic in Africa(1). 

Because the present publication is concerned with the 
treatment of drug- and alcohol-dependent persons, it does not 
cover legislation on drunk driving. 

Legislation on drugs and alcohol has many objectives, some 
of which may be in conflict from time to time. For example, the 
aims of law-enforcement agencies, public health and welfare in- 
stitutions, and mental health departments are not always in 
harmony in a given jurisdiction, although each has a legitimate 
interest in the treatment of drug- and alcohol-dependent persons. 
Over several decades, WHO has paid increasing attention to the 
role of legislation in public health policy development, pro- 
gramme planning, and implementation, and WHO expert 
committees have made recommendations regarding legislation in 
these areas. Law, whether in the form of statutory enactments 
and regulations for implementing them or of judicial decisions, is 
playing an increasingly important role in public health matters. 
This is particularly evident in the planning and delivery of 
treatment services, including those for drug- and alcohol-depen- 
dent persons. It is therefore useful to compare the approaches 
that different countries have adopted in their legislation in these 
areas and to determine whether or not particular items of legis- 
lation will facilitate treatment programmes. 

1.2 Purpose and scope of the study 

The purpose of the study reported here was to analyse existing 
legislation on the treatment of drug- and alcohol-dependent 
persons in selected countries in order to assist countries in re- 
viewing their own legislation and in determining whether it 
should be revised. 

A review of legislation involves two tasks. Firstly, the text of 
the law must be carefully examined to determine its literal 
meaning and its legislative history. Statutory definitions and the 
legislative meaning of terms such as "drug dependence", "al- 
coholism", and "treatment" are important in this respect. 
Secondly, it is important to determine whether or not legislation 
facilitates treatment and how it is perceived to operate by the 
public and by those who administer programmes set up under 
the legislation. 

L 
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A comprehensive review of the national and subnational 
legislation and their specific provisions in many countries was 
thus undertaken. The results of the comparative legislative an- 
alysis are given in Chapter 4 of this publication. 

In order to make the study useful on a comparative basis, 
attention was focused on several legislative trends in the countries 
surveyed. The first concerned new national legislation and in- 
itiatives to change legislation on the treatment of drug- or 
alcohol-dependent persons. The next area of inquiry concerned 
the legislative systems of the countries surveyed. Where were 
treatment programmes found in a federal system and how were 
different national and subnational laws reconciled? What was 
the effect of the international conventions and regional agree- 
ments on treatment efforts? Two further aspects of the survey 
concerned: (a) the role of national advisory or coordinating 
bodies, such as commissions and boards; and (b) the imple- 
mentation of treatment programmes, their strengths and 
weaknesses. 

Some countries have approached the treatment of drug- and 
alcohol-dependent persons through the use of separate special- 
ized laws, others through more general laws and by including the 
relevant provisions in the mental health or criminal code. The 
study compares these different approaches. 

We were particularly concerned to see whether key terms, 
including "drug dependence", "alcohol dependence", and 
"treatment", were defined in the legislation and whether these 
definitions met current needs. Our final concern was with the 
various routes of entry into the treatment system and access to 
services. We therefore reviewed and compared national and 
subnational statutory provisions governing: (a) compulsory civil 
commitment; (b) diversion to treatment from the criminal justice 
system; and (c)  the legal provisions governing reporting, central 
registration, laboratory testing, and community surveillance of 
drug- and alcohol-dependent persons. 

The review revealed a wide variety of legislative approaches 
to treatment and many different routes of access to treatment 
services. Coordinating mechanisms for reviewing the legislation 
were also found to be varied and to have different objectives. 
There is clearly a need for effective evaluation programmes and 
for harmonizing such mechanisms. 
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1.3 Methodology 

The survey considered legislation enacted up to 1982. No 
research was done on legislation received after September 1982. 
The legislation reviewed was generally found to have been 
enacted within the past 20 years. Copies of the legislation were 
obtained from the following sources: 

(a) complete texts of legislation and summaries of such texts 
published in the International digest of health legislation; 

(b) complete texts of legislation published by the United 
Nations Division of Narcotic Drugs (E/NL series); 

(c) personal communications from professionals in the 
countries surveyed; and 

(d) United Nations and national government legislative 
document repositories. 

WHO documents and reports on drug and alcohol abuse were 
analysed, and United Nations reports and publications, especially 
on the international drug conventions, were reviewed. Various 
legal and health agencies and individuals were consulted. WHO 
collaborating centres in mental health and in drug and alcohol 
dependence were contacted and consulted. Among others con- 
sulted were the United Nations Fund for Drug Abuse Control, 
the United Nations Division of Narcotic Drugs, and the Inter- 
national Narcotics Control Board. The International Labour 
Office and other international organizations, including the Inter- 
national Council on Alcohol and Addictions (a nongovernmental 
organization), were also consulted. 

A total of 42 countries and one territory (Hong Kong) were 
included in the comparative legal survey. The selection criteria 
were designed to include countries of varying social, cultural and 
economic characteristics, legislative systems, pattern of health 
services, economic development, and population size. Both 
countries in which drugs originate and those in which they are 
abused were included. Some countries where the legislation was 
concerned predominantly with the treatment of alcohol-depend- 
ent persons were included (e.g., Hungary, USSR) as well as some 
where the major emphasis was on the treatment of drug-depend- 
ent persons (e.g., Burma, Thailand). We have also included a few 
countries (e.g., Sweden, Switzerland) where the legislation con- 
tains provisions governing the treatment of both drug and alco- 
hol dependence. In a few countries, new draft laws or provisions 
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on treatment were being considered at the time of the survey; 
these are mentioned here, as are provisions in some countries 
that have special laws prohibiting or controlling the sale and use 
of narcotics or mental health laws as the sole legislation on the 
treatment of drug or alcohol dependence. 

For countries with a federal structure, it was not practicable 
to include an analysis of the law in every state, province, or 
canton; it was therefore decided that the legislation of at least 
one state or its equivalent should be analysed. 

The 51 jurisdictions included in the survey, by WHO Region, 
are as follows: 

African Region: Kenya, Madagascar, Mauritius, Nigeria, 
Senegal, and Zambia. 

Region of the Americas: Argentina, Brazil, Canada (Federal, 
British Columbia, Nova Scotia), Colombia, Mexico, Peru, 
Trinidad and Tobago, and the United States of America 
(Federal, Massachusetts, Wisconsin). 

Eastern Mediterranean Region: Cyprus, Egypt, Iraq, Pakistan, 
Somalia, and Tunisia. 

European Region: Finland, France, the Federal Republic of 
Germany (Federal, Bavaria, Hamburg), Hungary, Israel, Italy, 
Norway, Poland, Sweden, Switzerland (Federal, Geneva, St 
Gallen), the Union of Soviet Socialist Republics (Russian Soviet 
Federal Socialist Republic) and the United Kingdom (England 
and Wales). 

South-East Asia Region: Bangladesh, Burma, India, Indo- 
nesia, and Thailand. 

Western Pacijic Region: Australia (Victoria), Hong Kong, 
Japan, Malaysia, Philippines, and Singapore. 

A first draft report of the study was completed in the late 
summer of 1982 and was circulated for review and comment to 
experts on the treatment of drug and alcohol dependence and 
legislation and to selected national and international organiza- 
tions, including the United Nations Fund for Drug Abuse 
Control, the United Nations Division of Narcotic Drugs, the 
International Narcotics Control Board, the International Council 
on Alcohol and Addictions, as well as to each of the six WHO 
regional offices. 
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The most important review of this first draft took place 
during a meeting of an Advisory Group held on 7-10 September 
1982 at Harvard University, Cambridge, USA, and attended by 
23 persons, including staff members from WHO headquarters 
and the Regional Office for the Americas. The meeting was also 
attended by representatives of relevant United Nations and 
nongovernmental agencies and WHO collaborating centres (see 
Annex 1 for list of participants). 

After this meeting, a new draft was produced and circulated 
to the same experts as before. The data were reorganized and 
expanded and emphasis was placed on the objective evaluation 
and comparison of the texts of the various legislative provisions. 
The materials were brought together under three headings, as 
follows: (1) compulsory civil commitment; (2) diversion to 
treatment from the criminal justice system; and (3) provisions on 
compulsory reporting, central registries, and laboratory testing 
of addicts and suspected addicts, and community surveillance of 
addicted and formerly addicted persons. In addition, as rec- 
ommended by the Advisory Group, a series of tables and lists 
was prepared in order to present the data in a simple, easily 
readable form. 

After the revised draft had been circulated, it was presented 
for review to a second WHO Advisory Group meeting at Harvard 
University on 5-7 April 1983, attended by 14 persons, a number 
of whom had participated at the first meeting. The governmental 
and nongovernmental representation was largely the same. This 
smaller group, all experts in some aspect of treatment pro- 
grammes or legislation in this field, or both, thoroughly reviewed 
the document, and endorsed the conclusions adopted at the first 
meeting. 

1.4 Previous WHO studies 

The present study brings up to date the WHO comparative 
survey of legislation of 1962 (2) and the 1977 WHO study entitled 
The law and mental health: harmonizing objectives(3) which did 
not specifically cover legislation on the treatment of drug and 
alcohol dependence. 
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1.4.1. WHO Expert Committee on Mental Health: fourth report 
(1 955 ) 

WHO has paid considerable attention in the past to national 
legislation on mental health, as well as drug and alcohol de- 
pendence. Thus the fourth report of the WHO Expert Committee 
on Mental Health, entitled Legislation affecting psychiatric 
treatment (4) ,  emphasized that "the principles governing good 
psychiatric legislation arise out of the need both for adequate 
mental health services and for care of the patient and the pro- 
tection of society". The report specifically mentioned the need 
for legislation that authorized compulsory treatment for alco- 
holics who were dangerous to themselves or others, but not for 
all patients suffering from alcohol dependence. 

1.4.2 Survey of legislation on treatment of drug addicts (1962) 

In 1962, WHO prepared and published a survey of existing 
legislation on the treatment of drug-dependent persons in a 
number of countries(2). This survey pointed out that, in some 
areas, individual clinical treatment was not feasible because of 
lack of facilities and professional manpower, and that the only 
alternative was to take more active measures directed primarily 
against sources of supply of narcotics. Even where official figures 
showed a low rate of drug addiction, many countries (e.g., 
Norway) nevertheless considered it to be a serious public health 
problem. It was noted in the survey that public attitudes varied 
in different sociocultural contexts, with the result that in some 
countries severe penalties for addiction were considered ap- 
propriate whereas in others a "habit" was considered "normal". 
Attitudes were found to be changing, however, leading towards 
the recognition that the drug addict was above all a sick person 
in need of suitable and effective treatment and rehabilitation. It 
was pointed out that drug addicts do not usually show marked 
criminal tendencies, but that the need to obtain supplies of 
narcotic drugs often leads them to commit breaches of the laws 
relating to traffic in such drugs. In the judicial systems studied, 
there was a tendency to resort to social aid instead of routinely 
imposing the prison sentences authorized by law for such 
offences. Subject to the consent of the addict and to certain speci- 
fic conditions, therefore, addicts were not sent to prison but in- 
stead medical treatment (i.e., diversion from the criminal justice 
system) was ordered. 
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Prior to the 1962 study, much had been written about the 
nature of appropriate medical treatment. Some commentators 
were of the opinion that the only feasible solution to the problem 
of drug addiction was to order compulsory detention in closed 
high-security institutions. A WHO Study Group, investigating 
the subject of the medical and social treatment of drug addicts, 
considered that "traditional concepts of treating the first and 
second phases of addiction in closed institutions only should not 
necessarily be followed in all cases"(5) and that there should be 
legislative provision for treatment at home, -at the physician's 
office, or in outpatient clinics in selected cases. 

The 1962 study reported that the laws surveyed generally 
allowed for lengthy treatment, that the consensus of opinion 
among most of the commentators recommending commitment 
was that, in order to prevent relapses, the treatment must be of 
long duration (i.e., for two or three years), and that the period 
allotted for rehabilitation and psychotherapeutic care should also 
be of prolonged duration, followed by rigorous supervision in 
order to prevent possible relapses after discharge. 

In the majority of countries surveyed in the 1962 report, legal 
provisions regarding treatment and hospitalization of drug 
addicts were included in legislation relating either to the 
treatment of mental patients or to traffic in narcotic drugs. 
Mental health legislation had been enacted in Brazil, Canada 
(province of Saskatchewan), the Federal Republic of Germany 
(in various Lander) and in Switzerland (the cantons of Neuchiitel 
and Vaud), while legislation on the control of drug traffic was 
found in the Dominican Republic, Egypt, Greece, Guatemala, 
the Islamic Republic of Iran, Italy, Morocco, Panama, the United 
Kingdom, Venezuela, and Viet Nam. A more unusual type of 
legislation was found in Australia (Western Australia), Finland, 
and Norway, where legal provisions relating to the treatment of 
alcoholics had been amended or adapted to include measures 
appropriate to the treatment of drug addicts. 

The 1962 survey also called attention to special provisions on 
offences committed by drug addicts, whether against the narcotic 
drug laws or public law, which were laid down in the respective 
penal codes of many countries and, occasionally, even in special 
laws (e.g., the Belgian Social Aid Law). In Switzerland, provision 
was made for so-called security measures against offenders who 
were alcoholics or drug addicts. The same type of law also existed 
in the Federal Republic of Germany, where the courts could 
impose suspended sentences for terms of imprisonment not ex- 
ceeding nine months. In such cases, the courts were also em- 
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powered to order addicts to undergo treatment for the duration 
of the probationary period. 

Some countries included in the survey had no specific legal 
provisons on the subject, since the authorities considered that 
cases of abuse of narcotic drugs were so few in number that 
special legislation was unnecessary. 

The majority of the legislative texts reviewed in the 1962 study 
had been enacted after 1945. Among the few earlier enactments 
were those of Brazil (1934), Switzerland (cantons of Neuchiitel, 
1936 and Vaud, 1939) and Venezuela (1934). 

The great majority of the legislative provisions considered 
did not contain any legal definition of a drug addict, but ex- 
ceptions to this rule were found in the legislation of Canada 
(Saskatchewan) and the United States of America (District of 
Columbia). In Saskatchewan, the addict was defined as being 
"a person suffering from a disorder or disability of mind as 
evidenced by his being so given over to the use of alcohol or 
drugs that he is unable to control himself or is incapable of 
managing his affairs, or endangers himself or others". In the 
District of Columbia, a "drug user" was defined as "a person 
who habitually uses any habit-forming narcotic drugs so as to 
endanger the public morals, health, safety or welfare, or who 
is so far addicted to the use of such habit-forming narcotic 
drugs as to have lost the power of self-control with reference 
to his addiction". The 1962 survey emphasized that it was dif- 
ficult for public health authorities to track down drug addicts 
or to keep up to date any register of such persons unless there 
was a system of notification. In many countries, however, 
notification was not compulsory and information was therefore 
not uniformly reliable. The 1962 survey included a review 
of laws governing standards and procedures for compulsory 
commitment for treatment. Provisions for such compulsory 
commitment were found in many countries, while in others, 
voluntary treatment was preferred. 

1.4.3 WHO Expert Committee on Mental Health: fourteenth 
report (1967) 

The fourteenth report of the WHO Expert Committee on 
Mental Health was published in 1967(6) and brought together 
WHO policies and programmes for the prevention and treatment 
of dependence on alcohol and drugs. Similarities and differences 
in causation and treatment were carefully analysed. The report 
considered: (a) an approach to problems of dependence on 



16 LAW AND TREATMENT OF DRUG-DEPENDENT PERSONS 

alcohol and other drugs; (b) treatment services; (c) education 
and training; and (d) research. In conclusion, a number of rec- 
ommendations were made, two of which are of special signifi- 
cance: 

-Legislation on persons dependent on alcohol or other drugs 
should recognize that such persons are sick. Medical and 
public health experts should be involved in formulating 
such legislation. 

-Adequate treatment and rehabilitation should, if necessary, 
be ensured by civil commitment of drug-dependent persons 
to the care of the medical authorities, who should direct 
and supervise such care, from initial diagnosis to re- 
habilitation. 

The Committee also suggested that research should be carried 
out on a number of topics, one of which was a comparison of 
legislative and other measures for the control of drugs and the 
treatment of drug-dependent persons, including the enforcement 
of such measures, and a study of their possible effects on the 
extent and pattern of drug abuse. 

1.4.4 Study on the law and mental health (1977) 

A report on harmonizing objectives in law and mental health 
was published by WHO in 1977 (3). This is concerned with ways 
in which law can be used to promote more effective and humane 
responses to mental disorders, and contains guidelines for use in 
assessing how existing legislation functions as well as alternative 
approaches to improving legislation. It was hoped that the report 
would stimulate legislative review at the national level and 
generate new approaches and creative drafting in future legisla- 
tion. 

Much of the report is concerned with evaluating national 
mental health legislation, its origins and development, and 
subsequent interest in changing the legislation. The various 
hospitalization procedures are reviewed and the trend towards 
voluntary care analysed. Attention is given to programme 
administration and the legal differentiation of mental disorders. 

The report contains a summary of the legal provisions of 43 
countries governing voluntary access to care, involuntary hos- 
pitalization, emergency hospitalization, and observational 
hospitalization. These procedures were compared against the 
background of information received in response to a ques- 
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tionnaire. Indicators were identified for use in examining the 
legislation. It was considered important to encourage the de- 
velopment of mental health legislation that is in harmony with 
the needs of mental health programme operations, policy, and 
objectives. Examples of legislation that accomplished this 
objective were sought. 

Certain themes were identified and there appeared to be 
agreement on the following requirements: 

1. Mental patients should be handled as much like other 
medical patients as possible, thus removing the stigma associated 
with special treatment. 

2. Treatment should be provided on a voluntary basis if at 
all possible and involuntary measures used only as a last resort 
and in emergencies. 

3. It is important that all special legal "labelling" of the 
mentally retarded should be abolished; they should receive 
proper education and habilitation in the same manner as other 
citizens. 

4. Mental health programmes should be integrated into 
general health and social services, particularly at the point of 
delivery in hospitals and in the community. 

Legislation on drug and alcohol dependence was not reviewed 
in the 1977 report except in the overall context of national mental 
health legislation. The present study is intended to complement 
and expand on this earlier work on the comparative analysis of 
mental health laws and should add an important dimension. We 
found parallel concerns for the problems of stigma associated 
with drug and alcohol dependence and for the integration of 
drug and alcohol treatment programmes into general health and 
social services. 

The present study closely follows the procedural approach 
adopted in the mental health survey and is structured in a similar 
fashion. This uniformity of format, procedure, and analysis 
should facilitate comparative review as well as further and more 
detailed analysis of legislation on both mental health and on 
substance abuse. 

1.4.5 Study on sociocultural aspects of drug problems (1980) 

This study (7) involved 40 investigators from different coun- 
tries, and covered many important aspects of the drug problem, 
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including epidemiology, patterns of drug abuse, health care 
approaches, and treatment and prevention policies and 
strategies. l 

Different health care approaches to the management of drug l 

dependence are presented, and it is emphasized that sociocultural 
considerations are important in selecting the one most likely to 
achieve the desired results; such considerations have a definite 
bearing on the difficulty a drug user may experience in giving up 
the habit. 

A number of case studies are presented to illustrate how differ- 
ent countries have approached this problem. While it is possible 
to extract certain general principles from these experiences, there 
is no master strategy that will be applicable to all situations; the 
aim must be a flexible response that combines elements of the 
various strategies in accordance with local needs. 

The practical conclusions of this wide-ranging study are 
brought together in a discussion of questions of policies and 
programme planning. The essential principles of such planning 
are described and an attempt is made to show how sociocultural 1 

awareness can be applied in practice when formulating policies 
and devising programmes, and to offer explicit, rational guide- 
lines. 



2. Treatment Programmes 

2.1 Drug dependence 

Throughout this book, we stress the importance of evaluating 
treatment programmes in terms of the objectives stated in the 
legislation. It is important to establish realistic and concrete 
objectives for treatment in addition to the overriding goal of 
reducing morbidity and mortality. 

Treatment objectives can be set from the standpoint of the 
public health needs of a country or from the perspective of the 
individual in need of treatment. While these may be conflicting 
ideals, attempts should be made to reconcile the two approaches 
wherever possible. Legislation can play a key role in setting 
realistic, achievable, and measurable treatment goals, but the 
treatment process itself should, of course, be individualized and 
should address the specific needs of the patient. 

Legislation must be dynamic and flexible and must be period- 
ically updated. It should also facilitate treatment and not estab- 
lish barriers by setting impossible goals. For example, countries 
with a major drug abuse problem but with limited facilities, 
personnel, and funds cannot eliminate the problem by treatment 
programmes alone. The most reasonable approach is therefore 
to set a series of intermediate objectives, which could include a 
reduction in consumption as a first step. Once this has been 
accomplished, a new series of goals could be set. 

2.1.1 Phases of treatmen1 

The therapeutic task varies considerably during the different 
phases of treatment. What follows here is presented not so much 
as a sequence through which all drug-dependent persons will pass 
as they recover, but rather as a touchstone whereby the subse- 
quent findings can be more clearly understood. 
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Early phase. The detoxification process requires both a 
commitment by the dependent person to enter into a difficult 
struggle, and a willingness to seek and accept the support of 
others. Thus psychological and social factors, as well as the 
pharmacological aspects, are important for the person in 
treatment. Motivation for continued abstinence and acceptance 
of behavioural changes are the essence of this phase of treatment. 

Several different approaches to detoxification from opiates 
are currently being used; these include methadone for opiate 
withdrawal (Australia, Thailand); tincture of opium and chlor- 
promazine (Burma); the major neuroleptic drugs, including 
antidepressants (Egypt); symptomatic treatment, including metha- 
done on a voluntary outpatient basis (Hong Kong); gradual 
withdrawal using opium (India, Pakistan); prescription of 
morphine and pethidine (Indonesia); and "cold turkey" (i.e., 
sudden and complete withdrawal of narcotics) (Philippines, 
Singapore). The type of withdrawal method used depends both 
on overall country policies and available pharmaceuticals (see 
section 2.1.2). In some countries, it may not be possible for 
treatment to go beyond detoxification. 

Entry into drug abuse treatment often involves a crisis of 
some sort, perhaps a family crisis, with threats of divorce or 
exclusion from the family. Financial crises occur as the person's 
productivity decreases and the cost of his drug abuse increases; 
this, in turn, may lead to acute drug withdrawal. Other medical 
crises include infection, trauma, malnutrition, depression, and 
psychosis. Theft or drug peddling can lead to arrest or im- 
prisonment. Declining occupational or academic competence 
may result in unemployment or suspension from school. Loss 
of control over drug use can precipitate loss of self-esteem and 
an identity crisis. Frequently more than one of these crises co- 
exist. 

The first therapeutic step is to meet the addict's acute needs. 
With adequate acute care, this early phase resolves within a 
period of between several hours and several weeks-usually 
within a few days. At this point, the drug-dependent person 
again feels comfortable and in control of his life. Unless the 
groundwork has already been laid for the next phase, most 
drug abusers leave treatment at this point, so that it is of criti- 
cal importance to engage them in longer-term care before the 
acute stage is resolved. This is done in different ways by var- 
ious practitioners and programmes. In some programmes, 
addicts are not admitted to treatment unless they commit 
themselves for some weeks or months. In other settings, the law 

I 
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makes follow-up treatment mandatory after discharge from a 
residential setting. 

Failure to plan for, or to negotiate, rehabilitation during this 
early stage tends to waste precious treatment resources and to 
perpetuate addiction, the addict repeatedly returning for acute 
care of drug-related problems without resolving the drug de- 
pendence itself. This "revolving-door syndrome" is well known 
to clinicians who work in programmes where most addicts leave 
treatment after their crises have resolved. 

Finally, an important aspect of this early phase is its role in 
attracting drug abusers to treatment. Programmes that are humani- 
tarian, show respect for the individual patient, provide a range 
of services, and are attuned to the addict's culture are more likely 
to be sought. This function of attracting patients is not of such 
great importance for compulsory programmes, in which other 
methods, such as court orders or police arrests, bring addicts to 
treatment. 

Intermediate phase. Immediately following the resolution of 
the acute crisis, patients often feel quite well for some hours, 
days, or weeks, but eventually their problems reappear. The ob- 
jectives of the intermediate phase of treatment therefore have less 
to do with drug abuse per se than with adjustment of life-style. 

One source of difficulty during recovery is the drug abuser's 
altered physiology and psychology. After a period of drug de- 
pendence, sleep cycles, weight, blood pressure and pulse may take 
several months or even as long as a year to return to baseline 
levels. Periods of depression and irritability frequently occur 
following abuse of drugs. 

Numerous social problems may also arise. For example, 
during the period that a husband has been abusing drugs, his 
wife may have become the functional head of the household. 
While she may welcome certain aspects of his abstinence (such as 
his increased productivity or decreased spending on drugs) she 
may resent his attempts to take the leading role in the family or 
to resume a sexual relationship with her. At the same time, 
outside the family, he may be struggling to overcome his former 
social disgrace; this may mean giving up former drug-dependent 
friends while trying to regain the confidence and esteem of the 
community. 

Fortunately, most drug abusers are able to resolve these 
personal, family and social problems, provided that they do not 
resume drug use for a year or two. It is during this critical period 
that it is necessary to bolster their resolve by means of, e.g., a 
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peer group of recovering drug dependants, counsellors, friends 
or relatives in whom they can confide, or physicians who can 
provide support and symptomatic treatment. 

Stabilization. After a few years, many former drug abusers no 
longer require supportive services, but others find that they still 
need some support, e.g., from a self-help group. Some may want 
to devote themselves to the care of other drug dependents. A few 
develop psychiatric problems, depression being the most 
common, and require psychiatric care. 

By this time the recovering drug abuser can usually persist in 
abstinence from drugs. The goal of treatment in this phase is 
therefore not merely abstinence, but rather the return to a 
productive life that provides the rewards and enjoyments that he 
could formerly attain only with drugs. 

2.1.2 Detoxijication 

This is only one aspect of the early phase of treatment but, 
because of its importance, is dealt with separately here. From the 
patients' standpoint, it is important in reducing the fear and 
anxiety that many of them experience before and during with- 
drawal. It is less important in reducing morbidity or mortality 
for most younger persons who are in reasonably good health, 
although the elderly and the debilitated do have an appreciable 
mortality if withdrawal is severe or prolonged. By itself, de- 
toxification tends to have relatively little influence on the course 
of opiate dependence. 

Similar principles are applied in the management of de- 
pendence on both opiates and non-opiates, with detoxification 
and pharmacological treatments playing a more prominent role 
in treatment programmes for patients dependent on opiates and 
sedative-hypnotics. 

Two forms of opium maintenance are employed, namely opium 
tablets and opium tincture, the latter being used in Burma. 

Methadone maintenance is commonly used in North America 
and some European countries. It is used as a means of attracting 
drug-dependent persons into treatment and is an especially at- 
tractive treatment choice in North American countries because 
of its low cost. 

In some countries, narcotic antagonists are used, naltrexone 
being currently under investigation in the United States. Its advan- 
tages include the fact that adverse effects are uncommon, but it 
lacks appeal for the drug-dependent person, since it has no 
psychoactive effect. 1 
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A minority of drug-dependent persons experience major 
disabling depression during the early months following de- 
toxification. Without treatment for such depression, a relapse 
into drug use often ensues, but if adequate treatment is provided, 
such patients may make good progress. 

Pharmacological intervention for treatment of opiate abuse 
is only one approach. Such intervention is useful at times for 
some patients but should be part of a treatment programme that 
includes other approaches as well, such as psychosocial coun- 
selling and behavioural interventions. 

It is important to emphasize that treatment is usually 
provided for other drugs of abuse besides the opiates. In some 
countries, opiates are not the primary problem and treatment 
and detoxification practices necessarily reflect this fact. 

2.1.3 Social rehabilitation 

The next major step in the continuum of treatment for the 
drug-dependent person involves not only rehabilitation in its 
classic sense of a return to a previous level of health and social 
functioning, but also, for some, social reintegration, since for 
them a return to a previous level of functioning means a return 
to conditions that may have contributed to their drug depend- 
ence. Rehabilitation often involves residence for long periods in 
a hospital, therapeutic community, halfway house, or day release 
centre. 

Long-term residential care is not needed by all drug-depend- 
ent persons, but should be made available for those requiring 
such care. For many, outpatient rehabilitation is to be preferred. 
Some examples of the means used to provide appropriate care in- 
clude social support centres (Burma); inpatient treatment centres 
and aftercare (Hong Kong); residential programmes (India); 
hospital and residential rehabilitation centres (Malaysia); on-the- 
job training (Pakistan); and residential rehabilitation centres 
(Singapore). 

2.1.4 Aftercare 

Aftercare involves regular visits by the drug-dependent person 
to an appropriate facility for a certain period of time, after either 
detoxification or rehabilitation. This aftercare phase can be 
particularly difficult for many patients since they are in the pro- 
cess of adjusting to being drug-free. 

Some country examples of aftercare programmes include 
scheduled visits to residential social support centres (compulsory 
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by law in Burma); voluntary aftercare (Hong Kong); individual 
counselling or psychotherapy, guidance by social workers (In- 
donesia); mandatory aftercare visits (Malaysia); social activities 
(Philippines); and aftercare by volunteers in conjunction with 
compulsory supervision (Singapore). 

Aftercare programmes are less costly than residential care but 
give rise to a number of problems, one of the most important 
being that of keeping patients in such programmes, especially 
when different personnel are responsible for detoxification, re- 
habilitation, and aftercare. 

2.1.5 Community outpatient programmes 

Treatment programmes for drug dependence in many coun- 
tries had their beginning in one of the three following inpatient 
settings: (a) specialized hospitals for drug dependence; (b) special 
drug-dependence units within psychiatric institutions; or (c)  
dependence units in general hospital settings. 

In recent years, such programmes have been developed in 
outpatient services. There is an overlap between such services 
and aftercare, although the latter will have been preceded, e.g., 
by detoxification or rehabilitation, whereas outpatient pro- 
grammes generally provide total care from admission to dis- 
charge, rely on early case-finding and intervention, and avoid the 
drawbacks of institutionalization. 

The various types of outpatient programme include selfcare, 
vocational, occupational, and recreational training (Mexico); 
mobile health teams for detoxification and general health care 
(Pakistan); rural detoxification (Thailand); and adolescent 
outpatient care (Switzerland). 

Outpatient care can be particularly appropriate for certain 
population groups, but is not suited to others, such as the severely 
disabled, who require special assessment and treatment in in- 
patient settings. 

2.1.6 Traditional forms of treatment 

Traditional practitioners throughout Asia have long used 
acupuncture for treating drug dependence, but its integration into 
the mainstream of science-based medicine began only a few 
decades ago in China. In electroacupuncture, as used to treat 
drug dependence, needles are inserted into both ears and a low- 
voltage (i.e., about 9 volts) current passed between them across 
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the head. The procedure produces temporary relaxation and a 
feeling of well-being even in addicts undergoing moderately 
severe opiate withdrawal. It also relieves pain, agitation, anxiety, 
and insomnia in patients with a wide variety of ailments and is 
not specific to opiate or other drug withdrawal. Treatments 
(lasting about 2 M 0  minutes) are followed by a feeling of well- 
being that may last only minutes (in an acutely disturbed patient) 
or up to several hours. 

Native healers and traditional medicine have a large following 
in some countries, examples including the detoxification of opiate- 
dependent persons by Buddhist monks (Burma); medical units in 
mosques (Egypt); and religious healing practices by native healers 
(Malaysia). These practices have distinct advantages, since they fit 
into the local culture and cost little. 

2.1.7 Islam and the treatment of dependence 

The influence of Islam on alcohol- or drug-dependent persons 
is of the highest significance for persons of the Muslim faith, 
many of whom live in the Eastern Mediterranean Region. The 
drugs commonly abused in the countries of that Region can be 
grouped into five categories: (a) opium and its derivatives; (b) 
cannabis; (c )  khat; (d) alcohol; and (e) manufactured psy- 
choactive chemicals. Muslim believers have been commanded to 
desist from alcohol, which means more than abstinence: the 
objective is to ensure strict prohibition of sale and distribution of 
alcoholic beverages. Islamic law clearly specifies that anything 
that constitutes a dependence-producing drug should not be used 
by a true Muslim, and Islamic scholars have defined a narcotic, 
based on the original Islamic concept of khamr (alcohol), as any 
substance that causes clouding of the mind and interferes with 
rational thinking. 

Very few countries in the Eastern Mediterranean Region have 
developed integrated treatment programmes, but one interesting 
approach is the development of a treatment programme inside 
the Abu El Azayem Mosque in Cairo with the idea of exploring 
the potentialities of the available socioreligious resources within 
that setting. In 1977, prior to the establishment of the treatment 
programme, special efforts were made to prepare the public for 
it. The programme has evolved by integrating psychiatric and 
medical care into the religious institutions of the mosque. The 
experience of developing the treatment programme in the mosque 
has been fully described by Edwards & Arif(7). 
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2.2 Alcohol dependence 

The increasing worldwide consumption of alcohol has stimu- 
lated endeavours to develop new ways of minimizing the harmful 
consequences of excessive or inappropriate drinking. The early 

l 
definitions of alcoholism as a disease entity, which emphasized 
the treatment needs of alcoholics whose excessive drinking had 
given rise to dependence on alcohol, have proved to be of limited 
usefulness. There has been a shift towards recognizing and re- 

l 
sponding to a range of alcohol-related disabilities, including a 
syndrome of alcohol dependence(8). This new perspective also 
takes into account impairment of the physical, mental or social 
functioning of an individual, where alcohol is an identified cause 
but without the person necessarily being dependent. As a result, 
alcohol-related incidents of many kinds have become markers 
for evidence of drinking. This has stimulated an increased em- 
phasis on recognition and intervention at an early stage in an 
endeavour to minimize harm. 

The effects of alcohol include not only impairment of health, 
and social and economic effectiveness, but also damage to the 

i 
family. In such circumstances it is clear that no single prescription 
will meet the needs of all those suffering from these disabilities. l 
It is also evident that the form that alcohol problems take will 
depend on the prevailing culture and the patterns of alcohol 
consumption that predominate in it, its ways of defining and 
responding to problems, and the legal and policy framework. 

' 
This was particularly apparent in the evidence derived from the 
WHO project on the community response to alcohol-related prob- 
lems in three countries of widely differing socioeconomic character- 
istics (Mexico, Scotland, and Zambia) (9). Thus in any discussion 
of treatment trends it is first necessary to recognize the diversity 

l 
l 

of the problems concerned and the absence of any established l 

therapeutic regime. I 
l 

2.2.1 Organization of treatment services 
I 

l 

Treatment approaches are in transition; new techniques are 
being tested, and old certainties, which often emphasized pro- 
longed institutional and specialized care, are slowly being 
abandoned. Evaluation of treatment suggests that simple 
methods may prove as effective as more elaborate and costly 
ones(I0). Such findings have given impetus to the search for 
simpler treatment strategies that can be applied by non-specialist 
personnel at an early stage. The trend towards management of 
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alcohol problems by the primary health care worker has a 
number of advantages. Primary health care is more cost-effective 
and reduces the need for specialist workers, who will in any case 
never be available in sufficient numbers to deal with so common 
and widespread a problem. It is usually possible for such 
treatment to be offered at an early stage, the patientlclient is not 
stigmatized or labelled by having to go to a specialized treatment 
centre, and treatment can be made more readily available to the 
population as a whole, particularly in areas where specialist 
services are not available. This shift in emphasis accords well 
with the primary health care approach advocated by the Dec- 
laration of Alma-Ata in 1978. 

The recognition that effective help can be given without the 
need for institutional care or specialist clinics has been accom- 
panied by the realization that treatment may be initiated in a 
wide variety of settings, for instance in general medical facilities, 
primary health care services, courts (e.g., programmes for the 
drunk driver), prisons, or at work. Treatment programmes for 
the employee whose work is suffering as a consequence of his 
or her drinking have proved most effective in a number of 
countries. 

Accompanying the present trend towards the provision of 
treatment in community settings is an increase in the number of 
social workers, nurses, psychologists, counsellors and other non- 
medical or non-specialist persons dealing with alcohol problems. 
This diversity of professional inputs has further broadened the 
range of therapeutic techniques available. At an organizational 
level, it has underlined the need for intersectoral cooperation in 
the planning of services. 

The conventional stereotype of the problem drinker has 
been, for many years and in many countries, the middle-aged 
male. While such people remain a very important group, this 
image alone is no longer adequate. In particular, with increased 
alcohol consumption among women, services require to rec- 
ognize the special needs of the woman with alcohol-related 
problems. The younger problem drinker is also increasingly 
common and again requires special recognition of his or her 
needs. 

2.2.2 Methods of treatment 

Specific treatment approaches are characterized by their 
diversity and by increasing attempts to tailor the treatment to 
the requirements of the individual patientlclient. The search for 



new treatment methods is partly based on four emerging research 
trends, as follows: 

(a) current treatment research challenges rather than confirms 
conventional treatment approaches (10, l l); 

(b) depending on criteria of outcome and other factors, the 
rule rather than the exception is that the patient receiving 
treatment will relapse; 

(c) changes in drinking behaviour may be influenced far more 
by life events (such as finding a job, getting married) than by any 
treatment measures (12); 

( d )  the success of treatment often depends on the personality 
and socioeconomic characteristics of the person treated. Research 
consistently indicates that the characteristics of the patient rather 
than the specific type of treatment programme are the best pre- 
dictors of outcome. 

Given that factors such as social stability and personal char- 
acteristics are often more important to outcome than treat- 
ment approach, interest has increased in identifying ingredients 
common to all or most such approaches that are effective. 
These might include reinforcement of motivation for change, 
clarification of behavioural choices, enhancement of self- 
determination, and adaptive problem-solving. The establishment 
of treatment goals based on such factors is showing some 
promise as a treatment approach as compared with any specific 
method. 

The realization that no one treatment approach is applicable 
to all cases and that an analysis of the individual pattern of 
drinking problems and psychosocioeconomic circumstances 
might be most revealing, has given rise to the "matching hypo- 
thesis", based on the following assumptions (13): 

-different patients require different kinds of help; 
-assessment of patients is extremely important; 

-underlying and accompanying conditions must be identi- 
fied and treated; 

-there is a need for understanding of, and response to, 
the individual's readiness to change and to seek help from 
others; 

-goals must be set and agreed upon, not imposed; 

-the qualities of the therapist are important; 
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-self-determination, self-responsibility and self-monitoring 
are vital. 

Trends in the development of specific treatment techniques 
can be tentatively identified in the light of the foregoing, as fol- 
lows: 

(a) Psychosocial, psychological. It is being increasingly 
realized that alcohol problems may be only one facet of a series 
of problems. Efforts have been made in recent years to put to- 
gether individual programmes involving interventions that are 
psychosocial in orientation and attempt to deal with problems 
other than those directly caused by drinking. The assumption on 
which this approach is based is that excessive drinking is 
symptomatic of underlying disturbance so that psychological 
assistance is required in effecting the change in life-style that 
successful treatment demands. The approach involves: 

-increasing emphasis on enhancing interpersonal skills; 

-increasing emphasis on acquiring problem-solving skills 
and finding alternatives to drinking; 

-increasing provision of therapy within group settings; 

-increasing use of family therapy techniques; 

-increasing use of social work, vocational guidance, and 
other activities that may have an impact on alcohol-related prob- 
lems. 

Behavioural approaches to the treatment of alcohol-related 
problems have received increasing attention in recent years, as 
have the possibilities of identifying treatment goals other than 
total abstinence, i.e., controlled drinking, or drinking only in 
certain appropriate circumstances. More research is needed to 
clarify the criteria for recommending controlled drinking rather 
than the more traditional and still more widely accepted goal of 
total abstinence (14). There is some evidence that degree of physi- 
cal dependence on alcohol may prove to be one important 
criterion in allocating patients to one or other treatment goal. 

(b) Pharmacological/medical. Tranquillizing drugs have an 
established place in the management of the symptoms that follow 
alcohol withdrawal in those who have become physically de- 
pendent. However, the danger that alcohol dependence may 
simply be replaced by dependence on tranquillizers is now well 
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recognized. Long-term use of tranquillizers is therefore in- 
appropriate. 

Alcohol-sensitizing agents are used in some countries. Patients 
who take them regularly know that they will experience un- 
pleasant effects if they drink. Their value depends to a large 
extent on the patients' motivation and willingness to cooperate. 
Offenders have sometimes been required to take such drugs, 
under the supervision of a nurse or probation officer, as part of 
the treatment imposed by a court order. 

Aversive techniques, often employing emetic drugs, still have 
some adherents but have no clear advantages over other forms 
of therapy. 

(c) Self-help. Self-help groups for alcohol problems are well 
established, Alcoholics Anonymous (AA) being the best known; 
there are currently AA groups in 92 countries. AA was founded 
more than 40 years ago and was one of the first self-help 
movements concerned with a specific disability. In recent years 
other groups based on somewhat different approaches to that 
adopted by AA have arisen and proved of lasting benefit, e.g., in 
Italy and Yugoslavia. 

Self-help groups have undoubtedly been very successful with 
many people. Their success and their optimism about the 
outcome of help is probably due in large part to the fact that, in 
practice, they provide not only the therapy common to most 
treatment approaches, but also an intense supportive social 
network for the problem drinker-sometimes rarely achievable 
or affordable through professional services. 

Individual self-help techniques have also come into promi- 
nence recently. Commonly, patients are encouraged by health 
workers or health educators to think about their drinking and to 
recognize potentially harmful patterns and levels. They are then 
given a variety of self-help manuals that contain information on 
alcohol and advice on techniques for acquiring less harmful 
drinking habits. Some of these manuals assume a continuing 
interaction with a health worker or a friend or family member, 
while others can be used in isolation(l.5). 

2.3 Future trends 

The trend towards finding appropriate simple interventions 
that can be delivered by primary health care workers seems likely 
to continue. Specialist services may increasingly be responsible 

. 
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for supporting and advising non-specialist agencies and for 
providing training in the skills and knowledge necessary to render 
the primary health care worker confident and effective. They will 
also continue to provide a source of research expertise and a 
testing ground for the development and refinement of new 
treatment techniques. Where specialist services exist they are 
likely to be responsible for helping to coordinate a network of 
services that meet the diverse needs of those with alcohol-related 
problems. 

Some countries have shown particular interest in the biologi- 
cal aspects of alcohol misuse, but it is not yet clear how these are 
related to treatment. Current concern about alcohol-induced 
cognitive impairment and early brain shrinkage has given a new 
urgency to the need to detect brain damage at an early stage 
when recovery may be possible. It has also made clinicians more 
conscious of the need to assess cognitive damage before 
embarking on treatment approaches that require new material to 
be learned at a stage when the patient has not yet sufficiently 
recovered to be able to assimilate such new information. It is 
hoped that refinements in psychological testing and brain 
imaging techniques will lead to developments in this area. 

Any discussion of treatment must necessarily focus on the 
individual but many of the approaches that may have the most 
potent influence in preventing alcohol-related problems require 
collective action at a community or national level. Such pre- 
ventive approaches were stressed by the WHO Expert Committee 
on problems related to alcohol consumption (1) and included 
recommendations designed to limit the availability of alcohol and 
to reduce demand, by education and other means. 





3. Comparative Survey of Legislation 

3.1 General 

The comparative survey of the legislation covered by this 
study showed that, in the various countries, provision is made for 
drug- and alcohol-dependence treatment programmes both separ- 
ately and in combination, and that the corresponding legislation 
falls into a variety of categories (e.g., mental health legislation, 
public health laws, criminal laws, or specialized treatment laws). 
Some countries have not made any provision for such treatment 
programmes in any of the aforementioned categories of legisla- 
tion; for example, legislation concerned specifically with the 
treatment of alcohol dependence does not exist in Thailand. 
Other countries have not enacted specific legislation on the 
treatment of drug dependence. Many countries have mental 
health legislation that also covers the treatment of dependent 
persons. The legal disposition of drug- or alcohol-dependent 
persons is often covered by the criminal law (e.g., under specified 
statutory offences) or mental health legislation (e.g., emergency 
or observational detention for mental illness involving danger to 
the patient himself or to others, or incapacity). 

Many countries were found to have fully developed legislation 
in both the drug and alcohol fields, while others (e.g., Poland, 
Thailand) had such legislation in one area only. Some countries 
(e.g., Pakistan) were in the process of developing legislation. 

In most countries, the legislation was part of a larger set of 
enactments including public health laws, criminal law, and mental 
health legislation. 

No legislation governing the treatment of alcohol dependence 
was found in the countries of the Eastern Mediterranean and 
South-East Asia Regions. 

Our overall review dealt with all legislative provisions on 
treatment whether in general health legislation, in mental health 
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legislation, in separate legislation on drug or alcohol dependence 
expressly relating to treatment, or in criminal legislation. 

The various WHO Regions will be considered in turn. 

In the African Region, we surveyed the legislation of Kenya, 
Madagascar, Mauritius, Nigeria, Senegal, and Zambia. There is 
evidence that drug and alcohol problems are increasing in West 
Africa. Dependent persons who receive treatment in any form 
are usually self-referred voluntary patients. Provisions governing 
the treatment of drug- and alcohol-dependent persons frequently 
form part of the mental health legislation. In Nigeria, for ex- 
ample, there is no specific treatment programme for drug- and 
alcohol-dependent persons and compulsory civil commitment 
treatment programmes form part of the general mental health 
programme. In Kenya, although separate policies or legislation 
covering the treatment of drug and alcohol dependence do not 
exist, services are provided under mental health programmes. In 
Mauritius, provision is made for treatment under the penal 
provisions of the Psychotropic Substances Act of 1974. For those 
persons convicted of an offence under the Act, the court may (at 
its discretion and in addition to any other penalty imposed) order 
treatment, education, aftercare, rehabilitation, or social inte- 
gration. Drug-dependent persons are admitted to a psychiatric 
hospital under the provisions of the Lunacy Ordinance of 1906 
and can also be admitted to general hospital wards. In Senegal 
and Zambia, treatment provisions are contained, respectively, in: 
(a) compulsory treatment legislation, requiring detoxification in 
establishments under the jurisdiction of the Ministry of Public 
Health; and (b) dangerous drug regulations, permitting certain 
medical personnel to prescribe dependence-producing drugs for 
treatment purposes. 

In the Region of the Americas, treatment provisions are 
contained in specific, general health and welfare, criminal, or 
mental health legislation, depending on the country concerned. 
We reviewed the legislation of the following countries: Argentina, 
Brazil, Canada, Colombia, Mexico, Peru, Trinidad and Tobago, 
and the United States of America. In Argentina, both criminal 
and civil legislation contain provisions governing the treatment 
of drug dependence, and provide for compulsory commitment. 
In Brazil, provisions on the treatment of drug dependence can be 
found in criminal legislation on the control of illicit traffic, while 
treatment provisions in Colombia, Mexico, Peru, and Trinidad 
and Tobago are found in civil laws, and again include compulsory 
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commitment. In Canada (federal and provincial) and the United 
States of America (federal and state), provisions governing the 
treatment of drug and alcohol dependence are contained in both 
criminal and civil laws. In both countries, provision is made for 
compulsory civil commitment under both separate drug or 
alcohol legislation and mental health law. For example, in 
Massachusetts and Wisconsin, in the USA, treatment provisions 
are included in civil law providing for compulsory commitment 
for drug and alcohol dependence, and in criminal law providing 
for diversion to treatment. Voluntary programmes of admission 
for both drug and alcohol dependence were also found in the 
laws of both states. In Brazil, the legislation on the treatment of 
drug-dependent persons is specific and sets out the criteria for 
treatment and recuperation, which is on an inpatient basis ini- 
tially. In Peru, a 1978 law was designed to combine the health 
services of the country so as to form a national health system. 
Under this legislation, drug dependence is a public health prob- 
lem, and provision is made for the establishment of specialized 
treatment services and for compulsory treatment. 

The Eastern Mediterranean Region provides an interesting 
variety of legislative approaches, reflecting the diversity of cul- 
tural, religious and legal systems. We reviewed the following 
countries in the Region: Cyprus, Egypt, Iraq, Pakistan, Somalia, 
and Tunisia. 

The legislation of Cyprus (the Narcotic Drugs and Psy- 
chotropic Substances Law, 1977) empowers the Council of 
Ministers to make regulations requiring any medical practitioner 
to notify the authorities if he "attends" a person whom he con- 
siders or suspects to be "addicted to controlled drugs." The only 
specific provisions governing treatment in any legislation in 
Cyprus are those included in legislation implementing the 1961 
Single Convention on Narcotic Drugs and the 1971 Convention 
on Psychotropic Substances. 

Pakistan, a federal state with four provinces and two ter- 
ritories, is an Islamic country, 97% of the population being 
Muslims. The Islamic Religious Code forbids the use of alcoholic 
beverages by Muslims. The Prohibition (Enforcement of Haad) 
Order of February 1979 permits only non-Muslims to purchase 
(a specified amount of) alcohol. No specific legislative provisions 
on treatment are contained in the existing mental health legisla- 
tion, but have been proposed. Criminal legislation proscribing 
drug addiction and alcoholism has been promulgated. 

In Iraq, no general mental health law exists, although a draft 
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law has been under consideration for some years. In 1981, a 
Regulation was adopted providing for the treatment of drug- 
and alcohol-dependent persons at particular health care establish- 
ments in the country dealing with drug and alcohol dependence. 

In the Western PaciJic Region, the review of the legislation 
revealed a diversity of approaches in the jurisdictions covered, 
namely Australia, Hong Kong, Japan, Malaysia, Philippines, 
and Singapore. In Hong Kong, the overall strategy for the control 
of drug abuse is based on the following main elements: (l) law 
enforcement; (2) treatment and rehabilitation; (3) prevention, 
education and publicity; and (4) international cooperation. The 
major emphasis is on law enforcement. Recent amendments to 
the law provide for: (a) prosecution for possessing even minute 
"unusable" quantities of drugs; and (b) protection of medical 
practitioners engaged by the Hong Kong police to search the 
body cavities of drug couriers; this protection was formerly 
limited to medical practitioners performing such searches for the 
Customs and Excise Service. There are three major treatment 
programmes in Hong Kong: a compulsory placement programme 
operated by the Prisons Department, an outpatient methadone 
programme provided by the Medical and Health Department, 
and a voluntary inpatient programme operated by the Society 
for the Aid and Rehabilitation of Drug Abusers (SARDA). The 
Hong Kong Narcotics Report of 1980 (16), prepared by the 
Government's Action Committee Against Narcotics, states that 
the Prison Department's programme is designed to cater for drug 
abusers who are convicted of either minor drug offences or minor 
non-drug offences and who are considered suitable by the courts 
for such a programme. The outpatient methadone programme 
(Medical and Health Department) is designed mainly for those 
who are motivated to give up heroin or opium use, but are not 
prepared to stay in a residential treatment centre for a relatively 
long period for reasons such as employment or family problems. 
The needs of drug abusers who wish to seek inpatient treatment 
and aftercare on a voluntary basis are met by the SARDA 
programme, which offers therapeutic community facilities at its 
two treatment centres. It was reported recently that efforts were 
being made by the Hong Kong Correction Service and the 
voluntary agencies to establish appropriate institutional linkages 
between voluntary and involuntary programmes. 

In Australia, where health programmes are a matter for the 
individual states, treatment programmes are found in a variety 
of enactments. In Victoria, treatment programmes for drug and 

L 
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alcohol dependence include provision for both voluntary and 
involuntary admission. Other provisions governing treatment 
can be found in road traffic laws and the mental health legisla- 
tion. 

Japanese mental health legislation provides for the com- 
pulsory treatment of drug-dependent persons who abuse 
stimulants if the person concerned is found to be "dangerous to 
self or others due to his addiction". For narcotic dependence, 
compulsory treatment is provided under the Narcotic Control 
Law of 1953, as amended. The emphasis in Japan is on the 
criminal law, which relies on severe penalties, compulsory 
treatment and notification, urine testing and reporting. There are, 
however, also programmes for voluntary treatment. A brief ac- 
count of the situation in Japan has been published by the 
Ministry of Health and Welfare (l 7). 

In Malaysia, the Philippines, and Singapore, the main em- 
phasis in the legislation is on strict law enforcement and com- 
pulsory treatment under the criminal code. Separate legislation 
on voluntary admission to hospital is, however, also found in 
the Philippines, while in Malaysia, provision is made for volun- 
tary admission of drug-dependent persons to rehabilitation 
centres. 

In the European Region, legislation varies considerably from 
country to country. We surveyed legislation in Finland, France, 
Federal Republic of Germany, Hungary, Israel, Italy, Norway, 
Poland, Sweden, Switzerland, the United Kingdom (England and 
Wales), and the Union of Soviet Socialist Republics (Russian 
Soviet Federal Socialist Republic). In many countries, legislation 
on treatment programmes is contained in the general health laws 
or in mental health provisions. In others (Finland, Hungary), 
legislative enactments are concerned almost exclusively with 
alcohol dependence. Thus in Hungary, the legislation provides 
for both voluntary outpatient treatment and compulsory 
treatment in institutions for such dependence. It was reported 
that abuse of organic solvents among young people is rising, but 
compulsory commitment of those involved is not possible under 
existing legislation. 

In 1980, the European Public Health Committee of the 
Council of Europe published a report on the treatment of drug 
dependence(18) in which special attention was given to: (a) aims 
of treatment; (b) treatment and resocialization; (c) facilities; 
( d )  staffing; and (e) evaluation of programmes in member coun- 
tries. The Committee of Ministers of the Council of Europe 



subsequently formally adopted, and recommended to the govern- 
ments concerned, certain measures concerning the treatment and 
resocialization of drug-dependent persons (Recommendation No. 
R(82)6, adopted on 16 March 1982) and the prevention of 
alcohol-related problems, especially among young people 
(Recommendation No. R(82)4, also adopted on 16 March 
1982). 

In the Federal Republic of Germany, treatment of alcohol- 
and drug-dependent persons is essentially voluntary and initiated 
by family doctors or by governmental (state or local) agencies or 
church groups offering assistance, advice, and help. Legislative 
provisions on drug- and alcohol-dependent persons are found in 
many different items of legislation. Health legislation is found at 
both the federal level and at that of the individual Lander. Both 
social insurance legislation and the criminal law contain relevant 
provisions. The Federal Law of 28 July 1981 (see p. 175) permits 
waiver or postponement of sentencing provided that the offender 
agrees to treatment. 

In the South-East Asia Region, we reviewed the legislation of 
Bangladesh, Burma, India, Indonesia and Thailand. Neither 
Bangladesh nor India has enacted specific legislation governing 
the treatment of drug- or alcohol-dependent persons. However, 
it was reported that the proposed new Narcotic Drug Act in 
Bangladesh incorporates provisions for the treatment and re- 
habilitation of drug-dependent persons. There are no facilities 
specifically for drug-dependent persons in India; such people are 
treated in mental health facilities throughout the country. 

No legislation on treatment for alcohol dependence was found 
in any of the five countries surveyed in this Region. 

Legislation requiring compulsory treatment for drug de- 
pendence exists in Burma, Indonesia and Thailand. In Burma, 
the legislative grounds for compulsory treatment apply specifi- 
cally to two classes of persons: (a) those addicted to narcotic and 
other dangerous drugs; and (b) "occasional users" of such drugs. 
In Indonesia, the legislation also specifies two classes of persons- 
under-age addicts and adults-while in Thailand, compulsory 
treatment is provided for any person addicted to a psychotropic 
substance. 

Provision for the treatment of drug-dependent persons 
involved in the criminal justice system is made in the legislation 
of Burma, Indonesia and Thailand. In Burma, convicts who are 
addicts may be admitted to prison hospitals for treatment, while 
in Indonesia, treatment (medication and nursing) of narcotic 
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addicts and the rehabilitation of former addicts is authorized (at 
the addict's own expense) in government-operated rehabilitation 
centres. An interesting provision of the 1979 Narcotics Law in 
Thailand (see p. 185) lays down that a person who has 
"consumed7' certain narcotics and has applied for treatment in a 
medical establishment before being charged with a specified crime 
or arrested by the police and who has thereafter strictly complied 
with the regulations for treatment and has obtained a certificate 
of such compliance, is exempted from the penalties for the 
offences concerned. 

Table 1 provides a summary of the types of legislation found; 
the legislation itself is summarized in Annex 2. 

Table 1 .  Specific legislation on treatment of drug- and alcohol- 
dependent persons 

Country or Existing legislation No legislation 
territory 

Drug- Alcohol- Both drug- 
dependent dependent and alcohol- 
persons persons dependent 

persons 

Argentina 
Australia (Victoria) 
Bangladesh 
Brazil 
Burma 
Canada 

British Columbia 
Nova Scotia 

Colombia 
Cyprus 
Egypt 
Finland 
France 
Germany, Federal 

Republic of 
Bavaria 
Hamburg 

Hong Kong 
Hungary 
India 
Indonesia 
Iraq 
Israel 
Italy 
Japan 
Kenya 
Madagascar 
Malaysia 
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Table 1 (continued) 

Country or Existing legislation No legislation 
territory 

Drug- Alcohol- Both drug- 
dependent dependent and alcohol- 
persons persons dependent 

persons 

Mauritius 
Mexico 
Nigeria 
Norway 
Pakistan 
Peru 
Philippines 
Poland 
Senegal 
Singapore 
Somalia 
Sweden 
Switzerland 

Geneva 
St Gallen 

Thailand 
Trinidad and Tobago 
Tunisia 
USSR (RSFSR) 
United Kingdom 

(England and Wales) 
United States 

Massachusetts 
Wisconsin 

Zambia 

In addition to providing information on the type of legislation 
in force, if any, in the various countries, the survey also pin- 
pointed certain serious problems relating to the legislation: 

(1) In some countries, specific legislation has been enacted, 
but for various reasons has never been implemented. 

(2) Some well drafted legislation authorizes excellent treat- 
ment programmes, but the resources needed in terms of qualified 
personnel and facilities have not been provided. 

(3) Some legislation is too piecemeal or fragmented, and thus 
does not encourage a comprehensive, well-coordinated approach 
to treatment. 

(4) In several countries, the legislation has clearly become 
outdated or obsolete, but there is no system for continuous 
monitoring, with a view to bringing it up to date. 
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(5) In several countries, there are no effective legal provisions 
for the treatment of drug- and alcohol-dependent persons, since 
the only legislation in the field is the general mental health code. 

(6) Some legislation in the field does not provide for com- 
pulsory treatment or, alternatively, does not authorize voluntary 
treatment. 

(7) Some legislation contains inadequate safeguards for the 
personal rights of the drug- or alcohol-dependent persons. 

(8) Some legislation hinders rather than encourages certain 
aspects of treatment programmes. 

Each of these problems is dealt with in this report, some in 
the context of the analysis of current legislative provisions, others 
as part of the chapter on guiding principles and alternative ap- 
proaches. 

We must admit, however, that our ability to cover all aspects 
of these issues was limited by the financial resources available for 
the study. We would suggest, therefore, that the problems identi- 
fied should be the subject of future interdisciplinary research in 
this field. 

3.2 Statutory definitions of drug and alcohol dependence 

The issue of definitions transcends many aspects of the survey 
of national legislation. We are primarily concerned with what 
the law actually states in legislative language with regard to two 
terms: drug (or alcohol) dependence and treatment. There are 
several reasons why the legislation of a particular country might 
not include specific statutory definitions (or characterizations) of 
a drug- or alcohol-dependent person, the main reason appearing 
to be that many treatment provisions are found in mental health 
codes, where the emphasis is on definitions of mental illness and 
the grounds for civil commitment (e.g., "dangerous to self or 
others"). However, adequately drafted legislation will contain a 
section giving the precise definitions of the most important terms 
as they appear in the text of the legislation reviewed. 

Specific statutory definitions of "drug dependence" or "al- 
cohol dependence" (or an equivalent term) were found in the 
legislation of Burma, Canada, Colombia, Finland, Hong Kong, 
Indonesia, Israel, Japan, Malaysia, Mexico, Philippines, Singa- 
pore, Thailand, the Union of Soviet Socialist Republics, the 
United Kingdom, and the United States of America. 
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In some countries, a person's explicit behaviour was used as 
the test of drug or alcohol dependence. For example, Finnish 
law governing the treatment of persons making improper use of 
intoxicants applies to persons who are "given to insobriety or 
otherwise repeatedly making improper use of alcoholic sub- 
stances or other intoxicants" and meet one of seven statutory 
tests ranging from "are manifestly violent, abuse their spouses or 
children. . ." to "are in need of social assistance". 

In Poland, the legislation on the conlpulsory treatment of 
alcohol dependence does not define the term but lays down that 
"alcohol addicts whose behaviour causes disintegration of family 
life, demoralizes minors, threatens the security of the en- 
vironment or systematically violates peace or public order" must 
undergo compulsory treatment. 

Treatment provisions are often found in public health codes. 
This may reflect an emphasis on prevention or related ap- 
proaches, so that a specific definition of a drug- or alcohol- 
dependent person is not a matter of high priority since the term 
is not of any great importance in such codes. 

In other instances, only a general reference is made to drug 
or alcohol dependence in legislation or in implementing regula- 
tions, directives or resolutions. Thus Pakistan has no specific 
treatment legislation (although, as discussed elsewhere, there is a 
move to introduce such provisions) but is a party to the 1961 
Single Convention on Narcotics. The Resolution of 8 March 
1973 establishing the Pakistan Narcotics Control Board and 
requiring Pakistan to fulfil its obligations under the Convention 
therefore calls for the "rehabilitation of addicts". No definition 
of either the term "addict" or "rehabilitation" is provided in the 
Resolution. 

Some examples of definitions of drug dependence (or of an 
equivalent term) found in the legislation are given below. 

Country Definition 

Canada (Nova Scotia) (Drug dependency is) "a state of psy- 
chological or physical reliance or both 
on one or more chemical substances that 
alter mood, perception, consciousness or 
behavior to the apparent detriment of 
the person or society or both as a result 
of the periodic or continuous use or 
administration of one or more chemical 
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Country Definition 
substances and includes the use of 
nicotine or alcohol or both". 

Colombia (Drug dependence is) "the personal state 
brought about by periodic or continuous 
ingestion of drugs in any way". 

Indonesia 

Iraq 

Malaysia 

Mexico 

(A drug-dependent person) "uses nar- 
cotics and is in a state of physical or 
mental dependence". 

(A drug-dependent person is) "a person 
who consumes drugs (including alcohol) 
to such an extent that he has reached a 
stage of manifest physical and mental 
disorder that interferes with his mental 
and physical health, or with the re- 
quirements of his economic life, or dis- 
plays symptoms to a degree that 
necessitates medical treatment". 

(A drug-dependent person) "through the 
use of any dangerous drug undergoes a 
psychic and sometimes physical state 
which is characterized by behavioural 
and other responses including the 
compulsion to take the drug on a con- 
tinuous or periodic basis in order to ex- 
perience its psychic effect and to avoid 
the discomfort of its absence". 

(A drug-dependent person) "other than 
for therapeutic purposes, voluntarily 
uses, or experiences the need to use, any 
narcotic or psychotropic substance". 

Philippines (Drug dependence is) "a state of psychic 
or physical dependence, or both, on a 
dangerous drug, arising in a person 
following administration or use of that 
drug on a periodic or continuous basis". 
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Country Definition 
Singapore (A drug addict) "through the use of any 

controlled drug: (a) has developed a 
desire or need to continue to take such 
controlled drug; or (b) has developed a 
psychological or physical dependence 
upon the effect of such controlled drug". 

(A dependent person) "consumes, in- 
gests, or applies by any means the 
psychotropic substance and shows the 
symptom of addiction to the psy- 
chotropic substance". 

United Kingdom (A person is to be regarded as being 
addicted to a drug) "if, and only if, he 
has as a result of repeated administration 
become so dependent upon the drug that 
he has an overpowering desire for the 
administration of it to be continued". 

3.3 Statutory definitions of methods of treatment 

In only a few countries (Burma, Colombia, Indonesia) is the 
term "treatment" or "rehabilitation" (or an equivalent term) 
specifically defined in the legislative texts. In some instances, the 
legislation contains terms such as "resocialization" and "re- 
integration" in connection with the aftercare of patients following 
medical treatment, but these are not specifically defined. 

Some legislation, however, does specify the method or type 
of treatment to be administered, particularly in provisions for 
detoxification in drug or alcohol dependence. This treatment 
approach is frequently the only one specified. 

If the treatment method is specified in the basic statutory 
enactment it will be more difficult to make changes quickly, so 
that flexibility is lost. On the other hand, if the legislature wishes 
to ensure that only a particular approach is to be adopted, it will 
find this procedure desirable. 

The legislative method generally used to accomplish policy 
goals while retaining flexibility is to empower, e.g., the Ministry of 
Health, to make regulations (directives, notifications, etc.), under 
the basic law, specifying the treatment programmes to be employed. 
The procedural aspects of treatment programmes will then be 
found in such ministerial regulations, directives and orders, and 
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these texts will contain many administrative (and legal) rules that 
govern the day-to-day operation of both programmes and facilities. 

In most instances, the power to select the method of treatment 
is delegated to the head of the treating institution or to the local 
authorities responsible for supervising and directing the 
treatment programme. This is the case, for example, in Hungary, 
where the law provides for both voluntary and involuntary 
treatment. Ordinances have been promulgated to implement the 
legislation concerning the care and treatment of alcohol de- 
pendence and provide that the head of the "consultation service", 
the clinic near the person's place of residence or employment, 
has the power to decide the method of treatment to be used in an 
outpatient facility. The person concerned may also apply for 
inpatient care and, in such a case, the decision concerning 
treatment is made, after a medical examination, by the head of 
the department of alcohol detoxification of the hospital near 
the person's home. 

3.4 Compulsory civil commitment 

Compulsory civil commitment means the involuntary 
admission by judicial or administrative order, usually to an in- 
patient facility for treatment of drug or alcohol dependence, on 
the grounds stated in the civil law. Provision for compulsory civil 
commitment was found in the legislation of just over half the 
countries surveyed, those without such provisions tending to be 
the ones that had no legislation on hospitalization at all. 
Compulsory civil commitment provisions were found in the 
following five categories of legislation: 

(a) general mental health legislation; 

(b) mental health legislation specifically mentioning drug or 
alcohol dependence; 

(c) special civil commitment legislation on drug depend- 
ence; 

(d) special civil commitment legislation on alcohol depend- 
ence; and 

(e)  combined approaches. 

The grounds for compulsory civil commitment varied widely, 
depending on several factors, including the type of legislation 
containing the provisions. For example, in mental health legis- 
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lation, it is usually specified that, to be committed, a person must 
be a danger to himself or to others, or suffer from drug- or 
alcohol-induced psychosis or serious mental deterioration. In 
some jurisdictions, simple incapacitation due to alcohol abuse 
plus a need for medical attention are grounds for committal. In 
some special drug or alcohol legislation, the criterion for com- 
pulsory admission is solely that a person is dependent on drugs 
or alcohol (Canada (Nova Scotia), Indonesia, Japan, Malaysia, 
Mexico, Peru, Singapore, Thailand, and Tunisia). Dependence 
resulting in impairment to health as well as suitability for 
treatment are also among the criteria. 

In many countries "dangerous behaviour" is specified in the 
mental health legislation as a ground for the commitment of the 
mentally ill. Frequently, drug or alcohol dependence is specifically 
mentioned as an associated or contributing factor in such dan- 
gerous behaviour or mental illness. This behaviour need not 
necessarily constitute an unlawful act or involve the person in 
any way in the criminal justice system. 

Legislative provisions for the compulsory treatment of drug- 
dependent persons were found in many of the countries surveyed. 
Thus in Thailand, the Psychotropic Substances Law of 1975 (see 
p. 157) empowers the Secretary-General of the Narcotics Control 
Division to commit a dependent person for treatment or re- 
habilitation for a period of 180 days in a clinic or rehabilitation 
centre. The treatment may also be extended for a period of not 
more than 180 days. The Ministry of Public Health has the duty 
to provide suitable facilities for the treatment, education, 
training, aftercare, and rehabilitation of such persons so that they 
may be freed from their addiction and reintegrated into society. 
Under the same law, any person who refuses such treatment or 
rehabilitation may be fined or imprisoned. 

In the Region of the Americas, numerous countries have 
made provision for compulsory treatment. Thus Peruvian 
legislation requires drug-dependent persons to undergo treatment 
either at home, in a private establishment, or in a State re- 
habilitation centre. The dependent person, his relatives, or the 
court itself may apply for such a person to undergo treatment, 
but he must first be examined by a medicolegal physician. Treat- 
ment is voluntary, except for recidivist addicts, for whom it is 
compulsory; they are treated in an official Centre for Drug 
Dependence by order of the court. In Colombia, Legislative 
Decree No. 1188 of 25 June 1974 (see p. 133) lays down that 
persons who, without having committed any offences under this 
Decree (e.g., traffic in drugs, etc.), are "suffering from the effects 
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of consumption of drugs or substances which produce physical 
or psychic dependence", shall be compelled to undergo treatment. 
In Mexico, health professionals who treat cases of drug addiction 
are required, under the Regulations of 23 July 1976 concerning 
narcotic drugs and psychotropic substances (see p. 145), to notify 
the Ministry of Health and Welfare of the patient's condition 
and give their opinion on whether clinical intervention by the 
Ministry is needed. In appropriate cases, the Ministry may order 
the patient to be admitted to an institution for drug dependence, 
as designated under these Regulations. 

Provisions for compulsory detoxification also exist in the 
African Region. Thus, in Tunisia, the Commission on Drug 
Dependence is authorized to compel any drug addict to undergo 
detoxification in a specialized treatment centre under the condi- 
tions established by order of the Secretary of State for Public 
Health. In Somalia, Law No. 46 of 3 March 1970 (see p. 151) 
provides that any person who, "by reason of serious mental 
deterioration caused by the habitual improper use of narcotic 
drugs, in any way endangers himself or others" may be required, 
at the request of the police or other interested party, to undergo 
detoxification treatment. 

Provision for compulsory treatment after medical ex- 
amination is also found in several countries of the South-East 
Asia Region. Under the Misuse of Drugs Act, 1973, of Singapore 
(see p. 149), if upon examination or observation it is determined 
that a person is a drug addict and is in need of treatment, the 
Director of the Central Narcotics Bureau may require that person 
to undergo treatment in an approved institution. In Malaysia, 
under the Dangerous Drugs Act, 1952 (see p. 144), if it appears 
necessary as a result of a medical examination, for a "certified" 
drug dependant to undergo treatment, he may be ordered by a 
magistrate to attend a rehabilitation centre for a period of six 
months. 

Follow-up surveillance after compulsory hospitalization may 
be either compulsory or discretionary. Thus, in the European 
Region, under Swiss (federal) penal law, the cantons may order 
the hospitalization of drug-dependent persons for purposes of 
detoxification and treatment, followed by ambulatory treatment 
or surveillance after hospitalization. Legislation in the Russian 
Soviet Federal Socialist Republic, one of the constituent republics 
of the Union of Soviet Socialist Republics, requires chronic 
alcohol- and drug-dependent persons to undergo continuous 
observation and treatment at specialized follow-up centres. Such 
persons can be committed involuntarily for failure to accept 
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voluntary treatment or for continued misuse of alcohol or use of 
narcotics after treatment. Under the Decree of 25 August 1972 
(see p. 158), drug-dependent persons who are required to undergo 
treatment in therapeutic establishments, but who refuse to do so, 
are liable to commitment, on the decision of the rayon (muni- 
cipal) people's court, to curative and labour rehabilitation pre- 
ventoria for compulsory treatment for a period of between six 
months and two years. Reference should be made to this Decree 
for details of the commitment process, court proceedings, dur- 
ation of detention, and administrative and enforcement provi- 
sions. 

Table 2 lists countries providing for compulsory treatment of 
persons under: (a) mental health legislation; and (b) legislation 
specifically on drug dependence; and (c )  legislation specifically 
on alcohol dependence. There is, of course, a certain degree of 
overlap, and reference should be made directly to the legislative 
texts for more detailed information. 

Table 2. Compulsory civil commitment 

Type of legislation Countries 

Mental health Bangladesh, Federal Republic of Germany (Bavaria, 
Hamburg), Japan, Norway, Pakistan, Somalia, Trinidad 
and Tobago, United Kingdom (England and Wales), 
United States of America (Massachusetts, Wisconsin) 

Drug dependence Argentina, Burma, Canada (British Columbia, Nova 
, 

Scotia), Colombia, Indonesia, Italy, Japan, Malaysia, 
Mexico, Peru, Singapore, Tunisia, Thailand, USSR 
(RSFSR), United States of America (Federal) 

Alcohol dependence Finland, Hungary, Norway, Sweden, Switzerland 
(Geneva, St Gallen), USSR (RSFSR), United Kingdom 
(England and Wales), United States of America 
(Massachusetts, Wisconsin) 1 

Drug or alcohol dependence Australia (Victoria), Colombia, Finland, Sweden I 
i 
l 

Under Swedish legislation on the detention of intoxicated l 

persons, any person found in a public place in a state of intoxi- 
cation, caused by alcoholic beverages or other intoxicants, may 
be detained by a policeman if his condition renders him unable 
to look after himself or he is otherwise dangerous to himself or 
others. The police are required to assist such persons in seeking 
medical and social aid and assistance. In Finland, Law No. 96 of 
10 February 1961 (see p. 133) provides for the compulsory ex- 
amination and treatment of persons making "improper use" of 
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intoxicants, and contains lengthy and detailed provisions re- 
garding the compulsory treatment of alcohol abusers. In Hun- 
gary, Ordinance-Law No. 10 of 1974 (see p. 138) provides for 
compulsory treatment of "alcoholics" in institutions. Generally, 
the decision to commit an alcoholic is taken by the regional court 
(or municipal or local court) on the grounds of "regular and 
abusive consumption of alcohol" and the endangering of his 
family, associates, or workplace. It is interesting to compare the 
provisions on the compulsory treatment of "alcoholics" in the 
Swiss cantons of Geneva and St Gallen. Both the law of 3 De- 
cember 1971 in Geneva (see p. 155) and the Law of 18 June 1968 
in St Gallen (see p. 156) contain provisions for voluntary admis- 
sion as well as grounds for compulsory commitment. In Geneva, 
commitment is based on the mental health criterion that the 
alcoholic is a danger to himself or others, or that he acts in a 
way that is prejudicial to third parties or to the public order. In 
St Gallen, persons who are "difficult to cure" may be committed 
for a period of 1-3 years. If a person is considered to be a danger 
to the community, he is committed to a psychiatric clinic for as 
long as the danger persists. In Trinidad and Tobago, one of the 
objectives of the National Council on Alcoholism under its 
articles of incorporation is to "encourage the establishment of 
improved facilities for the treatment of alcoholism". Admission 
for treatment is compulsory under the mental health laws only 
for persons whose psychosis is the product of alcohol (or drugs). 
The National Council on Alcoholism is, however, attempting to 
persuade local magistrates to use their discretionary powers to 
commit alcoholics by court order. Voluntary admission is usual. 

Legislative reliance on mental disability criteria for drug or 
alcohol dependence is exemplified by the Narcotic Control Law 
(No. 14 of 1953) of Japan (see p. 142), under which medical 
examinations and the compulsory treatment of "narcotic 
addicts" may be ordered. Stimulant abusers are liable to involun- 
tary commitment under the Mental Health Law (No. 123 of 1 
May 1950, as amended). 

In the United Kingdom (England and Wales), the Mental 
Health Act of 1959 (which provides for compulsory admission to 
hospital for the treatment of mental disorder) was amended by 
Parliament in 1982. The amended Act now contains provisions 
to the effect that persons may be involuntarily admitted to a 
mental hospital only if their alcohol or drug dependence coexists 
or is associated with a mental disorder and then only if all other 
relevant conditions for admission are fulfilled. The amended 
section of the Act states that "Nothing in this section shall be 



Hamburg 

Hungary 

50 LAW AND TREATMENT OF DRUG-DEPENDENT PERSONS 

construed as implying that a person may be dealt with under this 
Act as suffering from mental disorder by reason only o f .  . . de- 
pendence on alcohol or drugs". 

Table 3 lists the grounds for compulsory civil commitment in 
35 jurisdictions in 28 countries. 

Table 3. Grounds for compulsory civil commitment 

Country Grounds for commitment 

Argentina Drug addicts who might impair their own health or 
that of others, or disturb the public peace 

Australia 
Victoria Alcoholic or drug-dependent person suitable for 

treatment 

Bangladesh Person who is psychotic as a result of drug use 

Burma ( a )  Addiction to narcotic and dangerous drugs; or 
(b) occasional use of narcotic and dangerous drugs 

Canada 
British Columbia Person in need of treatment for narcotic 

dependence 

Nova Scotia Person who is an addict 

Colombia Persons suffering from the effects of consuming 
drugs or substances that produce physical or 
psychic dependence 

Finland Grounds range from manifest violence to being in 
need of assistance, plus given to insobriety or 
otherwise repeatedly making improper use of 
alcoholic substances or other intoxicants 

Germany, Federal Republic of 
Bavaria Person who is mentally ill or suffering from 

psychiatric disturbance due to mental deficiency or 
addiction and presenting a substantial danger to 
public safety and order or a grave danger to his own 
life or health 

Persons suffering from a psychosis, a mental 
disorder similar in effect to a psychosis, drug 
dependence, or mental retardation and disorder or 
disease constituting an imminent threat to public 
safety and order that cannot be averted by any other 
means, and whose behaviour constitutes a constant 
and unavoidable threat that they will commit suicide 
or seriously damage their health 

Alcoholic as a result of regular and abusive 
consumption of alcohol who endangers his family, 
the development of any of his under-age children or 
the safety of his associates, or who seriously and 
repeatedly disturbs the public order or professional 
activities at his workplace 
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Country Grounds for commitment 

Indonesia Adult or under-age narcotic addicts 

Person who consumes "dependence-producing 
drugs" including alcohol to such an extent that he 
has reached a stage of manifest physical and mental 
disorder that interferes with his mental and physical 
health, or with the requirements of his economic life, 
or who displays symptoms to a degree that 
necessitates medical treatment 

Italy Use of narcotic drugs or psychotropic substances 
for personal, non-therapeutic purposes, plus need 
for medical treatment and assistance 

Japan 
Narcotic Control Law Narcotic addiction or suspicion of narcotic 

addiction 

Mental Health Law Diagnosis of stimulant addiction, plus liability to 
injure himself or others because of addiction 

Malaysia Any person reasonably suspected of being drug- 
dependent 

Mexico Drug-dependent person 

Norway 
Mental Health Law Person who abuses alcohol or other intoxicating or 

tranquillizing substance and is suffering from mental 
illness, if hospitalization will benefit patient, or is 
necessary for the public order or may prevent 
serious danger to the life or health of others 

Law concerning Person who makes excessive use of liquors or other 
temperance committees intoxicating or tranquillizing substances, is an 

obvious detriment to himself and his surroundings, 
and commits one or more of five acts listed in the 
statute 

Peru Drug addiction 

Singapore Suspicion of drug addiction; if after medical 
examination or urine tests, it appears that treatment, 
rehabilitation, or both are necessary 

Somalia Serious mental deterioration, caused by the habitual 
improper use of narcotic drugs, that in any way 
endangers self or others 

Sweden 
Law of 1982 on care of Persistent abuse of alcohol or narcotic drugs by 
alcoholics and drug abusers person urgently needing care in order to 

discontinue abuse, and who is seriously 
endangering his physical or mental health, or is 
liable to inflict serious harm on self or other persons; 
immediate custody permitted if there is presumption 
of grave deterioration 
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Table 3 (continued) 

Country Grounds for commitment 

Sweden (continued) 
Law of 1976 concerning State of intoxication in a public place, unable to 
the detention of intoxicated look after self or otherwise dangerous to self or 
persons others. 

Switzerland 
Geneva Abuses alcohol, jeopardizes his health or his own or 

his family's material or moral well-being; constitutes 
a danger to himself or to others, or acts in a way 
prejudicial to third parties or to the public order 

St Gallen Potential alcoholic who does not voluntarily accept 
advice and care, or if such measures fail to have a 
lasting effect 

Thailand Addiction to a psychotropic substance 

Trinidad and Tobago Mentally ill and in need of care and treatment in a 
psychiatric hospital 

Tunisia Drug dependence 

USSR 
RSFSR 

Decree of 25 August 1972 Drug-dependent persons who evade treatment, 
continue to take narcotics after treatment, or infringe 
labour discipline, the public order, or the rules of 
socialist society, in spite of disciplinary measures or 
social or administrative actions 

Decree of 1 March 1974 Chronic alcoholics who refuse to undergo voluntary 
treatment or continue to misuse alcohol after 
treatment, and who violate labour discipline, public 
order, or the rules of socialist community life despite 
administrative or community measures 

Any person suffering from mental disorder, mental 
illness or severe subnormality, if adult, psychopathic 
disorder or subnormality, if under age 21, and when 
it is necessary in the interest of the patient's health 
or safety or for the protection of other persons that 
the person should be detained, but not solely by 
reason of dependence on alcohol or drugs 

United States of America 
Federal Certain persons addicted to narcotic drugs who are 

not charged with the commission of any offence 

Massachusetts 
Alcoholism Treatment and Any person who is incapacitated (the condition of 
Rehabilitation Law of an intoxicated person who, by reason of the 
1971, as amended consumption of intoxicating liquors, is (1 ) 

unconscious; (2) in need of medical attention; (3) 
likely to suffer or cause physical harm or damage 
property; or (4) disorderly) 

United Kingdom 
England and Wales 
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Country Grounds for commitment 

USA, Massachusetts 
(continued) 

Chapter 123 of the General Any person that a police officer, physician, spouse, 
Laws blood relative or guardian reasonably believes to be 

an alcoholic, and there is a likelihood of serious 
harm as a result of his alcoholism 

Wisconsin 
Alcoholism and An intoxicated person who has threatened, 
Intoxication Treatment Act attempted, or inflicted physical harm on himself or 
of 1978 on another or is likely to inflict such physical harm 

unless committed 

Mental Health Act Any person who is mentally ill, drug dependent, or 
developmentally disabled and is a proper subject for 
treatment and is dangerous 

3.4.1 Medical examinations 

Provisions governing medical examinations were found in 24 
of the 27 countries with compulsory civil commitment legislation. 
In general, the legislation requires such examinations to be 
conducted by one or more medical practitioners, and only rarely 
is it specified that they must be psychiatrists. In some countries 
(e.g., Finland, Federal Republic of Germany (Hamburg), Italy, 
Somalia, Sweden, Switzerland (Geneva, St Gallen), the Soviet 
Union (RSFSR), the United States (Massachusetts)), medical 
practitioners are not mentioned and examinations may instead 
involve the police (administration of a breath test), medical and 
social welfare centres, or an expert appraisal of person's condi- 
tion. In some items of legislation, the object of the examination is 
solely to determine whether the person is a "drug addict" since 
this may be the only ground for compulsory civil commitment. 

In a few instances the examination is required to include other 
matters, such as the probability of repeated narcotic abuse if the 
person is not hospitalized (Japan), whether the person would 
benefit from treatment (United States, Massachusetts), and a 
statement of the reasons why hospitalization cannot be avoided 
(Federal Republic of Germany, Bavaria). On the whole, the 
legislation requires little more than a finding of drug or alcohol 
dependence, the examiner being given very much of a free hand 
in this connection. 

Table 4 lists the medical requirements for compulsory civil 
commitment in 29 jurisdictions in 24 countries. 
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Table 4. Provisions governing medical requirements for compulsory 
civil commitment 

Country Requirements 

Argentina Certification by a medical officer 
Australia 

Victoria Two legally qualified medical practitioners must 
certify that person admitted to assessment centre is 
an alcoholic or drug-dependent person and medical 
officer of centre must agree 

Burma Medical officer in charge certifies drug addicts 
registration card for any addict who registers 

Canada 
British Columbia Medical and psychological examination of person 

by an evaluation panel of at least two medical 
practitioners and one other person from official list 
to determine need for treatment 

Nova Scotia Minister of Public Health is credibly informed 
person is addicted 

Colombia Entrance to establishment and termination of 
treatment require favourable medical statement 

Finland A person under surveillance must undergo medical 
examination 

Germany, Federal Republic of 
Bavaria Expert opinion of a medical practitioner of the 

health authority; explanations must be given why 
hospitalization cannot be avoided 

Hamburg Expert appraisal of person's condition 

Hungary Expert medical opinion by a medicolegal expert 

Indonesia Not stated 

Italy Competent medical and social welfare centre must 
give opinion 

Japan 
Narcotic Control Law Medical examiner of mental health diagnoses 

addiction and high probability of repeated abuse if 
not hospitalized 

Mental Health Law Medical examiner of mental health diagnoses 
mental disorder and agrees person is liable to injure 
self or others 

Malaysia Medical officer at a detention centre, after 
examination or observation, concludes that person 
can be certified to be drug dependent 

Mexico Not stated 
Norway 

Mental Health Law Doctor, following personal examination, must find 
it necessary that the patient be hospitalized or 
maintained in hospital or other place where 
responsible care can be provided 
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Country Requirements 

Norway (continued) 
Law concerning Where deemed necessary by a doctor; a doctor's 
temperance committees certificate is required for compulsory committal to 

an inebriate sanatorium 

Peru Examination by a medicolegal physician taking into 
account: (a) nature and amount of substances that 
produced the dependency; and (b) history and 
clinical situation of the person 

Singapore Government medical officer or medical practitioner 
medically examines or observes person to determine 
whether treatment appears necessary 

Somalia Receipt of a medical report 

Sweden 
Law of 1982 on care of Medical certificate from physician (which may not 
alcoholics and drug be contested) indicating abuser's current health 
abusers status 

Law of 1976 concerning Medical examination to determine need for social 
the detention of intoxicated aid or assistance 
persons 

Switzerland 
Geneva Medical examination 

St Gallen Medical examination, possibly in a psychiatric or 
medical clinic 

Thailand Not stated 

Trinidad and Tobago Mental health examination 

Tunisia Not stated 

USSR 
RSFSR 

Decree of 25 August 1972 Medical examination 

Decree of 1 March 1974 Medical findings 

United States of America 
Federal Examining physicians conclude person is a narcotic 

addict and likely to be rehabilitated through 
treatment 

Massachusetts 
Alcoholism Treatment and 
Rehabilitation Law of 
1971, as amended 

Chapter 123 of the General 
Laws 

Wisconsin 
Alcoholism and 
Intoxication Treatment Act 
of 1978 

Police officer may request the person to submit to 
reasonable tests of coordination, coherency of 
speech and breath to determine if person is 
intoxicated 

Court requests an examination by a qualified 
physician 

Court determination and finding that grounds for 
commitment are sustained by grounds in petition 
(need for emergency treatment) 
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Table 4 (continued) 

Country Requirements 

USA, Wisconsin (continued) 
Mental Health Act Personal examination by two licensed physicians 

specializing in psychiatry, or one licensed physician 
and one licensed psychologist, or two licensed 
physicians one of whom shall have specialized 
training in psychiatry, if available, or two physicians 

3.4.2 Length of stay and periodic review 

A review of the provisions governing length of stay reveals an 
extremely wide range of periods of treatment, from not more than 
eight hours to a term of up to 10 years. This variation appears to 
be related primarily to the purposes of treatment, which include: 
(a) short-term emergency assistance or treatment for alcohol 
dependence (e.g., Japan (stimulants), Sweden, United States of 
America (Massachusetts, Wisconsin)); and (b) medium-term 
periods of treatment, ranging from several days to six months, 
for drug or alcohol dependence. For drug and alcohol depend- 
ence associated with mental illness, the prescribed terms are 
generally longer, ranging from six months (Federal Republic of 
Germany (Bavaria)) to an indefinite term as long as the patient 
remains dangerous (Switzerland (St Gallen)). In some jurisdic- 
tions, relatively long terms of compulsory civil commitment are im- 
posed, based solely on drug dependence and need for treatment. 

Periodic review is conducted by a variety of bodies, including 
commissions or boards established by law specifically to review 
the status of committed persons (e.g., Canada (British Columbia), 
Malaysia, Switzerland (Geneva)). In other jurisdictions, periodic 
review is the responsibility of a government officer or the 
administrator of the hospital where the person is being treated 
(e.g., Japan). Table 5 lists the length of stay, frequency of periodic 
review and body or person responsible for conducting review 
(where stated) in 15 countries. 

f 

3.5 Diversion to treatment from the criminal justice system 

At some stage in the criminal justice system, ranging from pre- 
arrest to postimprisonment parole, drug or alcohol dependence 
may become a factor in how this system deals with the dependent 
person. Thus, it is important to identify the ways in which various 
countries manage the drug- or alcohol-dependent offender. 
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The use of illicit dependence-producing drugs frequently 
makes the user liable to severe criminal penalties, including 
imprisonment or fine, depending on the substance involved. 

Alcohol is also a dependence-producing drug, but in most 
countries of the world, its consumption does not constitute an 
illegal activity. The alcohol abuser nevertheless frequently 
becomes involved in the criminal justice system, since alcohol 
abuse can lead to behaviour that is dangerous to others, such as 
driving while under the influence of alcohol. 

Some drug- and alcohol-dependent persons become involved 
in illegal activities for reasons that may be related to their de- 
pendence. 

The legislation of many countries provides for the treatment 
of drug- or alcohol-dependent offenders. In many instances, this 
involves taking them out of the criminal justice system and 
placing them in a treatment setting, sometimes suspending 
punishment, or providing treatment while they are in 
confinement. 

Of the 51 jurisdictions covered by the survey, 22 were found 
to divert persons for treatment at one or more of the following 
stages in the criminal justice process: (a) instead of arrest; (b) 
after arrest, pending trial; (c )  after trial in lieu of imprisonment 
(e.g., sentence suspended or held in abeyance); and (d) correction 
with imprisonment (e.g., during confinement, or as a condition 
of parole). 

One of the major policy questions facing legislators is whether 
diversion to treatment should be mandatory or merely made 
available for persons charged with certain serious offences, such 
as crimes of violence. 

When diversion to treatment is mandatory prior to or instead 
of trial, this decision can be viewed as a decriminalization of the 
person's conduct. 

Treatment pending or in lieu of trial (pre-trial diversion). This 
category includes diversion to treatment for drug- or alcohol- 
dependent persons involved in the criminal justice system up to 
but not including trial for a criminal offence. 

Of the 22 jurisdictions containing diversion legislation, 
summarized in Annex 2, ten had provisions in this category, 
namely Egypt, France, Federal Republic of Germany, the Phil- 
ippines, Sweden, Thailand, the United Kingdom (England and 
Wales) and the United States of America (federal, Massachusetts, 
and Wisconsin). There are several types of pre-trial diversion in 
the legislation, as described below. 



Finland 

Germany, Federal Republic of 
Bavaria 

Hamburg 

Hungary 

Italy 

Japan 
Narcotic Control Law 

Mental Health Law 

Table 5. Length of stay and frequency of review in compulsory civil commitment 

Country Length of stay Frequency of revlew and by whom conducted 

Australia 
Victoria Seven days (plus seven additional days, if NSa 

ordered) 

Canada 
British Columbia Minimum three years in treatment Board of review (not less than five members, 

programme; not more than six months in at least one of whom must be a medical 
treatment centre and one year in treatment practitioner); may extend treatment for six- 
clinic month or one-year period after hearing, upon 

application of the Province 

One year commitment; two years if prior NSa 
commitment in past three years; 
surveillance for 1-2 years 

Not longer than six months Every six months 

Not longer than one year Extension beyond one year subject to review 
prior to end of one-year period 

Release when treatment no longer N S" 
necessary; no longer than two years 

Term of treatment necessary for social Treatment centre must report to court at least 
reintegration every three months on treatment action 

Not more than 30 days Administrator of hospital may submit request 
for further term to Narcotic Addiction 
Examination Committee 

Not more than 48 hours Administrator of mental hospital reports to 
Governor of Prefecture if he believes person 
not liable to injure self or others due to mental 
disorder even if not hospitalized 
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Malaysia Six months Board of visitors of rehabilitation centre may 
shorten the period of detention after four 
months; person in charge of centre may detain 
for further six months with consent of Board 

Norway 
Mental Health Law No more than three weeks 

Law concerning temperance committees No more than 90 days in one year for 
hospital treatment; no more than two years 
if committed in sanatorium 

Singapore Six months, subject to early discharge or 
further six-month periods, but not more 
than a total of three years 

Subject to appeal to control commission 

Subject to appeal to Supreme Court 

Review committee, as often as practicable, 
considers whether person should be 
discharged, and may order early discharge or 
further detention; action subject to review by 
magistrate. 

Sweden 
Law of 1982 on care of alcoholics and 
drug abusers 

Law of 1976 concerning the detention 
of intoxicated persons 

Switzerland 
Geneva 

St Gallen 

Thailand 

Not mandatory, two months, subject to 
extension order of two more months 

Normally not more than eight hours 

Six months or longer, but not exceeding 
one year; court may order maximum 
extension of one year 

One year; difficult cases, 1-3 years; if 
person is dangerous, as long as danger 
persists 

180 days, extension of not more than 180 
davs 

Commission for Surveillance of Alcoholics 
responsible for surveillance of persons 
committed to institutions for alcoholism 

Commitment order may be suspended for a trial 
period of 1-2 years, during which person cared 
for in a welfare centre 

Secretary-General of Office of Food and Drug 
Board may grant extension where necessary for 
treatment and rehabilitation 



Decree of 1 March 1974 (alcohol 
dependence) 

United States of America 
Federal 

Table 5 (continued) 

USSR 
RSFSR 

Decree of 25 August 1972 (drug From one to ten years; for aversion NSa 
dependence) treatment, period may be extended but not 

for more than one year; period may be 
reduced by up to one-half in event of 
successful treatment, but not for persons 
repeatedly committed 

Same as above for drug dependence NSa 

Six months as inpatient; up to three years After three months in confinement, upon 
in community rehabilitation petition of person, court inquires into health 

and general conditions of patient and need for 
continued confinement 

Massachusetts 
Narcotic Addict Rehabilitation Act of Until no longer incapacitated, or 12 hours, NSa 
1966, as amended whichever is shorter 

Chapter 123 of the General Laws Not to exceed l5 days N Sa 

Wisconsin 
Alcoholism and Intoxication Treatment Not longer than 48 hours (emergency) NSa 
Act of 1978 

Mental Health Act First order of commitment not to exceed six On patient's verified petition (except for minors 
months; all subsequent orders not to under age 14), any involuntary patient may 

request a re-examination or request the court exceed one year 
to modify or cancel the order of commitment 

a Not stated. 
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The first relates to persons who are liable to arrest for 
commission of an offence, are taken into custody by law-en- 
forcement personnel, but are in need of emergency treatment 
because of acute drug- or alcohol-induced incapacity. Typically, 
such situations involve the need for short-term (e.g., 2 4 4 8  hour) 
alcohol detoxification. The alcohol- or drug-dependent person is 
not arrested but taken, either at his own request or involuntarily, 
to a suitable treatment facility for a limited period and then either 
released or charged with an offence. 

A second type of pre-trial diversion concerns persons making 
illicit use of narcotic or other drugs (not alcohol) or persons who 
are found in an intoxicated condition in violation of penal pro- 
visions, and who are put under surveillance and treatment. 
French legislation, for example, permits medical surveillance of 
narcotic-dependent persons, including outpatient treatment, in 
lieu of trial. 

Finally, there are persons who have been arrested and there- 
after are determined to be drug-dependent by medical ex- 
amination, conducted either at the person's own request or by 
judicial authority. Where treatment is ordered after medical 
examination and successfully completed, prosecution may be 
waived. Such provisions are contained, for example, in the 
legislation of France, Federal Republic of Germany, the Phil- 
ippines, Sweden, and the United States (Massachusetts). 

Examples of provision for treatment in lieu of trial are found 
in the legislation of Egypt, France, Federal Republic of Germany, 
and the United States (federal, Massachusetts). In France, 
persons who have complied with prescribed medical treatment 
for narcotic dependence and have completed it are not liable to 
prosecution. In the Federal Republic of Germany, if an accused 
person is suspected of having committed a crime as a consequence 
of narcotic drug dependence and the penalty is imprisonment for 
a period not exceeding two years, the public prosecutor may 
refrain from prosecution if the accused proves that he has been 
undergoing treatment for at least three months and that re- 
habilitation is to be expected. 

Examples of provision for treatment pending trial are found 
in the legislation of the Philippines and Sweden. In the Philip- 
pines, if a person is charged with an offence and found to be 
drug-dependent, the court may order treatment and, upon suc- 
cessful rehabilitation, he may be returned to the court for trial. If 
he is convicted, the court may then elect to reduce the period of 
confinement by taking the treatment period into account. In 
Sweden, in a criminal case in which the penalty can be 
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imprisonment for misuse of narcotic drugs, the court may suspend 
the case until the person concerned has been treated. Such a 
decision by the court can be made only if: (a) at the hearing of 
the case, the accused has confessed to a certain act or convincing 
evidence has been produced that he has committed it; (b) the 
accused has declared that he is willing to undergo treatment; and 
(c) the result of the treatment can be deemed to have a bearing 
on the choice of penalty for the offence. A case that has been sus- 
pended must be reopened as soon as possible after one year follow- 
ing the court's decision. The case may be reopened less than one 
year following the court's decision for any of four reasons, one 
of which is that the accused has failed to follow the plan of 
treatment and his failure is of more than minor importance. 

Voluntary application for treatment in designated facilities 
acts as a bar to criminal proceedings for certain drug-related 
offences in Egypt, the Philippines, and Thailand. 

Treatment in lieu of imprisonment. Legislation in this category 
includes provision for suspension (or waiving) of execution of 
sentence after conviction, subject to successful completion of 
treatment. Of the 51 jurisdictions covered, such provisions were 
found in eight, namely the Federal Republic of Germany, Hong 
Kong, Indonesia, Malaysia, Senegal, Sweden, Switzerland 
(federal) and the United States of America (federal). In Swit- 
zerland (federal), the provisions apply when the offender is an 
alcohol-dependent person and the offence committed is related 
to this condition. In Indonesia and Senegal, treatment may be 
ordered for narcotic addicts instead of imprisonment. In Hong 
Kong, persons found guilty of an offence punishable by im- 
prisonment who are addicted to any drug may be ordered to be 
detained in a treatment centre, in lieu of any other sentence. 
Under a recent (1981) legislative provision in the Federal Re- 
public of Germany, time spent undergoing treatment can be 
credited against a prison sentence; when this credit amounts to 
two-thirds of the sentence, the court must suspend the remainder 
provided that the person concerned is placed on probation. 

Treatment concurrent with sentence. Such treatment may be 
of several types, including: (i) treatment of convicted persons 
while serving prison terms; (ii) treatment prior to imprisonment, 
the period of which may be deducted from the prison term; or 
(iii) treatment as a condition of discharge from prison. Provisions 
imposing concurrent treatment were identified in ten jurisdic- 
tions. 

? 
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The court may order treatment for drug dependence in 
addition to any penalty imposed for drug offences in: Argentina 
(for an indeterminate period that must be completed first and is 
then counted as time served under the sentence, which it may not 
exceed); Brazil (treatment in a clinic attached to the prison while 
serving the sentence); Burma ("addicts" may be admitted for 
medical treatment to prison hospitals); Hong Kong (a person 
may be transferred from prison to detention in an "addiction- 
treatment centre"); Israel (a detention order may be made for 
treatment for not more than three years, the treatment period 
being deducted at the discretion of the court from the prison 
term, which it may not exceed); Mauritius (treatment, education, 
aftercare, rehabilitation, or social reintegration may be imposed, 
in addition to any other penalty); Philippines (after rehabilitation, 
the person is returned to court for initiation or continuation of 
the prosecution of his case and, in case of conviction, all or part 
of the period spent undergoing treatment may be deducted from 
the sentence); Poland (a court may commit a person to treatment, 
before sentence is carried out, for a period of not less than six 
months or more than two years in the case of habitual use of 
alcohol or other intoxicant, and the court then reviews the sen- 
tence after discharge from the treatment institution in the light 
of the results of the treatment); Union of Soviet Socialist Re- 
publics (a person sentenced to imprisonment in a curative and 
labour rehabilitation preventorium or after commitment by a 
people's court for compulsory treatment for alcohol abuse is 

Table 6. Diversion from the criminal justice systema 

Type Jurisdictions 

Treatment pending or in lieu Egypt, France, Federal Republic of germ an^,^ 
of trial Philippines, Sweden, Thailand, United Kingdomrb 

United States of America (Federal, Massachu~etts,~ 
Wisconsinc) 

Treatment in lieu of 
imprisonment 

Federal Republic of Germany, Hong Kong, 
Indonesia, Malaysia, Senegal, Sweden, Switzerland 
(Federal),b United States of America (Federal) 

Treatment concurrent with Argentina, Brazil, Burma, Hong Kong, Israel, 
sentence Mauritus, Philippines, P ~ l a n d , ~  Union of Soviet 

Socialist Republics (RSFSR),b United States of 
America (Massachu~etts)~ 

a For drug dependence only unless otherwise indicated. 
Only for persons dependent on alcohol or other intoxicants. 

C Separate legislation for drug dependants and alcohol dependants. 
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liable (after having served his sentence) to commitment to a 
preventorium for the period of treatment that has not been 
completed); United States of America (Massachusetts) (a drug- 
dependent person may be ordered to undergo treatment at a 
penal facility for all or part of his term of imprisonment; if the 
court does not order the defendant to be confined in such a 
facility, it may order that he be afforded treatment as a condition 
of probation). 

Table 6 lists the jurisdictions in which diversion provisions 
are contained in the legislation. There are differences of detail in 
the various diversion provisions within each category so that refer- 
ence should be made to the individual legal texts if precise in- 
formation is required. 

3.5.1 Medical examination 

Of the 22 jurisdictions that have diversion systems, as 
reviewed in Annex 2, 15 provide for medical examinations. Such 
examinations usually involve at least one of three components: 
(a) examination by medical or other personnel for the purpose of 
determining whether the person is dependent on drugs (or, in 
some jurisdictions, chronically abuses alcohol); (b) an opinion or 
a report from either a physician or a corrections official concern- 
ing the health status of the person; and (c) an opinion as to the 
appropriate treatment programme for the person. 

Medical personnel conducting the examination are required 
to have specialized training or be an expert (e.g., in psychiatry), 
in the following jurisdictions: Brazil, Israel, Switzerland, and the 
United States (Massachusetts). In France, Indonesia, Philippines, 
Senegal, and Sweden, either a physician or competent medical 
authority is designated. In Hong Kong, Thailand, and the Soviet 
Union, the Commissioner of Prisons or other appropriate official 
is responsible for making the requisite findings or reports. 

Table 7 shows the type of medical examination required, by 
whom it is conducted, and the scope of the examination in the 
various jurisdictions. 

3.5.2 Length of treatment and periodic review 

The length of treatment is specified in the legislation of 11 of 
the 22 jurisdictions with legislation on diversion from the criminal 
justice process, and varies from a few months to an indefinite 
period. Provision for periodic review is also contained in the 
legislation of 9 of the 22 jurisdictions. The frequency of review 
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varies as does the body conducting the review. In Hong Kong, 
Israel, the Philippines and the United States of America (Mas- 
sachusetts), the review is conducted at specified intervals (e.g., 
quarterly progress reports are required in the United States). In 
France, a report is made at "regular" intervals, and in Brazil, 
after rehabilitation, the judge takes expert testimony and the 
opinion of the public prosecutor on whether to close criminal 
proceedings. In recent (1981) legislation in the Federal Republic 
of Germany, the burden is on the accused to prove that he has 
been undergoing treatment for his dependence and that his re- 
habilitation is to be expected in order for the suspension of 
prosecution to be prolonged. The various provisions are sum- 
marized in Table 8. 

3.6 Compulsory reporting, central registries, laboratory testing, 
and community surveillance 

Legislative provisions requiring the reporting, central reg- 
istration, laboratory testing, and community surveillance of 
drug- or alcohol-dependent persons were found in half the juris- 
dictions surveyed, with a high concentration in the Eastern 
Mediterranean, Western Pacific and South-East Asia Regions. 

Table 9 lists the jurisdictions with such legislation, but includes 
only those provisions relating to civil commitment or diversion 
to treatment from the criminal justice system. For some countries, 
such requirements are contained in more than one category of 
legislation. Under the heading of "testing", provisions are 
included covering both law enforcement (e.g., urine tests for use 
in screening) and medical examinations for use by courts in 
disposing of cases; this also applies to surveillance. The relevant 
legislative provisions are summarized in Annex 2. 

3.6.1 Compulsory reporting 

Provisions governing reporting were found in 21 of the 51 
jurisdictions and generally require certain individuals to notify 
government officials of persons known or suspected to be drug- 
dependent. A few countries also have reporting requirements for 
alcohol dependence. The persons or organizations required to 
make such reports vary widely and include law-enforcement 
officials, public prosecutors, hospitals, clinics, parents, prison 
authorities, public authorities, and medical practitioners. Physi- 
cians and other medical personnel having first contact with 



Israel 

Malaysia 

Philippines 

Senegal 

Table 7. Medical examinations for diversion to treatment from the criminal justice system Q\ 
Q\ 

Jurisdiction Type of medical examination Scope of examination 
and by whom conducted F 

Brazil Official expert evidence, or by medical Person 
E * 

practitioners appointed by judge Z 
U 

France Competent health authorities arrange for Person; and investigation into family, profes- H 
medical examination sional, and social life E 

Germany, Federal Republic of NSa N S" 5 
Hong Kong Report of Commissioner of Prisons on the Person 

suitability of the person for cure and 
5 

rehabilitation and on availability of places at 
5 

"addiction treatment centre"; when persons g 
are to be transferred to treatment from U 
confinement, consideration is given to 
health, character, and previous conduct !! 
Opinion of psychiatrist that accused is Accused 

9 
addicted to dangerous drugs g 
Medical examination or observation by a Person 
medical officer at a detention centre; as a 

I 
result of such medical examination or 
observation, the person can be certified to 5 
be drug-dependent g 
Examination by two physicians accredited Person 
by Dangerous Drug Board 

E 
By at least three physicians Person; an investigation into person's family, 

5 
professional, and social life must also be 
conducted 
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Massachusetts 

4 
Table 8 (continued) o 

Jurisdiction Length of treatment Frequency of review and Initiator of review 
by whom conducted 

United States of America 
h 

Federal Six months, plus up to three After three months' confinement, Person 
years of community rehabilitation person may petition court, which U 

must inquire into health and 4 

general conditions of patient and g 
need for continuing confinement % 

Not more than 18 months or Quarterly written reports on Administrator of treatment g 
period of time equal to maximum progress of treatment facility 
sentence person could have 

3 
received, whichever is shorter 8 

Wisconsin Not more than 48 hours N Sa NSa 
C 

a Not stated. '? g 
I 
3 
W 

E 
IS 
3 
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drug-dependent persons are most often specifically identified in 
the legislation and required to report to health or other authori- 
ties any drug- or alcohol-dependent persons that they encounter. 

Of special interest are the criteria specified in the legislation 
for physicians to initiate the reporting process. This is important, 
because a reporting requirement puts the physician in the position 
of having to choose between protecting confidentiality and ful- 
filling the legislative requirements. Failure to report may make 
the physician liable to fines and/or imprisonment under the laws 
of many countries. Since a drug-dependent person will be aware 
that the physician is obliged to report him to the authorities, 
he may choose not to seek any medical care at all or turn to 
unqualified practitioners. 

The agencies to be notified vary, but can be grouped into two 
broad categories: (a) administrative and law-enforcement 
agencies; and (b) ministries of health or social welfare. The agency 
prescribed will reflect the purpose of the legislation, which is 
designed predominantly for drug-control rather than treatment 
purposes. The content of the notification is clearly intended for 
use in individual record-keeping and for other administrative 
purposes. 

Table 9. Compulsory notification, central registries, laboratory testing 
and community surveillance 

Requirement Jurisdictions 

Compulsory notification Burma, Colombia, Cyprus, Finland, France, Hong 
Kong, Indonesia, Italy, Japan, Malaysia, Mexico, 
Norway, Philippines, Senegal, Singapore, Somalia, 
Sweden, Switzerland (St Gallen), Tunisia, United 
Kingdom (England and Wales), Zambia 

Central registries Burma, Colombia, Hong Kong, Pakistan,a Union of 
Soviet Socialist Republics (RSFSR) 

Laboratory testing Hong Kong, Japan, Norway, Singapore, United 
States of America (Massachusetts) 

Community surveillance Finland, France, Hong Kong, Malaysia, Norway, 
Senegal, Sweden, Switzerland (federal), Union of 
Soviet Socialist Republics (RSFSR), United States 
of America (Massachusetts) 

a Applies only to "opium addicts". 
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Table 10 lists the reporting requirements for the 21 jurisdic- 
tions in which the legislation contains provisions concerning 
reporting, the agency to be notified, and the content of the 
report. 

3.6.2 Central registries 
Registration of drug-dependent persons is required to serve 

different goals, as specified in the legislation. For example, 
under Burmese law, "drug addicts" are "requested" to register 
at medical treatment centres, where registration cards are issued 
to them by the medical officer in charge. For "occasional users" 
(defined as persons no longer needing to consume narcotics and 
dangerous drugs), separate detailed records (name, address, 
occupation, etc.) are kept. A register of "drug addicts" is kept by 
the Narcotics Drug Control Board, and contains complete 
personal particulars and circumstances of use and treatment. 

Under the law of Hong Kong, a Central Registry of Drug 
Abuse is established for two purposes: (a) the collection, colla- 
tion, and analysis of confidential information supplied by re- 
porting agencies and of information on drug abuse and its 
treatment; and (b) the publication of statistical information on 
drug abuse and on various forms of treatment of such abuse. 
Colombian legislation is more specific and requires the Ministry 
of Public Health to keep a register of "drug addicts" containing 
all the data necessary for evaluating the trend of "this 
phenomenon" in the national territory. In the Soviet Union, the 
Commission to Combat Drunkenness may establish sections for 
the registration of persons misusing alcohol and suffering from 
"alcoholism7'. 

3.6.3 Laboratory testing 

This involves the clinical examination of a person's body 
fluids or breath to determine whether drugs or alcohol are pres- 
ent. Such testing may be conducted by law-enforcement, customs, 
or immigration officials in some countries, and failure to provide 
any necessary specimen may constitute a criminal offence. For 
example, under the Misuse of Drugs Act of 1972 in Singapore, 
any police officer not below the rank of sergeant may, if he reason- 
ably suspects any person to have smoked or otherwise consumed 
a controlled drug, require that person to provide a specimen for 
a urine test; failure to do so constitutes an offence. 

Similarly, in Hong Kong any officer of the Bureau of Nar- 
cotics, immigration officer, or police officer (not below the rank 

I 

l 

l 
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of sergeant) may, if he reasonably suspects any person to have 
committed an offence (generally possession of narcotics), require 
that person to provide a specimen of his urine for testing. If as a 
result of the test it appears to the Director of the General Nar- 
cotics Bureau that it is necessary for that person to undergo 
treatment or rehabilitation (or both), he may make a written 
order for that person to be admitted to an approved institution. 
In Japan, use of narcotics or stimulants by anyone is a criminal 
offence, and arrested persons are required to undergo urine tests. 
A Norwegian law of 1979 on prisons authorizes the director of a 
prison to order urine tests, breath tests, and such other ex- 
aminations as can be performed without danger or significant 
discomfort, to be carried out in order to detect whether an inmate 
has consumed an intoxicating or psychotropic substance. In the 
United States (Massachusetts) any court may, in placing a de- 
fendant who is a drug-dependent person who would benefit by 
treatment, make it a condition of probation that the defendant 
receive treatment in a facility as an inpatient or outpatient. 
Periodic urinalysis to confirm the drug-free status of the proba- 
tioner may be made a condition of probation. 

3.6.4 Community surveillance 

Provision for different forms of surveillance (supervision), 
including community surveillance, of persons at various stages of 
contact with treatment programmes is contained in the legislation 
of a number of jurisdictions. Community surveillance may be 
required either before or after the provision of treatment, and is 
frequently made a condition of probation or parole. 

Community surveillance provisions were found in the legis- 
lation of ten of the 51 jurisdictions reviewed. In Finland, France, 
and Senegal, the legislation permits the authorities to order 
persons in need of treatment for drug dependence (France, 
Senegal) or alcohol dependence (Finland) to be placed under 
medical surveillance in lieu of mandatory detoxification. Such per- 
sons must usually be treated by a physician and report period- 
ically to the health authorities. In the United States (Mas- 
sachusetts) a court, and in Hong Kong the Commissioner of 
Narcotics, may impose on a person on probation certain report- 
ing and testing requirements designed to ensure continuation 
of treatment or drug-free status. In the Soviet Union, the 
Commission to Combat Drunkenness is responsible for the 
surveillance of chronic alcohol-dependent persons in the 
community. 



Table 10. Reporting requirements .I P 

Jurisdiction Basis for notification Agency notified Content of notification 
and by whom made F 

Burma Persons addicted to narcotics Drug addicts registration and Name of addict (for inclusion in 
P 

and dangerous drugs must medical treatment supervision register), or name, address and 
P z 

apply for registration boards in various townships occupation (for inclusion in U 
separate register for occasional 4 
users) E 

Colombia Doctors treating patients who Competent health authorities Name, age, marital status, 5 
need drugs in quantities greater nationality, domicile, daily dose. 
than therapeutic doses how long drug used 

E 
Such particulars about said 

5 
Cyprus Medical practitioner attending a Prescribed authority 

person whom he considers or person as may be prescribed 8 
suspects to be addicted to U 
controlled drugs ?! 

Finlanda Police, public prosecutor, prison Social Welfare Board in Fact of intoxicated condition, and ? 
authorities, military authorities person's commune all information concerning 
when they find persons in patient who meets legislative 

g 
intoxicated condition; medical tests of dangerous or drunk 
practitioners are authorized to driver 

I 
provide information 

g 
Public Prosecutor who has Competent health authority Fact that Prosecutor's order has 

3 
ordered a person to undergo been made g 
detoxification or to submit to 
medical surveillance g z 

CA 
Reporting agencies (hospitals, Central Registry of Drug Abuse, "Confidential information" 
clinics, prison police, voluntary or a reporting agency defined in statute 
agencies providing services to 
drug abusers) 

France 

Hong Kong 



Indonesia 

Italy 

Japan 

Malaysia 

Mexico 

Norwaya 

Philippines 

Senegal 

Parents or guardian of under- An offic~al of the Ministry of Fact of addiction 
age narcotic addict Health 

Any physician attending or Centre established for care and Fact of use 
assisting a person using rehabilitation of persons using 
narcotic drugs or psychotropic narcotic drugs 
substances 

Police Nearest centre and local All cases of such use coming to 
magistrate their attention 

Medical practitioners; narcotic Governor of Metropolis, Name, domicile, age, sex, other 
control officers; public Hokkaido or Prefecture matters (as applicable) 
prosecutor; chief of correctional 
institution 

Registered medical practitioners Minister of Welfare Services Identity of drug-dependent 
of persons treated or person 
rehabilitated by them who are 
drug dependants 

Qualified medical personnel Nearest office of Ministry of Identity of person, diagnosis, and 
within eight days of observation Health and Welfare opinion on need for treatment 
of drug addiction in cases 
treated 

Police required to report to Temperance committee Report of case 
temperance committee all 
punishable cases of drunkenness 

Court at any stage of criminal Dangerous Drug Board Copies of case record 
proceedings finds person to be 
drug-dependent 

Any physician while carrying Chief Medical Officer of Identity of person 
out diagnosis or treatment who Region 
becomes convinced person is 
illicitly using drugs 



Somalia Report of case 

Sweden 

Switzerland 
St Gallen 

Report of case 

Table 10 (continued) 

Jurisdiction Basis for notification Agency notified Content of notification 
and by whom made 

Medical practitioner who attends Director of Medical Services, Name, age, identity number, sex, Singapore 
a person whom he considers or and Director, Central Narcotics address, drug used 
has reasonable grounds to Bureau 
suspect is a drug addict, within 
seven days of attendance 

Medical practitioner who Police and Central Narcotics 
attends or examines a person Bureau 
suffering from chronic addiction 
produced by narcotic drugs, 
within 48 hours 

Police, regional directors and Central Narcotics Bureau 
district medical officers must 
report all cases of drug addiction 
coming to their attention 

Public authorities coming into County administration 
regular contact with alcoholics 
and drug abusers, presumably in 
need of care; physicians are not 
required to report if person can 
be given satisfactory treatment 
by physician or other medical 
services 

Every individual is entitled to Welfare centre or guardianship Report of case 
report cases of alcoholism; authorities 
official agencies must make 

All particulars that may be 
relevant 

.J 
Q\ 

F < 
> 
Z 
U 
4 

g z 
E 
2 
8 
U 

5 
7' 
g z z 
g 
2 
Cd m 

B z 
CA 

reports 



Tunisia Physicians must report all cases National Bureau of Narcotics Report of case 
of drug abuse detected in 
practice 

United Kingdom 
England and Wales Doctor attending person Prescribed authority Such particulars as may be 

suspected or considered to be prescribed by regulations 
addicted to controlled drugs 

Zambia Any medical practitioner who Permanent Secretary Report of case 8 
prescribes dependence- administering the Dangerous 
producing drug for more than Drug Act 

5 
four months g 9 

=! 
a Provisions apply to alcohol-dependent persons. 2 

z 
P 

3 
9 
F 
m 
2 
CA 
F 

2 
ij z 

4 
4 
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3.7 Recent legislation and legislation in course of development1 

An important indicator of the status and effectiveness of 
legislation on the treatment of drug- and alcohol-dependent 
persons in any country is the interest in fundamental change in 
the field. During the two decades since the 1962 WHO survey (2), 
the legislation of many countries has been amended in response 
to both national initiatives and technological developments. 
More recently, there have been important changes, including a 
general reorganization of programmes, in several of the jur- 
isdictions surveyed, some having already enacted new legislation 
while in others legislation is currently under development. This is 
true of Australia, Bangladesh, Canada, Federal Republic of Ger- 
many, Hong Kong, Israel, Pakistan, Poland, Sweden, Thailand, 
the United Kingdom, and the United States of America. 

Significant new legislation providing for compulsory com- 
mitment of drug or alcohol dependants has been enacted in 
Sweden, and similar legislation has been introduced in two 
Lander (Bavaria and Hamburg) of the Federal Republic of 
Germany. In June 1980, the Swedish Parliament passed a new 
Social Services Law that replaced previous social welfare legis- 
lation (Temperance Law of 1954; Social Welfare Law of 1956; 
Child and Youth Welfare Law of 1960; Child Care Law of 1977). 
The Swedish Law came into force on 1 January 1982 and has 
been supplemented by special legislation on compulsory care of 
alcohol and drug abusers. 

In the Federal Republic of Germany, the Federal Narcotics 
Law of July 1981 stipulates that offenders who have been sen- 
tenced to imprisonment for not more than two years may receive 
treatment prior to execution of sentence; alternatively, the public 
prosecutor may defer prosecution pending treatment. Compul- 
sory hospital admission and treatment of addicted persons in the 
Federal Republic of Germany comes under the jurisdiction of 
the various Lander. The hospitalization laws of the ten Lander 
have very similar objectives but have been reformed over the 
past 30 years, particularly as regards strengthening of the rights 
of the detained person. Currently, Hesse has the oldest legisla- 
tion, dating from 19 May 1952, and Bavaria the newest, dating 
from 20 April 1982 (see p. 136). Under the Bavarian law, com- 
pulsory hospitalization may be ordered for those who are 
mentally disordered as a result of "addiction" and are a danger 
to public safety or to their own lives. 

l Some of the legislation discussed here is not included in Annex 2. 
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There have been significant developments in compulsory care 
for alcohol and drug dependants in Canada. The new Mental 
Health Act of Prince Edward Island (1981) permits police officers 
to enter private premises to remove a person considered by them 
to be suffering from mental disorder caused by the use of alcohol 
or other chemical substance; they may use such reasonable force 
as is necessary to take the person to a treatment centre. The 
British Columbia Heroin Treatment Act of 1979, which provided 
for compulsory civil commitment for narcotic dependence, was 
declared unconstitutional and beyond the power of the province 
by the Provincial Supreme Court, but on appeal to the Canadian 
Supreme Court this decision was reversed and the Act was held 
to be a valid exercise of provincial powers. 

In the United States of America, significant national legisla- 
tion, namely the Omnibus Budget Reconciliation Act, was 
enacted in 198 1. The Act made fundamental changes in the role 
of the federal government in the provision of drug-abuse pre- 
vention and treatment services, and in the federal-state part- 
nership for service provision. Eventually, as part of the 
governmental New Federalism initiative, federal block grant 
funding will cease, a period of transition funding will replace the 
previous grant programme and states will be expected to assume 
total fiscal and programme responsibility at some time between 
1984 and 1988. If this overall programme is implemented, federal 
financial participation in community-based drug-abuse pre- 
vention and treatment services will end, further financial support 
then becoming the sole responsibility of the states. 

Significant drug or alcohol treatment legislation was re- 
ported to be in various stages of review or development in four 
of the WHO Regions. 

European Region. In Poland, a new act on "alcohol counter- 
action", which will significantly change the principles underlying 
the treatment of alcohol-dependent persons, was proposed in 
April 1982; this will include the development of voluntary 
treatment. 

In the United Kingdom (England and Wales), the Mental 
Health Act of 1959, which is concerned with compulsory 
admission to hospital for treatment of mental disorder, was 
amended by Parliament in 1982 in such a way that alcohol- or 
drug-dependent persons may be compulsorily committed to 
hospital only if their alcohol or drug dependence coexists or is 
associated with a mental disorder. The new section of the Act 
states that "Nothing in this section shall be construed as implying 
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that a person may be dealt with under the Act as suffering from 
mental disorder by reason only o f .  . . dependence on alcohol or 
drugs". 

In Norway changes in the current treatment legislation are 
being considered in an effort to make it more relevant to current 
problems and new developments in the treatment of, and ex- 
perience with different groups of drug- and alcohol-dependent 
persons. A major issue in the review is that of voluntary treatment 
as against compulsory commitment to institutions. 

Eastern Mediterranean Region. There is a move to change the 
existing mental health legislation in Pakistan, to provide for the 
treatment of drug-dependent persons. 

South-East Asia Region. In Bangladesh there is no legislation 
specifically dealing with the treatment of drug- or alcohol-depen- 
dent persons. A proposed Narcotic Drug Control Law is under 
consideration by the Government and does include provision 
for the treatment and rehabilitation of "drug addicts". In 
Thailand, the Office of the Narcotics Control Board and the 
Office of the Prime Minister, in cooperation with the Ministry of 
Public Health, are considering proposed changes in the Law on 
Narcotic Drugs of 1979, designed to give more power to the 
authorities concerned with the prevention, treatment, and control 
of drug-abuse problems. 

Western Pacij?c Region. There are moves to change the 
legislation in Australia and Hong Kong. In South Australia, 
consideration is being given to redrafting the Alcohol and Drug 
Addicts Treatment Act in accordance with the recommendations 
of the South Australian Royal Commission into the Nonmedical 
Use of Drugs. Public drunkenness may be decriminalized and 
the State Department of Correctional Services is considering the 
development of bonds requiring community service as a way of 
dealing with alcohol- and drug-related offences. In Hong Kong, 
consideration is being given to revising the provisions on vol- 
untary treatment, to eliminate the requirement that "drug 
addicts" remain as inpatients for at least six months. This change 
would bring the legislation into line with the existing informal 
practice of early release at the patient's request. 
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3.8 Federal legislative systems 

Some of the countries surveyed have a federal system of 
government, so that both general and specialized health pro- 
grammes are administered at the subnational (i.e., state, pro- 
vincial, cantonal) level. One of the areas of interest in our study 
concerns the role of subnational governments in the delivery of 
treatment programmes for drug and alcohol dependence. This is 
particularly important in relation to the impact of international 
conventions on the enactment of national drug legislation and 
the implementation of obligations under the provisions, for 
example, of the 1961 Single Convention on Narcotic Drugs and 
the 1971 Convention on Psychotropic Substances. National 
governments enter into international agreements, yet treatment 
programmes are often implemented and services delivered at the 
subnational level. 

Criminal law is usually the responsibility of the federal govern- 
ment (or shared with the subnational governments) and focuses on 
the control of illicit drug activities. In contrast, alcohol legislation 
usually originates at the subnational level and subnational treat- 
ment programmes predominate. In Canada, criminal law and drug- 
control legislation are primarily at the federal level. There are 
federal programmes for the control of illicit drug traffic and the 
regulation of the licit drug industry through enforcement of label- 
ling restrictions and licensing of the dispensing of pharmaceuticals. 
Health services, however, and drug-dependence treatment pro- 
grammes in particular, are the responsibility of the provinces. 

In British Columbia, for example, the Heroin Treatment Act 
of July 1979 lays down that any persons found by an evaluation 
panel to be "in need of treatment for narcotic dependency" must 
be placed in a treatment programme lasting a minimum of three 
years. As already mentioned (see p. 79), this Act was declared 
unconstitutional, but that decision was later reversed. 

The Canadian Parliament recently (December 198 1) adopted 
a federal Constitution; this contains a Charter of Rights and 
Freedoms, applicable to all citizens of Canada, including "the 
right not to be subjected to any cruel and unusual treatment or 
punishment7'. It is thought that the new constitutional provisions 
may affect provincial legislation on compulsory commitment of, 
and treatment for alcohol- and drug-dependent persons. 

In the United States of America, treatment programmes for 
"narcotic addicts" were introduced at the federal level in the 
1930s, with the establishment of federal prison hospitals at 
Lexington, Kentucky, and Fort Worth, Texas. Although 



82 LAW AND TREATMENT OF DRUG-DEPENDENT PERSONS 

currently hardly ever used, the federal Narcotic Addicts 
Rehabilitation Act of 1966 (Public Law No. 89-793) provides 
for: (a) compulsory civil commitment in lieu of prosecution; 
(b) sentencing to commitment for treatment; and (c) civil 
commitment of persons not charged with criminal offences. This 
Act also established community-based aftercare programmes, 
and the federal government for the first time provided outpatient 
counselling and supportive rehabilitation services. In 1968 and 
1970, amendments to the Community Mental Health Centres 
Act permitted funding for drug-treatment programme facilities. 
In 1972, the federal Drug Abuse Prevention and Treatment Act 
(Public Law No. 92-255) encouraged development of a single 
agency in each state to be responsible for drug-abuse prevention 
activities. During the ten-year period from 1972 to 1981, the 
federal government developed and provided financial and 
technical support to over 1400 community-based drug-abuse 
prevention and treatment agencies. Through this network of 
agencies, different types of services were developed, e.g., de- 
toxification, methadone maintenance, counselling, and guidance, 
with a variety of settings, e.g., outpatient, day care, and resi- 
dential. Recently, this community-based network of services 
became the responsibility of the states. Current federal legislation 
on the treatment of alcohol- and drug-dependent persons (Public 
Law No. 97-35) substantially reduces the federal role in service 
provision, but emphasizes federal responsibilities in areas where 
the states are unable to function as effectively or efficiently (e.g., 
research, new drug development, nationally focused epidemi- 
ology, prevention, and technology transfer). Under this new 
legislation, states are responsible for determining community 
needs and providing services. Under the block grant programme 
(see p. 79), the individual states are permitted to combine 
alcohol, drug-abuse, and mental-health services at the community 
level. 

In the alcohol field, the most important earlier federal legis- 
lation was the Comprehensive Alcohol Abuse and Alcoholism 
Prevention, Treatment and Rehabilitation Act of 1970 (Public 

I 
l 

Law No. 91-616), as amended. This Act established the National 
Institute on Alcohol Abuse and Alcoholism and authorized 
financial aid programmes to the states to develop comprehensive 
alcohol programmes. 

In Australia, each state is responsible for health services as 
well as for primary and secondary education, licensing laws, and 
law enforcement. Several states have enacted legislation em- 
powering courts to order alcohol- or drug-dependent persons to 
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enter treatment programmes. At the federal level, the Australian 
Royal Commission of Inquiry Into Drugs (1980)(19) reported 
that the nature and size of the problem of drug abuse in Australia 
was sufficient justification for a national policy to reduce drug 
abuse based upon concerted action between state and 
Commonwealth governments. The Commission's report recom- 
mended a continuing review of the efficacy of law enforcement, 
treatment and education in reducing drug abuse. 

Brazil has adopted a centralized approach, based primarily 
on programmes administered at the federal level. Pursuant to a 
1980 Decree, the National System for Prevention, Control, and 
Repression of Narcotic Substances was established, consisting of 
four organizations: a Federal Council on Narcotic Drugs 
(CONFEN), which is the main coordinating body; an organi- 
zation for "sanitary surveillance" under the Ministry of Health; 
an enforcement group under the Federal Police Department; and 
the National Institute for Medical Assistance in the Department 
of Social Security. The 1980 Decree makes CONFEN responsible 
for determining national policy on narcotic drugs, and it is also 
charged with the duty of planning, coordinating, and supervising 
activities relating to traffic in, and use of narcotics. In fulfilling 
these responsibilities, the Council is reported to have issued 
directives concerning the treatment of drug dependants that give 
considerable freedom of action to physicians and health per- 
sonnel in treatment programmes, particularly with regard to 
deciding whether drug-dependent persons should be hospitalized 
or cared for as outpatients. 

3.9 International conventions and national legislation 

The international conventions on drug control have had a 
somewhat mixed effect on the development and implementation 
of national legislation authorizing the treatment of drug-depen- 
dent persons. In countries where there was previously little 
legislation on treatment, they have stimulated the development 
of such legislation. In countries with well established laws and 
treatment programmes, however, they have had little overall 
impact. 

The 1961 Single Convention on Narcotic Substances, as 
amended in 1972, and the 1971 Convention on Psychotropic 
Substances are the major international drug control treaties 
currently in force. As of January 1986, there were 114 parties to 
the 1961 Convention, and 81 parties to the 1971 Convention. 
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The 1961 Single Convention consolidated and simplified 
international agreements established since the International 
Opium Convention of 1912. It came into force in December 1964 
and brought all narcotic substances under control. Thus it 
outlawed production, manufacture, trade and use of narcotic 
substances for nonmedical purposes, limited possession of all 
such substances to medical and scientific purposes and to persons 
authorized to possess them, extended the estimate system (of the 
1931 Convention) to all narcotic substances, and stipulated that 
the system of import certificates and export authorizations had 
also to be applied to poppy straw, which is used as the raw 
material in the manufacture of morphine. The 1961 Convention 
also provided for the international control of all opium trans- 
actions by government agencies, by authorizing opium pro- 
duction only by licensed farmers in areas and on plots designated 
by these agencies. 

Article 38 (as amended by the 1972 Protocol) of the 1961 
Convention contains the following provisions relating to the 
treatment of drug-dependent persons: 

-The Parties shall give special attention to and take all practicable measures for the 
prevention of abuse of drugs and for the early identification, treatment, education, after- 
care, rehabilitation and social reintegration of the persons involved and shall co-ordinate 
their efforts to these ends. 

-The Parties shall as far as possible promote the training of personnel in the treat- 
ment, after-care, rehabilitation and social reintegration of abusers of drugs. 

-The Parties shall take all practicable measures to assist persons whose work so 
requires to gain an understanding of the problems of abuse of drugs and of its prevention, 
and shall also promote such understanding among the general public if there is a risk that 
abuse of drugs will become widespread. 

An official commentary on the 1961 Convention (as amended 
by the 1972 Protocol) has been published(20) and contains a 
discussion of the approach to treatment envisioned by the terms 
of the Convention. In particular, it is recognized that the four 
stages of "treatment" referred to in the amended Article 38 
quoted above cannot easily be separated in time or content. Of 
special importance is the comment that the terms "treatment", 
"aftercare", "rehabilitation" and "social reintegration", 
normally applied to different stages of treatment (in the broad 
sense) of abusers of narcotic drugs, were used in order to indicate 
that the Parties should take all "practicable measures", no matter 
to which discipline they may belong, that may be required for 
the successful treatment of abusers. 

In August 1976 the 1971 Convention on Psychotropic Sub- 
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stances entered into force after having been opened for ratifica- 
tion in February 1971. Article 20 of the 1971 Convention deals 
with treatment, and states that: 

-The Parties shall take all practicable measures for the prevention of abuse of 
psychotropic substances and for the early identification, treatment, education, after-care, 
rehabilitation, and social reintegration of the persons involved, and shall co-ordinate 
their efforts to these ends. 

-The Parties shall as far as possible promote the training of personnel in the treat- 
ment, after-care, rehabilitation, and social reintegration of abusers of psychotropic sub- 
stances. 

-The Parties shall assist persons whose work so requires to gain an understanding of 
the problems of abuse of psychotropic substances and of its prevention, and shall also 
promote such understanding among the general public if there is a risk that abuse of such 
substances will become widespread. 

The language of Article 20 of the 1971 Convention is very 
similar to that of Article 38 of the 1961 Single Convention (as 
amended), especially in the first two paragraphs. The meaning 
given to the term "practicable measures", as discussed earlier, is 
also applicable to Article 20. A useful commentary on the back- 
ground and interpretation of the 1971 Convention has been pub- 
lished (21). 

Article 36 of the 1961 Convention contains criminal law 
provisions, including diversion to treatment for persons who 
have committed punishable offences under the terms of the 
Convention. The relevant paragraphs of the Article are as 
follows: 

(a) Subject to its constitutional limitations, each Party shall adopt such measures as 
will ensure that cultivation, production, manufacture, extraction, preparation, possession, 
offering, offering for sale, distribution, purchase, sale, delivery on any terms whatsoever, 
brokerage, dispatch, dispatch in transit, transport, importation and exportation of drugs 
contrary to the provisions of this Convention, and any other action which in the opinion 
of such Party may be contrary to the provisions of this Convention, shall be punishable 
offences when committed intentionally, and that serious offences shall be liable to ade- 
quate punishment particularly by imprisonment or other penalties of deprivation of 
liberty. 

(b) Notwithstanding the preceding subparagraph, when abusers of drugs have com- 
mitted such offences, the Parties may provide, either as an alternative to conviction or 
punishment or in addition to conviction or punishment, that such abusers shall undergo 
measures of treatment, education, after-care, rehabilitation, and social reintegration in 
conformity with paragraph 1 of article 38. 

Article 22 of the 1971 Convention on Psychotropic Sub- 
stances also contains criminal law provisions, including a sub- 
section on diversion to treatment, as follows: 
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(a) Subject to its constitutional limitations, each Party shall treat as a punishable 
offence, when committed intentionally, any action contrary to a law or regulation adopted 
in pursuance of its obligations under this Convention, and shall ensure that serious 
offences shall be liable to adequate punishment, particularly by imprisonment or other 
penalty of deprivation of liberty. 

(b)  Notwithstanding the preceding subparagraph, when abusers of psychotropic sub- 
stances have committed such offences, the Parties may provide, either as an alternative to 
conviction or punishment or in addition to punishment, that such abusers undergo 
measures of treatment, education, after-care, rehabilitation, and social reintegration in 
conformity with paragraph 1 of article 20. 

The Addiction Research Foundation of Toronto has recently 
issued a report on the 1971 Convention(22). One of the 13 rec- 
ommendations made in the report recognizes that national 
regulatory control measures are not the complete answer to the 
problem of psychotropic substance abuse and that development 
and application of social measures, including treatment, re- 
habilitation, and education at the national level, are needed to 
change the behaviour of drug-dependent persons. WHO has 
published guidelines on the implementation of the 1971 Conven- 
tion, designed to facilitate and encourage the efforts of national 
governments to enact new legislation to give effect to their 
obligations under the Convention(23). 

There is no analogous international convention on alcohol. 
Some attention has been given to the need to control its inter- 
national marketing and to seek some reduction in demand. The 
WHO Regional Office for Europe, the Addiction Research 
Foundation of Toronto, and the Finnish Foundation for Alco- 
hol Studies collaborated in the publication in 1975 of the report 
entitled Alcohol control policies in public health perspective (24). 
This report discusses international control of alcohol and 
concludes that the development of control policy would be 
aided by a knowledge of the quantities and types of alcohol 
consumed in the world and the ways in which they are sup- 
plied. It is also suggested that some form of international 
intervention is desirable in the spheres of both policy and in- 
formation gathering. 

3.10 Regional collaboration 

Collaborative agreements among countries have been reached 
in various geographical regions to deal with the problems of drug 
and alcohol abuse and their control. This regional approach has 
developed essentially since the Second World War, and par- 
ticularly in the last 20 years. 

l 

l 

i 
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The various regional groupings are of widely different types, 
some being geographical and economic in character, such as the 
Pompidou Group of the Council of Europe and the South Ameri- 
can Agreement, while others are not (e.g., the Colombo Plan). 
Some agreements are concerned primarily with drugs, while 
others focus on both alcohol and drug abuse. Some examples of 
regional organizations and their activities are described below. 

Since 1973, the Drug Advisory Programme of the Colombo 
Plan Bureau has organized many activities designed to sensitize 
member governments to the need to formulate comprehensive 
programmes for the control of drugs. 

The Association of South East Asian Nations (ASEAN) 
includes Indonesia, Malaysia, Philippines, Singapore, and 
Thailand. In June 1976, the foreign ministers of the ASEAN 
countries formally declared that, in the context of cooperation to 
combat the abuse of narcotic drugs, each member country would 
improve national legislation with the aim of intensifying the fight 
against the abuse of drugs and its consequences. Each country 
also undertook to exchange information and experience in nine 
areas, including treatment and rehabilitation. 

The Sixth Meeting of the Conference of Ministers Re- 
sponsible for Health of the Caribbean Community (July 1980) 
passed two resolutions designed to curb drug and alcohol abuse 
through coordinated country activities. 

The South American Agreement on Narcotic Drugs and 
Psychotropic Substances came into force on 26 March 1977. As 
of 1 July 1980, it had been ratified by Argentina, Bolivia, Brazil, 
Ecuador, Paraguay, Peru, Uruguay, and Venezuela. The coun- 
tries agreed to undertake specific measures to ensure information 
exchange and coordination of activities. The Agreement also calls 
for measures to be introduced to achieve close cooperation in the 
"treatment, rehabilitation, and social reintegration of drug 
addicts". Section 6 requires the legal regulations of the signatory 
countries to be harmonized in conformity with the First Addi- 
tional Protocol. An important provision regarding criminal 
legislation is that, if a convicted person is "addicted", the court 
"shall always" order a course of treatment and re-education and 
may, in addition, depending on the circumstances of the case, 
consider the sentence as having been lifted. Alternatively, the 
court may order treatment to be undergone during or after a 
period of confinement. The South American Agreement specifies 
that the treatment programme to be carried out "shall consist 
primarily of appropriate detoxification measures, without 
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prejudice to other types of therapy and whatever else is required 
for rehabilitation". Treatment is to be given in assistance centres, 
for an indefinite period, but may be terminated by judicial de- 
cision following a finding by experts that the person undergoing 
treatment has been rehabilitated, or that he is capable of attaining 
"an acceptable degree of rehabilitation". Regulations require that 
Parties ensure that every "addict" is confined in a "suitable 
establishment in case of danger to himself or to third parties". 
The Agreement also requires that "drug addiction" and habitual 
intoxication be treated as diseases and reported in confidence to 
local authorities. Drug-dependent persons may, after examina- 
tion, be compulsorily confined in an institution for treatment for 
either a specific or indefinite period, but all such persons who 
have not been the subject of criminal proceedings must be treated 
as patients, in keeping with the national legislation of each 
country. 

It is clear from the foregoing that regional collaboration can 
have a significant influence on national legislation. 

3.11 Role of national advisory and coordinating bodies 

Our survey indicated a general trend towards the establish- 
ment of national advisory and coordinating bodies on drug and 
alcohol dependence to provide guidance to governments at the 
national and subnational level. These bodies frequently take the 
form of drug or alcohol commissions, narcotic boards, or 
interministerial committees for drug or alcohol programmes. 

Special commissions may sometimes be established and great 
attention is generally paid to their recommendations. More 
permanent boards may be established at the central government 
level and charged not only with policy formulation but also with 
coordination. 

Such bodies have been established only since the Second 
World War. Early interministerial and national commissions in 
the field of alcohol abuse included the Swiss Federal Commission 
on Alcoholism (1945); the first State Commission on Alcoholism 
in the United States (Connecticut, 1947); and the Polish Inter- 
ministerial Commission to Coordinate Efforts and Planning in 
the Field of Alcoholism (1957), established under the Minister of 
Labour and Social Services. The trend continued after the mid 
1960s and expanded into the drug area, many national advisory 
and coordinating bodies being established in the 1970s. This trend 
suggests that governments find such coordinating bodies valuable 
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in dealing with various alcohol and drug programmes. National 
bodies are generally of three types: (a) advisory; (b) coordinating; 
and (c)  implementing. The first two are of special interest because 
of the link between policy development, programme planning, 
and legislative enactments. Some countries, however, have not 
established coordinating bodies, preferring informal consultation 
between different ministries. 

Experience suggests that a comprehensive approach and the 
assignment of certain agencies specifically to coordinate policies 
and programmes for treatment can be most useful and effective. 
Effectiveness also depends on: (1) high-level governmental rec- 
ognition (e.g., establishment of a presidential commission); (2) 
strong political support; (3) adequate funding to carry out the 
mission; (4) high-level and respected membership; (5) public 
awareness and support; and (6) prominent public visibility and 
priority within government. 

The objectives of such bodies vary, but may include: regu- 
lation of the use and abuse of drugs, development of guidelines 
for the treatment of alcohol- and drug-dependent persons, and 
the implementation of international treaties on these subjects. 
This last objective is achieved by enacting legislation at national 
level, as required or recommended in the treaties. 

In Pakistan, a Narcotics Control Board was established in 
1973 under the Ministry of the Interior with a mandate to 
undertake drug-abuse control functions in the country. The 
Board includes members from both federal and provincial 
Ministries of the Interior, Health, Social Welfare, and Finance, 
the Central Board of Revenue, Excise and Taxation, the customs 
authorities and the police. Pursuant to the 1973 law setting up 
the Board, the National Health Coordinating Committee was 
established, composed largely of provincial and federal health 
coordinators, to advise the Board "in technical and institutional 
matters relating to the treatment and rehabilitation of drug depen- 
dent persons". Health matters are a provincial responsibility. 
Federal government policies on the treatment of drug dependants 
have been reported as being "in the process of formulation", but 
the only provision governing treatment is found in the 1973 law. 

Other countries have established a number of statutory 
committees. For example, in Burma, one legislative enactment 
established 11 different committees for "mass combat by the 
whole nation in view of the danger of narcotic drugs as a national 
concern". In the United States of America, the function of the 
United States Interagency Committee on Federal Activities 
for Alcohol Abuse and Alcoholism (established in 1967 and 
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abolished in 1983) was to coordinate efforts at the federal level in 
the fields of alcohol abuse and alcoholism. In Asia, many institu- 
tional mechanisms have been set up and have formulated com- 
prehensive policies and launched effective programmes; they 
include the Dangerous Drug Board of the Philippines, the Office of 
the Narcotics Control Board in Thailand, the Office of the Narcotic 
Commission in Hong Kong and the National Committee in 
Malaysia. The various bodies have allocated available resources 
and manpower in such a way as to prevent overlap in function. 

National commissions have often been established in response 
to a country's signature of one of the international conventions. 
In such situations, interministerial bodies have been set up, often 
subject to the authority of the Ministry of Public Health and 
with primary emphasis on the control of illicit traffic in drugs. 
To avoid interministerial conflict, however, and in view of the 
multifaceted nature of alcohol and drug problems, some bodies 
of this type are responsible directly to the chief executive of the 
central government. 

It is clear that the Ministry or Department of Health is gen- 
erally the focus for the establishment and implementation of 
treatment programmes for drug and alcohol dependence, but the 
Ministry of Social Welfare or a combined Health and Welfare 
Ministry may sometimes have this responsibility. For example, 
in Venezuela, the Ministry of Health and Social Welfare makes 
regulations on sanatoria for the social reintegration of psychiatric 
patients, including chronic alcohol abusers and other drug- 
dependent adults; in Finland, responsibility for the treatment 
of persons making improper use of intoxicants rests with the 
Ministry of Social Welfare. 

Some countries have established special commissions, with 
various goals and functions. For example, in France a High 
Commission has been established, responsible for drawing up 
and organizing Government policy on the control of alcohol 
abuse and coordinating the activities of the various ministries in 
this area. This responsibility for coordinating interministerial 
activities highlights the difference from the terms of reference of 
some other coordinating bodies whose objective is only to share 
experience, to ensure cooperation so as to avoid overlap, and to 
plan cooperative activities. 

Table 11 lists the advisory and coordinating bodies estab- 
lished within the past 20 years and known to be in existence at 
the time of publication of this study. Where possible, a brief 
description of the responsibilities of each body is included. For 
federal countries, some subnational bodies are also listed. 
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Table 11. Advisory and coordinating bodies 

Country or jurisdiction Title of body and responsibilities 

Algeria 

Argentina 

Australia 
Western Australia 

New South Wales 

Bolivia 

Burma 

Canada 
Alberta 

British Columbia 

New Brunswick 

Quebec 

Chile 

Colombia 

National Narcotics Commission 

CONATON: National Commission on Drug 
Dependence and Narcotics 
CO-TE-SAI: Consultative Technical Committee on 
Alcoholism 

Western Australian Alcohol and Drug Authority 
(1 975): provides assessment, treatment, 
management, care and rehabilitation; makes 
recommendations on legislation to competent 
minister and attorney general 

Drug and Alcohol Authority (1 981 ): formulates 
programmes and other comprehensive studies to 
provide advice to minister 

National Drug Council 
National Directorate for the Control of Dangerous 
Substances 

Central Committee for the Prevention of Hazards 
due to Narcotics 
Committee for Narcotics Control (1 976): overall 
policy and coordinating body for prevention, law 
enforcement, treatment, rehabilitation, and crop 
replacement 

Alcoholism and Drug Abuse Commission (1 972): 
operates hospitals for diagnosis, treatment, 
counselling, and rehabilitation 

Alcohol and Drug Abuse Commission (1 975): 
operates programmes for research, diagnosis and 
treatment; provides financial assistance to other 
organizations; submits annual report on progress 
and expenditures 

Interim Commission on Alcoholism (1 974) 

Office for the Prevention and Treatment of 
Alcoholism and other Toxicomanias (OPTAT) 
(1 971 ): carries out research, educates, informs, and 
treats along with advisory council, which submits 
recommendations 

National Commission for the Control of Alcoholism 
and Alcohol Problems 

National Council on Narcotics (1 978): formulates 
plans, policy, and programmes to be submitted to 
government for approval; coordinates programme 
upon approval; maintains contact with foreign 
governments and international agencies 



Haiti 

Hong Kong 

Hungary 

Iceland 

Indonesia 

Madagascar 

Malaysia 

Mexico 

Nepal 

New Zealand 

Norway 

Pakistan 

Philippines 

Singapore 

Spain 
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Table 1 1 (continued) 

Country or jurisdiction Title of body and responsibilities 

Denmark Danish Government Commission on Alcohol and 
Narcotic Drugs 

France High Committee of Study and Information on 
Alcoholism 
lnterministerial Committee for the Control of 
Alcoholism 

Sociomedical Commission under Ministry of Health 

Action Committee Against Narcotics, and Office of 
Commissioner of Narcotics: policy on, and 
coordination of, prevention and general information; 
international liaison 

Hungarian National Committee on Alcoholism 
(AEOB) 

State Council on Alcoholism 

Presidential Committee for Implementation of 
Presidential Decree No. 6 (1 971 ): international 
liaison 

Central Bureau of Narcotics (1 974): drafting items 
of legislation dealing with narcotics 

Cabinet Committee on Narcotics: policy-making 
and 
coordinating body with drug-abuse research centre 

National Anti-Alcohol Council: interministerial, 
advisory, evaluative and coordinating body 

Narcotics Control Administration (1 976): 
coordination, with assistance of customs, law- 
enforcement agencies, immigration authorities, 
health and welfare services 

Alcoholic Liquor Advisory Council (1 978): 
promotes, sponsors and encourages research, and 
makes recommendations to Minister of Justice with 
respect to control and regulation 

The Central Council for Narcotic Problems 

Narcotics Control Board: coordination, policy- 
making, law enforcement and international liaison 

Dangerous Drug Board (1 972): coordinating, policy 
body whose duties include treatment, rehabilitation, 
education; also implements international treaties 

Central Narcotics Bureau: coordination of policy 
efforts, treatment, and international liaison 

lnterministerial Commission for the study of 
problems arising from the consumption of drugs 
Narcotics Control Service (1 968): submits reports 
to General Directorate of Health on medical 
treatment, rehabilitation, and surveillance of "drug 
addicts" 
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Country or jurisdiction Title of body and responsibilities 

Sri Lanka Narcotics Advisory Board 

Sudan Sudan National Narcotic Control Board 

Sweden Alcohol Affairs Committee: initiates alcohol policy 
measures 

Switzerland Federal Commission on Alcohol-Related Problems 

Thailand Narcotics Control Board: policy and coordinating 
body with divisions for law enforcement, treatment, 
rehabilitation, education, planning, crop 
replacement; also international liaison 

National Commission on Narcotics and 
Psychotropic Substances 

Trinidad and Tobago National Council on Alcoholism (1977): stimulating 
public understanding of alcoholism 

Union of Soviet Socialist Alcoholism Control Commission of the Ministry of 
Republics Health of the Soviet Union 

United Kingdom The Standing Conference on Drug Abuse: 
represents voluntary agencies concerned with 
rehabilitation of drug abusers 

United States of America Office of Drug Abuse Policy (1977): makes 
recommendations to President on policy, objectives, 
and priorities 
National Advisory Council on Alcohol Abuse and 
Alcoholism (1970): advises, consults, and makes 
recommendations to Secretary of Department of 
Health and Human Services 
National Advisory Council on Drug Abuse (1972) 

Yugoslavia Commission on Narcotics and Psychotropic 
Substances 





4. Basic Principles of Legislation on Drug and 
Alcohol Dependence 

4.1 Introduction 

With the aim of ensuring that the results of this international 
review are of the greatest possible practical value, we outline 
here some basic principles to be considered in improving legis- 
lation on drug and alcohol dependence. These principles are 
derived from the data gathered, an examination of the literature 
in the field, and discussions and correspondence with many 
people. They also reflect the views of the Advisory Group, whose 
members were drawn from the fields of law, medicine, and public 
health administration, and which met in Boston in September 
1982 to consider the preliminary report. A number of alternative 
approaches are indicated, to permit administrators of drug and 
alcohol programmes, legislators, and others interested in legis- 
lative revision to apply the principles in a way that meets the 
needs of their own country and that is in line with the available 
resources. 

We emphasize that reliable facts about the nature and extent 
of alcohol and drug problems are not available in many de- 
veloping countries. The logic of legal control depends greatly on 
the national perception of the problem in the light of many other 
competing socioeconomic problems, and the national political 
milieu and sociocultural values are important factors in shaping 
and reshaping the formulation, enactment and impact of legal 
intervention. 

Treatment programmes must be planned to meet the specific 
needs of each country. Legislation setting up these programmes, 
if not enacted and interpreted in accordance with the actual 
programme plans of the country, can disrupt services and create 
difficulties in programme implementation. It is our hope that the 
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principles and alternative approaches presented here will prove 
useful in many areas of drug and alcohol programme planning 
and administration, and in mental health programmes in general, 
in both developing and industrialized countries. It is important 
to investigate fully the relevance of the legislation and actual 
treatment practices of other countries in order to determine how 
such approaches may be used to improve legislation and 
treatment in one's own country. 

4.2 Basic statutory structure 

The 1977 WHO report on harmonizing objectives in mental 
health law(3) was reviewed in Chapter 1. In the section of that 
report on guidelines in the mental health field, it was noted that 
a critical review of the mental health legislative programme of a 
country would be greatly aided by first constructing a model of 
what a complete statutory system should contain in order to 
function properly. Because of the close relationship between the 
above-mentioned report and the present study, we have adopted 
a similar approach here, and the same basic statutory structure 
will be assumed, as follows: 

1. Policy Establishment of broad public policy and 
objectives in the drug- and alcohol-de- 
pendence treatment programme. 

2. Authority Designation of proper authority for 
planning and carrying out the public 
policy and administering treatment pro- 
grammes for drug and alcohol dependence 
(along with other health programmes of a 
public nature). 

Outline of budgetary policy and provision 
of continuing fiscal support for publicly 
conducted treatment programmes for 
drug and alcohol dependence. 

Provision of adequate structure for, and 
details about the operation of, treatment 
programmes for drug and alcohol de- 
pendence to enable administrators to 
follow and to implement them. 

3 .  Budget 

4 .  Operations 
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5. Research, training Provision of central planning (and 
and education financing to the extent determined) for 

research on the treatment of drug and 
alcohol dependence and for the education 
and training of qualified personnel. 

6. Entry to services Provision for equitable, non-discrimi- 
natory entry to treatment programmes for 
drug and alcohol dependence and access 
to services. 

7. Protection of 
individuals 

8. Minimum 
standards for 
manpower and 
resources 

9. Regulation of 
treatment 
methods 

Provision of protection by the law and 
through legal-judicial institutions (courts, 
tribunals, etc.) of the rights, welfare, prop- 
erty, and dignity of persons, especially 
those subject to compulsory reporting, 
registration, testing, surveillance, and 
confinement for treatment. 

Establishment of the policy for minimum 
standards (in such detail as may be 
deemed necessary and desirable) for 
treatment programme manpower and 
resources, including regulation of pro- 
fessional competence and adequacy of 
treatment facilities. 

Establishment of the policy for regulating 
the methods and procedures used in the 
treatment programme, including clear 
statutory definitions of persons eligible for 
treatment, grounds, release, etc. 

10. Accountability Provision of a complete and ongoing 
and evaluation system of treatment programme account- 

ability and evaluation. 

1 1 .  Delegation of Delegation of authority, within statutory 
regulatory limits, from the legislature to govern- 
powers mental agencies (such as public health 

authorities) to adopt administrative 
regulations, decrees, or other legal in- 
struments, for further implementation of 
legislative policy, to apply technical detail 
to the programme, and to be able to adjust 
the content of the programme to changes 
in conditions in the field. 



12. Dejinition of Precise definition of major terms used in 
terms the legislation. 

The first two items deal with the establishment of policy and 
objectives in the treatment programme for drug- and alcohol- 
dependent persons and with the designation of the authority to 
carry it out. As a result of our survey, one of the major problems 
identified with regard to drug dependence is the difficulty in 
reconciling the policy objectives of law-enforcement agencies and 
those of treatment programmes. 

This conflict is less marked in respect of alcohol dependence, 
especially in countries where the policy of decriminalizing public 
intoxication has been adopted. 

The influence of international conventions on narcotics and 
psychotropic substances and the requirements for implementing 
their provisions add another dimension to the coordination of 
national policy on drugs. 

We have already given examples of appropriate short- and 
long-term drug-treatment objectives identified by WHO in its 1 
report on drug problems in the sociocultural context (6). The two 
long-term objectives deserve most attention: to reduce the inci- 
dence and prevalence of drug dependence; and to develop 
mechanisms for the planning, evaluation, and modification of 
programme activities, in accordance with changing needs and 
continuing programme evaluation. 

~ 
It would be realistic to limit the number of objectives in a 

country at any one time to those that reflect the most immediate 
and critical needs. Careful consideration should be given to de- 

I 
fining and quantifying objectives that are attainable and realistic 
and perceived as such by policymakers and the public. 

Items 3 and 4 (budget and operations) are essential to the 
execution of programmes. Often, despite the most enlightened 
policy intentions, financial and operational considerations are the 
determining factors in the decision-making and implementation 

l 
1 

phases. 

Item 5 is a key factor in the long-range success of a treatment 
programme. Programme planning should be interrelated with 
support for research and the development of manpower. A major 
problem revealed in our survey is the fact that often it is difficult 
to train and place skilled professionals where they are needed most, 
e.g., in certain rural areas in countries where illicit drugs are 
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cultivated and use is high, or in large conurbations where services 
are needed, but there are few incentives to attract needed per- 
sonnel. 

The importance of research and training in the fields of 
alcohol and drug dependence cannot be overemphasized. Re- 
search is an indispensable component in the evaluation of drug 
and alcohol programmes, and sufficient funds should be made 
available to support both basic and applied research. Legislatures 
frequently give low priority to requests for funds for research 
and training, and in times of budgetary difficulties such pro- 
grammes are often the first to be cancelled. A strong case for 
their inclusion must therefore be made. 

WHO has emphasized the need for drug and alcohol research 
programmes in many publications, especially in relation to 
prevention. Thus in Drug problems in the sociocultural context (6), 
evaluation and research are considered important features of 
drug-prevention programming. The important relationship be- 
tween research and assessment and policy-making in respect of 
alcohol dependence was reviewed in 1979(25). Government- 
sponsored organizations, such as the Addiction Research 
Foundation of Toronto, can play an increasingly important role 
in bringing to the attention of governments and legislatures the 
need for drug and alcohol research programmes and for the wide 
dissemination of research results. 

Medical education on alcohol and drug dependence is greatly 
in need of improvement for several reasons. One is that phys- 
icians and other medical professionals are understandably hesi- 
tant to seek out positions in service delivery or research when 
they have not been properly trained. Formal training in medical 
school and thereafter in continuing programmes should therefore 
be encouraged. Legislatures can promote interest by providing 
leadership and funds. 

Treatment-programme development must always take into 
account existing health and social services. Alcohol- and drug- 
treatment programmes within the general health service are likely 
to fail if physicians and other providers are not properly trained 
to detect and treat alcohol and drug dependence in their patients. 
An important model programme for education in this area was 
established in 1971 by the National Institute on Alcohol Abuse 
and Alcoholism of the United States of America, namely the 
Federal Career Teacher Program in Alcohol and Drug Abuse. 
This is designed to promote physician education and awareness 
regarding the medical aspects of substance abuse and to ensure 
optimal treatment. 
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Item 6 concerns entry to treatment services, where the focus 
is on: 

(a) the type and quality of services provided; and 

(b) substantive legal provisions and procedural practices for 
admission into the treatment system. 

Item 7 deals with some of the basic safeguards necessary for 
the protection of the rights of individuals who are subject to 
compulsory treatment. Appropriate measures need to be taken 
to protect these rights during the period of treatment or confine- 
ment. 

Items 8 and 9 (standards and regulations for manpower, 
resources and methods) are important components of the regu- 
latory system in the treatment of drug and alcohol dependence. 
Both governmental bodies and private organizations may be 
responsible for setting standards. 

Item 10 concerns accountability and evaluation, which are 1 
critical to the assessment of programme effectiveness. We found 
a lack of adequate evaluation criteria in the legislation surveyed 
and regard this as a major deficiency. Legislation cannot be re- 
sponsibly reviewed and changed without proper systems of account- 
ability and evaluation, which should be set out in the basic law 
or in implementing legislation. 

Formal public accountability for treatment policies and 
programmes must be established at the various levels of policy 

~ 
development and implementation. 

Ongoing accountability for treatment implementation is an 

1 
~ 

essential component of overall planning and evaluation. The 
mechanism of accountability should be built into the planning 
phases of programme development at the time that legislative 
decisions are made and laws adopted. 

i 
The WHO report on drug problems in the sociocultural 

l 

context (7) sets out the following useful guidelines for the develop- l 

ment of short- and long-term objectives of national programmes 
in the drug-dependence field: 

Ideally, programmes should begin with primary prevention, but, as in many coun- 
tries when drug dependence is already a problem, intervention must begin with treat- 
ment and rehabilitation. For this, short-term objectives have to be established and 
facilities to achieve them set up in the health care system. The objectives should be 
clearly defined and attainable with existing resources; they should also be measurable 
so that progress towards achieving them may be evaluated. Common short-term 

i 
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objectives are as follows: to bring drug-dependent persons and experimental users 
into contact with treatment facilities; to persuade drug-dependent persons to accept 
treatment; to reduce the medical and psychological complications of drug abuse; to 
improve the social functioning of drug-dependent persons; to reduce criminal or 
unlawful behaviour associated with drug abuse; to establish aftercare services to 
prevent relapse; and to reduce illegitimate traffic in illicit drugs, by reducing demand. 
Two common long-term objectives are to reduce the incidence and prevalence of 
drug dependence and to develop mechanisms for planning, evaluation, and modifi- 
cation of programme activities, in accordance with changing needs and continuing 
programme evaluation. 

The emphasis in this statement on clear definitions of objec- 
tives that can be realistically attained is important. Evaluation is 
meaningless unless goals are measurable. The need for such 
measurability for evaluation and other purposes is often over- 
looked, or avoided, at the time of programme planning and 
legislative enactment. For these and other reasons, it is sound 
policy for treatment programmes to develop effective working 
relationships with legislative assemblies, since they open up 
channels of communication and can result in greater understand- 
ing and cooperation on both sides. 

Item 11, delegation of regulatory powers from the legislature 
(at the national or subnational level) to the ministries or de- 
partments of the executive branch, is an essential feature of an 
effective legal structure. Such delegation should be clearly defined 
and rules whereby the operations can be controlled by the 
administrative agencies mentioned should be laid down. Often, 
such rules will be embodied in specific items of legislation setting 
up particular programmes rather than in the enabling law 
creating the agency or ministry. 

There are several distinct advantages in the use of regulations 
or similar legal instruments, such as circulars or notifications. In 
many countries, the enactment of laws may take years. In con- 
trast, regulations can be adopted with less delay. Of course, such 
regulations must be consistent with the law under which they are 
made. 

4.3 Working with legislatures 

Treatment personnel communicate with legislatures in many 
ways, but usually in response to the initiatives that lawmakers 
take in developing legislation. In many developed countries, the 
legislative process at the national or subnational level may in- 
volve the establishment of public health committees or drug- 
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abuse subcommittees within the legislature. Such committees often 
conduct public hearings in order to receive both expert and lay 
views regarding proposed legislation. This forum provides a valu- 
able opportunity for the timely and constructive presentation of 
views and for participation in the creation of law. Testimony 
before such legislative committees often involves the presentation 
of formal reports by government agencies charged with im- 
plementing the legislation. Both the public and the legislature 
therefore have the opportunity to assess the effectiveness of pro- 
grammes and to seek change where treatment programmes require 
a different emphasis or direction. Opportunities for proposing 
changes are provided by public hearings conducted by legislatures. 
As an example, in 198 1, the Select Committee on Narcotics Abuse 
and Control of the United States Congress held hearings on: 

(a) community action to combat drug abuse; 

(b) sentencing practices and alternatives in narcotics cases; 

(c) impact of federal budget cuts on local narcotic law en- 
forcement; 

(d) bail reform and narcotic offenders; 

(e)  community efforts in drug abuse prevention and inter- 
vention; 

(f) drug abuse in the military; 

( g )  financial investigations of drug trafficking; 

(h) federal drug strategy. 

Although many countries will not have developed such special- 
ized legislative committees or consider the range of subjects just 
mentioned, attempts should be made to create a central orga- 
nization within the legislature where public, private, and 
governmental concerns can be aired. 

4.4 Evaluation of legislation 

Resistance to change can be very great. Often, alcohol- or 
drug-treatment professionals are forced to work with pro- 
grammes based on legislative enactments that are out of date 
and inappropriate in the current circumstances. The need that 
the law was originally intended to meet may have been satisfied, 
sometimes with the result that the law is inappropriately used to 
serve purposes for which it was not designed. 
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Laws that are "on the books" but not applied should be 
repealed as they may impede the development of more modern 
enactments, and cause needless confusion and difficulties in 
programme coordination. Drug- and alcohol-treatment profes- 
sionals and particularly programme administrators should take 
active steps to correct deficiencies in the legislation, especially 
when it is out of date and has an adverse effect on the pro- 
grammes. 

The law and the legislative process should be used to correct 
problems and create more effective and improved treatment 
programmes. Frequently, changes are imposed from outside the 
programmes. Professionals who may actually have desired a 
particular change for years, but have done nothing to bring it 
about through the legislative system, are then forced to accept 
other, perhaps unwanted, changes. 

The legislature and its various committees can also perform 
the essential task of providing a forum for the discussion and 
review of competing points of view. Thus, the legitimate but often 
conflicting interests of law-enforcement and treatment groups can 
be reviewed in the light of the overriding need to coordinate 
efforts. 

4.5 Review mechanisms 

In order to be effective, drug- and alcohol-abuse legislation 
must not only be designed to create realistic programme objec- 
tives, but must reflect the general will and public attitudes. The 
law is, of course, influenced and shaped by many societal factors 
and should reflect moral standards and public mores. The 
legislature can and does define, protect, and uphold rights and 
standards by embodying them in law. 

The approach to the evaluation of the law on the treatment 
of drug and alcohol dependence will vary from country to 
country, according to differences in the legislation. Some coun- 
tries, e.g., Bangladesh, have no specific legislation on either type 
of treatment, and a review in such a country will therefore not 
have any legislative foundation to start from. This situation, 
however, offers the possibility of uniformity of approach to new 
legislative enactments. 

In other countries where a complex series of laws on either 
drugs or alcohol already exists, a different approach is required. 
This calls initially for an inventory and analysis of existing laws, 
following which changes in the law may be found to be necessary. 
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All legal systems make provision for changing statute law 
through amendments, repeal and re-enactment. Changes can also 
be brought about through administrative measures and through 
interpretation of the law by the courts. It follows that a method 
for continuous evaluation of legislation is required, so that the 
need for change can be recognized. Such evaluation is of no 
direct value unless the results are presented in good time and in a 
useful form to legislative bodies for analysis and appropriate 
action. 

4.5.1 Statutory boards or commissions 

The review process must involve the bodies charged with 
coordinating national drug and alcohol programmes, e.g. nar- 
cotics boards or commissions. A major advantage of this ap- 
proach is that members of such boards and commissions are 
usually drawn from government departments or other equivalent 
bodies. 

These commissions often represent a wide range of interests, 
and their recommendations usually attract public attention and 

, 

carry considerable weight. Their major disadvantage, particularly 
from the point of view of regular review, is that their mandate 
extends for a limited period. Accordingly, as reviewing bodies, 
they lack control over the information that they can con- 
sider. 

A commission of the legislature (or similar body) may be best 
able to carry out an occasional broad review of treatment 
legislation, stimulating public awareness in the process. Legis- 
latures are often induced to act on the recommendations and 
priorities set by the commission, which usually issues a final 
report containing up-to-date information and guidelines. It may 
be unrealistic, however, to expect such a body to carry out the 
detailed and specialized ongoing monitoring and review that is 
necessary in the drug and alcohol field. 

In contrast to such a commission, a narcotics board is 
permanent and has permanent responsibilities, including the 
provision of periodic reports to the government. This approach 

1 
l 

has much to offer in the long term. 

4.5.2 Ministerial review 

In most countries, responsibility for the treatment of drug 
and alcohol dependence is vested in the ministry of health, and 
sometimes also in the ministry of social welfare or social security. 
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In a number of countries, services for the drug-abusing criminal 
offender are either wholly or partly the responsibility of the 
ministry of justice. The health and social welfare ministries should 
clearly be involved in the ongoing review of treatment legislation. 
The advantages of making periodic review the responsibility of 
the health or social welfare ministry are: (i) the ministry is 
responsible for both programme formulation and execution so 
that the review will be carried out in the context of overall pro- 
gramme goals; and (ii) the ministry is likely to be in the best 
position to obtain the information needed for the review. 

However, some disadvantages are associated with assigning 
review and monitoring to the health ministry, the major one being 
that other government agencies (e.g., the police) are directly 
involved and often charged with conflicting responsibilities. 
Another problem is that, if the review is to be conducted by 
those responsible for programme implementation, it may be diffi- 
cult to achieve objectivity in assessing services and the role of 
legislation. An internal review lacks not only credibility but also 
visibility, and public interest is unlikely to be stimulated. An 
independent evaluation mechanism is most likely to achieve 
maximum credibility. 

4.5.3 Central government committee 

Another type of review mechanism is the central government 
coordination committee, which may be interdepartmental, 
interministerial, or interagency, depending on how the 
government is organized. Coordination at the national level is a 
difficult task with any governmental structure and expectations 
should be realistic. Competing interests and differing objectives 
and methods of achieving results can cause "interagency rivalry" 
so that progress is impeded. Interministerial coordination can 
operate effectively only when the ministries concerned are willing 
to make it do so. The role of the chief executive of the central 
government is important in ensuring smooth and efficient opera- 
tion. 

4.5.4 National institutes of alcohol and drug abuse 

Such institutes offer an alternative to the mechanisms pre- 
viously considered. They can serve many functions, including: 
research (including basic and applied activities); prevention and 
education; treatment and rehabilitation; resource development; 
programme support and grants. In some countries an institute 



may serve more as a resource centre for other national agencies 
or departments or for subnational governmental units. This is 
the situation, for example, in the United States of America. 

4.6 Development of legislation 

4.6.1 Coordination 

Each of the review mechanisms discussed has advantages and 
disadvantages. Any country reviewing its legislation will want to 
assess carefully the strengths of all of them so as to determine 
how the best features of each can be utilized. This may mean 
that separate review mechanisms, each with a different but 
complementary function are established or remain in being. The 
guiding principle should be to establish effective links between 
governmental agencies so as to create both harmony of purpose 
and the ability to accomplish the review. 

A permanent interministerial coordinating committee might 
be a suitable arrangement in these circumstances. Its chairman 
and members would be jointly appointed by the executive 
branch of the government, on the recommendation of the 
ministers responsible for health care, social and welfare ser- 
vices, law enforcement and the judiciary. The secretariat would 
be provided jointly by the various ministries concerned. The 
committee would be involved directly in formulating the nation- 
al policy and in the development of treatment programmes for 
alcohol and drug dependence. The overall objective of the 
committee would be to reconcile the various, and in many cases 
competing, objectives of the ministries. Harmony, consistent 
with national policy and legislation, would be the aim and a 
forum for frank discussion and evaluation of legislation and 
programmes would be provided. Access to the executive branch 
would be available, and well documented and timely recom- 
mendations could be presented to the legislature. Authority to 
implement changes under the direction of the chief executive of 
the country would increase the effectiveness of such 
recommendations. 

4.6.2 Assessment of existing legislation 

The first step in the ongoing assessment of legislation on the 
treatment of alcohol and drug dependence would be to identify 
the current objectives of such legislation. These would be revealed 
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by making a careful inventory of the overall current objectives of 
the national programme. Attention should be given to those 
aspects of the national programme objectives to which revised 
legislation might best contribute. It is also very important to deter- 
mine whether any new or revised legislation is really needed and 
if there are ways of delivering treatment to those who need it 
without such legislation. For instance, in some countries, tradi- 
tional healers provide treatment services but do not operate under 
any formal legal system. In other countries, voluntary services or 
informal activities are conducted without reliance on formal 
legislation. In such circumstances, extensive legislative review 
would be unnecessary. 

Old laws should be critically assessed in order to determine 
whether they are appropriate to the current situation. Laws 
borrowed or adopted from other countries in colonial times 
should also be closely scrutinized. Laws that are in conflict with 
each other as a result of the piecemeal development of legislation 
over a number of years must be closely examined. Areas of direct 
conflict or incompatibility should be identified. 

Existing laws should be examined to determine whether they 
are likely to serve the future needs of treatment programmes, as 
they develop over the next few years. Such an inquiry may reveal 
that step-by-step development may be more effective and 
achievable than a "one-ofr' comprehensive legislative change. 

The second component in the review process is the collection 
of data to assess the extent to which objectives are currently 
being attained. Such data are often difficult to obtain and may 
be incomplete or unreliable. It is important to find ways of 
securing the necessary information so as to create an adequate 
basis for evaluation. For the purposes of the review, resort to ad 
hoe measures of information gathering may be necessary. The 
establishment of modern, efficient, and comprehensive systems 
of data collection, storage, and analysis for the purposes of re- 
search and evaluation and for other legitimate needs, should be 
recommended. 

The coordinating body will also need information on opera- 
tional aspects of the legislation. As an aid in this process, we 
suggest that the operational review should include the following 
steps: 

(1) Administrative measures to implement the existing legis- 
lation should be described by the relevant ministry. In some 
countries there have been considerable delays in implementing 
newly enacted legislation. The committee should examine the 
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reasons for any such delays and suggest ways in which they might 
be overcome. 

(2) Information on changes in the organization and pattern of 
the general health services should be obtained. In many countries, 
radical shifts in health service policy are being considered. 

(3) The review body should examine whether new methods of 
treatment or approaches to care mean that new, more ambitious 
objectives can be set or, alternatively, that former unrealistic or 
overambitious objectives should be modified. Information on 
technical advances and training methods should therefore be 
made available. It may be considered that simpler, more effective 
methods of treatment make it possible to widen the range of 
personnel actively involved. 

(4) Information on the protection of patients' rights should 
be obtained. 

(5) An assessment of "public attitudes" would be extremely 
useful. Clearly, there is no uniform set of such attitudes, but 
some indications of attitudinal shifts, areas of concern, levels of 
prejudice, fears, interests, etc., among the public may be 
obtained. 

The review committee could pose a series of questions, similar 
to those contained in the WHO publication on the law and 
mental health (3), as follows: 

-Has the law performed as well as expected? If not, what 
modifications would allow the original objectives to be 
achieved? 

-Have there been changes in patterns of drug abuse that 
now require new methods of legal control and treatment 
programmes? 

-Have changes in the health care and social welfare systems 
or newly available methods of diagnosis or management 
created a need for new legal provisions? 

-Have there been changes in international agreements that 
call for the updating of national legislation? 

-Is there public concern that would justify additional legal 
controls or checks? 

-Are individual rights and interests adequately protected? 

In answering these questions, value judgements must be made 

7 
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and can be debated. The committee would, however, be expected 
to reach agreement and to formulate a series of recommendations 
concerning both legal and administrative provisions. In doing 
this, several practical issues would have to be considered. The 
committee should take into account the cost of administering 
legislation, particularly in terms of manpower resources. Realistic 
solutions 'should be sought, the most highly trained personnel 
being reserved as far as possible for the tasks that only they can 
perform. 

Frequent statutory changes are unlikely to be feasible. 
Amendments to the basic law may be considered every few years, 
but comprehensive change (e.g., a completely new law) is rarely 
as frequent. In contrast, administrative provisions, as already 
pointed out, can be changed more readily (usually by a ministerial 
directive) and can lead to timely and substantial improvements 
in the operation of the law. 

4.7 Criteria for legal provisions 

The WHO report on harmonizing objectives in law and mental 
health (3) set out criteria for legal provisions in the mental health 
field with special reference to developing countries; similar cri- 
teria for legislation on treatment of drug and alcohol dependants 
are summarized below. Further analysis of these criteria should 
prove useful in efforts to harmonize approaches to the revision 
of legislation on both substance abuse and mental health. 

Treatment laws cannot be assessed or drafted in isolation. As 
countries move towards integrated and more widely available 
services, the role of law will change. 

A "basic statutory structure" consisting of a list of essential 
issues that should be addressed by the law and that can be applied 
to all countries is given in section 4.2 (p. 96). Some criteria by 
which legal provisions can be assessed are given below, and 
should be read in close conjunction with this "basic statutory 
structure". 

(a) "Negative" criteria (i.e., what the law should not do) 

-It should not impede desired change, e.g., by limiting the 
places where drug- or alcohol-dependent persons may 
receive treatment or limiting or restricting the ability of 
law-enforcement or judicial authorities to divert persons 
into treatment programmes. 
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-It should not require an undue level of resources or staff 
time in its operation. Alternatives to costly institutional 
care should be encouraged so as to create a range of 
services, including less costly ones with limited objectives. 

-It should not impair helpful responses to the treatment of 
drug and alcohol abuse that already exist in the com- 
munity. Legislation should encourage, not impede, tradi- 
tional methods of treatment as well as volunteer and 
community organization programmes. 

-It should not, in general, create a completely separate 
treatment service for drug and alcohol dependence. 
Legislation requiring separately administered programmes 
and services will make integration into general health and 
social services and coordination of programmes difficult. 

-It should not create or reinforce negative attitudes towards 
the alcohol- or drug-dependent person. Legal provisions 
that contribute to stigmatizing such persons should be 
avoided. The terms "alcoholic" and "drug addict" should 
be avoided and replaced by, e.g., "alcohol dependant" or 
"drug dependant". 

(b) "Positive" criteria (i.e., what the law should do) 

-It should closely reflect the overall direction and approach 
of the national policy. 

-It should exploit available manpower. Medical practi- 
tioners, other medical and social welfare personnel, as well 
as colleagues and acquaintances of drug- or alcohol-depen- 
dent persons, can assist in guiding them into appropriate 
treatment services. Academic and professional training for 
physicians and other health and social welfare personnel 
should include courses on drug and alcohol dependence 
in order to facilitate earlier diagnosis, treatment, and re- 
ferral. 

-It should require treatment for priority conditions to be 
available in all parts of the country where it is needed. 
Priority should be given to problems, especially of drug 
dependence, in urban areas and to uniform distribution of 
services throughout the country. 

-It should stimulate intersectoral involvement. Coordi- 
nation of law-enforcement, social welfare, health, and 
judicial programmes is necessary to serve the needs of 
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alcohol- and drug-dependent persons. Competing interests 
and objectives should be identified and mutual collabor- 
ation promoted in legal provisions and administration 
mechanisms. 

-It should protect civil rights of individuals, regardless of 
educational status, residence, etc. Legislation should ensure 
such protection at all stages of contact with law- 
enforcement and administrative agencies and the judicial 
authorities. 

4.8 Entry into treatment 

4.8.1 Voluntary admission 

As already pointed out, governments have a legitimate inter- 
est in attempting to prevent dependence on certain substances, 
including alcohol. They also have a legitimate interest in estab- 
lishing narrowly limited formal controls over drug- and alcohol- 
dependent persons in certain cases, e.g., when dependence has 
resulted in a drastic reduction in ability to function or in severely 
disruptive and dangerous behaviour. 

The overall goal of the treatment of dependence is early re- 
socialization and reintegration into the community. Treatment 
goals must be realistic. Both the legal system and the treatment 
programme should facilitate the attainment of individual objec- 
tives. An individual's personal desire to be treated for alcohol 
and drug dependence is an extremely important indicator of 
likelihood of success in treatment. The legal provisions whereby 
a person is guided into the treatment system should be explicitly 
designed to maximize the free exercise of choice and discretion. 
Compulsion can sometimes be a positive element in the entry 
process, but cannot guarantee the success of the treatment 
programme. In order to maximize individual motivation for 
treatment, entry into and continuation of treatment for alcohol 
and drug dependence should be voluntary whenever possible 
within the context of the legal system, culture and socioeconomic 
development of the country. 

Treatment services should be readily available, effective and 
attractive to both adults and minors. The need for a voluntary 
programme to be "attractive" to minors deserves special em- 
phasis. For this purpose, treatment services for both drug and 
alcohol dependence should be provided on an absolutely con- 
fidential basis, without parental notification or consent being 
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required. Failure to ensure voluntary access under legal provi- 
sions imposing strict confidentiality could effectively bar entry to 
young people. 

Motivation for treatment is critical for the person contem- 
plating voluntary admission. The conditions for both entry into 
and continuation of treatment should therefore be explicitly 
designed to encourage easy access to services. Requirements that 
persons stay in treatment for a prescribed period of time should 
be avoided. Although there may well be good reasons why a 
certain period is required for a particular treatment programme, 
a rigid time requirement may result in a decision not to seek 
voluntary admission. Since available facilities are likely to be 
inadequate, legislation should encourage or require initial 
treatment at outpatient centres, if they exist, since they are less 
costly to operate than inpatient units and have the added advan- 
tage of greater flexibility from the patient's point of view. 

Alcohol- and drug-dependent persons frequently suffer 
relapses or may leave treatment against medical advice. Such 
persons should not be denied admission to voluntary care, since 
they will probably be more highly motivated, as a result of their i 
experiences, in seeking such care. 

The legislation should lay down the conditions governing 
participation in voluntary treatment programmes; for example, 
continuing failure to cooperate in the treatment prescribed could 

i 
be considered appropriate grounds for terminating voluntary 
status. 

: 
4.8.2 Compulsory civil commitment 

Compulsory confinement for treatment has been one legal ~ 
response to deviant behaviour, including mental illness, and drug 
and alcohol dependence. When the purpose of such deprivation 
of liberty is treatment, however, such confinement necessarily 1 

involves a conflict with the legally protected values of individual 
liberty and freedom of decision. 

Compulsory civil commitment of persons dependent on drugs 1 
or alcohol will continue to be considered in some countries as an 
appropriate method, under certain narrowly defined circum- 
stances, for forcing persons to enter treatment. As mentioned in 
section 3.4 (see p. 45), some governments have enacted legis- 
lation designed, on the one hand, to protect their citizens from 
the damaging effects of certain dependence-producing substances 
and, on the other, to protect third parties from the dangerous 
behaviour that may result from the use of such substances. The 
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legal basis of compulsory civil commitment on these grounds is 
the nation's interest in protecting the individual when, for ex- 
ample, he is unable to care for himself as a result of abuse of 
alcohol or drugs. Such commitment may be required for persons 
who are: 

(a) in need of short-term emergency treatment because of their 
incapacity to function normally as a result of the use of drugs or 
alcohol; and 

(b) severely mentally disabled as a result of the use of drugs 
or alcohol. 

Such grounds for compulsory treatment were identified in 
many of the laws reviewed, whether in mental health codes or in 
specialized provisions on drug and alcohol abuse. The criterion 
of "dangerousness" is frequently and more appropriately 
embodied in mental health codes, either in conjunction with, or 
as an alternative to, other grounds. Such codes, where promul- 
gated, can also provide alternatives to compulsory civil commit- 
ment. Drug- or alcohol-dependent persons who have been found 
to be mentally ill should be treated under the provisions of the 
legislation governing the commitment and treatment of the 
mentally ill. 

Persons in need of short-term emergency commitment in- 
clude incapacitated drug or alcohol dependants. Present legis- 
lative trends require the police to assist incapacitated alcohol 
abusers to enter the treatment system instead of arresting them. 
Similarly, a drug-dependent person may be incapacitated while 
under the influence of drugs and in need of medical care. He 
may also require emergency care as a result of acute with- 
drawal symptoms and be in need of detoxification. Treatment 
for such alcohol or drug emergencies should be for short peri- 
ods only. The person should be immediately released from 
detention on the completion of medical treatment (detoxifica- 
tion). 

In addition to such acute medical emergencies, compulsory 
civil commitment legislation might provide for the disposition of 
persons who are drug or alcohol dependants and, as a result, are 
severely mentally disabled. Many grounds for commitment relate 
to the severity or degree of impairment; words such as "serious" 
are frequently used in the legislation. For example, the criterion 
in Somalia is "serious mental deterioration caused by habitual 
improper use of narcotic drugs". Under the law of the Federal 
Rebublic of Germany, the criterion for committing a person 



suffering from "drug dependence" is behaviour that will 
"seriously damage their health". 

Existing legislation in some countries makes periods of con- 
finement mandatory, but compulsory civil commitment is jus- 
tified only when an effective treatment programme, as well as 
adequate and humane facilities, are available. 

The period of commitment should be limited, as already 
pointed out, and a person's involuntary status subject to periodic 
review. The legislation of Thailand embodies these principles in 
its provisions calling for "treatment or rehabilitation for a 
period of 180 days in a clinic or rehabilitation centre". 

The person concerned should be afforded certain substantive 
and procedural legal rights during the commitment proceedings. 
In some countries these include the rights to timely judicial 
hearing; adequate and timely notice of the proceedings; counsel 
at an appropriate time; immunity from self-incrimination; con- 
frontation and cross-examination of any witnesses; a standard 
of proof requiring substantial evidence to be produced by the 
State; effective and humane treatment; and meaningful and 
adequate review. The criteria for compulsory civil commitment 
of drug- or alcohol-dependent persons should be clearly stated in 
the legislation. Some provisions of this type can be found in the 
legislation summarized in Annex 2 (see p. 125). 

One of the important tasks of an interministerial coordinating 
committee responsible for reviewing legislation on the treatment 
of drug and alcohol dependence will be to establish the sub- 
stantive rights and procedural legal rules that should apply in the 
civil commitment process and associated treatment programme. 

4.9 Diversion to treatment from the criminal justice system 

Providing effective treatment services and making them avail- 
able and attractive to the drug- and alcohol-dependent offender 
both serves the public and directly benefits the individual con- 
cerned. Such treatment should be made available at every stage 
of the criminal justice system from the point of initial contact of 
an individual with law-enforcement personnel (pre-arrest) to the 
post-institutional phase (conditions of parole). The length of any 
period of involuntary confinement for the purpose of treatment 
should not exceed that prescribed for the violation of the criminal 
law committed by the person being diverted to treatment. The 
various legislative approaches and specific provisions are 
summarized in Annex 2 (see p. 125). 
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When the alcohol- or drug-dependent person comes into in- 
itial contact with the police authorities because of behaviour that 
may make him liable to arrest, the possibility of treatment can be 
a very important positive factor in his rehabilitation. The con- 
frontation with the police may create the kind of crisis that might 
motivate a person to undergo effective treatment. In an emer- 
gency, for example, when he is incapacitated and unable to 
function, the police should be both legally entitled and en- 
couraged to refer a person directly to a treatment programme, in 
lieu of arrest, for a short period until the emergency passes. 

At the pretrial (post-arrest) stage, similar considerations 
will apply. Government officials responsible for prosecution 
should have the option of recommending diversion to treatment 
prior to trial. Real possibilities of diversion must, of course, exist, 
i.e., humane facilities providing effective treatment programmes 
must be available to care for the drug- or alcohol-dependent 
offender. Courts may wish to exercise their judicial discretion to 
refer an accused person for treatment in lieu of prosecution, if 
this is authorized by law. 

Many treatment provisions are found in legislation focused 
primarily on the control of dependence-producing drugs. This is 
true particularly in countries that have introduced legislation 
pursuant to the international conventions on the control of 
narcotic and psychotropic drugs, which are themselves not pri- 
marily concerned with treatment. Thus, national legislation 
drafted so as to reflect and provide for control mechanisms to 
implement the international conventions will give treatment 
provisions relatively little attention. The inclusion of treatment 
provisions in this way also has certain drawbacks: 

(1) the treatment provisions are not given the weight that 
probably would be accorded to them if the legislation was pri- 
marily concerned with treatment; 

(2) there may be temptations for legislatures not to develop 
other separate treatment laws, or separate treatment sections in 
either mental health or public health legislation; this may be the 
case especially where little use is made of treatment provisions by 
prosecuting or judicial authorities or when little public and 
professional interest exists in implementing them; 

(3) treatment provisions included in control legislation may 
be used for a purpose (e.g., diversion to treatment) that is ap- 
propriate only under limited circumstances (this is probably the 
most serious drawback). 
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The advantage of including treatment provisions in drug 
control legislation is that it gives much-needed flexibility to courts 
in imposing alternatives to penal sanctions. As noted earlier, both 
international conventions contain specific reference to the 
treatment of drug offenders (see p. 83) and also call on countries 
that are Parties to these conventions to "carefully consider in- 
corporation of such provisions in national legislation". 

4.10 Confidentiality 

One of the overriding principles in the patient's relationship 
with the medical profession is that all information about him 
should be strictly confidential. Legislation should therefore in- 
clude specific provisions to protect information about the patient 
obtained during treatment or as a result of pretreatment activity. 
Such information includes: 

(a)  records kept by treatment personnel; and 

(6) all information contained in the records, or gathered in 
the course of screening, testing, medical examination, surveillance 
and treatment. 

The guiding principle should be that confidentiality of in- 
formation will encourage voluntary entry into the treatment 
system. Since voluntary treatment is to be preferred, as it usually 
involves a higher level of motivation, policymakers should, wher- 
ever possible, seek to protect confidentiality. 

In many countries where notification, reporting, registration, 
medical screening, or surveillance systems have been established, 
complete confidentiality may not be possible under existing 
law. Conflicts in these areas can be evaluated by interministerial 
review bodies and by legislative committees considering revised 
legislation. Discussion of these matters by medical and legal 
professionals and treatment personnel should be encouraged so 
as to identify conflicts more clearly and define alternatives. 

4.11 Links with other health services 

Health services can be integrated when the central authority 
for health affairs is concentrated in a single ministry or de- 
partment. Administrative regulations (or ministerial directives), 
rather than the basic law itself, may be used to assign and 
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coordinate authority as between the various ministries and de- 
partments and can perform a beneficial harmonizing function. 
This approach can facilitate the periodic reorganization of 
services or personnel without the need to return to the legisla- 
ture. 

The fourteenth report (1967) of the WHO Expert Committee 
on Mental Health (6) was concerned with services for the pre- 
vention and treatment of dependence on alcohol and other drugs. 
It was noted that, at the national level, governments had de- 
veloped specific mechanisms for coordination purposes, e.g., 
intergovernmental committees to develop and coordinate com- 
prehensive programmes concerned with alcohol dependence. At 
the community level, however, it was reported that a multiplicity 
of agencies were concerned in some way with the care, treatment 
and control of dependence on alcohol and drugs. At all levels of 
government, and between governmental and nongovernmental 
agencies at all levels, there was a need for examination of the 
extent to which interorganizational cooperation was necessary 
and feasible. 

Our survey revealed a trend towards the establishment of 
advisory and coordinating bodies to provide programme guid- 
ance at national and subnational levels for drug- and alcohol- 
dependence programmes. Such bodies have been established in 
many cases as a consequence of the requirements of Article 17 of 
the 1961 Single Convention, which states that "Parties shall 
maintain a special administration for the purpose of applying the 
provisions of this Convention". 

We have also suggested that consideration be given to the 
establishment of a coordinating group at the ministerial level to 
reconcile the competing interests of the various ministries con- 
cerned with the control and treatment of drug and alcohol de- 
pendence. 

The WHO Expert Committee on Problems Related to Alcohol 
Consumption (l) recognized the extent of alcohol-related problems 
in many countries and recommended that governments should: 

(a) review the nature and extent of these problems in their population, the resources 
already available for reducing their prevalence and impact, and the possible con- 
straints to be met in establishing new policies; 

(b) initiate the procedures necessary for the elaboration of a comprehensive national 
alcohol policy; 

(c) establish coordinating mechanisms to implement preventive and management 
policies and programmes to ensure a continuing review of the situation; and 

(d) implement these programmes within the framework of general health and 
national development, utilizing existing structures where feasible. 
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Integration of the services for the treatment of drug and 
alcohol dependence into the general public health services has 
been consistently recommended by WHO. The integrated ap- 
proach is also an important component of WHO'S long-term plan 
for health for all by the year 2000. 

The Council of Europe has recommended the development 
and organization of comprehensive services and continuity of 
treatment for alcoholics (Resolution of October 1978). The 
Council's Committee of Ministers recognized that the main re- 
sponsibility for the treatment of alcoholics may rest either with the 
health services or the social services, which should cooperate 
closely. 

The Council of Europe has recently (March 1982) made the 
following recommendations, inter alia, to member governments: 

1. aid and treatment for drug dependants should be integrated 
as far as possible into the general health and social care system; 

2. where resources are provided for aid and treatment services 
for drug dependants, the problems of drug dependence should be 
seen in relation to health and social problems. i 

1 

( 



References 

I. WHO Technical Report Series, No. 650, 1980 (Problems related to 
alcohol consumption: report of a WHO Expert Committee). 

2. Treatment of drug addicts: a survey of existing legislation. Inter- 
national digest of health legislation, 13: 4-46 (1962). 

3. CURRAN, W. J. & HARDING, T. W. The law and mental health: 
harmonizing objectives. Geneva, World Health Organization, 1977. 

4. WHO Technical Report Series, No. 98, 1955 (Legislation affecting 
psychiatric treatment: fourth report of the Expert Committee on 
Mental Health). 

5. WHO Technical Report Series, No. 131, 1957 (Treatment and care 
of drug addicts: report of a Study Group). 

6. WHO Technical Report Series, No. 363, 1967 (Services for the 
prevention and treatment of dependence on alcohol and other drugs: 
fourteenth report of the WHO Expert Committee on Mental Health). 

7. EDWARDS, G. & ARIF, A., ed. Drug problems in the sociocultural 
context: a basis for policies and programme planning. Geneva, World 
Health Organization, 1980 (Public Health Paper, No. 73). 

8. EDWARDS, G. ET AL. Alcohol-related disabilities. Geneva, World 
Health Organization, 1977 (Offset Publication, No. 32). 

9. RITSON, E.B. Community response to alcohol-relatedproblerns: review 
of an international project. Geneva, World Health Organization, 
1985 (Public Health Paper, No. 81). 

10. ORFORD, J. & EDWARDS, G. Alcoholism. London, Oxford University 
Press, 1977. 

11. POLICH, J.M. ET AL. The course of alcoholism: four years after? New 
York, Wiley, 1981. 

12. VAILLANT, G.E. The doctor's dilemma. In: Edwards, G. & Grant, 
M., ed. Alcoholism treatment in transition, London, Croom Helm, 
1980. 

13. GLASER, F.B. Anybody got a match? Treatment research and the 
matching hypothesis. In: Edwards, G. & Grant, M., ed. Alcoholism 
treatment in transition, London, Croom Helm, 1980. 

14. HEATHER, N. & ROBERTSON, I. Controlled drinking. London, 
Methner Publishers, 198 1.  



120 LAW AND TREATMENT OF DRUG-DEPENDENT PERSONS 

15. MILLER, W.R. The addictive behaviours. New York, Pergamon Press, 
1980. 

16. GOVERNMENT OF HONG KONG, THE ACTION COMMITTEE AGAINST 
NARCOTICS. Hong Kong narcotics report 1980. A decade of achieve- 
ment, 197140. Hong Kong, 198 1. 

17. MINISTRY OF HEALTH AND WELFARE. A brief account of drug abuse 
in Japan. Tokyo, 1981. 

18. C o m c r ~  OF EUROPE, EUROPEAN PUBLIC HEALTH COMMITTEE. Final 
report on treatment of drug dependence. Strasbourg, 1980. 

19. AUSTRALIAN ROYAL COMMISSION OF INQUIRY INTO DRUGS, Report. 
Books A-F, Canberra, 1980. 

20. UNITED NATIONS. Commentary on the Single Convention on Narcotic 
Drugs, 1961. New York, 1973. 

21. UNITED NATIONS. Commentary on the Convention on Psychotropic 
Substances. New York, 1971. 

22. ADDICTION RESEARCH FOUNDATION. Report of the International 
Working Group on the Convention on Psychotropic Substances, 1971. 
Toronto, 1980. 

23. REXED, B. ET AL. Guidelines for the control of narcotic and psy- 
chotropic substances: in the context of the international treaties. 
Geneva, World Health Organization, 1984. i 

24. Alcohol control policies in public health perspective. Helsinki, Finnish 
Foundation for Alcohol Studies, 1975. 

25. MOSER, J. Prevention of alcohol-related problems: an international 
review of preventive measures, policies and programmes. Toronto, 
Addiction Research Foundation, 1980. 

l 

l 
1 

l 
l 

1 
l 


	Text2: Please see the Table of Contents for access to the entire publication.
	Text3: Please see the next page for access to the Annexes.
	Text4: Please click inside the blue box below to access the Annexes.


