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INTRODUCTION

The World Health Organization (WHO) is the specialized agency within the United Nations
system primarily concerned with the physical and mental health and well-being of wmen, women
and children the world over.

The prevention of drug abuse is an imporiant area of concern te WHO. On the one hand,
the Organization has to promote the rational use of drugs; on the other, the Organization
has to be concerned with the millions of people who have become dependent on the non-medical
use of drugs. Along with other concerned UN agencies and intergevernmental and nengovern™
mental organizatioms, WHO has been invelved, over a period of several years, in assisting
Member States to respond more effectively to the problems acgoeiated with the wmedical and
non—medical use of drugs, and other substances such as solvents.

In furtherance of efforts to assist Member States tao prevent or minimize the incidence of
drug abuse, this document provides an insight inte the complex web of factors which need to
be taken inteo consideration im the formulation and implementatfon of drug abuse policies and
programmes, Many Member States do have a long record of Lranslating such policies and
programmes into action. However, what is lacking is a proper perception of the need to
evaluate such policies and programmes in relation to specific gosls and objectives. This

document offers a much needed intreduction to the considerations relevant to the evaluation
of drug abuse policies and programmes and offers several suggestions as to how Member States
may wish to proceed to have a better understanding of how relevant policies and progrumues
contribute to the overall goal of enriching human life, both at the micro—level of the family
unit, and at the macro-level of the community or nation, to a high degree of excellence.

This document is specifically addressed to policy makers and programme managexs., 1t is
hoped that the material contained in it will provide useful insights Into the policy-making,
implementation and evaluation process.

Any publication of this nature is the result of the experience of several persons and
institutions associated with drug abuse activities in a variety of different contexts., The
authors would wish to gratefully acknowledge the following for the invaluable comments and
suggestions offered fo them on the first draft of the wmanuseript: Or T.A. Asuni, Dr J.M.N.
Ch'ien, Mr G. di Gennaro, Dr L.R.H. Drew, Dr G, Edwards, Dr A. Haworthk, Dr J.-C. Negrate,
Mr F. Ramos—Galime, Dr B. Rexed, My M, Supnet, Dr V. Varma, Dr R. Wells, r J. Westermeyer,
the Director of the Central Narcotics Bureau of Singapore, and WHO Regional Uffices.

The second draft was considered at an advisory group meeting held in Bangkok, Thailand,
from 24-28 Novembet 1986. The meeting was held under rthe aegis of the Office of the
Narcotics Control Board, Government of Thailand and the following participants were invited

to attend:

Dr Anand Sugondhabhirom, Director, Technical Cooperation Division, Department of Medical
Services, Ministry of Public Health, Bangkek, Thailand

Ms Adilsh Bint Mohdin, Anti Narcotics Task Force, National Security Councdil, System, FPrime
Minister's Department, Kuala Lumpur, Malaysia

Major General Chavalit Yodmani, Secretary General, Office of the Narecotics Control Beard,
Office of the Prime Minister, Bangkok, Thailand

Dr J, Ming N. Ch'ien, Society for the Ald and Rehabilitation of Drug Abusers Hong Kong

Mr W.J. Curran, Harvard School of Public Health, 677 Huntingtom Avenue, Boston, Ms. 02115,
s A*

Dr A,N, Kotry, Department of Mental Health, Ministry of Health, Cairo, Hgypt
Dr T. Mork, Director—General, The Health Services of Norway, P,0. Box 8128-Dep. Uslo, Norway*

Dr 8. Rexed, Thomas Heftyes G. 14C, Oslo 2, Norway
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Professor A, Uchtenhagen, Fsychiatriec University Clinie, Milirfratrasase 8, Postfach Y04, B0ZY

Zurich, Switzerland

Representatives of United Nations and Nongovermental Organizations

Colombo Plan Bureau, 12 Melbourne Avenue, Colombeo 4, 5ri Lanka:
Dr P.A, Abarro, Drug Adviser®

International Narcoties Control Beoard, Vienna, Austria®

United Nations Fund for Drug Abuse Control, Vienna, Austria

WHO Collaborating Centres

Naticnal Drug Research Centre, Universiti Sains Malaysia, Penang, Malaysia
I'r ¥. Navaratnam®

Drug Dependence Research Centre, Institute of Health Research, Chulalengkorn University,
Bangkok, Thailand

Dr Charas Suwanwela

Dr Vichai Poshyachinda
Secretarial

Dr A. Arif, Consultant, Division of Mental Health, WHO, Geneva, Switzerland (Secretarz)

Dr D.C Jayasuriya, Consultant, Pharmaceuticals Unit, WHO, Geneva, Switzerland

* ynable to attend

It is with pleasure that WHO and the authors thank the Royal Thai Government and the
participants for their contreibution towards finalizing the document, and te the United Nations
Fund for Drug Abuse Contvel, and in particular its Executive Director, Mr G. di ennaro, for
financial support for this project.
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PART I

SOME CONSIDERATIONS RELEVANT TG THE FORMULATION OF A
NATTONAL DRUG ABUSE CONTROL POLICY

BACKGROUND

Drug abuse is increasingly becoming a problem In wany countries which were hitherto
spared the damaging effects which it brings in its wake. There are alse a number of countries
where the problem of drupg abuse is now escalating, despite control measures which might have
been adequate when the problem was of a lesser magnitude. AL present, there are, thus, many
countries, in all parts of the world, where the formulation of drug abuse policies is being
accorded serious attention.t Drug abuse policles address the problems created by beth
legal as well as illegal drugs.

At the time the International Opium Commission met in Shanghai in 1909 che major drug of
apuse was opium., The internationmal cowmunity which was then beginning to be sensitized to
the need for internarional cooperation to cowmbat the drug problem was primarily coocerned
with this substance. However, over the last si% or seven decades, several substances have
emerged as major drugs of abuse. Besides opium, some of the other major drugs of abuse now
are heroin, cocaine, cannabis and psychotropic substances such a8 tranquilizers, and other
gubgtances such as solvents,

National efforts to combat drug abuse have a much longer history than international
efforts in this area.? When national controls are effective, drugs of abuse have limited
possibility of infiltrating into the international market. It is only when they become the
subject of illegal traffic that international controls are necessary to supplement national
controls.

The drug problem has now reached serious global dimensioms that both national controls as
waell as international controls are mnecessary, The controls exercised at the international
level are laid down in two treaties — the Single Convention oa Narcotic Drugs, 190l, as
amended by the Protocol of 1972, and the Convention on Psychotropic Substances, 1971, The
framework of the trearies? and the nature of the international controls? have been dealt
with 1n several publicatioms and for that reason nu attempt is made in this doc¢ument to
describe them except when necessary to explain the significance of any national contrels orf
natlonal policies. TIn contrast to the studies on intermational contrels, there is a paucity
of studies om natiomal controls. This is due to a variety of reasons. Firstly, controls in
many countries are still at an early stage in the evolutionary process and it is therefoere
difficult to document the developments. Secondly, controls that are being exercised in many
countries have come to be exercised more as a response to ad hoc needs and realities rather
than as part of a well-conceptualized and developed policy. Consequently it is difficult to
explain, from a policy evolutionary perspective, the genesis of the contrvols and their
functional significance. Thirdly, naticonal controls tend to he exercised by & multitude of
institutional mechanisms and fumctionaries and any comprehensive state—of-the—art of national
controls will have to be based on data and information collected from a plethora of sources.
It is not always easy to colleet comparable data and information when several sources have to
be tapped for such purpose, Moreover, not &kl drug contreol mechanisms and funetionaries have
highly developed and reliable data collectlon and retrieval systems. This makes it difficult
to have a full understanding of what happens at the national level. Based on published
reports, articles and unpublished WHO documents, this document provides an overview of major
components of national drug abuse control policies in selected WHO Member Stares. The
selection of countries was made having regard to the availabllicy of material at WHO
Headquarters in Geneva.

A national drug abuse control policy, as is the case with a naticnal peolicy in any other
sector, is tailor-made to local problems, needs and expectatioms. Imevitably, therefore,
there is a wide variation in the nature and scope of drug policies and the policy of any ome
country is not necessarily comparable with that of aneother. An overview of natiomal drug
abuse control policies has the advantage of offering useful insights into how the druy
problem has been perceived by different countries and how different approaches and wodalities
have heen devised to cope with the problem. Insofar as there is no standard or model policy,
there is a need for comparative studies which shed light on the innumerable permutations and
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combinations available to policy-makers and administrators when new policies are devised or
existing policies are revised. Policies adopted by developing countrles with similar
problems and perhaps also with similar rescurces to be deployed are often suggestive of what
ls reagonably practicable in a2 given scenario. Based on the source materials referred to In
the preceding paragraph, this document reviews major components of national druy abusc
control policies with {llustrations from one or wore countries. The illustrations are meanl
to exemplify national epproaches and experiences and the reference to a particular country by
way of example does not necessarily mean that the appreoach or experience described is thus
peculiar or confined to only that country. In & review of this nature which I1s based on
primary and secondary sources prepared at various times for various purposes, It is obviougly
not possible to provide comprehensive coverage of the numerous aspects considered here,

A word of explanation is necessary as to what 15 meant by the expression “drug"” as used
in this document. For the purposes of this review, substances covered by the Single Conven—
tion on Narcotic Drugs and by the Convention on Psychotropic Substances are congidered as
"drugs". 1In other words, narcotic substances and certain psychotropic substances, as against
pharmaceuticals in general, are covered by this review, though under certain national classi-
fications there iz no such neat demarcation. AL the national level narcotic and psychotropic
substances are sometimes subsumed under the generic term "pharmaceuticals”.

Some of the countries covered in this review show ¢lose similarities in the genesils of
drug abuse problems. In Burma? and 5ri Lanka,® for instance, until the 197Us opium and
cannabis were the only principal drugs of abuse. Heroin addiction is now causing great
concern in both countries.

Policies in the fleld of drug abuse generally tend to change ail the time. This iz due
to three principal reasons. Firstly, different drugs or combinations of drupgs emerge as
"problem drugs” at different times. As mentioned in the preceding paragraph, new “problem
drugs" suddenly emerge digplacing drugs which have been a problem for centuries. New policies
are then formulated or existing policies adapted te cope with the problems generated by the
new prublem drugs, The dynamics underlying the emergence of new problem drugs need to he be
unravelled. Countries such as Burma, Sri Lanka and Thailand, for instance, exemplify the
hypothesis that anti—opium laws tend t¢ have & pro-heroin effect/. In the Philippines,
heroln was replaced by pasychotropic substances; cannabis still continuwes to he a problem. It
Iy difficult for policyv-makers and law enforcemant agencies to prognosticate with any degree
of certainty as teo what pew drugs will greate problems. It is also not clear whelher the
anforcement of prohibitfon laws banning the use of alcoholic drinks in a country such as
Pakistan has given rige to the abuse aof heroin, in addition te the abuse of opium. Policies
tailor-made to cope with the problems generated by opium, for instance, may not necessarily
be appropriate to control the abuse of psychotropic¢ substances, Policies, therefore, are in a
state of flux undergoing changes and modifications all the time. Policles tend to vary
depending on the source of drugs. Some drugs are of local origin, whilst others are of
foreign origin. To combat the traffic in smuggled drugs, for instance, the strategies which
are required are different from those needed to eradicate local cultivation or lecal manu—
facture. Secondly, there is little empirical evidence om which strategies work and which do
nolt work. Fxperiences of countries showing both positive as well as negative results are,
therefore, of value from a comparative perspective, though such results need to be used with
a certalo degree of caution., Due to the lack of adequate data and informatiom om the success
of policies, policy-makers generally tend to “experiment” with models and strategies which
are generally considered to have yielded good and sucgessful results elsewhere. Consequently,
certain pollcles tend to be implemented in the first instance only on an ad—hoc or short-term
experimental basis, Thirdly, with the trend towards the adoption of 4 multisectoral approach
to resolving soclsl and health problems, drug abuse strategies have often been integrated
with policies in other gectors, For instance, a national health policy might well include as
one of its compouents the treatment of drug—dependent persons. A national policy on agri-
culture, for instance, might provide for crop substitution programmes in areas where the
cultivation of opium or cannabis is eademic. Examples such as these of horizontal or
vertical integration of policies can be multiplied te illustrate how policies which would
otherwise have been treated as part of a national drug abuse control policy are subsumed
under other sectoral policies.

Experience at the national level with the formulation and implementation ¢f policies in
the health sector is often suggestive of what may reasonably be attempted in drawing up of a
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national drug abuse control policy. Inasmuch as the drug abuse problems of no two countries
are jdentical, it 1s inevitable, therefore, that different couatries will have recourse to a
variety of different approaches ian formulating policies. The perspective from which one

country may perceive its drug abuse problems and the policy options available may not necess~
arily be of smuch relevance teo another. Whilst recognizing that there is bound to be great

diversity in formulating drug abuse control policies, this document focusses on some general
considerations which countries might wish te take into account when they formulate policies

for the first time or revise existing policies.

There are essentially three phases in the policy-making process, These phases are
digcussed below,

THE PROBLEM ASSESSMENT PHASE

This phase involves the nature and magnitude of the problem of drug abuse being under—
stood. Three questions have to be answered before the geals and the goal—directed strategies
of & drug abuse control policy can be determined:

-  What is the nature of the problem?
~ What is the magnitude of the problem?
~  What are the ongoing changes and trends?

The nature of the problem

Problem definition and its consequences for the controel pelicy vary depending on whather
drugs of abuse should not be used at all, if their use should be restyicted (e.g. Ffor health
purposes, or for defined age groups, etc.), or if the harmful consequences of use should be
prevented or limited (e.g. health ceonsequences in terms of increased morbidity and mortality
drug-related delinquency, loss of productivity, impact on community functioning, etc.).

In considering the nature and magnitude of the problem of drug abuse an agsessment has to
be made of:

(a) the drugs, substances and patterms of their abuse;
(b) the target groups dependent on the drugs; and
(c) the public health, medical, cultural, social, ecomnomlc,
pational security, political and other implications of the problem.

Each of these will now be considered,

(a) The drugs which are abused and their_ patterns of abuse need to be identified., This is
necessary because strategies to resolve the drug abuse problem have te be tailer-made to meet
the particular drugs which are generating problems. The mode of use (smoked, oral ingestionm,
injected, sniffing, etc.) needs to be identified. Some drugs of abuse - both parcotic as
well as psychotropic — are of local origin, whereas others are imported into the country
threugh licit or illicit channels, or both, as the cage may be. Strategles to be deployed
with regard to drugs which are of local ovigin will not necegssarily be the same as with
regard to imported drugs. If drug abuse is due to the illegal diversion of drugs legally
imported into the country, the strategies that need to be deployed will be different from
those which address drugs illegally imported imte the country. If drug abuse is due to
misuse of legally available drugs, then different strategies are required,

Drug abuse is cowmplex in its causation. This is so with regard to individual substances,
individuzl users, as well as the social circumstances and the cultural environment of their
use. A larpe majority of drugs can be safely used In moderate quantities with beneficial
therapeutic results, whilst some have little or no therapeutic advantage. Many drugs can
cause problems if conmsuued in quantities mere than what has been recommended or if taken
contrary to medical instruction. A therapeutically useful drug can become =z drug of abuse,
and therefore a problem drug, by being taken in larger doses than recommended or by being
diverred into the illicit market. In this case, a strategy needs to be devised which would
address the issue of overuse or over prescription., Such =z strategy will be different from
tnat required with respect to a drug which, for instance, is of marginal therapeutic use and
which 1s illicitly imported int¢ the country.
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In summary, the sssessment phase with regard to drugs of abusec must result inm Lhe collec-
tion of information on the identity of the drugs; the sources from or Lhrough which they are
available; and the nature and scope of abuse {misuse or overuse, or bath).

Drug abuse is often imperceptible in its evolutiom. it is difficult to monltor the wse
of drugs and jdentify when the process of abuse sets in motion. A drug of legitimate use in
normal or acceptable guantities today, can become a drug of abuse within a matter of a few
years, if{ not months, without the conscious knowledge of health and law enforcement authori-
Lios. In the competition for the allocation of scarce health resourees, drug monitoring
schiemes and epidemiological studies are two areas which are competing hard to pgain prioricy.
Ironical as it may seem, it is precisely the information collected through these schemes and
studies, rogether with the information which is available with law enforcement agencies which
forms the hasis for the assessment of the drug abuse situation. Countries without ongoing
drug wmonltoring schemes and epidemiological studies will have to collect information -
whether it be published or unpublished, or even anecdotal = firum a variety of sources to
identify which drugs glve rise to a problem. The quallty of the information aud data forth-
coming might vary quite significantly, from source to source, buf at the Initial preparatory
phase It 1s best that all available information and data are collected and analysed.

(b) The population groups dependent on drugs or experiencing problems consequeni to drug use
need to be ldentified. Control strategies can be devised only with some perceptClon ¢f the
profile or characteristlics of drug dependent persons. It is necessary to know not only
whether they are voung or old, male or female, but also the type of drugs which they misuse
and the probable recason of reasons for doing so. The individual, scclal and envirommental
factors which create the demand for drugs must be identified - zuch factors are many and
varied.

(c) Drug asbuse 1s not merely an individual predicament. The problems which arve agsociuted
with drug abuse affect a4 much wider class of people, indeed society a5 a whole. The problems
manifest themselves in different sphercs of life. It is not merely a matter of more 'sick’

people.  The crime rate and accidents might increase, together with a higher incidence of
smuggling. Absenteeism from school, university, or work place will setr in motion organiza-
tional problems disrupting the daily routine and ongoing programmes or activities. Lrug

Abuse tends to attract vietims at short notice. One drup dependent person in a subgulture is
more than sufficient to induce others in the same subculture to 'experiment' with something
"new'., Drup abuse problems need to be viewed in their preoper soclo-economic and cultural
background,

The problems and trends associated with drug abuse will be observed by « variety of
peopie in different sectors. Ion the health and social sectors, institutlions and personael
will be able to assemble information and data on mortality and morbidity assoclated with
drug—dependent persons. in the law enforcement sector, police, excise and customs authori-—
ties will be able te gather information and data on the incidence of crimes assoclated with
deug abuse or the number of crimes perpetrated by drug dependent persons., Furthermore,
information and dats on seizures of illegal drugs will shed sgome light on the magnitude of
the volume of drugs in the illicit market. Educational authorities can provide information
on whether drug dependent persons have been found in schools or universitries and if go the
drugs they use.

The 'problem assessment' phase merely touches thne tip of the iceberg. Even in countries
with well developed policics over a period of time full information is neot yet avallable with
repard to all the dimensione of the problem of abuge. Howaver, whatever information and data
available must be utilized to draw a picture of what seems to be the current drug abuse
scenario, GSome understanding of the problem Is a sine qua non to proceed further on the road
to policymaking.

A valid assessment of the npational parameters and extent of drug abuse problems is
esgential for effective policy tormulation and programme planning. Froblem assessmant
includes epidemiological estimations of the size and nature of the problews) exchanga of
information: development of mechanisms and ingtruments capable of monitoring changes and
trends in the drug abuse situation in the country; wutilization of informatiom generated by
agencies and institutions outside the health sector; and collaboration with decision-makers
in sectors other than health,
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The responsibility for data collection and assessing the problem can be entrusted ro one
or more mechanisms such as a commission or committee, professional group or association,
academic institution, coordinating agencies, ete. What is essential Is to ensure adequate
representation of a wide ramge of interests and sectors, Such representation can be by way
of wmembership or by an opportunity for written or oral testimomy. In many situations, Lhe
initiative for highlighting the problem and sensitizing the authorities will be on the part
of an individual or group of individuals who should naturally be the first or one of the
first te be consulted with a view to obtaining relevant facts and figurss. A broad mandate
for data collection and problem assegsment will help to develop a perspective which looks
beyond the immediate sources of information and invelve as many individuals, groups, agencies
and institutions as possible.

Efforts to identify the problem can lead to a greater awareness of the nalure and magni-
tude of the problem, The creatiou of such an awareness will help to mohilize the political
will pecessary to initiate further action and sustain the initial momentuan generated by face-
finding and problem identification.

The magnitude of the problem has to be assessed by using quantification metbods and by
interpretation of their results. Twe maln sets of quantification methods are to be distin-
guished, namely indirect indicators and surveys.

Indirect jindicarors

The sources of information listed below are labelled “"indirect indicaters” because they
shed some light without measuring the extent of drug use and abuse; at the same time they
also reflect the activities, regsources and competence of the agencies involved.

The wost important examples are:

= police and custom gtatistics on seirzures and arrest statistics on drug abuse related
health problems (diapnoses) in hospitals, emergency rooms, out-patient ¢linics;

- mortaliry and morbidity rates and mortality statistics concerning drug abuse;

- insurance statistlics concerning drug abuse related accidents, health expenditures,
abe.;

- court statistics on drug-related convicrions;

- prison statistics concerning the number of drug abusers in the prison system;

- statistics on drug prescriptions and usage;
- statistics on drups legally manufactured, imported and soldj
- epidemiological surveys.

Surveys are made in order to measure directly the quantifiable aspects of drug use and
abuse. The main aspects covered by surveys are:

- ever use of Identified drugs (lifetime prevalence);
- actual use of identified drugs (e.g. L month, 3 month, 12 wonth prevalence);
- route of administration of drugs;

- frequency and quantity of drug use;

- money spent for drug use;

- demographic and persomnal characteristics of drug users as compared Lo ROR™USLES;

- geographical and time—sequential distributleon of drug use in a given pepulation,
atg.;

Surveys musts be carefully prepared with respeet to the questions which should be ans-
wered by the results, to the adequacy of methods and resources avallable and to the pitfalls
and limitations of methods to be used.

If resources for epidemiclogical surveys are limited, one has to take inte consideration
the merits and limitation of surveys in large samples of the population in general, as
opposed to s&mall representative samples in selected segments of the population (e.g.

students, conscripts, defined age groups, prison inmstes, ete.).

The assessment of ongoing changes and trends asks for continuous or repeated collection
of comparable data. This is especially important since drug abuse, its patieras, the
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characteristics of users, the motivation for use, etc., are subject to change over time. On
assogament methodology, much work has been done by UN agencies. WHO collaborales with coun-
tries and other UN agencies in identifying specific needs in terms of technology developaent.
Much of this technology has already been developed and published by WHO, iacluding melbodology
for data collection and instruments For assessment of drug problems and the nature of the
preblem.  The lnitial study was the development of core data iteas®, the second developed
methodology for copducting student drug use surveys®, the third study concerned non-student
doug use surveysl®, the fourth developed methodologies for impleuwenting drug abuse reporb-

ing systemsll, the fifth covered a genecral fopulation sUTVEY. The sixth study was of
drug problems in the sociocultural cogtext.l . The last study was an international review
1

af the extent of drug abuse problems,-¥, These studics were conducted through collaborarting
cenlras, which provided ewpertise and facilities inm order to complete these studies.

STRATEGY IDENTIFICATION PHASE

The assessment of the nation's drug abuse problems have led to an understanding of the
nature of the drugs of abuse, the characteristics of the groups of the population dependent
on or misusing such drugs, and the publiec health as well as social and economfic damage
created by drug sbuse, It is in the backdrop of this assessment that the intervention
strategies which pest guit the existing nature of the drug abuse problems and the manpower
and financial resources available for their control must be formulated.

The ultimate goal for a national strategy is often said to be the creation of a drug—frec
society. While this may be a2 long—term ambition, shertand wmedlus—term goals can he more
cealistic te contain the drug abuse problem and to continually decrease its exteéent, and at
the same time to minimize its damage ro individuals and society.

It iv genecally recognized that the national drug abuse control strategy should be broad
sinee no single setivity in isolation can be effective. The strategy should thus include
both supply reduction and demand reduction activities, complementinyg each vther in a good
balance. Conflicting sectoral Interests must be resolved. The strategy should foresee
continuing efforts, where short term and medium term activities arce Iwmplemented fn a
harmenious succession.

Finpally the strategy should expressly foresee long term implementation, since instant
dramatic results cannot be expected in the fight against drug abuse. In this way, pessimiszu
caused by the lack of gquick results can be firmly countered.

The strategy for national drug abuse control has as a main objective the goal to wminimize
ardl prevent public health damage. Thus it is a part of the overall national health and
soclal strategy and should be in congruence with the npatioon's general health goals. More
detailed elements of the national drug abuse stratagy can be identified £rom the objectives
of the international strategy formulated by the UN Commission on Narcotic Drugs in 1981, The
latter strategy has the following objectives:

{a) improvement of drug control systems;

{(h} achievement of a balance between the demand feor, and the supply of,
narcotle drugs and psychobtrople substances for legitimste purposes)

{¢) eradication of the supply of drugs from illicit sources;

{d) roeductcion of tllicit traffic:

(¢) reduction of the demand for fllicit drugs and the prevention
of inappropriate or illiecit use of licit drugs; and

{(f) treatment, rebabilitation and social relntegration of drug abusers,

The national strategy for drug abuse control should include actions teo reduce the supply
of the dependence producing drugs as well as activities te reduce the demand for them in the
population. A range of drug control and law enforcement actions against illicit drug traffic
to achieve such a reduction in the supply are laid deown in the Single Convention on Narcotilc
Drugs 1961, as amended by the Protocel of 1972, and the Conventlon on Psychotropie Subsrtan-
ces, 1971. The treaty and legal obligations which need to be fulfilled have been dealt with
in other publicationsl5 to which reference may be made. Furthermorse, & new Convention
"against 11licit trafflc and narcotic {(and psychotropic) drugs™ has been drawn up in a draft
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form and is to be presented to the UN General Asgembly in 1987. This draft Convention dealsg
in detail with further national and international actiens necessary to curtail illdicit drug
traffic and reduce the supply of drugs of abuse.

The national strategy for drug abuse control must zalso include actions to reduce the
demand im the population for such drugs. The non-medical use of beoth licit and illieit
psychoactive drugs must be minimized and at best eliminated. Demand reductlon must strive Lo
achieve the following goals:

(a) better awareness of the ressons for drug—taking;

(b} better awareness of healthy life-styles, including alternatives to drug-taking:
(¢} more effective education on the 11l effects of non=medical drug-taking;

(d) treatment for those dependent om drugs; and

{e) more effective prevention of non-medical drug use.

In the identification of activitles, attention needs to be accorded to what is already
being done in the context of the infrastructure and the resources which are available. If
the objectives of the International strategy set out above are considered, it would appear
that among the measures, infrastructure and resources needed are the following:

Infrastructure/Resources Needed

Objective

Measures,

{(a) Improvement of drug
control system

{b) Achievement of a
balance between the demand
for, and the supply of,
narcotic drugs and psycho-
tropic substances for

legitimate purposes

(c) Eradication of the
supply of drugs from
illicit sources

{d) Reduction of illicit
traffic

(&) Reduction of the demand
for {lliclt drugs and the
prevention of inappropriate
or 1lliecit use of licit
drugs

Inventory of drugs currently on the market;
regigtration system for drugslb; licensing sys5=
tem for wmwanufacturers, distributors, importers,
exporters; prescription and special storage sys-
tems for selected drugs; menitoring and record-
keeping system.

Elimination of unnecessary drugs: system for moni-
toring and recording of the incidence of mortalicy
and morbidity and for meonitoring the use of drugs;
pregceription requirements for selected drugs; re-
gulation of manufacture, importation, exportation
and use.

Strengthening of legal controls and law enforce-

ment efforts; phased eradication of sources of

domestic supply; registration system covering all
licit drugs and licensing systems G0 regulate
wanufacture, importation, exportation and use.

Strengthening of legal controls and law enforce-
ment efforts; bilateral and multilateral arrange—
ments feor extradition and for the exchange of

information; registration system covering all
licit drugs and licensing systems t¢ regulate
manufacture, importation, exportation and use;

strengthening of law enforcement efforts,

Epidemiclogical and other research studies; impro—
vement of the overall qualicy of life, incl. the
creation of an appropriate family, religious, so-
clal, cultural and recreational envirenment; uti-
lization of comuunity resources/ nongovernmental
organizations and drug education pro- grammes for
demand reduction; better prescribing practices;

restriction of the availability of certain drugs
except on medlecal prescription; public participa-
tion in demand reduction activities.
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{f) Treatment, rehabilita- Establishment of appropriate facilities for Lreat—
tion and social reintegra- ment, rtehabilitation and after—care; training of
tion of deug abuszers appropriate persconnel to carry out such activities;

establishment of a data bank or moniteoring system;
catablishment of primary health care and comuunity
based resources for gelf-help.

The precise nature of the strategies to be devised wiil obviously vary from country to
country depending om the nature of the problem and the avalilability of resources. The
experiences of various countries with differeat resources will be suggestive of what is
rcagonahbly possible or feasible, given the ubiquitous problem of scarcity of trained manpower
and limived access to the health—care system,

POLLCY FORMUTLATION PHASE

Having understood the nature and magnitude of the problem and the wide array of measures
or activities or programmes which may be deployed, the policy formulation phase can be
inttiated under the aegis of the govermment ¢or gimilar authority.

The national policy on drug abuse must synchronize with the overall national health
policy, social policy and natlonal security policy. Attention wmust be paid to possible
interactions between such policies., Appropriate consultations must be had with relevant
public seclor and private secter agencles, institutions and persounel with a view te
allocating specific tasks and responsibilities set out in the proposed pelicy.

In forwulating a policy, cognizance must be taken of the overall attempts to rationallse
the availability and use of all drugs, whether they be psychoactive substances or not.
During the past few years, attention has been focussed on issues such as registration of
drugs, good prescribing habits, dinformation Jdissemination, ete,, all of which help to
minimize the problems which have now led to a situation of over—supply, mal-distributioen,
injudicious self-medication and lack of awareness of the therapeutic qualities of drugs which
are being prescribed.

One lesue of importsnce in thig gontext 1is the appropriate mechanism for the task of
policy formuelation. Different countries have adopted different mechanisms for this purpose.
Royal Commissions, inter—departmental advisory committees, ebc. arg some of the mechanisms
which have been used., A mechanism with the mandate for fact finding and for proposing
approprisle recommendations is in a belter position to fermulate a policy tather than a
mechanism with a limited mandate to do only the latter. In the course of preparing a report
on the drug abuse situation, it is possible to obtain the lestimony of a cross-section of the
public and thus gain insight into matters which may not necessarily be in the publle domain.
High level representation gn the policy-formulation body has the advantage of mobilizing the
pokitical will necessary to translate the poliey inte actien. Representation of all key
sectors and interest groups is useful to ensure that all relevant considerations are brought
to bear on the formulation of the policy.

uce the policy has been tentatively formulated, it is useful zo puplish 1t in the form
of 4 white paper or discussion paper, for inatance, invite comments from the public and then
finullze it on the basis of the feedback received, Seminars and symposia on the proposed
policy are usetul fora to generate discussion and sensitize the public.

SUMMARY

The preceding sectiouns discussed, very briefly, the step-by—step approach necessary for
the formulation of a national drug abuse control policy which is tailer-made to local
problems and realities as perceived through the epidemiologicall7 and other data
CDllected,l6 assessment of the problem and the resources and strategies avallable for
deploymcnt. No country facing the threat of drug abuse can afford to wait until the besi
possible information and data are collected and an inveatory taken of the available
resources. Therc has to be a continuous and ongoing effort at developing, refining and
sharpening the knowledge and data base necessary for the proper [ormulation of policies.
Part [X] decaling with “"Evaluation™ highlights the need for wonitoring and sssesswent to be
made an [ntegral part of the policy from the inception.
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PART 11

REVIEW QF MAJOR COMPONENTS OF NATIONAL DRUG ABUSE CONTROL POLICIES
WHICH HAVE BEEN IMPLEMENTED IN SELECTED COUNTRIES

EVOLUTION OF POLICIES

In mest countries the evolution of natiomal policies has taken place in a piece-meal
fashion, more often than not as an ad hoe respomse to new problems and crisis situations. In
countries with legislation banning the use of certain substances, enforcement of the leyal
provisions constitutes the first official aet ia furtherance of the "policy™ to regulate drug
abuse. One of the traditiomal functions of law enforcement agencies has been to enforce
penal laws and to apprehend and prosecute those who have transgressed the law. During early
years, enforcemaent of drug legislatlon was viewsd as a general lav enforcement function. It
was only at a much later stage when the drug problem was assuming more serious dimensions
with traffickers resorting to a variety of new methods to escape detection that more and wore
countries established special task forces, bureaus, departments, task forces, cells angd units
within the law enforcement agency to deal exclusively with the enforcement of such legisla—
tion. The very establishment of special task forces, cells and units counstitutes a second
phase in the evolution of policies, The third phase is the institutionalization of these by
specific legislation, Institutionalization has been in respect of functionaries or boards and
gimilar mechanisms, or both,

Sri Lanka and Thailand provide two of the earliest examples of a law enforcement medsute
designed to curb drugz abuse. In Thailand the use of opium was the subject-matter of the
Criminal Code of 1350, In Sri Lanka by a Proclamation issued in 1675 twxaffic in opium was
prohibited. 1In terms of the Proclamation government servants who were convicted were liable
to be dismissed from service, whilst foreignmers who were comvicred were to be banished from
the country, In the event any foreigner who was banished returned to the country he was
liable to be imprisoned for a period of five years., The provision of treatment for drug
dependent persons is another measure which marks the beginﬁﬁyg of the evolution of the
national policy of sgome countries, The Chinese experience has often been cited as
exemplifying a success story of both treatwent and pyevention primatily by reducing dewand by
treating drug dependent persoms. In 1906 it was estimated that the country had 15 million
persons dependent on opium ~ by the 1950s the problem seems to have disappeared altogether.
The success of the natiomal treatment programme has probably been facfilitated by the use of
ideological and social pressures, and by land reform and similar measures, but what is clear,
however, is that the main thrust of the polley was to treat as many drug dependent persons
as pcssiblelg.

In contrast to national policies in certain other sectors, there are few official
documents on national drug policies. Cowprehensive statements are available, wmostly in the
form of documents submitted to international agencies and conferences. Such statements,
where they do exist, provide more of a synthesis of ongoing programmes rather than a goal
oriented plan of action. This is a limitation in reviewing the major cemponents of national
drug policies. For the purposes of this review, policies of 4 wvery bread nature are
considerad in order to reflect the wide range of approaches used by different countries. A
policy measure in any ome counrtry may not necessarily be viewed with favour as a possibole
policy option in another country.

TNSTITUTIONAL MECHANISMS

The Single Conveantion on Narcotic Drugs requires parties teo the Convention to establish a
"sparial administration” for implementing the Convention obligationszo. There is a similar
requirement in the Convention on Psychotropic Substances, though it does recognize the
possibility of a joint adniristration, where feasiblell,

In any country there is one or mere focal points for policy formulation, implementation,
monitoring and evaluation. The general trend 1s to establish advisory and coordinating bodies
to provide guidance onm or to t¢oordinate national drug abuse contrel activities. These bodies
freguently take the form of commissions or contrel boards or interministerial committees.
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Some countries have a section or unit in the Ministry of Health or in another Minlstry
desling with the control of licit medical use of the drugs under international control.
Besides providing guidance and advice for natiomal policy or for coordinating the activities
of relevant agencies, some bodies even supervise prograpme implementation.Zi

Inatltutional mechanisms, where they exist, show remarkable differences with regard Lo
their constitution, nature and scope, In most countries mechanisms have a statutory basis.
During {nitial years they might have only an administrative basis as is the case with Sri
Lanka, where from 1973 there was a Natlional Narcotics Advisory Board established
through administrative measures, It was only in 1984 that legislation was introduced to
institutionalize it with wide powers. Most counttries provide for high level representation
on the mechaniem, In Thailepnd, for example, the Chairman of the Narcotics Coatrol Board fis
the Prime Minister. Inm Sri Lanka the Deputy Minister of Dafance was the Chairman of the
National Narcotics Advisory Board but with the institutionalization of the Hoard by
legislation provision was made for a full-time chairman.

Table 1 below provides some examples of the types of mechanism entrugsted with drug abuse
conbeol activities in selected countries.

Table 1

Coordinating and implementing mechanisms for drug control activities

Country Institution/Agency

Argent ina Comision Nacional de Toxicomanias y Narcotles (CONATON)
Ministerio de 3alud Publica y Medio Ambiente

Burma Contral Committee for Drug Abuse Contrel
China Ministry of Public Health
Egypt Ministry of Health

Ministry of Interior
Ministry of Social Welfare
{Supreme Committee for Social Defence)

Hong Kong Tne Action Committee Against Narcotica Control

Jordan Ministry of Health
The Public Security

Kuwait Ministey of Public Health
Ministry of Intericr

Madagascar Minlgtédre de 1'Interieur
Ministére de la Santé

Malaysia National Anti Narcotics Committee

Anti Narcotics Tagk Force
National Security Council
Prime Minister's Department

Anti narcotics Branch of the Criminal Investigation
Department, Police Department

Customs and Excise Department

Pharmacy Department, Minmistry of Health

Treatment and Rehabilitation Division,
Ministry of Home Affairs

Maroceco Service Central de la FPharmacie
(Bureau des stupéfiants)
Ministére de la Santé Publique
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Table 1 cont'd

Coordinating and implementing mechanisms for drug contrel activities

Country Institution/agency

Nigerila Narcotics and Drug Abuse Control Unit, Directorate of
Pharmaceutical Services, Federal Ministry of Health

Pakistan Pakistan Narcoties Control Board
Federal Ministry of Health
Provineial Excige and Health Depavtments

Philippines Dangerous Drugs Board
Food and Drug Administration

Singapore Central Narcotics Bureau

Sri Lanka National Dangerous Drugs Control Board
Department of Health
Police
Customs

Sweden Ministry of Social Affairs

{Inter—Departmental Coordinating Committee)

Switzerland Federal Minislry of the Interior
Federal Commizsion on Narcotilcs

Thailand Office of the Narecoties Control Board
Fgod and Drugs Administration
Police Department
Excise Department
Customs Department

Where there is a multiplicity of functionaries and mechanisms, allocatlion of responsi-
bilities and coordination of activities assumes Ilumportance, The Masterplan approach of the
United Nations Fund for Drug Abuse Control seeks to coordinate the planning of drug control
work within a given dountry or reglon, by providing for an input from all the relevant
sectors. In relation to responsibilitles for various sectoral activities, the role of local
or provincial authorities or governments needs to be underlined. Whether it be in respect of
law enforcement, drug abuse preventive education, treatment or rehabilitation, they have an
important role to play.

Instruments which create mechanisms provide for representation of all the key agencies
and or%?nizations invelved with drug abuse activities. A national policy for drug abuse
controlZ3 encompasses the objectives and instruments, ianter alia, for:

(a) controlling the 1iecit production and movement of drugsj}

(b) controlling and eradicating the 1llicit cultivation of plants
containing psychoactive substances;

(=) prohibiting the illicit menufacture and diversion of psychoactive substances;

{d) combatting illicit traffic = national or international = in drugs;

(e) data collection;

(f) reporting on the nature, extent and seriocusness of drug abuse;

(g) treatment, rehabilitation and soclal reintegration of drug abusers;

(h) information and education;

(i) enforcement and penal law; and

{j) cooperation at the national and international level.
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Depending on the sgpecific mandate of the mechanism, representation 1s decided having
regard to the relative impurtance which is attached to the different functions. Mechanisms
in certain countrles have a larger representation than Iin others,

The constitution of small committees and task forces is a modality tried out in many
countries to provide for adequate representation when gpecilal matters are considered.

The structure of mechanismz in federal states 1s somewhat different from those in other
couatriesg, In Argentina, for instance, the National Commission on Drug Dependence and
Narcotics coordinates the activities of both national and provincial bodies. The enforcement
of the narcoties legilslation at the provineial level is a responsibility which develves on
provineial or local bodies., A coordinating body at the natlonal level ensures harmonlzation
of enforcement policies, In Switzerland, as another example, the Provincial Coordinating
Commiagions are Independent from the Federal Commission on Narcotics, and Important drug
control policy differences have to be negotiated as far as they are not subject to federal

legislation.)

TREATMENT PROGRAMMES

Treatment

In order toc contribute to the reduction in the demand for drugs, treatment programpes
must take Into congideration the evidenced speclfic needs for treatment in a glveu country.
Frogrammes should regpond to the needs awnd characteristics of the dependent populations,
according to age, gender, level of education and aspects of psychological and health sequelae
of substance abuse. In most countries drug dependent persons belong to different segments of
the population and are far from having similar pergonality characteristics. It is therefore
unlikely that any single treatment modality will respond adequately to the diverse treatment
needs.

Treatment of substance dependence i& a re—orientation process starting with detoxifica-
tion and continuing with residentizl or out—patient re—educatlion and after—care rehabilita-
tion. It depends on the type of substance abused and on the chavacteristicse of the dependent
persons coming for treatment as to which phase will have to be especially congidered. Also,
Lne resources available determine the treatment priorities. Whenever possible, existing
structures for health care, social agsistance and education should be made use of for the
treatment and reintegration of substance dependent persons; speciallzed separate programmes
may be needed, such as detoxification centres, therapeutic communities and re-education
pProgrammes; professional assistance may be needed where programmes are tun by
non—professionals, e.g. self-help groups.

Some countries have provision in their legislation for treatment.?% Legal provisions
on treatment may be found in various types of legislation {e.g. mental health legislation,
public health laws; penal laws, or special treatment laws).

Among countries which have enacted legislation on the treatment of drug dependent pergonsa
are Argentina, Burma, Hong Kong, Madagascar, Malaysia, Philippines, Singapore and Thalland.
In order to overcome the difficulties in attracting drug dependent persons to seek btreatment
on a veluntary basis, some countries such as Malaysia, the Philippines and Singapore, provide
for the compulsory treatment of such persons. Legislative strategies in this fileld are
two=fold, namely civil commirment (an order by a court of law or a functionary on the basis
of an application made by a parent, employer, a law enforcement officer, etc.) and diversion
from the criminal justice system (in addition to or in lieu of a sentence, e.g. imprisonment,
an order is made for treatment). In Egypt drug takers who volunteer for treatment are not
prosecuted.

Different ¢ountries adopt different methods for the identification of persons in need of
treatment, Treatment modalities also differ within & country as well as from country o
country.
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Treatment om a voluntary basis is available in most countries in large public hospitals,
both on an ln-patient as well as out—patient basis., Some countries, such as Malaysiz and
Thailand, have special hospitals and wards for this purpose. In 5ri Lanka treatment is
generally provided in mental hospitals, the shortage of speclalists as well as of physical
space being the reason for the non-availability of special treatment facilities in public
hospitals. Ia most countries detoxification is made with variable aethods; wmedication for
symptomatic relief of withdrawal syndrome may be administered, or psychological assistance or
meditation may be used instead. The compulsory treatment programme inm Singapore entails six
to thirty months of institurional treatment and rehabilitation, followed by six wmonths of
work in a half-way house, Dischargees are monitored and c¢ounselled over a two year period.
Acupuncture is used In countrles such 4s Hong Kong and Pakistan. Psychlatrists and physicilans
with specislized training are gemerally deployed for treatment purposes. In the Philippines,
provision exists for doctors to be agcredited for treatment purposes. In Malaysia traditional
healers also provide treatment. In Thailand, Buddhist monasteries provide treatment for both
opium and heroin addicts. In wany countries primary health care workers are increasingly
becoming responsible for treatment,

Rehabilitation and after—care have been accorded prieority in countries such as Malaysia
and the Philippines. Reintegration into society requires supportive measures and voluntavy
organizations are in a unigue position to provide such measures. In Hong Kong the poliey is
to provide multi-modality treatment (in and out—patient, voluntary and compulsoery, drug frae
aud maintenance) which is followed by intensive psychosocial rehabilitation and commuaity
afrer—care. A community based self-help organization, known as the Alumni Assoclation of
SARDA, has five district chapters with a total membership of 1800 drug free men and wouwen,
and provides mutual support te a productive life style and operates six halfway houses to
facilitate the reintegration of newly rehabilitated address., In Malaysia, where the focus of
the institutiomal rehabilitation programme is on physical restoration, moral guidance and
religious Instruction, vocatiemal and recreational therapy and psychological services, a
network of treatment and rehabilitation officers provide psychological and moral support to
the gischargees.

In the context of treatment programmes, especially for “maintenance” treatment pro-
grammes, certain drugs need to be made available in adequate quantities. Availability pre-
supposes the existence of appropriate record-keeping and security procedures to prevent the
diversiom of drugs to illicit channels.

The merits and demerits of each type of treatment programme must be determined by having
regard to the availability of qualified manpower and the acceptability — nedical, socilal,
cultural and cost—benefit - of any particular type of programme. There is no single treatment
modality which could apply universally and the experiences of both health care providers and
those who have been treated, are relevant in determining the type or types of treatment
programme best suited to each country. In countvies where there are regional differentials
in the pattern of drug dependence and in the availability of health care facilities,
different treatment approaches may be preferred to one single national approach.

In the context of primary health care and Health-For-ALl Strategy, both treatment as well
as the social rehabilitation process assume importance, Health care targets should include
those for persons dependent on drugs.

LAW ENFORCEMENT

Law enforcement is perhaps the oldest and most commonly deployed stratepy teo curb drug
abuse. Effective law enforcement reduces the supply of illicit drugs and requires drug
abusers to seek rreatment, hence indirectly help reduce the demand for drugs.

The seriousness with which the drug problem is perceived by varicus ¢ountries is exempli-
fied by the imposition of the death penalty for serious drug offences in countries such as
Burma, Malaysia, Nigeria, Philippines, Singapore, S5ri Lanka and Thailand. The cancellation of
passports is a penalty under the laws of Singapore. Under the heading '"Treatument' reference
(see p. 20) was made to examples of countries which provide for compulsery itrestment.

Law enforcement efforts have been facilitated by training programmes under the aegls of
the United Natioms, Colombe Flan and through bilateral arrangements. Cooperatiom in this
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ares has resulted in a countyy like Kuwalt being able to establish formal law enforcement
links with other Gulf states facilitating the tramsmittal and retrieval of information on a
24-hour hasis. A non-Kuwaiti who is sentenced and deported {mmediately becomes a persens non
grata in aevery Gulf State.Z2

DRUG PREVENTION EDUCATTON

Information is essential not only to have an enlightened view of the use of drugs but
also to warn against the dangers inherent in the indig¢riminate use of drugs or sbuse.

With a view to highlighting the hazards associated with the indiscriminate use of druygs,
4 number of countries have developed drug information activities and drug abuse preventive
education programmes, National experiences show a remarkable degree of wvariance 1in the
methodology uged and the scope and content of relevant activities and programmes.

Young people and parents are the principal target groups for drug information programmes
{n Morocco.26 Among the pregrammes which have been undertaken are conferences in citie;7
television and radio programmes and the distribution of printed material. In Argentina
the National Centre for Social Rehabilitation provides training ¢ourses for g wide array of
personnel assoclated with information activirties including profesgionals in the behavioural
ti¢iences, teachers and students in secondary level gchoolg, parents and law enforcement
officials. In Pakistan?® material on drug abuse preveantion has been integrated into the
curricula of schools, colleges and universities. Families and religious organizations have
been assoclated with informal adult education activities. Several workshops, seminars and
the llke for professionals have been held under the aegis of the Pakistan Narcotics Control
Board.

OTHER PREVENTLON MEASURES

Besides information and education programmes, other long term and ongoing prevention
measures include anti drug abuse campaigns involving the community at rigk and the participa=-
tiocn of the target groups in secial—cultural activities focussed on healthy living without
the need for "chemlecal crutches”. Leadership training, camping, sports and organlzed recrea=
tion programmes all help young people build seli-confidence and develop their potential
talents, For high risk youth, who have dropped out of school or alienated themselves from
howmes and normal social groups, out-reaching social service is required for counselling and
guldance. Former addicts who have been rehabilitated and selected to receive special training
in amall group dynamics and counselling are helpful to professional workers in establishing
contact and for serving as role models for the alienated youth, Nongovermmental organizations
have much to contribute to motivate the public to support demand reduction and cncourage drug
ugers to cone forward for treatment. Treatment facilities must be avallable before launching
muss campaigng against drug abuse.

FACTLTTIES FOR THE ANALYSIS OF DRUGS

The management and utilization of drug analysis in demand reduction interventiomns and
supply reduction interventions are commonly under sepavate jurisdiction of implementing
agencies. Methods of analysis, interpretation and utilization of results are also different
according to the objectives of the agencies concerned. For example, most countries have
designated laboratories which carry out drug analysis for legal purposes while druyg depen—
dence treatment clinics have their own faclilities For specific clinical objectives.

Drug analysis 15 an important tool for drug abuse interventions., It provides definite
evidence on the qualitative and quantitative presence of the substance or substances in
either drug sample or body {luld. Drug analysis has been applied in drug dependence treat-
ment and epldemiclogical survey as an objective diagnosis of drug use. Constituents in licit
and illicit drugs of abuse ¢an be identified. The identification and prosecution of offenders
depend to a great extent on the reports of analysis of laboratories which identify substan=~
ces. It is based onm the reports of analysts that decizions are made by law enforcement
afficials and by the judiciary as to whether the substance concerned is one whicn falls
within the scope of the controlled or regulated substances.
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Recognizing the value of drug analysis in demand reduction interventions, the World
Health Organization has convened meetings to define the methods and applicarions of detection
of dependence producing drugs in body fluids.?

In the drug abuse control domain narcotics laboratories3? have three principal
functions, namely:

(a) to identify drugs for abuse and their accompanying substances in selged samples;

{b) to determine the degree of purity and possible origdsa of production of illiecit drugs;
and

(c) to provide supportive expertise on drug txafficking cases to courts of law.

The astablishment, malntenance and expansion of national narcotics laboratories have
received an impetus from the activities of the Narcotics Laboratory Section of the Division
of MNarcoti¢ Drugs of the United Natrfons Secretariat.?t Since its establishment in 1954,
this section has provided a wide spectrum of services and functions. These include the
following:

(a) the training of natiomal scientists with a view to upgrading their skills in identifying
and analysing psychoactive substancesy

{b) the strengthening of natiomal narcotics laboratorles by supplying laboratory equipment,
reference books and reference samples needed for analytical and research purposes;

fc) the supplving of portable kits to facilitate the on-the—spet ldentification of commouly
abused drugs; and

{d) the provision of technical informatiom and publications including the Multilingual
Dictiocnary of Nasreotie Drugs and Psychotropic Substances Under International Control.

In the national effort to control the drug dependence problem Singapeore provides a good
exanple of the analysis of urine to identify the presence of drugs. Legislation specifles
that any person whose urine specimen is found to contain a controlled drug be sent for
compulsory treatment and rehabilitation. After completing treatment the person is subjected
to a period of supervision durimg which he has to report to goverament agencies for periodic
urine testing.

Some developing countries have established programmes designed to traln personnel
attached to laboratories and those engaged in law enforcement activities. The training
programme at the laboratory of the Department of Toxicology and Forensic Chemistry of the
Faculty of Biochemistry and Pharmacy, University of Buenos Aires, is illustrative of the
training facilities which «can be organized by developing c¢ountries with wodest
resourcaes.-2 The laboratory provides a two year course Cto postgradvate students in
toxicology. A further year's training is provided to those who are expected to be in ¢harge
0f laboratory units. What is of speclal significance is that these postgraduste students
provide basic first level training for personnel frvom the people, gendarmerle, prefecture,
customs and other agencies who deal with drug problems, buf who have no previous skills. The
laboratory prepares drug identification kits and rraining is given in the use of these kits
which are designed to facilitate the rapid identification of drugs of abuse im the field.
Thailand in collaboration whtn the DND Narcotics Laboratory has provided training for law
enforcement officers from countries in the region. There are plans to expand the prograume
in the near future.

DRUG ABUSE INFORMATION SYSTEMS

brug abuse reporting systems provide fwmportant data and information to a number of
personnel and agencies concerned with the problems generated by paychoactive drugs.
Policy makers, law enfovcement agencies and those handling treatment and rehabilitatien
facilities are all guided by the trends which are Indicated by the data and information
¢collected. Depending on the emerging trvends, the direction of policies may have to be
changed, law enforcement efforts dntensified and new treatment centres established, In
esgence, information systems can setve as data sources for the assessment, meonitoring and
evaluation of drug abuse problems. Lack of sufficient data prevents the formulation of the
most appropriate policies, enforcement strategies and freatment modalities. But
unfortunately in most countries monitoring systems and data banks on drug abuse are still of
a rudimentary nature,
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Tt may be noted that information om persons who use psychoactive drugs can also be
obtained through other schemes and approaches.

On account of the recent trends in the increase in deaths due to psychoactive drugs,
especially overdoses, it lg useful for reporting systems to obtain informatlon from routine
pathological tests done by coroners. Body fluids, on analysis, may indicate the presence of
drugs, thus highlighting one possible cause of death. Though such information comes too late
to save the life of an individual, the information can nevertheless be used for other pur-
poscs, such as to implement educational programmes for health professionals and the general
public regarding the hazards of drug abuse.

In Malaysia there is a legal requirement that every medical practitioner should notify
the Director—General, Treatment and Rehabilitation Division, Minkstry of Home Affairs, of

persons who are being treated or rehab{litated by him as drug dependents.

Drug abuse information systems currently in operation in various countries may be
distingulshed into three Lypes;

{(A) The nation=wide, integrated, central vegistry which receives and compiles reports on
drug cases from various public and private agencies, such as treatment, law enforcement,
and welfare agencies. Hong Kong, Malaysia and Singapore maintain such registers,

(B) Reporting aystems which are based on a country's treatment agencies. Very often,
patients with problems of drug abuse are treated in mental hospitals or other gpecialized
mental health treatment facilities. Paychiatric wards in general hospitals, or special
drug abuse treatment facilities may supplement the network of health services, dealing
with such patients. This does not exclude the possibility that other non—health agencies
collect information on drug abuse as well, but such reporting systems are not jntegrated
i.e. they operate independently from each other and, in general, it is very difficule, if
not jimpossible, to Link or even compare the data generated by the different reporting
systems. This may be due to the fact that they cover different groups of drug abuser,
operate at different levels of sensitivity and specificity, fulfil different criterla of
reliability etc, Data or indicators derived from different, non-integrated, systems may
be compared at a high level of aggregation only and in general, qualltative terms. For
example, it may appropriate to compare trends of changing patterns of drug abuse, pro-
vided that, during the reporting period, the coverage did not change, nor did reliabili-
ty, senaltivity and specifiecity. Otherwise any reported changes mway be s wesult of
changes in the reporting instruments and methods rather than results of real changes in
drug abuse patteras.

A preat pumber of countries maintaln drug abuse reporting systems which are based on
treatment facilities. Such systems may have been established for drug abuse veporting
only or they may include drug abuse as one group of conditions among others. For
example, the Client Orieated Data Acquisition Process (CODAP) in USA covers all drug
abusg treatment and rehabilitation services whiech receive pertinent goverameant fuands. On
the other hand, the National Mental Health Reporting Programme in Indonesia Includes all
public and private mental hospitals of the country and hence covers drug abuse as oae
group of conditiona treated in those hospital. Similarly the PFgychiatric Patients
Register in the S5tate of Victoria, Australia.

(C) A third group of countries rely on data reported from law enforcement agencles. In
1962, Statistics Canada, the natiomal central gtatistical agency, collaborated with the
Canadian police forces to establish a Uniform Crime Reporting System. Monthly police
reports provide information — in standardized formet - on offences, including violarions
of federal drug statutes, Levels of reliability of police reporting and hospital
reporting tend Lo vary considerably. It has been said of the Canadlan programme that;

"The police in Canada have considerable discretion in the actien they may take
{(iL.e., which c¢harge(s) to lay, and the number of charges actually laid) in drug
Incidents, and they alsoe have considerable discretion im hew they classify their
actions for statistical purposes., The published statistics are therefore not a
"pure' measure of the drug offence phenomenon, but are instead a mixed meagure of
Yoccurring' activity, 'defining' activity, and 'enforelng' activity. It is impos-—
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sible to separate these components without very careful evaluation and audit
studies. This means that the validity and reliabllity of the published figures on
drug {(as well as other) offences are to some extent unknown”.

The above classification of drug abuse data veporting systews in integrated, cowmprehen~
sive drug abuse registers, health service reporting and reporting through law enforcement
agencies is convenient for the purpose of this chapter, i.e. for looking for and defining
practical indicators suftable for drug abuse reporting and programme monitoring. It is not
the only one. Some researchers have distinguished event yeporting systems, case reporting
systems, and case registers.35 The differences between these systems are neatly summarized
as follows:

"Although all reporting systems are based on reports of "events” such as the transfer of
4 patient to hospital, a death, or the preacription of a drug, these reports can he hapdled
in various ways. For example, they can be received, anailysed, and presented as single
events, Some systems are capable of describing only the number of drug-rvelated hospitaliza-—
tions, arrests, selzures, deathg, prescriptions, or serum hepatitis cases occurring during &
given period. The total nvamber of these reported events (with the exception of deaths) does
not necessarily equal the number of individuals in contact with the reporting agencles during
that time, because the same individual may be treated more than once for the game problem and
may be in contact with more than one agency. Thus one individual may account for several
event reports during the period concerned, Event—reporting systeams, then, report only events
and do not necesgsarily reveal the total number of individuals involved.

Alternativaely, systems may be capable of linking different events for the same individual
in the same reporting institution. PFor example, twe hospitalizations of the same individual
within a given reporting agency represent only one case. If the same individual were reported
by two reporting institutions, he would be considered as two cases. Systems enabling multiple
events for the same iundividual in the same institution to be identified as a2 single case are
called case-reporting systems,

Finally, systems may be capable of linking events that occur in different settings for
the same individual. Thus reports on a person who is arrested, is hospitalized, and visits a
clinic may be brought together and analysed as the related experiences of one individual with
different reporting institutions. An individual who is reported separately by several
institutions can be identified as ome case rather than several cases. Systems capable of
doing this are called case register536".

A recent survey37 carried out in ten c¢ountries by the WHO Collaborating Centre for
Research and Training in Drug Depeandence, Penang, Malaysia, revealed that all the countries
involved (Australia, Houg Kong, Indonesia, Malaysia, Philippines, Sipgapore, Sri Lanks,
Thailand, United FKingdom, United States of America) maintain gystems which permit case
rteporting. It also showed that all these countries/areas generated data on drug abuse from
their treatment ageuncles, i.e. from their healch gervice information systems. As mentioned
before Honz Kong, Malaysia and Singapore maintain integrated and comprehensive drug abuse
reporting systems which means that apart from treatment services other agencies report cases
of drug abuse as well. Some countries, such as Sri Lanka, Thailand, United Kingdom and thne
United States of America, also collect data from law enforcement agencies. However, contrary
to the systems in Hong Kong, Malaysia and Sinpapore thelr law eunforcement and the health
service data systems are aohb Integrated.

Although conceptually different, the classifications of drug abuse reporting systems
mentioned above coincide or overlap considerably. Systems based on reportz from law
enforcement agencies are almost exclusively event reporting systems. An individual recorded
by the police, custom authorities or similar agencles because of a real or suspected drug
offence will be {identified by name, sex, address and similar characteristics. Howaver it
will usually not be possible to link two or more reports filed at differemt points in time
pertaining to the same person unless reported to a central office equipped with highly
trained personnel and sophisticated machinery capable of performing record linkage exercises.

Drug abuse reporting which is part of health service reporting may be case or event
reporting. Many hospitals or other health services, when filling in cage admission forms are
able to recognize patients who ware treated jin the same facility before. 1Tt is then possible
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to distinguich inltial admissions from re-admissions and hence tabulate data accordingly. The
aggregation of such reports from different treatment facilities, however, causes considerable
problems. If a patient was treated at two different hospitals within a given time period (of
one year, for instance), independent vreports ate usually filed in each of these hospitals and
no efforts are made to link these records which relate to the same patient, In some countries
such cross-references would be quite feasible, in others practically impossible. In countries
where an identification gumber or code 1s assigned to each citizen (e.g., Denmark or
Malaysia) or to large population subgroups (e.g. the social security number in Peru or the
United States of America) 1t 1s — at least conceptually - easy to establish record linkage
provided a central office for health ststistfcs (at provincial or natiomal level) collects
individual recording sheets. In countries without individual identification systeas,
particularly institutions where a person's name or the spelling of the name or the address
are not unambigiously defined, it i35 pot possible to carry out recerd linkage rodtinedy.

Integrated registers at national (or at provincial level) represent the most sophisti-
cated forms of data recording systems. They may <over the whele population ever in contact
with publlc or private agencies because of problems of drug abuse (like in Hong Kong,
Malaysla and Singapore) or well defined subgroups (like in Victoria, Australia, where rtecords
of all those in contact with the mental heaith services are entered in the psychiatric case
register). Case reporting is the streugth of such systems aud the pathway of patlents
through the services may be monitored.

MONTTORING OF DRUG UTILIZATION AND ADVERSE REACTIONS

Drug utilization studies are important for several reasons., They provide a wealth of
information as to who prescribes drugs, who uses them, how they are obtained and used, etc.
This information helps to develop better orpanizational arrangements for the availabilicy of
drugs, for better prescribing patterns and indeed to adopt a better approach towards treat-—
ment. Drug utilization studies have been dome on a systematic basis only im a few countries
in the world. "Ad ho¢” surveys, however, have been done jo some others providing wseful
insights {nte the complex interplay of factors in the use of drugs.

The Chilangmai Medical College in Thailand has done some research on the availability of
drugs in households. Most houses have in stock analgesics such as aspirin and paracetamol,
in addition to variocus traditicmal herbal remedies. The survey revealed that some pharmacies
have for sale packets of mixed drugs {(comuonly referred to as "Yachud") for certain condi-

tions.

The Department of Pharmacy, Chulalongkorn University, has done a study to ascertain the
response of modern and traditienal pharmacists in drug stores in the community to a wrktten
prescription from a physician, to a request for a specific drug for specific symptoms and te
a request for a drug for a specific ailment. The study revealed that there was much flexi-
bility in both the handling of prescriptions as well as in the selection of drugs, thus
underseoring the need for pharmacists to have a better knowledge of the interaction of drugs
and a more judicicus approach towards medication.

A study done in Nigeria found that chlordiazepoxide and diazepam, through their trade
names librium and valium, have become "household names” in the country and that the use "is
sometimes linked to medical prescriptiona".58 Several studies have been done In Nigeria on
drug prescriptions and prescribing habits of medical practitioners, One study showed that
“"the general pattern of Esychntropic drug prescribing in Nigeria is eimilar to that reported
for Western countries."?? Other salient findings of this study were hign freguency of
polypharmacy, routineg use of antiparkinsonian agents and daily multiple dose administration.
Another atudy highlighted that almost all the patdients were on combinations of
antidepressants and neuroleptics suggesting that due to the limited time avallable for
individual attention "Lhese dlagnoszses were not made with confidence™, %Y In Nigerim, as
elsewhere, there [s an acute shortage of psychistrists and oot surprisingly “presecription
practices rely heavily on patients' diagnoses”.

Due to the high cost of imported drugs and the need to ensure that at least everyone has
access to essential drugs, countries are now moving in the direction of taking stock of what
ia available on the market with a view to rationalizing drug imports. In mwany countries, the
market ls flooded with drugs, several of which are hardly used by the majorlty of practi-
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fioners. 4 recent study42 done 1in Nigeria on psychotropic drug prescriptiom patterns
showed that only a few of the available drugs are prescribed by more than 50% of paychia—
trists. Imports can, therefore, be confined te the most commtonly used drugs with appropriate
arrangements being to have adequate stocks of less commonly used but therapeutically useful
drugs. Drug utilization studies can help adwministrators by icdentifying the drugs which are
commonly used and as to how they are being used.

Tn respect to certain drugs, some countries require special prescriptiom forms. With the
strict control of anorexigenic drugs and tranquillizers in Avgentina, physicians are required
Lo use a special form (official presexiption) in triplicate. One copy is retained by the
physician himself and the other two by the pharmacist and the health authorities. The
raticnale underlying this system is to discourage certain physicians from prescribing sucn
drugs unless they are found to be abgolutely essentlal. Through drug utilizatiom surveys
information c¢an be generated on the impact of vregulating drugs on the practice of
medicine. 43

Kuwait has an adverse drug reactioms project directed by a committee consisting of repre-
sentatives of the departments of wedicine, pharmacology and compunity medicine of the Univer—
sity and of the Ministry of Health. The project is designed to cover the whole population -
3 target which i{s within reach on account of the country's limited population, Attempts are
being made to ensure that the data generated can be used for comparative purpoges.

Current pational developments on drug monitoring are of interest from a comparative par-—
spective. The Chinese authoritles are now establishing drug abuse menitoring systems in the
different provinces, In June 1984 the International College of Neuro=Psycho—Pharmacology
organized a symposium in Florence, Italy, on the need ro monitor drugs used in psychiatry.
In August 1984, at the ninth International Congress of Pharmacology a satellite symposium on
cannabis highlighted the need to monitor drugs of dependence. It augurs well for the future
that drug wonitoring is gaining currency as an important denominator to measure the efficacy
as well as the abuse potential of drugs.

CROP SUBSTITUTION PROGRAMMES

Following the successful experience in China in the early fifties to control the fllicit
cultivation of epium poppy, later attempts have tended to adopt the concept of crop substi=-
tution, crop replacement or even income replacement. It is conceivable, however, that this
concept is too limited and has to be replaced with a more holistic view. Experience suggests
that it is necessary to address the totality of development needs in the village communities
which cultivate narcotlc plants. Development assistance should support not only agriculture
but also health, education, communication, marketing and law enforcement, if more permanant
and sustained results are to be achieved. Enforcement of exlgring laws should ideslly be an
integral part of the development programmes. They should only be introduced if voluntary
measures have failed. However, coordinated action is oftem difficult to arrange. Law
enforcement to suppress illieit cultivation should also be viewed in the brosder context of a
totality of measures aimed at prevention of the illicit ecultivation rather than only
eradication,

The United Nations Fund for Drug Abuse Contrel (UNFDAC) has been supporting programmes in
Asia for the substitution of opium poppy amd in Latin America for the substitution of cocoa.
Early pilot programmes have been replaced with “Masterplans” which aim at estahlishing a
couceptual and operational framework for the formelation and implementation of multisectoral
projects directed at the phased elimination of parcotice cultivarion., Attempts to measure
the effects of these efforts meet with several difficulties. It is obvious that a gsimple
accounting of rthe reduction of acreage under cultivation will provide only a distorted
picture of the situation, The oftenm lengthy but alsc successful process of elimination of
illjcit cultivation is very complex and can be affected by several and most often political
influences external to the activities of the programmes.

Thailand and Pakistan have reduced their opium production. There is little doubt that
the growing commitment by the Thai Governmeat to eradicating its 11licit cultivation was
strongly influenced by the positive results of the development activities. In Pakistan opium
production was reduced by a combination of factors of which the results of the integrated
development project was only one. In this context it is also important to mention that the
attitude and response by the international community to the illicit cultivation exerts &
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definite influence on the decision of natienmal governments to commit themselves to take
determined actions against the problem.

ROLE QF NONGOVERNMENTAL QRGANIZATIONS (NGOs)

Even though in almost all countries the primary responsibility for drug abuse control
activities devolves on the government or state sector, in many countries there are nongovern—
mental or private apencies and organizarions which provide a partnership and supporting
role. In sgme countries nongovernmental organizations have piloneered treatment and other
intervention programmes.

Nongoveramental organizations conecerned with drug abuse are of differeat types. There
are some organizations which concentrate only on drug abuse; others have combined drug abuse
and alcohol prevention activities, There are also some organizations which focus on general
social, personal and moral problems and drug abuse is considered as one of the activities to
be undertaken,

There are important and significant differences in the coustirutional structure and
financial base of nongovermmental organizatlons. Some are created by statute or royal charter
or by similar instvument. There are others which ave registered under a general statute
enabling the registration and recognition of wvoluntary organizatlions. Some have jndependent
means of financial support. Governmental contributlons are the principal sources of funding
of others. Such countributions are sometimes subject to various conditioms relating to
membership, functlions and operations and finaslly, monitoring and reporting systems. Some
organizations levy charges for their services, others provide free setviges, Among the
latrer are self-help, therapeutic communities, patental and peer groups, etc.

Nongovernmental agencies and organizations have some degree of autonomy and flexipility
on account of their independent character. Where there is a proliferation of such agencics
and organizations, in order to prevent wastage of resources attempts have been made Lo
syn¢hronfze thelr activities and to prevent any overlap. Harmonization with Lhe overall
national policy and goals is facilitated by such coordination. One of the functions of
coordinating mechanlsms, where they exist, is to establish a clear demarcation in roles aond
functions,

In most of the countries covered in this review one or more nongovernmental organizations
have been established., In some there are organizations which deal exclusively with the
subject of drug abuse; in others they also cover related issues such as alcoholism. The
Lmportance of nongovermmental organizations in thls field and the need to share on a regional
or global basis the experiences of different arganizations was recognized not long age in
1979 when an international conference on the “Role of NCOs in Drug Abuse Prevention and
Control" was held in Jakarta, This conference led to similar conferences belng convened
on a regular basis. The first inter-regional UN-NGO Conference, held in 1986 ia Stockholm,
waf an lmpoartant event in the role of NGOs,

The Philippines experience is illustvative of the potentiality of nongovernmental
organizations in anti-drug abuse actlvities. In 1972 the Dangerous DUrugs Board was
established., With a view to “generating wnultiagency coordination and wmultlidisciplinary
cooperation a8 well as community participation for drug demand-reduction prugrammes"45 the
Board set up an Inter—Agency Committee on Drug Abuse Prevention bducation and an Inter-Agency
Committee on Treatment and Rehabilitation. In 1980 the Philippines hosted the second
international conference on rhe role of nongovermental organizations in drug abuse prevenlion
and control, A direct outcome of this conferemce wags the establishment of the Philippline
Council of Nongovernmental Organizations. Acriviries of nongovernmental organiza— tions in
the Philippines fall imto three functional categories, namely treatment and rehabilitation;
social, ecultural and religious services; and fimally educational and inforaation
dissemination services, In the field of treatment and rehabilitation there are several lead
agencles such as the Drug Abuse Research Foundation (Inc.) and the Narcotics Foundation of
the Philippines, Inc. They provide residential as well as out—patient treatment snd
rehabilitation facilitries. The Prevent and Rehabllitate Drug Abuses Organiza- tion uses
family, recreational, splritual and occupational therapy modalities to relotegrate drug
depandent persons inte socliety, The Philippine National Red Cross, Boy 5couts of the
Philippines, Kiwanis International and Teen Challenge Philippines are some of the
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organizations active In the soclal, cultural and religious flelds, which seek to improve the
quality of I1ife by discouraging socially undesirable roles and activities. In the area of
adugational and information services, the Youth and Student Travel Association of the
Philippines, the La Balle University, etc, arrange study tours, fileld trips, seminars and the
like with a view to fostering a better understanding of the dynamics of inter-personal
relationships. The Philippine Christian Unlversity sponsors a radlo programme called the
'Howe Engichment Life Programme’ which deals, inter alia, with drug problems. The Anti-Drug
Apuse Media Guild is a network of representatives of the newspapers, radio and television.
The Guild is committed to following the guidelines which have been formulated from time Lo
time on the reporting of drug problems anmd the use of the media for preventive purposes.
Regpongible journalism which avoids gengationalism can be an important instrument in drug
abuse prevention activities.

MOBILIZATION OF COMMUNITY RESOURCES AND COMMUNITY PARTICIPATION

A new trend, with much potential, is that of mobilizing community resources for demand
reduction programmes. Every communlty is rich in its manpower resources = there are men,
women and youth who, as community leaders, could wield a considerable degree oif influence
with a view to changing life 2tyles, facilitating the operational tasks of law enforcement
agancies and in channeling drug dependent persons for treatment,

The “"family” is the basic fabric around which social life is structured. Thus, members
of the immediate family as well as others who closely associate themselves with the family
may have an influence on the attitudinal and behavioural responses of those who are dependent
on drugs. If family and social bonds are strengthened, a stronger influence can be expected
to discourage the use of drugs of abuse. As important as family and social ties 1s the role
of recreation and other group activities of a participatory nature.

Community resources can be utilized in a multitude of ways for a variety of purposes.
National projects and programues deploving community resources have, therefore, takeu a
different form in different countries, as exemplified by the regional workshops on natlonal
pilot projects for the utilization of community resources for the prevention amd reduction of
drug abuse held under the aepis of the United Nations Division of Narcotic Drugs. By way of
example of the type of community based and community supported projects possible in this
area, reference may be made te the "Green December Movement” project in Peshawar in the North
West Frontier Provinece™?, In December 1983 a group of journalists, religious leaders,
doctors, teachers, students and community social workers were instrumental inm starting a
community based clinic for the detoxification of drug dependent parsons, With an estimated
target group of 130,000 drug dependent persons, the Goverpment had an onerous responsibility
in hand} realizing the magnitude of this responsibility, the community decided to undertake
this initiative. Other supplementary programmes include the deployment of religlous leaders
for preventive education and the establishment of small enforcement teams to liaise with the
police., As a result of the latter, sowme 200 rraffickers have besn prosecuted and the
operators of two heroin manufacturing laboratories have been persuaded to close down theix
laboratories. In the local university students have been encouraged to pursue research fInto
the dynamics of drug abuse, In Egypt workshops have been held in different provinces to
generate community involvement.

UNITED NATIONS MULTILATERAL AND BILATERAL ASSISTANCE PROGRAMMES

The drug problem in some countries has assumed such alarming diwensions that these
countries have found themselves short of the requisite manpower and fipancial resources to
apply appropriate intervention measures. Assistance therefore has been sought from agencies
in the United Nations system and from other countries in a position te extend cooperation. In
respect of some problem areas, especially between neighbouring countries, constant inter-
action and assistance can be mutwally beneficial. Bilateral relations are important teo
ensure that appreoprlate action — by way of legal ov administrative changes or even intensi-
fied law enforcement efforts — is taken by other countries in relation to problems of common
concern., No country faced with the drug problem can any longer afford to remain in a state
of isolation.

One of the largest and ambitious projects ever to be financed by the United Naticus in
the area of drug abuse in the countries covered in the survey 1s the crop substitution and
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drug dependence treatment and prevention programme in Thailand. The programme is multidisci-
plinary io nature, involving scveral United Nations agencles such as the World Health
Organization, International Labour Organization, ete., and foreign countries and coordinated
by the United Nations Fund for Drug Abuse Control (UNFDAC). UNFDAC i3 the major funding
agency within the United Nations system and operates om an annual budget of some Us$3c
million contributed by 92 countries of which the major doners are Canada, the Federal
Republic of Germany, Italy, Japan, Norway, Sweden and the United States of America.

Several countries such as Australla, Canada, the Federal Republic of Germany, Ftance,
Holland, Italy, New Zealand, Sweden, the United Kingdow (Hong Kong) and the United States of
America have law enforcement llaison officers stationed in Thailand, They work closely with
the naticnal authorities and the constanmt futeraction has been found to be mutually bene-
ficfal. Besides these countries, Interpol, too, has am officer stationed in Bangkek, Fox
several years the United Nations Division on Narcotic Drugs maintained an office in Bangkok.
Besides the exchange of information with the liaison officers, the Thal Government has
racelved substantial technical and manpower assistance from these and other countrigs., The
Government of the United States of America, for instance, has assisted Thailand in the area
of suppression of 1llicit traffie; preventive education; treatment and rehabilitatiom; and
crop substitution. The Australian Government has assisted in computer support and the
Government of the Netherlands in connection with the suppression of traffic.

Mzlaysia has a bilateral agreement with the Government of the United States of America
for technical assistance and advisory services. The skills of law enforcement officials have
been upgraded through in-service training and obgservation study tours. Equipment has been
made available to facilitate detections,

The World Health Organization has deslgnated the Center for Research in Drug and Psyche-
tropic Substances, University of Science in Penang, Malaysia, and the Institute of Health,
Chulalongkorn Uaiversity in Bangkok, Thailand, as WHO Collaborating Centres for Research and
Training in Drug Dependence. These instlitutions are to serve as centres of exgellence,
pioneering research and tralning in the area of drug abuse, The World Health Organization 1s
the executing agency for several natiomal projects funded by the United Nations Fund for Drug
Abuse Control (UNFDAC). The People™s Republic of China, for instance, received assistance
from UNFDAC in 1985 to upgrade laboratory and ¢linical facilities and for the training of
researchers with WHO as the executing agency. The interagency visits to China in 1981 and
1982 under the aegls of WHO resulted in close links being forged with a view to enhancing the
technical capabllities of Chinese scientists in the area of drug abuse.

The eradication of plantations, crop substitution programmes and dintensified law
enforcement efforts are areas which have attracted assistance from developed ceountries. In
1983 the United States of America, for instance, sp;ﬁt some US$ 28 250 000 on erop
eradication programmes in different parts of the world.4 According to tentatlve estimates
nearly 90% of the 1llicit drugs consumed in the United States of Amerlica are of foreign
origin.48 Efforts to ervadlcate sources are aceorded priority by the Government of the
United States of AMmerica as well as by other governments affected by drugs of foreign
origin. Bilateral assistance of this nature is wmutually beneficial and endeavours are
constantly made to identify areas which lend themselves to bilateral cooperation.

Tnasmuch as the drug problem transcends national geographical frontiers and has global
Implications, any national enforcement agency must have the support of orther agencies.
Information of relevance must be rapidly transmitted to enable appropriate action to be taken,

At the United Nations Conference for the adoption of the Single Convention on HNarcotic

Drugs, a resolution was adopted recommending that the technical reports on international
traffickers maintained by the Internatiomal Criminal Police Organization be completed as far

sy pogsible by all Parties and widely used for the c¢ir¢ulation of the description of
traffickers by that Organlzation.

In each of the 147 Member Countries of the Tnternational Criminal FPolice Organizatlon
rhere 15 an Interpol National Central Bureau, All the National Central Bureaux are ahle to
communicate with each other and with the Ceneral Secretariat of the Organizatlion in France,
qome couniries use radio-telecommunication gystems,
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NATIONAL ACTION IN THE CONTEXT OF INTERNATIONAL TREATIES FOR DRUG ABUSE

With the exception of a few drugs most other drugs have a therapentically useful reole to
play. The two Conventions thus seek to strike a delicate balance betweer the need to permit
legitimate use on the one hand and the need to prevent abuse on the other. This is achieved
through a mix of 1legal and administrative measures which Parties to the Conveantions are
obliged to adopt. Over and above these measures, some countries have devised other policies
and programmes with a view to achieving the same objective. This review provided some
insights inte how different c¢ountries have sought to achieve this objective. Countries have
applied a vange of approaches, impresgive {n their scope, content and originality. There is
thus a vast reservolr of knowledge of what 1s belng tried out by countries and the gresatest
challenge now is to identify the best "mix" of policies and programmes suitable for each
country.
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PART III

GUIDELINES FOR EVALUATING DRUG ABUSE CONTROL POLICIES, PROGRAMMES
AND ACTIVITIES WITH SPECIAL REFERENCE TO INDICATORS OF CHANGING
PATTERNS OF DRUG ABUSE AND FOR MONITORING DRUG ABUSE CONTROL PROGRAMMES

EVALUATION

Evaluation may sound threatening to some planners engaged in supply and demand reduction
programmes, Yet well designed and built=in systems of programme evaluation will help the
programme administrator in making timely adjustment Iin programme plans and thus facilicate
the achievement of programme goals., On going evaluation schemes will alse enhance the
programme's accountability to its funding authorities and improve its credibility in the eyes
of the public, Therefore this Chapter aims to equip the policy makers and programne planners
with the basic understanding of why what and how to conduct programme sand policy evaluatlon
and to enmable them to make self-evaluation on the formulation of policies and strategles and
Lo assess their cost—benefit or cost-effectiveness.

TERMINOLOGY AND RATIONALE

A distinction needs to be drawn between diiferent forms of evaluwation. There are many
such forms but for the present purposes it ls sufficient Lo concentrate on four of them.

fa) Process evaluation: To ecvaluate a programme 1t Is necessary to begin with Lhe
review of the appropriateness of its short—term, mid-ters and long—term goals. Are the goals
set realistically in line with the naticnal drug abuse control policy and are they achlevable
and measurabhle? If we are satisfied that the geoals are set rcascnably, Lt is necessary to
look at the programmed activities and to see how the activities carried out to achjeve the
goals step by step. Are the resources and manpower, expertise, time, logistice and finance
allocated for the programme execution adequate? Are the differeat couponents of the pro-
gramme working concertedly to achieve the common goals? Are the managers at different levels
{e.g. adwinistrative, supervisory, advisory) fulfilling thelr roles and responzibilities?
Mpst importantly, is the continuous progress of planning, éxecution and evaluation functlon-
ing reasonably well 5o that any human errors or deviation from the agreed course of action
may be detected promptly and corrected timely?

{b) Outcome evaluarion:; Here we look at the results of programme implemeatation and the
ourcome of 4interventions., For instance, how many drug users have been treated, how many
man—days have been provided by our treatment and rehabilitation gervice? Are we Aachiceviog
the propramme goals within the available time frame and to what extent are the objectives
met? If the goals are not achieved and progress towards the goals is behind schedule, the
evaluator (i.e. the administrator, a research staff or a temporary censultant) should tey Lo
analyse the causes of the failure or the lack of expected progress and recommend corrective
or remedial measures (e.g. improving the guantity or quality of resources assigned or
resetting the goals more realistically). Process and outcome evaluations are naturally linked
to complement each other.

(e} Cost=benefit/cost—effectiveness evaluation: The programms avaluator, having
assessed the outcome of the products of the intervention should seek the eollaboration of the
accountant or an Internal auditor and calculate the unpit cost. For instance, how much are
the sverage oostg to maintain an outpatient on methadone per day or per weelk or to keep an
inpatient fn a treatment centre? In addition to the benefit received by Individual patients
through service delivery, an assessment must be made of the benefits accorded Lo the
community. How much of the social costs of their addicticon have been reduced through
Interventions? For instance, the social benefit of keeping a patient dn a drug fres
therapeutic comaunity should take into account the reduced ecriminal activities on the streat
and the estimated saving of expenses of the criminal justice system or emcrgeacy health
care., The following simplified formula illustrates the principle of cost~benefit evaluation:

Eetimated cocial benefit occurred — the unit costs = net benefit

or Social benefit =  benefit/cost ratio
Unit cost
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(d) Impact and acceptability evaluation, All intervention or service programmes gene—
rate certain impact on its target groups and the community, which differs in intensity and in
duration., Preventive education which is carried out through one way teaching or lecture may
produce a short—lived impact as compared with seminar styled two way communication. Informa-—
tion retention is usually higher if the audience is allowed or encouraged to participate in
dlscussion, debate on a rewarding gqulz test. Manufacturing industry is advised nowadays to
conduct an environmental Impact study befove opening a2 new plant or launching a new produc—
tion process. A drug demand reduction programaes likewise should assess its impact on the
compunity and anticipate certain reactions towards the establishment of & new c¢linic or
halfway house. A good programme in terms of process and for outcome evaluation may not be
popular. The acceptability of a programme depends on 1ts public image, positive community
relations and perhaps prior effort in educating the neighbourhood and in overcoming social
bias and prejudice.

On the other hand, a cost-effective programme like a computerized case register may not
be socially acceptable on moral or ethical grounds (violation of confidentiality), Therefore
pelicy makers and the programme planners need to evaluate the programme impact and its social
acceptability.

FIELDS OF EVALUATTION

Evaluation of prevention programmes

(1) For process evaluation, we first look at the goals of the prevention programmes and itsg
target groups. Has the Intended message reached its target? What are the qualities of the
preventive message and how are they conveyed? What proportion of the target population has
recelved the message? Is there any feed baek? If the mesgsage is to bhe repeated, what
improvament ¢an be made?

{2) As to outcome evaluation, ideally a2 community or target group survey ghould he conducted
on the opinions, attitudes, knowledge and experience on drugs and substance abuse before the
launching of any preventive information or education programme, The baseline data collected
may be compared with that of a post-hoec survay to facilitate the measurement of change of any
varfables which the programme aims to induce, A post—hoc survey alone with well designed
instruments may still collect wgeful data onm the respondents subjective self assessment of
any knowledge gained or attitude modified following their attendance at or participation in a
preventlon programme, In a given community, if the availability of drugs and other seocial
conditions remain stable, a reliable indicator on the effectiveness of prevention measures is
the incidence density of new cases of drug abuse detected within a given period before and
after the introduction of such activities, A declining incidence density should indicate a
positive outcome of our prevention measures.

Treatment evaluation

Evaluation is made with respect to individual programmes, and with respect to the
treatment system as a whole which is available in a given country. Different indicators are
used in these two types of treatment evaluatiom.

Evaluation of individual proprammes

{a) Process evaluation is concernad with the adequacy of treatment Implementation and
processes withia the programme. Indicatotrs are:l
- implementation of programme according to rules and conditions (e.g. for subsidized
programmes)
- staff turnover and staff gualification
- flexibility In response to changing client characteristics

(b) Qurcome evaluation dg concermed with the intended changes in the Life-seyles of
individual clients and client populaticn as a whole, Changes are measured in relation to
goals and objectives of treatment and in comparison to baseline data on behaviour befora
antering treatment, Control measures are made after definite intervals,
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Programmes and treatment methods with differemt goals and objectives are not comparable
in evaluation. Detoxification centres intend to safely detoxlfy drug dependent personsy
changlng psychological dependence is not an explicit geal. Therapeutic communities intend to
alter the value orientation and life-style of their clients on the basis of drug abstinence.
Maintenance programmes such as methadone maintenance intend much the same but withour re-
quiring oplate abstinence as a prerequisite, rather as a mid— te long—term final step.
Indicators needed te evaluate treatment modalities will differ or overlap accordingly. The
same indicators will eventually be interpreted in a different way according to treatment
goals, e.g. length of stay in treatment is in general a positive imdicater in therapeutic
communities on malntenance programmes, but not so in detoxification programmeés. Voluntary
treatment and enforced treatment have mostly the same goals and are therefore evaluated along
the gsame lines and by use of the same iIndicators. Indicators are;

- extent and patterns of drug use

- working capacity

- contact with drug scens and drug using friends
- involvement in delinquent behaviour

- health status

- gources of income.

(c) Cost-effectiveness and cost—benefit evaluation measures the relation betwaen resources
needed for runming a given programme and its effectiveness in terms of outcome ot ics
benefits, Indicators for costs are:

- staff/elient ratio
- costs per client day or per man year
- average duratlon of stay In progranme.

Indicators for effectiveness are more or less the same as indicators for outcome.
Indicators for benefit are:

- gains in expected productivity
- gains in reduction of health and law enforcement cos5C%
- gains in reduced expenditure for drug purchase

(d) Impact/acceptability evaluation 4s concerned with the acceptability of programmes to
cillents in need of treatment, the acceptability of programmes in the professional world
and in the population at large, and the compliance of clients with programme goals and
methads, These criteria ate quantifiable in a limitced way only but nonetheless relevant
for adequate functioning and for the survival of programmes.

Evaluation of the treatment gystem

fhe treatment system is mote than merely the sum of established programmes. Its extent
reflects the political will to rveduce the number of drug dependent persoas by way of treat—
ment, and the efforts and resources gilven to this segment of drug abuse contral ILn proportion
to other segments., Evaluation of the treatment system as a whole has therefore to be dealt
wilh geparately.

Process aevaluation concerns the implementation of treatment planning and treatment availabi—
1ity on a national level, lt deals as well with the compatibility of programmes, with the
collaboration between programmes, with the exchange of experience and information, with
coordinated programme evaluation, ete.

Outcome evaluation concerns the number of those in treatment and proportion te those refusing
treatment or preferring imprisonment. It analyses also the recycling process of treated
individuals inteo the drtug scene. Indicators aves

- overall number of empty slots in treatment programmes

- number of pergons in treateent as compared to identiffied drug abusers cutside Lhe
treatment system {(e.g,. onu the basis of registers)

- numbet of drug-related deaths in a given populatiom
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- changes in other indirect indicators in a given populaticn

- changes 1In other indirect indicators io formerly treated personsz

- proportion of those leaving the drug scene due to treatment, to the number of
identified newcomers in the drug scene.

Cost—effectiveness and cost~benefit evaluation analyses the relatiounship between total expen=
diture for treatment purposes and outcome, of total expenditure for treatment and total
amount of calculared benefits due to reduced loss of productivity, reduced health and law
enforcement costs, reduced expenditure for drug purchase.

Impact and acceprtability evaluation analyses mainly the support of treatment for drug depen-
dent persons in the population at large and throughout the administration, bhut also the
impact on {reatment motivation not only in drug abusers themselvey, but as well In 311 those
cgncerncd, not the least in the relatives and friends of abusers., Again, this is not viable
in a strietly quantifiable way, and few indicators can be mentioned here, such as the number
of persons in treatment with family support.

Evaluation of law enforcement programmes

Law enforcement aims at both supply and demand reduetion, If the process of law
enforcement is conducted vigorously and honestly without corrupt practices, its impact will
be apparent and the public will respond with their collaborative support, If law enforcement
is effective in supply reduction, it will increase the price of the illicit drugs and induce
more users to give it up or to reduce thelr intake or [o seek proper treatment and rehabili-
tation, thereby contributing to demand reduction. On the other hand, corruption will not
only make law enforcement ineffective but will also cast doubts on the government credibility
or sincerity in controlling drug abuse.

Crime statistics may be used as indicators if extranecus factors cam be controlled. For
ingtance, the number and quantity of seilzures of i1llicit supply may reflect the outcome of
successiul law enforcement if there is little or no change in the external source of growth
and production. On the other hand, the number of arrests and prosecutions may indicate the
intensity or sericusness of law enforcement or it may reflect a change in the modus operandi
of the trafficking syndicates. Therefore crime statistics should be viewed together with
other social and economic indicators, In drug abuse contrel, statistics on selzures, arrests
and prosecutions need to be viewed along with the prevalence rate as well as the number of
admissions to or applications for treatment, When law enforcement outcome improvement isg
considered along with the statistics showing the increase in number of drug users under
treatment and the reduction in the prevalence rate of known users in the country, the success
or achievement of the long term reductiom goal can be discerned,

Evaluation of an overall drug abuse comtrol poliey

The policy as & wheole is more than the sum of its components. Apart from belng compre-
hensive, the policy has to be consistent and compatible in its priorities with the socie-
cultural context, with the political system, with the infrastructure for health and secial
asgistance, with the law enforcement and judicial system, and with legislation in general.
Any poliey whieh is imconsistent, poorly balanced and not compatible is bound to fall or to
produce more unintended than intended effects, wostly negative. This may be the case at all
levels of process, outcome, cost—effectiveness and cost—benefit, impact and acceptability.
Tndicators which may be applied to assess the overall policy ineclude the following:

- implementation of planned activities and their results (both quantitative and
qualitative)

- reduction in availability and consumption of illicit drugs

w reduced abuse and misuse of prescription drugs

- reduced abuse and misuse of other legally available dependence producing substances

- optimal use of existing facilities for treatment, social relntegration, etc.

- optimal balance between intended and uniutended negarive effects of policy.

Procedural aspects of evaluation

The principles and techniques of evaluatien have been developed. By wusing existing
knowledge and experience many methodological pitfalls and unnecessary costs can be avolded.
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Methodology: Each evaluation project needs an elaborate design to start with. The design
must deal with the following aspects:

- Formulatlon of research questions and hypotheses

- sampling methods and regsearch lnstruments to be used

- comparablliry of data and results with other evaluative projects
- detailed regearch plan, including timing

- resources neaded and resources available

- methods of data analysis and interpretation

- accessibility of evaluation resulcs

- accegsibility of persons and agencies for data collection.

indicators to be used for purposes of evaluation are briefly discussed in the next
section.

THDICATQRS

In formulating indicators, certain specifiec groups of subject or activity or concern
domains need to be identified and in relatlon to each such doma2in indicators need to be
formulated. In order ro ensure that the Indicators are sufficiently specific and relevant,
different stages in each subject, activity or concern domain need to be fdeatified. An
cxample is offered below of a gset of indicators which may be used to evaluate a programme in
relatdion to political will or politlcal commitment. For the purposes of evaluation,
politleal willl or commitment was taken to mean “the capacity and inclination of
decizion—makers to follow thtough on rhetorical statements of gupport, to maintain pro%ramme
resources in the face of competing demands, and to defend a programme from its crltdes.” 0

Indicators are formulated in relation to three different stages: policy formatiom,
progranme development stage and programme implementation.

Indicators of political will/commitment at different stages

Stage Indicator(s)

Policy formation Extent to which rheteorical support for a policy is
translated into an operation programme {(measured
by staffing quotas, office space, funds, ete.)

Programme development Speciflc scope and nature of the programmes estab-~
stage lished (e.g. limited technical approaches versus
ambitious social equity-oriented programmes)

Programme implementation Extent to which programmes are maintained over time

The above example is suggestive of the step by step approach Iin formulating a set of
indicators. The differemt subject, activity or concern domains in relatlon to whieh
indicators are to be formulated would naturally depend on the type of national drug abuse
programmes, policies and metivities envigsaged or in operation, or both. Some countries with
developed or advanced programmes, policies and activities and information data systems, might
wlgh to have a set of more comprehensive and detafiled indicators than others. since
countrles have different drug abuse problewms and have responded to them in different ways, it
is difficult to formulate a comprehensive set of indicators in a monograph of this nature,
Having regard to the objectives of the intermational strategy for drug control foruulated by
the United Nations Commission on Nareotie Drugs in 1981 and referred to in Part I of this
monograph, an attempt is made here to ideotify certain domeins of indicators which are
capable of application by a wide variety of countries, including many from the developing
wyrld., The domains listed below are merely supgestive of what ks possibie in this field and
thae 1ist makes no pretensions to comprehensiveness:
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Subject/concern/activity

Domains of Indicator(s)

(a) Improvement of drug
control system

{b) Achievement of a balance
between the demand for, and
the supply of narcotic drugs
and psychotropic drugs for
legitimate purposes

(c) BEradication of supply
of drugs from illicit sources

(d) Reduction of illicit
traffic

{e) Reduction of the demand
for illicit drugs and the
ptevention of inappropriate
or illiecit uge of licit drugs

{f) Treatment, rehabilitation
and social reintegration of

drug abusers

National policy
Meagures taken for policy implementation
(appointment of functionaries, allocation of

rasourcas)
Inventory of drugs currently eou the market
Licensing =system covering importation, expor-—
tation, manufacture and distribution
Pregcription system for selectad drugs
Inspection of starage and record-keeping
syatens

Registered drugs as compared with those on the

market

Coupliance with prescription and record-keeping
systems

Violations of the law relating to fllegal use

detected in given yesars

Availability of illiecit drugs on the market

Persons apprehended for offences dinvolving
illicit drugs

Complaints recelved from other countries
regarding illegal exXportation or importation

Price fluctuatlons

Increase in the pnumber of persons seeking
treatment

Decrease in the number of persons apprehended
for offences involving illicit drugs
De¢resase in availability as reflected by price
fluctuations, closure of sales outlets
Changes in number of requests for extradition
Decrease in traffic and other accidents
involving the use of 111licit drugs

Decrease In the number of persons apprehended
for offences invelving illicit drugs

Decrease in availability as reflected by
price fluctuations, closure of sales
outlets

Number of requests for extradition

Decrease in traffic and other accidents
involving the use of illieit drugs

Inerease in the number of persons seeking
treatuoent

New recreational and other social activities

New drug abuse preventive educabion programmes
for different target groups

Adoption of better prescribing habits

Availability of services
Accesaibllity of services
(social, geographical, etc.)
Characteristicas of services {(staffing ete)
Patterns of drug abuse
Treatment (types of treatment, outcowme,
relapse rate)
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It would exceed by far the scope of the present document to give detailed indicators for
each of the domain listed under (a)-(f). It should suffice to choose one of those — the
health sector - and to elaborate further o¢n pertinent individual Indicators. Similar
approaches — mutadlis mutandis - apply to all other domains. As a general rule the type and
ucope of indicators to be formulared for monitoring drug abuse and drug abuse intervention
programmes depend on the quantitative and qualitative nature of the data and dnformation
availakle in the country.

Core lndicators for National Drug Abuse Monltoring

The basis for defining c¢ore indicators is the number of contacts with hnealth services
(or/and law enforcement agencies etc) because of drug abuse. Tf the data raecording systems
permit, cases and even new casés may bé reported. Since the emphasis of this section is on
health related indicators of drug abuse, the terminelogy of “admission”, "re-admission”™ and
"First admission” is used., These terms are defined as follows;

- An admission is where a person is formally accepted by a health service for
diagnosis and/or treatment of drug abuse.

- First admission refers to cases of drug abusers who were admirted the flrst time
ever, In other words, these c¢ases do not have any records or previous
registration/admissions into any formal drug abuse treatment programme.

- The term re~admisaion refers to admissions of persons who bhave a history of previous
admlizsions.

Similarly, “ceontact™, “first contact” and "repeated contact” can be defined.

- A contact refers to the event of contacting or reporting to an agency by/about a
drug abuser. Hence, an individual drug abuser may have several reports, e.g., 1if
(s)he contacts more than one agency or an agency more thanm onee.

- A first contact refers to a drug abuser who has not been registered hefore with any
agency, be it treatment, law enforcement, welfare or any other reporting agency
which registers drug sbusers.

- Repeated contacts are contacts which are not first contacts.

Based on these definitions, it dis important to derive wmeaningful indicators. For
example, if the terms "first admigsion”™ or "first contact” are not clearly defined, they may
be interpreted by some as first admisslon or contact within a calendar year, by others within
an admipistrarive year, or even during life-time, with the result that pertinent Indicators
would create confusion rather than contribute to clarification. Simllarly, different people
may have different opinions on the notion of a re-admission: should it refer te a given
time=period (e.g,, one year, five years, life-time), or refer to a given diagnosis or be
counted irrespective of the reasons f[or contagt.

Il may be useful to study the absolute number of new adwissions, re-admissions amd Lotal
admissions, either in terms of events of as cases, Usually however, it is more finstructive
to look at rates, j.e, the pumber of events or cases per 1000 000 population. In doing this,
geographical areas with different population sizes wmay be compared meaningfully. Lf the
Incidence of drug abuse 1s identical in two geographical areas whose population differ by a
factor 2, the ahsolute musber of cases (or events) are expected to also differ by a factor 2.
Rates per 100 000 population, however, will show noe difference,

Furthermore, it is important to make guch rates specific by age, sex and other demo-
graphic characteristics., It is well known that patterns of drug abuse vary according to age
and sex. When computing statistical indicators on the frequency of drug abugse adjustments
need to be made to cater for possible age and sex differences in the populations to be
compared, Otherwise apparent differences regarding drug abuse patterns in differeat popula-
tion groups may be just artefacts due to differences in the socio—demographic composition of

such groups.
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Apart from age and gex the rates should also be made specific fo certain other socio-
demographic variables, like educational level, occupation, ethnic group and level of income,

Certain groups of core indicators which may ®e wused are listed below by way of
illugstration of the range of matters in respect of which information may be collected and
analysed:

I.1 Number and rates (per 100 000 population) of first admissions, re—admissions and
total admlssions by current age.

I.2 Nunber aznd rates {(per 100 000 population) of first admissions, re-admissions and
total adwissions by sex;

1.3 Number and rates (per 100 000 population) of first admissions, re—admissions and
total admissions by education;

I.4 Number and rates {per 100 000 population) of first admissions, re-admissions and
total admissions by occupation;

1,5 Number and rates (per 100 000 population) of first admigsions, re—admissions and
total admissions by ethnic group;

1,6 Number and rates (per 100 000 population) of first admissions, re—-admissions and
total admissions by level of income;

Depending on the availability of data, re-adalssions and total admissions may be
expressed in terms of eveats or cases.

It is important to note that rates can only be computed if pertinent socio-—demographic
data are available bhoth for the group of drug abusers and the general population. Further-—
mere, the definitions and groupinmgs of the socio~demographic variables for the patient group
and the general population wmust be identical or at least compatible. Compatibility in this
context is supposed to mean that 2 simple regrouping of the categories makes them identical.
For example, if the national census bureau provides the age distribution of the population in
4 certain geogtraphical area using age groups 0-4, 5-9, 10-14, 15-19, 20-24, 25-29 ete., while
data on the drug abusers are presented at intervals of 10 years, i.e. 0-9, 10-19, 20-29,
etc., it is easy to make those two groupings identical by changing the 5 year intervals into
10=year groups. However, if the data for the drug popularion is in relation to age groups of
the kind O0-12, 13-18, 19-25, 26-40 years, rates cannot be calculated due to the

incompatibllity of the age intervals.
A cecond core group of indicators deals with patterng of drug abuse:

II.1.1 Number and rates (per 100 000 populatieon) of first admisgions by type of
primary drug used and by current age.

I1,1.2 Number and rates of rtotal admissions by type of primary drug used and by
current age.

I1.2.1 Number and rates of first admissions by type of current drugs used and by
current age.

I1.2.2 Number and rates of total admissions by type of current drugs used and by
curtrent age.

I11,2.3 Number and rates of total admissions by type of secondary drug used and by
current age.

I1,4,1 Munber of first admission by type of current drugs used and by predominant
route of use.

1I1.4.2 Number of total admissions by type of current drug and by predominant route of
Use.
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IT.5,1 Number and rates of first admissions by age of first drug used and by current
age.

II.5.2 Number and rates of total admissions by age of first drug used and by curreni
age.

I1.6.1 Number and rates of first admissions by reason for first drug use and by
current age.

Tr.6.2 Number and rates of total admissions by reazon for first drug use and by
curtfent age.

I1.7.1 Number and rates of first admissions by duration of drug use and by current ape.

I1.7.2 Kumber and rates of total admissions by duration of drug use and by current age.

The purpose of these indicators is to provide insight inkto problems related to the types
of drugs used, the pradominant route of use, the age of first use, the reasons for inltial
use and the duration of use.

The infermation collected needs to be analysed in relavion to differeat variables., Some
of the variables are listed below, again by way of illustration of the range of matters whigh
need to be taken into acecount;

Types of drugs used: Cannabis; hallucinogens; barbiturates and other sedatives and
tranqulllizers; apiates; cocaine; amphctamines and other paychostimulants;
antidepressants; other mixed or unspecific substances.

Predominant route for use: Oral, smoking, injecting, sniffing and other ways.

Age for first use; The lndividual recordling form should allow for coding the age in yearts.
For tabulation purposes suitable age groups may be used. Tt will be useful to identify age
groups which correspond to those commonly used in census and statistical documents.

Reason for initial drug use; Curiosity; religious or sccial customs; soclabllity or fun;
to enhance sexual pleasure; treatmeat of health disorders; vrelief of psychelogical stress;
relief of humger, fatigue or cold; for staminz and te improve performance; influence ot
friends, other reasons.

Duratlon of use:; The individual recording form should allow te code year and = if possible -
months of first drug use., It should alse allew for recording the date of admission., For
tabulation purposes sultable time intervals may be defined.

A third group of core indicators deals with treatment and interventlon programmes. Such
nrogrammes vary considerably ameong countxles, It iIs hence imporiant that a list of Lreatwent
modalities be established, a decision made on 2 reasonable grouping, and some basic
indicators be complled. By way of illustratrion certain indicators are listed helow:

FII.1.1 Numbetr and percentage of first admission by treatment programme and by current
age

I11.1.2 Number and percentage of re—admissions by treatment programme and by current
age.

III.1.3 Number amd percentage of rotal admissions by treatment programme and by current
age.

1IL,2 Number of percentapge of re-admissions by number of previous completed treatment
programmes and by current age.

TIE.3 Number and percentage of re—admissions since last treatment contact and by
currant age .
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CONCLUSTIONS

The indicators set out in this document are suggestive of what national drug administra-
tors might consider using in wmonitoring and evaluating their policies, programies and
activitiges, Emphasgis is laid on routine monitoring. Detalled examples are given of indi-
cators to be derived in relation to the health sexvicez., Similar indicators may be based om
reports provided by other agencies such as police, customs etc., The terms "first admission™,
"re=admissions”, and “"total admission” will have to be replaced by appropriate terminology
depending on the source of information, However, only few countries maintain integrated drug
abugse reporting systems and it is likely that data may be obtained only through the health
services. As explained in the iontroduction of this part, & distincticon should be wnade
between case and event reporting. Indicators based on c¢ase reporting provide a better
picture of reality, even though the data recording infrastructure for event reporting is less
complicated. Where case reporting is not feasible event reporting should be chosen.

Thera is a host of potential indicators which were not mentioned in the preceding dis-
cussion. The three maln categories propozed shed light on the problem of risk factors, drug
abuse patterns and treatment evaluation, But even here, only a "core set” has been selected.
It is easy to c¢riticize the proposed set because of its incompleteness and no drug abuse
administrator should feel discouraged to add any number of indicators deemed important for
monitoring or evaluating the national programme. Few experts, however, would propese that any
of the suggested indicators be deleted from the lisr, Experience shows that most countries
are facing severe problems in compiling information even in respect of this proposed minimum
set, Experience further tells that the quality of indicators i1ncreases in the hands of a
skillful programme manager, and that even the best set of indicators is of limited value
unless there is a mechanism to use the results and take appropriate actionm.
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