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It is a great honour to be asked to join in the celebration of what is a remarkable historical milestone, both for Norway and more broadly, and to be invited to do so in the distinguished company of the other presenters at this session.  

In the specific field which my presentation addresses – public health approaches to alcohol, tobacco, and other drugs -- Norway has also on occasion been in the lead. In 1936, Norway was the first country in the world to adopt a “per-se” law on drinking driving (Mørland, 2000), that is, to set a blood-alcohol standard above which it was illegal to drive a vehicle – the approach which is at the heart of modern controls on drinking-driving.  Among epidemiological studies in the field, Eilert Sundt’s remarkable 1859 study of the drinking practices of the Norwegian population (Hauge, 1978b; Skog, 1985) is among the earliest.  He found that about two-thirds of Norwegian men could be classed as sober, while 4% in the countryside and 9% in Sundt’s limited data from the towns could be classed as inebriates – defined as those who “regularly imbibe spirits both at home and outside it and console themselves, so to speak, with the bottle”.  The remainder were classed as “doubtful” – defined as those who, for example, “often got drunk at parties or on visits to town” (Hauge, 1978b).

In this presentation, I would like to emphasize several themes.  First, problems attributable to psychoactive substance use – to alcohol, tobacco and drug use – are large indeed, forming a significant and growing part of the global burden of disease.  Second, the psychoactive substance use is deeply enmeshed in human behaviour, and it is unrealistic to contemplate a world without such use.  Third, substance use is an arena for a wide variety of symbolic behaviours. Fourth, the problems derive not only from the level of use of the psychoactive substances per se, but also from the mode, pattern and context of use – a point which opens some opportunities for public health.  Fifth, taking these characteristics of substance use into account, there are promising paths forward for reducing the health burden attributable to psychoactive substance use.  But sixth, there are important impediments to taking these paths, which need the sustained attention of the public health community. 

1. The problems are large.
For the first point, we are indebted to the work led by Chris Murray, under the leadership of Dr. Brundtland, for giving us the best estimates yet of the role of psychoactive substances in the global burden of disease.  On a global basis, the WHO study finds that 8.9% of the global burden of disease, as measured in disability-adjusted life-years (DALYs), is attributable to tobacco, alcohol and illicit drugs (Ezzati et al., 2002; see Table 1), with 4.1% attributable to smoking and oral tobacco, 4.0% to alcohol, and 0.8% to illicit drugs.  Globally, the psychoactive substances, taken together, would rank second among risk factors.  In developed countries and in the low mortality developing regions, they would rank first.  Even considering the substance categories separately, tobacco ranks first and alcohol third in the developed countries, and the two substances reverse their positions in low-mortality developing countries.  Psychoactive substances are truly major contributors to the global burden of disease.

These estimates of the burden of disease for 2000, however, are not the end of the story for the harm from psychoactive substance use. The hope of humankind is that the world is moving in the direction of greater economic development.  If these hopes are realized, there is every reason to believe, if present trends continue, that the proportion of the burden of disease attributable to psychoactive substance use will rise.   Furthermore, the burden of disease estimates are not designed to take into account the social harms and problems – the burdens on the family, on friendships, on the workplace, and on the community -- attributable to substance use.   In terms of the broad WHO definition of health and wellbeing, thus, the harms attributable to psychoactive substance use extend well beyond the GBD estimates. 

 2. But psychoactive substance use is deeply enmeshed in human behaviour.  

Throughout recorded history, one or another psychoactive substance has been used in most human societies.  The substance most widely used undoubtedly is ethanol, but a very wide variety of other substances are used in different societies. The set of use-values which the substances have in common are of course their psychoactive effects, although some of them also have many other use-values (e.g., for alcohol, see Mäkelä, 1983).  Recent advances in neurobiology have has given us an understanding at a new level of what is in common between the substances we have called “psychoactive” – that they bring pleasure or relief from pain through their actions in a set of common pathways in the brain.  But it turns out that these common pathways are affected also by many other daily or occasional experiences -- by eating food, by having sex, by many other pleasures and peak experiences.  So the neurobiology has also taught us that psychoactive substances are not so special after all -- that the biological mechanisms by which they have their psychoactive effect are mechanisms widely shared with other activities.

While the history of use of the psychoactive substances is long and broad, there are some relatively new aspects of their use in the modern world.  Industrialization of their production and distribution is a product of the last few centuries, and modern marketing and promotion techniques are products of the last few decades.  While gaining access to the substances in traditional societies required hard work and/or expenditure of scarce resources, now the substances are often available on demand and around the clock, and their use is often heavily promoted.  This is particularly true of the two substances with the highest burden of health harm: tobacco and alcohol.


We can distinguish three prototypical social patternings of psychoactive drug use: medicinal use, customary regular use and intermittent use.  In many traditional societies, particular drugs or formulations have been confined to medicinal use -- that is, to use under the supervision of a healer to alleviate mental or physical illness or distress.  For several centuries after the technique for distilling alcoholic spirits had diffused from China through the Arab world to Europe, for instance, spirits-based drinks were regarded primarily as medicines (Wasson, 1984).  This way of framing drug use has been routinized in the modern state through a prescription system, with physicians writing the prescriptions and pharmacists filling them.


Where a drug becomes a regular accompaniment of everyday life, in the second pattern, its psychoactivity is often muted and even unnoticed, as is often the case for a habitual cigarette smoker.  Likewise, in southern European wine cultures, wine is often differentiated from intoxicating "alcohol"; wine drinkers are expected to maintain the same comportment after drinking as before.  We may call this a pattern of "banalized use": a potentially powerful psychoactive agent is domesticated into a mundane article of daily life, available relatively freely on the consumer market.


Intermittent use -- for instance, on sacred occasions, at festivals, or only on weekends -- minimizes the build-up of tolerance to the substance.  It is in the context of such patterns that the greatest attention is likely to be paid to the substance's psychoactive properties.  The substance may be understood by both the user and others as having taken over control of the user's behavior, and thus to explain otherwise unexpected behaviour, whether bad or good (Room 2001).  As in Stevenson's fable of Jekyll and Hyde, normal self-control is expected to return when the effects of the drug have worn off.  Such a pattern of intermittent intoxication is common for alcohol use among young people in northern Europe; Norwegian 15-year-olds in the ESPAD study, for instance, drink relatively infrequently in comparison with southern European youth, but drink to intoxication nearly every time they drink (Hibell et al., 2000). 

In industrial societies, and increasingly also elsewhere, a fourth pattern of use is commonly recognized for certain drugs: addicted or dependent use, marked by regular use, often of large doses.  Since the pattern of use of the drug in question is not defined in the society as banalized, addiction is defined as an individual failing rather than as a social pattern.  While attention is paid to physical factors sustaining regular use, such as use to relieve withdrawal symptoms, most formulations of addiction focus on psychological aspects, including an apparent commitment to drug use to the exclusion of other activities and despite default of major social roles.  An addiction concept thus also focuses on loss of normal self-control, but the emphasis is not so much on the immediate effects of the drug as on a repeated or continuing pattern of an apparent inability to control or refrain from use, despite adverse consequences.  

3. Choices about substance use respond not only to the physical properties of the substance, but also to the symbolic meanings attached to use.

By definition, psychoactive substance use makes us feel different; but the meaning and implications of that feeling different are determined by individual and cultural interpretation.   Much use of alcohol, or tobacco, and of other psychoactive substances is social, and the meanings attached to the use are often collectively shared. 

Let me take as examples a few pictures from this part of the world to give a sense of the symbolism attached to substance use.

1. The first is an 1837 painting of a gathering of Danish painters in Rome, then the destination city for young European artists (Fig. 1).  The tobacco pipes and cigars can be seen as prominent expressions of the sociability and fellowship of the gathering.

2. The second is another Danish painting of a party, from 1888 (Fig. 2).  Judging by the bottles on the table, there has already been considerable drinking.  And alcohol is part of the essence of this high-point of the party, when toasts are being pledged and drunk.

3. The third is a contemporary photograph from Norway (Fig. 3).  The occasion is russefeiring, a two-week organized alcohol-soaked celebration of secondary-school graduation which a Norwegian anthropologist, Alan Sande (2002), has described in terms of a rite of passage.

The three examples are all of festive occasions, with the substance use central to the festivity.  But there are undoubtedly differences in the meaning of the substance use for the participants.  The tobacco use seems to be part of a pensive conversation, with a pipe serving as an extension of a hand gesture, while the drinking for the contemporary Norwegian students is an expressive of a much more raucous solidarity.  The toasting in the third picture enacts a shared ritual.


From the point of view of the user, substance use, variously, can be a sacrament (wine in Christian communion), a claim to adulthood, an expression of group solidarity and boundary-setting, or a transgression and testing of social limits, among other meanings.  In a broader context, there are further meanings: substance use becomes a symbol of generational rebellion, from one perspective, or a signal of social degeneration, from another. 


Refraining from substance use can also be a symbolic behaviour.  Abstaining from alcohol, for instance, distinguishes Moslems from others in a multicultural setting, and likewise is a distinguishing mark of many Christian denominations. Choices about using or not using a substance are often important in status distinctions among teenagers.

How much one uses of a substance, and how one behaves under its influence, are also important distinguishing markers.   On the one hand, in a circumstance like the Norwegian russefeiring, there may be a positive valuation on getting really drunk.  On the other hand, drunkenness is often heavily moralized, and so is use of other psychoactive substances.  “Someone who is visibly under the influence of drugs” and “someone who is visibly drunk” were among the most stigmatized categories in every society in a 14-country study of the stigma on various disabling conditions (Room et al., 2001, p. 278). 

Public health-oriented policymaking on substance use is well advised to pay attention to the strong symbolism which surrounds use and intoxication.   Measures which may make sense in terms of immediate practical effects may be counterproductive in the long run.   In the history of alcohol, for instance, there are many examples of this.  Prohibiting alcohol in the United States, for instance, had positive effects on public health in the short term, but turned drinking into a potent symbol of generational rebellion for the “wet generations” which followed (Room, 1984b).  The top-down anti-alcohol campaign of the last years of the Soviet Union is another example of a set of measures with positive effects in the short run, but with the longer-term drawback of making heavy drinking into a symbol of personal authenticity and dissent against the demands of a centralized state (Reitan, 2001).  Yet another example is the period in Norwegian history when Eilert Sundt’s study was carried out.  The prohibition on the production of spirits in Norway by the former Danish government was much resented, and when the Storting liberated the distillation of spirits in 1816, it was the signal, as Ragnar Hauge (1978a) has put it, “for the carousal to begin” (Fig. 4). Over a 20-year period, consumption is estimated to have increased over fivefold, to about 12½ litres of spirits per inhabitant aged 15 or over, almost twice the current level of consumption of all alcoholic beverages.  By the time of Sundt’s study, the early temperance movement and the introduction of sales restrictions and taxes had reduced consumption somewhat.

Similar examples of bans or crackdowns which became rallying-points for cultural or generational opposition can be found in the history of tobacco and of other drugs.        

4. Harm from psychoactive substance use is related not only to the level of use, but also to the mode, pattern and context of use.

Thinking and policymaking about substance use and problems from such use often focuses only on the psychoactive substance per se.  The concept of drug dependence tends to encourage such a focus, since dependence is often thought of in terms only of properties of the substance itself.  The international narcotic control conventions, with their focus on the chemical composition of pure psychoactive substances, also tend to encourage this way of thinking.

A public health perspective, however, focuses on preventing or reducing the harms from substance use.  From this perspective, the amount of the substance consumed is certainly important, both in the single dose if the substance is toxic at large doses, and in the longer-term pattern of use, if the substance is toxic in the longer term.  But other aspects of substance use are also important to the harmfulness of the use.

Mode of use.  Much of the harm from many psychoactive substances depends on the mode of use.  The role of opiate use in the incidence of HIV/AIDS, for instance, is primarily attributable to use by injection.  The most dramatic example of the role of mode of use in the harm, perhaps, is nicotine use.  Delivery of nicotine in the form of a smoked cigarette is close to being the most health-harmful mode of delivery which could have been devised.

Pattern of use.  The pattern of use can also make a substantial difference in the harm from a given quantity of a substance. This has been most extensively documents for alcohol. For instance, that each extra per-capita litre of alcohol is responsible for about three times as many extra total deaths in northern Europe as in southern Europe largely a reflection of differences in patterns of drinking, with intoxicated drinking occasions a much larger fraction of all drinking occasions in the north (Norström, 2002, pp. 120, 169).   Pattern of use can be expected to make a difference, too, in the harm from other substance use. 

Context of use and after use.  Particularly for psychoactive substances that intoxicate or are depressants, the context of use and after use are important to the risk of health and social harm.  This recognized formally in such legislation as bans on driving after drinking or taking a psychoactive medication, or on drinking in connection with any exacting task.  Informally, too, people often make provision in their daily lives to structure the situation of drinking or drug use so as to insulate it from harm. 

5. Taking these characteristics of substance use into account, there are promising paths forward for reducing the harm from substance use.
In considering approaches to preventing problems from substance use, the first conclusion must be that it is difficult to show positive results from politically popular approaches. 

One such approach is total prohibition of use, which is applied on a global scale to wide variety of psychoactive substances.  While the global prohibitory system can show some successes, primarily with synthesized medications, it is hard to view its overall results, either in Europe or globally, with any satisfaction.  In most European countries, illicit drug use by young people is at historical highs (Hibell et al., 2000).  In a global perspective, there is considerable consensus on developments over the last 5 years: the overall picture is fairly stable for opiates and cocaine, with local variations up and down, while with respect to cannabis and to amphetamines, ecstasy and other such substances, the trend is nearly everywhere upwards (CND, 2003).  

Another popular approach is school-based education.  Reviews in this area have consistently found rather slight evidence of long-term effectiveness (Paglia & Room, 1999; Foxcroft et al., 2003). Where there has been evidence of effectiveness, it has been in a context where the programs were building on trends in the larger society – as was true, for instance, of some anti-smoking programs in the U.S. in the 1980s.  There also seems to be more signs of success when school-based programs are part of and integrated into more general community prevention initiatives.  But still, the effect size of school-based prevention programs is at best small.


In terms of patterns of substance use among young people, it is not difficult to see why this would be the case. As for adults, for teenagers drinking, smoking and drug use are part of worlds of sociability.  These teenage worlds mostly operate away from the adult worlds of the home and the school, and in fact are often resistant to adult efforts to intervene in their operation.  The fact that school-based drug education is school-based is, then, one of its difficulties: it is an attempt by the adult world to impact on the worlds and subcultures conducted by young people themselves. 

 
Other strategies which also have great political popularity include alternatives programs, which offer alternative activities which it is hoped will substitute for alcohol, tobacco or drug use.  The scattered evaluations of these programs usually fail to find an effect, and indeed there are even examples of such programs having the opposite effect from that intended (Carmona & Stewart, 1996; Norman et al., 1997).  Mass media and other public persuasional campaigns have also had difficulty showing any effects in the arena of prevention of youthful alcohol, tobacco and drugs problems.  The only exception so far has been for some specific U.S. anti-smoking campaigns: the fact that the official state campaigns in California, Florida and Massachusetts attacked a large and powerful industry seems to have impressed teenagers enough that, at least in the short run, rates of initiating smoking were driven down (e.g., Sly et al., 2002).


Turning to the prevention strategies which have proven effective, there have been clear successes with legal and regulatory measures against drinking-driving (Shults et al., 2001).  In more general terms, these measures might be described as a situational prohibition.  Another targeted prohibitory measure, minimum-age laws for otherwise legal substances – alcohol and tobacco – also has demonstrated effectiveness (Wagenaar & Toomey, 2002). 


A second strategy for prevention with some demonstrated successes are a variety of interventions aimed at limiting the harm from use without necessarily preventing the psychoactive substance use.  These include methadone and other opiate substitution; needle exchange schemes to prevent harms from injection drug use (Yoast et al., 2001); nicotine substitution to replace cigarettes (Silagy et al., 2002), and server training (backed up with regulatory enforcement) to prevent overdrinking and violence in taverns and restaurants (Babor et al., forthcoming: Chapter 8). 


A third and crucial strategy is control and regulation of the market for a psychoactive substance.  A variety of mechanisms have been used to regulate the availability of alcohol, tobacco, and psychoactive medications, including prescription and rationing systems; taxation and other controls on prices; and limitation of numbers of outlets and times of opening, whether through government-run retail stores or through licensing and regulation of private sellers (Room, 2000).  There is substantial evidence of the effectiveness of many such regulatory measures (Babor et al., forthcoming; 

Jha & Chaloupka, 1999).

6. There are important impediments to taking these promising paths; overcoming these requires the sustained attention of the public health community.

Clearly, one necessity for effective public health action to reduce problems from psychoactive substances is public education about the differential effectiveness of different strategies.  Concerning many countries, we may say that strategies which are politically attractive tend to be ineffective, while strategies which are effective are politically difficult.   Moving towards more effective strategies will require substantial efforts of education and persuasion.

In some respects, these efforts needs to start within the field of public health itself.  Particularly for alcohol, the commitment in the public health field is completely out of proportion to its importance as a risk factor for disease and disability.  As I noted at the outset, WHO’s Comparative Risk Assessment ranks alcohol third among risk factors in developed countries.  Yet, in the context of the European Union there is no equivalent for alcohol of the European Monitoring Centre for Drugs and Drug Abuse, and neither is there agreement on such measures as controlling alcohol advertising which has been reached for tobacco.  Both globally and in its European office, the World Health Organization has never been able to raise or devote resources for more than a handful of staff to work on alcohol issues.  Though the situation is now changing, there has been a longstanding reluctance of the public health field more generally to address alcohol control, in part as a generational reaction against what were perceived as the excesses of the era of temperance and prohibition (Room, 1984).   

A crucial part of any public health policy is an active control over the markets in psychoactive substances.  One conclusion which can be drawn both from human history and from laboratory experiments is that psychoactive substances create their own market; in view of the potential adverse consequences, further stimulation of demand with advertising and promotion is socially dysfunctional.  In this area the developing jurisprudence, both in North America and in the European Union, is creating a real problem for public health (Weissman, 1998). The court decisions are moving towards the posing of a stark dichotomy: either sale of a commodity is prohibited, or else governments cannot limit its advertising and promotion.  The idea that “commercial speech” should be given court protection so that governments cannot limit promotion of products with adverse public health effects, seems to me an extremely problematic and retrograde development.


More generally, in the present world, the powers of local and national governments to control the market in licit psychoactive substances are under sustained attack from trade agreements and disputes.  Prompted by their beer industries, both the U.S. and Canada have pushed to dismantle each others’ alcohol control structures at state and provincial levels in trade disputes (Room & West, 1998).  In the European Union and European Economic Area, also, alcohol control structures have been dismantled in the interest of promoting the single market (Holder et al, 1998), and tobacco and alcohol tax regimes are being eroded by the unrealistically large traveler’s allowances for those traveling from one EU country to another.  Partly because of the large border trade with Germany, Denmark is abandoning its high-tax policy on spirits this October, reducing its tax by 44%.  This and other changes threaten to have a domino effect on the traditional high alcohol taxes in Sweden, Finland and Norway.

At present, licit psychoactive substances are mostly treated like any other commodities in international trade agreements and regional common markets, with no provision for public health issues to be taken into consideration. The ability of nations, or of their subunits, to impose controls is limited and potentially pre-empted by the existing structure of trade agreements and disputes, and still more by the proposed General Agreement of Trade in Services (GATS) (Grieshaber-Otto & Schacter, 2002). 

Under Dr. Brundtland’s leadership, the World Health Organization has forged a  path forward in strengthening the ability of governments to regulate markets in psychoactive substances, by adopting the Framework Convention on Tobacco Control (WHO, 2003).   This is truly a historic step forward.  But, as the name of the agreement indicates, it is by no means the end of the path for tobacco.  

Now there is a need for a parallel framework for alcohol.  While there are some differences in details, arising from the nature and conditions of production and distribution of the products, in broad terms the issues are the same (Grieshaber-Otto et al., 2000), and the general principles which underlie such efforts are the same.  These general principles start from a recognition that psychoactive substances are not ordinary commodities – that their use poses special threats of harm to public health.  Historical and current experience has taught us that a key to countering these threats is the establishment and maintenance of controls on the markets in the substances – their production, distribution, sales and promotion  -- in the interests of public health.   In international treaties and agreements, this public health interest should supersede commercial and national interests.  In this regard, there is a need to establish comity between nations concerning national and local alcohol controls: that one nation has an obligation to back up another’s alcohol controls, rather than (as often now) to collude in undercutting them.  Because of the overriding public health interests, the World Health Organization and other public health actors should be at the table in any trade negotiations or disputes involving psychoactive substances.  


Reducing the harm from alcohol, tobacco and other psychoactive substances requires a public health vision of the problems which is comprehensive and global.  But experience teaches us that sweeping visions and actions once and for all are of less use in countering and limiting the problems.  Recourse to psychoactive substances as sources of pleasure and relief of pain is intertwined through all of human history.  Building effective and sustainable systems of control which limit attendant harms is an important task for public health.  But it is a task which, as with much else in public health, will require sustained attention to detail, and above all perseverence. 
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Table 1:
Burden of disease in 2000 attributable to tobacco, alcohol and illicit drugs by development status of region and sex 

	
	High mortality developing regions
	Low mortality developing regions
	Developed regions
	World

	
	(AFR-D, AFR-E, AMR-D, EMR-D, SEAR-D)
	(AMR-B, EMR-B, SEAR-B, WPR-B)
	(AMR-A, EUR-A, EUR-B, EUR-C, WPR-A)
	

	 
	Male
	Female
	Both
	Male
	Female
	Both
	Male
	Female
	Both
	Male
	Female
	Both

	Total DALYs (millions)
	421
	412
	833
	223
	185
	408
	118
	97
	214
	762
	694
	1,456

	Smoking 
and oral tobacco 
	3.4%
	0.6%
	2.0%
	6.2%
	1.3%
	4.0%
	17.1%
	6.2%
	12.2%
	6.3%
	1.6%
	4.1%

	Alcohol 
	2.6%
	0.5%
	1.6%
	9.8%
	2.0%
	6.2%
	14.0%
	3.3%
	9.2%
	6.5%
	1.3%
	4.0%

	Illicit drugs 
	0.8%
	0.2%
	0.5%
	1.2%
	0.3%
	0.8%
	2.3%
	1.2%
	1.8%
	1.1%
	0.4%
	0.8%


Source: Ezzati et al., 2002

Fig. 1. Constantin Hansen, Et selskab af danske kunstnere i Rom  (A gathering of Danish artists in Rome), 1837
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Fig. 2. Peter Krøyer, “Hip, hip, hurra!” -- artists’ party, 1888
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Fig. 3. Russefeiring (graduation fiesta), Norway, contemporary photo
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Fig. 4. ”Ny avgudsdyrkelse fremkommet atter Lov av 1.juli 1816”  (New pagan worship appears after the Law of 1 July 1816) -- Satirical view of the scene at Vossevangen
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� Prepared for presentation at an International Conference on Public Health: 400 Years and the Way Forward, Bergen, 15-17 June, 2003.
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