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Social Determinants and Substance Use
Foreword
Integrating system, behavioural and moral theories to improve substance abuse prevention
policies
I am pleased to contribute a foreword to the paper by Shane Varcoe and Derek Steenholdt.
Their paper takes aim at aspects of harm minimisation policies that advocate throwing out
illicit drug prohibitions as a means of reducing drug problems. The authors argue that some
aspects of these policies run the risk of causing increased problems by failing to address the
underlying determinants that cause substance abuse and by increasing “pro-drug use”
attitudes.
My research team have previously documented how some aspects of Australian harm
minimisation policies through the 1990s caused large populations of Australian adolescents
and young adults to experience increasing substance abuse problems. Australian advocates
of harm minimisation policies argued in the 1980s that USA abstinence policies were
misguided because adolescents had an “inherent predisposition” to take risks such that
adolescents could never abstain from using substances. My research team ran a large crossnational comparison study from 2002 (www.iyds.org). This study found that youth attitudes
and behaviours aligned with the differing policies operating in Australia and the USA. Youth
in the USA were more likely than their Australian peers to see substance use as
unacceptable within their families, communities and peer groups and, unsurprisingly in
hind-sight, this was associated with lower substance use in the USA (Hemphill et al, 2011:
www.ncbi.nlm.nih.gov/pubmed/21856525). Parents in Australia believing that moderate
adolescent alcohol use was acceptable, were more likely to supply and supervise adolescent
alcohol use. Unbeknown to the Australian parents at the time, this was leading to heavier
alcohol use as their children grew up (McMorris et al, 2011:
http://dx.doi.org/10.15288/jsad.2011.72.418).
In my view the way forward for substance abuse policy is to integrate knowledge from a
variety of fields including child development and international human development. Child
development theories provide clear directions as to what needs to be done to prevent
substance abuse while also encouraging healthy moral development (Toumbourou, 2016:
http://dx.doi.org/10.1037/gpr0000081). In the area of human development the United
Nations Sustainable Development Goals support clear and evidence-based restrictive
market regulation policies such as the framework convention on tobacco. Similarly market
regulation restrictions are recommended to address problems related to alcohol use. It is
timely to debate substance abuse policies and to raise the question as to whether legalising
illicit drugs may do more harm than good?
Prof John W Toumbourou PhD, Chair in Health Psychology
(Professor – Deakin University, Australia).
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A Cultural Shift away from Personal Responsibility
In the early 20th century, the push for responsibility for behaviour in our ‘first world’
societies, moved from the personal into the collective arena, but at first only in the political
space. This facilitated the need for the political arena to take responsibility and act against
socio-behavioural problems – usually around and within a legislative framework building on
a well-established (and for the most part, collectively held) moral values based system of
social management.
However in the second half of the 20th century this ‘collective responsibility ownership’
paradigm transitioned. A commencement step for this transition was by decommissioning
recognised collective values and then, with the emergence of the ‘post-modernity’ (officially
labelled in the early 1970.s) saw the fostering of amoral eclecticism, inadvertently aided and
abetted by an ever growing pluralism, which all but completed the transition into a
relativistic social and subsequent state sponsored welfare focused space.
Consequently we have shifted culturally into the relativistic social and welfare space for the
purpose of collectively supporting the, now unaccountable individual, who in this new
cultural environment can now be perceived and/or labelled as ‘disadvantaged’. One of the
consequences of this continuing shift to collective and non-personal responsibility was the
recalibrating (if not abandoning) of any ‘objective’ (or at least agreed upon) evaluation
processes.
Prominent Sociologist, Professor Amitai Etzioni, was a little more ‘pointed’ about this
phenomenon in his robust work The New Golden Rule – Community & Morality In a
Democratic Society when referring to the advent of collective responsibility.
“Still another ideology that grew in influence…was the notion of system rather than
personal victimology. This ideology blames the social system for whatever antisocial
conduct in which a person engages. Drug abuse, alcoholism, and violence are said to
occur because people are poor or unemployed, have only “dead-end” jobs…or have
not been empowered. While social systems factors are always important, and
sometimes dominate the situation, when they are used to imply that the victims have
no choice in the matter, which exempts the actors from moral responsibility for their
acts, the notion becomes highly damaging to the moral voice.”
(Etzioni, A The New Golden Rule – Community & Morality In a Democratic Society
BasicBooks, 387 Park Ave South, New York, NY 1996, Page 137)

An Ethical Shift towards an Amoral Approach
This new supposed amoral matrix for ‘assessing’ (not evaluating – values laden process) of
responsibilities for behavioural outcomes has ensured that accountability mechanisms be
moved away from investigating actual ‘origins’ as influencers of behaviour, toward almost
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solely focusing on the collective responsibility for them. Without an agreed upon sociobehavioural standard it has meant the default mode of the ‘collective’ is to manage
outcomes of behavioural issues without ever referring to (let alone addressing) some of the
core morality/ethics in and for behaviours and conduct. Consequently there has emerged
(either by design or simply unintended by-product) the avoiding, if not abandoning
altogether the origins of such maladies. One clear outcome of this new ‘collective
responsibility’ paradigm is that it ensures all tax-payers become responsible for self-harming
behaviours of an often much smaller sub-demographic without any recourse to the
requirement for change of the individual’s behaviours that facilitate the self-harming
outcomes.
Now do we have a ‘chicken or egg’ scenario? Whilst certain environments can clearly be
defined as social determinants, there is a greater and greater ‘blurring of the line’ about
whether environment creates behaviour or behaviour creates environment.
To use a clear example let us take North Korea. The information and evidence that is
consistently emerging from this dictator State sees enormous inequality and poverty with
high malnutrition rates, labour abuse, social oppression and even torture common. From all
reports the health of the overwhelming numbers of marginalised poor is ever deteriorating.
However, evidence emerging doesn’t appear to indicate that behavioural issues of the
citizens of this oppressive State are adding to the burden of ‘disease’, (I.e. alcohol and other
drug use) even though they are victims of such appalling social determinants.
On the other hand you take a first world country like the USA which has, arguably, the
world’s largest economy, and whilst it may be operating on a meritocracy platform, as a first
world nation it still has world leading health-conducive environs – sustainable population,
lower pollution, adequate shelter, enough food and consistent utilities and shelter. What is
interesting though is that this same nation is the largest consumer of both pharmaceutical
and illicit drugs, and a leading consumer of legal drugs like alcohol and tobacco. Use of both
licit and illicit substances in this nation, for the most part, is no longer driven by ‘traditional’
motivators (and in most western nations still clung to drivers) of poverty and social
disadvantage.
An interesting juxtapose to this has emerged in a very recent study conducted by Columbia
University's Mailman School of Public Health.
“Latest research from a national sample of almost 10,000 U.S. adolescents found
psychological trauma, especially abuse and domestic violence before age 11, can
increase the likelihood of experimentation with drugs in adolescence, independent of
a history of mental illness. "Abuse and domestic violence were particularly harmful to
children, increasing the chances of all types of drug use in the adolescent years", says
Dr. Carliner.“
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Carlliner et al (2015) Reported in a Medical press news article in:
http://medicalxpress.com/news/2016-06-trauma-childhood-linked-drug-adolescence.html

What we also glean from this data and from the following evidence is that the ‘trauma’ in
this first world nation that can lead to drug use, is at the hand of (by any base moral
standard) the dysfunctional family. In the vast majority of the cases alcohol or other drugs
are touted as an integral part of these familial contexts. When validated by growing
emergence of evidence based data, we will see that choices to engage in the use and misuse
of both licit and illicit drugs can in fact initiate decline into dysfunctional familial structures
and settings. Furthermore this decline will almost inevitably promulgate a model that the
children of these settings then replicate – the socialisation dynamic in this space from
infancy all but guarantees such – without early and thorough intervention.
However, this ‘origin’ of dysfunction and the part the recreational use of substances play in
this is either ignored or downplayed, particularly by pro-drug advocates who want no poor
press for their libertine agendas. If such stakeholders are engaged in the data collection,
compiling and reporting space, then research quality control is most definitely
compromised.
Data on this generational trend can be very difficult to procure and even this older data
from Australia you can see the cyclical impact. (These percentages have been well
exceeded, but reports are no longer forthcoming) * (see footnote below)
In 2008, research compiled by the Australian Institute of Family Studies found that…
33 % of parents experienced significant problems with substance abuse and 31 %
with alcohol abuse.
Disturbingly, it is estimated that 30 % of abused or neglected children go on to
maltreat children in some way when they are adults… The saddest reality of all is that
there is a correlation between child abuse and drug abuse – with a multiplier effect,
which is now intergenerational.
So, much of the pre-pubescent trauma is from drug use/misuse in what should be the safest
and most protective environment of all, the family. One then has to look at the psychosocial, as well as ethical and moral drivers of these family settings and the subsequent
behaviours; not just poverty or lack of education to understand drug use and uptake.
However, for the large and growing part illicit drug use in the nations of greatest
consumption – first world west – is now ‘recreational’ use and that aligned with
entitlements to ‘happiness’, experimentation and unabashed hedonic drivers that are
significant (but not sole) factors producing the increase in substance use and misuse. The
following data out of the U.S. is not at all unsurprising.
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“The U.S. has 4% of the world’s population and consumes 63% of the world’s illegal
drugs.” ‘America’s Worst Drug Epidemic’ 2013 Seminar Robert M. Stutman (Former
DEA Supervisory Agent)

“USA with 5% of population consumes 80% of opioids and 95% of Vicodin in the
world.” (Institute of Addiction Medicine)
If we also consider further disturbing statistics coming out of Australia on drivers for uptake
you will see very similar motivations from the ‘lucky country’ on illicit drug use initiation and
engagement. Not only is it about ‘excitement’ and ‘curiosity’, it is also the result of trusting
friends and trading off their ‘good word and experience’. It is only a small minority of users
who actually engage with illicit substances on the basis of what are commonly referred to as
the key drivers for substance use – that is poverty, trauma and/or powerlessness.

Table 5.27: Factors influencing first illicit use of a drug, lifetime users aged 14 years or older, by age, 2013 (per cent)
14–19

20–29

30–39

40+

14+

18+

Recent
user(a)

Ex-user

Friends or family member
were using it/offered by
friend or family member

44.4

51.3

52.5

51.6

51.4

51.7

51.2

51.5

Thought it would improve
mood/to stop feeling
unhappy

19.2

8.7

6.7

5.1

7.1

6.7

11.9

4.1

To do something exciting

32.4

23.2

21.4

14.3

19.2

18.9

26.8

14.6

To see what it was
like/curiosity

72.2

69.1

69.2

62.2

66.2

66.1

67.0

65.8

To enhance an experience

16.3

16.8

14.9

10.0

13.3

13.3

22.1

7.8

Other

*4.4

4.2

2.8

3.0

3.3

3.3

5.3

2.0

Factor

* Estimate has a relative standard error of 25% to 50% and should be used with caution.
(a) Used in the previous 12 months.
Notes
1. Base is those who have illicitly used at least 1 of 17 drugs in their lifetime.
2. Respondents could select more than one response.

(*Source: National Drug Strategy Household Survey 2013 detailed report)

It is this clearly held recreational entitlement that is now adding to the burden of noncommunicable disease in these nations. Again, let us be unambiguously clear, for the most
part this demand and consumption is not driven by abject poverty, social oppression,
malnutrition, lack of education, starvation or physical environment toxicity; it is ostensibly
driven by pure self-indulgent hedonism and its ‘feeder’ issues of neo-nihilism, materialism,
individualism and relativism.
If it is not abundantly evident by now, at the very least any semblance of subtlety in the
agenda being foisted on society is gone. The progressive erosion or marginalisation of
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cultural underpinnings, such as sustainable and objective morality/values, sustainable metanarratives, religion, and family security, stability and well-being, has seen this relentless
push to redefine conditions, states and behaviours via a ‘values neutral’ labelling, avoiding
anything even suggesting 'bad/poor/wrong' choice or behaviour (unless you are a pro-drug
policy advocate and one challenging policies that do not permit drug use – more on that
later). Drug use in this emerging and aggressively posited matrix has now moved from a
behavioural issue with negative health/social outcomes, to a purely health issue with some
behavioural side effects.
However, serious clinicians and practitioners were onto this ruse in very early days of what
has become known as ‘harm reduction only’ drug policy frameworks. One such psychiatrist
who writes under the pseudonym ‘Theodore Dalrymple’ penned his many concerns in his
poignant and insightful work Junk Medicine. The author exposes some of the lies, (and
damned lies) used to justify, not only drug uptake and the beginning of addiction, but also
the utter absurdity of the self-justifying narratives around addiction victimology from both
users and the majority of the professionals charged with trying to help these ‘victims’ deal
with the illicit drug use;
“A man is somehow or other exposed to heroin. But how is a man exposed to heroin? The use
of the passive voice is here very instructive. The heroin comes to the man, the man does not
go to the heroin. It is as if the heroin has a will of its own, unlike the man. The heroin is
active, the man is passive. A fine, and not untypical, example of this kind of thinking came my
way recently in the statement of a young criminal, charged with robbery, on whom I
prepared a medical report at the request of his lawyer:
When we moved to D_______, I just fell into taking drugs by the usual route. I met
two blokes who were somewhat older than me and it all started off with a few drinks
and one day one of them had a cannabis joint, I smoked that, things progressed,
then on another day somebody brought in some crack cocaine, that was smoked and
one thing led to another and then I find myself a heroin addict.
On this highly selective account, almost no human agency, at least on the part of the addict,
is admitted. “It” starts off, “things” lead to one another, and a person finds himself in a
position as if he had been kidnapped and taken blindfold by main force to a completely
unknown destination
Clearly such an account is self-serving, in the sense that it implies no control, and therefore
no blame. What, perhaps, is more surprising is that large numbers of well-trained, or at least
indoctrinated, people – doctors, therapists, social workers, and the like – swallow such clearly
self-serving accounts more or less whole. ...
Many addicts say that they did not know what they were getting themselves into when first
they took heroin, but this is simply not credible; they could not have failed to know.
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When I ask heroin addicts why they started taking heroin, the great majority of them reply
with one of two answers. These are: “I fell in with the wrong crowd” and “Heroin’s
everywhere.”
Dalrymple, T. (2007) Junk Medicine pp 12-13

This victimology narrative was not lost on proactive and prevention focused drug policy
architects either. Robert L. DuPont, MD, President of the Institute for Behavior and Health,
Inc. and first Director of the US National Institute on Drug Abuse (1973-1978) distilled the
debate on the issue down into the following two camps;
The clash of drug policies today is at root simple: "harm-reduction" vs "drug-free" All harm
reduction rationalizes and sustains drug use -- waiting always patiently for some change of
heart in the drug user leading to an unforced decision to not use drugs meanwhile softening
to the extent possible the inevitable negative consequences, up to death, of the drug-using
behavior. The decision to use drugs is personal but any problems are explained by seeing the
drug user as a victim and not as the responsible agent of his or her own fate. Harm reduction
denies personal responsibility for outcomes and glorifies personal responsibility for decisions.
It is accountability free for the drug user.
In contrast all drug-free policies insist on the goal of no use of drugs for the health of the
individual as well as for the health of the family and the entire community. Creating and
maintaining this drug-free standard starts with individual responsibility but it extends to
community and even to international responsibility. The decision to use drugs, in this view, is
the responsibility of the individual AND of the family and the community. Drug-free is a
shared value that is to be respected and appreciated together. It is rooted in mutual interest
and natural law because it works while alternative, drug use, does not work in the public
interest.

Flow on effect to language about drug use
However, that very succinct and clear perspective is not viewed favourably by those wishing
to legitimize, if not sanitize, the ongoing use of illicit substances, so new perspectives must
be couched in language that ensures a ‘credibility’ that either endorses, or at the very least,
overlooks bad behaviour and poor personal choices when it comes to illicit drug use.
This new sociological language is at best disempowering; it has created a ‘victim’ posture in
people that supposes they are without choice. Whether deliberate of inadvertent, this new
space ensured that education, accountability and responsibility, were devalued whilst
simultaneously elevating/promoting mechanisms that enabled/permitted ongoing drug use,
but with a strong (and for the most part) sole emphasis on, not health protection, but a
token attempt to minimise severe trauma or death, whilst enabling, empowering and even
equipping the drug user to continue to engage in harmful and health diminishing practices
with impunity.
So disempowering and so complete the new narrative, that the very notion of saying ‘NO’ to
drugs (which is actually not only a best health practice, but also best community benefiting
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one) is now not only not an option, but ridiculed (by pro-drug activists) as utterly ridiculous
and mocked accordingly! This carefully crafted tirade seeks to ensure all evidence
supporting the empowerment of best practice of abstinence is culled or, as stated, mocked.
Any caring, civic minded citizen, let alone clinician, would have to ask; ‘why, in our harm
reduction only focus on drug policy, are we seeking to actively disempower the ability to
choose not to use drugs? Who said this will be the best way to move forward?’
The following excerpt, is just a snapshot of the little known impact of what many considered
a naïve and out-of-touch conservative notion, that actually worked – especially when all of
government, media and community chose to empower the ‘NO’ message.
When the Reagans moved into the White House on Jan. 20, 1981, drug use, particularly
among teenagers, was hovering near the highest rates ever measured. Of that year’s
graduating class, 65 percent had used drugs in their lifetimes and a remarkable 37 percent
were regular drug users.
After the upheaval of the 1970s, Americans had chosen in Reagan a strong, optimistic leader
to guide them to a more hopeful future. But there could be little real hope while one of the
’70s more damaging legacies—astronomic drug use—was consuming the rising generation.
Fortunately for that generation of young people, Ronald and Nancy Reagan were stronger
than the threat.
Eight years later, when the Reagans left Washington, only 19.7 percent of 1989’s graduating
class were regular drug users, a 47 percent reduction. And the trend that began under their
leadership persisted until it reached an all-time low of 14.4 percent in 1992, 61 percent lower
than 1981.
While it is too simplistic to credit Nancy Reagan alone with this downturn, it is impossible to
ignore her leadership and the massive shift she led against the drug culture. Her off-the-cuff
response to a young Oakland girl who asked her what to do if confronted with drugs became
a clarion call: “Just say no.”
(http://dailysignal.com/2016/03/11/nancy-reagans-just-say-no-campaign-helped-halvenumber-of-teens-on-drugs/ (cited 16/3/16))

In 2015 a forum was conducted in the second most populated State in Australia, Victoria,
The (at the time) principal policy manager of the Department of Health and Human Services
(Prevention & Population Health), Monica Kelly presented a workshop to government and
non-government agencies titled ‘Prevention the New Frontier’ (a title that informs even the
most disengaged clinician, that this vital health driver, Prevention, has long being missing, if
not subdued in the policy space, specifically when it comes to AOD policy) Of course the
address was to look at all community health issues from diet, exercise, through to alcohol
and other substance use and their impact on community health and wellbeing. In her
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presentation she quoted the State Public Health and Wellbeing Act 2008, specifically its two
core values
1) Improve health and wellbeing
2) Protect health and wellbeing
She went on to point out that it was not just simply about ‘evidence based’ data being the
only consideration. By that she wasn’t saying ‘evidence free’, rather referring to the many
successful community based enterprises that are marking very good head way in the public
health behaviour changing space. The lack of time, money and research needed to confirm
what is clearly anecdotally manifest should not preclude these effective enterprises from
the policy implementation space.
(From our experience, whether deliberately crafted or not, it is often the incumbent clinicians
who may be harm reduction only, who have access to the research budget who conduct
evidence based research pitched to a particular framework, that can easily, if not
inadvertently, preclude prevention and/or demand reduction protocols and programs. Thus
the ‘evidence’ base continues to reinforce the already policy dominating paradigm.)
As we have just alluded to, behind much (but definitely not all) of this there has clearly
emerged a meta-narrative, if you like, around drug policy and it appears from all evidence
presenting in the marketplace, it has been labelled the ‘progressive’ policy agenda which
appears to sponsor a mode that obstructs the prevention/demand reduction agenda.
However, in essence, it can only do that easily if the fundamental tenet of this progressive
social agenda is the deconstruction/removal of most, if not all, moral/ethical foundations
for behaviour, replacing them with ‘health’ language/definitions for evaluation/assessment
purposes.
The following quote gives us a little, if not confusing, insight into both of the previously
mentioned examples. The excerpt goes on to outline (using very moral language, I might
add) what the World Health Organisation posits may contribute to social determinants
and/or outcomes. Note terms in the following extract like ‘toxic, poor, unfair’ and even just
‘bad’, are used without qualification.
Social determinants of health are the economic and social conditions – and their distribution
among the population – that influence individual and group differences in health status. They
are risk factors found in one's living and working conditions (such as the distribution of
income, wealth, influence, and power), rather than individual factors (such as behavioural
risk factors or genetics) that influence the risk for a disease, or vulnerability to disease or
injury. According to some viewpoints, these distributions of social determinants are shaped
by public policies that reflect the influence of prevailing political ideologies of those
governing a jurisdiction.
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Mikkonen, Juha; Raphael, Dennis (2010) "Social Determinants of Health: The Canadian Facts"
(http://www.thecanadianfacts.org/The_Canadian_Facts.pdf cited 26 Feb 2016).

The World Health Organization says that:
“This unequal distribution of health-damaging experiences is not in any sense a ‘natural’
phenomenon but is the result of a toxic combination of poor social policies, unfair economic
arrangements [where the already well-off and healthy become even richer and the poor who
are already more likely to be ill become even poorer], and bad politics.”
World Health Organization , Commission on Social Determinants of Health (2008).

Now whilst these elements are separate from other risk factors such as genetics or
behavioural factors, they can and do influence and add to these risk factors, but can also
spread and/or enhance them. As we looked at in the previous juxtapose of North Korea and
the USA, ‘bad – toxic – poor’ political, policies and ideologies that create inequality, poverty,
powerlessness and deprivation can most certainly lead to mental and physical disease and
shorter life expectancies; these do not necessarily lead to drugs use. Yet it would appear if
we applied the same adjectives of ‘bad – toxic – poor’, to the social engineering policies of
the USA, one can see how they add to and enhance the engagement with both licit and illicit
drugs.

66th World Health Assembly addresses Social Determinants of Health
Given the growing recognition of its importance, action on social determinants of health
was again discussed at the 66th World Health Assembly (WHA66) held in May 2013 in
Geneva, Switzerland. The WHO Director-General, Dr Margaret Chan, reminded Member
States that: “factors that contribute to good health at low cost include [1] a commitment
to equity, [2] effective governance systems, and [3] context-specific programmes that
address the wider social and environmental determinants of health.”
66th World Health Assembly (WHA) May 20-28, 2013 , Summary of Opening Address by Dr M Chan

(emphasis added)
Let’s unpack these three recommendations:
[1] A commitment to equity: That’s a very good commitment to have. However, the first
action required is to establish a credible and workable definition of the term equity in this
socio-political space. Equity is a ‘standard laden’ word and refers to qualities such as
‘fairness, justice, impartiality’ and even ‘objectivity’. Of course in a criminal/legal context it
refers to the application of the dictates of conscience or the principles of natural justice to
the settlement of controversies.
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It becomes very evident that in public policy development all these key elements must
clearly be part of constructing this foundational premise for building on. What is important,
even inescapable to note, is that elements such as justice, objectivity, fairness and dictates
of conscience, must have an agreed upon benchmark from which to be measured and this
benchmark, regardless of the arbiters of it, will invariably have to determine that some
actions/activities/behaviours are ‘non-compliant’ with what is determined equitable. It is
these breaches that have to be managed and it is policy that must ensure those noncompliant positions are bought into compliance – how that is done is now the purview of
implementation practitioners. What is concerning for the purveyors of this compliance
creating process, is that antagonists and non-compliant people will rail against any measure
to produce compliance that breaches their personal sense of comfort as ‘coercive’ and as
such a ‘breach’ of their perceived human rights - More on this later.
For example, if we refer to the Constitution of the United States of America, ‘all humans
beings are created equal’, we must also note that this statement goes on to discuss the
context for that ‘equality’ in terms which our current post-modern relativist Western
Culture cannot work with. This values/moral laden supposition refers to a ‘Higher Power’
that created humanity in ‘Its’ image, but secular-humanist authorities do not subscribe to
that, and rightly so if this is (a) incorrect or (b) untrue. So then, it remains incumbent upon
policy makers to determine what makes people of worth and weight and it must be geared
to some standard and/or measurement – So, what makes us distinctly unique as humans
and what, if anything, determines inequality? Furthermore, what would contribute to or
detract from that equality? These are questions that must be answered, and answered more
than adequately, for this platform for justice to have substance.
[2] Effective governance systems:
If we haven’t established a sustainable and well ‘anchored’ platform for the criterion of
equality, it is difficult to build a policy framework on that. Governance systems are only as
good as the presuppositions and clear foundations they can work from. If definitions keep
changing at the whim of capricious ‘power brokers/policy makers’ or even an ever morphing
manufactured consensus, then what is ‘equity’? What benchmark or ‘plumbline’ does one
employ as the standard to which a policy or program is measured?
[3] Context-specific programmes that address the wider social and environmental
determinants of health.
Where do you begin with this statement of purpose? Context-specific no doubt refers to
the anthropology, culture, environment and the behaviours they produce in a particular
region or people group. Or does it refer only to the cultural perceptions/values of the
policy contriver? Are supra-cultural, philosophical and/or religious factors considered in
program development and deployment, or such world-view considerations, marked inferior
by the ones interpreting policy? (It is very important to note that Post-modern politically
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correct theory insists that no culture is inferior in the global market-place. Again, this is
another perspective that flies in the face of ‘evidence’.)
Does an anthropological elitism of the First World secularist declare on one hand ‘all
cultures and peoples to be equal’, yet then undermine that grand declaration with the denial
and often forced cessation of long held cultural beliefs that a people group may determine
as ‘best practice’ for them?
Now, it is not difficult to determine that say widow burning in Hinduism, or cannibalism in
Melanesian culture, or foot binding in Chinese culture, are worthy of cessation for a number
of health and well-being issues. However, what of other practices in the West that diminish
health and wellbeing, such as promiscuous sexual practices and drug use? Are they to be
addressed or just relabelled as personal choice and ‘managed’ despite their non-compliance
with best health practices?
This begs the following questions:





Who then, in this subjective space, gets to determine what best practice is socially
and morally in regard to positive health and social outcomes?
Does it all distil down to ‘health outcomes’ as the final arbiter of what is best
practice? If that is so, then what evaluation matrix is placed on a policy that
increases/enables drug use rather than decreasing or preventing it?
Does one have to also consider moral and/or ethical values and practices that are
efficacious in formulating a drug policy that reduces demand and fosters prevention?
Or do only proscriptions or prohibitions apply to cultural practices that are arbitrarily
deemed inferior by those formulating the policy?

Non-Communicable Diseases (NCDs) and cost effective interventions
The W.H.O. report of WHA66 went on to posit the following: ‘An investment of US$ 11
billion spent on cost-effective interventions against non-communicable diseases can prevent
over US$ 47 trillion-worth of future damage to the world’s economies by 2030. If
unaddressed, the NCD burden will in turn explode government budgets in the coming years,
and will have a ‘huge impact on sustainable development’. Doherty, W.J. (1995)
This Author in bewilderment asks: “Is no one paying attention to the detail of these
assertions/proclamations, or do they simply allow inappropriate spin to interpret these
according to situational ethics?”
We need to question



What does that $11 Billion dollar intervention look like?
Will the intervention address both NCD (Non-communicable Disease) and ‘Sociobehavioural’ Illness? If so, then how? (if ‘socio-behavioural illness’ is the predicate
for NCD then addressing NCD’s without addressing behavioural issues is pointless!)
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Will the intervention classify or categorise behaviours and if they are to be ignored,
modified or stopped? If the latter, then what criterion do they use to determine the
cessation of certain behaviours and how will they implement them? (No matter how
the recommendation is contrived, proscriptions and prohibition components will
invariably be part of the equation!)
What is the responsibility of government in this process?
What is the responsibility of the individual in this process; is it collaborative with
government, or do ‘autonomy’ and ‘privacy’ claims prohibit such cooperation for
change? How do governments a) determine that and, b) elicit compliance? Do they
apply education and/or Legislation? What definitions will be used and expectations
set? (Again, no matter the recommendation contrived, proscription and prohibition
components with invariably be part of the equation!)
By using the classification of ‘socio-behavioural Illness’; does the conduct of
individuals simply fall under the ‘health’ banner and if so does their conduct and the
subsequent outcome then become the responsibility of government only?
If the government takes responsibility for further legislation, what measures do they
implement to a) remove susceptibility and/or exposure to the detriment of
health/wellbeing and productivity or b) resource ‘irresponsible’ individuals (if such a
‘label’ is allowed to be applied) to continue not only to maintain their existing
lifestyle with a non-communicable disease, but increase its impact on their health
and its spread to other individuals?

Defining ‘Health’
The WHO Constitution states that health is a state of complete physical, mental and
social well-being and not merely the absence of disease or infirmity, and that the
enjoyment of the highest attainable standard of health is one of the fundamental
rights of every human being without distinction of race, religion, political belief,
economic or social condition. Further, it recognizes that the health of all peoples is
fundamental to the attainment of peace and security and is dependent upon the
fullest co-operation of individuals and States, and states that the Governments have
a responsibility for the health of their peoples which can be fulfilled only by the
provision of adequate health and social measures!
However, there is now evidence that the poorest in developing countries face a triple
burden of communicable disease, non-communicable disease and socio-behavioural
illness.
WHO (May 2013) [emphasis added]
It is vital to note here the latter category of socio-behavioural illness and the careful wording
of this title. In the First World culture’s emerged relativist framework there is the perpetual
endeavour to avoid traditional labels and particularly the avoidance of moral language, as
they may be construed as pejorative. Yet attempting to deny or deconstruct traditional
morality does not mean ‘immorality’ vanishes from the socio-cultural arena – it cannot
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because we will always continue to suffer the ‘illness’ that immoral behaviour produces.
Thus, it would appear, the necessary invent of this new category - ‘socio-behavioural illness’.

WHO Report on Social Determinants of Health and the Australian Context
A significant milestone in efforts to have Australia take contemporary action on social
determinants of health was achieved in March of 2013. With the Australian Government
having ignored the 2008 release of the World Health Organisation (WHO) report Closing the
gap in a generation: Health equity through action on the social determinants of health,
the Labor Party, the Liberal Party, and the Greens, through a Parliamentary Inquiry, agreed
in March 2013 that the WHO Commission on Social Determinants of Health report should be
ratified by the Australian Government as part of ameliorating the social causes of ill health.
A joint research publication of the Social Determinants of Health Alliance, the Australian
University and Monash University (Carey, G and Crammond, B 2014) makes the observation
that, despite the best efforts of those involved, little to no action had occurred since the
Parliamentary Inquiry agreement in March 2013 to give effect to the decision of the two
main political parties who at all times since Federation have either served as our elected
Government or primary Opposition.
The research found that participants were uniformly aware of the social determinants of
health evidence and were favourable in their assessment of its accuracy. Despite this
familiarity, participants believed that policies to equalise the distribution of the social
determinants of health were out of step with both the structural and discursive aspects of
the political process.
Structural limitations, such as departmental silos, work against large-scale social change and
create system-norms which favour the presentation of problems and policies in a way that
fits within departmental boundaries.
In summing up their research into this matter, Carey and Crammond (2014) found that
advocates and researchers should not shy away from adopting ‘normative positions’ or
engaging in more of an ideological debate. While objective ‘evidence-based’ approaches
have been favoured in recent years, participants argued that moral and ethical arguments
sit at the core of public policy. [emphasis added] To disengage with these is to disengage
with the issues around which political and policy arguments are fought and won.
So labelled ‘policy pragmatists’ who inadvertently contribute to much of the ‘silo’ culture in
public policy implementation, essentially have adopted a relativist posture and thus ethos
and rationale in addressing social determinant understandings.
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This of course becomes its own ideological framework and colours both the understanding
and implementation of issues. So policy makers believe they can, if not ignore, then negate
moral and ethical evidences/issues. In essence they look only to ‘outcomes’ and as such may
glance at operations to that end, but rarely if ever venture into the space of investigating
‘origins’ of socio-behavioural issues.
These so called pragmatists want to ‘build’ change but only want to focus on the ‘structure’
of operation and potential outcome without first focusing on building a solid foundation.
The relativist approach is like trying to build on thin air or at best, quick sand. When the
foundation is non-existent or the reference/anchor point is indefinable, you have little
chance of building holistic change – again this becomes another motivator to revert to silo
responses so people can feel ‘ok’ about doing ‘something’ to possibly affect change.

Who or what is driving the socio-political agenda – Who is at the wheel?
(Cultural language and the regressive removal of moral judgments and mores)
Anyone who works in or deals with the alcohol and other drug sector is often ‘assaulted’ by
the behavioural outcomes of the use and misuse of substances. The source of this
continuing and growing behavioural dysfunction is not the drug use itself (that’s now
labelled (ironically) non-communicable disease). No, the underlying assumptions, beliefs
and motivators that precipitate that dysfunction are what need to be addressed. These
‘origins’ are now no longer categorized ‘wrong’ or immoral or even unethical. As we have
read previously they are now labelled as a socio-behavioural illness. Time will not permit us
to unpack the continual attempt to avoid addressing the ‘elephant in the room’ when it
comes to identifying key contributing factors to social determinants as risk factors, but even
a cursory glance will scream for action on this issue.
Pulitzer Prize recipient, Ellen Goodman was lamenting this wanton departure from
reason decades ago when she wrote (see azquotes.com); “I rarely side with people
who want to put good and evil stickers on every piece of human behaviour…But there
are times…when I wonder where our adoption of ‘Shrink-ese’ as a second language,
the move from religious phrases of judgement to secular words of acceptance, hasn’t
also produced a moral lobotomy. In the reluctance, the aversion to being judgmental,
are we disabled from making any judgements at all?”
This closing question appears to be clearly answered with a firm; “No, we are not!”
Psychologist William Doherty (1995) recalls his thoughts in his article “Bridging
Psychotherapy and Moral Responsibility”:
“Like many others, I was trained to avoid “should”-ing my clients, to never inflict the
language of “ought” on them. I had been socialised into a therapy profession that by
the 1970’s had developed the firm conviction that “should” entraps people into living
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life for someone else. According to this school of thought, the only authentic life is
one based on heeding the dictates of “I want.”
Professor Orval Hobart Mowrer earned his doctorate degree from Johns Hopkins, and had
four years tenure as instructor at Yale; taught for eight years at the also prestigious Harvard
and in 1954 became president of the American Psychological Association. He also weighed
in on this emerging (now seemingly entrenched) paradigm, and to his detriment. When he
submitted the paper, “Sin, the Lesser of Two Evils,” to the American Psychologist in 1960, he
received scathing responses from many of his peers. However, Mowrer stood resolute on
this issue. The following is an excerpt from that submission.
(What is also worth noting is that Professor Mowrer considered himself an atheist and to
observers he was seen as ‘no friend of religion.’ What is also noteworthy and tragic is that
Mowrer committed suicide at age 75.)
“For several decades we psychologists have looked upon the whole matter of sin and
moral accountability as a great incubus and we have acclaimed our freedom from it
as epic making. But at length we have discovered to be free in this sense to have the
excuse of being sick rather than being sinful is to also court the danger of becoming
lost. In becoming amoral, ethically neutral and free we have cut the very roots of our
being, lost our deepest sense of selfhood and identity. And with neurotics themselves,
asking, "Who am I? What is my deepest destiny? And what does living really mean?
(He went on in the article to quote the lyrics from the psychiatric folk-song by Anna
Russell) ‘At three I had a feeling of ambivalence toward my brothers and so it
followed naturally I poisoned all my lovers – But now I’m happy I have learned the
lesson this has taught – that everything I do that’s wrong, is someone else’s fault!’"
(Mowrer, O 1960)
Orwellian commentary even weighed into the emerging cultural dilemma around morality,
sin, behaviour and the human psyche;
“For two hundred years we had sawed and sawed and sawed at the branch we were
sitting on. And in the end, much more suddenly than anyone had foreseen, our efforts
were rewarded, and down we came. But unfortunately there had been a little
mistake: The thing at the bottom was not a bed of roses after all; it was a cesspool
full of barbed wire…It appears that amputation of the soul isn’t just a simple surgical
job, like having your appendix out. The wound has a tendency to go septic.”
(Orwell, G 1940)

In referring again to the W.H.O. report (WHA 66: 2013), it goes on to inventory its
definitions/acknowledgements of ‘inequalities’ and has listed the following...
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Investment in social determinants and reduction of health inequities – to realize the
right of all people to have equal opportunities for health and to pursue lives that they
value – is a moral imperative that coincides with the commitments all countries have
made to health and human rights through international human rights treaties.”
So this policy directing document now unabashedly declares that it promotes, “… the right
of all people to have equal opportunities for health and to pursue lives that they value – is a
moral imperative…” The cognitive dissonance emerges with the emphatic usage here of the
context of ‘human rights’. This premise is now in direct conflict with the ethos of the
‘judgement/morality-neutral’ tenor needed in crafting what is a seemingly ideologically
driven social determinants health agenda.
It would be helpful for us to unpack the previous statement some more. Note the careful
wording about what is classified (at least in this setting) as moral imperative:



equal opportunity for health and
pursue lives they value.

There seems to be no problem in using prescriptive moral language in the ideological arena,
‘moral imperative’ and ‘human right’, but when it comes to the implementation of risk
reducing public health policy, the prescriptive language is avoided. This of course makes
sense if the ‘rights’ of the individual are geared to the ‘mood, urge, taste, flavour, preference
or symptom’ of the individual and not to objective and holistic societal and health benefiting
activities, choices and options.
However, in the attempt to avoid ‘prescriptive language’ about the application and
implementation of policy on ‘risk management’ or ‘health benefiting’ or ‘societal safety and
productivity’, we are confronted by an impasse. Right here we have conflict; and questions
have to be asked to help put boundaries, or at least discernible clarifications, on this moral
imperative and human right:



Who gets to determine the ‘risk factor’ boundary? and,
What ‘human right’ and ‘moral imperative’ will be invoked to justify that boundary?

Influence of the pro-drug and alcohol lobby groups on legal and ‘rights’
dialogue and the manipulation of law.
Of course, the pro-drug lobby have invoked the ‘rights’ of 1) Privacy, 2) Autonomy and 3)
Health care (with impunity I might add) in their push for ongoing and unabated drug use;
but what of the ‘rights’ of other human beings who will be potential socio-financial victims
of clearly health and productivity damaging behaviours?
The questions continue:
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What part does the government and individual then play in contributing to ‘equal
opportunity for health’?
What level of responsibility falls on the individual?

But to answer that, we must ‘unpack’ the second moral imperative in this statement.







What constitutes a life that they value? Who are they, the individual?
Is the fact that they value a certain way of living sufficient grounds for it to be
permitted/sanctioned/endorsed by government?
Does that then mean every personal taste, flavour, urge, sensation, goal, attitude or
preference, be protected by this category of moral imperative?
If those upholding ‘pursuit of personal value’ fail to collaborate with government in
setting terms of reference for risk to social determinants of health, who then is
responsible?
Lastly; once responsibility has been determined, who then is even able to
recommend or prescribe change if accountability processes are viewed as ‘coercive’?
(Pro-drug activists work tirelessly to remove any coercive prescriptions in their
pursuit of their moral imperative.)

Yet any ‘rights’ claims without a foundation in virtue, adrift from a sustainable others
focused morality, are nothing more than autocratic dictates as reflected in the remarks from
the following significant social commentators and academics:
“Even the most ‘rational’ approach to ethics is defenseless if there isn’t the will to do
what is right!”
Alexander Solzhenitsyn
“Errors do not cease to be errors simply because they’re ratified into law.”
E.A. Bucchianeri, ‘Brushstrokes of a Gadfly’
“We live in a culture in which a whole gamut of scape goats is ready at hand – our
genes, our chemistry, temporary hormonal imbalance, our inherited temper and
temperament, our parents failure during our early childhood, our upbringing, our
education, our social environment – together these constitute an infallible alibi!”
Dr John R.W. Stott
"It is not freedom by itself that gives dignity, since freedom can be used to demean ...
Freedom and the intent to choose the good constitutes that which bestows dignity.”
Martin Robinson (2001)
If we consider the ways in which governments are planning to implement recommendations
of the W.H.O. based on validated research, with the growing universal availability and social
engagement with alcohol and illicit drug use, there will always be resistance by some to
changing the status quo. In order to introduce new laws to restrict or prohibit the
distribution of alcohol and mind-altering and medically unapproved substances, in
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democratic societies there is a need to convince people with influence and the population in
general with well-constructed arguments based on moral, social and economic principles.
In his discussion paper on “Law and Morality” Cormac Burke (a Professor of Modern
Languages and Doctor in Canon Law, as well as a civil lawyer and member of the Irish Bar)
points out that the problem facing governments in creating and implementing such laws is
that in the modern world, morality and law are almost universally held to be unrelated
fields. Where the term "legal ethics" is used, it is taken to refer to the professional honesty
of lawyers or judges, but has nothing to do with the possible "rightness" or "wrongness" of
particular laws themselves. Consequently, governments creating new legislation and
government bodies involved in implementing such laws can be criticised for creating and
implementing “unethical” policies without moral foundation by those with vested interests
in maintaining or liberalising the freedom with which the population acquire and consume
increasing quantities of alcohol and illicit drugs! (Burke, 2011)
This is a consequence of the loss of the sense of any "truth" about man, and of the
banishment of the idea of the “natural law”. It undermines any sense of true human rights,
leaves the individual defenceless against unjust laws, and opens the way to different forms
of totalitarianism. This should be easy enough to see for a person open to the truth; but
many people's minds have set into superficial ways of thinking, and they will not react
unless they have been led on, step by step, to deeper reflection and awareness.
Burke (2011) explains our only alternative to adopting the modernistic, individualistic and
relativistic approach of “legal positivism” is to acknowledge the foundations of our laws
being based on universal human principles intrinsic to “natural law”:
“The only true alternative to positivism is the view that the authority of the law derives
from what man is; and that man can find within himself a measure of the rightness or
wrongness of the law.
This view of the law goes back to the most ancient times; it has been the common
wisdom of the ages. Among the Romans, Cicero taught: "The rule of law is to be drawn
from the inner nature of man." (Cicero: De legibus)
And so St. Thomas Aquinas (in Summa Theologica): "Every humanly conceived law has
the true character of law insofar as it is derived from the law of nature. If in some
respect it diverges from the natural law, it is no longer a law but a corruption of the
law"
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Perspectives on AOD, social ‘morality’ and risk taking behaviours.
Byron Johnson a recognised pioneer in the field of research on religious behaviours and the
incidence of various forms of crime explores the links with drug and alcohol abuse in his
book entitled ‘More God, Less Crime’. In his book, he reports on an extensive literature
review of more than 270 published research papers into religiosity (i.e. adherence to
religious practices) and crime. Overall, he found an overwhelming amount of evidence (90%
of these studies) showed a beneficial relationship between religious activities/commitment
and reduction in crime. Only 9% showed mixed results and a mere 1% indicated an adverse
influence of religiosity on criminal activity.
More specifically, when reviewing 97 studies on alcohol abuse and religious
commitment/practices, 85 studies showed a statistically significant inverse relationship
between religiosity and alcohol related offences and 10 were inconclusive, with only 2
showing an adverse result.
Similarly, in 54 studies of illegal drug use or drug abuse and religiousness, the conclusion of
50 studies found increased religiousness was linked to lower levels of drug use or abuse.
Why, you might ask, with such mounting empirical evidence of the positive link between
religiousness and crime reduction (in our focus, illicit drug use and misuse of alcohol) , has
there been so little acknowledgment of this growing mass of evidence? In summing up,
Johnson responds to this issue with the following observations:
“Two possible influences emerge as reasonable explanations. First, scholars have not
done a very good job of communicating these realities to the public at large. Second,
persistent stereotypes, anecdotes and sweeping generalisations of religion as bad
seem to be much more newsworthy than do empirical studies which are not readily
accessible to the public. …. The book More God, Less Crime may be a much needed
corrective to these two shortcomings.” (Johnson B.R. 2011, p81)
Of course, the aforementioned data is not utterly new in its revelations; Stark and
Bainbridge (1997), on undertaking an analysis of data on over 9,000 people in the United
States who had been “picked up by police” between 1973 and 1984, showed that arrest is
four times as common among those who do not attend church as among those who attend
every week. This and other police and prison data they reviewed confirms that being
regularly exposed to a moral framework of the (in this instance) Christian religion really can
deter crime.
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Furthermore, their research analysis of data from 1988 to 1991 showed that in the United
States, church attendance had a relatively robust, negative effect of drinking among both
liberal and conservative Protestants, but no effect among Catholics. In Canada and the
United States, church attendance of Protestants had a far greater effect on abstaining from
drinking alcohol among conservative Protestants (US 47%, Canada 28%) than among liberal
Protestants (US 28%, Canada 17%).
Looking more closely at youth delinquency data (which may reflect on inappropriate risk
taking behaviours, including illicit drug use), Stark and Bainbridge (pp 67 – 99) also found in
their research that communities with a higher percentage of church attendance had
significantly lower rates of delinquency (for example Provo, Utah with 96.6% of population
attending religious activities regularly in 1971 had a negative correlation factor for
incidences of delinquency of -0.46; whereas in the same year, Seattle with a US low score of
28% attending churches had a negative correlation of only -0.13 in relation to juvenile
delinquency, which is not statistically significant).
The researchers suggest the data shows the proportion of a given city’s population
participating in religious activity and sharing of a common moral set of values can have an
impact on the rates of reported delinquency - that is socially unacceptable deviant
behaviour. They also hypothesise that there may be a critical percentage of the population
engaged in and showing commitment to religious activities and religious moral values below
which this effect is minimal or not evidenced in the behaviour of youth.
Shame is moral language, it in fact can denote the heart state of one who has realised they
have acted in a manner that has breached a good standard, it can be evidence of a psyche
concerned, not for self or ego, but the good of the neighbour. If behaviour change
producing shame vanishes from within, then we are left with few options for behaviour
change, with the exception of external coercion – the very thing libertarians want to
remove.
If we are approaching our laws on relativistic and individualistic principles of legal
positivism, then guilt will only be viewed as an external motivator that may try to compel
some ethical conformity, but if the 'law' is changed or removed, does any notion of guilt
vanish too?
No imagination is needed to see where a moral-less and ‘shame free’ culture will lead.
Viktor Frankl (1946) ‘Father’ of Logotherapy, got it right when he declared the key values for
a moral society: These were;
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Turn suffering into a human achievement and accomplishment
Derive from guilt [shame] the opportunity to change oneself for the better
Derive from life’s transitory an incentive to take responsible action.

Psychologist Dr Larry Crabb (2007) stated it very well when he said … “Deep change requires
that we correct problems arising from our responsibility to choose, not those resulting from
our vulnerability to be disappointed.”
When you disconnect shame, guilt, innocence, right and wrong from a pure, ‘righteous’
and/or objective context, then all these states can be used to abuse in both directions. The
recalcitrant and careless 'wrong doer' or to use the new genre socio-behaviourally ill,
carries on in behaviour and decries any challenge as 'shame' based and 'esteem damaging'.
On the other pole, the human being who glimpses a higher standard, and cares for their
neighbours is grieved by their actions, and shame leads to positive change.
“Among the more moderate social conservatives is Alasdair MacIntyre. MacIntyre
sees the institutions to which the Enlightenment gave birth crumbling. The modern
world, obsessed with liberty, has slain virtue, leaving us morally bereft, in a world of
darkness. With modernity, MacIntyre argues, came an impulse to liberate the
individual from ‘external morality’ and to replace it with an inner moral voice. “Each
moral agent now spoke unconstrained by the externalities of divine law, natural
teleology or hierarchical authority; but why should anyone else now listen to him?”
We try to give our opinions moral weight by asserting rights claims, but, as MacIntyre
writes, “The truth is plain: there are no such rights, and belief in them is one with
belief in witches and in unicorns.” As a result, he concludes “The barbarians are not
waiting beyond the frontiers; they have already been governing us for quite some
time.” Amitai Etzioni (1998)
“So the final conclusion would surely be that whereas other civilizations have been
brought down by attacks of barbarians from without, ours has the unique
distinction of training its own destroyers at its own educational institutions, and
then providing them with facilities for propagating their destructive ideology far
and wide, all at the public expense. Thus did Western Man decide to abolish himself,
creating his own boredom out of his own affluence, his own vulnerability out of his
own strength, his own impotence out of his own erotomania, himself blowing the
trumpet that brought the walls of his own city tumbling down, and having
convinced himself that he was too numerous, laboured with pill and scalpel and
syringe to make himself fewer. Until at last, having educated himself into imbecility,
and polluted and drugged himself into stupefaction, he keeled over--a weary,
battered old brontosaurus--and became extinct.” Malcolm M et al (1985)
‘Man’s potential to do good or bad, be swine or saint, are dependent on decisions, not
conditions.’ Viktor Frankl (1946, p 156)
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International Drug Policy – Collective Values and Reducing Demand!
If Frankl, Muggeridge and the many other authorities are correct, then social determinant
evaluation and solutions, at least in relation to drug policy, need to be seriously broadened
and, as we have only touched on, cannot ignore traditional values, morality and sustainable
spirituality (or if you’d prefer, ‘Positive Psychology’) if positive change is going to be realized
as further acknowledged in the following.
Again, from the evidence presenting and the limitation of current processes, these authors
contend that there is a need for a wider catchment for factors in social determinants. It is
important to look beyond, and we would posit, through some of the policy frameworks that
may inadvertently foster the ‘siloing’ of both policy and practice. This not only impedes a
potential seamless efficacy of government policies that embrace social determinants, but
also may limit our more complete understanding of social determinants contributors.
The Australian Institute of Health and Welfare - Australia's Health 2016 Report refers to the
following complexities of taking a ‘whole of government’ approach:
In 2008, the WHO Commission on Social Determinants of Health made
recommendations on what is required to close the health gap through action on
social determinants (CSDH 2008). WHO suggested that countries adopt a ‘whole-of
government’ approach to address the social determinants of health, with policies and
interventions from all sectors and levels of society—for example, transport and
housing policies at the local level; environmental, educational, and social policies at
the national level; and financial, trade, and agricultural policies at the global level.
(WHO 2011)
This same report goes on to ask some important questions about some of the potential
limitations of scope and focus of analysis in the social determinants investigation. On page
138 of the same report we have the following;
What is missing from the picture?
Social determinants of health act through complex and multi directional pathways.
Research is focusing on better understanding the causal links between social
determinants and health outcomes, and on which policies might lead to better health
outcomes. Across all key determinants, evaluation of programs and interventions to
identify successes in reducing inequalities is important.
Data availability and analytical constraints limit the monitoring of social
determinants and the evidence needed for policy development. The extension of
reporting to include variables such as ethnicity, culture and language, social support
and the residential environment would provide a more robust picture of
socioeconomic position. There is also scope for linking health and welfare data to
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provide a broader and more comprehensive understanding of the effects of social
determinants.
Additional longitudinal data would also enable improved monitoring of gaps and
gradients in health inequalities.
As this paper has either directly stated or eluded to, it is very much in agreement with some
of the target issues in the previous quote; to really understand and get better purchase on
factors of social determinants, one must again, look through and beyond into the
Anthropological and Affective Domains, not merely one dimensional sociological influences.
Harvesting and analysis of Anthropological data is vital in constructing a better
understanding of what ‘ingredients’ contribute to social determinants – yes culture,
ethnicity and language are vital, but not as vital as the informing agencies behind them.
Culture is a multi-faceted construct that includes belief systems, values, and supra-cultural
elements that underpin said systems, values and the behaviours that these can produce –
both ‘good’ and ‘bad’ – from a health and well-being perspective.
The misunderstanding/underrating, or worse, dismissing and omitting of some of the
beneficial anthropological elements, will only add to the policy siloing, but also impede that
seamless efficacy that is sought to bring positive change.
For example in the following you will begin to see some attempts to engage with the spaces
we have just referred to. A current international research project exploring the variations in
the concepts of addiction and change in concepts of addiction over time, in particular in the
field of alcohol and other drug (AOD) use, draws on insights gained from in-depth interviews
with policy makers, service providers and advocates in Australia and British Columbia. The
research compares the different AOD addiction concepts articulated by professionals
working in each setting and shows and clearly reveals the quandary that emerges, precisely,
we would argue, because we haven’t looked beyond and through the limited categories of
social determinants:
“marked dissonance between perceptions of the true complexity and variability of
experiences labelled addiction, and the strategic indispensability of the term and its
stabilising tendencies. Whether addiction itself exists as a meaningful independent
entity, whether it should be seen as a disease, what this term means and what to do
with its stigmatising effects.
It is difficult to escape the conclusion that among those at work in our governments
and AOD services there is little faith in addiction as a unitary coherent phenomenon
that can be readily addressed by dedicated narrowly conceived responses, yet this
idea continues to be promulgated because strategic alternatives are absent. From
where might these alternatives emerge?” [emphasis added]
Suzanne Fraser, National Drug Research Institute, Curtin University (2016)
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One alternative identified by Latour (2004, 2013) in general terms proposes that we
reformulate our world, and our view of it, as a ‘multiverse of habits’. The application of this
concept could result in remaking existing policy (and its expression in services) in new more
flexible, more effective and less essentialising ways.
Latour proposes that we think in terms of the fluctuations and stabilisations of habit, rather
than the irreversible rigidity of essence of addiction as a disease, genetic or neurological
disorder. Rather, we should be asking what happens when we create addiction as a stable
problem – when we take part in ‘addicting’ our world (Fraser et al., 2014)
Fraser’s recent interviews of professionals and support personnel in the AOD field suggest
that treating addiction as a matter of concern existing within a ‘multiverse of habits’ means
recalibrating our understanding of individual experience. Conventionally divided domains
and social determinants such as cultural history and politics of colonisation of a country,
family trauma, poverty and socioeconomic status of individuals need to be viewed in an
integrated way. Perhaps more challengingly, adopting the concept of a multiverse of habits
means understanding addiction as fundamentally influenced by multiple factors which are
unbounded, and as such, are not narrowly or exclusively negative (Pienaar et al., 2015).
*********************

The Recipe that is you - What really forms our attitudes/behaviours?
Making a really good cake is an art, but one that can be perfected if the ‘rules’ are followed.
Those ‘rules’ in the culinary world are called ‘recipes’.
When a recipe is followed well and all ingredients, measures and timing are followed, the
cake turns out as it should. Sure, you can vary it a little for slightly different outcomes, but if
too much variation is introduced, the outcomes are interesting and mostly disastrous. Some
cakes may look shocking and taste OK, or just the opposite they look great but…?
Researchers are now starting to realise this reality also applies to the very complex biochemical unit we call the Human Being. We were designed with amazing blue print
components, however also with the capacity to imprint and shape those components.
Incredibly, the initial and substantial management of that shaping process has been given to
the ones bringing the new human being into the world.
Almost all behavioural issues can be distilled down to the complex, but clearly evident
influence of developmental environment of every human being. The ‘nature and nurture’
debate is over – the evidence is in, we are not just a lump of clay totally moulded and
shaped by our external environment, nor are we an utterly predetermined, blue-print
dictated, biological machine – we are a complex recipe that includes elements, essences and
measures of both. However, the ongoing discovery of the interplay between the two
continues to surprise!
‘Research in the last few years has dramatically changed what we know about how
behaviours are inherited. Today‘s findings show how our genes and environment
Page 25

Social Determinants and Substance Use
January 1, 2017

work together to influence brain development throughout a lifetime.’
Flora Vaccarino, MD, from Yale University (2011)
The latest data emerging reveals how incredibly sensitive and interactive genetic expression
and environments are in all major development phases and environments;
• In-utero environments
• The first four years of life (and the most important phase of brain development)
• The pubescent brain development (which is the second most important phase of
maturation and development)
• Parental behaviour, instruction and conduct – or lack/absence thereof.
• Family constellation, parental interaction, values, behaviours, world view and the list
goes on.
Whilst it has been known that genetic data, especially faulty or mutated information, can
impact on physical, psychological and emotional development, what has only recently been
discovered is that it is the epigenetics that is the key influencer on how genes express
themselves. The epi (outer or other than) coating of DNA has as much, if not more
information contained in it than the gene, but its role lies in impacting how that genetic
information is released/expressed. This process/medium in the epigenetic is the space that
both behaviours and environs can have significant impact.
It is beyond questions that alcohol and other drug taking at all the above mentioned
developmental stages determinately impact the development of us humans, but so will
moral/ethical choices, conducts, behaviours and the values or lack thereof that underpin
those. This is especially true when they’re repeated and re-enforced by and in the
environment, i.e. relationships, conduct, instructions and patterns etcetera, all these will
also influence gene expression.
Neuroscientist, Sebastian Sueng further expounds these ideas in acknowledging that the
developments in neuroscience research and plasticity of the complex human brain are now
leading to hypothesising that new thoughts, external stimulus and neural activity can
change the functioning and behaviours of an individual. The evidence is suggesting we have
the potential to reconstruct our brains and thinking patterns is expressed in a TED talk
entitled “You are your connectome” given by neuroscientist Sebastian Seung (2010)
Seung explains how neuroscience is now exploring the concept that we are an expression of
our “connectome” represented by the billions of electrical connections between our genes
and neural synapses. Consequently external stimulus or new thoughts may well influence
these structures and change or modify our connectome and consequently the way we
express ourselves and our behaviours.
Fraser (2016) illustrates how this neuroscientific research would also suggest that any
approach to addiction that simplifies the relationship between brain structure and
behaviours too far, such as narrow brain disease models of addiction, are obviously flawed.
Participants in the international research indicated the depth and breadth of their rejection
of narrow accounts of addiction, and the strength of their inclination to see addiction as
caused by, and most effectively confronted through, a combination of many different
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elements. These AOD addiction professionals generated many, many ‘differences’ of
addiction. They saw it as an effect of many different forces and objects, manifest in many
different ways, producing many different experiences, and in need of many different
responses.
An Australian participant in Fraser’s research on addiction captured this perspective in this
salient comment on responding to people’s needs:
“ For me, once we start using terminology like that we start looking at that
manifestation of the problem, as in addiction, rather than the broad range of things
either that have led the person there, which you may not have much control over now,
or how the various ways that’s been manifested. . . I think in many . . . of the people we
see there’s other issues….there is a range of things. So therefore, to go ‘this person’s an
addict or got an addiction’, my concern is [first that]. ..we’re not quite clear that
addictions exist in that sense. But my concern about naming and framing something like
that is that some of the other stuff then seems to drop away from our consciousness, in
terms of how we respond to the person.” (Fraser 2016)
In 2016 the United Nations convened its scheduled review of drug policy and the longstanding conventions around the three pillared program of Supply, Demand and Harm
Reduction. However, in the relatively short time between this and its last review much of
what we have written about in this paper in regard to the decline or redefining of the so
called, traditional morality/ethics/values and their impact on social determinants has
escalated.
The recommendations outlined in the declaration from the 2016 WHO Convention on
Narcotic Drugs (See Appendix B also included in following paragraphs) is using language that
seems to convey a ‘conservative’ care to keep communities, families, and particularly
children ‘out of harms way’, but do the sentiments or even recommendations have
sustainable and implementable capacity in policy?
What also has to be considered in the wording of recommendations and even legislation is;
does the policy language permit, or even invite, an interpretive ‘narrative’ that enables a
subjective implementation that reduces the potential impact of the policy on drug use
prevention, or worse, does it allow for recalibration of the intent of the policy which will
drive drug policy into a more permissive and, in reality, demand enhancing agenda for the
next 10 years?
Only clear and unambiguous policy frameworks, along with the same policy interpretation
drivers that unequivocally found and bolster Demand Reduction and Prevention – along
with drug exiting Recovery – will see the health, community and familial outcomes that drug
use reducing societies can achieve.
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Once the framework is clear and in place, what remains is for all parties from the United
Nations, W.H.O. and media, down to the local government, schools, communities and
parent/guardians to embrace, promote and promulgate the best practice Demand
Reduction and Prevention attitudes, behaviours and practices in their sphere of influence.
One Focus – One Message – One Voice to reduce demand, promote drug use exiting
recovery and create proactive preventative environments for the emerging generation.
The following excerpt from a United Nations Memorandum that came out in the 2016 UN
General Assembly Special Session (UNGASS) into world drug problem displays language that
affirms much of what has been posited here as best practice. However, again, we must look
closely at not only the wording, but how it may lend itself to interpretation and by whom?
As you read the following excerpt ask the questions of the wording that this paper’s ‘matrix’
has sought, and see if it permits a ‘buying’ into a tacit promotion of sustained drug use or
clear working toward the denial/diminishing of uptake and drug use exiting
strategies/ideologies?
“We reaffirm our commitment to the goals and objectives of the three international
drug control conventions, including concern with the health and welfare of
humankind as well as the individual and public health-related, social and safety
problems resulting from the abuse of narcotic drugs and psychotropic substances in
particular among children and young people, and drug-related crime. We reaffirm
our determination to prevent and treat the abuse of such substances and to prevent
and counter their illicit cultivation, production, manufacturing and trafficking;
We recognize that, while tangible progress has been achieved in some fields, the
world drug problem continues to present challenges to the health, safety and wellbeing of all humanity, and we resolve to reinforce our national and international
efforts and further increase international cooperation to face those challenges;
We reaffirm our determination to tackle the world drug problem and to actively
promote a society free of drug abuse in order to help ensure that all people can live in
health, dignity and peace, with security and prosperity and reaffirm our
determination to address public health, safety and social problems resulting from
drug abuse; (page 2)
We welcome the 2030 UN Agenda for Sustainable Development, and we note that
efforts to achieve the Sustainable Development Goals and to effectively address the
world drug problem are complementary and mutually reinforcing; We recognize, as
part of a comprehensive, integrated and balanced approach to addressing and
countering the world drug problem, that appropriate emphasis should be placed on
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individuals, families, communities and society as a whole, with a view to promoting
and protecting the health, safety and well-being of all humanity; (page 3)
We reaffirm the need to address the key causes and consequences of the world drug
problem, including those in the health, social, human rights, economic, justice, public
security and law enforcement fields, in line with the principle of common and shared
responsibility, and recognize the value of comprehensive and balanced policy
interventions, including those in the field of promotion of sustainable and viable
livelihoods; “(page 4)
UN Economic and Social Council, Commission on Narcotics & Drugs, 59th Session (2016)

Shane W. Varcoe
Derek Steenholdt
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APPENDIX A
A Conceptual Framework For Action On The Social Determinants Of Health,
Source: Solar, O & Irwin,A WHO, Geneva, 2010.

Appendix B
Extracts from the UN Commission on Narcotic Drugs Fifty-ninth session Vienna, 14-22
March 2016 Agenda item 9* Preparations for the special session of the General
Assembly on the world drug problem to be held in 2016

We reaffirm our commitment to the goals and objectives of the three international drug
control conventions, including concern with the health and welfare of humankind as well as
the individual and public health-related, social and safety problems resulting from the abuse
of narcotic drugs and psychotropic substances in particular among children and young
people, and drug-related crime. We reaffirm our determination to prevent and treat the
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abuse of such substances and to prevent and counter their illicit cultivation, production,
manufacturing and trafficking;
We recognize that, while tangible progress has been achieved in some fields, the world drug
problem continues to present challenges to the health, safety and well-being of all humanity,
and we resolve to reinforce our national and international efforts and further increase
international cooperation to face those challenges;
We reaffirm our determination to tackle the world drug problem and to actively promote a
society free of drug abuse in order to help ensure that all people can live in health, dignity
and peace, with security and prosperity and reaffirm our determination to address public
health, safety and social problems resulting from drug abuse; (page 2)
We welcome the 2030 UN Agenda for Sustainable Development, and we note that efforts to
achieve the Sustainable Development Goals and to effectively address the world drug
problem are complementary and mutually reinforcing; We recognize, as part of a
comprehensive, integrated and balanced approach to addressing and countering the world
drug problem, that appropriate emphasis should be placed on individuals, families,
communities and society as a whole, with a view to promoting and protecting the health,
safety and well-being of all humanity; (page 3)
We reaffirm the need to address the key causes and consequences of the world drug
problem, including those in the health, social, human rights, economic, justice, public
security and law enforcement fields, in line with the principle of common and shared
responsibility, and recognize the value of comprehensive and balanced policy interventions,
including those in the field of promotion of sustainable and viable livelihoods; (page 4)
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