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INTRODUCTION

Alcohol and drug abuse among the youth are public 
health concern and family challenges in Rwanda.1 

According to recent study conducted by the ministry of  
youth in collaboration with the university of  Rwanda, 
demonstrated that more than half  (52.4%) of  the 
participants reported that they had used one or more 
substances at least once in their life time and concluded 
that tobacco, alcohol, marijuana and other substance use 
are realities in the daily lives of  youth in Rwanda.2 Drug is 
any substance in the form of  food, drink, capsule, smoke, 
injection, or smell which is taken through mouth, nose, 
or skin, and affects the biochemical system of  the body, 
especially the cerebrospinal nervous system.3 Motivation 

of  using drugs among the youth varies and depends 
on individuals. Some of  them use drugs to feel good, 
to feel better, to do better and others just to explore.4 
Also abuse, addiction and drug-related crime are major 
and still arising phenomenon in Rwanda,5 which might 
be due to the fact that illicit drugs such as cannabis and 
local liquors are accessed from neighboring countries. 
The aforementioned issues underline the importance of  
health promotion.

NEED FOR HEALTH PROMOTION

There are five main reasons for a particular health 
promotion focus on young people.
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PATTERNS OF INITIATION, CONTINUED USE INTO 
ADULT

Adolescence is a high-risk period for development of  both 
depressive and substance use disorders. These two disorders 
frequently co-occur in adolescents and are associated with 
significant morbidity and mortality.6,7 Rwandan adolescents 
are at heightened risk for the development of  both 
depressive and substance-related disorder as they experience 
a range of  potentially traumatic and other adverse events 
that increase their risk for alcohol and substance use 
problem.7 Studies focusing on the developmental onset 
of  substance-use have shown that alcohol and drug use 
before the age of  14 years is associated with a plethora of  
short- and long-term negative consequences.8 In addition, 
in this cohort, the period of  major risk for initiation to 
cigarettes, alcohol, and marijuana, is completed for the 
most part by age 20, and to illicit drugs other than cocaine 
by age 21. Those who have not experimented with any of  
these substances by that age are unlikely to do so thereafter.9

Prevalence of  regular smoking rises from 1% at age 
11 years to 24% at 15 years, and over 90% of  adult smokers 
began smoking as teenagers; similarly, few people start 
experimenting with alcohol and drugs after their teenage 
years.10 Early-maturing adolescents have been shown to 
initiate smoking and drinking earlier and to be more likely to 
experiment with other illegal substances than later-maturing 
adolescents.8 The evidence challenges earlier notions that 
adolescents moving into adulthood “grow out of ” health 
risk behaviors and mental health problems.10

IMMEDIATE EFFECTS OF ADOLESCENT HEALTH 
BEHAVIORS

Drug abuse among the youth have a direct effect on immediate 
as well as long term health outcomes and quality of  life to 
include health (e.g brain dysfunction, NCDs such as cancers) 
and non-health consequences (e.g unemployment family 
dysfunction).3,11,12 Current major health outcome of  youth 
using drugs is brain and cognitive dysfunction.11-13 Using data 
from the longitudinal Brain and Alcohol Research in College 
Students (BARCS) study, Meda et al, found that young adults 
who engage in heavy drinking display greater volume loss 
in regions such as the frontal cortex and hippocampus.14 In 
addition, greater gray matter decline in heavy users occurred 
largely in regions responsible for emotion, memory, mental 
flexibility, and decision making, all of  which might have a 
direct impact on student college success.12 With regard to 
alcohol use disorders and effect of  family, studies showed 
reduction of  GMV in this medial temporal region for both 
individuals with alcohol dependence and those with family 
history of  alcohol dependence15 with impact on cognitive 

functions particularly attention, working memory, and Visio 
spatial performance in adolescents after initiating alcohol us.11 
This may be due to increased activation to drug cues in medial 
frontal/ACC that underlie attention and motivation.16,17

Other studies suggested that heavy alcohol intoxication 
affect function of  neurons particularly alcohol might trigger 
microglia activation, oxidative stress, and pro-inflammatory 
changes which in turn leads to neurotoxic degeneration 
and/or prevents genesis of  neurons and glia and gray and 
white matter changes was observed.18,19 Cannabis often 
used by youth can lead to long-term cognitive deficits 
particularly attention and memory.20 Some clinical work has 
linked adolescent THC use to reduced IQ, increased risk 
for psychosis, and impaired working memory.21,22 However, 
other scholars showed that exposure to marijuana causes 
long-term deficit in executive function.20

WORRYING COST AND TRENDS IN SUBSTANCE 
USE DISORDERS (SUDS)

The 1994 genocide against Tutsi, have placed a great 
strain on both survivors and former prisoners accused for 
participation in the Rwandan genocide and their families. 
Research on effect of  genocide on trauma, mental health and 
psychosocial conditions demonstrated high rates of  mental 
health and psychosocial problems due to the inconceivable, 
dehumanized brutality that the majority of  them had been 
exposed or witness to.23 Family factors that are considered as 
protective factors, entire family systems as well as the general 
social fabric that formerly provided support were destroyed 
due to losses of  family members and growing mistrust and 
fear following the genocide.23 Thus, Young people in Rwanda 
are the most at risk of  drug abuse not only because as they 
are in a period of  life when patterns of  behavior are being 
formed but also mental health associated with lack of  parents 
and are most likely to be influenced by family and peers who 
may be involved in the use of  drugs.

According to Aimé Bosenibamwe, Director General of  Rwanda 
National Rehabilitation Services (NRS) noted that beside the 
amount spend on activities related to prevention, rehabilitation 
and reintegration, the government is spending Rwf  80 million 
on rehabilitation per month at Iwawa Rehabilitations Center 
while Rwf  70 million is spent on Gitagata Rehabilitation 
Center, besides money spent in districts’ rehabilitation centers 
and money spent on medical care and feeding as a big number 
of  these drug abuser are infected with sexually transmitted 
diseases to include HIV/AIDS and also suffer Tuberculosis.24

Most Rwandan families are already painfully aware and 
affected by the cost of  substance misuse problems. The aim 
of  this study is not to show that drug abuse and addiction 
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cause immensely expensive and socially devastating harms 
and costs that should be used in our development. Rather, the 
major message from this study is that science now provides 
a public health oriented approach to translate the available 
science into effective, practical, and sustainable policies 
and practices to prevent onset substance use, identify and 
intervene early with emerging cases of  substance abuse and 
effectively treaty serious substance use disorders.25

DEVELOPMENTAL ISSUES

Adolescence has three important stages including early 
adolescence, mid-adolescence, and late adolescence. During 
each period, an adolescent develops psychologically, socially 
and implicate for health promotion (Table1). The transition 
from childhood to adolescence is characterized by important 
biological, cognitive, emotional and social changes with distinct 
needs in terms of  delivery of  health promotion messages.8 
This period is heavily marked by the onset of  and progression 
through puberty, greater autonomy and less self-regulation, and 
changes in parental and peer relationships. In early adolescence, 
concrete thinking predominates, with young people generally 
able to understand only linear “concrete” relations between 
cause and effect. In this very literal context, messages that 
smoking causes lung cancer can be rejected as irrelevant; as 
they know that their parents who smoke for long time do not 
have lung cancer.10

Health promotion messages should begin in early 
adolescence, as studies focusing on the developmental 
onset of  substance-use have shown that alcohol and drug 
use before the age of  14 years is associated with a plethora 
of  short- and long-term negative consequences.8

CLUSTERING OF HEALTH RISK

Health risk behaviors cluster in adolescence, meaning that 
those who are involved in drugs are also more likely to 
engage in risk sexual behavior, teen pregnancy, academic 
failure and school dropout, higher risk for assault, suicide, 
alcohol poisoning, behavioral and mental-health problems, 

with all alcohol-use and its consequences accounting for 
almost 4% of  the global burden of  health.26

SETTINGS FOR HEALTH PROMOTION

When adolescents become socially disconnected from family, 
school, community they may seek comfort and a sense 
of  security through drug use, and find support and ready 
acceptance from other peer’s users of  drugs. In Rwanda, 
government need to emphasize on structural issues that 
exacerbate this problem, such as poor housing, low income, 
unemployment, poor education and domestic violence. In 
addition, they are other youth who are at great risk of  becoming 
excluded and marginalized due to their behaviors. Promoting 
health to community as a whole (for example, policy on zero 
tolerance on underage drinking) is more effective than simply 
urging adolescents to behave healthy. O’Donnell suggested five 
domains of  health promotion: (i) Physical (Fitness, nutrition, 
medical self-care, control of  substance misuse), (ii) motional 
(Care for emotional crisis, stress management), (iii) social 
(communities, families, friends), (iv) intellectual (Education, 
achievement, career development and (v) spiritual (Love, hope, 
charity).27 Toumbourou et al, reviewed 178 research articles and 
suggested that effective health promotion strategies include 
health promotion schools, social marketing, peer intervention, 
parent support, and community strengthening,28 Using these 
approaches to address youth with substance abuse in Rwanda 
and associated harms is of  paramount importance.29

Strategies include health promoting schools, this includes 
school based drug prevention. the strategy contains different 
methods including focusing on well-being and cultures that 
promote resilience, enabling sustained life skills development, 
integration of  broader curriculum, De-emphasizing of  the 
use of  outside presenters, and Development of  school-based 
health and welfare support services.29 The second strategy is 
social marketing. It is based on building careful research and 
focus group testing, targeting specific age groups and drug use 
patterns, closely integrating with other prevention elements, 
providing non-media information through community 
involvement, setting clear and realistic goals for broad and 

Table 1: Implications of adolescent development for health promotion in adolescence
Psychological development Social development Implications for health promotion

Early adolescence Concrete thinking but grasp of 
moral concepts; assessment 
and adjustment of body image

Realising difference from 
parents; start of strong peer 
group; start of health risk 
behaviors

Start health promotion messages, using 
concrete motivators; focus on “here and now”; 
use peer educators or role models; current 
physical health can be important motivator

Mid-adolescence Abstract thinking develops, 
mainly in relation to others
(self is “bullet proof”)

Increasing autonomy (away 
from parents)

Target health promotion messages as for early 
adolescence; specifically address issues of risk 
to self as well as others.

Late adolescence Complex abstract thought and 
further development of identity 
and body image

Social autonomy; splitting of 
peer group into smaller groups 
and couples

Health promotion messages can address many 
possible outcomes of an action; targeting of 
messages at partners and close friends.
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narrow casting, using sustained and planned approaches to 
communications, Rigorously Strategies should be on behalf  
of  adolescents rather than directed at adolescents.29 The 
third strategy is peer intervention; peer intervention is a drug 
prevention strategy basing individual peer groups. It contains 
different methods including development of  core strategy 
for disconnection with peer groups, using targeted and highly 
structured approaches, focusing on current and former 
drug users to reduce harms, drawing on current and former 
drug users, providing information, skills and support, and 
facilitating links to health, welfare and rehabilitation services.29 
The forth strategy is parent support, this is family based drug 
abuse prevention strategy. It includes the use of  telephone 
and face-to-face parent peer support, offering formal parent 
education workshops and seminars, providing both reactive 
and outreach services, focusing on critical transition from 
primary to secondary school, targeting socially disadvantaged, 
culturally, and linguistically diverse, and adolescent parents, and 
encouraging modeling appropriate behavior and developing 
a habit of  communication. The fifth strategy is community 
strengthening, this community based drug abuse prevention 
strategy. It is based on building resilience and supporting 
neighborhoods and communities of  interest, encouraging 
community groups, local businesses and public services to 
work together, disseminating research project information, 
resources and ideas, strengthening local capacity through 
training, facilitation and coordination, development of  local 
drug strategies involving all relevant sectors and groups, helping 
to manage public spaces and support economic development, 
and development of  youth-focused and early interventions 
response.29

RESILIENCE

Youth are exposed to drug abuse through different factors 
including individual and environmental factors. Community, 
peers, family etc. could be either a risk to drug abuse or a 

protective factor among youths (Table 2). Recognizing that 
adolescents use drugs often or in part to promote health and 
well-being and often engage in more than one risky behavior 
and that these behaviors often have common underlying 
predisposing factors, evidence is growing that effective health 
promotion interventions for a specific risk or protective 
factor are both highly effective and also likely to have direct 
effects on drug prevention or reduction among the youth.29 
Interventions on youth drug use and emotional wellbeing 
covering whole schools, for example, are highly effective in 
reducing other problems, such as school dropout, violence 
and teen.3 It means giving attention to the full picture—the 
substances (regulate supply to ensure the quality of  substances, 
and enact appropriate restriction), the environments (promote 
social and physical contexts that encourage moderation and 
are stimulating and safe) in which they are used and in which 
people live, and the individuals (increase health capacity and 
resilience and develop active responsible citizens) who use those 
substances and shape the environments.4 Alcohol and other 
drugs should be prevented at the following levels:
(i) Individual level—Peer interventions, including 

peer education; youth recreation programmes; and 
mentoring programmes;

(ii) Family level—Parent training and family interventions;
(iii) School level—Single issue, curriculum based education 

and “whole school” organisation and behaviour 
management interventions;

(iv) Community level—Local environmental change (such 
as policing policy, safety issues)

(v) National level—Health service reorganisation, 
employment and training, law and policing changes, 
social marketing, and socioeconomic change.10

Interventions on physical and sexual abuse and emotional 
wellbeing covering whole schools can be more effective at 
reducing drug abuse and related harms. For example, studies 
showed that all adolescents who participate in bullying, 

Table 2: Risk and protective factor scale definitions
Environmental Factors 

Community The community of youth lives in influences his or her drug use behavior. Particularly youth who live in 
disorganized communities-those with higher rates of drug abuse. When opportunities are available in a 
community for positive participation, children are less likely to engage in substance use and other problem 
behaviors.

Family Family characteristics are very important in determining risk.e.g youth living with both biological parents are 
less likely to use drugs, and they use, they are likely to use drugs less frequently. However, when parents have 
conversation with their children about drugs earlier, their initiation of drug may be delayed. 

Peers Drug abuse behaviors is one of the many areas in which youth are influenced by their peers.Young people who 
regularly attend religious services, socially competent, with a belief in what is “right” or “wrong” are less likely to 
engage in problem behaviors.
Individual factors 

Biological factors Studies have found that age, physical development, and gender have a dramatic effect on youth’drug abuse 
behavior. 

Attitudes Favorable
Toward Antisocial
Behavior and Drug Use

Youth who express positive attitudes toward drug use are at higher risk for subsequent drug use. However, 
young people who condone antisocial behavior are more likely to not to engage in a variety of problem 
behaviors, including drug use.
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whether they are the perpetrator, the victim, or a combination 
of  both roles, have been shown to have increased risk of  
mental health disorders and psychosocial problems when 
compared with those who do not participate.30

ROLE OF INDIVIDUAL HEALTH WORKERS

Services for the prevention and treatment of  substance misuse 
and substance use disorders have traditionally been delivered 
separately from other mental health and general health care 
services. Despite of  this, substance abuse problems and SUDS 
are perceived by many as personal, family, or social problems, 
best managed at the individual and family levels, sometimes 
through the existing social infrastructure (school, places of  
worship, etc.) and when necessary through civil and criminal 
justice interventions.31 In Rwanda, majority receive treatment 
delivered by programs that geographically, financially, culturally, 
and organizationally separate from mainstream healthcare. 
Despite compelling national need for treatment of  patient 
with SUDs, majority of  staff  working in health care system 
may not be trained and such individual health professional is 
likely to accept patients with SUDs.32 Therefore, integrating 
addiction in health curriculum in country such as Rwanda is 
of  paramount importance. Some of  health professional may 
still perceive substance abuse and substance use disorders as 
a social or criminal problem, and not considered as a disease 
that deserved prevention services with a responsibility of  health 
care systems.32, 33

Today, costs associated with substance use disorders are not 
limited to health care but also expands to criminal justice 
system, child welfare system military and other security system, 
integrating services for primary care, mental health, financial 
system, school system, family system to mention few, and 
substance use-related problems together produces the best 
outcomes and provides the most effective approach for 
supporting whole-person health and wellness.16 There are many 
evidences supporting the need for this integration, (i) Substance 
use, mental disorders, and other general medical conditions are 
often interconnected; (ii) Integration has the potential to reduce 
health disparities; (iii) delivering substance use disorder services 
in mainstream health care can be cost-effective and may 
reduce intake/treatment wait times at substance use disorder 
treatment facilities; and (iv) Integration can lead to improved 
health outcomes through better care coordination.35 However, 
despite health-related problem associated with substance use 
disorders, SUDs have never been insured, treated, monitored, 
or managed like other chronic illnesses.32

Rwandan health care reform laws and a wide range of  other 
trends in health care landscape need to development various 
evidence-based behavioral interventions, medications, clinical 
monitoring systems, and recovery support services that will 

make this type of  chronic care management possible likely by 
the same healthcare teams that currently treat other chronic 
illnesses.32 Despite the low efficacy of  most health promotion 
messages at individual level, health professionals do have a 
role in health promotion in their clinical interactions with 
young people abusing or suffer from substance use disorders. 
In addition, health promotion discussions about drugs during 
routine general practice visits can reduce drug use, although 
messages are more effective if  target at patients with SUDs who 
are contemplating change and help patients to go through the 
following stages of  change: precontemplation, contemplation, 
preparation, action, maintenance and relapse.10

Patients themselves report that health promotion advice 
from their doctor is best received if  it takes account of  their 
receptiveness, is conveyed in a respectful tone, avoids preaching, 
shows support and caring, and shows understanding of  them 
as unique individuals.3 The aforementioned issues underline 
the importance of  adequate measures to prevent youth with 
substance use disorders, and to strengthen health promotion 
activities in general. To reach this goal, it is important to address 
health professionals (e.g. physicians, psychologists, etc.) working 
in health system. With current problems related to youth with 
SUDs, National University (UR) need to integrate Postgraduate 
study courses and to provide the knowledge enabling health 
professionals to work with addicted individuals not only 
with substance use but also other addictions and to promote 
prevention initiatives.
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