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ECONOMIC COSTS OF ALCOHOL
ABUSE AND ALCOHOL DEPENDENCE
Alcohol abuse and alcohol dependence continue to
be major health problems in the United States. The
terms alcohol abuse and alcohol dependence are
based on the diagnostic criteria as stated in the
American Psychiatric Association’s DIAGNOSTIC
AND STATISTICAL. MANUAL of Mental Disorders,
Third Edition, Revised (1987). As such, they cost
the nation billions of dollars in health-care costs
and reduced or lost productivity each year. Since
the mid-1980s, researchers have issued studies that
estimate the economic costs associated with alcohol
and alcohol abuse in the United States. In 1985,
alcohol abuse and dependence cost an estimated
70.3 billion dollars and in 1988 an estimated 85.8
billion dollars (Rice et al., 1990, 1991). In 1998,
the National Institute on Drug Abuse (NIDA) and
the National Institute on Alcohol Abuse (NIAAA),
which are parts of the National Institutes of Health
(NIH). released a study on these costs based on
1992 survey data. This report, which also analyzed
drug abuse, forms the basis of this article.

EXTENT OF THE PROBLEM

The economic cost to society from alcohol and
drug abuse was $246 billion in 1992. Alcohol
abuse and alcoholism cost an estimated $148 bil-
lion, while drug abuse and dependence cost an
estimated $98 billion. When adjusted for inflation
and population growth, the alcohol estimates for

1992 were very similar to cost estimates produced
over the past 20 years. The 1992 estimates were
significantly greater than the 1985 estimate for al-
cohol: 42 percent higher for alcohol over and above
increases due to population growth and inflation.
Between 1985 and 1992, inflation accounted for
about 37.5 percent and population growth for 7.1
percent increases. Over 80 percent of the increase
in estimated costs of alcohol abuse was attributed
to changes in data and methodology employed in
the new study. This suggests that the previous
study significantly underestimated the costs of al-
cohol abuse.

In 1992, there were an estimated 107,400 alco-
hol-related deaths in the United States. Many of the
alcohol-related deaths were among persons be-
tween ages twenty and forty, because the major
causes of death, such as motor vehicle crashes and
other causes of traumatic death are concentrated
among younger-aged people. However, alcohol is
also involved in numerous premature deaths
among the older population because of long-term,
excessive alcohol consumption. Total costs attrib-
uted to alcohol-related motor vehicle crashes were
estimated to be $24.7 billion. This included $11.1
billion from premature mortality and $13.6 billion
from automobile and other property destruction.

In 1992, total estimated spending for health care
services was $18.8 billion for alcohol problems and
the medical consequences of alcohol consumption.
Specialized services for the treatment of alcohol
problems cost $5.6 billion. This included special-
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476 ECONOMIC COSTS OF ALCOHOL ABUSE AND ALCOHOL DEPENDENCE

ized detoxification and rehabilitation services as
well as prevention, training, and research expendi-
tures. Costs of treatment for health problems at-
tributed to alcohol were estimated at $13.2 billion.

An estimated $67.7 billion in lost potential pro-
ductivity was attributed to alcohol abuse in 1992.
This accrued in the form of work not performed,
including household tasks, and was measured in
terms of lost earnings and household productivity.
These costs were primarily borne by the alcohol
abusers and by those with whom they lived. About
$1 billion was for victims of fetal alcohol syndrome
who had survived to adulthood and experienced
mental impairment. This study did not estimate the
burden of drug and alcohol problems on work sites
or employers.

The costs of crime attributed to alcohol abuse
were estimated at $19.7 billion. These costs include
reduced earnings due to incarceration, crime ca-
reers, and criminal victimization; and the costs of
criminal justice and drug interdiction. Alcohol
abuse is estimated to have contributed to 25 to 30
percent of violent crime.

The study estimated that 3.3 percent of social
welfare beneficiaries in 1992 received benefits be-
cause of an administrative determination of drug-
or alcohol-related impairment. While 1996 federal
welfare reform legislation has largely terminated
alcohol or drug dependence as a primary cause for
benefit eligibility, these impairments resulted in
transfers of $10.4 billion in 1992, with administra-
tive and other direct service expenses of $683 mil-
lion for those with alcohol problems.

A large amount of the economic burden of prob-
lems falls on the population that does not abuse
alcohol. Governments bore costs of $57.2 billion
(38.6 percent) in 1992, compared with $15.1 bil-
lion for private insurance, 39 billion for victims,
and $66.8 billion for alcohol abusers and members
of their households. Costs are imposed on society in
a variety of ways, including alcohol-related crimes
and trauma (e.g.. motor vehicle crashes), govern-
ment services, such as criminal justice and highway
safety, and various social insurance mechanisms,
such as private and public health insurance, life
insurance, tax payments, pensions, and social wel-
fare insurance.

CONCLUSION

Aleohol abuse and alcohol dependence are costly
to the United States in resources used for care and
treatment of persons suffering from these disorders,
lives lost prematurely, and reduced productivity.
Data show clearly that the measurable economic
costs of alcohol abuse continue to be high.

(SEE ALSO: Accidents and Injuries from Alcohol;
Alcohol and AIDS; Cancer, Drugs, and Alcohol;
Complications; Crime and Drugs; Drug Interac-
tions and Alcohol; Social Costs of Alcohol and Drug
Abuse)
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ECONOMICS OF ALCOHOL AND DRUG
ABUSE  See Productivity; Social Costs of Alcohol

and Drug Abuse

ECSTASY See MDMA

ED50 The ED50 is the median effective
dose—the dose of a drug that is required to pro-
duce a specific effect (e.g., relief from headache) in
50 percent of a given population. The ED50 can
be estimated from a dose-effect curve, where the
dose of the drug is plotted against the percentage
of a population in which the drug produces the
specified effect. Therefore, if the ED50s for two
drugs in producing a specified amount of relief
from headache are 5 and 500 milligrams, respec-
tively, then the first drug can be said to be 100
times more potent than the second for the treat-
ment of headaches.
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EDUCATION AND PREVENTION Ameri-
can adolescents increased their use of most illicit
substances throughout the 1990s after a significant
drop in the previous decade, and in 1999 Drug
Czar Barry McCaffrey responded to the recent
Monitoring the Future study by saying drug use
“remains unacceptably high” (University of Michi-
gan Institute for Social Research, 1999). Data on
special populations such as infants, the homeless,
the ELDERLY, and those with HIV/AIDS indicate
increasing needs for prevention and education
throughout the life span. COCAINE and HEROIN
patients in emergency rooms have also increased
since 1990 and the American Lung Association es-
timates that 430,700 Americans die each year from
diseases directly related to smoking. Clearly, the
use of Arconor, Tosacco, and other drugs—
whether licit or illicit—Dby various age groups and
special populations continues to be a problem in
the United States.

The concept of prevention has evolved since the
1960s to become much broader, one that has
shifted from a focus primarily on adolescents to a
life-span perspective that includes all ages from
the fetus through the elderly. Prevention services
recognize all potentially addictive substances—
including alcohol, tobacco, MARIJUANA, cocaine,
OPI0IDS, INHALANTS, HALLUCINOGENS, and pre-
scription and nonprescription (OVER-THE-
CoOUNTER, OTC) medications. Linkages have been
developed with several services to include PREVEN-
TION, intervention, and TREATMENT. Prevention
programs now emphasize comprehensive long-
term systematic programming for individuals, peer
groups, FAMILIES, and/or communities. Such pro-
grams utilize prevention concepts based on the
positive results of controlled experiments and
quasi-experimental studies. They contain a core of
pro-social skills central to the prevention of sub-
stance abuse as well as other social problems—
SUICIDE, unwanted pregnancies, and VIOLENCE.

CONTEMPORARY PRINCIPLES
OF PREVENTION

Several authorities have analyzed prevention
programs for substance abuse and have listed prin-
ciples of effective prevention programs (Dryfoos,
1990; Falco, 1992; Hawkins et al., 1992; The U.S.
General Accounting Office, 1992; and The Higher
Education Center for Alcohol and Other Drug Pre-
vention, 1999). The principles in this section
emerged from this literature as well as other
sources. This type of “lumping,” of necessity, ig-
nores many subtle points applicable to specific pro-
grams or to particular issues. Nonetheless, wide-
spread agreement exists that these principles
provide a foundation for planning effective, cost-
effective, prevention programming.

1. Effective prevention programs provide for
comprehensive, coordinated services to individuals
and their families along a continuum of care.

Comprehensive prevention programming in a
community includes services for all age groups,
with multiple forms of programming for any age
group. Gomprehensive services are arrayed along a
continuum to include education, prevention, inter-
vention, and referral to treatment when necessary.
Further, most people in high-risk substance-abuse
environments need a variety of other services—
health, nutrition, prenatal care—along with sub-
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stance-abuse prevention services. All of these ser-
vices need to be coordinated for maximum effect
and efficiency. In any community, pregnant
women, children, adolescents, workers and/or el-
derly, some are in need of intervention rather than
prevention; a comprehensive strategy provides for
intensive services as required.

Effective prevention programs also involve the
families of the target populations, either as the
focus of the service or as a tangent to a service
array. Such programs include training in relation-
ships and parenting skills, while reinforcing family
awareness of the purposes and procedures of sub-
stance-abuse prevention programs. Bry, Conboy,
and Bisgay (1980) reported reduced substance use
and fewer problems in programs for youth that
taught their parents needed parenting skills.

Student-assistance programs and EMPLOYEE-
ASSISTANCE PROGRAMS (EAPs) have emerged to fill
an important gap in the care continuum. Such pro-
grams identify those whose performance (academic
or work) deteriorates, to assist them in obtaining
the most appropriate help. They are considered by
businesses to be beneficial (U.S. Department of
Labor, 1991), and schools perceive them as essen-
tial to their total programming (Swisher et al.,
1993).

2. Effective prevention programs are develop-
mentally appropriate, culturally relevant, and sen-
sitive to ethnic minority members, females, and
persons in special circumstances (e.g. homeless
persons).

They must also be developmentally appropriate
and adjusted to the emotional and mental develop-
ment of the individual or group. Too often preven-
tion programs have attempted to provide a diluted
version of a program to a younger age group with-
out considering the developmental stage. Programs
must be adapted to an individual’s needs in the
various transitions of our lives. Some programs, for
the oldest members of a community, must be de-
signed for their particular needs and frequent in-
volvement with chronic illness (Garrity & Lawson,
1989).

Prevention programs are most effective when
they are culturally relevant to the norms and as-
sumptions of the various ethnic and minority
groups. Role models and media materials must be
culturally sensitive or they will be rejected by the
audience either consciously or subconsciously. Sev-
eral authorities have compiled examples of success-

ful experiences that a variety of programs have had
with participants from diverse racial and ethnic
orientations (e.g., Resnick & Wojcicki, 1991; Mar-
cus & Swisher, 1992). A recent novella aimed at
Hispanic youths and their families received acco-
lades for cultural sensitivity and scope, and reader
responses suggested the work had some positive
impact on Hispanic youth attitudes toward alcohol
(Lalonde, Rabinowitz, Shefsky, & Washienko,
1997).

Those in special circumstances (e.g., the home-
less) require different approaches in the effective
delivery of prevention services. For example, reach-
ing and engaging the homeless requires different
strategies (Federal Task Force on Homelessness
and Severe Mental Illness, 1992) and some re-
searchers have been successful (reduced drug use)
with prevention programming for the homeless
(Botvin and Dusenbury, 1992).

3. Effective prevention programs use behavior
change technology to equip people with life skills,
knowledge of substance abuse, and awareness of
the services available to them.

Equipping people with life skills includes deci-
sion making; coping; knowledge about the effects
of alcohol, tobacco, and other drugs; awareness of
services; and assertiveness/refusing. This cluster of
skills also equips people with the ability to manage
their immediate situations with the healthiest out-
comes. Such strategies teach people to understand
that they are engaging in risky behaviors and give
them the skills to resist peer pressure and other
influences, such as ADVERTISING. Recent studies
have shown that alcohol advertising may increase
consumption, while counter-advertising and bans
decrease alcohol use to some degree (Saffer, 1997).

There is somewhat dated but nonetheless rele-
vant literature of prevention technologies, such as
Life Skills Training (e.g., Botvin & Tortu, 1988) or
Normative Education (Hansen, 1990), which pro-
vide intensive instruction in a variety of competen-
cies. Similarly, there are several comprehensive
curricula offered sequentially from kindergarten
through twelfth grade (Center for Health Promo-
tion, 1990). Only two of these comprehensive
school curricula have had positive outcomes based
on experimental evaluations; these are the Here’s
Looking At You editions (Comprehensive Health
Education Foundation, 1990) and Growing
Healthy (e.g., Connell, Turner, & Mason, 1985).
Growing Healthy is a comprehensive health curric-
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ulum that includes a limited focus on alcohol, to-
bacco, and other drugs, whereas Here'’s Looking at
You: 2000 is an alcohol, tobacco, and other drug-
use-prevention curriculum.

The results of a groundbreaking study were re-
leased in 1996, when the U.S. Department of Edu-
cation published the results of a word association
test called the Environmental Assessment Initiative
(EAI). The EAI looks at the language people use
and from that determines attitudes and beliefs
about alcohol—indeed, the EAI study reported 80
percent accuracy in noting differences between
users and nonusers regarding perceptions about
drugs and alcohol (Katz, 1996). The study suggests
increasing the influence of students who do not
overindulge in alcohol as a way of improving cam-
pus life. Possible steps include offering numerous
activities that do not involve alcohol, as well as
developing strategies and rules that shed roman-
ticized views of alcohol abuse.

Effective PREVENTION PROGRAMS must provide
accurate information that there are risks associated
with the use of various substances. This scientifi-
cally based information—highlighting the relation-
ships between an abused substance and its conse-
quences—has been an important component in
changing behavior in all age groups (Johnston,
Bachman & O’Malley, 1993).

4. Effective prevention programs emphasize the
early identification of risks and resiliency factors
and program accordingly.

Effective substance abuse prevention programs
emphasize early identification and intervention to
reach a substance abuser and his or her family as
early as possible, even in preschool programs. Risk
status assessment coupled with interventions have
become standard in effective prevention programs
(Lorion, Bussell, & Goldberg, 1991).

Some communities are expanding programs
such as Drug Abuse Prevention Education (DARE)
from elementary classrooms into the junior high
schools as well, hoping to send youths a positive
message early and often—and at an age when
many children are first exposed to drugs and alco-
hol.

Research by Hawkins and Lishner (1985) lists
risk factors for school-age youth. These risk factors
are important to a total process in planning for
prevention services.

1. family history of alcoholism

2. family history of antisocial behavior or crimi-
nality

family management problems

early antisocial behavior and hyperactivity
parental drug use and positive attitudes

toward use

6. academic failure
little commitment to school and education

8. alienation, rebelliousness, and lack of social

bonding to society

9. antisocial behavior in early adolescence
10. friends (peers) who use drugs
11. favorable attitudes toward drug use
12. early first use of drugs

~

Risk factors for other age groups need to be
researched if prevention practitioners are to be
maximally effective in addressing all populations in
a given community. Efforts have also focused on
developing resilience in people at high risk (North-
east Regional Center for Drug-Free Schools and
Communities, 1992).

5. Effective prevention programs operate in
communities that establish positive norms through
enforcement of clear policies.

Communities that establish positive norms re-
garding alcohol, tobacco, and other drug use have
also been successful in delaying the onset of use.
Such communities have changed their policies
toward access to substances by children and ado-
lescents, including the location of advertisements
and beverage-serving establishments; they have
also promoted positive lifestyles. Gerbner (1990)
has underscored the importance of communities
reducing their ambivalence about communicating
about all substances, licit or illicit.

Prevention services and policy changes have re-
duced the regular use of alcohol, tobacco, and other
drugs, and there has been a concurrent reduction in
consequences—including reduced highway Accr-
DENTS because of alcohol; improved general health
because of tobacco prevention; and reduced crimi-
nal activity because of illicit substance abuse. A
1992 report from the Office of the Inspector Gen-
eral confirmed an almost total lack of enforcement
efforts by state agencies to control cigarette access,
despite numerous provisions in existing state laws.
In a study of media programming targeted to spe-
cific audiences and combined with community fol-
low up, significant differences in the use of alcohol,
tobacco, and other drugs were found between ex-
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perimental and control groups (Flay & Sobol,
1983).

Pentz and colleagues (1989) demonstrated the
effectiveness of community immersion in preven-
tion through a program that included policy
changes, refusal-skill training for junior high stu-
dents, parent training, and mass media coordina-
tion. In this program, community groups moni-
tored the availability of alcohol, tobacco, and other
drugs and, in turn facilitated enforcement of exist-
ing policies or implemented new policies where
needed.

An example of an ambitious prevention initia-
tive is The Higher Education Center for Alcohol
and Other Drug Prevention, created by the U.S.
Department of Education in 1993. Alarmed by a
Harvard study that confirmed almost half of U.S.
college students engaged in heavy episodes of
drinking, The Center formed the Presidents Lead-
ership Group in 1997. This collaboration marked
the first time in a decade that a group of college and
university leaders joined forces to review alcohol
abuse and develop a plan of prevention.

The Group published a report in 1997 that
asked university presidents to acknowledge three
major facts: student alcohol abuse is a problem all
institutions of higher education share; student sub-
stance abuse is a problem of the community as a
whole, not simply the campus; and student drink-
ing is a problem that will never completely go away.
The Group then listed their thirteen Proposals for
Effective Prevention, among them: college presi-
dents should use every opportunity to speak out
and write about alcohol and other drug prevention
to reinforce it as a priority concern and to push for
change; college presidents should work to ensure
that all elements of the college community avoid
providing mixed messages that might encourage al-
cohol and other drug abuse; college presidents
should appoint a campus-wide task force; college
presidents should offer new initiatives to help stu-
dents become better integrated into the intellectual
life of the school, change student norms away from
alcohol and other drug abuse, and make it easier to
identify students in trouble with substance abuse;
and college presidents should take the lead in iden-
tifying ways to effect alcohol and other drug pre-
vention through economic development in the com-
munity (The Higher Education Center for Alcohol
and Other Drug Prevention, 1997).

In November, 1996, forty-nine college presi-
dents in Ohio decided to address the problem of
student binge drinking by signing a letter of com-
mitment. Institutions soon formed action teams to
develop prevention plans. Educators found that
communities reacted positively to university com-
mitment against alcohol abuse.

6. Effective prevention programs provide staff
development and training.

Effective prevention programs provide training
for staff at all levels. The behavior-change and the
other intervention techniques require constant up-
grading of staff skills, supervision, and feedback.
New prevention and intervention techniques re-
quire intensive training for proper implementation.
This specialized training should be available at
colleges, universities, and vocational training cen-
ters. Moreover, there is a world of information on
alcohol and drug abuse education available on the
Internet, including home pages for DARE and The
Higher Education Center for Alcohol and Other
Drug Prevention, as well as dozens of support sites.

The results of the several controlled-outcome
studies of teacher training have been summarized
by Swisher and Ashby (1993). They concluded that
for each negative result (e.g., increase in beer use)
there were five positive findings (e.g., reduced use
of various substances). The training involved a ten-
day retreat in which teams of teachers were given
planning skills and prevention techniques. The
planning skills led to an action plan to be imple-
mented upon return to one’s school; the prevention
techniques were designed to be immediately imple-
mented and reinforced with additional training ses-
sions and technical assistance. Students in these
schools have reported an improved school climate
and improved academic functioning.

ENDURING MYTHS

Myths about prevention of substance abuse con-
tinue to impede progress toward more effective ser-
vices. Some of the myths that need to be addressed
as part of an advocacy for effective prevention
principles include the following: (1) substance
abuse cannot be prevented because it is caused by
genetic and other biological phenomena; (2) there
is no evidence that prevention works; and
(3) scarce resources should be given to increasing
availability of treatment for those in need.
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Instead, most problems in this area are seen as
being caused by the interaction of the biology, psy-
chology, and social environment of the individual
and the term that is emerging is biopsychosocial
problems, indicating an interaction of these do-
mains in social problems. There is clear evidence
that genetic and other biological factors play a role
in substance abuse, but more important is the so-
cial environment at all ages, which plays a signifi-
cant role in increasing risk for the onset of a disor-
der. In some cases, it is possible to provide at-risk
individuals with coping skills before a crisis oc-
curs—to better enable them to avoid or manage the
event (Institute of Medicine, 1989).

A large number of studies indicate that preven-
tion works. For example, an issue of the Journal of
Community Psychology (Lorion & Ross, 1992) in-
cluded a series of articles that clearly demonstrated
that prevention services for high-risk youth can
reduce alcohol, tobacco, and other drug use as well
as related social problems. The American Psycho-
logical Association published a well-documented
listing of successful prevention programs (Price,
Cowen, & Lorion, 1988). An outstanding longitu-
dinal study was reported by Botvin (1993), in
which he outlined a successful six-year follow-up of
life-skills training.

CONCLUSION

Providing prevention services at any point along
a continuum reduces demand while reducing costs
for subsequent services. It also reduces related
costs, such as accidents, illness, death, and crime. It
is most cost effective to provide services as early as
possible. However, budget priorities continue to
emphasize law enforcement and treatment over
prevention.

For prevention to play an appropriate role in
responding to the problem of drug use and abuse,
the federal, state, and local governments need to
establish standards and ensure that the best prac-
tices in prevention and education are provided to
all ages. The major obstacle remaining is the lack of
means to train professionals and volunteers in what
is known and to assist them in implementing the
best practices. Unfortunately, most of the very lim-
ited government monies available for prevention of
substance abuse are allocated to a flowthrough
blockgrant mechanism or to the development of
new models—without a follow-up system of dis-

seminating or replicating what is already known
about effective prevention.

(SEE ALSO: Adolescents and Drug Use; Disease
Concept of Alcoholism and Drug Abuse; Families
and Drug Use; Homelessness, Alcohol, and Other
Drugs; Parents Movement; Partnership for a Drug-
Free America; Prevention)
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EIGHTEENTH AMENDMENT See
Alcohol: History of Drinking; Temperance Move-
ment; Women’s Christian Temperance Union

ELIMINATION OF THE DRUG ADDIC-
TION AND ALCOHOLISM CATEGORY IN
SOCIAL SECURITY DISABILITY PRO-
GRAMS Since 1950, the federal government of
the United States has provided income support by
welfare or social insurance mechanisms to individ-
uals with work disabilities unrelated to military
service. Currently, the Social Security Administra-
tion operates two programs for the disabled: Social
Security Disability Insurance (DI) and Supplemen-
tal Security Income (SSI). The differences between
them reflect a fundamental schism in the American
welfare state, which is divided into ““tracks’ along
the line of labor force attachment. As it name
implies, DI is an “insurance-like”” program: Work-
ers make payroll deductions that over time qualify
them for benefits based on average lifetime earn-
ings should they ever become disabled. SSI, on the
other hand, is a “welfare” program designed for
individuals with little history of employment and
few resources. Whereas income and wealth are no
bar to the receipt of DI, SSI is “‘means- tested.”
Excluding (mainly) the value of a home and an
automobile, no SSI recipient can have assets valued
at more than $2000 (or 33000 in cases where two
beneficiaries are married). Some people collect
both SSI and DI (they get “concurrent benefits™)
because although they qualify for DL, their benefit
level is so low that it is augmented by SSL

Typical of income maintenance schemes in lib-
eral welfare states, the American system empha-
sizes economic returns to work, and thus social
insurance offers more substantial benefits than wel-
fare. In March 1999, the average monthly benefit
for DI recipients was $773, whereas the federal
minimum SSI benefit for sighted individuals under
65 years old and living in their own households was
$500 per month. Some states (notably Alaska, Cal-
ifornia, and Connecticut) augment the federal min-
imum with a state supplement,/ but even in states
the value of SSI is substantially less than the aver-
age DI payment.

For both SSI and DI, statue defines disability as
““the inability to engage in any substantial gainful
activity by reason of any medically determinable

physical or mental impairment which can be expec-
ted to result in death or has lasted or can be expec-
ted to last for a continuous period of not less than
12 months.” The rules and procedures used to
determine if a case falls within this definition are
also the same for both programs. Substantial
gainful activity is defined as the performance of
significant physical or mental activities for remu-
neration of profit at the level of $700 per month.
Since a series of federal court rulings in 1993 and
1994 (codified by statue in 1994), illegal activities
such as prostitution and drug dealing have been
included in its meaning. Thus, an addict support-
ing a 3700 per month heroin habit through prosti-
tution, for example, may on this evidence be ruled
able to work.

GROWTH OF THE DRUG ADDICTION
AND ALCOHOLISM
IMPAIRMENT CATEGORY

From the advent of SSI in January 1974, until
March 1996, drug addiction and alcoholism
(DA&A) were treated as potentially disabling im-
pairments. The DI program adopted the more lib-
eral SSI addiction standard in 1975. In Social Se-
curity lingo, beneficiaries who qualified on this
basis were known as “DA&As.” In the SSI pro-
gram, DA&As were obliged to be in treatment and
to have a “representative payee,” a third party who
received their checks and managed their funds.
“DA&As in the DI program were not subject to
such requirements until 1994. This disparity re-
flected the historical reference tendency for Ameri-
can income maintenance programs to combine ma-
terial aid and moral surveillance in welfare
programs (WELFARE POLICY AND SUBSTANCE
ABUSE IN THE UNITED STATES), but to treat the
beneficiaries of the “insurance-like” programs as
though they were the recipients of an insurance
benefit for which they had paid premiums in full.

Because there were no practical consequences of
DA&A classification for DI recipients, the Social
Security Administration had no accurate count of
them until 1995. In the SSI program there were
fewer than 10,000 DA&As as late as the end of
1986. By mid-1996, however, there were almost
166,000 SSI DA&As (including concurrent benefi-
ciaries) and almost 43,000 DA&As on DI—a total
of about 209,000. Overall, the two disability pro-
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grams grew substantially during this period, but
the DA&A category swelled disproportionately.

Most of the growth in the DA&A category oc-
curred after 1989. Some of it was artifactual, stem-
ming from the Social Security Administration’s
more accurate identification of DA&A cases after
1991. However, most of the growth was real and
seems to have resulted from four additional factors,
the precise contributions of which cannot be speci-
fied. First, federal circuit court decisions during the
mid-1980s removed substantial technical obstacles
to claimants seeking benefits on the grounds of ad-
diction. Second, in the wake of these decisions
many state and county governments set out to
transfer to SSI (a program funded almost entirely
by the federal government) recipients of General
Assistance, a welfare program supported entirely
with state and local funds. To promote this process,
some states (like Illinois) contracted with private
non-profit legal advocates to support applications
and appeals. This very effective ““cost-shifting”
strategy was also appealing in view of the spiraling
costs of medical care that were overwhelming many
public hospital systems supported substantially by
state and local tax revenues. As SSI beneficiaries
automatically qualified for Medicaid (a federally
supported, means-tested medical assistance pro-
gram) in 39 states and the District of Columbia,
and as DI recipients qualified for Medicare (Med-
icaid’s non-means-tested counterpart) after a wait-
ing period, this represented a second important
source of savings for state and local governments.
When the DA&A SSI population is disaggregated
by state, it is clear that California, Michigan., Illi-
nois, and a few others made much higher per capita
use of the DA&A category than did other states. For
example, by 1996 Oregon had as many DA&As on
SSI as Texas, a state with several times the adult
population of Oregon.

The last two contributors to the growth in the
DA&A rolls are related to a famous Reagan-era
controversy concerning the Social Security disabil-
ity programs. During the early 1980s, responding
in part to a Carter Administration initiative and
also drawing on a similar tactic applied during his
governorship of California between 1967 and
1974, President Reagan’s Social Security adminis-
trators launched a roll-cutting campaign that re-
lied on “continuing disability reviews” (CDRs). As
a result, over 500,000 people lost federal disability
benefits, a large percentage of them people with

mental illness. Subsequent backlash from the
courts and Congress restored many to the rolls,
further liberalized eligibility criteria, and all but
paralyzed the CDR process for years to come. As a
result of perennially backlogged CDRs, many
DA&As who regained their ability to work re-
mained on the rolls, particularly as the economic
conditions of the late 1980s and early 1990s pro-
vided few opportunities for poor, unskilled, ill-ed-
ucated people. In part as the result of this episode,
and in part due to the dramatic rise in home-
lessness during the 1980s (HOMELESSNESS, ALCO-
HOL AND OTHER DRUGS ENTRY), the Social Security
Administration was charged with increasing its
outreach efforts, especially among homeless peo-
ple. This brought more DA&As into the applica-
tion process.

CONTROVERSY AND DEMISE

Throughout the history of the DA&A program,
the Social Security Administration relegated it to
the Agency’s backwaters. With no specific appro-
priations from Congress to ensure that DA&As re-
ceived treatment or were separated from the rolls
for failing to participate, and with no resources to
thoroughly investigate the relationship of represen-
tative payees to beneficiaries, the Agency allowed
the program to drift. However, it attracted a great
deal of critical and unwanted attention as it began
to grow rapidly. Beginning in 1991, the program
was the subject of unflattering reports from federal
watchdog agencies and a mounting number of
highly publicized incidents involving DA&As using
benefits to purchase drugs and signing up represen-
tative payees (like bartenders) with little fiduciary
interest in them. The more scandalous claims about
the program were largely unfounded, but the
DA&A program was repugnant to many legislators
and representatives of the alcohol and drug treat-
ment community who saw it to be ““enabling” ad-
diction. Moreover, the program’s rapid growth, and
the Social Security Administration’s apparent in-
ability to curb it, lent credence to the claim that it
was an entitlement program ““out of control”” in an
era of bipartisan fiscal retrenchment.

In August 1994, after Congressional hearings
and national media coverage (almost exclusively
negative), Congress limited DA&A benefits to three
years, reiterated the necessity to participate in
treatment, and made DI DA&As subject to treat-
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ment and representative payee requirements for the
first time. Although Social Security Administration
made no efforts to defend the DA&A program., it
worked very hard to implement treatment referral
and monitoring arrangements in all of the states.
But as it did so, the November 1994 elections
shifted control of the House of Representatives to
conservative Republicans who were hostile to the
DA&A program. As house welfare reform legisla-
tion shaped up during 1995, it became clear the
DA&A program would be terminated.

On March 29, 1996 Congress eliminated the
DA&A category in the Social Security disability
programs, the first time any qualifying impair-
ment had been legislated out of existence. The
benefits of 209,000 recipients of SSI and DI were
to cease after 1996 unless they applied for
redetermination and were reclassified on the basis
of other impairments (mental illness, for exam-
ple). Only 34 percent had been reclassified to the
rolls by the end of 1997.

CONCLUSION

In retrospect, the demise of the DA&A program
seems to have been over-determined. It was at once
culturally problematic and thus deprived of a uni-
fied constituency; extremely difficult to administer
(and thus distinctly unloved by the Social Security
Administration); and as a result of its administra-
tive problems, susceptible to discrediting scandal.
The program left behind a legacy of mandatory
treatment and representative payee provisions that
may become common features of state and local
welfare reform measures, but no observers see any
chance of its resurrection at the federal level in the
foreseeable future.

(SEE ALSO: Welfare Policy and Substance Abuse in
the United States; Homelessness, Alcohol, And
Other Drugs)

BIBLIOGRAPHY

Hunr, S. R. (2000). “Drug Addiction and Alcoholism as
Qualifying Impairments for Social Security Disability
Benefits: The History, Controversies and Congressio-
nal Response.” Doctoral Disseration, Brandeis Uni-
versity.

Rupp, K., & StarLETON, D. C. (Eds.) (1998). Growth in
Disability Benefits: Explanations and Policy Implica-

tions. Kalamazoo, MI: W. E. Upjohn Institute for Em-

ployment Research.

Jim BAumonorL
SHARON R. HUNT

EMPLOYEE ASSISTANCE PROGRAMS
(EAPS) An Employee Assistance Program (EAP)
consists of employer-sponsored services intended to
aid employees with personal problems that may
adversely affect their job performance. Initially de-
veloped to address alcohol-related problems, over
the last fifteen years EAPs have emerged as a com-
mon response to the problems of ArLcoroL and
drug abuse in the workplace. In addition, they
provide a variety of services to help employees and
their families resolve health, emotional, marital,
family, financial, or legal concerns.

While the exact mix of services provided de-
pends on a number of variables, such as size and
type of company, EAPs generally offer, at a mini-
mum, confidential client counseling, problem as-
sessment, and treatment referral. A comprehensive

EAP offers

1. assessment and referral —EAPs conduct psy-
chosocial assessments to guide decisions to refer
clients to treatment and the choice among treat-
ment alternatives

2. treatment follow-up—client follow-up and
reintegration into the workplace is an essential
EAP function

3. supervisor, management, and union representa-

tive training—training provides the information
needed on how and when to use the program
and how to best assist employees who use it

. employee education—information on a broad

range of problems and how to use the EAP.

s

The delivery of EAP services may take several
forms, depending on such factors as the organiza-
tion’s size and structure. Large companies and or-
ganizations, unions, and employee groups often op-
erate their own programs. These services are most
often housed within the human resources or medi-
cal departments. Smaller organizations, or organi-
zations with dispersed worksites may find it more
advantageous to contract with an independent EAP
provider located outside the company. A newer
trend among small employers is the development of
consortium EAP arrangements in which a number
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of small employers contract with an external pro-
vider to provide EAP services.

In the 1980s and 1990s, the number of EAPs
grew dramatically. The Employee Assistance Pro-
fessionals Association estimates that by the 1990s,
20,000 EAPs were in place in organizations
throughout the United States. The Department of
Labor’s Bureau of Labor Statistics reported that
nearly 12 percent of the nonagricultural establish-
ments they sampled offered EAP services. Further,
they found that of those sampled, the probability
of an establishment offering EAP services in-
creased as a function of establishment size, rang-
ing from 79 percent of employers with over 250
employees, to 9 percent of employers with fewer
than 50 employees.

Rapid growth in the number of EAP progams
has led to heightened scrutiny concerning their cost
effectiveness; in the current economic climate, EAP
programs will experience increased pressure to con-
duct evaluation studies that provide empirical evi-
dence of their efficacy. More research is needed to
identify and improve the most essential program
components and to aid in tailoring programs to fit
specific needs.

Costs incurred in providing EAP services vary
widely, but their presence has been clearly tied to
overall savings in a number of areas. For example,
the McDonnell Douglas Corporation of St. Louis
found that employees utilizing their EAP services
betwen 1985 and 1988 for an initial assessment
before being referred to treatment had 44 percent
fewer lost work days, 81 percent lower termination
rates, and lower total four-year medical claims per
person than employees seeking treatment for chem-
ical dependence without first consulting the EAP.

For many companies, the approach taken to
minimize the impact of drugs in the workplace
incorporates a number of additional elements that
complement EAPs and constitute a comprehensive
strategy. These include a clearly stated formal pol-
icy prohibiting drug use, consequences for violating
the policy, and alternative strategies to deter drug
use.

The Employee Assistance Professionals Associa-
tion may be consulted for further information:
Suite 1001, 4601 North Fairfax Drive, Arlington,
VA 22203.

(SEE ALSO: Drug Testing Methods and Clinical In-
terpretations of Test Results; Industry and

Workplace, Drug Use in; Military, Drug and Alco-
hol Abuse in the U.S.; Productivity)
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ENDORPHINS  Endorphins are a group of
peptides with potent ANALGESIC properties that oc-
cur naturally in the brain. The word endorphin is a
contraction for the words endogenous and mor-
phine; it was coined by narcotics researchers in
1975 as the preferred term for a then hypothetical
natural substance capable of action at RECEPTORS
for OPIATES (such as HEROIN). The underlying hy-
pothesis was that an endorphin NEUROTRANSMIT-
TER utilized the receptors at which morphine and
related drugs exerted their actions. After extensive
and intensely competitive research by many
groups, three distinct types of such endogenous
opioid peptides were found (peptides are segments
of linked amino acids that can act as neurotrans-
mitters). By 1999, additional peptides able to act at
opioid receptors as well as to regulate pain sensitiv-
ity through nonopioid receptors had been identi-
fied.

Each type of opioid peptide gives rise to one or
more opioid peptide prohormones, which are then
modified by enzymes in tissues to convert the larger
inactive peptides into smaller active ones. For ex-
ample, the pro-opiomelanocortin prohormone is
synthesized in the corticotropes in the anterior pi-
tuitary gland and separately in hypothalmic and
medullary neurons is cleaved in those cells to B-
endorphin, a 31 amino-acid peptide with the great-
est intrinsic opioid activity. Each active natural
opioid peptide contains the tetrapeptide tyrosine-
glycine-glycine-phenylalanine at its amino termi-
nus. The fifth amino acid is either methionine (re-
sulting in the so-called Met” enkephalin) or leucine
(resulting in leu-enkephalin). Opioid peptides de-
rived from plants—for example, caseimorphin—
have also been described. The opioid peptides, of
which the proenkephalin- and prodynorphin-de-
rived peptides are most widespread, are found in
specific neurons in the brain.
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(SEE ALSO: Enkephalin; Opiates/Opioids)
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ENFORCEMENT STRATEGIES AND
TACTICS See Drug Interdiction

ENKEPHALIN Enkephalin is either of two
pentapeptides (containing five amino acids) with
OPIATE and ANALGESIC (painkilling) activity, oc-
curring naturally in the brain, with a marked affin-
ity for opiate receptors. ENDORPHIN was initially the
name for all opioid-like NEUROTRANSMITTERS in
the brain; the research team of Hans Kosterlitz and
John Hughes gave their own name, enkephalin (a
variant of en-cephal [*of the brain™]), to the two
opioid pentapeptides that they had purified from ox
brains (ca. 1977). They confirmed their discovery
by showing that the effects of synthetic peptides
were the same in bioassays using opiate RECEPTORS
and that both Met’enkephalin and Leu’enkephalin

were authentic endogenous opioid peptides.
(SEE ALSO: Opiates/Opioids)
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ENZYME-MULTIPLIED IMMUNOAS-
SAY See Drug Testing Methods and Clinical In-
terpretations of Test Results

EPIDEMICS OF DRUG ABUSE Hearing
the word epidemic, one often thinks first of the flu,
measles, the ACQUIRED IMMUNODEFICIENCY SYN-
DROME (AIDS), or some other contagious disease
spreading through a community. In epidemics with

person-to-person spread of infection and disease,
people become infected and fall victim to the dis-
ease, and in the process they come into contact with
other people, who in turn get the infection and
disease. Often, what is being spread from person to
person is not the disease itself, but rather an agent
of the disease—for example, one of the viruses that
accounts for influenza, the measles virus, or the
human immunodeficiency virus (HIV) that causes
AIDS.

In EPIDEMIOLOGY (the study of epidemics), it is
not the agent, the person-to-person spread of a
disease, or the intentional or unintentional nature
of acquiring the infection or disease that defines an
epidemic. Instead, an epidemic is defined as an
unusual occurrence of an infection, disease, or
other health hazard in a population. The contrast
between ““usual” and ““unusual’” most often is de-
termined by looking at the number of cases that
have been occurring within the population over
time. If the number of cases occurring in the popu-
lation this month (or year) is notably greater than
the number of cases that occurred in the population
during each of the prior months (or years), then it is
legitimate to talk of a growing epidemic.

An epidemic may be most obvious when the
number of cases goes from zero to a much greater
number in a relatively short span of time. For ex-
ample, before the middle 1970s, the U.S. popula-
tion apparently had no cases of HIV infection or
AIDS. For those years, the usual number of cases
per year was zero. Since then, the country has seen
a mounting number of HIV infections and AIDS
cases each vear, and it has become a raging epi-
demic. Compared to the previous usual number of
cases per year, the United States faces an unusual
occurrence of disease in the form of thousands of
cases per year.

The same concept can be applied on a smaller
scale. In the mid-1990s there still are small cities
and communities where apparently no one in the
population has vet acquired the HIV infection.
Health officers who watch over these populations
may speak legitimately of an HIV epidemic once
the number of cases occurring in the population
begins to mount, and there is no need to wait until
there are hundreds or thousands of cases before
describing the epidemic situation. This is because
epidemics are not defined by the absolute number
of cases that are occurring. In the early 1990s, there
was an epidemic outbreak of hantavirus infection
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and hantavirus-related deaths in the southwest
United States. Because the usual number of
hantavirus-related deaths in this region was zero,
the situation was declared to be an epidemic well
before 100 cases had occurred. Sometimes an epi-
demic that is limited to a certain place or time will
be called an outbreak, but this distinction is not a
technical one.

There are also epidemics even when no person-
to-person spread is involved. For example, in the
middle of the twentieth century, there was an epi-
demic of infant blindness due to retrolental fibro-
plasia, induced when premature infants were kept
in incubators with excessively high concentrations
of oxygen. These very high concentrations of oxy-
gen were not a result of machine failure. Instead,
the number of cases of retrolental fibroplasia and
associated blindness kept growing as ever more
hospitals raised the oxygen concentration within
incubators in a misguided effort to increase sur-
vival of the infants by enriching their oxygen sup-
ply. Later, clinical and epidemiologic studies
showed that this effort to save lives actually led to
the increased occurrence of blindness.

Sometimes people object to the usage of the term
epidemic as applied to drug dependence because it
is believed that people bring drug problems down
upon themselves by their careless behavior. Epide-
miologists, however, typically do not recognize the
distinction between ““careless” and “‘careful” be-
havior when it comes to epidemics. For this reason,
they have no trouble speaking about epidemics of
syphilis and AIDS, which in some degree are linked
to unprotected sexual behavior, something that
many would regard as careless behavior.

In summary, the evenhanded application of the
concept of epidemic makes it clearly legitimate to
speak of an epidemic of smoking-related lung can-
cer or emphysema, an epidemic of liver cirrhosis
due to drinking of alcoholic beverages, an epidemic
of leukemia induced by ionizing radiation, an epi-
demic of mental retardation due to rubella (Ger-
man measles) infection during gestation, an epi-
demic of motor vehicle crashes, and an epidemic of
deaths by homicide, as well as epidemics of drug
use and drug abuse. In order to use the term epi-
demic to describe the health-related experience of a
nation, state, or community, it is necessary to dem-
onstrate an unusual occurrence of the condition in
the population during some specified span of time,
relative to the number or rate of cases that occurred

in the population during the immediately prior
time spans. There is no need to limit usage of the
term to infectious diseases with known agents such
as rubella or HIV: nor is there a need to limit its
usage to diseases spread by person-to-person con-
tact or to be concerned whether the spread of the
disease involves careful or careless behavior.

EPIDEMICS IN THE UNITED STATES

An unusual occurrence of drug use or an unusual
occurrence of problems connected with drug use
can be referred to as epidemics of drug use and
drug abuse. In the mid-1990s in the United States,
there were multiple indications that the nation had
gone through its second major epidemic of COCAINE
use and now was in the end-stages of that epidemic.

The first U.S. epidemic of cocaine use started in
the late nineteenth century and early twentieth cen-
tury when cocaine was marketed widely in a variety
of forms, including Coca-Cola, Vin Mariana (a
wine containing cocaine), and other cocaine prod-
ucts sold without a doctor’s prescription. That epi-
demic subsided, in part because of increased fed-
eral and state restrictions on importation and
marketing of cocaine, as well as new labeling re-
quirements for patent medicines and other over-
the-counter products.

From 1920 through the early 1960s, cocaine use
in the United States was not a usual occurrence
outside of relatively small circles of HEROIN users,
movie and television stars, jazz musicians, and
others who came into contact with illicit suppliers
of the drug. In the early 1970s, when the federal
government began supporting a series of national
and state surveys of illicit drug use, cocaine use was
found so rarely that it was difficult to get a reliable
impression of the characteristics of the cocaine
users—there were too few of them in the survey
samples.

By studying the series of survey reports from
1972 through the mid-1990s, it is possible to plot
the growth of this second U.S. epidemic of cocaine
use from what had been typically low levels of use
to increasingly greater numbers of cocaine users.
The peak years of the epidemic use seem to have
been in the late 1970s, which were followed by
declining numbers of cocaine users in subsequent
years, notwithstanding a small rally in the mid-
1980s in connection with the emergence of crack-
cocaine smoking.
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Although the number of active cocaine users in
the U.S. population has dropped back toward the
levels observed in the early-to-middle 1970s, it
seems that an epidemic of cocaine dependence is
still very much in evidence, if the definition of co-
caine dependence is meant to encompass very fre-
quent cocaine use as well as the cocaine dependence
syndrome described in the more formal terms of
clinical research. That is, as the epidemic of cocaine
use subsided in the late 1980s and early 1990s,
there was no parallel falling off in the numbers of
daily or other frequent cocaine users, and there was
no clear drop in the number of people actively
affected by cocaine dependence. Indeed, in the
mid-1990s, the number of active cases of cocaine
dependence in the population seems to be greater
than it ever has been in the nation’s history. Thus,
it can be said that the epidemic of cocaine depen-
dence is not yet over, for there continues to be an
unusually large number of cocaine-dependence
cases in the population. There is not yet enough
evidence to say whether fewer newly occurring
cases of cocaine dependence are developing in the
U.S. population. Once it can be shown that the new
occurrence of cases has fallen off, it can then be
said with more confidence that the nation has en-
tered a declining phase in this most recent epidemic
of cocaine dependence.

With their attention focused upon a declining
number of cocaine users in the early 1990s, the
American public and politicans seemed to turn
their attention away from the nation’s cocaine
problems. At the same time, the level of support for
treatment of drug dependence dropped from rela-
tively high levels of expenditures in the mid-1980s,
even though the number of people suffering from
cocaine dependence had remained about the same
as it was during the late 1980s. This set of circum-
stances underscores the political importance of
drawing a distinction between epidemics of drug
use versus epidemics of drug dependence or drug-
related problems. 1t is likely that many Americans
equated declines in the number of cocaine users
with declines in the number of cocaine-dependent
persons: they were not aware that the epidemic of
cocaine dependence continued even as the epidemic
of cocaine use was subsiding dramatically.

Coincident with decline of cocaine use within the
United States, several other drugs have been the
subject of increased attention and use, including
drugs whose past popularity has re-emerged in re-

cent years. This comeback of older drugs might be
due to newer cohorts of drug users with no experi-
ence of friends suffering the adverse consequences
associated with the drug, or possibly due to a
change in either the availability, purity, or admin-
istration of the drug which would make its use more
attractive, accessible, or reinforcing. Two examples
of this re-emergence are methamphetamine and
heroin.

Methamphetamine, a subgroup of amphet-
amines, was widely used in the 1960s and 1970s.
Also known as “‘speed,” ““crank,” “meth,” “zip,”
and ““ice,” the medical and nonmedical uses of
methamphetamine have included appetite suppres-
sion for weight loss, staying awake, and recreation.
The stimulant effect is similar to that of cocaine,
but with longer duration.

Methamphetamine use has appeared in
outbreak and epidemic form in Asia, the Pacific
Islands, and primarily southwestern parts of the
United States since the middle of the 20th century,
often in the form of ““ice” smoking (i.e., inhalation
of volatile fumes). In the early 1990s less than two
percent of the population over the age of twelve had
tried methamphetamine, according to national es-
timates. This number increased fifty percent in the
later part of the decade and now remains relatively
steady as we enter the 21st century. Among teen-
agers, the number of methamphetamine users dou-
bled during the1990s. Emergency room admissions
associated with methamphetamine use increased
nearly 350 percent from the early to the middle of
the 1990s; admissions to treatment increased
nearly four hundred percent from the early to the
late part of the decade. Outbreaks of ““ice”” smoking
have spread northward and eastward from the
southwestern United States, suggesting an epi-
demic pattern in the United States in the 1990s,
still persisting in the year of publication.

Prevalence estimates of heroin use had been
relatively consistent during the 1980s, but early in
the 1990s the purity of the drug increased dramati-
cally, as did its availability. The heightened purity
allowed for modes of administration other than in-
jection, such as snorting and “smoking” (inhala-
tion of volatile fumes), opening a door to heroin use
for the drug users who otherwise might abstain due
to an aversion toward injection.

Initiation of heroin use among youths in the
mid-1990s was at its highest level in nearly 30
years. From the mid-1990s to the end of the dec-
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ade, the proportion of heroin users using needles
remained unchanged while the proportion sniffing
or snorting increased from 50 percent to 75 per-
cent. Much of the new heroin use is within the
population under age 25. Heroin use started to
increase in the early 1990s and continued through
the end of the decade. It now seems to have stabi-

lized.

OTHER PAST DRUG EPIDEMICS

An epidemic during the third century B.C. of
“hanshi” use at the end of the Han dynasty in
China and the spread of tea drinking prior to 900
B.C., might be the earliest documented epidemics of
PsycHOACTIVE DRUG use in the world, not counting
outbreaks of excessive ALCOHOL use (see ASIA,
Druc UsE IN).

In the 1600s, in Europe, there were epidemics of
CHOCOLATE (cocoa) consumption, TOBAGGO con-
sumption, and COFFEE consumption. These epi-
demics followed shortly after colonization of the
Americas by Europeans and were sustained by
ever-increasing supplies of these products shipped
from the cash-poor colonies.

During the nineteenth century, many Europeans
became enthusiastic about the inhalation of ether,
an intoxicating volatile substance that was investi-
gated for its medical uses by John Snow, one of the
fathers of modern epidemiology. Although defini-
tive statistics are not available, it appears that
nonmedical inhalation of ether spread through Ire-
land in an epidemic fashion during the nineteenth
century, as did inhalation of NITROUS OXIDE
(laughing gas) in the United States. Also during the
nineteenth century, China and several other coun-
tries experienced epidemics of OPIUM consumption,
especially opium smoking. In part, an increased
spread of opium smoking in the Americas
prompted passage of antiopium legislation, which
ultimately produced international agreements that
curbed the supply and distribution of opium and
opium products worldwide.

It has been said that the international agree-
ments on these drugs were less effective than the
public-health and punitive actions taken within
countries to curb opium smoking. For example,
harsh jail sentences were imposed for violation of
city, state, and federal laws concerning opium, and
a tradition of executing “drug criminals” was
started in some countries. In Communist China,

according to some stories, capital punishment of
drug dealers and drug users account for the virtual
disappearance of drug problems in that country.
The truth of these stories cannot be known.

About the same time that the international
agreements on opium and opium products were
passed, the United States experienced an increase
in tobacco smoking, ultimately with peak popula-
tion levels of tobacco smoking occurring during
World War Il and the following years, before de-
clines occurred in conjunction with the surgeon
general’s 1962 report on smoking and health and
other publicity about the health hazards of smok-
ing. When one considers the social climate of the
1990s, a time when tobacco smoking was not at all
a socially approved drug-use practice, it may be
difficult to imagine that during World War Il
Lucky Strikes and other cigarettes were passed out
to soldiers as part of their daily food rations. This
turned out to be an effective way to sustain the
epidemic of tobacco smoking, but one cannot be
sure whether the tobacco industry’s intent was pri-
marily to boost the morale of soldiers or to create
and build market strength for tobacco cigarettes.
Someone interested in the history of epidemiology
might be able to sort this issue out, if industry
records from that time were opened for inspection.

A more definitive case can be built for the mar-
keting strategies that have been used to increase
and build market strength for smokeless tobacco
products such as snuff. There was a tremendous
increase in the youthful usage of smokeless tobacco
between 1970 and 1985. This increase has been
traced to deliberate marketing strategies, including
formulation of relatively low-cost, ““unit dose” sup-
plies of tobacco snuff that had been flavored to
increase palatability.

While tobacco consumption was increasing
worldwide, Japan’s population was affected by an
epidemic of METHAMPHETAMINE use during and es-
pecially after World War 1I; later distribution of
this drug was seen throughout other countries of
the world, including the Scandinavian nations and
the United States. At one point in the 1950s, it was
estimated that 2 percent of Japan’s population had
taken methamphetamines nonmedically. It also has
been said that especially harsh jail sentences and
other criminal penalties accounted for the termina-
tion of the amphetamine epidemic in Japan, but as
noted in regard to capital punishment and prior
Asian drug epidemics, there is no good evidence on
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this issue. Between 1945 and 1965, other countries
saw amphetamine epidemics come and go without
the implementation of especially harsh criminal
penalties.

The prevalence of nonmedical STIMULANT use in
the 1950s did not reach the 2 percent level in the
United States as it had in Japan, but it was suffi-
ciently widespread to yield congressional hearings
that focused especially upon AMPHETAMINE use by
long-distance truckers (e.g., those who used the
drug to promote vigilance and stamina for lengthy
trips) and by homemakers (e.g., those who took
amphetamines to curb their appetite or because of
their mood-altering effects). In part, these epi-
demics should be understood in relation to the
relatively widespread availability of amphetamines
in a context of limited regulation of supplies and
distribution. These epidemics resulted in legislation
and social action to reduce the supply and control
the distribution of the amphetamine drugs. In the
United States, two especially relevant pieces of fed-
eral legislation were the Drug Abuse Control
Amendments of 1965 and the CONTROLLED SUB-
STANCES ACT of 1970; these laws were directed at
controlling the use of the amphetamines as well as
the use of other drugs.

The usage of marijuana and the psychedelic
drugs (e.g., LSD) grew during the 1960s and seems
to have peaked during the 1970s. In the 1990s,
there were conflicting reports of increasing con-
sumption of these drugs, especially LSD. By some
accounts, the nation entered a new phase of LSD
usage. It appears, however, that this nationwide
increase was not detectable in population estimates
from the NATIONAL HOUSEHOLD SURVEY ON DRUG
ABUSE, and it is possible that the apparent nation-
wide epidemic actually remains quite limited in
scope.

Several noteworthy developments occurred in
relation to HEROIN and the Op10ID drugs during the
late 1960s and early 1970s. One important clinical
and epidemiological research group based at the
University of Chicago developed important innova-
tive strategies for community-level intervention di-
rected at outbreaks of heroin use and heroin depen-
dence. An important element in the group’s
intervention plan was to employ outreach workers,
including staff in recovery from heroin dependence,
who would spend enough time on the street corners
to identify both new and old users of heroin and to
help them get into treatment and stay in treatment.

In addition, in Britain, Richard de Alarcon adapted
classical methods of epidemiologic research to
study the diffusion of injecting drug use (especially
injecting heroin use) as an epidemic phenomenon,
by plotting the person-to-person spread of the epi-
demic over time and across the cities of that coun-
try.

In 1971, President Richard M. Nixon declared a
“war on drugs” following a period of increased
heroin use in the United States: he did this partially
in association with the return of Vietnam veterans,
many of whom had become users of heroin and
other opioid drugs during their overseas tours of
duty. This epidemic of the late 1960s and early
1970s was documented most readily by examining
statistics on clients entering treatment for heroin
dependence, including the lag of several years that
separated users initial injection of heroin to their
first admission for treatment. Despite the war on
drugs, a decline in heroin use in the early 1970s
was followed by another smaller epidemic of heroin
use or dependence during the mid-1970s, followed
by apparent decreases in the occurrence of heroin
dependence during the late 1970s and early 1980s.
The early decrease appears to have coincided with
the decrease in importation of heroin to the United
States from supplier countries such as Turkey and
the mid-1970s increase with the emergence of Mex-
ico and Southeast Asia as suppliers of illicit opiates.

When heroin is the drug of choice and heroin
availability declines, users often take other drugs
that provide the same functions—either opiate
drugs derived from the opium poppy such as mor-
phine or synthetic opioids derived in the chemistry
lab and not requiring cultivation products from
poppy fields. One example of a synthetic opioid is
the so-called China White, which spread through
the United States, especially on the West Coast.
The number of overdoses linked to China White
and related synthetic opioid drugs seemed to in-
crease until the mid-1980s. Since then, there have
been declines in the incidence of this type of over-
dose, possibly because of the increased supplies and
street-level purity of poppy-derived heroin.

In addition to the cocaine epidemics already
mentioned, there was a cocaine epidemic in the late
twentieth century, which might have been sus-
tained by the introduction of CRACK-cocaine, an-
other unit-dose formulation of a psychoactive drug
that reduces cost to a level that can be afforded (at
least, initially) by many people. Other articles in
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this encyclopedia discuss reasons that crack-co-
caine smoking might have helped sustain the epi-
demic of cocaine use, including differences in the
pharmacologic, pharmacokinetic, and reinforce-
ment profiles of crack-smoking versus nasal in-
sufflation of cocaine hydrochloride powder. In this
context, it is interesting to note that the epidemics
of crack smoking and cocaine use ended when they
did, during a period of widespread availability of
cocaine in a low-cost formulation. In epidemiologic
terms, this development carries three very impor-
tant implications. First, given widespread avail-
ability, many Americans had opportunities to
smoke crack or take cocaine powder and did not do
so. In some important way, these were Americans
who were not susceptible to widespread media pub-
licity and other conditions that otherwise might
have promoted the use of crack or other forms of
cocaine.

Second, for many Americans who tried crack or
cocaine powder, the use of these drugs did not
compete well with alternative behaviors that were
as readily available to them in their home and
community environments. They found that there
were other, more reinforcing ways with which to
occupy their daily lives. This signifies that within
the population, for those who have used cocaine,
there are differences in the users’ susceptibility to
becoming cocaine dependent.

Third, within the American population, the bal-
ance of these several kinds of susceptibility must
have changed over the course of the 1980s. For
example, during many other epidemics of conta-
gious disease, as the balance of susceptibility
changes, the people who are more susceptible be-
come surrounded by people who are less suscepti-
ble. Sometimes, the balance of susceptibility
changes without any active and organized public
health intervention, as in the case of a typical influ-
enza epidemic in an elementary school population.
Sometimes, the balance of susceptibility is changed
quite deliberately by organized public-health ac-
tion, as in the successful worldwide effort to eradi-
cate deadly smallpox by making sure that suscepti-
ble persons were immunized against smallpox, and
by making sure that infected individuals were sur-
rounded by those who were not susceptible by vir-
tue of either immunization or past infection.

In the case of a drug epidemic, as the more
susceptible individuals in the population start to
become surrounded by people who will not or do

not take the drug, it must be increasingly difficult
for them to come into contact with the drug at an
individual level, even when the drug supply is great
at the societal levels. Furthermore, as the balance of
the several kinds of susceptibility changes within
the population, there must be an evolution of the
social-influence processes that promote the spread
of drug use from person to person: Fewer people are
being pressured by peers to use the drug; fewer
people are talking about the drug in favorable
terms; more people are talking about how they had
a chance to use it, but it just didn’t seem worth it;
more people are talking about how they have used
the drug but it just didn’t do very much for them.

This sort of process must have taken place with
regard to the cocaine epidemic for the balance of
susceptibility to have changed within the popula-
tion; otherwise, the epidemic of cocaine use would
have persisted. Because we do not have an effective
biological vaccine that would reduce susceptibility
to cocaine use the way the smallpox vaccine re-
duced susceptibility to smallpox infection, this
change in the balance of susceptibility had to have
been caused by something else. Before the epidemic
of cocaine use had started to decline, the social
demographer K. Singh hypothesized that it would
decline simply because of demographic changes in
the U.S. population caused by a declining birth rate
fifteen to twenty-five years earlier. Singh ap-
parently reasoned that, numerically, there would
be fewer and fewer people aged fifteen to twenty-
five, and this by itself would change the balance of
susceptibility in the population because the devel-
opmental period from age fifteen to twenty-five is
one that is at especially high risk for starting illicit
drug use.

Later, and after the epidemic of cocaine use had
started to decline, two other main hypotheses
emerged. One of these took note of the demo-
graphic changes to which Singh had pointed but
also drew on three other interrelated epidemiologic
observations, namely that (1) cocaine use almost
always starts after MARIJUANA use has started; (2) a
history of marijuana use probably is the strongest
indicator of susceptibility for trying cocaine; and
(3) most marijuana users try cocaine once or a few
times but do not go on to become dependent upon it
(i.e., they are in the second kind of susceptibility
group already mentioned). These three epidemio-
logic observations were also linked with an obser-
vation from ethnographic research: When a young
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person is presented with an opportunity to try mar-
ijjuana or cocaine, it very often is a slightly older
person with a history of marijuana use who pre-
sents the opportunity. It might thus have happened
that the cocaine epidemic had stopped growing and
had started to end once the supply of cocaine had
increased to a level where a large proportion of
former and current marijuana users had been pre-
sented with an opportunity to use cocaine. When
these marijuana users either declined to use cocaine
or tried and then stopped using cocaine, they then
no longer could serve as sources of diffusion to
vounger persons. That is, the change in balance of
susceptibility within the population was related to
the number of individuals who previously had tried
marijuana and to whether they had completed the
normative passage of (1) declining to use cocaine
when it was offered to them or (2) trying cocaine a
few times without becoming dependent upon it,
thereby ceasing to be part of the vanguard of co-
caine experimenters who in the glow of their first
cocaine experiences would enthusiastically be of-
fering cocaine to others.

According to the other main post-epidemic hy-
pothesis, trends in the perceived danger or risk of
harm associated with taking cocaine affected
trends in cocaine use. Particularly after basketball
star Len Bias died after smoking crack, more young
people reported that they perceived there to be
substantial risks of harm associated with taking
cocaine. Concurrently, there were declines in re-
ported levels of cocaine use. For a number of years,
as surveys showed more and more young people
reporting that they perceived cocaine use to be
dangerous, the levels of cocaine use declined even
further, despite increasing or stable levels of co-
caine availability. These trends gave rise to the op-
timistic observation that perhaps it was the in-
creases in perceived dangerousness of cocaine use
that accounted for the declines in cocaine use. If
such an observation were true, society might be
able to stop or curb future epidemics by educating
youths to perceive the harmfulness of drug use.

DRUG EPIDEMICS IN THE FUTURE

Singh’s prediction based on an analysis of demo-
graphic changes in the population and the two
main hypotheses that emerged after the epidemic of
cocaine use had started to decline have historical
importance. Although it was not possible to test

these hypotheses about the 1975-10-1994 epidemic
of cocaine use in the United States in any rigorous
fashion, and it cannot be known for certain that
any of them is correct, they may help in the plans
for coping with future epidemics of drug use and
drug dependence; they also offer pointers what
kind of societal response might be needed if a rising
line is perceived in the plotted curves of new epi-
demics. Nonetheless, until a more certain knowl-
edge is acquired about the dynamics of epidemics
of drug use, it will be premature for politicians or
anyone else to ride to glory on the descending line
of these curves. There is enough knowledge to take
action, but not enough to say what specific combi-
nations of public-health actions will be effective.

The array of public-health actions to stop or
curb future drug epidemics have not yet been ex-
hausted. In the 1970s, Dr. Jerome H. Jaffe and
other experts suggested developing prevention
strategies that would be based on concepts of re-
ducing susceptibility to drug dependence. This
might sound like science fiction, but recent new
developments in molecular biology, immunology,
pharmacology, and neuroscience have made a vi-
able strategy of this type more plausible.

A relatively sharp increase in the use of steroids
among youths towards the end of the 1990s sug-
gests that investigation into its use, especially
among males, might identify an emerging epi-
demic. Similarly, “club drugs” such as MDMA
(“ecstasy”’), Rohypnol, ketamine, and others, have
shown increases in use and availability throughout
the 1990s, primarily among youths and young
adults.

Because of the novelty of these types of drugs.
surveys designed to estimate the number of users
have difficulty keeping up with their emergence in
isolated outbreaks until use has persisted long
enough and has become sufficiently prevalent to
warrant inclusion in the survey assessments. For
this reason, there are no definitive sources of epide-
miological evidence on epidemics of drug use, akin
to the evidence available for notifiable diseases
such as syphilis and HIV infection. Readers interes-
ted in local area outbreaks and epidemics will find
useful and sometimes definitive evidence in the pe-
riodic reports of Community Epidemiology Work
Groups established by the United States National
Institute on Drug Abuse, and its counterpart insti-
tutions in other countries.
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In seeking to understand the future of drug epi-
demics in society, it will be necessary to complete
more thorough studies of some predicted epidemics
that did not materialize. For example, following the
1990/91 Persian Gulf war and 1992 posting of
U.S. troops to Somalia in East Africa, it was said
that the United States would suffer a khat-
cathinone epidemic as soon as the veterans re-
turned with the experience of seeing khat used by
the people of the Middle East and Somalia—and
when cathinone (one of khat’s active ingredients)
was extracted or synthesized by underground
chemists for distribution. So far, however, the pre-
diction of the nationwide KriaT-cathinone epi-
demics has been wrong. There have been isolated
epidemics in a few communities but apparently no
widespread use, and it is not altogether clear what

curbed the spread to other communities.

As of the early 21st century, many countries
have conducted epidemiological surveys to esti-
mate the number of drug users in their populations,
and some countries maintain substantial surveil-
lance efforts to assess whether and when drug epi-
demics are occurring. No country, however, has
made a substantial investment in the empirical
study of drug epidemics. Most of the hypotheses
and theories about drug epidemics remain untested
against epidemiologic evidence, including a re-
cently stated and fairly elaborate theory that incor-
porates what might be the necessary conditions for
the expansion, the maintenance, and the decline of
drug epidemics. It must thus be said that the pres-
ent stage of applying epidemiology to the study of
drug epidemics is a fairly primitive one.

(SEE ALSO: Adjunctive Drug Taking; Alcohol; His-
tory of Drinking; Amphetamine Epidemics; Educa-
tion and Prevention; Epidemiology of Drug Abuse;
High School Senior Survey; Opioids and Opioid
Control; Substance Abuse and AIDS Prevention
Movement; U.S. Government Agencies; Vulnerabil-
ity as Cause of Substance Abuse)
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EPIDEMIOLOGY OF DRUG ABUSE One
of the best ways to introduce an article on the epi-
demiology of drug use and drug dependence is to
ask some basic questions that epidemiologic studies
can answer but laboratory and clinical studies can-
not. Here are some examples:

In the late 1990s in the United States, about how
many ages 12 to 17 had used cocaine at least once?

In the late 1990s, within which U.S. population
subgroups were active cocaine users most likely to
be found?

Within the United States in the early 1990s,
among those aged 15 to 24 who had used cocaine,
what proportion had become dependent on it?

In the early 1990s, which age group within the
U.S. population was most likely to have experi-
mented with cocaine, and which age group was
most likely to have developed cocaine dependence?

For a young adult living in the United States,
what is the risk of developing the problem of alco-
hol abuse or dependence between one year and the
next?

Is the risk for alcohol dependence greater for
some young adults than for others?

Which subgroups of young adults are at espe-
cially high risk for alcohol dependence?

Are these same subgroups of young adults at
especially high risk of becoming dependent on psy-
choactive drugs such as marijuana or cocaine?

To answer questions of this type, it is necessary
to step outside the laboratory and clinical settings
where drug users receive treatment. This step can
be taken during the course of epidemiologic surveys
that seek information about all aspects of the popu-
lation’s drug experience; the surveys take into ac-
count not only the relatively modest numbers of
drug users who have received counseling and treat-
ment, but also those who never have received any
kind of health care or social services. The answers
to these questions, based on epidemiologic surveys
conducted in the United States between 1980 and
the present, are as follows:

In the late 1990s, among those aged 12 to 17 in
the United States, an estimated 496,000 to
682,000 had used cocaine at least once. As a pro-
portion, this amounted to about 2.5 percent of
those 12 to 17 in the United States at that time.

Within the United States in the late 1900s,
voung adult men aged 18 to 29 were more likely to
be active cocaine users than any other population
subgroup categorized by age and sex. For example,

slightly more than 2.5 percent of men 18 to 25 were
active cocaine users, as compared with 1.4 percent
of men 26 to 34, 1.3 percent of women aged 18 to
25, and 0.9 percent of women aged 26 to 34.

Within the United States in the early 1990s,
among those aged 15 to 24 who had used cocaine,
an estimated 25 percent had become dependent on
it. That is, for every four who had experimented
with cocaine, one had become dependent on it.

Within the United States in the early 1990s,
people of the 25 to 34-year age group were most
likely to have experimented with cocaine; within
this age group, about 30 percent of men had tried
cocaine at least once, and about 21 percent of
women had tried cocaine at least once. Cocaine
dependence also was most prevalent in this age
group: it affected about 4 percent of all persons
aged 25 to 34. Among cocaine users aged 25 to 34,
an estimated 16 percent had become dependent on
it.

For those 18 to 29 living in the United States, the
best available estimate for the risk of developing
alcohol abuse or dependence between one year and
the next is about 2 to 4 percent.

The risk of succumbing to alcohol abuse or de-
pendence for males aged 18 to 29 is an estimated 6
percent per year, as compared with about 1 percent
per year for females aged 18 to 29.

Males between the ages of 18 and 25 are at
especially high risk of succumbing to alcohol abuse
or dependence.

These same subgroups of young adults are at
especially high risk of becoming dependent on psy-
choactive drugs such as marijuana or cocaine.
When all the abuse or dependence syndromes at-
tributable to nonmedical use of these drugs are
considered, the estimated risk for males aged 18 to
29 of developing clinically recognizable drug prob-
lem is estimated at 4.4 percent per year; for females
aged 18 to 20, it is about 1.6 percent.

There is, of course, good reason to wonder
whether epidemiologic surveys of drug use and
drug dependence have sufficient validity to be
trusted. On the one hand, especially among young
people, there may be a tendency to exaggerate drug
taking, and to falsify survey responses in the direc-
tion of more drug taking than has really occurred.
On the other hand, some people may be hesitant to
disclose their histories of drug taking or drug prob-
lems; they might not agree to participate in the
survey, or they might falsify their answers in the
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direction of less drug taking or fewer problems than
have actually occurred.

There fortunately is a body of methodologic re-
search that provides some general assurance about
the accuracy of estimates in epidemiologic surveys.
Accuracy of the survey results seems to be en-
hanced considerably when special care is taken to
guarantee confidentiality of responses, to protect
the privacy of the survey respondents, and to de-
velop trust and rapport before asking survey ques-
tions about sensitive behavior, alcohol and drug
problems, or illegal activities. In particular, except
in poorly conducted surveys of very young respon-
dents, there seems to be very little exaggeration of
drug involvement, and older adolescents and adults
rarely report drug use unless it actually has hap-
pened. Moreover, the accuracy of the estimates
does not seem to be distorted too much when the
surveys concentrate on household residents and do
not extend their samples to include homeless or
imprisoned segments of the population. Even
though homeless people and prisoners often have
significant and special needs for alcohol- and other
drug-dependent treatment services that society
cannot ignore without peril, the number of home-
less and incarcerated persons is small relative to the
considerably larger number of persons living in
households.

It also is important to note the relatively large
size of the survey estimates obtained in these epide-
miologic surveys. For example, in 1998, as part of
the HIGH SCHOOL SENIOR SURVEY (Monitoring the
Future), almost 16,000 high school seniors were
asked to fill out confidential questionnaires about
their use of such drugs as marijuana and cocaine;
more than 38 percent reported having taken these
drugs illegally, 80 percent reported consuming al-
coholic beverages, and more than 60 percent re-
ported having consumed alcohol to the point of
getting drunk. In 1998, more than 25,500 Ameri-
can household residents aged 12 years and older
participated in a U.S. govermnent-sponsored Na-
TIONAL. HOUSEHOLD SURVEY ON DRUG ABUSE and
were asked to answer an interviewer’s questions
about the use of these drugs; illegal drug taking was
reported by an estimated 21 percent of those 12 to
17 years, 48 percent of those 18 to 25, 51 percent of
those 26 to 34, and 32 percent of older adults.
Furthermore, between 1990 and 1992, almost
9,000 Americans aged 15 to 54 completed confi-
dential interviews as part of a U.S. government-

sponsored National Comorbidity Survey. Accord-
ing to this survey, one in three tobacco smokers had
tobacco problems, signs, and symptoms consistent
with their having become dependent on tobacco
and one in seven drinkers had alcohol problems,
signs, and symptoms consistent with their having
developed the clinical syndrome of alcohol depen-
dence. Among those who reported use of mari-
juana, heroin, or other controlled substances, one
in seven reported drug problems, signs, and symp-
toms consistent with their having become depen-
dent on these drugs. These survey-based estimates
are already high enough to provoke social concern.
They would be even higher if corrections were to be
made to account for respondents who were hesitant
to report either their consumption of these drugs or
the problems associated with drug use that they

had.

DRUG-SPECIFIC ESTIMATES FOR THE
U.S. POPULATION

It may be useful if, bearing in mind these poten-
tial limitations in the survey methods, one consid-
ers each broad drug class one by one, in order to
convey the relative frequency of use of tobacco,
alcohol, and other drugs in the United States, and
to identify population subgroups within which drug
use or drug dependence is most common. (From
this point on, estimates based on the 1999 survey of
high school seniors are labeled MF estimates; those
from the 1998 National Household Survey on Drug
Abuse are labeled NHSDA estimates; and those
from the 1990-1992 National Comorbidity Survey
are labeled NCS estimates.) In view of recent atten-
tion to the CAFFEINE-dependence syndrome and
other health hazards of drinking COFFEE or TEA or
consuming other caffeinated products, estimates
concerning the use of caffeine and caffeine depen-
dence might seem warranted. There is not yet a
stable base of epidemiologic data on caffeine use
and caffeine dependence, however; these remain
topics that ought to be examined in future epidemi-
ologic studies.

Tobacco Smoking in the Late 1990s.
Monitoring the Future (MF) estimates show that
about 65 percent of high school seniors have
smoked TOBACCO cigarettes at least once. An esti-
mated 35 percent of high school seniors smoked
tobacco cigarettes at least once during the month
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prior to the survey, and 23 percent had become
daily tobacco smokers.

According to the National Household Survey on
Drug Abuse (NHSDA), which included household
residents age 12 years and older, an estimated 68 to
71 percent smoked tobacco cigarettes at least once,
for a total of about 149,021,000 to 155,515,000
smokers. An estimated 29 to 32 percent had
smoked in the year prior to the survey, for a total of
64,012,000 to 69,522,000 recently active smokers;
most of these had smoked in the month prior to the
survey (57,811,000-63,072,000).

There was an important age and sex-related
variation in these estimates. For example, among
adults past age 34, males were more likely than
females to have been recent tobacco smokers
(26.9% versus 23.4%). Among those 18 to 25,
within the limits of survey error, there essentially
were no differences between the sexes in prevalence
of smoking, and both estimates were in a range
from 37.5 to 45.3 percent. Among those 12 to 17,
there also were no statistically reliable differences
between the sexes, and the estimated proportions
were between 17 and 21 percent; although esti-
mates from earlier years show the proportion of
girls smoking in this age group to be numerically
greater than that for boys of the same age (NHSDA
estimates).

Using data from the National Comorbidity Sur-
vey of Americans aged 15 to 54, it has been possible
to estimate the proportion of tobacco smokers and
other drug users who have developed drug-depen-
dence syndromes, as defined in relation to a set of
diagnostic criteria for drug dependence that were
developed by the American Psychiatric Association
in 1987. Before the diagnoses of drug dependence
are made, the survey must produce evidence that
drug users experienced signs or symptoms of de-
pendence such as going through withdrawal or tak-
ing drugs to avoid withdrawal symptoms. Applied
to the tobacco smokers identified in the Naitonal
Comorbidity Survey, these diagnostic methods in-
dicated that almost one-third of tobacco smokers in
the survey population had developed tobacco de-
pendence. That is, for every three tobacco smokers,
one had developed tobacco dependence and was
found to have met the American Psychiatric Associ-
ation’s diagnostic criteria for dependence on this
drug. Of the more than 70 percent of respondents
who had smoked tobacco at least once, a truly
remarkable proportion of about 24 percent was

found to have a history of currently active or former
tobacco dependence (NCS estimates).

Smokeless Tobacco Use in the Late 1990s.
An estimated 23 percent of high school seniors had
tried smokeless tobacco at least once, and about 8.4
percent had used it during the month prior to the
survey (MF estimates). Household survey estimates
indicate somewhat lower values, except among
males aged 18 to 25. For example, among 12- to
17-year-olds, an estimated 8.9 percent had tried
smokeless tobacco, and just over 1 percent had
used it in the month prior to the survey. By compar-
ison, slightly more than 24 percent of 18- to
25-year-olds had tried smokeless tobacco; corre-
sponding estimates for 26- to 34-year-olds and
those over age 34 were 23.4 and 15.6 percent,
respectively. Males aged 18 to 25 were also more
likely to be recent smokeless tobacco users; more
than 10 percent had used it during the month prior
to the survey, while an additional 16 percent had
used it at some time before the past month
(NHSDA estimates).

Alcohol Use in the Late 1990s. An estimated
80 percent of high school seniors have consumed
ArLcoHoL at least once. About 74 percent had con-
sumed alcoholic beverages in the year prior to the
survey, and 51 percent had done so during the
month prior to the survey. About 3.4 percent had
become daily drinkers (MF estimates).

An estimated 62.3 percent of high school seniors
had been drunk at least once—almost 53 percent
during the year prior to the survey and almost 33
percent during the month prior to the survey.
About 3.4 percent reported having become daily
drinkers (MF estimates).

Among household residents aged 12 and older,
an estimated 80 to 82 percent have consumed alco-
holic beverages; this represents from 174,928,000
to 179.975,000 individuals. During the month
prior to the survey, an estimated 51 percent had
consumed alcohol. As might be expected, the prev-
alence values for 18- to 25-year-olds were some-
what higher than they were for the high school
seniors, especially in relation to recent drinking:
Almost 60 percent of the 18- to 25-year-olds had
consumed alcoholic beverages during the month
prior to the survey. The values for 12- to 17-year-
olds were lower: About 37 percent in this age group
had tried alcoholic beverages at least once, and
about 19 percent had consumed alcohol during the
month prior to the survey (NHSDA estimates).
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An estimated 22.4 percent of respondents of all
age groups from 12 years upward reported drink-
ing at least once per week or more during the year
prior to the survey. Corresponding estimates for
respondents aged 12 to 17, 18 to 25, 26 to 34, and
35 + were 4.0, 24.5, 23.8, and 24.0 percent,
respectively (NHSDA estimates).

Alcohol dependence was found to have affected
15 percent of those who had consumed alcoholic
beverages: Out of every six or seven persons who
had tried alcohol, about one had become dependent
on alcohol. In relation to the total survey popula-
tion that included drinkers as well as abstainers, an
estimated 14 percent were found to qualify for the
diagnosis of drug dependence, according to the
American Psychiatric Association’s criteria (NCS
estimates).

Other Illicit Drug Use in the Late 1990s.
When controlled substances such as MARIJUANA,
cocaine, and heroin, as well as INHALANT drugs,
were considered, it was found that an estimated 55
percent of respondents had used these drugs on at
least once occasion, 42 percent during the year
prior to the survey. About 26 percent had taken one
or more of these drugs during the month prior to
the survey (MF estimates).

The National Household Survey on Drug Abuse
reported that an estimated 34 to 37 percent of the
population aged 12 and older had engaged in illicit
drug use at lease once: this amounts to about 75 to
81 million drug takers. The number of recently
active drug takers was lower; they represented 6 to
7 percent of the population (NHSDA estimates).

According to the National Comorbidity Survey
estimates, out of every seven persons who had tried
marijuana, cocaine, or other controlled substances
and inhalant drugs, one had developed drug depen-
dence (14.7%). In light of the fact that about 51
percent of this survey population of 15- to 54-year-
olds reported a history of illicit drug use, the result-
ing estimate for the prevalence of dependence on
controlled substances was 7.5 percent. That is, in
the total population of individuals (including both
drug users and never users), about one in fourteen
had fulfilled the criteria for drug dependence (NCS
estimates).

Cannabis Use in the Late 1990s. An esti-
mated 50 percent of high school seniors had tried
marijuana or HASHISH (Cannabis) on at least one
occasion, and about 38 percent had smoked canna-
bis during the year prior to the survey. An esti-

mated 23 percent had smoked cannabis during the
month prior to the survey, and an estimated 6 per-
cent reported daily cannabis use (MF estimates).

Within the age ranges of 12 to 17 and among
persons aged 35 and older, there are many individ-
uals who have not yet started to use illicit drugs
such as cannabis, as well as many others who never
will start to use these drugs. As a result, one might
expect lower prevalence values in these age groups
as compared to the values for other age ranges. In
fact, this is precisely what the national survey esti-
mates indicate. Overall, an estimated 32 to 34
percent of respondents reported having tried can-
nabis, but among 12- to 17-year-olds the estimate
was only 18.9 percent, and among those aged 35
years and older it was 29.4 percent. Prevalence of
cannabis use was most common among 20- to
34-year-olds (47.9%) and among 18- to 25-year-
olds (44.6%). This also was true for recent canna-
bis use during the month prior to the survey: There
was a prevalence of 5.0 percent for the population
overall, 8.3 percent for 12- to 17-year-olds, 13.8
percent for 18- to 25-year-olds, 5.5 percent for 26-
to 34-year-olds, and 2.5 percent for older adults
(NHSDA estimates).

Among cannabis users, about 9 percent were
found to have developed cannabis dependence.
Among all 15- to 54-year-olds (including both
users and never users), 4.2 percent had become
dependent on cannabis (NCS estimates).

Inhalant Use in the Late 1990s. INHALANTS
had been used by an estimated 15 percent of high
school seniors—about 6 percent within the year
prior to the survey and about 2 percent during the
month prior to the survey. Very few respondents
(well under 1 percent) reported daily inhalant use
(MF estimates).

The National Household Survey on Drug Abuse
indicated that about 5.8 percent of its survey popu-
lation had tried inhalants at least once; about 1
percent had done so during the year prior to the
survey, and from 0.3 to 0.4 percent had used these
drugs during the month prior to the survey. It was
found, when considering age and sex, that the
subgroup most likely to have used inhalant drugs
during the month prior to the survey was that of
males aged 18 to 25; in this group, 1.9 percent
reported recently active inhalant use (NHSDA esti-
mates).

An estimated 2.3 to 5.1 percent of the inhalant
users have been found to qualify for the diagnosis
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of dependence on inhalant drugs. Translated into
an overall prevalence estimate for both users and
nonusers, this amounts to about 0.3 percent preva-
lence of inhalant dependence in the total survey
population (NCS estimates).

Use of Psychedelic Drugs in the Late 1990s.
PSycHEDELIC drugs (primarily LYSERGIC AciD Di-
ETHYMIDE, or LSD) had been used by an estimated
14 percent of high school seniors. Almost two-
thirds of these users (9.4%) had used them in the
year prior to the survey, and about one-quarter
(3.5%) had used them during the month prior to
the survey. PHENCYCLIDINE (PCP) users were in the
minority within this group of drug users; only 3.4
percent of the high school seniors had ever tried
PCP (MF estimates).

Among persons aged 12 years and older, from
9.1 t0 10.7 percent of individuals had tried psyche-
delic drugs such as L.SD, but for the most part these
drug experiences were not recent: Only 0.5 to 0.9
percent reported taking psychedelic drugs during
the month prior to the survey. Peak prevalence
values for recent use of the psychedelic drugs were
observed in the years of adolescence and early
adulthood; only for 12- to 17-year-olds and 18- to
25-year-olds did these values exceed a threshold of
1 percent (1.8 and 2.7%, respectively); otherwise,
they were at the 0.4 percent level or lower (NHSDA
estimates).

About 5 percent of the users of psychedelic drugs
were found to qualify for the diagnosis of a depen-
dence syndrome, defined in relation to the Ameri-
can Psychiatric Association criteria. Thus, about
0.5 percent of the survey population of 15- to
54-year-olds had become dependent on psyche-
delic drugs.

Cocaine Use in the Late 1990s. Among high
school seniors, an estimated 9.8 percent had tried
cocaine; within this group of COCAINE users,
roughly one-half had tried CRACK-cocaine. About 6
percent of high school seniors had used cocaine
(including crack) during the year prior to the sur-
vey, and just over 2.6 percent had used it in the
month prior to the survey. In the MF sample of
about 16,000 high school seniors, daily cocaine
smoking was too rare to estimate precisely (MF
estimates).

An estimated 10 to 11 percent of the National
Household Survey’s population reported having
tried cocaine or crack smoking (or both) at least
once. The corresponding value for 12- to 17-year-

olds was only 2.2 percent, and there was age-re-
lated variation: 10.0 percent of the 18- to 25-year-
olds had taken cocaine (including crack); 17.1 per-
cent of the 20- to 34-year-olds had done so, and the
prevalence estimate for older adults was 10.4 per-
cent. Translated into absolute numbers, an esti-
mated 21 to 25 million Americans aged 12 and
older had tried cocaine or crack smoking. Recent
use was substantially less common: Only 0.7 to 1.0
percent of the survey population reported having
used these drugs during the month prior to the
survey; this represented about 1.4 to 2.1 million
recently active cocaine users in the survey popula-
tion.

By the early 1990s, the second American epi-
demic of cocaine use had peaked and waned. Crack
smoking had sustained the epidemic for a time, but
in the early 1990s it became clear that crack smok-
ing had not diffused broadly through the U.S. pop-
ulation. The relatively low prevalence values for
crack smoking among high school seniors was re-
flected in the National Household Survey on Drug
Abuse, which found that only 1.8 to 2.3 percent of
its survey population had tried crack smoking; this
amounted to 3.9 to 5.1 million individuals. The age
groups with most crack-smoking experience were
the 18- to 25-year-olds, with a prevalence value of
2.7 percent, and the 26- to 34-year-olds, with a
prevalence value of 3.9 percent. Prevalence of
crack smoking during the month prior to the 1993
survey was uniformly under 1 percent for all age
and sex groups under study (NHSDA estimates).

For every six individuals who had tried cocaine
at least once, one had developed cocaine depen-
dence. That is, among these cocaine users, an esti-
mated 15.2 to 18.2 percent had become sufficiently
dependent upon cocaine to qualify for the Ameri-
can Psychiatric Association diagnosis. In relation to
all persons in the survey population, whether they
had tried cocaine or not, an estimated 2.7 percent
qualified for the diagnosis of cocaine dependence
(NCS estimates).

Use of Non-Cocaine Stimulants in the Late
1990s. The nonmedical use of stimulants other
than cocaine (such as AMPHETAMINES) was actually
more prevalent than cocaine use among high school
seniors. An estimated 16.3 percent of high school
seniors had taken these stimulant drugs without
any doctor’s orders; 10 percent had done so in the
year prior to the survey, and 4.5 percent had done
so during the month prior to the survey. Metham-
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phetamine or “ice” smoking reemerged among
youth in the 1990s. Among high school seniors, 4.8
percent had ever tried “ice.”” 1.9 percent had done
so in the year prior to the survey, and 0.8 percent
had used during the prior month (MF estimates).

For reasons not well understood, the Monitoring
the Future sample of high school seniors yields
prevalence estimates for non-cocaine stimulant us-
age that are considerably larger than corresponding
estimates from the national household survey.
Overall, the household survey population estimate
for nonmedical use of these stimulant drugs was
4.4 percent, and the age group with the highest
prevalence value was that made up of 26- to
34-year-olds, at 5.1 percent. Nonetheless, within
the survey population, recent use of the stimulant
drugs was found to be 3.2 to 4.9 percent for the 18-
to 25-year-olds, the age group whose level of use
most resembled that of the high school seniors
(NHSDA estimates).

Slightly more than 11 percent of the persons
who had used these stimulant drugs were found to
have become dependent on them. This number of
stimulant-dependence cases represents about 1.7
percent of all persons in the survey population aged
15 to 54 (NCS estimates).

Use of Anxiolytic, Sedative, and Hypnotic
Drugs in the Late 1990s. About 9 percent of
high school seniors had used tranquilizers
(anxiolytic) or SEDATIVE-HYPNOTIC (e.g., BARBITU-
RATE) drugs without a doctor’s orders. About 5.8
percent had done so during the year prior to the
survey, and 2.5 percent had done so during the
month prior to the survey (MF estimates).

About 3 to 4 percent of the national household
survey population reported nonmedical use of tran-
quilizers or anxiolytic drugs, while 2 to 3 percent
reported nonmedical use of sedative-hypnotic
drugs without a doctor’s orders. For tranquilizers,
this amounted to 6.8 to 8.8 millions of nonmedical
users. For sedative-hypnotics, the total was 4.0 to
5.4 millions of nonmedical users. The estimated
number of recently active users was less substan-
tial; they represented less than 0.5 percent of the
survey population for tranquilizers (under 1 mil-
lion nonmedical users) and for the sedative-hyp-
notics (under 500,000 nonmedical users).

Grouping the users of the tranquilizer or
anxiolytic drugs together with the users of the seda-
tive and hypnotic drugs, the National Comorbidity
Survey team found that about 9 percent of these

drug users had become dependent on them. In
considering this prevalence value, it is important to
note that in this survey nonmedical drug use was
defined to include not only use of the drug to get
high, but also taking more of the drug than was
prescribed or in ways not consistent with accepted
medical practice. Overall, the prevalence of depen-
dence on these drugs was at a level of 1.2 percent in
the survey population (NCS estimates).

EPIDEMIOLOGY OF DRUG USE AND
DRUG DEPENDENCE OUTSIDE THE
UNITED STATES

Each vear, the United States allocates more re-
sources to epidemiologic surveys of drug use than
does any other country in the world. For this rea-
son, it has been possible to assemble a wealth of
epidemiologic survey data on the prevalence of
drug use and drug dependence within the United
States. Other countries also have conducted surveys
of this type and have produced valuable evidence
about their experience with tobacco, alcohol, and
other drugs. (See the bibliography for some refer-
ences that can be consulted to gain more informa-
tion about the results of these surveys.)

OTHER ASPECTS OF EPIDEMIOLOGY
AS APPLIED TO DRUG USE AND
DRUG DEPENDENCE

A broad range of research questions must be
answered in order to gain a complete understand-
ing of the epidemiology of drug use and drug de-
pendence. The focus in this article has been on
quantity: How many people in the population (or
what proportion) have been affected by drug use
and by drug dependence? Although many epidemi-
ologists now devote their research careers to sur-
veys that are needed to answer this kind of basic
question, more stress ought to be placed on the
other central questions for epidemiology, especially
when the answers to these questions can guide soci-
ety toward effective strategies for prevention of
drug use and drug dependence. These questions
are:

Where in the population are the affected cases
located (in which subgroups, in which places, dur-
ing which seasons, years, or epochs)? This is a
question of location.
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What accounts for some people becoming affec-
ted, whereas others do not become affected? This is
a question about CAUSES.

By what processes or sequence of conditions do
people become dependent on drugs? This is a ques-
tion about mechanisms and linked sequences of
causal conditions.

What can we do to prevent and reduce the suf-
fering? This is a question about prevention and
amelioration.

At its best, epidemiology provides critically im-
portant answers to each of these questions, and it
works to ensure that new findings are translated
rapidly into effective strategies for prevention. This
is the future agenda for epidemiologic research on
drug use and drug dependence.

(SEE ALSO: Amphetamine Epidemics: Diagnosis of

Drug Abuse; Diagnostic and Statistical Manual;
Drug Abuse Warning Network; Ipidemics of Drug
Abuse; Social Costs of Alcohol and Drug Abuse;
Vulnerability as Cause of Substance Abuse)
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EQUANIL  See Meprobamate

ETHANOL/ETHYL ALCOHOL See

Alcohol: Chemistry and Pharmacology

ETHCHLORVYNOL This is a complex al-
cohol that causes depression of the central nervous
system (CNS). It is a SEDATIVE-HYPNOTIC drug
typically used on a short-term basis to treat insom-
nia and is prescribed and sold under the name
Placidyl. Because of its depressant effects on the
brain, it can impair the mental and/or physical
abilities necessary to operate machinery, such as an
automobile.

Continued use of ethchlorvynol can result in
TOLERANCE AND PHYSICAL DEPENDENCE leading to
abuse. Since the risk of abuse is not very great, it is
included in Schedule IV of the CONTROLLED SUB-
STANCES AcT. Withdrawal signs, not unlike those
seen after ALCOHOL (ethanol) or BARBITURATES,
occur upon termination of its use in addicts.
Ethchlorvynol should never be combined with
other CNS depressants, such as ethanol or barbitu-
rates, because their depressant effects are additive.
Because of their greater safety, the widespread use
of BENZODIAZEPINES as sedative/hypnotics has
largely supplanted the use of ethchlorvynol.

(SEE ALSO: Withdrawal)
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ETHINAMATE This is a short-acting SEDA-
TIVE-HYPNOTIC drug typically used to treat insom-
nia. It is prescribed and sold as Valmid. Structur-
ally, it does not resemble the BARBITURATES, but it
shares many effects with this class of drugs; the
depressant effects of ethinamate are, however, gen-
erally milder than those of most barbiturates. Con-
tinued and inappropriate use of ethinamate can
lead to TOLERANCE AND PHYSICAL DEPENDENCE,
with withdrawal symptoms very similar to those of
the barbiturates. Because of their greater safety, the
widespread use of BENZODIAZEPINES as sedative/
hypnotics has largely supplanted the use of
ethinamate.

(SEE ALSO: Withdrawal )
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ETHNIC ISSUES AND CULTURAL REL-
EVANCE IN TREATMENT Differences exist
among ethnic and cultural groups in their use—
and abuse—of drugs and alcohol, as well as among
risk factors that precede use and responses to treat-
ment. Research suggests that an approach known
as cultural congruency—when a patient and coun-
selor share the same ethnic background or gen-
der—can significantly improve the outcome of
public health interventions and treatment. Drug
and alcohol abuse treatment programs are no ex-
ception, and a number of recent studies have shown
that careful attention to a special population’s vari-

ant cultural framework can decrease recidivism
and enhance treatment efficacy. The basic concep-
tual background for these tailored approaches be-
gins with an examination of the cultural values held
by the target community. Questions the treatment
provider must ask when developing a targeted pro-
gram include (Amodeo et al., 1997): At what point
is the use of alcohol or other drugs considered a
problem in this culture? At what point is a user
deemed to require treatment? Who is perceived as
owning this problem (e.g., the individual, the fam-
ily, the community)? To what extent is any stigma
attached to the problem? Are certain individuals

more stigmatized (e.g., women)? This article will

B
outline treatment approaches and considerations
both general to the concept of cultural congruency

and speciﬁc to some major ethnic groups.

ADDICTION: A MULTICULTURAL
PROBLEM IN NEED OF
MULTICULTURAL SOLUTIONS

Just as addiction is a global, rather than a na-
tional or regional, phenomenon, so addiction prob-
lems in the United States are multicultural. The
whole fabric of successful treatment needs to be
woven around cultural realities. In this society,
twelve-step fellowships, such as ALCOHOLICS
ANONYMOUS (AA), NARCOTICS ANONYMOUS, and
COCAINE ANONYMOUS, are increasingly seen as the
primary means to ensuring long-term abstinence
and sobriety through addiction recovery.

Outside the United States there is strong profes-
sional resistance to both the DISEASE CONCEPT and
twelve-step recovery. In France, for example,
where the toxicomanes, physicians dealing with
chemical dependency, are heavily invested in a
psychotherapeutic approach, there is professional
denial that twelve-step programs exist or, if they
do, are effective with French clients. Several tox-
icomanes maintained that even if they, themselves,
championed twelve-step recovery and attempted to
refer clients to such programs, the French, with
their heritage of individual freedom and idiosyn-
cratic behavior and beliefs, would never abridge
their freedom by joining such fellowships as AA.

Health professionals in such wine-producing
and -consuming countries as ITALY, Spain, and
France also express concern over the issue of ad-
dicts needing to abstain from all psychoactive sub-
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stances. Wine, they maintain, is a food, and should
not be included in such a blanket prohibition.

It has been suggested that twelve-step fellow-
ships and their success provide credibility to addic-
tion treatment as the bridge between active addic-
tion and active recovery. While this may be
increasingly true for the mainstream of white, Eu-
ropean-American cultures, it may be less true for
other cultures.

Countering the Perception That Twelve-Step Fel-
lowships Have an Exclusively White, Male, Chris-
tian, Middle-Class Focus. From its beginnings, ele-
ments within the “group conscience” of AA began
working to broaden the scope and flexibility of their
fellowship. AA may have had its specific beginnings
in the Christian Oxford Movement and the personal
interaction between its cofounders, Bill W. and
Doctor Bob, but its basic tenets reflect a spectrum
of cultural antecedents. Throughout history and
within various cultures, attempts have been made
to deal with addiction and associated human prob-
lems. The most generally successful of these have
involved in some way the development of individ-
ual spiritual maturity within a supportive environ-
ment. In that context, the Twelve Steps developed
by AA and adapted by other twelve-step fellow-
ships can be seen as a blueprint for developing
spiritual maturity, which is similar in intent to the
Buddhist Four Noble Truths and Eightfold Path,
the Hindu Vedas, and the Zen Oxherding Panels.

Individuals with certain religious backgrounds
may have particular problems relating to certain
tenets of the Twelve Steps. Many Buddhists, for
example, venerate the Buddha as a fully enlight-
ened being to be followed and emulated, but do not
see him as a “higher power.” Not utilizing a con-
cept of God or a higher power in their cultural
background, they see their faith as a philosophy
and a way of life rather than as a religion. Points of
reference need to be established in order for twelve-
step recovery to become meaningful for these indi-
viduals.

Culture and Spirituality in Twelve-Step Fellow-
ships. While there are many meetings that have a
distinet Christian orientation that goes far beyond
joining hands and reciting the Lord’s Prayer, there
are many others that do not. Definitions of God and
a “higher power” can and do include an open range
of options. Essentially, a belief in God as repre-
sented in any particular religion is unnecessary for
the workings of twelve-step recovery. However, be-

lief in a power outside oneself that is capable of
bringing one to sanity in terms of one’s addiction is
necessary, even if this power is characterized as the
meeting group.

From a recovery standpoint, addiction can be
seen as a disease of self-centered fear that depends
on isolation and deeply held convictions regarding
the nature and effects of the addicts’” drugs of
choice; that isolation renders the addict incapable
of understanding the disease and its personal ef-
fects, which is the basis of denial. So long as the
addict attempts to fight the addiction through per-
sonal willpower alone, he or she is fighting a losing
battle, trapped in emotional gridlock in a state of
“white knuckle sobriety,” where increasing anxiety
from the stress will inevitably result in relapse. The
reason for this is that the convictions about use are
buried within the individual’s spiritual belief sys-
tem, where they can be reached only if the addict is
willing to accept that there is something outside his
or her own immediate being that can lead him or
her to sanity—a power higher than oneself.
Surrender and Powerlessness. The concept of sur-
renden given its many war-related connotations of
occupation, rape, loss of freedom, and so on, is hard
enough for anyone to accept, but it is particularly
hard for cultural groups that have, over time, suf-
fered more than their share of occupation, rape,
loss of freedom, and so on. African-Americans and
Native Americans, for example, may feel that they
have been in a state of individual and cultural
powerlessness for many generations, and have no
desire for further surrender. Native Americans also
have difficulties with that aspect of twelve-step re-
covery because it runs counter to tribal mores of
self-reliance and stoicism. Adolescents, although
their cultural cohesion is transitory, are in the pro-
cess of developing their own individuality and are
often loath to appear to be giving up something
they have so recently gained. Muslims may have the
least problem with the concept of surrender.
“Islam” literally means ““‘submission to God’s will.”

In explication, and to some degree expiation, of
the term “‘surrender” as it is used in recovery,
members of the community speak in such terms as
“joining a winning team,” and urge newcomers to
“hang out with the winners.” In admitting power-
lessness over the disease, addicts are in effect gain-
ing the power, through enlisting the support of
their higher power and the fellowship itself, to be
responsible for their own recovery. A misunder-
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standing of this process can lead to an interpreta-
tion that people in twelve-step recovery are some-
how ““copping out” from personal responsibility.
The point is that while the addict may not be
responsible for having a disease that involves phys-
iological and possibly genetic, psychological, and
environmental components, in twelve-step fellow-
ships the addict is most certainly responsible for his
or her own recovery.

The African-American Extended Family Pro-
gram is a good example of how the precepts of
twelve-step recovery can be adapted to the needs a
specific community. In it, African-American cul-
tural mores and traditions are taken into consider-
ation and made primary to recovery. Culturally,
African-Americans strongly value communalism,
or a collective identity (Longshore et al., 2000). In
many treatment modalities targeted to African-
American populations, drug addiction and use are
related to slavery. For example, many African-
Americans see methadone, a common treatment for
opiate addictions, as a type of chemical slavery
(Longshore et al., 1998). The HAIGHT ASHBURY
FrEE CLINICS, Inc. (HAFCI)/Glide Memorial Meth-
odist Church African-American Extended Family
Program (AAEFP), described in detail in Reverend
Cecil William’s book, No Hiding Place, represents
an important collaboration that has made possible
an effective intervention in the inner-city crisis of
CRACK-cocaine use.

The key to this intervention has been the adap-
tation of TWELVE-STEP principals of supported re-
covery to the AFRICAN-AMERICAN inner-city cul-
ture. In the HAFCI/Glide program, the basic
practicalities of recovery are utilized in a model
that is uniquely meaningful in terms of the African-
American experience.

The “Big Book™ of ALCOHOLICS ANONYMOUS
uses the terms ““spiritual experience” and “spiritual
awakening,” manifesting in many different forms,
to describe what happens to bring about a person-
ality change sufficient to induce recovery. While
some of these may involve an “immediate and
overwhelming God consciousness,” most are what
William James called an “educational variety” of
revelation, developing slowly over time. According
to a ““Big Book” appendix titled ““Spiritual Experi-
ence,” the core of this process is the tapping of an
“unexpected inner resource” by members who
identify this resource with ““their own conception of
a Power greater than themselves.”

Many members of the African-American com-
munity afflicted with crack-cocaine addiction have
been raised in the church. There is a tradition of
revelation; many who have been “saved” now be-
lieve they are sinners because they have used and
sold crack-cocaine to their own people. God has
been described in a strict denominational sense.
Spiritual awakening in a recovery model within a
church program may produce conflict with tradi-
tional religious definitions, particularly the third
step: “Made a decision to turn our will and our lives
over to the care of God as we understood him.”
Religious leaders, such as Reverend Williams, have
played a role in presenting a model of recovery
theology that helps mobilize the church as a sleep-
ing giant to better respond to the nation’s drug
epidemic. In his model, Williams employs self-defi-
nition within a spirituality of recovery.

In keeping with the IBCA’s African-American
cultural approach, it was generally agreed that the
best site for the new program would be a church. In
a Glide conference panel debate on religion and
spirituality, Richard Seymour pointed out that un-
der the best of conditions, religion equals spiri-
tuality plus culture. This is particularly true in the
African-American community, within which the
church provides a point of cohesion and a center for
both spiritual and community values and, thus, a
common ground for positive community activity.
For a number of reasons, the clear choice was Glide
Memorial Methodist Church in San Francisco’s
Tenderloin, a neighborhood that, though it in-
cludes a number of ethnic minorities, is predomi-
nantly African-American, low-income, and hard
hit by the onslaught of dealing and abuse of crack-
cocaine.

Under the leadership of Reverend Williams,
Glide had been providing services for indigent and
homeless residents, including addicts, for 25 years.
Because of his growing concern over the crack-
cocaine problem, Reverend Williams and his wife,
Jan Mirikitani, executive director of Glide, attended
a twelve-step recovery conference conducted by
David Smith and Millicent Buxton. Following this
conference, they decided to develop a culturally
specific recovery program at Glide Church because
of the resistance of people of color to participating
in the twelve-step process.

Specific problems of the African-American tar-
get population as identified by various studies
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(HAFCI, 1990; Jackson, 1995; Longshore et al.,
1998 and 2000) include the following:

Low self-esteem

Late introduction into recovery

¢ Focus on short-term abstinence rather than
long-term recovery

Dialect of African-Americans

Institutionalized racism

Internalized racism

A unique, often dysfunctional family struc-
ture: many classical African cultures have
been matrilineal, and look to the “grand-
mother” for spiritual direction and values. Af-
rican-Americans developed a matriarchal
family structure to survive during slavery, but
this structure has proved unable to address
problems of alcohol and other drug addictions.
America is based on a patriarchal family
structure, the opposite of the African-Ameri-
can model. It is therefore difficult for African-

Americans to relate to systems and to address
dysfunctional families when their model is not
the norm. The most extreme injury is seen in
children being taken from mothers by the sys-
tem.

e Women’s meetings: For those who have lost
children, the comparison between now and the
capture of children in Africa during the slave
trade is made. Particular emphasis is placed
upon the role of women in the more matriar-
chal African-American family. For many the
most positive role model is a grandmother who
passed on the traditions of the family and
represents a “‘higher power.”

The first and foremost priority is bringing to
intervention and recovery an approach and nature
that members of a target culture can identify and
live with. Culturally responsive activities need to be
identified and developed. Most research to date has
been conducted with African-American popula-
tions, but the treatment models developed in con-
junction with these studies can be transliterated to
other ethnic and cultural populations.

Implicit within these modalities is the recogni-
tion that treatment is more than the prescribing of
medication or the providing of basic and generic
counseling based on a homogeneous model of what
constitutes addictive disease.

Does establishing culturally congruent treat-
ment produce results? Another example of a treat-

ment intervention designed to be congruent with
the cultural values and mores of the group process
is the Engagement Project developed by Longshore
et al., which is used for the purposes of scientific
measurement of the effects of cultural congruency.
Treatment began with a traditional African-Ameri-
can meal of fried chicken, ribs, greens, potatoes,
and red beans and rice, to establish a culturally-
specific framework for the intervention. The partic-
ipant shared this meal with a counselor and a for-
mer drug user, called a ““peer.” This group then
together watched a video featuring still photos,
footage, and clips from commercial films about Af-
rican-Americans. The third and final phase of the
intervention consisted of a counseling session to
review the participant’s commitment to recovery.
By situating drug abuse as both an individual prob-
lem and a community problem seated in power
inequalities between the African-American com-
munity and dominant institutions, the intervention
proved statistically effective in terms of partici-
pants reporting being drug abstinent one year af-
terwards.

Cultural Characteristics of Other Ethnic
Groups. Asian Americans. Asian Americans have
been traditionally treated as a conglomerate group,
a “‘model minority” whose drug problems have of-
ten been overlooked (Nemoto, 1999). However,
this is patently not the case, as Japanese Americans,
Filipinos, Vietnamese Americans, and Chinese
Americans all come from differing cultural back-
grounds and retain variant attitudes toward sub-
stance abuse, illness, and disease. Some cultural
constructs that are shared among most Asian
Americans regarding the use of drugs and alcohol
are a fear of addiction, fear of injecting drugs, and a
strong stigma attached to drug users in the commu-
nity (Nemoto, 1999). Immigrant Asian Americans
are more likely to use drugs than American-born
people of Asian descent (Nemoto, 1999); such cul-
tural factors often inform a user’s response to treat-
ment. It is necessary that treatment providers be
not just bilingual, but also bicultural, in the sense
that they are equipped to understand the unique
family structure and pressures present in Asian
American culture.

Native Americans. The traditionally tribal orienta-
tion of Native American society is in stark contrast
to dominant institutional norms. For many Native
Americans, an effective approach to the treatment
of drug and alcohol problems involves a strong
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spiritual component. A 1998 report by Christine T.
Lowery asserts that four broad concepts comprise
an intellectual understanding of “healing the
spirit” for Native Americans. These concepts, ad-
dressing the concepts of spiritual health and well-
ness, are:

e Balance and wellness.

¢ The colonization experience and addiction as
a crisis of spirit.

e Issues of abuse (including sexual abuse).

¢ A time of healing.

Careful consideration of these principles illus-

trates the unique spiritual perspective Native
Americans have on addiction and recovery. The
intersection of the concepts outlined above should
be the focus for intervention in these communities.
For Native Americans, healing is traditionally a
multidimensional, spiritual, relational, and inter-
generational endeavor.
Hispanic Americans. Studies indicate that there is a
positive correlation between length of time in the
United States and drug usage among Hispanic
Americans (Ma et al., 2000). Moreover, degree of
acculturation and immigration status may affect
treatment-seeking behaviors (Amodeo, 1997). An
illegal immigrant is less likely to seek drug or alco-
hol treatment intervention because of the perceived
threat of deportation.

Acceptance of disease-concept-related treat-
ment and recovery outside the United States has
differed from culture to culture, from country to
country, in some cases {rom community to commu-
nity. In Scandinavia, for a studied example,
Finland, Iceland, and SWEDEN have experienced
phenomenal multiplication of AA groups since the
1970s, whereas Denmark and Norway have experi-
enced a decline in groups over the same period.
With the advent of glasnost, narcologists in the
former Soviet Union discovered AA. Since that
time, treatment has been increasingly linked with
recovery in Russia and other republics.
Overcoming Points of Resistance and Concern. The
distance between cultures may seem like a chasm at
times, but it is being bridged by such projects as the
AAEFP that provide both recovery and a means to
developing cultural parity. Society is changing rap-
idly, and fortunately, recovery has the flexibility to
change along with it. Many groups within AA have
learned that if there is no meeting that fits their
special need, they can form their own meetings.

The challenge is to adapt the process of treatment
and recovery to all cultures and races, to counter
stereotypes that recovery works only with certain
groups.

(SEE ALSO: Chinese Americans, Alcohol and Drug
Use among; Lthnicity and Drugs; Hispanics and
Drug Use; Rational Recovery; Sobriety; Treatment;
Women and Substance Abuse)
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ETHNICITY AND DRUGS In national sta-
tistics for the United States, it is common to see
information about different segments of the popu-
lation. For example, data from the U.S. Census
and many national surveys on drug use often are
subdivided in relation to four racial groups:
(1) white, (2) black, (3) Asian or Pacific Islander,
(4) American Indian or Alaska native. In concept,
“racial heritage” refers to biologically inherited
origins, but most people appreciate that these cat-
egories of race are determined more by social ideas
and customs than by sharp genetic distinctions
among these four groups. Some people even

change their racial affiliation as they change their
social perceptions.

In some national statistics and survey data, it
also is common to see subdivisions in relation to
“ethnic heritage,” which sometimes refers to a per-
son’s country of origin but more generally refers to
shared social and cultural characteristics. For ex-
ample, people with recent or distant family origins
in Spain or Portugal, or former colonies of Spain
and Portugal (e.g., Mexico, Brazil), are called
Iberian, Hispanic, or Latino; in North American
statistics, it has been typical to subdivide the racial
groups in relation to ethnicity as well: (1) White-
not Hispanic, (2) Black-not Hispanic, (3) White-
Hispanic, (4) Black-Hispanic, and so on. Here, too,
the designation of Hispanic or Latino refers more to
a social characteristic than to a specific family-
genetic background. For example, American In-
dians from Mexico may be classified as Hispanic-
American on the basis of their Mexican ancestry or
as Native American on the basis of their North
American Indian ancestry. The utility of these clas-
sifications of ethnicity and ethnic heritage depends
on the degree to which they reflect sameness of
social customs and learned behavior. People who
are being compared within different ethnic groups
ought to exhibit similarities in social customs and
learned behaviors, and sometimes a shared sense of
affiliation with that particular group. People across
different ethnic groups ought to demonstrate more
variation in social customs and learned behaviors
than are to be seen among people within these
groups.

There are many reasons for national reports to
present statistical data on the population classified
in relation to racial and ethnic heritage. Anyone
reading historical documents for the period during
and preceding the nineteenth century will find it
difficult to escape a conclusion that these classifica-
tions were motivated in part by prejudice and racist
thinking. Since the nineteenth century—from the
earliest days of the U.S. Census—government offi-
cials have been interested in knowing the ethnic
origins, as well as the size, of different racial and
ethnic groups within the population for various
policy and planning purposes.

Despite their somewhat questionable origins and
uses, racial and ethnic classifications are important
measures of social and historical phenomena in the
United States. For example, in the area of public
health, when national statistics on liver cirrhosis
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are examined, it can be seen that Americans who
describe themselves as African-American are more
likely to develop liver cirrhosis compared with
Americans of predominantly European heritage.
This type of information can guide public health
action directed at preventing and treating liver cir-
rhosis. It is a help in targeting early detection and
intervention efforts intended to reduce the suffering
associated with liver cirrhosis. It may help identify
specific environmental conditions such as poor nu-
trition or infectious diseases that might account for
the higher risk of liver cirrhosis in the African-
American segment of the population.

National statistics on alcohol and other drug use
in relation to racial and ethnic heritage also have
helped the nation’s policymakers to see that some
segments of the population have a greater need
than others for alcohol and drug treatment and
prevention services. Through block grants and
other funding mechanisms, the federal, state, and
local governments can provide support for services
that target the special population groups with more
needs for these services.

Although statistics on ALCOHOL and other drug
use in relation to race and ethnic heritage can be
used for the benefit of the population, it must be
said that this topic has been understudied and the
evidence often misrepresented. On the one hand,
the topic is understudied in the sense that differ-
ences can be observed in alcohol and other drug use
across racial and ethnic subgroups of the popula-
tion, but it is not known whether they are due to
differences in inherited predispositions or to other
differences. On the other hand, the evidence of
racial and ethnic differences in alcohol and drug
use can be misrepresented and interpreted prejudi-
cially as data showing one group to be inferior to
another.

The complicated nature of this topic can be illus-
trated by considering liver cirrhosis among African
Americans in the United States. In part, the occur-
rence of liver cirrhosis is determined by long-term
heavy drinking of alcoholic beverages, but liver cir-
rhosis is also caused by prior infections or by auto-
immune reactions, and vulnerability to alcohol-re-
lated liver cirrhosis is also influenced by cofactors
such as poor nutrition. In the United States, African
Americans historically have been at great social
disadvantage. On average, they are not as wealthy
as other Americans, and, in addition, they more
often live in poverty, with associated poor nutri-

tion, underutilization of health care services, and
compromised health status. Hence, it might be
these socioeconomically related conditions that ac-
count for the excess occurrence of liver cirrhosis
among African Americans rather than any inheri-
ted characteristics or personal characteristics re-
lated to drinking.

Within the United States, many other racial and
ethnic minority groups also live with social disad-
vantages similar to those endured by African Amer-
icans. For this reason, it is easy to misinterpret
national statistics on alcohol and drug use among
racial and ethnic minority groups if they are taken
strictly at face value. Instead, one must look be-
neath the surface and ask whether social or eco-
nomic conditions might account for the statistics.

While studying racial and ethnic differences in
CRACK smoking and other COCAINE use, some pub-
lic health scientists have attempted to hold constant
the social and neighborhood conditions that also
could explain these differences. Once social and
neighborhood characteristics had been taken into
account, these studies found very little evidence to
support the idea that African Americans or His-
panics were more likely to smoke crack or to take
cocaine.

Although the importance of social and environ-
mental influences in people’s use of alcohol and
other drugs has been clearly illustrated, it is impor-
tant to keep in mind that biological factors may
also play a role in determining one’s preference for
alcohol or particular drugs. For example, Asian
Americans, as a group, consume less alcohol than
any of the other racial or ethnic groups. Their lower
drinking rates have been attributed, in part, to the
fact that a majority of Asians possess a particular
form of an alcohol-metabolizing enzyme whose ac-
tion results in unpleasant side effects after drinking
alcohol.

It also is interesting to find variation within large
racial and ethnic groups, because this draws atten-
tion to the fact that not all African Americans are
alike, nor all Hispanic Americans, Native Ameri-
cans, Asians, or Pacific Islanders. For example,
studying occurrence of alcohol abuse and depen-
dence in different countries of Asia, epidemiologists
found that men in South Korea had an extremely
high prevalence of these conditions but men in
Taiwan an extremely low prevalence. In addition,
epidemiologists found more crack smoking among
Hispanic Americans whose behavior showed that
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they had become acculturated to mainstream cus-
toms (e.g., by choosing to speak English rather
than Spanish) and less crack smoking among other
Hispanic Americans (e.g., those who chose to speak
Spanish rather than English). This relationship was
more pronounced among Hispanic Americans from
Mexico than among those from Cuba, however, and
this is an additional indication of variation within
the large and growing Hispanic segment of the U.S.
population.

Studies conducted on alcohol and other drug use
by Native Americans provide another example of
the variation that can exist within a large racial
group. For instance, there is considerable variation
in alcohol and other drug experiences from tribe to
tribe, from one part of the country to another, and
even from one residential location to another (e.g.,
boarding school students versus other young peo-
ple). It becomes difficult, therefore, to summarize
the alcohol and drug experiences of Native Ameri-
cans in a few sentences. For many Native-American
young people and adults living in urban environ-
ments, and sometimes on reservation lands as well,
the use of alcoholic beverages and also INHALANT
drugs is associated with several social and health
problems. Researchers have speculated that the
disintegration of Native-American culture has con-
tributed to high rates of STRESS and that this in
turn is related to a disproportionately high use of
alcohol among this segment of the American popu-
lation. These statistics alerted the attention of pub-
lic health workers and government officials, and
through their efforts many programs have been
initiated to draw Native Americans with alcohol
abuse problems into treatment.

Racial and ethnic patterns of alcohol and other
drug use and related problems vary by age, gender,
and drug. National surveys of high school seniors
conducted since the early 1970s, and more recent
surveys that included eighth- and tenth-graders,
reveal that some minority youth use less alcohol
and other drugs than Caucasian youth. Specifically,
Caucasians, Native Americans, and Mexican Amer-
icans have the highest frequency of reported alco-
hol use whereas African Americans and Asian
Americans have the lowest. Because these surveys
include only in-school youth and not children who
have dropped out of school, it may be that the true
proportions of alcohol and other drug use have
been underestimated.

In general, males report using drugs more fre-
quently than females, and this gender difference
cuts across racial and ethnic boundaries. For exam-
ple, African-American males and Caucasian males
are more likely than African-American and Cauca-
sian females to use alcohol. It is also true that
people in different age groups vary in relation to
their reports of using alcohol and other drugs.
When researchers carefully divide different racial
and ethnic groups by age, some interesting trends
in alcohol-use patterns appear. For Caucasian
adults, drinking tends to increase until mid to late
life, with older people drinking less as a group than
vounger adults. African Americans, however, tend
to be heavier drinkers later in life and to exhibit
more alcohol-related health problems (e.g., cirrho-
sis, esophageal cancer). For some drugs other than
alcohol, a similar picture exists. For example, Cau-
casians and Hispanic Americans report using co-
caine earlier in life whereas African Americans re-
port using it later in life. Cigarette SMOKING is more
common among young Caucasians (12-17 years
old) than it is among Hispanic Americans or Afri-
can Americans of the same age; however, a higher
proportion of the latter groups report smoking later
in life.

[t is sometimes difficult to interpret findings that
point to differences in drug use between minority
and nonminority subgroups within the U.S. popu-
lation. It must be kept in mind that socially shared
environmental conditions (e.g., availability of
drugs, neighborhood conditions, economic re-
sources) rather than race or ethnic identity may be
underlying patterns of drug use. Other factors such
as social status and community norms for coping
with life stresses may account for reported racial or
ethnic differences in drug use.

Continued research is needed to track patterns
of alcohol and other drug use in the population and
to find out the mechanisms or the reasons that put
some groups at higher risk than others for problem-
atic involvement with alcohol and other drugs.
Some of the most current information is limited.
For instance, minority intravenous drug users are
known to have higher rates of exposure to HIV than
Caucasian drug users, but no clear explanation for
this observation has been determined. Perhaps
learning more about barriers to obtaining treat-
ment for intravenous drug use in certain minority
populations will contribute to an understanding of
this problem.
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Researchers, as well as policymakers, need to be
culturally sensitive; that is, they must appreciate
the social, cultural, and economic conditions that
underlie racial and ethnic differences in alcohol
and drug use. It is important to realize that racial
and ethnic identification can serve as a source of
strength to those who design targeted prevention
and intervention programs for certain segments of
the population.

(SEE ALSO: Asia, Drug Use in: Causes of Substance
Abuse; Chinese Americans, Drug and Alcohol Use
among; Epidemiology of Drug Abuse; Ethnic Issues
and Cultural Relevance in Treatment; Families and
Drug Use; Injecting Drug Users and HIV; Poverty
and Drug Use; Vulnerability as Cause of Drug
Abuse; Women and Substance Abuse)

MARSHA LILLIE-BLANTON
AMELIA ARRIA

ETHNOPHARMACOLOGY This branch of
pharmacology studies the use and lore of drugs that
have been discovered and developed by sociocul-
tural (or ethnic) groups. It involves the direct ob-
servation and report of interactions between the
societies and the drugs they have found in their
natural environments and the customs that have
evolved around such drugs, whether ceremonial,
therapeutic, or other. These drugs, usually found in
plants (hence similar study by ethnobotanists as

well as ethnologists), are described—as are their
effects within the customs, beliefs, and histories of
a traditional culture or a specific society.

Examples include descriptions of the use of coca
leaves (Lrythroxylon coca) by indigenous popula-
tions of Colombia and Peru, for increased strength
and endurance in high altitudes; the ceremonial use
of PEYOTE (Lophophora sp.) by Native Americans
of the Southwest and Mexico; and the use of Kava
(Piper methysticum) in ceremonial drinks by the
indigenous populations of many South Pacific
islands.

(SEE ALSO: Asia, Drug Use in; Dover’s Powder;
Plants, Drugs from)
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EXCLUSIONARY RULE In legal proceed-
ings, the exclusionary rule prohibits the use of any
evidence obtained in contravention of the U.S.
Constitution. The rule is frequently invoked when
government authorities seize evidence in violation
of the Fourth Amendment’s prohibition against un-
lawful searches and seizures. Evidence may be ille-
gally obtained when government officials do not
have a warrant to search an individual’s premises
or the warrant is defective. Law enforcement offi-
cers may also lack sufficient probable cause to ar-
rest a person. In addition, the courts may invoke
the exclusionary rule when they find a violation of
an individual’s Fifth Amendment right against self-
incrimination or a violation of a defendant’s Sixth
Amendment right to counsel. Courts often refer to
evidence obtained in violation of the Fourth, Fifth,
or Sixth Amendment as ““tainted’” or ““the fruit of a
poisonous tree.”

The U.S. Supreme Court established the exclu-
sionary rule in the early 1900s. It applies to all
federal courts through the Fourth Amendment and
to all state courts through the Due Process Clause of
the Fourteenth Amendment. Before the rule was
created, any evidence was admissible in a criminal
trial if the judge found it relevant. It made no
difference how the police had obtained it. In Weeks
v. United States, 232 U.S. 383, 34 S.Ct. 341, 58
L.Ed. 652 (1914), the Supreme Court barred the
use of evidence secured through a warrantless
search of a defendant’s house by federal agents.
However, for almost 50 years the exclusionary rule
only applied to federal courts.
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The Supreme Court broadened the rule’s cover-
age in Mapp v. Ohio, 367 U.S. 643, 81 S.Ct. 1684,
6 L.Ed.2d 1081 (1961). It held that the due pro-
cess clause of the Fourteenth Amendment requires
states to exclude evidence obtained from an uncon-
stitutional search or seizure. The Court has often
cited an individual’s right to privacy and the deter-
rence of unreasonable police conduct as the pri-
mary reasons for excluding evidence obtained from
an unreasonable search and seizure.

A criminal defendant who claims an unreason-
able search and seizure is usually allowed to make
the claims in a suppression hearing that is con-
ducted before the trial. At this hearing the judge
must determine what evidence will be suppressed,
or excluded from trial.

A number of exceptions to the exclusionary rule
have emerged to reduce the effects of the doctrine,
such as a police officer’s “good-faith” belief that an
otherwise defective warrant is valid, evidence ob-
tained in “‘hot pursuit,” or evidence seized in
“plain view”” of the law enforcement officer’s sight
and reach. There are other exceptions to the exclu-
sionary rule. Evidence seized by private parties is
not excluded from trial if the search was not at the
direction of law enforcement officers. If a criminal
defendant testifies in his or her own defense, ille-
gally seized evidence may be used to discredit the
defendant’s testimony. Illegally seized evidence can
also be used in grand jury proceedings and civil
proceedings. However, a grand jury cannot use ille-
gally seized evidence if it was obtained in violation
of federal wiretapping statutes.

IMPORTANCE IN DRUG CASES
AND ENFORCEMENT

The exclusionary rule prohibits the introduction
of constitutionally tainted evidence. The effect of
the doctrine has often been the exclusion of evi-
dence that might be used to convict a suspected
drug trafficker or abuser. Courts have excluded
evidence of drug PARAPHERNALIA or supplies ille-
gally seized, admissions obtained by coercion or
without notifying the party of the right to remain
silent, and evidence obtained in violation of a de-
fendant’s Sixth Amendment right to counsel, such
as a lineup identification. The Supreme Court has
determined that it is preferable to allow a drug
trafficker to go free than to permit law enforcement

officers to violate a citizen’s constitutionally protec-
ted rights.

Two recent Supreme Court cases illustrate the
polarities in Fourth Amendment exclusionary rule
cases. In Minnesota v. Carter, 525 U.S. 83, 119
S.Gt. 409, 142 1..Ed.2d 373(1998), the Court had
to balance law enforcement and privacy interests in
assessing the reasonableness of a drug search and
seizure. The key issue was whether a police officer
who looked in an apartment window through a gap
in a closed window blind violated the privacy of the
drug dealers in the apartment because they had an
expectation of privacy that is protected by the
Fourth Amendment. The Supreme Court held that
the police officer did not violate the Fourth Amend-
ment because the occupants of the apartment did
not have an expectation of privacy. Therefore, the
drugs that the police officers saw and later seized
did not have to be excluded from evidence.

The outcome was much different in Bond
v. U.S., US. 120 S.Ct. 1462, 146 L.Ed.2d
365(2000). In this case, the Court ruled that police
cannot squeeze the luggage of bus passengers to try
to find illegal drugs. The U.S. Border patrol rou-
tinely squeezed carry-on luggage of bus passengers
traveling near the Texas-Mexico border. Border pa-
trol officers discovered a brick of methampheta-
mine after feeling the defendant’s soft-sided bag.
The Supreme Court noted that the Fourth Amend-
ment provides that a person’s “effects” are protec-
ted from unreasonable searches and seizures. A

traveler’s piece of luggage was clearly an “effect”
protected by the amendment. It found that a “bus
passenger clearly expects that his bag may be han-
dled. He does not expect that other passengers or
bus employees will, as a matter of course, feel the
bag in an exploratory manner.” Because the agent
did manipulate the bag, he violated the Fourth
Amendment. In addition, the Court ruled that the
defendant’s expectation of privacy was reasonable.
It distinguished prior rulings that defeated exclu-
sionary rule challenges because they were based on
visual inspections, not tactile inspections.

(SEE ALSO: Drug Laws: Prosecution of; Seizures of
Drugs)
ROBERT T. ANGAROLA
ALAN MINSK
REVISED BY FREDERICK K. GRITTNER
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EXECUTIVE OFFICE OF THE PRESI-
DENT See U.S. Government: The Organization
of U.S. Drug Policy

EXISTENTIAL MODELS OF ADDIC-
TION See Values and Beliefs: Existential Models
of Addiction

EXPECTANCIES The beliefs a person has
about the effects a drug will have are called expec-
tancies. The study of expectancies began with the
employment of the experimental balanced-placebo
design in alcohol research in the early 1970s (see
Marlatt & Rohsenow, 1980, for a review). Research
on people ranging from light drinkers to inpatient
alcoholics revealed that expectancies are predictive
of some of the behaviors exhibited when people use
a drug. These studies revealed that both the beliefs
an individual has—about whether a drink contains
ArcontoL and the specific outcomes that individual
expects from consuming alcohol—are in many
cases more predictive of subsequent behavior than
the pharmacological effects of the drug.

EXAMPLES OF RESEARCH STUDY

An example of research using balanced-placebo
design is as follows: In a simulated bar setting, half
the participants in a study are told they will receive
a drink containing vodka and tonic, and half are
told they will receive a drink containing only tonic.
After this expectation is established, half of each
group does receive vodka and tonic, while the other
half receives only tonic, resulting in four groups:
(1) those who expect vodka and tonic and receive
vodka and tonic, (2) those who expect vodka and
tonic and receive only tonic, (3) those who expect
tonic and receive vodka and tonic, and (4) those
who expect tonic and receive tonic. Thus, some of
the people who expect alcohol receive only tonic,
and some who expect only tonic receive a mix
containing alcohol.

Behavioral observations following this manipu-
lation reveal that the most powerful predictor of
behavior after consuming the assigned drink is not
whether the person actually receives alcohol, but
whether that person believes he or she is drinking
alcohol: People who expect alcohol in this experi-

mental situation consume significantly more drink
than those who are not expecting alcohol, regard-
less of whether or not they do receive alcohol in
their drink. With the discovery of this phenome-
non, even in people who are considered dependent
on alcohol, this finding has been interpreted as
providing contrasting evidence to the disease
model’s notion that “loss of control” is caused
exclusively by the pharmacological effects of alco-
hol; the findings introduced the idea that cognitive
factors are influential in a person’s drug-related
behavior. The presence of expectancy effects have
also been identified in research on drugs other than
alcohol, including ToBACCO and MARIJUANA
(Marlatt & Gordon, 1985).

Most of the research on expectancies during the
1970s and 1980s was conducted on college stu-
dents, with samples ranging from light to heavy
social drinkers who were primarily Caucasian. This
research has shown that the effect of a person’s
expectancies depends on whether the behavior in-
volved is socially mediated: Stronger expectancy
effects are found for social behaviors (e.g., aggres-
sion or sexual arousal) than for nonsocial behaviors
(e.g., beliefs concerning motor coordination or
memory skills); they are stronger for outcomes that
are perceived as positive (e.g., sexual arousal) than
as negative (e.g., poor motor coordination).

For socially mediated behaviors, expectancy re-
search has revealed that college students of both
sexes show less anxiety in social situations if they
believe they have consumed alcohol. In addition,
males show heightened sexual arousal when ex-
posed to an erotic environment if they believe they
have consumed alcohol (Marlatt & Gordon, 1985).
Men and women of college age have also both been
found to respond more aggressively when provoked
after they believe they have consumed alcohol. Sex
differences have been found on the effects of alco-
hol on anxiety with persons of the opposite sex:
Women of college age have shown more anxiety in
the company of an unfamiliar man when they be-
lieve they have consumed alcohol, while men of
college age have shown reduced anxiety when in
the company of an unfamiliar female. The results
have been interpreted as reflecting gender differ-
ences regarding the acceptability of alcohol in so-
cial situations with a stranger of the opposite sex.
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OTHER STUDIES

Other experimental work has revealed that spe-
cific outcomes can vary with the personal beliefs an
individual holds regarding alcohol and with the
phase of intoxication of an individual (Southwick
et al., 1981). Overall, the results based on expec-
tancy research point to the likelihood that people
may have established cultural beliefs regarding the
effects of alcohol in social situations and that these
beliefs play some role in the behavioral effects of
alcohol.

Research has also found that expectancies do
predict drinking behavior over a one-year period
for early adolescents (Christiansen et al., 1989):
that expectancies tend to crystallize in people at a
young age and that they tend to be resistant to
change (Miller, Smith, & Goldman, 1990). Other
studies on Caucasian adolescents and young adults
have found that those who have mostly positive and
only few negative outcome expectancies tend to
experience more alcohol-related problems than
those whose outcome expectancies are more evenly
divided between positive and negative effects
(Brown, Christiansen, & Goldman, 1987).

Since the late 1980s, researchers have begun to
examine ethnic and racial differences in the expec-
tancy variable. One study of college-age students
(Daisy, 1989) revealed that Native-American stu-
dents had significantly stronger expectancies for
the positive social and physical effects of drinking
than did Asian-American students. Caucasian stu-
dents were found to have stronger positive expec-
tancies for social and physical effects than did
Asian-American students, but less than did Native-
American students. These beliefs concerning the
effects of alcohol were also found to be highly asso-
ciated with the drinking patterns of the study par-
ticipants: those people whose drinking pattern was
considered heavy had stronger beliefs in the above
expectancies than individuals who drank less. The
study strongly suggests that ethnic differences exist
in alcohol-related expectancies, and it confirms
that expectancies are related to the amount of alco-
hol consumed.

The association between expectancies and
drinking pattern has been consistent in the research
and has therefore become targeted in substance-
abuse treatment. Expectancies have been found to
influence the way a person copes with high-risk
situations after treatment aimed at abstinence

(Marlatt & Gordon, 1985; Condiotte &
Lichtenstein, 1981). In RELAPSE PREVENTION, pos-
itive-outcome expectancies are viewed as the source
of urges or cravings for a substance. Treatment
according to this perspective therefore includes
changing a client’s outcome expectancies: If a per-
son believes that drinking will provide immediate
relief from stress, then treatment focuses on helping
that person consider the long-range implications of
drinking—helping the person by adding the nega-
tive outcomes of drinking to the anticipated posi-
tive results of drinking—and thereby changing the
composition of the person’s outcome expectancies.

Self-efficacy expectancies, or how effectively one
feels he or she can cope with a high-risk situation,
are also examined in treatment. If a client lives a
stressful lifestyle and believes that only alcohol
provides relief from that stress, the therapist helps
the client develop and utilize alternative methods
for coping with stress. For example, clients can be
taught to look forward to meditation or exercise or
other positive-reward situations to help cope with
stress and to reduce urges and the resulting tempta-
tion to drink. Treatment focuses on developing
alternative coping strategies for a client’s individ-
ual high-risk situations, and therefore includes an
ongoing assessment of each client’s high-risk situa-
tions.

Self-efficacy differs from overall motivation to
quit or reduce substance use, since perceived con-
trol will vary across situations. In research on re-
lapse prevention, self-efficacy has been found to be
predictive of the first use of the substance after
abstinence-based treatment: Those people who do
not believe they can cope with either a specific
situation or cope, in general, with the temptation to
use a substance are more likely to relapse in the
face of a high-risk situation than are people who
believe that they are able to maintain their goal of
abstinence in the same situation (Condiotte &
Lichtenstein, 1981).

The Alcohol Expectancy Questionnaire (AEO),
developed in the late 1980s, became the most com-
monly used alcohol expectancy instrument. Criti-
cisms of the AEQ led to a conceptual model of
drinking expectancy grounded in social learning
theory. In this model, people acquire a set of alco-
hol expectancies regarding how alcohol will affect
them during what is called the acquisition phase of
the model. The behavioral outcomes of these beliefs
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were then hypothesized to be regulated by a process
involving Drinking Refusal Self-Efficacy (DRSE).

In 1996, the Drinking Expectancy Profile (DEP)
was developed, which had two interrelated
subtests, the Drinking Expectancy Questionnaire
(DEQ) and the Drinking Refusal Self-Efficacy
Questionnaire (DRSEQ). When compared to the
AEQ in a study, the DEP showed better predictive
ability on the Aleohol Dependence Scale and for
quantity of drinking and frequency of drinking in a
student sample. Furthermore, the DEQ contained
both negative and positive outcome expectancies,
which vyielded better information on alcohol-re-
lated outcomes.

Further research in the 1990s showed that alco-
hol expectancies can develop independently of the
actual drinking experience, developing from vicari-
ous learning before even tasting alcohol. Actual
drinking behavior could later reinforce or modify
the existing beliefs. Drinking refusal self-efficacy
beliefs were also show to develop prior to one’s
drinking history.

A study in 2000 considered the 1992 Tempta-
tion Restraint Inventory (TRI) and DEP as indica-
tors of problem drinking across a range of drinking
parameters. It yielded a more comprehensive pic-
ture of the complex interrelationship between the
variables that make up the individual drinker’s
motivation for risky and dependent drinking. The
results showed that drinking restraint and related
control and hnpaircd—control issues were the stron-
gest predictors of alcohol problems. Alcohol expec-
tancies and drinking refusal self-efficacy, while re-
flecting some of these loss-of-control factors,
tended to focus more on choices of whether to drink
or not and thus predicted more frequent usage of
alcohol. This study suggested that restraint, alcohol
expectancy, and self-efficacy measured different
cognitive domains (Connor, et al, 2000).

Another study in 2000 looked at psychosocial
and behavioral factors as predictors of heavy
drinking among adolescents and assessed students’
expectancies about drinking. The study found that
boys who reported positive drinking expectancies
were over seven times more likely to become heavy
drinkers than boys who had negative drinking ex-
pectancies. In fact, positive alcohol expectancy was
the single strongest predictor of later heavy drink-
ing among boys. However, the expectancy variables
were not associated with later heavy drinking for

the girls in the study (Griffin, et al, 2000).

(SEE ALSO: Coping and Drug Use; Disease Concept
of Alcoholism and Drug Abuse; Ethnicity and
Drugs; Prevention; Treatment; Women and Sub-
stance Abuse)
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FAMILIES AND DRUG USE One major
debate in the area of families and drug use contin-
ues to be whether dysfunctional family life creates
drug addiction or whether drug addiction produces
dysfunctional families. In other words, are
ArconoLism and other drug addictions diseases of
individuals or are they products of disorganized
families and other social systems? The former is an
“individual-focused” view, often held by drug
counselors who favor SELF-HELP groups such as
AA, Al-Anon, NA, and the like. The latter is a
“systemic’” view held by professionals who prefer
to treat drug addictions by working with families,
in order to change family systems into more healthy
environments.

Whatever one’s position in this debate, almost
everyone agrees that the family is the primary so-
cializing agent in society. However, Glick (1988), a
senior family demographer, observed that during
the past fifty years American families have been
undergoing significant transformations. Social ac-
ceptance of various forms of families is steadily
replacing the older, normative view of a family as
comprising only two parents and their children,
with the father as a breadwinner and the mother as
a homemaker. In the 1960s and 1970s, decades of
social protests, Americans witnessed increasing
numbers of cohabiting couples, families being
maintained by single parents, and many adults
living alone. As a result, divorce, single-parent-
hood, childlessness, and living alone have become
more acceptable. Significant transformation has

also occurred in gender attitudes, which moved
toward greater egalitarianism and resulted in in-
creased percentages of young men and women who
perceived fatherhood as a fulfilling experience
(Lewis, 1986; Thornton, 1989).

These changes continued to occur until the early
1980s when they began to level off, and by 1987 a
quarter of all children under eighteen years of age
no longer lived with both of their parents. Eighty-
two percent of these children lived with stepfathers,
whereas only 18 percent lived with stepmothers.
The late eighties and early nineties, however, seem
to have been a period of stabilization, during which
all trends flattened (Glock, 1988; Thornton, 1989).

No systematic analysis has been conducted to
assess the association between these social and de-
mographic changes in the family and trends in drug
abuse. If one looks at the statistics closely, however,
one sees that the trends in families and in drug use
look similar. A dramatic increase in the abuse of all
kinds of drugs by all age groups was observed dur-
ing the early 1970s to early 1980s. These trends in
drug use also flattened in the early eighties and, as
was observed in 1988, are beginning to drop signif-
icantly, especially among youth aged twelve to
seventeen years.

This line of reasoning is not meant to suggest
that the changes in attitudes toward families and
the changes in family structures and forms in the
last three decades directly caused the current
trends in drug use. It may suggest, however, that
the instability of families either allows there to be or
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imposes greater stresses upon individuals and soci-
ety. Similarly, the stabilization of families provides
more secure environments for individuals, who
may then more effectively cope without the abuse
of substances.

There is nevertheless some evidence and much
speculation about a reciprocity between an individ-
ual’s drug addictions and ““family illnesses,” since
the latter often appear to be passed from one gener-
ation to another.

Although recent reductions in the use of illicit
drugs present a somewhat optimistic picture of the
future of American families, the overall number of
drug casualties is still grim and the consequences
are debilitating. Every year, 100,000 Americans
die as the result of drug abuse. That number should
increase with the spread of AIDS. Alcohol, nicotine,
and illicit drug abuse are number-one health prob-
lems, especially among the young. Life expectancy
has steadily risen over the past seventy-five years in
all age groups except that for youth aged fifteen to
twenty-four, who now have a higher death rate
because of injuries and disappearances related to
drug use. Long-term substance abuse is associated
with DEPRESSION, hostility, malnutrition, lower so-
cial and intellectual skills, broken relationships,
mental illness, economic losses, and growing CRIME
rates.

FAMILY PREDICTORS OF
DRUG ABUSE

Family factors that predict drug use may be put
into three interrelated categories: structural, histor-
ical, and interpersonal. The structural factors per-
tain to family composition, such as single- or two-
parent families, the number of children, sibling
spacing, and gender composition. Family historical
factors specifically refer to intergenerational pat-
terns, such as the extent and influence of drug
usage in the family of origin. Finally, interpersonal
factors relate to interpersonal dynamics in the fam-
ily, such as those reflected in the quality of marital
relationships or the quality of parent-and-child or
sibling relationships.

Family Structural Factors. Three structural
factors—parental composition, family size, and
birth order—are the most often included variables
referred to in drug and family research. Although
these factors seem to contribute to the etiology of
drug abuse, one needs to look at the findings more

critically to try to evaluate the extent of their
influence.

The literature on drug abuse is replete with find-
ings that suggest that, compared with traditional
nuclear families, disorganized, especially single-
parent families are more vulnerable environments
for children. These families are associated with an
earlier onset and greater degree of drug and alcohol
abuse. Information regarding the role of family size
and birth order, however, is currently insufficient.
According to the data, there are very limited indi-
cations that an only child is the least at risk,
whereas families with seven or more children are at
greater risk for drug abuse. However, there seem to
be fewer cases of drug abuse involving first-born
children compared with the number of cases in-
volving subsequent, especially last-born, children
(Barnes, 1990; Glynn, 1984).

Stanton (1985), Hawkins et al. (1987), and
Wells and Rankin (1991) have argued that family
structural factors do not contribute much to our
understanding of drug-abuse behavior. More im-
portant risks for children, they suggest, lie in family
processes and the quality of family environments.

Divorce, for example, may be a healthy way of
ending a hostile marital relationship. The separa-
tion of parents may only be the culmination of
hostile relationships, painful negotiations, and the
draining of family resources prior to the family
breakup. Sessa and Steinberg (1991) argue that
the most important impact of divorce on children is
how much it disturbs the children’s developmental
tasks—for example, their autonomy. Most children
experience relatively briel adjustment problems
following a divorce, but continued development of
the adjustment process depends on many more fac-
tors, such as the age of the children, the gender, the
custodial parent, and the quality of life in the home
after the divorce.

Different forms of families may possess varied
abilities to exercise certain parenting practices, like
monitoring and supervision. Dishion, Patterson,
and Reid (1988) found interesting linkages be-
tween living in a single-parent family, poor paren-
tal monitoring, and greater adolescent involvement
with drug-abusing peers. In a supportive family
relationship, however, parental composition is not
a predictor of adolescent drug use.

Variations in family size may impose certain
restrictions and may afford opportunities for the
utilization of family resources, such as parental
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support and finances. Birth order seems to expose
each child to different opportunities for social
learning (e.g., in regard to role models) and differ-
ent behavioral expectations, depending on one’s
family traditions. It is therefore important to look
at family processes and the quality of family envi-
ronments as well as at the family structure.

Family History Factors. Some well-estab-
lished evidence indicates that drug use by any
member of the family is related to drug use by other
family members. In couple relationships, the initia-
tion of a female partner into illicit drug use and her
progression toward drug dependency are related to
patterns of drug use in the male partner, whereas
illicit drug use by the male partner is more indepen-
dent of spousal drug use (Weiner, Wallen, &
Zankowski, 1990).

Parental and sibling drug use have consistently
been found to be associated with ADOLESCENT
drug-abusing behavior (Hawkins et al., 19806). The
transmission of the problem behavior, however, is
perceived differently by different scholars. Al-
though there is an increasing fascination with GE-
NETIC explanations, more research is needed to val-
idate genetic assumptions (e.g., Cadoret, 1990:
Searles, 1990, 1991). In their view of the literature,
Hawkins et al. (1986) concluded that the evidence
from behavioral genetic research was limited to
male ALcoHoLIsM and the lack of convergent evi-
dence from adoption, twin, and biological response
studies. Similar criticism has been presented by
Searles (1990, 1991), who also argued that only 20
percent of children of alcoholics become alcoholics
and that half of all alcoholics do not have a family
history of alcoholism. Research on the family clus-
tering of OPIATE and ALCOHOL abusers indicates
that a genetic explanation is inadequate when it is
considered that the community or environment af-
fects the choice of the substance of dependence.

A systemic (family) approach presents more
compelling explanations. Research focusing on the
role of parental attitudes and values has revealed a
high congruence between parents’ and adolescents’
perceptions of the use and abuse of drugs (Barnes,
1990). When parents use drugs such as CIGA-
RETTES and alcohol, it indicates to the children that
such use is expected (or at least allowed) in the
family.

Heavy drug use in the family, especially by par-
ents, also disrupts functional properties of the fam-
ily system (e.g., care and support, problem solving,

etc.), and this, in turn, provides a conducive envi-
ronment for drug use and abuse by other members
of subsequent generations (Steinglass et al., 1987).
Dishion and Loeber (1985) argued that parental
drug use diminishes parental ability to exert effec-
tive monitoring and supervision, thus allowing chil-
dren to mingle with peers who abuse drugs fre-
quently. Clinical observation also suggests that
parental drug use blocks effective communication,
alters modes of interpersonal relations, and is asso-
ciated with all kinds of child abuse (Barnes, 1990:
Leonard & Jacob, 1988).

Interpersonal Factors. There are at least two
broad dimensions of interpersonal dynamics in the
family—support and control—and one facilitating
dimension—communication (Barber, 1992:
Rollins & Thomas, 1979). The support dimension
refers to the positive affective experience associated
with relationships, such as acceptance, encourage-
ment, security, and love. The control dimension
pertains to the extent to which children’s behavior
is restricted by the caregiver(s), and this ranges
from establishing rules and discipline to varieties of
physical coercion (e.g., hitting and yelling). Famil-
ial support is regarded as the most robust variable
in the prevention of all kinds of delinquent behav-
iors in children and adolescents (Baumrind, 1991;
Gecas & Seff, 1990). Different aspects of support
have recently been identified, such as general sup-
port, physical affection, companionship, and sus-
tained contact (Gecas & Seff, 1990), all of which
are negatively associated with socially unaccept-
able behaviors. Coombs and Landsverk (1988), for
example, found consistent evidence that maintain-
ing a rewarding parent-child relationship deters
substance abuse during childhood and adolescence
(see also reviews by Glynn, 1984; Hawkins et al.,
1986). Parental praise and encouragement, in-
volvement and attachment or perceived closeness,
trust, and help with personal problems are all char-
acteristics of the families of abstainers, whereas
parental rejection, conflicts, manipulative rela-
tions, and overinvolvement are related to the earlier
onset and continued use of drugs (Baumrind, 1991;
Hawkins et al., 1986).

The control dimension is more complex than the
support dimension, since one needs to differentiate
between types of control. Baumrind (1987, 1991).
for example, distinguished between authoritative
and authoritarian controls. The first is character-
ized by a combination of warmth, supervision, and
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opportunity for negotiation; this type of control is
associated with positive outcomes. In her study of
drug-abusing adolescents, Baumrind found that
authoritative control characterized the families of
abstainers and soft experimental drug users. Au-
thoritarian control, on the other hand, is based on
force, threats, and physical punishment; this is the
type of control that characterized the families of
dependent drug users. Other studies have revealed
that sexual abuse and physical abuse are prevalent
in the families of drug abusers.

It has been especially well documented that fam-
ilies with inconsistent or no clearly defined rules
also have adolescents who abuse drugs (see
Baumrind, 1987; Coombs & Landsverk, 1988;
Hawkins et al., 1986; Volk et al., 1989). The con-
stantly changing rules in some families jeopardize
parental ability to monitor and supervise children
and make it difficult for the children to adapt to
family expectations.

In order to function within these two dimen-
sions, families must rely on their communication
mechanism. To give support or exert control over
others, it is necessary to communicate one’s intents.
Watzlawick, Beavin, & Jackson (1967) believe that
when people communicate, the communication
also defines their relationships with other persons.
They also believe that to be able to define the rela-
tionship, those who communicate should be able to
understand each other’s perceptions regarding
what they talk about and regarding their relation-
ship. In a family where drug use is prevalent, com-
munication is heavily loaded with interpersonal
misperception and exchanges of negative affect.
Studies also indicate that communication in these
families is frequently blocked either by the use of
drugs or feelings of not being understood (Hawkins
etal., 19806; Jurich et al., 1985; Piercy et al., 1991).

The Family and Other Systems. The peer
group and school are two other systems to be con-
sidered when the adolescent member of the family
who is involved in drug abuse. These systems inter-
vene with their own parenting practices, because
they provide much of the environment for learning
VALUES, attitudes, and norms as far as expected
behaviors are concerned (behaviors that may or
may not be expected by the adolescent’s family).

It is well known that most new drug users are
introduced to drugs by peers and that peers help
maintain patterns of use, including greater depen-
dent use. To assess the influence of peers, one

should assess the following indicators (Agnew,
1991): (1) time spent with peers, (2) the degree of
attachment to peers, and (3) the extent of peer
delinquency or drug use.

Although researchers find consistent evidence of
the relationship between school DrorouUTS, low
performance and underachievement in school, and
drug abuse, it is not known when school factors
become developmentally salient as possible predic-
tors of drug abuse (Hawkins et al., 1966). Some
research indicates that a low grade-point average
and dropping out of school are strongly associated
with children’s involvement with drug-abusing
peers. It is clear, on the other hand, that parental
involvement in children’s schoolwork and activities
reduces the changes of a child being seriously in-
volved in drug use.

Hawkins et al. (1987) documented limited evi-
dence with regard to the association of drug use and
the social isolation of the family. The 1990 Na-
TIONAL HOUSEHOLD SURVEY indicated that drug
users were concentrated within underprivileged
families of lower social economic status and within
communities of color.

IMPLICATIONS FOR PREVENTION

In the last ten years, those responsible for drug-
PREVENTION efforts have discovered that (1) the
most effective programs are multilevel programs;
(2) it is most cost-effective to target youth aged
twelve and younger; (3) the family is the most in-
fluential context within which to set programs, es-
pecially with drug users who are younger and fe-
male: and (4) LIFE-SKILL programs rather than
knowledge-oriented programs are most effective in
preventing drug abuse.

In the assessment phase, one can determine the
risk status of a family by looking at the intergenera-
tional history of drug usage, reported child abuse,
the children’s academic performance, the degree of
parental involvement in schools, and the character-
istics of the community in which the family lives
(e.g., population density, extent of economic and
social deprivation, rates of criminal activity and
drug abuse behavior).

In the program development phase, one may
well consider issues embedded in (1) individual
and family development (Baumrind, 1991;
Steinglass et al., 1987), (2) culture and gender
(Weiner et al., 1990), and (3) health and economy,
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both of which affect the individual and the family
(Bush & lannotti, 1987; Conger et al.. 1991). One
could also determine how these issues are intercon-
nected in order to come up with the best possible
program for specific populations.

In the implementation phase, matching of staff
and target group and the ways in which the pro-
grams are delivered may affect the outcomes. It
may be wise to stafl prevention programs delivered
in cultures other than the mainstream culture with
personnel of similar backgrounds or with those who
have an adequate knowledge of that specific cul-
ture. Positive and nonthreatening approaches that
combine both information and life-skill building
are most effective. Parental or significant-other in-
volvement with involvement by the school give
programs the most credibility to youth.

FAMILY TREATMENT

As described earlier, dysfunctional family life is
one potential contributor to the development of
drug addictions in family members. The reciprocal
nature of addictions and disorganized families,
however, is evident in that not only may dysfunc-
tional families produce addictive behaviors in their
members, but these addictions, in turn, may affect
the quality of family life, thus negatively impacting
the behavior of family members and devitalizing or
fracturing family relationships. The most demor-
alizing aspect of this reciprocity is that drug addic-
tions are often passed from earlier generations to
later generations, unless this pattern can be ended
by successful treatment or intervention.

Until the mid-1980s, very few drug treatment
programs directly utilized spouses, parents, or
other family members in their treatment of the
identified patient. After that time, family therapy
became the treatment of choice for most drug abus-
ers, especially in the area of alcoholism treatment.
A growing body of research findings has shown that
family-centered drug interventions are very effec-
tive in getting family members off drugs and keep-
ing them off (Lewis & McAvoy, 1934).

There is evidence, for example, that family
groups given systemic family interventions have a
higher treatment success rate—that is, decreased
drug dependence and less recidivism (Stanton &
Todd, 1982). In contrast, if adolescents are treated
individually and their family system has not
changed, they often return home to resume the

same roles and behaviors that had earlier fostered
their addictive behaviors.

The inclusion of other family members in an
adolescent’s drug treatment does add to the com-
plexity of the treatment. Yet this addition often
gives a family therapist greater leverage for sus-
tained and successful drug treatment (Lewis &
McAvoy, 1984), because of the drug abuser’s wish
to maintain family love and relationships.
Strengthening family relationships may therefore
help to reduce or eliminate an individual’s addic-
tive behaviors.

Some of the better known interventions cur-
rently used in the field of alcoholism treatment are
treatments based on family systems. For instance,
research has revealed that the spouses of alcoholics
often play roles that support their spouse’s addic-
tion (through co-dependency). Changes in the
spouse’s behavior and roles, however, can also con-
tribute to the effective treatment of the spouse’s
alcoholism (Steinglass et al., 1987).

Systemic family treatment has also been widely
utilized in the treatment of adolescents” drug abuse,
according to the successful research conducted by
Stanton and Todd (1982) with adult heroin ad-
dicts. In this programmatic research, one of the
best controlled studies of family therapy, the re-
searchers found a significant decrease in the heroin
usage of young adults when family-focused therapy
was employed.

A longitudinal study of 136 adolescents (Lewis
et al., 1991) also documents the relative effective-
ness of a family therapy program as compared to a
family education program and treatment-as-usual
(i.e., individual counseling). In this study, the two
brief family-based drug interventions together re-
duced the drug use of nearly one-half (46%) of the
adolescents who received them. This success is
thought to be due primarily to the fact that both of
these outpatient interventions focused on the Sys-
temic treatment of entire family groups. In con-
trast, the family therapy intervention seemed to
have been more effective in significantly reducing
adolescent drug use for a greater percentage of the
adolescents (54.6% compared with 37.5%). Thus
family-based interventions (especially family ther-
apy) can be potent and viable drug-treatment
programs.

The best drug treatment, however, may be a
combined treatment (Lewis, 1989), in which indi-
vidual treatment focuses on the teaching of social




520 FAMILIES AND DRUG USE

skills and strategies for coping with stress, whereas
the emphasis of the family treatment component is
on increasing the nurturance and parenting skills of
other family members. It is at the intersection of
these two approaches that much of the current
creativity seems to be taking place. Even though
their focus and methods may differ, it is good for
these two arenas of inquiry to become better known
to each other, since each has a wealth of under-
standing to contribute to the other.

(SEE ALSO: Adjunctive Drug Taking; Codepen-
dence; Conduct Disorder and Drug Use; Conduct
Disorder in Children; Ethnic Issues and Cultural
Relevance in Treatment; Ethnicity and Drugs; Pov-
erty and Drug Use; Treatment Types; Vulnerability
As Cause of Substance Abuse)
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FAMILIES IN ACTION See Prevention

Movement

FAMILY VIOLENCE AND SUBSTANCE
ABUSE  Substance abuse has a profound impact
on Americans of all ethnic groups. Many people are
concerned about substance abuse, especially be-
cause it is believed that it has the major conse-
quence of increasing rates of crimes such as rob-
bery and ‘‘drive-by’” homicides. Yet the
physiological, psychological, and social effects of
substance abuse extend well beyond acts by indi-
viduals against strangers; substance abuse has es-
pecially adverse effects on families.

Most individuals’ illicit drug use occurs between
the ages of eighteen to thirty-five, the childbearing
years (National Institute on Drug Abuse, 1993).
About 10 million children reside in households that
have a substance abuser (Blau et al., 1994), and a
minimum of 675,000 children per year are ne-
glected or abused by drug- or alcohol-dependent
caretakers (Bays, 1990). At the same time that
substance abuse increased, foster care placements
increased by 30 percent between 1986 and 1989
(Kelley, 1992).

The extent of spousal abuse by substance abus-
ers is more difficult to document. Although there is
much more focus on men as perpetrators and
women as victims, women in conjugal relationships
do assault their male partners (Halford & Ogarsby,
1993). Recent estimates suggest that annually
about 10 percent of married women experience
some level of assault (Dutton, 1989) and that be-
tween 12 percent to 25 percent experience more
serious assault such as being hit or kicked (An-
drews & Brown, 1988; Randall, 1990). Physical
abuse has been identified as the main reason that
between 20 percent and 33 percent af all women
seek treatment in emergency rooms (Randall,
1990). Rates for violence against men by their fe-
male partners are similar to those reported for vio-
lence by men against female partners, but whereas
women are believed to commit about 10 percent of
murders of nonspouses, they commit 48 percent of
murders of husbands and partmers (Strauss &
Gelles, 1990). Thus, domestic violence by women
against men appears much more likely to be lethal
when it does occur, whereas domestic violence by
men appears more likely to result in severe injuries.
Few studies, however, have inquired as to whether
either the perpetrator or the victim was a substance
abuser or was under the influence of alcohol or
drugs at the time of a precipitating incident.




522 FAMILY VIOLENCE AND SUBSTANCE ABUSE

Public awareness of child abuse and neglect has
increased dramatically since the mid-1980s, but
awareness of spousal abuse has lagged behind.
Until recent years, adult victims rarely acknowl-
edged their predicament, attributed signs of physi-
cal abuse to other causes, excused perpetrators,
and resisted recommendations that they use the
legal system to try to deter perpetrators. There are
several reasons for reluctance to prosecute. In
many instances, wives are dependent on their male
partners for economic support, fear loss of their
children as a result of custody suits, or conceal
abuse to avoid criticism by family, friends, or the
community. The still-popular notion that women
“deserve” abuse prevails and will only diminish as
popular beliefs are replaced with information
about the complex circumstances facing abused
women.

There are few reliable estimates of abuse of el-
derly people by family members (Pillemer &
Suitor, 1988). Many cases may go unreported. One
survey reported that 1.5 million elderly persons in
the United States were abused in 1989, but others
estimate that the range could be somewhere be-
tween 4 percent to 10 percent of the elderly popula-
tion (Boudreau, 1993). Low rates of spousal abuse
(3.3%) have been noted for persons over the age of
sixty-five, but only 55 percent of this population is
married (Strauss & Gelles, 1990). Since women
live longer than men, study of the abuse of elderly
people by their children or children’s spouses fo-
cuses mainly on the abuse of mothers. In relation-
ships between adult children and their parents that
have become abusive, predisposing factors include
health status, dependency status, social isolation,
intergenerational transmission of violent behavior,
and external stressors. Anecdotal reports indicate
that in 30 percent to 45 percent of cases reported to
service providers, perpetrators have mental health
or substance abuse problems, but the topic requires
more systematic study, especially for rates in the
general population.

Most studies of family violence involving chil-
dren have focused on intergenerational relation-
ships. Much less information is available about
abuse among siblings or by other children. For
example, research emphasis in studies of childhood
sexual abuse has examined characteristics of adult
male perpetrators who are stepfathers or other rela-
tives, with sexual abuse by brothers identified as
the least frequent occurrence.

SUBSTANCE ABUSE AND FAMILY LIFE

It has been estimated that abuse is associated
with psychological disorders in about 20 percent of
cases (Stark & Flitcraft, 1988). The family plays
an important role in factors relating to the develop-
ment, maintenance, and treatment of substance
abuse. The fundamental significance of families as
dynamic systems has been recognized and studied
(Wolin et al., 1980). Today, treatment plans for
substance abusers typically involve family mem-
bers or significant others. The disorganizing impact
of alcoholism on families is perhaps the addiction
that has been best delineated, but information
about the impact of other drug use is increasing
(Kosten, Rounsaville, & Kleber, 1985; Bernardi,
Jones, and Tennant, 1989).

Disrupted family dynamics can occur irrespec-
tive of socioeconomic status and ethnic group
membership. Research involving a large cross-sec-
tional sample found that offspring of substance
abusers were more likely to experience marital in-
stability and psychiatric symptoms, especially if
they had experienced physical and sexual abuse
(Greentfield et al., 1993), and it has also been found
that alcohol abuse often co-occurs with domestic
violence (Fagan, Barnett, & Patton, 1988;
Dinwiddie, 1992). Construction of “family trees,”
or genograms, are now in common use as clinical
tools to depict the degree to which abuse of various
substances has had effects on several generations in
a family, the extent that support is available from
family members, and the emotional “valence” of
kinship relationships (Lex, 1990). Background
factors significant for women include childhood
violence experiences, violence from a cohabiting
partner, and presence of concurrent antisocial and/
or borderline personality disorders (Haver, 1987).

Substance abuse and child abuse may co-occur
under similar family conditions and dynamics, or
substance abuse can lead to child abuse (Kelley,
1992). Mediating factors, such as social support
and education, income, alternative sources of nur-
turing, and parents’ own histories of familial sub-
stance abuse and histories of neglect and abuse are
important. It is likely, however, that when mothers
who use drugs or alcohol are primary caregivers,
they will be unable to fulfill some aspects of their
children’s emotional or physical needs (Tracy &

Farkas, 1994).
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One typical factor in family lives of substance
abusers is the absent father, who usually is affected
in some way by substance abuse and whose familial
role has had to be reallocated among other relatives
(Bekir et al., 1993; Hayes & Emshoff 1993). Often
this pattern is transmitted from the grandparental
generation to the parental generation. Involuntarily
or out of necessity, the missing role is frequently
assigned to a child, who has to assume responsibili-
ties inappropriate to his or her age and generation
(thatis, to act as a spouse or parent). Some children
recall having had to raise themselves, since their
parents neglected to nurture them or abused or
scapegoated them or controlled their activities ex-
cessively. Children’s responses can include acting
out through anger, antisocial behavior, and es-
trangement, or compliance and assumption of
housekeeping, care for siblings, and other domestic
tasks. In adulthood, resentment because of the bur-
dens of these childhood role reversals can promote
depression in individuals and affect their adjust-
ment to adult roles, and it can, in turn, damage
their relationships with their own offspring. In
some cases, the onset of substance abuse in children
occurs at the age or life-cycle stage when a parent
began substance abuse. Substance abusers often
appear to expect parental unconditional love from
their spouses that includes unquestioned accep-
tance of their substance abuse and irresponsible
behavior (Bekir et al., 1993). Unstated expecta-
tions and other communication difficulties occur
when the moods and behaviors of substance abus-
ers are closely tied to those of family members
(McKay et al., 1993). “Low autonomy” (emotion-
ally dependent) substance abusers, however, ap-
pear to respond well to treatment if family mem-
bers provide more nurturing and support.
Conversely, male substance abusers whose atti-
tudes and actions are independent and detached
from family concerns seem to exhibit a pernicious
individualism that is associated with a poor out-
come in treatment.

CONSEQUENCES OF ADDICTION
IN CHILDREN

Infants exposed to drugs in utero can present
problems for caretakers, such as the consequences
of prematurity, low birth weight, retarded intra-
uterine growth, and developmental delays (Blau et
al., 1994; Scherling, 1994). Cocaine-exposed in-

fants can be irritable and easily overstimulated,
exhibit increased muscle tone, and resist attempts
at soothing (Kelley, 1990). There is also a large
literature on alcohol effects in utero, which may
affect at least 2.6 million infants annually (for re-
view of this literature, see Finnegan & Kandall,
1992). For drug-dependent mothers, these babies
sometimes present overwhelming challenges that
are often interpreted as ““personal” rejection. Moth-
ers’ emotions can include guilt about exposure of
their child to drugs as well as anger that their
efforts at parenting hyperactive babies with feeding
difficulties and abnormal sleep patterns seem un-
successful and only generate more stress. The at-
tachment between mother and child may be
disrupted because mothers experience these infants
as being highly demanding and ignore and with-
draw from them or continue to use drugs. All too
often, the consequences of disrupted attachment
lead to child neglect and abuse.

PRECIPITATING FACTORS

Alcohol, Drugs, and Aggression. It is popu-
larly believed that alcohol use facilitates the com-
mission of violent acts. Although there is an associ-
ation between alcohol (and drug) use and
aggression, it is not appropriate to attribute all
family violence to substance abuse, and substance
abuse does not inevitably result in violence (Hayes
& Emshoff, 1993; Taylor & Chermack, 1993). In-
dividual, familial and environmental factors are all
implicated in family violence. Controlled studies in
research laboratories constitute one means of dis-
entangling the important interrelationships of these
factors. One series of laboratory experiments that
used electric shocks between competitors as a proxy
for aggressive behavior (see Taylor & Chermack,
1993) showed that both the quantity of alcohol
that has been consumed and the social environment
encouraging aggression are two major contributing
factors. Results should be interpreted cautiously,
since the extent to which controlled laboratory con-
ditions, and the stimulus of a shock, can be general-
ized to the events in daily domestic life in house-
holds with a person who meets the diagnostic
criteria for substance dependence or abuse remains
to be demonstrated (Leonard & Jacob, 1988).

Experiments were designed to identify factors
that could instigate aggression in persons intoxi-
cated with alcohol. In an interactive setting, re-
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search subjects were tested while sober and while
intoxicated (i.e., about 0.10 blood alcohol level, or
the limit for intoxication while driving in many
jurisdictions). Since actual violence could not be
condoned ethically, the experiment could only give
the illusion that a subject would compete with an
“opponent” who could signal intention to send a
shock of intense magnitude.

Unless their opponents indicated willingness to
administer a strong shock, 80 percent of the sober
subjects and 40 percent of the intoxicated subjects
were reluctant to retaliate by increasing the magni-
tude of the shock presumably to be received by the
opponent. An additional important factor was pres-
sure from bystanders. In another experiment, two
accomplices of the experimenter encouraged both
sober and intoxicated subjects to use high-magni-
tude shocks against their opponents. Under this
condition, escalation of shock strength occurred for
10 percent of sober subjects and 50 percent of
intoxicated subjects. Once escalation had occurred,
however, intervention by a third party was gener-
ally ineffective. Instead, the strategies best suited to
averting aggression in intoxicated persons were to
show the opponent to be nonthreatening, to an-
nounce a conventional limit on aggressive behavior
(in this instance, magnitude of shocks), or to divert
attention from aggression to more socially accept-
able behaviors. Although intoxicated subjects ex-
pected opponents to be more aggressive than did
sober subjects, using a video camera to project an
image of the sober opponent’s behavior diminished
the aggressive responses.

Effects of other drugs on aggression also were
evaluated by using this type of laboratory experi-
ment. These studies are important because some
tranquilizers are prescribed for anxiety and irri-
table behavior (Ratey & Gordon, 1993). Low doses
of marijuana could result in aggressive behavior,
but high doses suppressed it. The use of low doses
of benzodiazepines increased aggression, but am-
phetamines did not augment aggression, and these
results were contrary to prevailing expectations.
Other studies showed that pretreatment with nic-
otine, dextroamphetamine, or propranolol (which
lowers blood pressure) inhibited aggressive behav-
ior. Furthermore, when individuals were evaluated
on an aggression rating scale, the nonaggressive
group did not respond to provocation while intoxi-
cated with alcohol, but persons in the moderate-

and high-aggression groups responded with
aggression.

Thus, pharmacological action of drugs, dosage,
characteristics of the consumer, and the social fac-
tors surrounding drug taking are all important fac-
tors contributing to aggressive behavior. Distur-
bance of higher-order information processing, or
reasoning, appears to be the factor that best ex-
plains escalation in aggression while intoxicated.
Intoxicated subjects were likely to continue aggres-
sive behavior once it had begun, unless they were
strongly prompted to engage in self-reflection.
Weak suggestions to limit aggressive behavior ap-
parently are not perceived. Having crossed a be-
havioral boundary may make it easier to continue
to do so.

It also should be noted that alcohol and other
drugs have a pharmacological effect on sexual
arousal and sexual behavior. Among men, alcohol
can cause secondary impotence and heroin use can
delay ejaculation. There also is evidence to support
the notion that cocaine use can increase sexual in-
terest for men and women, and marijuana use has
become associated with uninhibited sexual activity.
Some women find that heroin use by their partner
prolongs intercourse, and once heroin is used as an
adjunct to sexual activity, couples are prone to
relapse to drug use (Lex, 1990).

Pharmacological effects of alcohol and drugs
can also distort communication. For example, large
doses of alcohol consumed in short periods of time
can result in blackouts, or disrupted short-term
memory. A person in a blackout is unlikely to re-
member what was said and done during the epi-
sode. Excessive cocaine consumption can result in
suspicion, hostility, and paranoia. A person in a
state of withdrawal from alcohol or drugs can be
irritable, and oscillation between withdrawal and
intoxication distorts communications, thereby
leading to inconsistency, unpredictability, and mis-
trust (Hayes & Emshoff, 1993).

Social Context of Domestic Violence. Many
sociologists have assumed that domestic violence is
a relatively rare event, and until the 1980s anthro-
pologists had only a limited perspective on the oc-
currence of family violence in other societies. In a
major analysis of data from ninety societies
(Levinson, 1987), it was found that wife beating
was nearly ubiquitous and predictably associated
with social and cultural factors. The frequency of
wife beating was analyzed, and societies were clas-
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sified according to whether wife beating was absent
or rare, occurred in less than halfl of households
occurred in more than half of households, or was
present in almost all households. Using these crite-
ria, it was found that wife beating occurred in 84
percent of the societies in the sample. Occurrence of
this behavior was best explained by both social ac-
ceptance of violence and economic dominance of
men. In a restudy by Erchak and Rosenfeld (1994).
additional societies were selected for analysis and
when wife beating was coded as simply being either
present or absent; it was found that that it occurred
in 80 percent of the sample. However, social isola-
tion occurred in 47 percent of societies without wife
beating? in contrast to occurrence in 94 percent of
nonisolated societies. Socially isolated societies
were typically smaller, and their members need to
be mutually interdependent for the purposes of
survival. In comparison, societies where raiding or
warfare against outsiders was common—that is,
where disputes with outsiders were resolved by
physical force—had a wife-beating rate of 85 per-
cent, versus 29 percent for societies without war-
fare. In societies that strongly emphasized men’s
role as warriors, rates of wife beating were 94 per-
cent, in contrast to rates of 50 percent in societies
lacking these attitudes and behaviors. Neglect or
abuse of children co-occurred with wife beating.
Other associated values were beliefs about women’s
inferiority, the lack of value of women’s lives, and a
widow’s ability to choose a new spouse. Additional
associated behaviors included tolerance for homo-
sexuality, control of female sexuality, and competi-
tion for economic resources. Thus, the current pre-
vailing desire of women for equality between men
and women in the United States may be counter-
productive and result in more violence, because of
increased economic competition between the sexes
and increased confusion about appropriate gender-
related social behaviors (Erchak & Rosenfeld,
1994).

For impoverished members of minority groups,
attributes of the community and neighborhood can
adversely affect family life (Wallace, Fullilove, &
Wallace, 1992). In a number of urban areas, dete-
rioration of housing, decreases in levels of services
such as housing inspections and response by fire-
fighting and arson units, and diminished police
presence have permitted the dynamics of urban
decay to operate. As buildings deteriorate, are fur-
ther damaged by vandalism, and are destroyed by

fire, the impact is much like the spread of a conta-
gious disease. Adjacent buildings may be affected
as landlords abandon housing stock and businesses
leave or fail. Whole blocks may be damaged, and,
finally, entire districts of a city may deteriorate
completely.

The quality of life diminishes accordingly.
Abandoned buildings are taken over by substance
users and sellers or used for other illicit activities
such as prostitution. Adolescents can gain ready
access to drugs and alcohol, and their behavior may
go unchallenged. As people move away, there re-
main fewer persons available to notice children’s
behavior, and more unsupervised locations become
available where children can engage in disapproved
acts. When an area lacks former types of social
control, such as sanctions from neighbors, acts such
as smoking tobacco cigarettes may escalate to
greater deviance, such as using marijuana or crack
cocaine. As a consequence, antisocial behaviors
may go unchecked, and feelings of anger and hos-
tility can grow. It should be noted, however, that
urban settings are not the only locations in which
deviance can increase. Contexts that permit ano-
nymity, including ready accessibility of transporta-
tion, can also separate perpetrators from persons
who know them or would report deviance to
authorities.

Perpetrators of Domestic Violence. Much
recent attention has been focused on the psychopa-
thology of both perpetrators and victims. One re-
view (Dinwiddie, 1992) suggested that perpetra-
tors had poor communication skills, higher levels of
hostility, and, predictably, less control over their
anger. Perpetrators studied for personality prob-
lems were more likely to be antisocial, passive-
aggressive, or narcissistic. The picture is less clear
regarding substance abuse, although men meeting
criteria for alcohol abuse or dependence (American
Psychiatric Association, 1980) were more likely to
hit or throw objects at their wives. Studies of com-
munity samples have generally found that perpe-
trators also meet the criteria for diagnoses of de-
pression and antisocial personality disorder.

In one study, rates of spousal abuse and other
problem behaviors were studied in 380 married
male relatives of alcoholics (Dinwiddie, 1992).
Only 16 percent of the men were self-reported
spouse abusers, and 30 percent of these were sepa-
rated or divorced at the time of the interview, in
contrast with 14 percent of the nonabusers. When
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effects of single diagnoses were examined, alcohol-
ism was the most commonly diagnosed psychologi-
cal disorder (87%) and was associated with an
almost fourfold increase in likelihood of abuse. Di-
agnoses of antisocial personality disorder (46%) or
major depression (33%) were associated with an
almost double increased likelihood of spousal
abuse. Only four abusers (7%) had no psychologi-
cal disorder. Most abusers, however, had more than
one diagnosis of psychological disorder. Antisocial
personality disorder or depression usually
co-occurred with alcoholism. Among nonabusers,
65 percent were alcoholic, 23 percent were drug
dependent, 20 percent had major depression, and
31 percent had an antisocial personality disorder.
Aggressive childhood behaviors were poor predic-
tors of abuse in adulthood, but as adults 95 percent
of all abusers reported having physical fights, about
half reported marital infidelity, 23 percent had
been divorced one or more times, and 17 percent
had made attempts at suicide.

Alcohol problems and marital distress appear to
be highly interrelated (Halford & Osgarby, 1993).
Drinking outside of the home increases marital dis-
satisfaction, and marital disputes can provoke a
relapse in abstinent alcoholics. Divorce rates for
alcoholics are thought to be highest among persons
with psychological disorders, and divorce or mari-
tal problems diminishes the likelihood that alcohol
treatment will succeed for individuals. Treatment
efforts directed at increasing marital stability, how-
ever, can successfully promote abstinence (Mec-
Crady et al., 1979). Accordingly, many therapists
who treat people for alcoholism suggest conjoint
treatment for alcoholism and marital problems. In
contrast, few marital therapists address issues of
alcohol abuse (Halford & Osgarby, 1993).

A sample of eighty-four women and fifty-six
men seeking marriage counseling were identified in
a marriage guidance clinic (Halford & Osgarby,
1993). All subjects were still married and cohabit-
ing. The subjects were mainly in their thirties, had
about two children, and had been married about
nine years. One-third were involved in second or
later marriages. The subjects completed question-
naires that probed for information about amounts
of alcohol consumption, occurrence of physical vio-
lence, and frequency of disputes about alcohol use.
About half of the men. but less than 20 percent of
the women, met the criteria for a diagnosis of alco-
holism. More than 80 percent of the entire sample

reported having repeated arguments about alcohol
intake, and almost 70 percent reported the occur-
rence of physical violence. Men and women taking
steps leading to divorce were more likely to report
disagreements about alcohol use. Women men-
tioned male violence as a factor in marital dissatis-
faction, but men who had been abusive were more
likely to seek divorce. In this sample, alcohol abuse
was significantly associated with couples taking
steps toward divorce, but few other common
sources of marital dissatisfaction, such as allocation
of household tasks, communication, finances, use
of leisure time, and parenting issues, were reported
to any significant extent. At the very least, these
data suggest that marital therapists should rou-
tinely screen their clients for alcohol intake and
alcohol-related problems, and that they should as-
sess the extent to which these factors interact with
domestic violence. It also is possible that abuse by a
husband signals a desire to terminate the relation-
ship rather than to exert greater control over the
wife’s behavior within the context of marriage.
Disentangling cause-and-effect sequences be-
tween alcohol or drug abuse and family violence is
an nnportant and necessary step in understanding
factors that promote or maintain any interrelation-
ships. There are several ways of approaching these
questions, and researchers with competing theories
have attempted to explain the relevant issues
(Fagan et al., 1988; Strauss & Gelles, 1990). One
theory termed ““deviance disavowal” has argued
that drinkers are not responsible for their actions
while they are intoxicated (McAndrew & Edgerton,
1969). Drunkenness is used as an excuse, and it is
possible that some persons seek an intoxicated state
so as to be able to engage in violent behaviors
(Gelles, 1974). According to another theory, alco-
hol acts on the central nervous system to create a
“disinhibition” that releases aggression. Although
this reflects a popular belief about the effects of
alcohol, it is the social environment promoting or
discouraging aggression that is an important con-
tributing factor (Strauss & Gelles, 1990; Taylor &
Chermack, 1993). Social learning theory has been
applied to a wide variety of behaviors, and the
proponents of this theory argue that social meaning
becomes attached to behaviors, such as alcohol use,
with the result that people come to expect certain
behaviors in association with alcohol. Researchers
who support a more focused approach have sug-
gested that drinking and violence become associ-




FAMILY VIOLENCE AND SUBSTANCE ABUSE 527

ated within the family context, and that discussion
of drinking behavior acts as a cue or trigger that
escalates verbal hostility and culminates in physical
aggression (Fagan, Barnett, & Patton, 1988).
Characteristics of Perpetrators and Victims.
One study used a Relationship Abuse Questionnaire
to assess levels of marital violence among abusive
and control subjects, including happily married
men, maritally dissatisfied men, and men convicted
of a violent offense who had not committed acts of
domestic violence (Fagan, Barnett, & Patton,
1988). Men in the marital-violence group were
young males from minority groups, with limited
education and a high rate of unemployment. All
members of these groups had been married for an
average of four years, had about two children, and
were between one to two years older than their
wives. Maritally violent men were more likely to
consume whiskey and beer, drink daily, drink at
lunch on workdays, and drink at home—after
work and in the company of their children or by
themselves. In addition, maritally violent men indi-
cated that their female partners also drank, but to a
lesser degree than they did. These men in the mari-
tally violent group reported that they drank to
“deaden the pain in life.”” to “cheer up a bad
" to “‘celebrate special occa-
sions,” to “forget worries,”” ““to forget everything,”
and to allay feeling “tense and nervous.” They said
their female partners drank to “celebrate special
occasions” and to “be sociable.” Maritally violent
men reported that drinking accompanied abuse
about one-third of the time but occurred without
drinking occasionally, about one-fourth of the
time. Female partners were said to drink on about
one-fourth of occasions when abuse occurred. Mar-
itally violent men were most likely to report that in
the aftermath of violence they felt “‘sexy” or
“wanted to make love,” “‘tried to stop abuse
through reasoning,” or “took drugs/had a drink.”
In sum, these men drank more, drank in many

mood,” to “‘relax,’

social contexts, perhaps continuously but in low
amounts, drank to ““escape” unpleasant emotions
and events, and had female partners who also
drank. Drinking or drug taking could be an out-
come, however, rather than the cause of a violent
episode. It also should be noted that a violent epi-
sode could precipitate sexual activity.

A classic study (Kantor & Strauss, 1989) inves-
tigated whether drug or alcohol use by victims in-
creased the likelihood of assault by their partners.

Information about violence was obtained from
2,033 married or cohabiting women who re-
sponded to the 1985 National Family Violence Sur-
vey. Research was stimulated by empirical observa-
tions that cultural acceptance of violence was the
strongest factor in violence directed at wives. This
study was designed to test the hypothesis that vic-
tims of violence might in some way precipitate vio-
lent episodes. Several studies had indicated that
people were more likely to attribute blame for vio-
lent episodes to women who had violated the cul-
tural attitude that fosters disapproval of women
who are intoxicated and another culturally shaped
attitude that excuses intoxicated men from the con-
sequences of their alcohol use, including violence.
Specific questions included in the interview asked
whether women’s alcohol or drug use increased the
risk of violence from male partners, whether drink-
ing or drug use by male partners increased the risk
of violence, whether intervening variables, such as
socioeconomic status, explained the occurrence of
violence, and whether minor violence and severe
violence had different antecedents.

Events were classified as nonviolent, minor vio-
lence (throwing objects, pushing, slapping, or grab-
bing), and severe violence (kicking, hitting, beat-
ing,
using knives or guns). Subjects also were asked
whether they used drugs to the extent of being
“high” and alcohol to the extent of being ““drunk.”
Predictably, high rates were obtained for alcohol
use. Among nonviolent couples, 16 percent of wives
and 31 percent of husbands were reported to use
alcohol to the extent of being drunk. In contrast, 36
percent of women and 50 percent of men involved

choking, threatening with knives or guns, or

in minor-violence episodes used alcohol, and 46
percent of women and 70 percent of men involved
in severe-violence episodes had used alcohol. Cor-
relation of violence with drug use (marijuana) was
less than half that of alcohol, but the illegal status
of marijuana might have encouraged underreport-
ing. Among nonviolent couples, only 4 percent of
wives and 5 percent of husbands were reported to
use marijuana. In contrast, 14 percent of women
and 18 percent of men involved in minor-violence
episodes had used marijuana, and 24 percent of
women and 31 percent of men involved in severe-
violence episodes had used marijuana. Minor-vio-
lence episodes were related to the husband’s use of
marijuana and to violence in the family of origin of
the victim. Drunkenness by the wives and by their
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husbands, low income, and the wives’ acceptance
of male violence were significant factors, but wives’
marijuana use was unimportant. Severe-violence
episodes showed a more restricted pattern. Vio-
lence in the women’s families of origin and hus-
bands’ drunkenness were somewhat stronger fac-
tors than husbands’ marijuana use. Income level,
wives” acceptance of abuse, and wives’” drunken-
ness or being high did not affect the severity of
violence. In this study, pregnancy or employment
status were not relevant factors.

Some have argued that pregnancy is a factor in
the precipitation or escalation of abuse episodes. A
recent study examined the extent of physical abuse
in a multiethnic sample of pregnant women
(Berenson et al., 1991). Of 501 women using ser-
vices at a prenatal clinic, about 20 percent reported
physical abuse, and of this group, 29 percent had
been abused while pregnant. However, only 19
percent had ever sought medical help, thus indicat-
ing that emergency-room statistics might seriously
underreport the prevalence of physical abuse.
Abuse occurred typically within the context of a
primary relationship, with 92 percent of women
reporting abuse by only one person, usually (83%
of the time) a male partner. Women who had been
abused were more likely to report having a partner
who abused alcohol or drugs. Abused pregnant
women had significantly more pregnancies and
more living children than other pregnant women.
Across ethnic groups, white non-Hispanic women
were 3.5 times more likely than Hispanic women
and 1.6 times more likely than black women to
experience physical abuse. Substance abuse in-
creased risk of abuse for white non-Hispanic
women to two times that of non-abused womern,
but for black women, almost four times. Other
characteristics were important. Traditional values,
as exemplified by speaking Spanish, appeared to be
a protective factor for Hispanic women. Divorced
or unemployed black women, however, were at
higher risk for abuse than either Hispanic or white
women. Thus, alcohol or drug use are important
factors in the abuse of pregnant women, but black
women appear to be at highest risk for abuse when
these factors were involved.

There is no single cluster of characteristics that
typify men who abuse women. Some studies, how-
ever, have indicated that witnessing violence in the
family of origin may have taught men to use vio-
lence as a coping mechanism. Others have argued

that alcoholic abusers also may have had a family
history of alcoholism, thereby blurring the relation-
ships between causes and effects in families of ori-
gin. In a study of men in a treatment program for
family violence (Hamberger & Hastings, 1991),
comparisons of marital adjustment, coping with
conflict, and personality characteristics were made
among alcoholic and nonalcoholic men in treat-
ment and control subjects drawn from the commu-
nity. The average age of the men was about thirty-
five, and they had similar education levels. Nonal-
coholic men were more likely to be employed and
less likely to have witnessed violence in their fami-
lies of origin. Alcoholic men who had abused their
wives were more likely to have been abused as
children, but parental alcohol abuse and parental
alcoholism appeared to have no direct role in pro-
voking violence by adult abusers who were alco-
holic. As might be predicted, the alcoholic abusers
had significantly higher personality-disorder scores
for avoidant (passive-aggressive) behaviors, ag-
gression, and negativism, and lower scores for con-
formity. Both alcoholic and nonalcoholic abusers
had a large number of symptoms of pathology, thus
scoring high on scales measuring anxiety, hysteria,
and depression. Alcoholic abusers had the highest
scores on psychotic thinking, psychotic depression,
and borderline behaviors. As predicted, abusers
had higher scores for personality disorders, and
alcoholic abusers had the highest scores in this
regard. Alcoholic abusers had witnessed more vio-
lence in their families of origin and had themselves
been victimized by abusers in their families of ori-
gin. Overall, alcohol abuse was significantly related
to psychopathology as well as to the degree of harm
conferred by abuse. Unemployment as a factor op-
erated in some unknown way to bring abusers to
the attention of authorities, but the effect of socio-
economic status was not included in the character-
istics examined in this study. Clearly, alcoholic
abusers identified through agencies had more se-
vere problems5 thus suggesting that treatment pro-
grams should carefully assess referral sources of
clients. A finding of co-morbidity with depression,
anxiety, borderline behaviors, and thought disor-
ders suggests that a program focused on abuse
alone would be less successful than a more compre-
hensive approach that offered services for severe
psychological disorders.

In another line of investigation, researchers ex-
amined women’s histories of victimization and
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their alcohol use together with characteristics of
their partners. The reasoning behind this approach
was the consideration that when abusive behavior
was modeled, excused, or condoned, children
would perpetuate these behaviors as being appro-
priate to gender roles. Thus boys would devalue
women and consider abuse a conventional way to
deal with conflict, and girls would expect to be
devalued and would tolerate abuse. One study in-
vestigated these background factors among forty-
nine abused women and eighteen male abusers
(Bergman & Brismar, 1992). Abusers were not
identified through their female partners, since
many of the women were afraid to permit contact
with them and many of the abusers refused to
participate. Abusers were selected from men who
had been sentenced to prison for assault and bat-
tery of their female partners. The extent of injuries
inflicted by the selected men and experienced by
the women were comparable as a result of match-
ing reports from the abused women and those from
the convicted abusers. It was intriguing to find that
both the men and the women reported having been
raised without fathers in their families of origins,
that about half of the absent fathers were alcoholic,
and that most of the mothers were abstainers. As
children, about 80 percent of both men and women
had witnessed domestic violence in their families.
Moreover, 29 percent of the women and 11 percent
of the men had experienced sexual abuse as chil-
dren. As adults, almost all of the women (94%) had
experienced previous abuse, and 49 percent had
been abused by former partners. About half of the
men and one-fourth of the women had used mari-
juana, 62 percent of the women and 44 percent of
the men had used sedative-hypnotic prescription
drugs, and 55 percent of the women and 61 percent
of the men acknowledged that both partners had
been drunk at the time of the precipitating episode
of abuse (only 20% of the women and 11% of the
men had been sober). Roughly two-thirds of the
men and of the women indicated that the abusive
incident probably would not have happened in the
absence of alcohol. Transgenerational perpetuation
of abuse patterns seemed likely, since 25 percent of
episodes were witnessed by the children of the
women and the rate of the parents’ alcohol and
drug abuse was high. Thus, information about his-
tories of alcohol and drug abuse as well as exposure
to domestic violence should be evaluated for each
partner in a couple involved in domestic violence.

Less information is available about drug use (see
Miller, 1990). Abuse is not uniformly associated
with drug use, however. Psychopharmacological
factors have been implicated in domestic violence
in the case of some drugs, such as cocaine (Maher &
Curtis, 1992), and for economic reasons, such as
when a drug abuser resorts to appropriation of
family funds to purchase drugs. Systemic violence,
related to the hazards of illicit transactions, may
spill over into the domestic area if a drug abuser is
concerned or suspicious that a partner may be an
informer or may be adulterating drugs. Female
drug users may find themselves devalued on the
basis of both their gender and their behavior, and
because some women are involved in prostitution to
obtain drugs for themselves or their partners, their
risk of exposure to violent behavior is increased
substantially. Intoxicated women also may be more
verbally aggressive and thus violate the cultural
norm that values the “soft-spoken” woman (Miller,
1990).

Studies of alcohol abuse as it is associated with
the abuse of women have not been able to identify a
sequence of cause and events. More definitive stud-
ies are needed, but one informative study of alcohol
and drug abuse by eighty-two male perpetrators
and victims sought important linkages. The perpe-
trators were parolees, and data about psychological
disorders, substance abuse, modes of conflict reso-
lution, and frequency of violent events were ob-
tained from them and their female partners. About
three-quarters of the perpetrators, and a surprising
560 percent of their female partners had alcohol
problems, and 73 percent of perpetrators and 40
percent of their partners acknowledged using ille-
gal drugs. Similarly, 78 percent of parolees and 72
percent of their female partners reported perpe-
trating a moderately violent episode, and 33 per-
cent of parolees and 39 percent of their female
partners reported perpetrating a severely violent
episode at least once during the three months be-
fore the interview. About one-third of the episodes
were considered severe, and about three-fourths
were considered moderate. Neither alcohol nor
drug use was involved independently, but concur-
rent use contributed significantly to violent events,
and the separation of drugs into different classes by
pharmacological action did not change the effect of
alcohol and drug interaction. When combined,
however, cocaine and alcohol had a strong effect on
violence. In addition, couples with more substance
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abuse-related problems had a higher incidence of
violent episodes, but, overall, alcohol problems
most strongly increased the likelihood that violence
would occur. Additional studies of women with
concurrent alcohol and drug abuse problems are
needed to clarify the temporal relationships.

TREATMENT FOR ABUSERS

Shame, guilt, and denial are powerful emotions
that impede both the recognition of problems and
the admission of the need for help. It is popularly
believed that perpetrators enter treatment only un-
der coercion and with considerable reluctance.
Given the strong association between substance
abuse and marital violence in some individuals,
questions arise as to whether treatment of alcohol
or drug abuse alone will concomitantly diminish
violent acts. Behavioral marital therapy teaches im-
proved communication skills and has been used to
improve the marital relationships of patients as
their drinking abates (O’Farrell & Murphy, 1995).
This treatment modality, however, does not di-
rectly address the problem of violence. A compari-
son was made between eighty-eight couples with a
newly abstinent husband and a nonalcoholic con-
trol sample of eighty-eight couples undergoing
marital therapy. The study covered the year before
treatment and the vear after it. Acts of domestic
violence occurred between four to six times more
frequently during the year before treatment. Rates
for violent episodcs during the year after treatment
remained elevated for both men and their wives,
and they were higher than the rates among control
couples. In instances of relapse, rates were higher
than those for couples who had not relapsed. In
turn, rates for couples who had not relapsed were
comparable to those for controls. Consequently,
effective treatment for alcoholism appears to re-
duce the frequency of domestic violence, although a
study that uses a control group of conjugal pairs not
receiving behavioral marital therapy is needed for
conclusive results. The cause-and-effect relation-
ships between the release of emotions and relapse
still need to be disentangled, however, since the
former may provoke the latter or have an additive
effect.

Another study examined rates of violent acts
among seventy-four persons who completed a
treatment program for spousal-abuse abatement
and thirty-two who relapsed from this program.

Men were referred by themselves or the courts, but
neither source of referral nor amount of criminal
activity had an effect on outcome. Alcohol prob-
lems persisted in 32 percent of the men who com-
pleted this program successfully, but 56 percent of
recidivists had persistent alcohol problems. Recidi-
vists also had higher levels of drug abuse and less
empathy as measured on standardized scales. Reci-
divists also were found to be significantly more
narcissistic (self-centered) and gregarious. These
findings suggest that alcohol and drug abuse must
be addressed when they occur among perpetrators
of domestic violence.

COMMENTARY

Numerous studies that use standardized criteria
generally support the prediction that substance
abuse and domestic violence co-occur in the major-
ity of violent episodes. Roughly one-fourth to one-
fifth of episodes, however, occur without substance
abuse as a possible co-factor or precipitant. Some
additional studies suggest that verbal hostility can
escalate domestic conflict to domestic violence
(Lindman et al., 1992), but some episodes of ver-
bal hostility may stem from response to life stress
and others may be a result of social learning. In
other instances, conflict over a child’s or a partner’s
alcohol or drug consumption may prompt the sub-
stance abuser to “protect” the behavior through
vehement denial, thereby leading to an escalation
of hostility that spirals out of control.

Although any suggestion that women’s behav-
iors might contribute to abuse may seem to take the
currently unacceptable position of blaming the vic-
tim, there is some evidence that women who ex-
press aggression verbally may have had abusive
families of origin, and that alcohol abuse may have
played a role in fostering a climate of tension and
hostility within their households (Gomberg, 1993;
Hayes & Emshoff. 1993). This pattern may emerge
when women who feel devalued have no behavioral
alternative through which to express their frustra-
tion. Unfortunately, many potentially interesting
and informative laboratory experiments that inves-
tigate aggressive behaviors are conducted with un-
dergraduate college students and thus may not
disclose important information about effects that
stem from income level, social class, educational
level, or ethnicity.
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Data from alcoholic and drug-abusing women in
treatment suggest that younger women may be
more verbally aggressive, thus reflecting society-
wide changes in gender-role behavior. Other data
(Miller, Downs, & Testa, 1993) reveal that women
who were victimized as children are more likely to
develop alcohol and drug problems in adolescence
and adult life. In contrast to women with other
psychological disorders, women who require sub-
stance-abuse treatment recall more abuse during
their childhood. Some contribution to this outcome
could be diminished self-esteem and increased
alienation from typical childhood socialization pro-
cesses, as well as limited development of social
skills for negotiation and compromise.

It is also possible that the contexts of substance-
abuse treatment generate a social expectation that
a client must have a family history of substance
abuse as well as a background that includes emo-
tional, physical, or sexual abuse. It is clear that
additional research is needed and that subject sam-
ples need to be drawn from different sources, with
different prevalence rates of various types of vio-
lence. Longitudinal research that would follow a
cohort of children through adolescence, young
adulthood, and marital life might hold sorely
needed answers. Lacking the answers obtained
from definitive research, it is reasonable to continue
to screen abuse victims and perpetrators for sub-
stance-abuse problems, and to screen substance
abusers for perpetration of or victimization through
family violence. Because both substance abuse and
family violence engender denial that anything is
wrong, careful assessment is a prerequisite for ef-
fective prevention, intervention, and treatment.
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FERMENTATION Fermentation is a natu-
ral metabolic process that produces energy by
breaking down carbohydrates (such as sugars) in
the absence of oxygen. It occurs in many micro-
organisms (such as yeasts), and the end product
can be either ethyl alcohol (ethanol) or lactic acid;
energy is typically given off in the form of heat. The
chemical reaction of this process was first described
in 1810 by the French chemist Joseph Louis Gay-
Lussac. Fermentation is important to the produc-
tion of many foods and beverages, the most popular
of which are bread, butter, cheese, beer, and wine.

Figure 1
Grapes

Fermented foods first occurred naturally, when
stored or forgotten caches were found to be altered
but edible. In ancient times, wheat and barley were
domesticated, farmed, stored, and used to make
breads and porridges—some of which fermented
and formed brews. Since that time, the process of
fermentation has been used worldwide. Industrial
means provide huge quantities of fermented foods,
as well as alcohol, which is obtained by DiSTILLA-
TION from fermented juices of fruits, grains, vegeta-
bles, and other plants.

(SEE ALSO: Beers and Brews)
ScoTT E. LUKAS

FETAL ALCOHOL SYNDROME Fetal
alcohol syndrome (FAS) is a constellation of behav-
ioral, growth, and facial abnormalities resulting
from prenatal alcohol exposure. Diagnosis is made
by a specially trained physician and is based on the

following criteria: growth deficiency; a pattern of
distinet and specific facial abnormalities; and cen-
tral nervous system (CNS) damage. In other cases,
where there are no related physical findings, but a
pattern of cognitive and behavioral deficits exist
concurrent with confirmed prenatal alcohol expo-
sure, a diagnosis of static encephalopathy may be
given. Due to confusion, this term and fetal alcohol
related conditions (FARC) are used in the place of
fetal alcohol effects (FAE). The characteristics
listed above and discussed later in this entry must
occur in conjunction with confirmed maternal alco-
hol consumption. Racial, genetic, and familial in-
fluences must also be considered when such a diag-
nosis is made.

HISTORY

The term fetal alcohol syndrome was first used
in 1973 to describe the physical problems seen in
the offspring of alcoholic women. There have been
admonitions against women drinking during PREG-
NANCY for literally thousands of years—in biblical
verses and in the writing of the ancient Greeks. The
physical and social implications of women drinking
during pregnancy first became highly noticeable
during the gin epidemic of the 1750s. At that time,
gin became a cheap and easily accessible beverage
among low-income women. It was noted that there
was a correlation between women who were con-
suming large amounts of gin and problems among
their offspring.

A formal study was conducted in the 1890s by
an English physician named Sullivan. He identified
the offspring of 120 female “drunkards” in the
Liverpool jail and compared them to the children of
their nondrinking female relatives. From this
study, Sullivan noted a perinatal mortality rate that
was two and one half times higher in the offspring
of the female alcoholics.

In 1968, Dr. Paul Lemoine published a study on
the children of women alcoholics in a French medi-
cal journal. This article did not receive much atten-
tion until the landmark articles published in the
Lancet by Jones, Smith, Ulleland, and Streissguth
in 1973. Since 1973, more than five thousand arti-
cles have been published detailing the effects of
prenatal alcohol exposure from birth through mid-
dle age. There can be no doubt that alcohol is a
powerful teratogen (causative agent in fetal malfor-
mations) with lifelong after-effects (sequelae).
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DISTRIBUTION

The prevalence of FAS ranges widely from com-
munity to community and is determined by the
number of women consuming alcohol in any partic-
ular community. It is estimated that FAS is now the
leading cause of mental retardation in the United
States, surpassing Down’s syndrome and spina bi-
fida. The prevalence estimates for FAS range from
1 in 600 to 1 in 750 births. However, few preva-
lence studies have been conducted and many ex-
perts have differing views as to the accuracy of the
prevalence figures available. New Centers for Dis-
ease Control (CDC) studies suggest that drinking
during pregnancy is actually on the increase, de-
spite public-health information designed to prevent
FAS. This trend may lead to a higher number of

babies born with FAS/FARC.

PHYSICAL EFFECTS

Scientific research indicates the likelihood that
there is no level of alcohol consumption guaranteed
free from risk for any period during pregnancy.
Individuals react very differently to alcohol and it is
difficult, if not impossible, to predict which women
will produce a child with FAS. The exception to this
is the woman who has already given birth to a child
with FAS or FAE. If this woman continues to drink
at the same or an increased level, it is highly likely
that her subsequent pregnancy will be affected to
the same or a greater degree.

Drinking alcohol during pregnancy produces
different effects, depending on when the alcohol is
consumed. During the first trimester, there is a
chance of major physical abnormalities and central
nervous system (GNS) damage. During the second
trimester, alcohol consumption leads to an in-
creased rate of spontaneous abortion and CNS
damage, as well as more subtle physical abnormal-
ities. During the third trimester, alcohol consump-
tion can lead to pre- and postnatal growth retarda-
tion and CNS damage. These characteristics are
detailed below.

As was mentioned above, three major indices are
used in diagnosing FAS. First are the common fa-
cial abnormalities: These include short palpebral
(eye-slit) fissures; a long smooth philtrum (upper
lip groove); and thin upper lip. Other common
physical problems associated with prenatal alcohol
use include cardiac (heart) malformations and de-

fects; pectus excavatum (hollow at the lower part of
the chest due to backward displacement of xiphoid
cartilage); clinodactyly and camptodactyly (per-
manent curving or deflection of one or more fin-
gers); fusion of the radius and ulna at the elbow;
scoliosis (lateral curvature of the spine); kidney
malformations; and cleft lip and palate.

Growth deficiency in FAS is noted in three pa-
rameters: height, weight, and head circumference.
Many of the prepubescent patients experience
growth retardation; they are generally short and
skinny in appearance. Significant changes in
weight are noted as the female patients enter pu-
berty; although the growth deficiency remains in
height and head circumference across the lifespan,
the girls frequently gain weight and appear plump.
The male patients seem to remain fairly short and
slender until their late twenties or thirties.

CNS damage is frequently manifested in cogni-
tive and memory deficits, sleep disturbances, devel-
opmental delays, hyperactivity/distractibility, a
short attention span, an inability to understand
cause and effect, lower levels of academic achieve-
ment, impulsivity, and difficulty in abstracting. The
difficulties noted in infancy and early childhood are
often precursors to psychosocial deficits in later life.

PSYCHOSOCIAL AND
EDUCATIONAL ISSUES

Ages Birth to 5 Years. Diagnosis of alcohol-
related birth defects is possible at birth but many
physicians are either not trained to identify FAS or
do not consider it a possibility. Perinatal behavioral
manifestations of FAS include the following: poor
habituation, an exaggerated startle response, poor
sleep/wake cycle, poor sucking response, and hy-
peractivity. Failure to thrive, alcohol withdrawal,
and cardiac difficulties have become medical con-
cerns frequently noted in this patient population.

Developmental delays in walking, talking, and
toilet training are often observed. Concerns such as
hyperactivity, irritability, difficulty in following di-
rections, and the inability to adapt to changes are
commonly reported. The damage done the brain
makes it problematic for children with FAS to learn
in a timely and consistent fashion. The more ab-
stract the task, the more apparent this learning gap
becomes, particularly as the child enters adoles-
cence and then adulthood.
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Recommended interventions at this age focus on
the family as well as the child. Many children with
FAS are removed from the care of the biological
mother owing to abuse, neglect, and/or premature
maternal death. Newborns and infants with FAS
often have trouble feeding; when this is coupled
with a mother who may be deeply involved in sub-
stance abuse(s) and not attentive to the needs of her
infant, it can lead to medical crises. Therefore, it is
necessary to provide the following services and in-
terventions:

® Monitoring of health and medical concerns

e Safe, stable, structured residential placement
with services provided to the mother, father,
patient, and other family members, such as
substance-abuse treatment and parenting
training

e Directions given to the caregivers in a simple,
concrete fashion, one at a time; directions
given to the child in similar fashion

e Adaptation of the external environment to fit
the child’s level of ability to handle stimula-
tion

e Setting by caregivers of appropriate goals and
expectations for their child

* Respite care and ongoing support for care-
givers

Ages 6 to 11 Years. Some of the problems
noted earlier, primarily health issues, become less
severe as others become more severe—with greater
implications for negative social functioning. These
are hyperactivity, impulsivity, memory deficits, in-
appropriate sexual behavior, difficulty predicting
and/or understanding the consequences of behav-
ior, difficulties in abstracting abilities, and poor
comprehension of social rules and expectations.
Children with FAS may show decreasing ability to
function in school as they get older. The abstracting
deficits become more apparent when the child
reaches the third and fourth grades and is expected
to perform multiplication and division. A summa-
tion of suggested interventions at this stage include
the following:

e Safe, stable, structured residential placement

e Establishment of reasonable expectations and
goals

e Clear physical/behavioral limits and bound-
aries

Establishment of reasonable expectations and

goals

e Listing of chores and expectations in writing

e Structuring of leisure time and activities

¢ Education of parents, caregivers, and the pa-
tient regarding age-appropriate sexual and so-
cial development

e Appropriate educational placement that fo-

cuses on an activity-based curriculum, devel-

opment of communication skills, development

of appropriate behavior, and basic academic

skills embedded with functional skills

Ages 12 to 17 Years. Children with FAS have
the same emotional needs as others this age. Ado-
lescents with FAS may exhibit cognitive deficits,
impulsivity, low motivation, lying, stealing,
DEPRESSION, suicidal thoughts and attempts, and
significant limitations in their adaptive behavior
skills. Other concerns include faulty logic, preg-
nancy/fathering a child, and the loss of residential
placement. Social deficits noted encompass finan-
cial/sexual exploitation and substance abuse. It is
frequently difficult for people with FAS to articu-
late their feelings and needs. This is commonly the
time when they reach their intellectual ceiling.

Despite these problems and deficits, adolescents
with IFAS should not be infantilized. In addition,
this is commonly the time where they reach their
academic ceiling. The following are some suggested
interventions to help them reach their social, emo-
tional, and adaptive potential:

e Changing the focus from academic to voca-
tional and daily-living skills training

e Structuring of leisure time and activities, such
as involvement in organized sports and social
activities

* Education of the patients, parents, and care-
givers regarding sexual development and the
need for birth control or protection against
sexual exploitation and sexually transmitted
diseases (STDs)

 Planning for future vocational training and
placements, financial needs, and residential
placement

e Increasing responsibility based on the pa-
tient’s skills, abilities, and interests

?

Ages 18 through Adulthood. The problems,
deficits, and difficulties seen prior to the age of 18
are precursors to those seen in young adulthood
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and middle age. An additional problem experi-
enced by people with FAS is the increased expecta-
tions placed on them by others. Not only can people
with FAS often not meet these expectations but
their impulsivity and poor judgment have more se-
rious consequences than during their younger
years. Issues such as poor comprehension of social
rules and expectations, aggressive and unpredict-
able behavior, and depression coupled with impul-
sivity, may lead to suicide attempts, antisocial be-
havior, hospitalization, and/or incarceration.
Other concerns noted in adults with FAS include
social isolation and withdrawal; difficulties in find-
ing and sustaining employment; poor financial
management; problems accessing and paying for
medical treatment or child care; and a need for help
with social/sexual exploitation and unwanted preg-
nancy. The hyperactivity and distractibility seen in
small children with FAS/FARC manifest in the
adult not being able to learn job skills or to meet the
requirements of many jobs. The following is a brief
outline intended to help adults with FAS deal with
problematic issues in a productive fashion:

e A guardianship for or systematic help with
whatever funds may be received, since arith-
metic skills in this population seldom exceed
the third grade

e Subsidized residential placements to help en-
sure physical safety

e Medical coupons for care, along with birth-
control planning

* Homebuilders or community housing to help
them live as independently as possible

e Child-care and parenting classes, as needed

® Education to others about FAS, including its
limitations and skills, to foster acceptance

e Long-term residential/vocational/psychoso-
cial support for both the patient and/or care-
givers

SUMMARY

FAS is a preventable birth defect; once it exists it
has life-long consequences. Special programs in-
volving planning for future vocational, educa-
tional, and residential needs should be implemen-
ted as early in childhood as possible. Education on
the harmful effects of alcohol use, focusing on
young women and men of childbearing years, is

critical to help prevent, or at least reduce, this
significant public-health problem.

(SEE ALSO: Addicted Babies; Alcohol: History of
Drinking; Attention Deficit Disorder; Conduct Dis-
order in Children; Fetus, Effects of Drugs on the;
Pregnancy and Drug Dependence: Opioids and Co-
caine)
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FETUS, EFFECTS OF DRUGS ON THE
The pregnant drug-dependent woman subjects her
developing infant to a host of problems. When as-
sessing the effects of drugs, especially illicit drugs,
on newborn infants (neonates) and young children,
two factors must be considered: (1) the duration
and concentration of the drug exposure on the
developing fetus, and (2) any preexisting medical
complications in the mother. These factors are in-
teractive and together will influence, in varying
ways, the eventual capabilities of the child. There-
fore, the long-term outcome of children exposed to
drugs during fetal development should be assessed.

EFFECTS ON THE NEWBORN

A pregnant drug-dependent woman puts her de-
veloping fetus at risk for a number of diseases,
including hepatitis, AGQUIRED IMMUNODEFIGIENCY
SYNDROME (AIDS), tuberculosis, and sexually
transmitted diseases (STDs). A number of these
diseases may be acquired through needle sharing.
Mothers who are infected with these diseases are
likely to deliver prematurely.

In pregnant women who inject HEROIN, the pla-
centa, for example, shows microscopic evidence of
oxygen deprivation. The infants are small for their
gestational age, with all their organs affected. In
heroin-dependent women, a significant portion of
the medical complications seen in their newborns is
due to prematurity and low birthweight. Such com-
plications include immature lungs, difficulties in
breathing at birth, brain hemorrhage, low sugar
and calcium levels, infections, and jaundice.

Women on METHADONE MAINTENANCE (an oral
NARCOTIC used for the treatment of heroin addic-
tion) are likely to give birth to normal- or almost
normal-sized babies. Because they are in treatment,
the complications in their infants are not as severe
and generally reflect: (1) the amount of prenatal
care the mother has received; (2) whether the
mother has suffered any complications, including
hypertension or infection; and (3) most impor-
tantly, any multiple drug use that may have pro-
duced an unstable intrauterine environment for the
fetus, perhaps complicated by WITHDRAWALS and/
or OVERDOSE.

Multiple drug use may cause a series of with-
drawals, when the pregnant woman cannot obtain
the drug she needs. This series of extreme physical
conditions in the pregnant woman can severely af-
fect the oxygen and nutrients that feed the develop-
ing fetus, causing various birth defects, depending
on when in each trimester the withdrawals occur. If
the mother overdoses, a decreased oxygen supply to
the fetus can cause aspiration pneumonia—if the
mother survives the overdose to give birth.

Laboratory and animal studies have shown that
narcotics (OPIOIDS) may have an inhibitory effect
on enzymes that influence oxygen metabolism.
They also alter the passage of oxygen and nutrients
to the fetus by constricting the umbilical vessels
and decreasing the amount of oxygen delivered to
the developing fetal brain. Such metabolic side ef-
fects may cause a derangement in the acid/base
balance (acidosis). In contrast, increased matura-
tion of organ systems and certain enzymes have
been seen in heroin-exposed infants, including
maturation of the lungs, tissue-oxygen unloading,
sweat glands, and liver enzymes. The stressful life
of the pregnant woman probably contributes to this
enhanced maturation in heroin-exposed infants.

The genetic risks to the offspring of addicts on
heroin and methadone include an increase in the
frequency of chromosome abnormalities; infants
exposed predominantly to methadone in utero do
not. The adverse environmental factors that may
contribute to the abnormal findings in heroin-ex-
posed infants may be less prominent in methadone
mothers, since drug addiction is compounded by
poor maternal nutrition, extreme STRESS, infec-
tious disease, and a lack of early and consistent
prenatal care. However, in the absence of specific
clinical abnormalities, it is impossible to isolate ei-
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ther methadone or heroin as agents linked to GE-
NETIC damage.

Given the obstetrical and medical complications,
the lack of prenatal care, and the prematurity of the
infants at delivery, it is not surprising that the
death rate for ADDICTED BABIES is higher than for
infants born to nonaddicts.

NEONATAL OPIOID
WITHDRAWAL SYNDROME

This syndrome is described as a generalized dis-
order, characterized by signs and symptoms of cen-
tral nervous system hyperirritability, gastrointesti-
nal dysfunction, respiratory distress, and
autonomic nervous system symptoms that include
yawning, sneezing, mottling, and fever. At birth,
these infants develop tremorous movements, which
progress in severity. High-pitched crying, increased
muscle tone, irritability, and exaggerated infant re-
flexes are common. Sucking of fists or thumbs is
common, vet when feedings are administered, the
infants have extreme difficulty and regurgitate fre-
quently—Dbecause of an uncoordinated and ineffec-
tual sucking reflex. The infants may develop loose
stools and are therefore susceptible to dehydration
and electrolyte imbalance. At birth, the blood levels
of the drug(s) used by the mother begin to fall. so
the newborn continues to metabolize and excrete

the drug, and withdrawal signs occur when criti-
cally low levels have been reached.

Whether born to heroin-addicted or methadone-
dependent women, most infants seem physically
and behaviorally normal. The onset of their with-
drawal may begin shortly after birth to two weeks
of age, but most develop symptoms within seventy-
two hours of birth. If the mother has been on heroin
alone, 80 percent of the infants will develop clinical
signs of withdrawal between four and twenty-four
hours of age. If the mother has been on methadone
alone, the baby’s symptoms usually appear by
forty-eight to seventy-two hours.

In summary, various studies have shown that
the time of onset of withdrawal in the individual
infant will depend on: the type and amount of drug
used by the mother; the timing of her dose before
delivery; the character of her labor; the type and
amount of anesthesia and pain medication given
during labor; and the maturity, nutrition, and pres-
ence or absence of systemic diseases in the infant.

Studies indicate that more full-term infants re-
quire treatment for withdrawal than do preterm
infants. Withdrawal severity appears to correlate
with gestational age; less mature infants show
fewer symptoms. Decreased symptoms in preterm
infants may be due to either (1) developmental
immaturity of the preterm nervous system, or
(2) reduced total drug exposure because of short
gestations.

The most severe withdrawal occurs in infants
whose mothers have taken large amounts of drugs
for a long time. Usually, the closer to delivery a
mother takes heroin, the greater the delay in the
onset of withdrawal and the more severe the symp-
toms in her baby. The duration of symptoms may be
anywhere from six days to eight weeks. The matu-
rity of the infant’s own metabolic and excretory
mechanisms plays an important role. Although the
infants are discharged from the hospital after drug
therapy is stopped, some symptoms such as irrita-
bility, poor feeding, inability to sleep regularly, and
sweating may persist for three to four months.

Not all infants born to drug-dependent mothers
show withdrawal symptoms, but investigators have
reported that between 60 and 90 percent of infants
do show symptoms. Since biochemical and physio-
logical processes governing withdrawal are still not
fully understood, and since multiple drugs are often
used by the mothers in an erratic fashion—with
vague or inaccurate maternal histories provided—
it is not surprising to find varying descriptions and
experiences in reports from different centers. Sei-
zures, a severe outcome in withdrawing infants, are
rare in narcotic-exposed infants. One report found
that 5.9 percent of 302 newborns exposed to nar-
cotics during pregnancy had seizures that were at-
tributed to withdrawal. Other reports found even
rarer occurrences of seizures.

Drug-exposed infants show an uncoordinated
and ineffectual sucking reflex as a major manifesta-
tion of withdrawal. Regurgitation, projectile vomit-
ing, and loose stools may complicate the illness
further. Dehydration, due to poor intake and cou-
pled with excessive losses from the gastrointestinal
tract, may occur, causing malnutrition, weight loss,
subsequent electrolyte imbalance, shock, coma,
and death. Neonatal withdrawal carries a risk of
neonatal death when these complications are un-
treated. The infant’s respiratory system is also af-
fected during withdrawal: excessive secretions, na-
sal stuffiness, and rapid respirations are sometime
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accompanied by difficulty breathing, blue finger-
tips and lips, and cessation of breathing. Severe
respiratory distress occurs most often when the in-
fant regurgitates, aspirates, and develops aspira-
tion pneumonia.

The increased sensitivity to recognition, the ac-
curacy of clinical and laboratory diagnosis, and
treatment have essentially eliminated neonatal
mortality attributed to withdrawal per se.

ASSESSMENT AND MANAGEMENT OF
NEONATAL OPIOID ABSTINENCE

With proper management, the neonate’s progno-
sis for recovery from the acute phase of withdrawal
is good. If symptoms of withdrawal appear, simple
nonspecific measures should be instituted, such as
gentle, infrequent handling, swaddling, and de-
mand feeding. Careful attention to fluid-electrolyte
balance and calorie support is essential in opioid-
exposed infants undergoing withdrawal, since they
display uncoordinated sucking, feed poorly, often
develop vomiting and diarrhea, and have increased
water losses due to rapid respirations and sweating.

Indications for specific treatment, dosage sched-
ules, and duration of treatment courses have varied
widely. As a general guide, if, in spite of nonspecific
measures, babies have difficulty feeding, diarrhea,
marked tremors, irritability even when undis-
turbed, or cry continuously, they should be given
medication to relieve discomfort and prevent dehy-
dration and other complications. The dosages must
be carefully regulated so that symptoms are mini-
mized without excessive sedation. Several drugs
appear to be effective in treating neonatal narcotic
withdrawal, but there has been little controlled
comparison of their safety and effectiveness. Drugs
such as PAREGORIC or tincture of OPIUM are effec-
tive in treating narcotic withdrawal symptoms in
the infant, and PHENOBARBITAL is useful, but less so
when opioid exposure has occurred in high doses.

NEUROBEHAVIOR IN THE NEWBORN

The Brazelton Neonatal Assessment Scale has
been used extensively for evaluating newborn be-
havior. This instrument assesses reaction to stimuli
such as alight or a bell, responsivity to animate and
inanimate stimuli (face, voice, bell, rattle), state
(sleep to alertness to crying), the requirements of
state change (such as irritability and consolability),

and neurological and motor development. When
using this scale in evaluating drug-exposed infants,
it was noted that they were less able than nondrug-
exposed infants to be maintained in an alert state
and less able to orient to auditory and visual stim-
uli, most pronounced at forty-eight hours of age.
Drug-exposed infants were as capable of self-quiet-
ing and responding to soothing intervention as nor-
mal neonates, although they were substantially
more irritable. These findings have important im-
plications for caregivers’s perceptions of infants
and thus may have long-term impact on the devel-
opment of infant-caregiver interaction patterns.

Abnormalities in the interaction of drug-depen-
dent mothers and their infants, on measures of
social engagement, have been shown. Abnormal in-
teraction was explained by less positive maternal
attachment, as well as difficult infant behavior,
which impedes social involvement. Many of these
interactive abnormalities reverted to normal by
four months of age, but the need for “parenting
training” is obvious.

OPIOIDS AND SUDDEN INFANT
DEATH SYNDROME (CRIB DEATH)

Sudden infant death syndrome (SIDS) is defined
as the sudden and unexpected death of an infant
between one week and one year of age, whose death
remains unexplained after a complete autopsy ex-
amination, full history, and a death-site investiga-
tion. Compared to an incidence of approximately
1.5 per 1,000 live births in the general population,
narcotic-exposed infants appear to have an in-
creased risk of SIDS. Other high-risk factors for
SIDS, such as low socioeconomic status, low birth-
weight, young maternal age, black racial category,
and maternal smoking are all overrepresented in
the drug-using groups that are studied. In a most
extensive study, New York City SIDS rates were
calculated in 1.2 million births from 1979 to 1989.
Maternal opiate use, after control for high-risk
variables, increased the risk of SIDS by three to
four times that of the general population.

LONG-TERM OUTCOME OF CHILDREN
WHO HAVE UNDERGONE IN UTERO
EXPOSURE TO OPIOIDS

Despite the fact that a drug-exposed newborn
may seem free of physical, behavioral, or neurolog-
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ical deficits at the time of birth, the effects of phar-
macological agents (used or abused) may not be-
come apparent for many months or years. Although
heroin abuse during pregnancy has been recog-
nized for more than forty years, and methadone
treatment has been employed for more than twenty
years, follow-up of opioid-exposed infants is still
fragmentary. The difficulties encountered in long-
term follow-up of this population include an inabil-
ity to fully document a mother’s drug intake, sepa-
ration of the drug effects from high-risk obstetric
variables, problems in maintaining a cohesive
group of infants for study, and the need to separate
drug effects from those of parenting and the home
environment.

The easiest part of caring for the neonate is
actually over when drug therapy has been discon-
tinued and the infant is physically well. The most
difficult parts then begin—the care involved in dis-
charge planning and assuring optimal growth and
development throughout infancy and childhood.
Because there is no standard for the disposition of
these infants, some may be released to their moth-
ers, some to relatives, and others placed in the cus-
tody of a state agency. Still others may be voluntar-
ily released by the mother to private agencies for
temporary or permanent placement.

In the United States, pressure recommending
separation of infants from their addicted mothers
has been growing. This solution may not be practi-
cal in cities where social services and courts are
already understaffed and overworked. Decent fos-
ter care is expensive and hard to find. Pediatricians
basically feel that the mother-infant association
should not be dissolved except in extreme situa-
tions. Aside from intensive drug rehabilitation and
medical treatment, these women need extensive
educational and job training—to become the pro-
ductive citizens and loving mothers who will posi-
tively socialize their children. Supportive therapies
such as outpatient care or residential treatment
may help eliminate some of the medical and social
problems experienced by drug-dependent women
and their children.

Most of the children evaluated for long-term
development have been exposed to methadone.
Evaluations have occurred at various intervals—at
six, twelve, eighteen, and twenty-four months; then
at three, four, and five years of age. Testing proce-
dures utilized have been the Gesell Developmental
Schedule, the Bayley Scales of Infant Development,

the McCarthy Scales of Infant Abilities, and the
Stanford-Binet and the Wechsler Preschool and
Primary Scale of Intelligence. Infants have shown
overall developmental scores in the normal range
but a decrease in scores at about two years of age—
which suggests that environment may confound
long-term infant outcome: low socioeconomic
groups suffer from this factor particularly, because
of poor language stimulation and development.

The developmental scores in these early years,
although useful in identifying areas of strength and
weakness, may not predict subsequent intellectual
achievement. More and more studies have proposed
multiple-factor models to assess infant outcome
following intrauterine drug exposure. One such
postnatal influence involves maternal—infant inter-
action. Drug-exposed infants are often irritable,
have decreased rhythmic movements, and may dis-
play increased muscle tone (tensing) when han-
dled. Such behaviors may be interpreted by the
mother as “rejecting” behavior, leading to inappro-
priate maternal caretaking and possible neglect of
the infant. Studies of mother—infant interactions
show that: (1) infants born to narcotic-addicted
women show deficient social responsiveness after
birth; (2) this deficient mother—infant interaction
persists until the infants’ treatment for withdrawal
is completed; and (3) maternal drug dosage may
affect that interaction.

Based on available data, at five years of age,
children born to women maintained on methadone,
in contrast to heroin-exposed babies, appear to
function within the normal range of their mental
development. In addition, no differences in lan-
guage and perceptual skills were observed between
them and children of mothers not involved with
drugs and of comparable backgrounds. Difficulty
in following large cohorts of drug-exposed infants
has led to the study of very limited samples, how-
ever.

Positive and reinforcing environmental influ-
ences can significantly improve drug-exposed in-
fant development. Women who show a caring con-
cern for their infants are most likely to pursue
follow-up pediatric care and cooperate in
neurobehavioral follow-up studies. Lacking a large
data base, there is an obvious need for comprehen-
sive studies assessing the development of large pop-
ulations of drug-exposed infants.
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COCAINE

The effects of maternal medical and obstetrical
complications seen in opioid-exposed infants are
similar to those of COCAINE exposure—although
cocaine is a stimulant, not a depressant drug (like
the opioids). The infants are frequently small in
weight, length, and head circumference as a result
of preterm birth and/or retardation of fetal growth.
The effects of blood-vessel constriction, a charac-
teristic pharmacologic effect of cocaine, is one of
the main reasons for adverse effects—since it re-
sults in lack of oxygen and nutrients to the fetus.
This predisposes the infant to growth problems,
brain hemorrhage, abnormal organ development,
and crib death.

The many studies on cocaine effects in the new-
born need further clarification because of inade-
quate sample size, research methodology, and ac-
tual drug intake; these include studies that have
evaluated brain hemorrhage, structural abnormal-
ities, crib death, and long-term development. Al-
though cocaine-exposed infants have been reported
to have some irritability and perform poorly on
neurobehavioral tests in the first few days of life, no
evidence shows that they have a withdrawal syn-
drome as described previously in infants exposed to
opioids. The symptoms have been related to a co-
caine toxicity reaction rather than to a withdrawal
syndrome. Infants with opioid and cocaine expo-
sure, as compared to opioid exposure alone, have
had milder symptoms. This may be a result of
interactions between the depressant and stimulant
properties of these drugs. No treatment has been
found necessary to alleviate the symptoms of in-
fants exposed to cocaine, whereas opioid-exposed
infants may need treatment in about 40 to 50 per-
cent of cases.

Although a number of reports in medical litera-
ture have described babies who have structural ab-
normalities related to cocaine exposure, an equal
number of studies have found no increased inci-
dence of abnormalities. The abnormalities reported
have been those of the urinary tract, intestines, and
extremities—all of which are related to the vascu-
lar disruption caused by cocaine’s ability to con-
strict blood vessels. The most recent review of the
clinical studies describing abnormalities in co-
caine-exposed infants shows a very low incidence of
oceurrence.

Studies evaluating cocaine’s effects on the oc-
currence of SIDS (crib death) have shown diverse
results. Although inadequate methodologies and
small numbers have accounted for these differ-
ences, cocaine-exposed infants have also experi-
enced most of the factors that predispose any child
to SIDS. These include low birthweight, POVERTY,
neonatal complications, minority ethnicity, low
maternal age, and maternal cigarette smoking.
When these factors are controlled in the research,
cocaine exposure accounts for only a very modest
increase in the rate of SIDS.

As with all drugs of abuse, cocaine has proper-
ties that permit it to be transmitted through the
breast milk. Since a significant portion of drug-
using women in the United States may be HIV-
positive, until the role of breast feeding in HIV
transmission is clarified, breast feeding should be
discouraged.

Recent reports indicate that cocaine exposure
may even occur in young infants after they leave
the hospital. The evidence for the postulated route
of cocaine toxicity (passive inhalation of smoked
cocaine—""crack”) is circumstantial, and the range
of occurrences in reported series is 2 to 4 percent.
Symptoms involve abnormal neurologic findings,
including seizures, drowsiness, and unsteady gait.

Much concern has been voiced regarding the ul-
timate neurobehavioral outcome of infants follow-
ing intrauterine exposure to cocaine. Based on mul-
tiple-risk factors, it appears reasonable to voice
these concerns. Commonly, the parents may be of
poor socioeconomic status and culturally deprived.
The mother may be poorly nourished, may carry
medical and sexually transmitted diseases, includ-
ing AIDS, and may receive little or no prenatal care.
After birth, neurologic and neurobehavioral abnor-
malities may be present in the infant. Stimulation
for intellectual growth may be lacking because of
prolonged hospital stays, infrequent and inappro-
priate parental contact, placement in a group-care
facility, or discharge to a home in which intellectual
nurturing is lacking.

Follow-up studies of large numbers of cocaine-
exposed babies are lacking as of the early 1990s.
The lay press has reported anecdotal experiences
with the first cohort of three- to five-year-old chil-
dren born of the crack epidemic. Such cocaine-
exposed babies have been characterized as showing
significant deficits in environmental interactions
during play groups and in nursery schools. These
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babies have also been described as showing less
representational play, decreased fantasy play and
curious exploration, and lesser quality of play.
Others have described these children as “joyless”—
unable to fully participate in either structured or
unstructured situations, with attention deficits and
flat apathetic moods. Developmental evaluations
show, however, that the majority of children who
were exposed to cocaine in utero and who now have
stable environments score in the normal range.

NICOTINE

Prenatal exposure to smoking has been linked
with a number of impairments to the fetus, includ-
ing impairments to memory, learning, cognition,
and perception. Such impairments may result from
chronic fetal hypoxia, a loss of oxygen to the cells
that may impair normal development of the central
nervous system. Maternal smoking during preg-
nancy also affects the respiratory system of a fetus,
and newborns of smokers tend to have reductions
in expiratory flows. It may also alter the developing
lung and result in respiratory illness in the infant.

Low birth weight is another factor commonly
associated with prenatal exposure to smoking, and
even passive smoking—that is, from the father or
another person in the vicinity of the mother—
seems to affect an infant’s weight. Some studies
have shown an average decrease in birth weight of
about 200 grams in newborns whose mothers
smoked throughout pregnancy. The risk of a low-
birth-weight infant has also been estimated to be
two to four times greater for mothers who smoke. In
general, women who stop smoking in pregnancy
prevent the full effects of low birth weight associ-
ated with smoking, and studies have shown that the
earlier a woman stops smoking during pregnancy,
the lower the risk of a low-birth-weight baby. An
infant’s birth weight also appears to be “dose de-
pendent,” with heavy smokers being at the greatest
risk for low-birth-weight babies.

Behavioral studies have also been conducted
with children exposed to prenatal smoking. Some
research has also shown that a child whose mother
smoked during pregnancy is at increased risk of
becoming a smoker. Because smoking activates
neurotransmitters in the brain, including dopa-
mine, which is involved in reinforcing the effects of
addictive drugs, researchers have speculated that
nicotine may have an effect on the developing do-

pamine system of the fetus and put the child at
greater risk of addictive behavior in later life.

Prenatal exposure to cigarette smoking may af-
fect a growing fetus in several ways. Carbon mon-
oxide and high doses of nicotine obtained during
inhalation of tobacco smoke can interfere with the
oxygen supply to the fetus. Nicotine readily crosses
the placenta, and it likely causes vasoconstriction
of the umbilical arteries and impedes placental
blood flow. Carbon monoxide can bind with hemo-
globin to reduce the capacity of the blood to trans-
port oxygen. These factors, combined, likely ac-
count for the developmental delays commonly seen
in the fetuses and infants of smoking mothers.

One of the most striking risks associated with
prenatal smoking is that of Sudden Infant Death
Syndrome (SIDS). A higher mortality rate exists for
infants whose mothers have smoked compared to
those who have not. Maternal smoking during
pregnancy has also been cited as a major risk factor
in almost every epidemiologic study of SIDS. The
risk of sudden infant death syndrome is greater
among infants exposed to both prenatal and post-
natal smoking compared to those only exposed to
postnatal smoking. The increase in SIDS risk also
appears to be related to the “dose” of passive-
smoke exposure—the greater the exposure to
smoke both before and after birth, the higher the
risk of SIDS. The link between cigarette-smoke ex-
posure and SIDS is not fully understood.

(SEE ALSO: Complications: Route of Administra-
tion; Fetal Alcohol Syndrome; Pregnancy and Drug
Dependence: Opioids)
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FINANCIAL ANALYSIS IN ENFORCE-
MENT See Drug Laws: Financial Analysis in En-

forcement

FLY AGARIC A poisonous mushroom of
Eurasia (Amanita muscaria), having typically a
bright red cap with white dots. A preparation, con-
sisting primarily of the dried mushroom. is ingested
by the people of Siberia as a HALLUGINOGEN. Intox-
ication by ingestion of several mushrooms moist-
ened with milk or fruit juice leads to a progression
of symptoms—nbeginning with tremors, continuing
through a period of visual hallucination that may
be interpreted as having religious significance, and
finally ending in deep sleep. A similar preparation

Figure 1

Fly Agaric

may be identified with the deified intoxicant soma
of the ancient Hindus. In some cultures, the urine of
intoxicated individuals is ingested by others to in-
duce intoxication, since the active components of
the preparation pass unmetabolized through the
body.

The active components found in fly agaric are
ibotenic acid and several of its metabolites. The
predominant metabolite is muscimol, which has
agonist properties at a subset of receptors recogniz-
ing the NEUROTRANSMITTER GABA. Ibotenic acid
itself has agonist properties at certain excitatory
amino acid receptors and has been shown to be
neurotoxic.

(SEE ALSO: Plants, Drugs from)
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FOREIGN POLICY AND DRUGS Drug
control is a relative newcomer to the list of global
issues that are now an integral part of U.S. foreign
policy. While arms control and human rights were
already important international issues in the
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1970s, drug control lagged behind. In 1971-1972
some members of Congress tried to use foreign-aid
restrictions to stop the entry of Turkish HEROIN,
but the government did not want to risk hurting
relations with an important defense ally over her-
oin, which was not considered a mainstream drug.
The U.S. government found a compromise through
diplomatic efforts, which led to the Turkish gov-
ernment severely limiting the cultivation of OpiuM
Porries (from which heroin is made) and changing
the way in which poppies were processed into legit-
imate medicinal opium. Parallel diplomatic negoti-
ations with MEXICO resulted in cooperation on
MARIJUANA eradication efforts. On the international
front, the U.S. government pressed hard for the
ratification of the 1971 United Nations Convention
on Psychotropic Drugs and created the United
Nations Fund for Drug Abuse Control (UNFDAC),
the predecessor of today’s United Nations Drug
Control Program (UNDCP). During the rest of the
decade, however, drug control gradually declined
as a key U.S. foreign policy objective.

Drug control only gained full diplomatic legiti-
macy in the 1980s when COCAINE use became wide-
spread among entertainers, athletes, and
stockbrokers. The government’s inability to stop
the EPIDEMIC at home prompted Congress to take
the issue abroad.

In 19806, in the first of a series of comprehensive
international antidrug laws (the Anti-Drug Abuse
Act of 1986), Congress placed the burden of
halting drug flows on the governments of the drug-
producing countries. Using a traditional carrot-
and-stick approach, the law required the major
drug-producing and TRANSIT COUNTRIES to coop-
erate fully with the United States in drug matters
in order to receive American foreign aid. Half of
all assistance was withheld every year until the
president certified that the country concerned had
met the criteria for receiving aid. Subsequent laws
have expanded the requirement, obliging the
major drug-producing and transit countries also to
comply with the 1988 United Nations Convention
Against Illicit Traffic in Narcotics Drugs and Psy-
chotropic Substances. Countries that do not
comply not only lose U.S. assistance but incur U.S.
opposition to loans from the World Bank and
other international financial institutions. For many
countries in the developing world, losing access to
these loans is an even greater hardship than losing
U.S. assistance. Though the certification process

has raised tensions with some foreign govern-
ments, by 2000 it had become an accepted part of
U.S. foreign policy. However, critics noted that the
U.S. has recertified countries such as Mexico and
Columbia, even when political corruption in these
nations has seriously undercut narcotics enforce-
ment efforts.

In earning its diplomatic legitimacy, drug control
has had to overcome the same obstacles encountered
by other global issues, such as human rights or
nuclear nonproliferation. The U.S. foreign-policy
establishment favors strategic issues affecting vital
U.S. national-security or trade interests over law
enforcement or scientific endeavor. It has been re-
luctant to allow multilateral ““functional” questions
to affect traditional bilateral negotiations. Congress,
however, has left no doubt that it intends to keep
drug control high on the list of U.S. foreign-policy
issues. By denying virtually all forms of aid—
excluding humanitarian and drug-control assis-
tance—to countries that refuse to cooperate, Con-
gress has devised an effective form of leverage over
drug countries. Since the law also allows the presi-
dent to waive sanctions when clearly stated national
interests are at stake, Congress has made it difficult
for foreign-policy agencies to evade their drug-
control responsibilities.

RESPONSIBLE AGENCIES

The U.S. Department of State is responsible for
formulating international drug policy. Its Bureau
for International Narcotics and Law Enforcement
Affairs oversees the annual certification process
and prepares an annual report. Since 1989, formal
coordination authority has rested with the White
House Office of National Drug Control Policy (ON-
DCP) and the National Security Council. Drug con-
trol programs, however, involve a broad spectrum
of government agencies including the Central Intel-
ligence Agency. the Department of Defense, the
U.S. CusTOoMS SERVICE, the Coast Guard, the De-
partment of Treasury, the Justice Department, the
DRUG ENFORCEMENT ADMINISTRATION, and the De-
partment of Health and Human Services. A small
percentage of the U.S. drug-control budget is spent
on international programs. The bulk of the money
goes to domestic law enforcement, drug treatment,
and public education.
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THE REALITIES OF DRUG CONTROL

As presidential administrations have discovered,
an effective drug policy is easier to design than to
carry out. The drug issue is a typical chicken-and-
egg problem. Does supply drive demand or vice
versa? The drug-consuming countries traditionally
blame the suppliers for drug epidemics, while drug-
producing countries allege that without foreign de-
mand, local farmers would not be growing the drug
crop at all. Planners must therefore strike the right
balance between reducing drug supply and de-
mand. In theory, eliminating drug cultivation in the
source countries is the most economical solution,
since it keeps drugs from entering the system and
acquiring any value as a finished product. Few
SOURCE-COUNTRY governments—all of which are
in developing nations—will, however, deprive
farmers of a livelihood without substantial com-
pensation from abroad. And the price they seek is
usually more than the U.S. government is prepared
to pay.

THE NATURE OF THE THREAT

Today’s illegal drug trade is one of the most
lucrative, and therefore powerful, criminal enter-
prises in history. Drugs generate profits on a scale
without historical precedent—especially given
their abundance and low production costs. Such
financial resources, which are well beyond those of
most national budgets, give drug traffickers the
means to buy sophisticated arms, aircraft, and elec-
tronic and technical equipment available to few
countries. More importantly, illegal drug revenues
allow trafficking organizations to buy themselves
protection at almost every level of government in
the drug-producing and drug-transit countries,
where drug-related corruption remains the single
largest obstacle to effective control programs.

As for the drugs themselves, there is a su-
perabundance. Opium is in especially great supply.
In Southeast Asia, Myanmar (formerly Burma)
could supply the world’s needs several times over
with 257.5 metric tons annually. Estimates of her-
oin consumption in the Unites States range only
between 6 and 20 metric tons, less than 10 percent
of Myanmar’s potential output. In South America,
coca production dropped in the 1990s, vet it is
enough to satisfy world demand twice over. This
surplus is so large that the drug trade easily absorbs

losses inflicted by drug-control authorities and still
makes enormous profits.

Traffickers have the option of expanding culti-
vation of drug crops into new areas. For example,
although coca plants are currently confined to
Latin America, coca once flourished in Indonesia
and could do so again if market conditions were
right. Opium poppy cultivation is spreading into
nontraditional areas, including South America.
Gambling on the resurgence of expanding heroin
use in the 1990s, South American cocaine-traf-
ficking organizations have been diversifying into
opium poppy cultivation. Without active govern-
ment anti-drug programs, production will grow un-
til the new expanding market is saturated.

CURRENT POLICY

The U.S. government’s first priority is to stop the
flow of cocaine, which still poses the most immedi-
ate threat to potential drug users. Because of rising
heroin use promoted by the new, cheaper Latin
American producers, the United States must also
focus on opium-producing countries. The United
States goal is to limit the cultivation of drug crops
to the amount necessary for international medical
applications. Since all the cocaine that enters the
United States comes from coca plantations in Peru,
Bolivia, and Colombia, the U.S. government has
active drug-control programs in the three coun-
tries. During the 1990s, the U.S. has assisted Boliv-
ia and Peru in their efforts to reduce coca cultiva-
tion. While these efforts have dramatically reduced
production, drug traffickers increased coca produc-
tion in Colombia. This resulted in increased politi-
cal corruption and political destabilization. In
2000, the U.S. approved a $1.3 billion emergency
assistance package to Colombia to help the Colom-
bian government. The aid package contains money
for police and military training, administration of
justice programs, and economic development pro-
grams. The U.S. has also increased its military
assistance to Latin America to help fight narcotics
trafficking, yet many critics question the effective-
ness of this approach. Others have expressed con-
cern that direct U.S. military involvement may be
requested by Colombia, which could lead to prob-
lems similar to those encountered by the U.S. in
Southeast Asia in the 1960s and 1970s.

Opium control is more difficult than coca sup-
pression, since most of the world’s opium poppy
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grows in countries where the United States has mini-
mal diplomatic influence (Myanmar, Afghanistan,
Laos, Iran, etc.). There also appears to be increas-
ingly important opium poppy cultivation in China,
Vietnam, and the Central Asian countries. Left
unchecked, this opium expansion will make effec-
tive heroin control virtually impossible in drug-
consuming countries, as Europe is already aware.

AN INTERNATIONAL APPROACH

Since bilateral programs seldom provide solu-
tions to global problems, the United States has been
an active proponent of collective action under the
1988 UN Convention. This latest agreement covers
not only the traditional aspects of drug production
and trafficking, but requires signatories to control
drug-processing chemicals and outlaw drug-money
laundering. The MONEY-LAUNDERING provisions
are critical innovations, since they target the enor-
mous international cash flows that sustain the drug
trade. As astronomical as drug profits may be, drug
money is useless unless it can enter the interna-
tional banking system. The major industrialized
countries are therefore pressing for uniform laws
and regulations to exclude drug money in all key
financial centers. If honestly implemented, strict
money-laundering controls, along with better use
of existing programs to suppress drug supply and
decrease consumption, offer the hope of reducing
the drug trade from an international threat to a
manageable concern.

(SEE ALSO: Crop-Control Policies; Drug In-
terdiction; Drug Laws: Financial Analysis in En-
Jorcement; Golden Triangle as Drug Source; Inter-
national Drug Supply Systems; Opioids and Opioid
Control: History; Terrorism and Drugs; U.S. Gov-
ernment Agencies)
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FREEBASING  The illicit practice of smok-
ing COCAINE is generally referred to as freebasing.
The hydrochloride form of cocaine (powder) is
highly soluble in water and, therefore, is efficiently
absorbed by the mucous membranes when taken
intranasally (snorted) or via blood when injected
intravenously (shot up). This form of cocaine is,
however, destroyed when it is heated to the temper-
atures required for smoking it. Therefore, the co-
caine alkaloid, called ““CRACK” or “freebase,” is the
form that is smoked. Although not always differen-
tiated, freebase actually refers to cocaine in the
base state with all the adulterants removed (In-
ciardi, 1991). Cocaine hydrochloride is combined
with an alkaline substance, such as sodium hydrox-
ide or ammonia, to remove the hydrochloride. The

Jfree cocaine base is then dissolved in ether, and

pure cocaine-base crystals are formed. It has been
estimated that approximately 560 milligrams of
cocaine freebase can be extracted from one gram of
street cocaine hydrochloride (Siegel, 1982). Co-
caine freebase has a melting point of 208°F (93°C)
and is volatile at temperatures above 194°F (90°C),
therefore providing an active drug for smoking.
Crack. in contrast, although also in the base state
and used for smoking (or freebasing), does not
have the adulterants of the street cocaine removed.
Cocaine base is soluble in alcohol, acetone, oils, and
ether—but is almost insoluble in water.
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Cocaine freebase is usually smoked in a water
pipe containing fine mesh screens, which trap the
heated cocaine as it melts. A temperature of 200°F
(93°C) is the most efficient. Although the amount
of cocaine absorbed by the smoker varies—
depending on the kind of pipe used, the tempera-
ture of the heat source, and the inhalation pattern
of the user—under optimal conditions approxi-
mately 30 to 35 percent of the cocaine placed on
the mesh screen is absorbed by the smoker.

COMPARISON OF COCAINE AND
METHAMPHETAMINE SMOKING

Vapor inhalation of the (+) isomer of metham-
phetamine hydrochloride, colloquially known as
ice has several differences when compared to vapor
inhalation of cocaine freebase. Although both
methamphetamine and cocaine freebase have their
origin as a salt, cocaine hydrochloride must be
pretreated with an alkaline substance to remove the
hydrochloride, thus creating the freebase of cocaine
that can be heated and inhaled as vapor. In con-
trast, methamphetamine hydrochloride can be
heated and inhaled without adulterating the origi-
nal compound.

When heated, cocaine freebase has a melting
temperature of 208°F while methamphetamine hy-
drochloride melts at 268°F. Once the appropriate
melting temperature is met for each substance, va-
pors will form and can be inhaled. Significant
amounts of cocaine freebase vapor are lost through
pyrolysis (chemical change caused by heat) and
little condensation appears on the water pipe, sug-
gesting decreased amounts of inhaled vapor. Meth-
amphetamine hydrochloride, however, condenses
as a crystalline solid on the cooler areas of the glass
pipe. It is thought that this same phenomenon oc-
curs in the mouth and throat of the user, leading to
rapid methamphetamine absorption through the
lungs as well as delayed absorption through the
oral mucosa.

These differences in drug absorption have been
demonstrated by comparisons of plasma levels of
cocaine and methamphetamine after smoking the
individual substances. Plasma levels of cocaine
peak and decline rapidly, with a half-life of ap-
proximately forty-five to sixty minutes. Metham-
phetamine plasma levels also rise rapidly, but the
half-life is approximately eight to twelve hours.
The delayed absorption of methamphetamine from

the oral mucosa is thought to play a role in the
extended half-life. Differences in the metabolism of
cocaine and methamphetamine also contribute to
the disparity in plasma half-life. Cocaine is quickly
degraded to inactive metabolites by plasma ester-
ases (enzymes) and cleared from the bloodstream.
Methamphetamine is eliminated by enzymes with
limited plasma distribution and limited activity
and, unlike cocaine, is converted to active metabo-
lites that prolong the action of the drug. These
active metabolites can accumulate, and repeated
smoking of methamphetamine and its active me-
tabolites can lead to dangerous levels of metham-
phetamine in the plasma.

In summary, differences between cocaine free-
base vapor inhalation and methamphetamine hy-
drochloride inhalation include method of preparing
the substance, melting temperature, Inetabolism,/
and length of plasma half-life. These differences
can have important clinical implications. For ex-
ample, methamphetamine can cause paranoid
symptoms that last considerably longer than those
ordinarily seen after cocaine smoking. Distinguish-
ing between drug-induced paranoia and other
causes of paranoia thus requires a different length
of drug-free observation depending on which drug
was inhaled. Understanding the differences be-
tween cocaine freebase inhalation and methamphe-
tamine inhalation, particularly the difference in
duration of action of the two drugs, can be impor-
tant in the evaluation and management of patients
with stimulant abuse.

Although in use since the mid-1970s, freebasing
cocaine became popular in the United States in the
early 1980s. The popularity of this route of admin-
istration was responsible for the rise in U.S. cocaine
use during the mid-1980s. When cocaine is
smoked, it is rapidly absorbed and reaches the
brain within a few seconds. Thus, users get a sub-
stantial immediate rush and an almost instant
“high,” comparable to that after intravenous co-
caine. This is in contrast to intranasal use of co-
caine, which engenders a high with a much slower
onset. Freebasing is thus a convenient way of tak-
ing cocaine, with the possibility of repeated and
substantial doses. Since the likelihood of abuse is
related to the rapidity with which a drug reaches
the brain, smoking cocaine makes it more likely
that use will lead to abuse than does snorting the
drug. Despite losses of more than half of the cocaine
when it is smoked, sufficient cocaine rapidly
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reaches the brain, providing an intense drug ef-
fect—which users repeat, often to toxicity. The
danger of freebasing, in addition to the inherent
danger of cocaine use, lies in what some users
perceive to be the greater social acceptability of a
route of administration that requires minimal
PARAPHERNALIA and can achieve toxic levels of co-
caine with relative ease.

(SEE ALSO: Amphetamine Lpidemics; Coca Paste;
Complications: Cardiovascular System; Metham-
phetamine; Pharmacokinetics)
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ism and Drug Abuse; Values and Beliefs: Existen-
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FREUD AND COCAINE Sigmund Freud
(1856-1939), Austrian neurologist and founder of

Sigmund Freud performed a number of cocaine
experiments on himself and reported the results
in his Contribution to Knowledge of the Effects
of Cocaine. (The Library of Congress)

PSYCHOANALYSIS, became interested in COCAINE in
the early 1880s. At the time he was in his late
twenties and was a medical house officer at the
Vienna hospital called the Allgemeine
Krankenhaus. He was able both to gain access to
the literature about cocaine and, at some expense,
to the substance itself (which was not illegal at that
time). There had been articles in the American
medical literature describing cocaine used in the
treatment of various ills and for drug dependencies
as almost a panacea. The ability of cocaine to fend
off fatigue and enhance mood also came to Freud’s
attention. He was particularly taken by suggestions
that cocaine might be an adjunct to, or even a cure
for, ALcotoL or OPIOID dependencies. Iis interest
was heightened because one of his close teachers
and friends, Ernst von Fleischl-Marxow, had be-
come an opiate addict. Using cocaine, Freud
treated him with almost disastrous results. At the
time, there was no opprobrium attached to the use
of cocaine and relatively little concern about any
adverse effects.
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Freud performed a number of cocaine experi-
ments on himself and reported the results in his
experimental paper, ““Contribution to Knowledge
of the Effects of Cocaine.” These were reasonable
studies that provided useful data about the physio-
logical and psychological effects of cocaine. Biogra-
phies of Freud, such as Ernest Jones’s The Life and
Work of Sigmund Freud, have tended to disparage
his experimental paper and other works on cocaine.
Although his work was done on himself and was
limited in its scope, it has been confirmed in mod-
ern replications. Freud was initially skeptical about
the possible “addictive” properties of cocaine in
normal individuals, but later, in the face of evi-
dence and criticism, he was less vehement on the
subject. He became, in later life, very sensitive to
criticism of his earlier views on cocaine.

From 1884 to 1887 Freud wrote four papers
concerning cocaine, including a definitive review
(“Uber Coca™) in 1884. He obviously felt comfort-
able in both taking cocaine and writing about it in
his letters. He mentions and discusses his use of and
dreams about cocaine in the Interpretation of
Dreams (1389). The true extent and duration of his
self-experiments is not known, since access to his
correspondence has been severely restricted.

Freud is sometimes credited with the discovery
of local anesthesia because of his proposal in his
cocaine review paper that the substance could be
used for this purpose. He also claims suggesting the
idea to both Koenigstein and Carl Koller prior to
their experiments in ophthalmology, which led to
the initial papers on local or topical anesthesia.
There is a semantic problem in understanding these
claims. Almost all investigators of cocaine had no-
ticed the numbing properties of the drug when

placed on the tongue. The idea that this property
had a practical use in ophthalmological surgery
does belong to Carl Koller, a friend and colleague of
Freud’s, who did the proper experiments and pub-
lished them promptly. The controversy about the
discovery between Koller and Koenigstein with
Freud’s mediation is well covered in the article by
Hortense Koller Becker, ““Carl Koller and Co-
caine,” in Psychoanalytic Quarterly.

Extreme viewpoints that attribute Freud’s be-
havior and writings to the influence of the toxic
effects of cocaine are unsubstantiated by evidence.
Clearly, he used cocaine as a psychotropic agent on
himself and this experience led to his faith in its
relative safety. Despite this, there is no real support
for a viewpoint that he was an addict or that his
thought was markedly affected by his drug usage.
The combined notoriety of both Freud and cocaine
has led to speculative exaggerations that make bet-
ter newspaper headlines than history.

(SEE ALSO: Abuse Liability of Drugs; Epidemics of

Drug Abuse; Pharmacotherapy)
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GAMBLING ADDICTION: ASSESS-
MENT With the legalization and spread of gam-
bling across North America over the last twenty
years of the twentieth century, problem gambling
emerged from out of the shadows into the
mainstream of serious personal and social prob-
lems.

BEGINNING OF TREATMENT

In the United States, the first organized program
to deal with problem gambling occurred in 1957
with the founding of Gamblers Anonymous, a self-
help/mutual support program. The first profes-
sional treatment program for compulsive gamblers
was begun in 1972 by a psychiatrist, Robert
Custer, in an inpatient alcohol program in a Veter-
ans Administration hospital. The first state funded
treatment program for compulsive gamblers began
in Maryland in 1978.

ASSESSMENT AND TERMINOLOGY

Gamblers Anonymous developed 20 screening
questions to help individuals decide whether they
are compulsive gamblers. This questionnaire was
the primary instrument utilized by professionals
until 1980, when the mental health establishment
recognized a gambling problem as a psychiatric

disorder, naming it pathological gambling. Diag-
nostic criteria for this disorder were specified in the
Diagnostic and Statistical Manual (DSM 1I) used
by mental health and addiction clinicians (Ameri-
can Psychiatric Association, 1980). The most
widely used term in society referring to this disor-
der is still compulsive gambling, while the terms
addictive, chronic and disordered gambling are
also currently in use. The term problem gambling is
used generically to refer to an unspecified level of
severity and is also used in an assessment context to
refer to a gambling problem of mild to moderate
severity, encompassing those at risk for developing
pathological gambling.

DSM 1V DIAGNOSIS

The diagnostic criteria were modified in DSM
HI-R (American Psychiatric Association, 1987)
and in DSM IV (American Psychiatric Association,
1994). The diagnostic criteria for pathological
gambling in DSM IV are provided below.

A. Persistent and recurrent maladaptive gam-
bling behavior as indicated by five (or
more) of the following:

1. is preoccupied with gambling,
preoccupied with reliving past gam-

o
e.g.,

bling experiences, handicapping or
planning the next venture, or thinking
of ways to get money with which to
gamble

51
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2. needs to gamble with increasing
amounts of money in order to achieve
the desired excitement

3. has repeated unsuccessful efforts to
control, cut back, or stop gambling

4. is restless or irritable when attempting
to cut down or stop gambling

5. gambles as a way of escaping from
problems or of relieving a dysphoric
mood (e.g., feelings of helplessness,
guilt, anxiety, depression)

6. after losing money gambling, often re-
turns another day to get even
(“‘chasing” one’s losses)

7. lies to family members, therapist, or
others to conceal the extent of involve-
ment with gambling

8. has committed illegal acts such as
forgery, fraud, theft, or embezzlement
to finance gambling

9. has jeopardized or lost a significant re-
lationship, job, or educational or career
opportunity because of gambling

10. relies on others to provide money to
relieve a desperate financial situation
caused by gambling

B. The gambling behavior is not better ac-
counted for by a Manic Episode.

Key features in these criteria include: obsessive
preoccupation (including craving); progressive in-
ability to control all aspects of gambling; and con-
tinuation of gambling despite increasing negative
consequences of gambling.

To assist certified clinicians who are not experts
in pathological gambling in making a reliable diag-
nosis of pathological gambling, several DSM 1V
based structured interviews have been developed
but no validation studies have been reported.

It would be clinically useful to include in the
future revision of DSM the less severe category of
gambling abuse to parallel the current substance
abuse diagnostic categories in DSM IV.

DEVELOPMENT OF
SCREENING INSTRUMENTS

Pathological gambling is a progressive disorder
with very serious life consequences at the later
stages. Early identification is especially important
because of the devastating individual, family and

social impacts of high rates of bankruptey, suicide,
and crime and other individual and societal prob-
lems related to pathological gambling
(Blaszcezynski, et al., 1989; Lesieur, 1998; Phillips,
et al., 1997).

The first valid and reliable screening instrument
for pathological gambling was the South Oaks
Gambling Screen (SOGS) developed in 1987 and
still the primary instrument in the field for clinical
screening and prevalence research (Lesieur &
Blume, 1987). As the SOGS has twenty items, there
is a need for a briefer screening instrument which is
rapidly scorable. Screening instruments which
have been developed to assess problem and patho-
logical gambling in youth are the MAGS (Shaffer,
et al., 1994), DSM IV-] (Fisher, 1992) and
SOGS-RA (Winters, et al., 1993). Self-report in-
struments are useful for self-screening and initial
professional screening but are not to be used for
diagnostic purposes.

ASSESSMENT OF THE
FAMILY SYSTEM

In addition to conducting an assessment of the
gambler in the clinical context, assessment of other
key family members is important for the following
reasons (Steinberg, 1993):

e [dentification of current and imminent crises.

e Orientation of family members to the treat-
ment setting in preparation for potential in-
volvement in the process.

e Gaining the perspective of significant others
provides a more accurate picture of the nature
and extent of the gambler’s problem.

¢ Observation of family dynamics provides a
clearer understanding of family deficits and
strengths.

® Opening an avenue of communication with
family members provides earlier detection of
signs of relapse.

e [t increases the likelihood of help for the fam-
ily even if the gambler drops out of treatment.

¢ The impact of the gambling on children in the
family can be better determined.

PROGRESSION OF THE DISORDER
Assessment of problem gamblers in less ad-
vanced stages is more difficult. Increased public
awareness of the signs of pathological gambling
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coupled with more human services professionals
receiving training in the disorder is resulting in
detection of a gambling disorder early in its pro-
gression. Instruments that identify the degree of
current problem and risk for developing pathologi-
cal gambling are still needed.

Custer and Milt (1985) identified in clinical
practice three stages in the progression of a gam-
bling disorder (for almost exclusively male action
gamblers).

Winning stage: Characterized by an initial
large win.

Losing stage: Losses are chased with increased
gambling until a major problem occurs
which is temporarily resolved by a finan-
cial bailout, followed by a higher level of
gambling and increased crises.

Desperation stage: The gambler further with-
draws from family and work responsibili-
ties into gambling, often resulting in
criminal and suicidal behavior. Help may
or may not be sought.

Hopelessness stage: Rosenthal added the
fourth stage for some gamblers who no
longer care and continue to gamble with-
out hope of winning. Custer’s (1985)
chart below depicts the progression and
recovery cycle for those who seek help.

PATHOLOGICAL GAMBLING,
SUBSTANCE DEPENDENCE, AND
OTHER CO-MORBID DISORDERS

While pathological gambling is classified as an
impulse disorder, it is increasingly viewed as part of
the family of addictions. In fact, the criteria for
pathological gambling in DSM III-R were modeled
after the criteria for psychoactive substance depen-
dence in DSM III-R. The DSM 1V criteria for prob-
lem gambling blend DSM I1I and DSM 111-R crite-
ria. There is increasing clinical research evidence
for sequential and simultaneous dual addictions in-
volving gambling and substances e.g., alcohol, co-
caine, tobacco (Lesieur & Blume, 1996). Brain
chemistry research and preliminary genetic re-
search have both pointed to biochemical and etio-
logical commonalities for pathological gambling
and substance dependence. While not as exten-
sively researched, relationships have also been
found between pathological gambling and food,

sex, and work addictions. Co-morbidity has also
been found between pathological gambling and
other psychiatric disorders, including clinical de-
pression and other mood disorders, anxiety, atten-
tion deficit hyperactivity disorder (ADHD), and
personality disorders (Blaszezynski & Steel, 1998
Carlton, et al., 1987; McCormick, et al., 1984).

A theory is developing which places pathological
gambling in a compulsive-impulsive spectrum with
problem gambling as one of the impulse (ego
syntonic) disorders at one end of the spectrum and
obsessive-compulsive disorders (ego dystonic) at
the other end (Cartwright, et al., 1998). Different
degrees of impulsivity and compulsivity are experi-
enced by pathological gamblers, depending upon
the stage of the development of the disorder with
impulsivity primarily at the early stage and grow-
ing compulsion at the later stage.

MULTIPLE CONTRIBUTING
CAUSATIVE FACTORS

As the twenty first century begins, there is not
widespread agreement as to the exact cause(s) of
pathological gambling. However, as with many
other disorders, a broad model is emerging which
includes four major areas of risk factors for devel-
oping this disorder: biological, social, psychologi-
cal, and spiritual (Rugle, 1993).

Biological. Genetic research in the late 1990s
has provided preliminary evidence of a genetic link
among pathological gambling and other addictive
and impulse control disorders (Comings, 1998).
This is mediated by neurotransmitters which con-
trol impulsivity, emotion and the experience of
pleasure. Advances in brain imaging in the late
1990s began to identify areas of deficit in brain
functioning which are related to deficits of behavior
functioning (e.g. attention deficit hyperactivity dis-
order [ADHD] (Cartwright, et al., 1998)).

Social/Environmental.  Research has pro-
vided evidence that early environmental factors in
the home such as exposure to a parents excessive
gambling or abuse is linked to a later gambling
problem. Further, it is likely that trauma in adult-
hood, including losses later in life, increase vulner-
ability to developing a gambling problem. Such
environmental factors as proximity to gambling,
widespread gambling advertisements and the ab-
sence of significant education about responsible
gambling and the warning signs of problem gam-
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Figure 1
A chart of compulsive gambling and recovery.

bling are likely contributors to higher prevalence
rates in certain communities.

Psychological.
tween pathological gamblers and non-pathological

Recognizable differences be-

gamblers have been identified in personality pat-
terns (low frustration tolerance, self-centeredness,
mood changes), dissociation and fantasy, as well as
irrational and magical thinking. Gender differences
have been linked to choice of gambling activities.
Men tend to more often be ““action” gamblers seek-
ing competition and games of skill (e.g., cards,
sports) and women are more likely to be “escape”
gamblers seeking solitary and non-competitive ac-
tivity (e.g., electronic gaming machines).

Spiritual. The 12-Step Recovery programs of
Gamblers Anonymous and Gam-Anon, for family
members of addicted gamblers (patterned after Al-
coholics Anonymous and Al-Anon) attempt to bol-
ster the recovery process by searching for and rely-
ing on a higher power to give new meaning to life.
Addictions, including pathological gambling, in-
volve substitution of quick fix activities for intimate
relations and a spiritual life.

While it has become clearer that the above fac-
tors increase the risk of developing a gambling
problem, progress toward the development of valid
and reliable measures of these factors is evolving
slowly but with a quickening pace.
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MARVIN A. STEINBERG

GAMBLING ADDICTION: EPIDEMI-
OLOGY GAMBLING is a form of risk taking that
may be defined as risking (betting or wagering)
something of monetary value on the unknown out-
come of a future event in order to gain something
else of monetary value. Evidence of gambling has
been found in early civilizations as well as through-
out history. For example, many references to gam-
bling can be found within the Old and New Testa-
ments. However, as with ALCOHOL, wide cross-
cultural differences have existed in the degree of
acceptability and extent to which gambling is inte-
grated into a culture.

RAPID GROWTH OF
LEGALIZED GAMBLING

Historically, gambling in the United States had
not been integrated into the larger culture as a
major legal recreational pastime until the largest
continuous expansion of legalized gambling that
began during the last quarter of the twentieth cen-
tury. Gross gambling revenues dramatically in-
creased in the 1990s. For example, in 1996, $47.6
billion in revenues surpassed the $40.8 billion of
combined revenues from movies, recorded music,
cruise ships, live entertainment, and spectator

sports (Christiansen, 1998). In the 1990s, there
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were major increases in the availability of some
forms of gambling (casino and lottery) as well as
new locations (riverboats and Native American res-
ervations), many of which were immediately acces-
sible (convenience stores). By the end of the twenti-
eth century, gambling in the public mind had
moved away from being associated with immo-
rality, personal deviance, and crime and had be-
come a major socially acceptable form of entertain-
ment. At the turn of the twentieth-first century,
lottery and casino gambling are the prominent
forms of legal gambling in the United States, and
there is no indication that this trend is slowing
down.

The factors contributing to increased gambling
include the perceived need by governments for lot-
tery revenue to avoid raising taxes and to stimulate
economic growth in distressed areas. Also contrib-
uting are the efforts of gambling entrepreneurs in
the private sector and the simultaneous develop-
ment of new forms of gambling technology., princi-
pally electronic gaming devices.

The private gaming industry and state govern-
ments trumpet gambling as exciting entertainment
that also brings the benefits of more jobs and lower
taxes. However, gambling is not solely a societal
plus. When gambling is legalized and made more
accessible, the number of people who try it in-
creases and a certain percentage of those new gam-
blers who are vulnerable to addiction develop a
problem. Social costs of pathological gambling,
such as addiction, bankruptey, divorce, and crime
have been found to be severe in clinical samples of
pathological gamblers. Assessment on a large scale
of these social costs has only just begun (Lesieur,

1998).

PREVALENCE OF PROBLEM GAMING

The first national study of gambling and prob-
lem gambling in 1974 indicated that .77 percent of
the sample had at some time in their lifetime been
probable pathological gamblers, with another 2.33
percent potential compulsive gamblers (University
of Michigan Survey Research Center, 1976). The
second federally supported national study was con-
ducted by the National Gambling Impact Study
Commission (NGISC) in 1999. It was found that
1.20 percent (2.5 million) of the adult population
were probable pathological gamblers in their life-
time and 1.50 percent (3 million) were lifetime

problem gamblers (National Research Council,
1999). An additional fifteen million adults were
identified as being at risk for developing a gam-
bling problem. As compared to these statistics for
the telephone sample where a total of 2.70 percent
were lifetime problem and pathological gamblers,
this study also surveyed patrons at gambling facili-
ties (regular gamblers) and found that 13.00 per-
cent met criteria for lifetime problem and patholog-
ical gambling. The NGISC report estimated that
the annual cost for problem and pathological gam-
bling is $5 billion, plus $40 billion in lifetime costs
associated with decreased productivity, social ser-
vice costs, and creditor losses (Gersten et al.,
1999).

The prevalence of gambling problems is affected
by many factors including the number of legal (and
illegal) forms of gambling that are available and
accessible. Prevalence rates may also be affected by
the increasing availability of forms of electronic
gaming. These machines are intrinsically engaging
and even mesmerizing for many people. This form
of gambling involves an insulated person—machine
interaction, which provides the opportunity for
more frequent play and reinforcement than other
forms of gambling. For the individual susceptible
to a gambling addiction, the time in which addic-
tion may occur is foreshortened, especially when
such machines are available 24 hours a day. How-
ever, any form of gambling may result in addiction
for an individual who is vulnerable.

Higher prevalence rates for problem gambling
are also likely to result when there is an increased
acceptance in society of financial risk taking as
gambling. In today’s financial world financial re-
sources are gambled away in ways that have not
been traditionally considered forms of gambling.
For example, excessive and destructive risks are
being taken in the business world by pathological
gamblers who are not aware that they are acting
out a gambling problem. Slightly greater awareness
is developing that the stockmarket and other finan-
cial markets are also arenas for problem gambling.
Despite the fact that most people invest prudently
in the financial markets, enormous sums are gam-
bled daily in the markets. In 1997, the United
States Securities and Exchange Commission ac-
knowledged for the first time that problem gam-
bling occurs in the financial markets by way of its
agreement to distribute a pamphlet on investor
problem gambling (Connecticut Council on Prob-
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lem Gambling, 1997). However, the brokerage in-
dustry has not yet acknowledged problem gam-
bling as a concern.

An additional fact that may influence the preva-
lence rate of problem gambling is the dramatic
increase of accessibility to gambling via the Inter-
net. The number of ﬂrambhnor sites available and
number of online gdlIlbler hdve been increasing
rapidly, as indicated by the more than doubling of
Internet gambling revenues from $445.4 million in
1997 to $919.1 million in 1998 (Barry, 1998).
People at risk for a gambling problem will find it
more difficult to avoid gambling and youth will be
further tempted with increased accessibility by way
of home computers. Even if the federal bill in the
year 2000 to prohibit Internet gambling in the
United States is enacted, online gambling will still
be available on the Internet emanating from many
other locations. Regardless of the legal status of
Internet gambling, Intranet gambling sites involv-
ing pari-mutuel wagering will continue to be avail-
able to subscribers on home televisions and compu-
ters.

PREDISPOSING FACTORS

The National Opinion Research Center (NGISC,
1999) reviewed the available literature on problem
gambling and concluded that the following are
major predisposing factors to the development of a
gambling problem:

® Problem gambling often occurs jointly with
substance abuse, mood disorders, and person-
ality disorders.

e Pathological gamblers more often than non-
pathological gamblers report having a parent
who is a pathological gambler.

e The earlier gambling starts, the more likely
pathological gambling will occur.

SUBGROUPS AT RISK

The identification and modification of risk fac-
tors have been hampered by the confusion from the
mixed messages the public receives. On the one
hand, private and government sponsers of gam-
bling on a large scale encourage gambling. On the
other hand, consumers receive strong but less fre-
quent messages that gambling to excess or inappro-
priate gambling can create addiction and related
negative life consequences.

Evidence suggests that certain groups are at
risk, such as older people, youth, women, and peo-
ple with low income. Seniors are gambling more
frequently and they are one of the major groups
being targeted by casinos in their promotional ef-
forts. There is building evidence that people of low
income gamble a higher percent of their income
than people with higher income. The rate of prob-
lem gambling among women appears to have dra-
matl(‘allv m(‘reased in the 1990s, growing from a
small percentage to more than 25 percent of all
identified problem gamblers. Statewide prevalence
studies have consistently identified teenagers as
having a greater number of problem gamblers than
adults in the same states (National Research Coun-
cil, 1999).

These emerging facts raise many more questions
that need to be investigated. For example, although
seniors are a vulnerable group because of declining
physical heath and mental capacity as well as de-
pression due to loss and isolation, it is not known
whether seniors as a whole experience a greater rate
of problem gambling than adults in general. Per-
haps the social contact available in a gambling
environment and the alertness and required in con-
centration on gambling have positive mental health
benefits for seniors? Research with subgroups in
the population, especially groups at risk, across a
wide range of geographical areas is needed.

GROWTH OF COUNCILS ON
PROBLEM GAMBLING

To meet the challenges of problem gambling,
which have increased with the growth of gambling
in the last quarter of the twentieth century, councils
on problem gambling have been created in the
United States and Canada. As spiritual advisor to
Gamblers Anonymous, Monsignor Joseph Dunne,
along with recovering compulsive gamblers and
family members, founded the National Council on
Problem Gambling (NCPG) in 1972. Connecticut
became the first state affiliate of the NCPG in 1980
and by 2000 there were thirty-four state affiliate
councils. The NCPG was the first professional orga-
nization to educate the public about (,ompulsw
gambling as a serious public health problem and to
advocate for treatment services. Other major prior-
ities of the NCPG and its affiliates include the
following: sponsoring helplines, conducting pre-
vention programs, training human services person-
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nel, conducting surveys on problem gambling, and
collaborating with a variety of relevant organiza-
tions, including the public and private gaming in-
dustry.

GAMING INDUSTRY’S RESPONSIBLE
GAMBLING PROGRAMS

The American Gaming Association (AGA), the
national trade association for casinos, in 1996 took
a major voluntary step forward in creating the Re-
sponsible Gaming Resource Guide, which provided
a blueprint for establishing a responsible gaming
program. In 1997, AGA also established the Na-
tional Center for Responsible Gaming that is a sig-
nificant funder of basic research into problem gam-
bling (American Gaming Association, 1998). In the
late 1990s, a few state gaming regulatory bodies
began to require responsible gaming programs in
order for private sector gambling operators to be
licensed. Native American-owned casinos have also
developed innovative responsible gambling pro-
grams. Although most state lotteries have responsi-
ble play programs in the year 2000, government
efforts to promote responsible gambling (with a few
Cxccptions) are not as progressive as those of the
private sector. This may be due to the inherent
difficulty of serving as both the regulator and oper-
ator of the lottery or because the lottery is incor-
rectly viewed as a relatively benign form of gam-
bling. Funding for treatment, prevention and
research programs by state governments began
gradually in the late 1970s and by the end of the
twentieth century approximately half the fifty
states funded significant programs.

RECOMMENDATIONS OF THE NGISC
The NGISC’s (1999) two-year examination of

gambling in the United States has been the most
extensive and systematic study of the state of sev-
enty-four recommendations for changes in policies
and practices for the public and private and Native
American sectors of the gambling industry, state
regulators, and the federal government. Some of
the major recommendations include:

* A pause in the processing of all new gambling
applications to allow for adequate assessment
of the gambling already in place

A rollback of all convenience gambling in

communities and a halt to authorization of all

new convenience gambling

® A restriction of the minimum legal gambling
age to 21

* A ban on betting on collegiate and amateur
athletics

* A ban on all aggressive gambling advertise-
ments, and the creation of responsible gam-
bling advertisement guidelines

¢ Prohibition of Internet gambling not already
authorized

e A ban on ATM and credit card machines
within or near the immediate gambling area

e Gambling establishments policies to ensure
the safety of children and prevent underage
gambling

¢ School programs from the elementary through

college level should include warning of the

dangers of gambling

NEED FOR A COMPREHENSIVE PLAN

Few epidemiological studies have been under-
taken primarily due to an underestimation of gam-
bling’s impact on all levels of the community. Most
communities lack a comprehensive approach and
systematic methodology to determine the overall
value of gambling to the community. Given the
rush to profit from the popularity of gambling,
most state and local governments have not system-
atically planned (e.g., articulated-short and long-
term goals) and conducted a comprehensive study
of the likely impact of new or significantly ex-
panded gambling on their communities. Economic
projections and gambling regulation have been the
primary interests. Consequences can be enormous
if initial assessments are not comprehensive, thor-
ough, and accurate. Once gambling is introduced,
it is very difficult to roll it back as governments
become highly dependent on the revenue. Further,
evaluation and monitoring programs have typically
not been set up to assess the impact of gambling on
communities over time. Needed are the short- and
long-term assessment of social costs, the extent to
which projected economic benefits have been met
and sustained, and the extent to which gambling
has changed the communities in other positive and

negative ways (NGISC, 1999).
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MARVIN A. STEINBERG

GAMBLING AS AN ADDICTION Human
beings have indulged in games of chance since
before recorded history. Archeological sites in both
the Old World and the New World yield gambling
bones, dice, and counters. The Old and New Testa-
ments mention the casting of lots to determine the
distribution of property, presumably as an expres-
sion of God’s will. In addition, the classical litera-
ture of both Eastern and Western cultures includes
many accounts of gambling, often with dramatic
consequences. Lotteries have been popular in Asia
and Europe for centuries. The first European gov-
ernment-sponsored lottery was established by
Queen Elizabeth 1 in sixteenth-century England.
The thirteen American colonies and the early
American universities—including Harvard, Yale,
Princeton, and Columbia—were all supported in
part by lotteries.

Gamblers play the slot machines at the Casino
Sandia, a gaming facility at the Sandia Pueblo
north of Albuquerque, New Mexico, January 10,
1997. (© Miguel Gandert/CORBIS)

Most societies have recognized the popularity of
gambling and its potential for generating social
good and personal harm. Therefore, governments
have sought ways to regulate gambling. Some gov-
ernments have prohibited all gambling, while
others have established laws limiting the availabil-
ity of gambling to particular locations, establishing
a minimum age, specifying types of games allowed,
and regulating the gaming industry to prevent
fraud and raise revenues. In the United States, gov-
ernment attitudes toward legalizing gambling have
changed radically over time. By the mid-twentieth
century, some state governments increasingly
looked to state lotteries as a fertile source of reve-
nues. In addition, casino and riverboat gambling,
sports betting, card rooms, and bingo games were
variously legalized, taxed, and regulated. By 1994,
some form of gambling was legal in all states but
Hawaii and Utah, and several American Indian
nations were operating gambling establishments on
tribal land. In 1997, an estimated 639 billion dol-
lars was wagered annually in the United States,
generating a profit of more than 41 billion dol-
lars—with the vast majority of the total legally bet.
llegal gambling has its own special set of subcul-
tures—with rules, limits, and penalties for its de-
votees.

With the increases in gambling have come
mounting concerns about gambling-related per-
sonal and social harm. In 1997, the President and
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Congress appointed a National Gambling Impact
Study Commission to analyze both the positive and
negative impacts of gambling in the United States,
and to recommend policy initiatives. The Commis-
sion made its report in 1999, estimating a five bil-
lion dollar cost to American society. Among its
many recommendations were freezing or reducing
so-called convenience gambling (video gambling
machines in retail outlets or taverns), and banning
gambling on the Internet. In regard to problem
gambling, the report called for more treatment,
better health insurance coverage and, state funding
for treatment, more and better efforts at preven-
tion, and an increased investment in research.

For most people gambling is a pleasurable, if not
very profitable, occasional recreation. For a signifi-
cant minority, however, gambling has the potential
to become a compulsive behavior and a ruinous
destructive problem. Compulsive gambling has
also been known for centuries. The classic Hindu
epic, The Mahabharata, tells the story of a wise
and just king whose single flaw, the inability to
control his gambling, leads him to gamble away his
wealth and kingdom in a dice game. Still unable to
stop, he gambles his brothers, his wife, and himself
into slavery. This critical game of chance sets off a
train of events that mark the beginning of division
and strife in human society.

Famous people among the ranks of compulsive
gamblers include sports figures, entertainers, and
artists. Fyodor Dostoyevsky, who wrote his novella,
The Gambler, to restore his finances, was a self-
described compulsive gambler. Sigmund Freud’s
1928 essay about Dostoyevsky was one of the first
attempts to understand compulsive gambling as a
psychopathological process. This conceptualization
and its further development guided the treatment
of compulsive gamblers with psychoanalytic ther-
apies.

Until 1980, the term compulsive gambling was
used to describe the syndrome of apparent loss of
control in gambling. At that time, the American
Psychiatric Association published the third edition
of its DIAGNOSTIC AND STATISTICAL MANUAL (DSM-
II). For the first time, the DSM-III established
standard criteria to diagnose this disorder, which
was renamed pathological gambling. The term was
coined to avoid confusion with other diagnoses in
which the word “compulsive” appeared, such as
obsessive-compulsive disorder and obsessive-com-
pulsive personality disorder; these disorders were

thought to be unrelated to compulsive gambling.
Pathological gambling was grouped under the
heading Impulse Control Disorders Not Elsewhere
Classified, along with such diagnoses as
kleptomania (shoplifting) and pyromania (arson).
In 1987, the American Psychiatric Association’s
Diagnostic and Statistical Manual was again re-
vised (to be abbreviated DSM-III-R). In this revi-
sion, the term pathological gambling and its classi-
fication as an impulse-control disorder were
retained, but the diagnostic criteria were signifi-
cantly altered in response to new knowledge about
the disorder. Likewise, the fourth edition of the
Diagnostic and Statistical Manual (DSM-1V) has
additional changes reflecting additional research.

THE ADDICTION MODEL OF
PATHOLOGICAL GAMBLING

The early psychoanalytic literature often re-
ferred to compulsive gamblers as AppiCTS, but it
was not until the founding of Gamblers Anonymous
(GA) in 1957 that the addictive-disease model be-
came a basis for recovery. GA was initiated through
the efforts of a recovering alcoholic who was both
an ALCOHOLICS ANONYMOUS (AA) member and a
compulsive gambler. GA adapted the TWELVE
STEPS of AA, the fellowship’s traditions, its spiri-
tual base, and the general format of its meetings to
aid in the recovery of gambling addicts. Gam-An-
on, a twelve-step group for the friends and families
of compulsive gamblers, modeled on Al-Anon Fam-
ily Groups, was established shortly afterward. Lo-
cal chapters of Gamblers Anonymous are increas-
ingly available in U.S. communities as well as in
treatment units, work settings, and prisons.

The growth of the alcoholism- and drug-addic-
tion-treatment system in the 1960s gave rise to a
variety of professional program models that incor-
porated a cooperative working relationship with
twelve-step groups such as Alcoholics Anonymous.
In 1971, using one of these models, Dr. Robert
Custer developed the first inpatient addiction-ori-
ented treatment unit for compulsive gamblers at
the Brecksville, Ohio, Veterans Administration
Hospital. Custer’s approach proved useful and has
been adopted with various modifications by other
mental-health and addiction-treatment facilities.
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COMMON CHARACTERISTICS WITH
OTHER ADDICTIVE DISORDERS

The addiction model conceptualizes pathologi-
cal gambling as a disease characterized by a depen-
dence on what gamblers refer to as “being in ac-
tion.” The term describes their aroused euphoric
state—experienced while gambling. Pathological
gamblers who are also users of other drugs compare
being in action to the “high” derived from COCAINE
or other STIMULANTS. The addiction model is also
supported by the many similarities between patho-
logical gambling and substance dependence in risk
factors, symptoms, the course of the disease, the
nature of relapse triggers, treatment goals, and the
process of recovery. A core symptom for both types
of disorder is a loss of control over the substance
use or gambling behavior. There is also an impor-
tant comorbidity between the various addictive dis-
orders. For example, a 1986 study of 458 adult
inpatients admitted for alcohol and other drug
(AOD) dependence to South Oaks Hospital in New
York found that 9 percent satisfied diagnostic crite-
ria for pathological gambling and an additional 10
percent had some gambling problems. These rates
are many times higher than are found among the
general public. In a parallel study of 100 younger
AOD inpatients (average age 17), 14 percent met
criteria for pathological gambling and an addi-
tional 14 percent had some gambling problems. In
a later study of cocaine-dependent outpatients, Dr.
Bruce Rounsaville at Yale University found patho-
logical gambling in 19 percent of the male and 5.5
percent of the female subjects. Failure to recognize
and address gambling problems during treatment
for alcohol or other drug dependence often leads to
relapse to substance use in a gambling situation.
Less frequently, the result is a switch of addictions
from alcohol or another drug to gambling.

EPIDEMIOLOGY OF
PATHOLOGICAL GAMBLING

Epidemiological studies conducted during the
1980s in New York, New Jersey, Maryland, and
Quebec yielded similar estimates. Approximately
1.5 percent of adults were found to be probable
pathological gamblers and an additional 2.5 per-
cent were found to have some gambling-related
problems. In contrast, a lower prevalence was
found in lowa. Unlike the other jurisdictions stud-

ied, in which legal gambling was well established,
lowa had just initiated a state lottery at the time of
the survey. The lowa rate climbed over the next few
vears, and subsequent studies by Dr. Rachel
Volberg found that the prevalence of gambling
problems in several states correlated with the
state’s per capita lottery sales and the number of
years of exposure of the state’s population to legal
gambling.

Dr. Howard Shaffer of Harvard and his col-
leagues conducted a meta-analysis of 120 epidemi-
ological studies of gambling problems in the scien-
tific literature to try to approximate an overall
prevalence rate. They found that among adults,
about 1.6 percent had a diagnosis of pathological
gambling at some time in their lives and an addi-
tional 3.9 percent had gambling problems. Criteria
for a current diagnosis was met by about 1.1 per-
cent, while 2.8 percent had current gambling prob-
lems of a lesser severity.

In general-population studies in the United
States, males outnumber females among probable
pathological gamblers by a ratio of about two to
one. This is in sharp contrast to male to female
ratios observed in treatment programs and GA
groups, which are closer to eight or nine males to
one female. Some general-population studies in the
United States have also found an overrepre-
sentation of nonwhite adults (blacks and His-
panics) among probable pathological gamblers;
but these groups, like women, are also underrepre-
sented in treatment and GA populations.

Although less is known about the prevalence of
pathological gambling among adolescents than
among adults, several surveys of high school stu-
dents revealed that the vast majority gamble to
some extent and that many have problems. For
example, a New Jersey study of nearly 900 students
found that over 90 percent had gambled at some
time in their lives and about 35 percent did so at
least weekly. Approximately 5.7 percent of these
eleventh- and twelfth-grade students—9.5 percent
of boys and 2 percent of girls—were classified as
probable pathological gamblers. The Shaffer study
found consistently higher rates of both gambling
problems and pathological gambling in adolescent
and college-age populations.

Established risk factors for pathological gam-
bling include being male, having a family history of
heavy or problem gambling or of parental alcohol-
ism, and early interest and participation in gam-
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bling activities. In addition, some studies show
higher rates of problems in people who are non-
Caucasian, unmarried, have less than a high school
education, have less than average income, or are
under the age of thirty.

CLINICAL CHARACTERISTICS

Gambling usually begins in adolescence, al-
though women may begin gambling later in life.
Pathological gambling often develops in three
phases, originally described by Custer (1985): (1)
the winning phase; (2) the losing phase; and (3) the
desperation phase. Female pathological gamblers
tend to have a later onset of the illness than males,
and may never experience a winning phase.

The Winning Phase. Pathological gamblers
often start as winners. Also, in a minority of cases, a
significant upsurge in gambling activity begins with
a “big win”—a sum equal to half a year’s income
or more. With or without the big win, individuals
developing a dependence on gambling often begin
with some success. In this context, they develop an
intense interest in gambling and derive an increas-
ing proportion of their self-esteem from feeling
smart or lucky. The high derived from being in
action becomes a major source of pleasure, a solu-
tion to life problems, a remedy for boredom, anger.,
anxiety, depression, and other uncomfortable feel-
ing states. Bets must be gradually increased in size,
in frequency, and sometimes in riskiness to produce
the desired psychological effects. This phenomenon
parallels the development of tolerance in the sub-
stance-dependent patient who must continue to in-
crease the alcohol or drug dosage to reach the
preferred feeling state. At this stage of the illness,
the gambler devotes a great deal of time and effort
to handicapping, studying the sports page, se-
lecting a lottery number, or following the stock
market, as well as to the gambling itself. As one
gambler put it, “When I'm not occupied with gam-
bling I'm preoccupied with it.” Even if the gambler
is winning more often than losing, time and emo-
tional investment are withdrawn from friends, fam-
ily, work, and other interests. The gambler’s spouse
often senses that something is wrong, but may not
identify gambling as the problem. Marital counsel-
ing is sometimes sought.

An unreasonable attitude of optimism is also
common during the early phase of pathological
gambling, sustained by concentrating on wins and

making excuses for (or even denying) losses. Be-
cause of this denial, the gambler often cannot ac-
count for money claimed to have been won. Patho-
logical gamblers who begin with a winning phase
are often those who state they gamble for excite-
ment or stimulation.

The Losing Phase. All gamblers know that
when on a losing streak it is wise to stop wagering,
at least temporarily. For the compulsive gambler,
however, losses are experienced as a severe injury to
self-esteem. This produces an intense drive to con-
tinue gambling in an effort to recoup the money
that has been lost, called chasing losses. Chasing
losses is an important characteristic of this disease
and an example of the pathological gambler’s im-
paired control of gambling behavior. Chasing losses
accelerates the gambler’s losing and initiates a
downward spiral. As the gambling debts mount,
the pathological gambler will use any and all
money available—take out loans, sell property,
and gamble with money meant for family necessi-
ties. When these sources are exhausted, extended
family members or friends may be approached for
a “bailout,” in the form of a loan or gift to relieve
immediate financial pressure. In return, the patho-
logical gambler often promises to give up gambling.
However, part of the bailout money is usually gam-
bled in the hope of another big win, and the down-
ward spiral resumes. Although there are both wins
and losses during the losing phase, the overall re-
sult is mounting emotional and financial distress as
well as interference with social, vocational, and
family functioning. Serious depression and a vari-
ety of stress-related somatic disorders are often
experienced. Pathological gamblers report insom-
nia, gastrointestinal symptoms, dizziness, head-
ache, hypertension, palpitations, chest pains, and
breathing problems. Medical help may be sought,
but again the connection to gambling behavior is
seldom recognized. Family problems become more
intense and divorce often results. Alcohol and other
drug abuse may accompany gambling and/or func-
tion as a substitute when gambling is temporarily
interrupted.

Pathological gamblers also describe a WiTH-
DRAWAL syndrome when they are prevented from
gambling. Symptoms include craving, restlessness,
irritability, insomnia, headache, weakness, gastro-
intestinal symptoms, shakiness, and muscle aches.

Those pathological gamblers who do not experi-
ence a winning phase often describe themselves as
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gambling for “escape” (from life problems that
seem insoluble). However, by the time the disease is
well-developed, most pathological gamblers report
gambling for both escape and excitement.

The Desperation Phase. The desperation
phase often begins when all legitimate sources of
funds are exhausted. The gambling now takes on a
desperate quality. The gambler’s behavior during
this phase may be characterized by activities incon-
sistent with the individual’s previous moral stan-
dards, such as lying, embezzling, larceny, and forg-
ery. These activities are justified as temporary
expedients until the next big win. Pathological
gamblers are often imprisoned both for white-col-
lar crime and for illegal gambling activities such as
bookmaking. Violent crime is less common. Studies
of prison populations have found gambling prob-
lems in 15 to 30 percent of inmates.

An irrational belief in the inevitability of a big
win sustains hope to some degree during this phase.
Family problems become more intense and mood
swings are common. Severe anxiety, major depres-
sion, and suicidal behavior are increasingly noted
during the late stages of the disease. Manic or hypo-
manic states are also seen in some cases. Most path-
ological gamblers who enter treatment or Gamblers
Anonymous do so in the desperation phase. Surveys
of Gamblers Anonymous have reported suicide at-
tempts by 17 to 24 percent of members.

PATHOPHYSIOLOGY

Several studies have examined neurochemical
changes in pathological gamblers. One study mea-
sured levels of NEUROTRANSMITTERS and their me-
tabolites in the body fluids of male pathological
gamblers, comparing these to levels in normal male
subjects. The researchers found an elevated level of
a NOREPINEPHRINE metabolite in the gamblers’
urine and cerebrospinal fluid, presumably caused
by an increased production of the neurotransmitter
norepinephrine within the brain. Furthermore, a
psychological measure of extraversion in the gam-
blers was correlated with levels of norepinephrine
and its metabolites in their body fluids. Other, less
direct evidence suggests the involvement of addi-
tional neurotransmitters, including DOPAMINE and
SEROTONIN. A single study of beta ENDORPHINS in
pathological gamblers found lower baseline levels
in those who bet on horse races than those who
played poker-machines or those who were not gam-

blers. Although research on the pathophysiology of
this disease is still preliminary, commonalities with
other addictions through central nervous system
mechanisms are being sought.

IDENTIFICATION AND TREATMENT

Since 1987 a valid and reliable paper-and-pen-
cil test, the South Oaks Gambling Screen (SOGS),
has been available for screening general or clinical
populations for gambling problems. The maximum
score on this screening test is 20. A score of 5 or
more indicates probable pathological gambling,
while a score of 1 to 4 signals some gambling prob-
lem. Following screening a formal diagnosis must
be established. A thorough assessment of physical,
psychiatric, addictive, family, social, financial, and
legal problems is also necessary because multiple
problems are common. Alcohol and drug depend-
encies, psychiatric disorders and physical problems
are most effectively treated at the same time as the
gambling addiction. Several psychoactive medica-
tions have been tried as adjuncts to the treatment of
pathological gambling. Among them, fluvoxamine,
a selective serotonin reuptake inhibitor (SSRI), has
shown some promise. However, definitive studies
have not yet been reported.

Treatment may be provided in both inpatient
and outpatient settings. Psychoeducation, individ-
ual and group therapies, psychodrama, relaxation
training, family counseling and RELAPSE PREVEN-
TION training are commonly used treatment tech-
niques, usually combined with an introduction to
Gamblers Anonymous. Family treatment and long-
term follow-up are important as well. Abstinence
from all forms of gambling is one of the treatment
goals, along with improved physical and psycho-
logical well-being.

Addiction model treatment may be organized ei-
ther in a separate facility or as part of a combined
substance-dependence and pathological-gambling
program. Studies of patients involved in both
models of the addiction program have yielded posi-
tive outcomes, with gambling abstinence in 56 to
64 percent of the patients who were followed, and
improvement in many other aspects of their lives.

American society has paid little attention to the
development and application of methods to prevent
gambling problems. Most efforts to date involve
regulation of the availability of gambling (e.g., mi-
nors are forbidden to buy lottery tickets or play in
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casinos) and posting notices of the availability of
help, usually in the form of a toll-free helpline
number. The government has made almost no ef-
fort to educate youth or the general public about
risk factors for pathological gambling and its dan-
gers, in spite of the high prevalence of gambling
problems among adolescents. Although children of
problem gamblers and alcoholics are known to be
at higher risk than others, they have not been the
target of organized prevention programs. Since the
1980s, makers of trading cards (e.g., baseball or
basketball cards) have begun to insert valuable
so-called chase cards at random into the packets of
cards at pre-determined rates (e.g., one special
card per 700 cards), to stimulate interest in pur-
chasing the product. Because this is similar to a
lottery, there has been concern about its immediate
and future effects on the children who buy these
packets in hopes of finding the valuable cards.

OTHER MODELS OF
PATHOLOGICAL GAMBLING

Pathological gambling has been explained using
models other than addictive disease. It has been
considered, for example, a symptom of some other
psychiatric disorder, a behavior disorder, learned
behavior that can be ““unlearned”, a moral prob-
lem, or the result of a faulty gambling strategy.
Based on behavioral principles, several types of be-
havior therapy have been applied to gambling
problems. The addiction model has, however,
proved a useful framework for research, interven-
tion, treatment and self-help. As future research
clarifies the neurophysiological mechanisms that
underlie alcohol and other drug addiction, both the
neurochemical basis of pathological gambling and
a “‘common pathway” of addiction in the brain
may also be discovered.

(SEE ALSO: Addiction: Concepts and Definitions;
Addictive Personality)
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GAMMA-AMINOBUTYRIC ACID (GABA)
This is an amino acid derived by a single-step de-
carboxylation from GLUTAMATE. GABA is the most
abundant (in micromolar concentrations/mg of
protein) inhibitory NEUROTRANSMITTER—and it is
found throughout the animal kingdom. Its role as a
neurotransmitter was first defined for the inhibitory
nerve in lobster muscle, where GABA accounted for
the total inhibitory potency of nerve extracts. A
central inhibitory neurotransmitter role for GABA
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was securely established only when selective
ANTAGONISTS, such as bicuculline, discriminated
GABA receptors and pathways {from glycine, a re-
lated inhibitory amino acid neurotransmitter.
GABA actions and receptors for GABA have been
linked to central nervous system sedatives such as
ALCOHOL and BENZODIAZEPINES.

(SEE ALSO: Research)
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GANGS AND DRUGS Youth gangs have
been part of the U.S. urban landscape for over 200
years. From the earliest mentions of gangs in the
social commentaries of post-Revolutionary War
America, gangs have been linked to the use and
trafficking of illicit intoxicants. In the late eigh-
teenth century, for example, gangs such as the Fly
Boys, the Smith’s Vly gang, and the Bowery Boys
were well known in the streets of New York City
(Sante, 1991). As European immigration increased
in the early nineteenth century, gangs such as the
Kerryonians (from County Kerry in Ireland) and
the Forty Thieves formed in the overcrowded slums
of the Lower East Side (of New York City). Gangs
proliferated quickly in that time, with such colorful
names as the Plug Uglies, the Roach Guards, the
Hide-Binders (comprised mainly of butchers), the
Old Slippers (a group of shoemakers” apprentices)
and the Shirt Tails. Many of these gangs were born
in the corner groceries that were the business and
social center of the neighborhoods. These groceries
also hid the groggeries that were important features
of neighborhood life, and guarding them provided
a steady income for the gangs. Although not in-
volved in theft, robbery, or the unsavory profes-
sions of GAMBLING or tavern-keeping, these gangs
warred regularly over territory with weapons—
including stones and early versions of the black-
jack. They occasionally joined forces to defend
their neighborhood, and nearly all were united in
their opposition to the police.

Los Angeles police officers search suspected
members of the Rolling 60s gang for weapons
and drugs during a sweep in south Los Angeles,
March 31, 1955. (© Bettmann/CORBIS)

Throughout the nineteenth century, gangs
emerged in the large cities of the Northeast, in
Chicago and in other industrial centers of the Mid-
west. In the early twentieth century, gangs also
formed in the Mexican immigrant communities of
California and the Southwest. In what still is widely
regarded as the classic work on vyouth gangs.
Thrasher (1927) identified over 1,300 street gangs
in the economically disadvantaged neighborhoods
of industrial Chicago in the 1920s. He interpreted
the rise of Chicago’s gangs as symptoms of deterio-
rating neighborhoods and the shifting populations
that accompanied industrialization and the chang-
ing populations that lived in the interstitial areas
between the central city and the industrial regions
that ringed it. Wherever neighborhoods in large
cities were in transition, gangs emerged, and their
involvement in drinking and minor drug use was a
regular feature of gang life.

In the 1990s, gangs became present in large and
small cities in nearly every state. They reflect the
ethnic and racial diversity of American society
(Klein, 1992). Gangs are no longer colorful, turf-
oriented groups of adolescents from immigrant or
poor neighborhoods. Whereas gangs in the past
were likely to claim streetcorners as their turf,
gangs today may invoke the concept of turf to stake
claims to shopping malls, skating rinks, school cor-
ridors, or even cliques of women. Gangs use graffiti
and “tagging” to mark turf and communicate news
and messages to other gangs and gang members
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(Huff, 1989). The participation and roles of young
women in gangs has also changed. Through the
1960s, women were involved in gangs either as
auxiliaries or branches of males gangs, or they were
weapons carriers and decoys for male gang mem-
bers. Today, female gangs have emerged that are
independent of male gangs. Fights are common be-
tween the new female gangs. There also is some
evidence of sexually integrated gangs, where fe-
males fight alongside males (Taylor, 1993).

Traditionally, stealing and other petty economic
crimes have long been the backbone of gang eco-
nomic life. For example, Saint Francis of Assisi
commented that nothing gave him greater pleasure
than stealing in the company of his friends. English
common law in the 13th century accorded espe-
cially harsh punishments to the roving bands of
youths who moved across the countryside stealing
from farmers and merchants. The House of Refuge,
the first U.S. residential institution for boys, opened
in New York City in 1824, largely in response to the
unsupervised groups of youths who roamed the city
stealing and drinking. For some contemporary
gangs, however, entreprencurial goals, especially
involving drug selling, have replaced the cultural
goals of ethnic solidarity and neighborhood defense
that historically motivated gang participation and
activities. A few gangs have functional ties to adult
organized crime groups. Other gangs have become
involved in drug selling and have developed a cor-
porate structure that has replaced the vertical orga-
nization that in the past regulated gang life.

This article examines recent data on the drug
and alcohol involvement of street gangs. Recent
changes in the social structure of cities has led to a
new generation of gangs and gang cities. We look to
these changes in cities and neighborhoods to ex-
plain the new patterns of substance use and drug
distribution among gangs. Changes in the concep-
tion of work, the institutionalization of drug selling,
and cultural shifts in gangs and ganging, have in-
fluenced gang involvement in drugs and alcohol.
This article discusses the relationship between po-
litical and economic factors that shape the social
structure of communities, the neighborhood effects
that result from those forces, and the mediating
effects of neighborhood processes on the formation
of gangs and their use of substances.

DRUG AND ALCOHOL USE AMONG
YOUTH GANGS

ALCOHOL and MARIJUANA use have always been,
and continue to be, the most widely used sub-
stances among both gang and non-gang youths
(Fagan, 1989, 1990; Sheley, Smith, & Wright,
1992). Drinking and other drugs (primarily mari-
juana) consistently are mentioned as a common
part of gang life throughout gang literature. For
instance, Short and Strodtbeck’s (1965) study of
Chicago gangs showed that drinking was the sec-
ond most common activity of gang members of all
races, exceeded only by hanging out on the
streetcorner. Although COCAINE may be trafficked
by some gang members, it is not often used in either
its powder or smokeable forms (Fagan, 1990).

Ethnographic studies of gang life (Hagedorn,
1988; Campbell, 1990; Stumphauzer, Veloz &
Aiken, 1981; Vigil, 1988; Padilla, 1992; Moore,
1978, 1992a, 1992b; Taylor, 1993) also show the
commonplace occurrence of drinking and its place
in a broad pattern of substance use. Dolan and
Finney (1984) and Campbell (1990) illustrated the
commonplace role of drug use in gang life among
both males and females. Stumphauzer et al. (1981)
noted that use patterns varied within and among
Los Angeles gangs, but changed for individuals
over time. MacLeod (1987) noted high rates of
drinking among white gang members but only oc-
casional beer use among the Brothers, a predomi-
nantly black (but somewhat integrated) gang.
Sanchez-Jankowski (1991) found that all members
of all gangs drank regularly, using gang proceeds
for collective purchases. Although they used drugs
in varying patterns, alcohol was mentioned consis-
tently. But Sanchez-Jankowski also mentioned that
the Irish gangs least often used illicit drugs, since
access was controlled by nonwhites with whom
they did not want to engage in business.

Vigil (1985, 1988) described a variety of mean-
ings and roles of substances among Chicano gang
members in East Los Angeles, from social “lubri-
cant” during times of collective relaxation to facili-
tator for observance of ritual behaviors such as
locura acts of AGGRESSION or VIOLENCE. In these
contexts, drug use provided a means of social status
and acceptance, as well as mutual reinforcement,
and was a natural social process of gang life. Vigil
(1988) notes that these patterns are confined to
substances that enhance gang social proccesses—
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alcohol, marijuana, PHENCYCLIDINE (PCP), and
CRACK-cocaine. There is a sanction against HEROIN
use among Chicano gangs. Heroin involvement is
seen as a betrayal of the gang and the barrio; one
cannot be loyal to his addiction and the addict
(“tecato’) culture while maintaining loyalty to the
gang. Vigil noted that gang members prepared for
imminent fights with other gangs by drinking and
smoking PCP-laced cigarettes. During social gath-
erings, the gang members used the same combina-
tions to “kick back” and feel more relaxed among
one another. Evidently, gang members had sub-
stantial knowledge about the effects of alcohol (and
its reactivity to PCP), and they had developed pro-
cesses to adjust their reactions to the mood and
behaviors they wanted.

Feldman el al. (1985) observed three distinct
“styles” among Latino gangs in San Francisco that
in part were determined by the role and meaning of
substances in gang social processes. The “fighting”
style included males in gangs who were antago-
nistic toward other gangs. They aggressively re-
sponded to any perceived move into their turf by
other gangs or any outsider. Drinking and drug use
were evident among these gangs, but this was only
situationally related to their violence through terri-
toriality. Violence occurred in many contexts unre-
lated to drug use or selling and was an important
part of the social process of gang affiliation. The
“entrepreneurial” style consisted of youths who
were concerned with attaining social status by
means of money and the things money can buy.
They very often were active in small-scale illegal
sales of marijuana, pill amphetamines, and PCP.
While fighting and violence were part of this style,
it was again situationally motivated by concerns
over money or drugs. The last style was evident in
gangs whose activities were social and recreational,
with little or no evidence of fighting or violence but
high rates of drinking and marijuana use.

Padilla’s (1992) study of a Puerto Rican gang in
Chicago described how alcohol and marijuana of-
ten accompanied the rituals of induction and ex-
pulsion of gang members. These ceremonies often
were tearful and emotional, with strong references
to ethnic solidarity. Padilla described how emotions
intensified as the ceremony progressed. and drink-
ing was a continuous process during the events.

Drinking or drug use also is disallowed in some
vouth gangs, regardless of the gang’s involvement
in drug selling. Chin (1990) found that intoxication

was rejected entirely by Chineses gangs in New
York City. Although they used violence to protect
their business territories from encroachment by
other gangs, and to coerce their victims to partici-
pate in the gang’s ventures, “angry” violence was
rare; violent transactions were limited to instru-
mental attacks on other gangs.

Taylor (1990a) and Mieczkowski (1986) de-
scribed organizations of adolescent drug sellers in
Detroit who prohibited drug use among their mem-
bers but tolerated drinking. Leaders in these
groups were wary of threats to efficiency and secu-
rity if street-level sellers were high and to the po-
tential for co-optation of its business goals if one of
its members became involved with consumption of
their goods. The gangs were organized around in-
come and saw drug use (but not alcohol) as
detracting from the selling skills and productivity
of their members. Expulsion from the gang resulted
from breaking this rule, but other violent reprisals
also were possible. However, gangs in both studies
accepted recreational use of substances by mem-
bers, primarily alcohol, marijuana, and cocaine in
social situations not involved with dealing.

In the Mieczkowski study, the sellers particu-
larly found danger in being high on any drug while
on the job. Gang superiors enforced the prohibition
against heroin use while working by denying run-
ners their consignment and, accordingly, shutting
off their source of income. Violence was occasion-
ally used by superiors (crew bosses) to enforce dis-
cipline. Gang members looked down on their her-
oin-using customers, despite having tried it at some
point in their lives, which in part explains the gen-
eral ideology of disapproval of heroin use.

Buford (1980) depicted crowd violence among
English football (soccer) “supporters’ as an inevi-
table consequence of the game’s setting and the
dynamics of crowds of youths. Expectancies of both
intoxication and violence preceded the arrival of
the “lads™ at drinking locations surrounding the
stadiums. The expectancies were played out in
crowd behavior through rituals that were repeated
before each match. Alcohol consumption before
and during episodes of unrestrained crowd violence
was an integral part of the group dynamic, but
Buford does not attribute to alcohol an excuse func-
tion, nor is alcohol a necessary ingredient for the
relaxation of social norms. In fact, he pointedly
notes that the heaviest drinkers were incapacitated
by inebriation and were ineffective rioters, while
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the crowd leaders were relatively light drinkers. In
this context, alcohol was central but hardly neces-
sary to the attainment of the expected behavior—
the setting itself provided the context and cues for
violence.

GANGS AND DRUG SELLING

In the 1980s, the confluence of social problems
involving gangs, violence, and drug trafficking
changed both popular and political perceptions of
gangs. Beginning with the crack-cocaine crisis,
youth gangs have been confounded with new forms
of drug distribution organizations that involve
yvoung men and women in ““underclass” neighbor-
hoods. This terminology has been interchangeably
used to describe these groups as gangs. Indeed. the
growth in cocaine use in the 1980s did coincide
with more visible gang involvement in drug selling
and drug-related violence (Huff, 1992). Although
drug use and selling have been central features of
gang life for decades, gangs were often blamed for
many of the new drug problems (Newsweek, 19306;
U.S. Department of Justice, 1989; Conley, 1992;
Los Angeles County District Attorney, 1992). Once
seen as streetcorner groups protecting “turf” and
neighborhood, gangs were portrayed in the 1930s
by the popular press and criminal-justice officials
as nascent organized-crime groups focused on the
distribution of drugs, with elaborate intercity net-
works well-financed by drug income.

Several trends contributed to this changing
characterization of gangs. First, gangs became
highly visible. Although gangs traditionally have
been active in larger cities, gangs emerged in the
1980s in smaller cities—with populations as low as
25,000 (U.S. Department of Justice, 1989). Among
the 100 largest U.S. cities, gangs have emerged in
42 cities since 1980 (Klein, 1992). Their recent
emergence may belie their stability, however, since
gangs are well known to often be temporary group-
ings with short half-lives (Spergel, 1989). The va-
lidity of police reports of gang activity itself re-
mains a difficult measurement problem.

Second, gang violence has become more visible
if not more prevalent. Gang-related homicides in
Los Angeles grew sharply throughout the 1980s,
exceeding 500 annually after 1989 (Los Angeles
County District Attorney, 1992). In 1991, record
homicide rates were set in both Los Angeles and
Chicago, two cities with extensive youth-gang net-

works (FBI, 1992). Yet the classification of homi-
cides as “gang-related” is quite sensitive to defini-
tions; and this trend, too, may reflect anomalies in
definition and measurement of gangs and gang in-
cidents. Maxson and Klein (1989) showed that the
Los Angeles Police Department rates, based on the
gang affiliations of victims or perpetrators, could be
halved by applying the motive-based definition
used by the Chicago Police Department.

Third, gang involvement in drug trafficking re-
portedly grew in the 1980s (U.S. Department of
Justice, 1989; Spergel, 1990; but see Moore,
1992a). Spergel (1990) found that 75 percent of
gang members on probation in San Diego County
were convicted of drug offenses at one time or
another. Among the 1,200 youths in Chicago, Los
Angeles, and San Diego interviewed by Fagan
(1990), 32 percent of the gang members reported
they were involved in drug selling, compared to
fewer than 8 percent of the nongang youths. Based
on 45 interviews with California prison inmates
Skolnick et al. (1989) claimed that linkages existed
between prison gangs and street gangs around drug
distribution. But Klein et al. (1991) showed that
adolescent participation in rock-cocaine selling in
Los Angeles grew equally for gang and nongang
youths.

Drug selling also contributed to changes in the
organization and meaning of gangs. Taylor
(1990b) and Mieczkowski (1986) illustrated the
transformation of Detroit gangs from streetcorner
groups protecting territory to highly efficient drug-
selling organizations. Padilla (1992) describes how
Puerto Rican youths in a Chicago gang refocused
the gang to drug dealing as the primary source of
income. Hagedorn (1991) showed that twenty-two
of thirty-seven African-American gang members in
Milwaukee went on to become involved in adult
drug organizations.

Fourth? reports of gang migration contributed to
the perception of gangs as highly disciplined entre-
preneurs intent on establishing intercity drug net-
works to expand their profits. Gang members are
alleged to have set up “franchises” or branch of-
fices in remote cities for selling drugs. Huff (1992)
reports arrests of Los Angeles gang members in
large and small Ohio cities and Detroit gang mem-
bers in Cleveland (1989); members of Los Angeles
gangs have been arrested on drug charges in cities
as far east as Columbus (Ohio) (U.S. Department
of Justice, 1989). This diffusion of gang activity
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from the major gang centers of Los Angeles and
Chicago is often cited as a bellwether of the evolu-
tion of gangs to a new and more dangerous form.
The temporal proximity of these trends led to
their confounding in the popular and sociological
literatures, with hasty assumptions that they were
causally linked. Few phenomena have been stereo-
typed as easily as gangs, violence, and drug use,
especially in conjunction. These perceptions were
amplified in the popular culture through movies
and hip-hop music depicting gang life as a stew of
violence, drug money, police repression, and the
exploitation of women (Taylor, 1992). These per-
ceptions were fueled by gang-related violence in the
theaters at the opening of recent films depicting
gang life (Colors, Boyz 'n the "Hood ), as well as
reports of violence at rap concerts and in local clubs
specializing in “house” and “hip-hop” music
(Huff, 1992). These cultural vehicles falsely sig-
naled a transformation of youth gangs from
streetcorner groups to more sophisticated crime
groups reaping great profits from drug distribution
and specializing in lethal violence. In the context of
the crack crisis of the mid-1980s and the violence
that accompanied it, these portrayals also created a
perception that there was an increase in gangs—
with more youths in gangs and more violent gangs
in urban centers throughout the United States.
The 1980s’ changes in drug-use trends, together
with earlier changes in labor markets, income dy-
namics, and demographics in urban centers, sug-
gest that the drug-gang nexus is part of a larger,
more complex process of urban change tied to the
economic and social transformation of cities. This
was a significant era because of the sharp reduction
in wholesale cocaine prices, the emergence of crack,
and the expansion of street-level drug markets for
cocaine and crack distribution (Fagan, 1992a). Re-
ports from law-enforcement agencies suggest that
by 1980 gangs formed in smaller cities not tradi-
tionally known as gang centers (Klein, 1992), and
having little to do with drugs (Fagan & Klein,
1992). This was also an era marked by the emer-
gence or persistent poverty in urban centers and the
growth of an ““urban underclass” (Wilson, 1987,
1991; Jargowsky & Bane, 1990; Ricketts &
Sawhill, 1988; Jencks, 1991). In fact, the emer-
gence of gangs in the 1980s was motivated by
broad changes in economic and social conditions
during the 1970s, changes that reflected deindus-
trialization and growing social and economic isola-

tion in large U.S. cities (Jackson, 1991; Hagedorn,
1988; Sullivan, 1989; Fagan & Klein, 1992).

Despite the historically uneven relationship be-
tween gangs and drug use or selling (Klein,
Maxson, & Cunningham, 1991; Spergel, 1989:
Fagan, 1989), recent studies contend that the lu-
crative and decentralized crack markets in inner
cities have created a new generation of youth gangs
(Skolnick et al. 1989; Taylor, 1990b). Young drug
sellers in these gangs have been portrayed as ruth-
less entrepreneurs, highly disciplined and coldly
efficient in their business activities, and often using
violence selectively and instrumentally in the ser-
vice of profits. This vision of urban gangs suggests a
sharp change from the gangs of past decades, and
much of the change is attributed to the dynamics of
the inexpensive, smokeable cocaine market.

The empirical data suggest otherwise (Fagan,
1989, 1990; Klein et al. 1991; Vigil, 1988; Padilla,
1992; Moore, 1992b; Hagedorn, 1988). Drug
selling has always been a part of gang life, with
diverse meanings tied to specific contexts and vari-
able participation by gangs and gang members
(Fagan, 1990). For example, Fagan (1989) found
diverse patterns of drug selling within and across
three cities with extensive, integenerational gang
traditions, while Klein et al. (1992) reported vari-
ability within and across Los Angeles gangs in
crack selling.

GANGS, DRUGS, AND
NEIGHBORHOOD CHANGE

What are the changes that occurred in cities and
communities to explain variation and change in
gang participation in drug selling? Two factors
have in particular contributed to changes in gangs
and the substitution of instrumental and monetary
goals for the cultural or territorial affinities that
unified gangs in earlier decades. First, cocaine mar-
kets changed dramatically in the 1980s, with sharp
price reductions. Before cocaine became widely
available, drug distribution was centralized, with a
small street-level network of heroin users responsi-
ble for retail sales (Curtis, 1992; Johnson et al.,
1985). The heroin markets from the 1970s were
smaller than the mid-1980s crack market, both in
total volume of sales and the average purchase
amount and quantity. Street-level drug selling in
New York City, for example, was a family-centered
heroin and marijuana business until the 1980s,
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when new organizations developed to control the
distribution of cocaine (Curtis, 1992; Johnson et
al., 1990). The psychoactive effects of HEROIN (a
depressant) and its methods of administration (by
injection) limited its sales volume and number of
users.

Cocaine was different in every way—a stimulant
rather than a depressant, ingested in a variety of
ways (nasally, smoked, or injected), and with a
shorter half-life for the ““high.” The price declined
as cocaine became widely available, and the dis-
continuity in distribution systems across successive
drug eras created new opportunities for drug
selling, and may even have encouraged participa-
tion in it. The sudden change in cocaine marketing,
from a restricted and controlled market in the
1970s to a fully deregulated market for crack,
spawned intense competition for territory and mar-
ket share (Fagan, 1992a; Williams, 1989). Law-
enforcement officials in New York City character-
ized the crack industry as “capitalism gone mad”
(New York Times, 1989).

In inner-city neighborhoods that since the 1970s
had grown more socially isolated, and where legal
economic activity was declining quickly, drug
selling became a common form of labor market
participation. Young men began to talk about drug
selling and crime as ““going to work™ and the
money earned as “getting paid” (Padilla, 1992;
Sullivan, 1989). In the closed milieu of these neigh-
borhoods, the tales of extraordinary incomes had
great salience and were widely accepted, even if the
likelihood of such riches was exaggerated
(Bourgois, 1989; Reuter, MacCoun, & Murphy,
1990; Fagan, 1992a, 1992b). The focus of social-
ization and expectations shifted from disorganized
groups of adult males to (what was perceived as)
highly organized and increasingly wealthy young
drug sellers. Many other sellers kept one foot in
both licit and illicit work, lending ambiguity to
definitions of work and income (Reuter et al., 1990;
Fagan, 1992a, 1992h).

Second, profound changes in the social and eco-
nomic makeup of cities (Tienda, 1989; Wacquant
& Wilson, 1989) combined to disrupt social con-
trols that in the past mediated gang behavior
(Curry & Spergel, 1988). In this context, gangs
became less concerned with cultural or territorial
affinities and instead became focused on instru-
mental and monetary goals (Taylor, 1990; Padilla,
1992; but see Moore, 1992a). The interaction of

these two trends provided ample opportunities for
gangs to enter into the expanding cocaine economy
of the 1980s.

As drug selling expanded into declining local
labor markets, it became institutionalized within
the local economies of the neighborhoods. Whether
in storefronts, from behind the counters in bodegas
(groceries), on streetcorners, in crack or “freak”
houses, or through several types of “fronts,” drug
selling was a common and visible feature of the
neighborhoods (Hamid, 1992). Young men and,
increasingly, women had several employment op-
tions within drug markets—support roles (lookout,
steerer), manufacturing (cut, package), or direct
street sales (Johnson et al.. 1990). Legendary tales,
often with little truth, circulated about how a few
dollars” worth of cocaine could be turned into sev-
eral thousand dollars within a short time. Such
quick riches had incalculable appeal for people in
chronic or desperate poverty.

THE IMPACT OF DRUGS ON GANGS
AND GANG CULTURE

The transition from streetcorner group to ethnic
enterprise profoundly shaped the social organiza-
tion of youth gangs. Money became the driving
force and organizing principle for these groups.
Greed was elevated to a set of beliefs, expressed
consistently among gangs and gang members in the
neighborhoods with extensive drug markets

(Padilla, 1992). The use of the language of work
(“getting paid,” ““going to work”) to describe drug
selling signals an ideological shift in the social defi-
nition of work and the confounding of illegal and
legal means of making money. For the young men
using this language, there was no particular mean-
ing assigned to drug selling: they pursued commod-
ities that offered instrumental value as signs of
wealth (Sullivan, 1989; Padilla, 1992). Any high-
demand contraband consumable commodity would
likely have inspired the same behavior (as for ex-
ample weapons, guns).

Not surprisingly, “‘materialism is evident in the
motivations expressed by young people participat-
ing in drug selling—the attainment of wealth as a
manifestation of individual power and achieve-
ment. Within the isolated, concentrated poverty
areas in inner cities, the absence of mediating social
definitions allowed the pursuit of material wealth to
become transformed into the very substance of so-
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cietal bonds and conventional values. Americans
always have looked up to the Horatio Algers, whose
“self-made’” business success defied social odds. As
these models were elevated to societal icons, the
attainment of wealth seemed to supersede the im-
portance of law or the collective societal good (Wall
Street Journal, 1989).

The interaction of drug selling, violence, and
material goals often are combined in an emerging
set of sociocultural processes within gangs. Padilla
(1992) describes how older gang members reori-
ented the gangs to become business organizations
to fuel increases that were disproportionately taken
by the older members. In effect, the older members
became local employers themselves. Since the older
members were no longer the keepers of the culture
and regulators of gang organization, they used tra-
ditional appeals to ethnic and neighborhood loyal-
ties to recruit and motivate younger gang members.
However, they added money incentives to the mix
to strengthen their controls over young gang
members.

The emphasis on money, individual gain, and
quick wealth was so strong that gang members in
Detroit (Taylor, 1990a) and Padilla’s Chicago
neighborhood themselves regarded low-level drug
sellers, even their own “homeboys,” as ““working
stiffs” who were being exploited by other gang
members. In the past, such denigration of gang
work was heretical: entry level jobs in the service of
the gang typically would be seen as serving the
gang’s collective interest. Padilla describes how the
new pattern of exploitation of lower-level workers
(street sellers) in the gang was obscured by appeals
to gang ideology (honor, ethnic solidarity, and
neighborhood loyalty) combined with the lure of
income to control them. Taylor (1990a) also talks
about the use of money as social control within
Detroit drug-selling gangs—if a worker steps out of
line, he simply is cut off from the business, a pun-
ishment far more salient than threats to physical
safety. Moore (1992b) describes similar age-re-
lated exploitation within chicano gangs in Los An-
geles but with little involvement in drug selling.

The exaggerated, almost ideological emphasis
on money and material wealth interacts in a very
complex fashion with ethnicity and local context. It
marks a dramatic shift from the gangs of 1970 to
1985. It is difficult to disentangle the order of
events. Did drugs bring in more money, and did
money take on greater importance (raised the

stakes) because of the economic transformation of
the cities? Or did the loss of economic structures
make drugs more salient? Did the increased stakes/
money bring in guns, which in turn increased the
lethality of gang violence? Or did the guns come as
a manifestation of power for those who are rejected
from any other source of economic or personal
power?

In Chicago (Padilla, 1992) and Detroit (Taylor,
1990a, 1990b, 1992), gangs superficially are eth-
nic enterprises, but more substantively serve as
economic units with management structures ori-
ented toward the maintenance of profitability and
efficiency. For the African-American gangs in De-
troit, there was little concern with the neighbor-
hood or the traditional meaning of gang life. Al-
though forms of internal control varied, money was
manipulated along with appeals to ethnic solidarity
to maintain loyalty and discipline within groups
that otherwise had evolved from gangs or
streetcorner groups to become economic organiza—
tions. Among the “Diamonds™ in Chicago, appeals
to Puerto Rican solidarity were used by older gang
members to maintain order and motivation within
the gang, while these older members kept the lion’s
share of the gang’s profits from drug sales.

GANG MIGRATION

The appearance of Crips, Bloods, Vice Lords,
Black Gangster Disciples, Latin Kings, and other
well-known gang names in new gang cities across
the country has created concerns that gangs are
expanding and migrating. Migration is a term that
actually includes several distinct patterns: fran-
chising, opening ““branch offices,” or acquiring and
operating local subsidiaries. Gang migration was
virtually unknown until the 1980s, when law en-
forcement and media reports claimed that gang
members were setting up illegal businesses in other
cities to expand their drug-selling territories.

There are few instances of gangs operating di-
rectly in other cities. Migration seems to be concen-
trated along interstate highway routes, such as I-75
(“Caine Lane, named for its volume of cocaine traf-
fic) connecting Detroit with Ohio cities, or the 1-5
route from Los Angeles through California’s Cen-
tral and San Joaquin valleys (Huff, 1992). Others
(Waldorf, 1992) found no evidence of gang migra-
tion among San Francisco gangs, either
in-migration from Los Angeles gangs or reports of
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gang members doing gang “‘business” in other
cities.

More often, what appears as migration reflects
natural social dynamics of residential relocation,
court placements, mimicry, and other forms of
gang diffusion. Gang migration also has been con-
fused with the enterprising behavior of individual
gang members. There have been sporadic incidents
of deliberate migration, isolated among specific
gangs in specific cities. But most often, local gangs
are composed of local youths who may have
adopted the names, graffiti, and other symbols of
established gangs from the larger cities.

There are few documented instances of gang mi-
gration. Hagedorn (1988) reported that Milwaukee
gangs adopted the name of the Vice Lords, a Chi-
cago gang, but had little contact with them. Some
Crip or Blood members relocating from Los Ange-
les may have organized small crews to sell drugs,
but law-enforcement officials interpreted this as
evidence that Crip chapters had opened in their
cities. Chicago gang graffiti appeared in Mississippi
as young males were sent away to live with relatives
to escape gang violence; but this event was viewed
as signs of Chicago gang expansion into the South
(Lemann, 1991).

Critics suggest federal initiatives and funds to
control gangs have created incentives (and funds)
for zealous law-enforcement agencies to identify
streetcorner groups or drug gangs as interstate
gang conspiracies. Indeed, there have been isolated
instances of what Carl Taylor (1990b) calls gang
“imperialism,” where gangs have established busi-
ness locations in other cities. Most often, this in-
cludes drug selling—and nearly always among en-
trepreneurial or corporate gangs. Their motives
appear to be simply market expansion and increas-
ing profits. Chicago gangs have influenced the gang
scene in nearby Evanston. Chinese street gangs
operate both regionally throughout the New York
metropolitan area and in cities in the Northeast
including Philadelphia, Albany, and Hartford
(Chin, 1990). The Chinese gangs are not involved
in drug trafficking, but their multiple enterprises
include extortion and the smuggling of illegal
aliens.

SUMMARY

Few phenomena have been stereotyped as easily
as gangs, violence, and drug use, especially in con-

junction. Drug use has always been a part of gang
life. as has peddling of small quantities of whatever
street drugs were popular at the time. Many gangs
also adopted codes prohibiting drug use, fearing
that loyalty to one’s drug habit conflicts with loy-
alty to the gang or efficiency in drug selling. The
cocaine and crack crises of the 1980s created op-
portunities for gang and nongang youths alike to
participate in drug selling and increase their in-
comes. There is little evidence that gang members
have become involved in drug selling more so than
nongang adolescents. Malcolm Klein and his col-
leagues, based on police arrest reports following the
appearance of crack in Los Angeles in 1985, found
no evidence that gang members were arrested more
often than nongang members for crack sales, or
that drug-related homicides were more likely to
involve gang members than nongang members.

Among gangs, involvement in the drug trade
varies by locale and ethnicity. Chicano gangs in Los
Angeles do not sell cocaine but sell small quantities
of other drugs. The crack and cocaine trades are
dominated by African-American youths, both gang
members and nongang youths. Crack sales began
in Chicago more than five years after Los Angeles
gangs began selling drugs. As in Los Angeles, both
gang and nongang youths are involved. Crack sales
in New York flourished beginning in 1986, but
there was no discernible street gang structure that
participated in drug selling. Instead, loosely-affili-
ated selling crews provided an organizational struc-
ture for drug sales. Chinese gangs have remained
outside the cocaine and crack trades. However,
some members (but not the gangs themselves) have
been involved in transporting or guarding heroin
shipments from Asia.

Not all gang members sell drugs, even within
gangs where drug selling is common. Drug-selling
cliques within gangs are responsible for gang drug
sales. These cliques are organized around gang
members who have contacts with drug wholesalers
or importers. Among the “Diamonds,” Padilla
(1992) describes how drug selling is a high-status
role reserved for gang members who have suc-
ceeded at the more basic economic tasks of stealing
and robbery. Despite public images of gang mem-
bers using drug profits for conspicuous consump-
tion of luxury items, drug incomes in fact are quite
modest for gang members who sell drugs. Drug
incomes are shared within the gang, but the bulk of
the profits remain with the clique or gang member
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who brought the drugs into the gang. The profits
from drug selling, combined with the decline in
economic “exits” from gang life, provide some in-
centive for older gang members to remain in the
gang.

(SEE ALSO: Adolescents and Drug Use; Crime and
Drugs; Ethnicity and Drugs; Poverty and Drug Use)
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GANJA Ganja is a Hindi word (derived from
Sanskritic) for the HEMP plant, Cannabis sativa
(marijuana); the term ganja entered English in the
late seventeenth century. Ganja is a selected and
potent preparation of MARITUANA used for smoking.

The hemp plant was introduced into the British
West Indies by indentured laborers from India who
arrived in Jamaica in 1845. Considered to be a
“holy” plant, ganja is often used in religious cere-
monies in both countries. The Indian Hemp Drug
Commission traced the origin of ganja use to India.

Although usually smoked, Cannabis may also be
mixed with foods or drinks; it is considered a rem-
edy for many ailments in herbal medicine. A medi-
cal-anthropological study of ganja users in Jamaica
was conducted in 1972; the results revealed little
evidence of a deleterious effect among users, as
compared with nonusers. These conclusions were
criticized, however, by investigators who claim that
the tests of maturation and mental capacity that
were used were not sensitive enough to detect dec-
rements in higher level mental skills or motivation.

(SEE ALSO: Bhang; Plants, Drugs from)
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GENDER AND COMPLICATIONS OF
SUBSTANCE ABUSE Does gender have an in-
fluence on whether a drug has complications?
There is limited research available to answer this
question, for many studies include men only. In
general, women drink less often and in smaller
amounts than men do, and they suffer fewer ALCO-

HoL-related problems and less dependence
(WITHDRAWAL) symptoms. Women use illicit drugs
less often than men do, although women have a
higher consumption of prescription tranquilizers,
sleeping pills, and over-the-counter drugs. Thus,
the differences seen between the genders in compli-
cations largely reflect the differences in the respec-
tive patterns and prevalence of their alcohol and
drug use.

The effects of the drugs are relatively similar
between men and women. For example, in a heavy
drinking and heavy SMOKING sample population,
there is little difference in the mortality rates be-
tween men and women. Alcohol- and drug-using
women are more likely to have partners who are
alcohol and drug users. Such women are often vic-
tims of violence. Ilicit-drug-using women fre-
quently support their drug habits by prostitution,
putting themselves at risk for sexually transmitted
diseases (STDs) including HUMAN IMMUNODEFI-
CIENCY VIRUs (HIV) and hepatitis B, even if they
are not needle users. Accidents and trauma related
to substance abuse are more common in men. The
skid-row lifestyle is more common in men. Men
report DRINKING AND DRIVING more often than
women.

ALCOHOL

Women appear to be more susceptible than men
are to alcohol-related LIVER damage. For women,
cirrhosis may develop with consumption of 20
grams of alcohol (1-2 drinks) per day—as com-
pared to 80 grams (6 drinks) per day for men.
Women alcoholics have death rates 50 to 100 per-
cent higher than their male counterparts. Women
develop hypertension, obesity, anemia, malnutri-
tion, and gastrointestinal hemorrhage at lower al-
cohol consumption levels and with a shorter time
course of drinking. Women become intoxicated af-
ter drinking smaller quantities of alcohol than do
men. For an equivalent dose of alcohol corrected
for body weight, women absorb alcohol faster and
reach a higher peak BLOOD ALCOHOL CONCENTRA-
TION compared to men. These differences can be
explained, in part, by the lower total body water of
women compared to men. With a higher percentage
of fat and lower water content, there is less volume
in which to dilute the alcohol, and its concentration
is therefore increased. Women also produce less
stomach alcohol dehydrogenase—the enzyme re-
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sponsible for breaking down alcohol. This leads to
higher blood alcohol levels, since less is metabo-
lized as it passes through the wall of the stomach
and, therefore, as compared to men, more alcohol
gets into the bloodstream. There may also be some
hormonal or immune effects that account for the
increased damage in women.

TOBACCO

Women are at risk for all the same health com-
plications of smoking as are men. The differences
seen in the 1990s largely reflect the lower preva-
lence of women smokers in past generations. For
example, as smoking rates have increased in
women, lung cancer rates have also increased.

REPRODUCTION

A woman’s drinking pattern may be influenced
by the mood changes associated with the phases of
the menstrual cycle, and her blood alcohol level
actually measures higher during the premenstrual
period for any given amount of alcohol. This may
make it difficult for a woman to predict the effects
of her drinking. Oral contraceptives interact with
cigarette smoking in contributing to coronary heart
disease in women. Cigarette smoking is also corre-
lated with an earlier onset of menopause. In her role
as childbearer, a woman’s substance use may have
harmful effects on the FETUS and newborn. These
effects may be related to her lifestyle, such as poor
nutrition and poor prenatal care, or to the toxic
effects of the drugs themselves resulting in fetal
growth retardation, at-birth neonatal abstinence
syndrome (withdrawal), and neurobehavioral ab-
normalities in the child.

Alcohol, tobacco, and illicit drugs like COCAINE
and HEROIN are all associated with decreased fertil-
ity, increased rate of spontaneous abortion (miscar-
riage), and decreased birthweight in the newborn.
The severely dependent woman may stop menstru-
ating altogether. Menses resume, however, when
abstinence or stabilization on methadone mainte-
nance is achieved.

(SEE ALSO: Fetal Alcohol Syndrome; Pregnancy
and Drug Dependence; Women and Substance

Abuse)
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GENE A gene is a unit of heredity that confers
some trait or function on the organism. Most genes
are thought to be essential to development and
normal functioning. Genes are often a primary de-
terminant of interpersonal differences; for exam-
ple, they determine whether you have blue or
brown eyes. A disrupted or mutated gene can cause
serious, even fatal problems. Genes are composed
of DNA and found in the chromosomes in the nu-
cleus of a cell. At present, we are on the verge of
identifying all the human genes due to the efforts of
the genome projects.

MICHAEL J. KUHAR

GENE REGULATION: DRUGS To
understand the regulation of genes, the following
sequence of events must be appreciated: A gene,
made of DNA, is “transcribed’ to produce a mes-
senger RNA, or mRNA, that is “translated” to pro-
duce a protein product. Gene regulation refers to
the regulation of production of mRNA from the
gene.

Although every organism contains a collection of
genes necessary for its survival and reproduction,
not every gene is turned on or is producing mRNA
at any given moment. At any moment or stage of
development such as in the adult, only a subpopu-
lation of genes is expressed (i.e., producing
mRNA). During the development and growth of an
organism, certain gene products guide and pro-
gram growth. Because only a subgroup of the ge-
nome is expressed at any stage of the life cycle, gene
regulation must occur. Gene regulation also occurs
during a life cycle as in the adult brain.

A gene contains an important part called the
“promoter” that controls the rate at which mRNA
is produced. A human gene, for example, can be
expressed or turned on when the promoter is acti-
vated. For the purposes of our discussion here, the
promoter of a gene is the site of gene regulation.
Perhaps a reasonable analogy is that a promoter is
like a light switch; the switch must be “activated”
or turned to “on” before light can be produced, and
not every light has to be turned on. There are many
different kinds of promoters, each of which is
turned on or off by its own “transcription factor”,
which is a protein that binds to the promoter region
of a gene and alters the rate of transcription (pro-

duction of mRNA).

The brain has evolved such that receptors for
drugs and neurotransmitters, through complex
biochemistry, can affect the state of the promoters
for genes by activating transcription factors. The
active transcription factor then regulates gene ex-
pression by binding to the promoter region of the
gene.

A simplified summary of the events involved in
gene regulation is as follows: A drug is taken and it
goes to the brain where it interacts with its receptor;
the activated receptor, through biochemical path-
ways, can activate transcription factors; the tran-
seription factors then bind to the promoter of the
gene; binding of the transcription factor to the
promoter changes the rate (faster or slower) at
which the gene produces mRNA, which ultimately
changes the level of the protein product in the cell.
The most important point for consideration here is
that drugs of abuse can change the biochemical
composition of the brain by this mechanism or
pathway. Many scientists believe that change in
brain composition by this mechanism are one of the
bases for drug addiction. It is often said that the
drug dependent brain is a changed brain, and this
is what that statement means. Drugs change the
balance of proteins in the brain and that influences
how the brain functions.

Understanding how drugs change brain protein
composition by altering gene regulation is an im-
portant area of research, because this is a key to
understanding what makes a brain (and, of course,
a person) addicted. Once that is understood, then
we can begin to repair the addicted brain by inter-
vening in various ways or by reversing such
changes in brain protein composition. If gene regu-
lation can be controlled or influenced, then the
protein composition of the brain can be influenced,
and the way the brain functions can be correspond-
ingly influenced. Science does not have the knowl-
edge or skill to do this now, but it is one of many
hopes for the future.

MiICHAEL J. KUHAR

GENETICS See Causes of Substance Abuse:
Genetic Factors; Vulnerability as Cause of Sub-
stance Abuse: Genetics
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GENOME PROJECT The project with the
goal of sequencing the human genome, which is the
collection of all human genes. In the 1990s, a scien-
tific commitment was made to identify all the genes
in human chromosomes, and some other organelles
such as mitochondrion. This involved international
cooperation and a very significant effort by many
laboratories. Genes are made of DNA, which is
composed of sequences of four different nucleo-
tides, with perhaps as many as three billion nucleo-
tides total in the genome. The genome project’s
goal is to determine all the nucleotides and their
sequence, and then make this information available
through the Internet. A gene is a functional seg-
ment of this DNA sequence that produces a prod-
uct, an mRNA, which in turn guides the formation
of a protein. Estimates of the number of genes in
humans vary widely, with the averages falling in
the range of 70,000 to perhaps 120,000. It is be-
lieved that identifying the genome sequence is the
first step necessary for producing dramatic ad-
vances in biology and medicine. In addition to the
human genome project, there are similar on-going
projects attempting to sequence the genomes of
other organisms as well.

MicHAEL J. KUHAR

GINSENG  Ginseng is the most revered and
well-known plant of Chinese herbal medicine; it is
sold over the counter in Asian apothecaries and
groceries worldwide. This plant of the family
Araliaceae grows on both sides of the Pacific, with
Panax  schinseng the Asian form and Panax
quinquefolius the North American form. It is a pe-
rennial herb with five-foliate leaves, and its fleshy
aromatic root is valued as a tonic and a medicine.

The root has been used by Native Americans,
Siberians, Chinese, and other Asians for millennia.
Usually it is taken as a tea—once a day as a general
preventative tonic, more frequently for therapeutic
purposes. Since the North American form is consid-
ered the most potent, it is now grown in ASIA along
with the local variety. American ginseng is also
exported to Asia, then sometimes reimported into
the United States as a Chinese or Korean herbal.
Both the wild and cultivated forms are used. Roots
older than five years are needed for good effect, and
the older and larger the root (seven to fifteen years
is prized), the more the ginseng costs. Dried roots

Figure 1
Ginseng

are heated and sliced thinly to make tea, but pieces
may be kept in the mouth, sucked, and eaten. The
many ginseng products now sold (sodas, candies,
etc.) have no real tonic or therapeutic value.

Ginseng has a bittersweet aromatic flavor, con-
tains ALKALOIDS, and is said to be good for mental
arousal and general well-being. It has not been
established in Western medicine and pharmacol-
ogy, although it contains properties that might be
isolated and used pharmacologically.

(SEE ALSO: Plants, Drugs from)
MICHAEL J. KUHAR

GLUE/GLUE SNIFFING See Inhalants

GLUTAMATE CGlutamate (GLU) is a dicar-
boxylic aliphatic amino acid. Chemically sym-
bolized as COOH-CH,-CH,[NH,]-COOH, it is
abundant (micromolar concentrations/mg protein)
in NEURONS (nerve cells) as well as in almost all
other cells of the body. Its role as the major excita-
tory NEUROTRANSMITTER in the brain was recog-
nized reluctantly; its universal ability to excite all
neurons was considered too nonspecific for a neuro-
transmitter, so it awaited the development of drugs
that antagonized GLU and the specific neuro-
pathways from which it was released.

Its source for this special role in NEUROTRANS-
MISSION is unknown, but the synaptic vesicles of
glutamatergic neurons have a selective ion-ex-
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change mechanism to compartmentalize GLU from
other metabolic pathways. Excessive GLU-receptor
activation can lead to neuronal death.

(SEE ALSO: Research)
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GLUTETHIMIDE Clutethimide was intro-
duced into clinical medicine in 1954. It was pre-
scribed to treat insomnia and sold as Doriden. Tt
was first acclaimed as a safer “nonbarbiturate”
hypnotic—implying that it was free of the prob-
lems of abuse, addiction, and withdrawal that
were, by then, recognized drawbacks of the older
barbiturate SepATIVE-HYPNOTICS. Within ten
years, however, it was recognized that, in most
respects, its actions are like those of the BARBITU-
RATES and it shares the same disadvantages.

CZHS
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Figure 1
Glutethimide

Glutethimide is structurally related to the barbi-
turate drugs and, like the short-acting barbiturates,
it depresses or slows the central nervous system.
Side effects from its proper use are relatively minor,
but a rash is often seen. Like barbiturates, it can
produce intoxication and euphoria; TOLERANCE
and DEPENDENCE can result with daily use.
Glutethimide is metabolized somewhat differently
than barbiturates, and OVERDOSE is often far more
difficult to treat than barbiturate overdose; fa-
talities are not uncommon. As a consequence of this
and its ABUSE POTENTIAL, glutethimide is included
in Schedule III of the CONTROLLED SUBSTANCES
AcT. Since the introduction of the BENZODIAZE-
PINES to treat short-term insommnia, the use of
glutethimide has decreased considerably.

(SEE ALSO: Barbiturates; Complications; Seda-
lives)
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GOLDEN TRIANGLE AS DRUG
SOURCE The world’s largest illicit OPIUM-grow-
ing area is the Golden Triangle—a region in South-
east Asia of some 150,000 square miles (388,500
sq km). The Golden Triangle extends from the
Chin hills in the west of Myanmar (formerly
Burma), north into China’s Yunnan province, east
into Laos and Thailand’s northern provinces, and
south into the Kayah state of Myanmar. It encom-
passes all the Shan state in Myanmar and supplied
some 35 percent of the HEROIN used in the United
States between the 1960s and early 1990s. Between
1990 and 1999, however, changes in heroin traf-
ficking greatly reduced the importation of heroin
from Southeast Asia. In 1990, Myanmar, Thailand,
and Laos supplied about 56 percent of the heroin
consumed in the United States. By 1999, Latin
America supplied most of the heroin to the United
States, accounting for 82 percent of the heroin
seized in the U.S. The Southeast Asian opium crop,
which was on the rise in the early 1990s, suffered a
sharp decline due to adverse weather in the later
1990s.

The United States Government has supplied
millions of dollars to Myanmar and Thailand in an
effort to reduce OpriuM-PorrY (Papaver somni-

ferum) cultivation and interdict heroin destined for

the United States. As they have done for years,
disenfranchised tribal people cultivate opium as a
medicinal and cultural product, as a cash crop to
buy food and supplies and improve living condi-
tions, and as a means to procure weapons. Political
events in Southeast Asia are complex and are
changing constantly. The U.S. government has
managed a limited success in helping to reduce
opium cultivation in Laos and Thailand; it is anx-
ious over the increased production in Myanmar and
the increasing flow of heroin exiting that country
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via China to Hong Kong, through Rangoon toward
Malaysia and Singapore, and through India and
Bangladesh.

THE OPIUM SUPPLY

The Golden Triangle had favorable weather in
the early 1990s, which resulted in record opium
crops. By far the largest producer is Myanmar,
which until 1988 had attempted to reduce illicit
opium production, strike at illicit refineries, and
interdict shipments of illicit drugs. In 1988, how-
ever, the military government shifted its police and
military away from drug-control efforts, to sup-
press domestic political opponents. This policy did
not shift during the 1990s, despite constant efforts
by the United States to have Myanmar take more
effective antidrug actions. Myanmar produces over
50 percent of the world’s opium.

Laos, isolated and largely ignored by the West
since 1975 when the Communist Pathet Lao seized
power, cultivated opium in its nine northern prov-
inces—about 20 percent of Myanmar’s production.
Partly because of the 1990 collapse of the Soviet
Union, Laos’s principal trading partner and ally,
the Laotian government has entered into a number
of cooperative agreements with Western nations.
Opium production decreased by 16 percent from
1998 to 1999, due mostly to severe weather. How-
ever, Laos still accounted for 11 percent of the
production in the region.

Thailand is more important as a TRANSIT COUN-
TRY for Myanmar’s opium and heroin. Thailand’s
already marginal production dropped 38 per cent
in 1999, accounting for less than one percent of
Southeast Asia’s potential production. A traditional
producer of opium since the mid-1800s and a net
importer of heroin, Thailand’s opium is grown in
the northern highlands by nomadic hill tribes who
are not tied to Thailand culturally, religiously, or
politically. Opium cultivation in Thailand remains
illegal, so the government has sponsored both erad-
ication and crop-substitution efforts in the north.

China has become a major narcotics transit
point because of its open border with Myanmar, its
location adjacent to the Golden Triangle, and its
excellent transportation and communication links
with the trade ports of Hong Kong and Macao.
Much of the heroin processed from opium by the
Kokang Chinese in the Golden Triangle transits
through Yunnan, Guangxi, and Guangdong prov-

inces by road to Hong Kong for overseas distribu-
tion.

CULTIVATION CONDITIONS

A number of factors have contributed to the
thriving opium economy of the Golden Triangle—
and the complex politics surrounding and sus-
taining it. First, the topographical and climatic
conditions are ideal for opium cultivation. The de-
mographic conditions also provide a division of
labor conducive to an economic system rooted in
drug cultivation, processing, and trafficking. The
area under cultivation is largely mountainous,
ranging from about 5,000 feet (1,500 m) to more
than 9,850 feet (3,000 m), with four major river
systems supp(n‘ting the transportati(m networks
and any ongoing economic-development efforts.
The remote harsh terrain has fostered great efforts
to topple the central governments and to capitalize
on the economic opportunities offered by the opium
trade.

Second, the ethnography of the region is com-
plex. The region is inhabited by a multitude of
ethnic groups, possessing a diversity that defies
simple classification. Burman, Shan, Kachin, Thai,
and Yunnanese are broad categories that contain
widely varied ethnic subgroups. At least twenty-
five mutually unintelligible dialects are spoken
among the Kachin people. Moreover, there are nu-
merous other groups who do not belong to the
larger ethnic division—such as Ahka, Hmong
(Miao), Lisu, Lahu, Karenni, and Wa, to name a
few. Most of these groups are nomadic—not geo-
graphically localized; therefore, little basis exists
for territorial political organization. Yet, national
boundaries have paid little heed to this fact and
have often cut apart ethnic groups, fueling insur-
gency as the dominant form of politics in the re-
gion.

Cultivating opium in the Golden Triangle has
been a way of life since the mid-1800s and has
represented an important source of income for im-
poverished, nomadic hill tribes.

(SEE ALSO: Crop Control Policies; Foreign Policy
and Drugs; International Drug Supply Systems;
Source Countries for lllicit Drugs; Transit Coun-
tries for llicit Drugs)
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HAIR ANALYSIS AS A TEST FOR DRUG
USE  Because every drug taken becomes a perma-
nent part of the user’s hair, laboratory analysis of
hair can reveal the presence of a variety of drugs,
including HEROIN, COCAINE, AMPHETAMINES,
PHENCYCLIDINE, MARIJUANA, NICOTINE, and
BARBITURATES. Hair analysis is widely accepted by
courts, parole boards, police departments, and em-
ployers around the country for detecting long-term
drug use. It’s also increasingly used to determine
maternal/fetal drug exposure and to validate self-
reports of drug use.

Unlike urinalysis, which can only detect drugs
ingested within the past three to four days, hair

analysis can reveal the ingestion of drugs during
the past ninety days (or longer). Since hair grows at
a relatively constant rate of 4 inch (1em) per
month, segmental analysis of hair strands could
localize the time of drug exposure to within as little
as one particular week. Although various hair
treatments—such as tinting and perming—may
remove some of the evidence, detectable traces will
indelibly remain in the hair.

DRUGS IN HAIR

Hair is nonliving tissue composed primarily of a
sulfur-rich protein called keratin. Hair growth oc-
curs at a rate of 0.3 to 0.4 millimeters (0.011 to
0.012 inches) per day from the follicle (a saclike
organ in the skin) in cycles of active growth fol-
lowed by a resting phase. For an adult, approxi-
mately 85 percent of scalp hair is in the growing
stage at any time. Two sets of glands are associated
with the follicle: The sebaceous glands, which ex-
crete sebum (a waxy substance), and the apocrine
glands, which excrete an oil that coats the hair.
Hair color is determined by genetic programming
for varying amounts of melanin, a pigment that is
synthesized in hair cells called melanocytes.

The exact mechanism by which drugs enter hair
is unknown. They may be deposited from the capil-
laries, which supply blood to the follicles, or they
may be excreted in the sebum, oil, or sweat that
coat the hair shafts. Drugs can also be deposited on

83
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Psychemedics Corporation president Raymond
Kubacki shows his company’s new drug testing
pack at a press conference in New York City,
July 12, 1995. The kit allows parents to clip a
lock of their children’s hair and mail it in to test
Jor drug use. (Reuters/Mark Cardwell/Archive
Photos)

the hair by environmental exposure (such as mari-
juana smoke or cocaine powder in the air).

When hair is analyzed for drug use, a sample is
taken from either the head or the body. It’s washed
to remove dirt and any external drug deposits (the
wash medium is also tested), then stripped of mela-
nin. The actual analysis is performed by
RADIOIMMUNOASSAY that detects not only traces of
drugs but their metabolites, chemicals that appear
only when the body has metabolized (processed)
the drug. All positive samples are confirmed by gas
chromatography/mass spectrometry (GC/MS).
This second test has a cutoff level to eliminate spec-
imens containing drug levels that could come from

environmental exposure (inhaling second-hand
marijuana smoke or eating food that contains

poppy seeds).

SIGNIFICANCE OF HAIR TESTING

Once a drug is embedded in hair it appears to be
stable indefinitely, although concentration dimin-
ishes somewhat over time. (Cocaine metabolite has,
for example, been detected in hair from a pre-
Columbian mummy more than 500 years old.) This
is an obvious advantage over other methods of
DRUG TESTING, such as urinalysis, which can detect
drugs ingested only within the past few days. De-
pending on length, hair analysis can determine
drug use from months to years in the past. Hair is
also easily collected and stored. If more testing is
required, another sample may be easily obtained.

One disadvantage of hair analysis is that it won’t
reveal drug use during the three to five days before
testing, since hair does not grow quickly enough to
show this. Hair analysis is also more expensive than
urinalysis, and the results take longer to be deter-
mined. The two tests can always be used in combi-
nation, however, to give a more complete picture of
the individual’s past and present drug use.

IS IT FAIR?

Some groups have raised concerns that hair test-
ing may be biased against minority subjects because
coarser, darker hair tends to trap more environmen-
tal drug residue than lighter, thinner hair. Hair
testing labs say that their processes, which remove
melanin from samples, removes any chance of dis-
tinction or discrimination by race or ethnic group.
The Society of Forensic Toxicologists disagrees,
arguing that even removing the pigment from hair
does not eliminate the risk of bias in analysis.

Definitive proof of drug use, however, is based
not on environmental exposure to drugs, but on the
metabolites incorporated into the hair shaft. These
indicators can only appear when the subject’s body
has metabolized the drug. The results of hair analy-
sis are widely used and accepted by courts, law
enforcement bureaus, and government agencies,
including Federal Reserve banks and more than 80
state programs and medical research projects.

(SEE ALSO: Industry and Workplace, Drug Use in;
Military, Drug and Alcohol Abuse in the U.S.)
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HALF-LIFE  See Dose-Response Relation-
ship

HALFWAY HOUSES Although the term is
of recent origin as used in connection with alcohol
or drug treatment, the basic idea of the halfivay
house is almost two hundred years old. It desig-
nates a residential facility that provides a drug-free
environment for individuals recovering from drug
or alcohol problems but not yet able to live inde-
pendently without jeopardizing their progress. By
definition, halfway houses are not located in hospi-
tals or PRISONS, but they vary in the extent to which
they are integrated with local community life, and
in size, sponsorship, sources of financial support,
regulatory status (licensed or unlicensed by a state
agency), treatment philosophy, and the degree of
legal coercion to which residents are subject. Some
specialize in alcohol abusers or drug abusers, while
some serve both; some focus on specific population
groups like offenders, ADOLESCENTS, or WOMEN,
while others are inclusive. Some will accept only
those with at least a few days of abstinence; others
provide DETOXIFICATION services. Some are loosely
structured and rely for staff on recovering people;
others provide formal treatment and employ a pro-
fessional staff.

In sum, the term covers a lot of ground and has
no stable meaning. Indeed, its meaning in any
given state depends on that state’s licensing provi-
sions, and whether these make any distinctions
among halfway houses, recovery homes, and other
similar forms of residential treatment. At a mini-

mum, however, the term implies a group of people
with alcohol and/or drug problems living together
in a formal, therapeutic arrangement and abiding
by the rule of abstinence. In 1987, there were more
than 1,300 such programs in North America, many
of them members of the National Association of
Halfway Houses.

Although there is increasing interest in estab-
lishing residential forms that tolerate off-site con-
sumption that does not disrupt facility life, these
would not be considered halfway houses in the
common use of the term. Further, because the half-
way house is a sponsored, therapeutic program,
however informally operated, it is everywhere sub-
ject to special zoning ordinances that regulate the
location of therapeutic agencies. Thus, the halfway
house is distinct from what is called “‘alcohol and
drug-free (or sober) housing.” The latter is de-
signed to be part of a locality’s ordinary housing
stock and to be exempt from such regulation.

The Federal Anti-Drug Abuse Act of 1988 (Pub-
lic Law 100-690) included a provision to encour-
age the development of ALCOHOL- AND DRUG-FREE
HousING. Each state that receives federal block
grant funds for drug and alcohol programs must
establish a 100,000 dollar revolving fund to make
start-up loans for such facilities. Although this
money can be used to develop halfway houses, as
we have defined them, the revolving fund has in
practice been used to stimulate less formal ap-
proaches to housing recovering people.

(SEE ALSO: Homelessness, Alcohol, and Other
Drugs, History of; Treatment: History of’)
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HALLUCINATION The word hallucinate is

derived from the Greek halyein, meaning ““to wan-
der in mind.” Hallucinations are perceptions that
occur in the absence of a corresponding external
sensory stimulus. They are experienced by the per-
son who has them as immediate, involuntary, vivid,
and real. They may involve any sensory system,
and hence there are several types of hallucinations:
auditory, visual, tactile (e.g., sensations on the
skin), olfactory (smell), and gustatory (tastes). Vi-
sual hallucinations range from simple (e.g., flashes
of light) to elaborate visions. Auditory hallucina-
tions can be noises, a voice, or several voices carry-
ing on a conversation. In command hallucinations,
the voices often order the person to do things that at
times involve acts of violence.

Hallucinations have been a hallmark of mental
illness throughout history. They are an important
clinical feature of several psychiatric conditions in
which psychosis can occur, such as SCHIZOPHRE-
NIA, manic-depressive illness, major DEPRESSION,
and dissociative states. WITHDRAWAL from ALCO-
HOL can cause visual as well as other sensory hallu-
cinations. In alcoholic hallucinosis, a person depen-
dent on alcohol develops mainly auditory
hallucinations that can persist after the person has
stopped drinking. Hallucinations may be induced
by illicit drugs, such as COGAINE, AMPHETAMINES,
and LSD. These hallucinations are usually visual,
but they can also be auditory or tactile, as in the
sensation of insects crawling up the skin (an exam-
ple of a haptic hallucination). Occasionally, after
repeated ingestion of drugs, some people experi-
ence ““flashbacks”—that is, spontaneous visual
hallucinations during a drug-free state, often
months or years later.

The cause of hallucinations is not known, but it
is likely to be multifactorial through a combination
of physiological, biological, and psychological vari-
ables. Numerous hypotheses have been proposed.
According to a perceptual release theory, hallucina-
tions develop from the combined presence of in-
tense states of psychological arousal and decreased
sensory input from the environment (e.g., sensory
deprivation) or a reduced ability to attend to the
sensory input (e.g., in delirium). This leads to the
emergence of earlier images and sensations that are
intepreted as originating in the environment. Other
researchers suggest that abnormalities in brain cell
excitability or in the information processing system
of the central nervous system cause hallucinations.

Biochemical theories implicate brain
NEUROTRANSMITTERS such as DOPAMINE. Drugs
that block brain dopamine activity (ANTI-
PSYCHOTICS) alleviate hallucinations, whereas
drugs that stimulate dopamine release induce hal-
lucinations.

Hallucinations can occur in people who are not
mentally ill. In acute bereavement, some people
report seeing or hearing the deceased. Sensory,
SLEEP, food, and water deprivation can produce
hallucinations, as can the transition from sleep to
wakefulness and vice versa (called hypnopompic
and hypnogogic hallucinations, respectively).
These hallucinations can occur as side effects of
prescribed medications, such as drugs that treat
cardiac conditions, or in various medical disorders
(e.g., migraines, Parkinson’s Disease, infections).
They have been described in persons with hearing
loss and blindness; in these instances, it has been
hypothesized that they may be due to chronic sen-
sory deprivation.

The treatment of hallucinations is part of the
treatment of the entire psychotic syndrome. Anti-
psychotic medications (e.g., haloperidol. chlorpro-
mazine) are effective in reducing and often elimi-
nating hallucinations. When the hallucinations are
part of a medical disorder, it is necessary to correct
the underlying condition, or remove the causative
agent, in addition to prescribing antipsychotic
medication.

(SEE ALSO: Complications: Mental Disorders; Delir-
ium Tremens; Hallucinogenic Plants; Hallucino-
gens)
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HALLUCINOGENIC PLANTS Literally

hundreds of hallucinogenic substances are found in
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many species of plants. For example, a variety of
mushrooms contain indole-type HALLUCINOGENS,
the most publicized being the Mexican or “magic”
mushroom, Psilocybe mexicana, which contains
both the hallucinogenic compounds PSILOCYBIN
and psilocin, as do some of the other Psilocybe and
Conocybe species. The PEYOTE cactus (Lophophra
williamsit or Anhalonium lewinii), which is found
in the southwestern United States and northern
Mexico, contains MESCALINE. The seeds of the
MORNING GLORY, Ipomoea, contain hallucinogenic
LYSERGIC AcID derivatives, particularly lysergic
acid amide. Many of these plants and plant
by-products were and are used during religious
ceremonies by Native Americans and other ethnic
groups.

Some plant substances may contain prodrugs,
that is to say, compounds that are chemically al-
tered in the body to produce PSYCHOACTIVE sub-
stances. For example, NUTMEG contains elemicin
and myristicin, whose structures have some simi-
larities to the hallucinogen mescaline as well as the
psychostimulant AMPHETAMINE. It has been hy-
pothesized that elemicin and myristicin might be
metabolized in the body to form amphetamine-
and/or mescaline-like compounds, but this has not
been proven. The fact that hallucinogenic sub-
stances are found in nature does not mean that they
are safer or purer than compounds that have been
synthesized in the laboratory. Some common edible
mushrooms that can be purchased in any super-
market may be sprinkled with LSD or other hallu-
cinogens to be misrepresented as magic mush-
rooms. In addition, serious problems—even
death—may occur when species of hallucinogenic
plants are misidentified and people mistakenly in-
gest highly toxic plants, such as poisonous mush-
rooms.

(SEE ALSO: Ayahuasca; Ibogaine; Jimsonweed;
Plants, Drugs from)
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HALLUCINOGENS  The term hallucinogen
literally means producer of HALLUCINATIONS. A
variety of drugs and medicines as well as various
disease states can lead to the development of hallu-
cinations. They can occur during a high fever, after
acute brain injuries, or as part of a DELIRIUM, ac-
companied by confusion in judgment, intellect,
memory, emotion, and level of consciousness. The
patient is said to be “out of it”—not in touch with
reality. In fact, many infections affecting the brain,
conditions that disrupt the availability of nutrients
essential for brain function, or direct brain injury
can cause transient or prolonged delirium. Disease
states not directly involving the brain also can alter
brain function. For example, the overproduction of
thyroid or adrenal hormones in endocrine disease
can cause psychotic mental symptoms. In addilion./
poisoning or other toxic reactions can produce
hallucinations.

Some drugs used to treat certain illnesses, al-
though not prescribed for their behavioral effects,
may be PSYCHOACTIVE and cause auditory and/or
visual hallucinations in some but not all patients.
High doses of the adrenal hormone, cortisone,
which is prescribed to reduce inflammation in ar-
thritis or allergies, can produce elation or depres-
sion and mood-related hallucinations. Similarly,
the administration of thyroid hormones for the
treatment of thyroid grand deficiencies can cause
restlessness, nervousness, excitability and irritabil-
ity, and psychotic mental symptoms. Drugs derived
from the belladonna plant, such as atropine and
SCOPOLAMINE, have many uses in clinical medicine
but in high doses can cause memory lapses and
illusions. Delirium also may result from the sudden
withdrawal after the chronic administration of cer-
tain drugs, especially ethanol (ALconoL) and
SEDATIVE drugs of the BARBITURATE class. The
vivid hallucinations of DELIRIUM TREMENS (DT's)
during the WITHDRAWAL from alcohol have been
vividly portrayed in the cinema and television.

Many drugs that affect behavior can alter the
level of consciousness or the perception of the envi-
ronment. PHENCYCLIDINE (known as PCP or “angel
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dust™) can produce a state of altered consciousness
in which sensations from the body and relationship
to the environment are misinterpreted. The subject
may experience numbness in the limbs and feel as
though they are removed from their bodies. These
distorted perceptions of the real world can lead to
confusion, delusions, and hallucinations—and vio-
lent behavior can occur with the slightest provoca-
tion. There is controversy as to whether these var-
ied reactions are psychotomimetic (imitating
mental illness with psychoses), but not about the
extent to which, depending on the dose, subjects
are out of it. High and/or frequent doses of stimu-
lants such as AMPHETAMINE, METHAMPHETAMINE
(“speed” or “ice”), or COCAINE can cause paranoid
thought or delusions. Moreover, high doses of
MARIJUANA or HASHISH can lead to dreamy illusions
or hallucinations. Thus, many drugs under certain
conditions can cause hallucinations as part of the
production of a complex behavioral syndrome,
which may include a general alteration of the level
of consciousness and the disruption of the ability of
the brain to process information and appreciate the
real world.

The term hallucinogens has come to mean a
group of compounds that reliably, temporarily, and
universally alter consciousness without delirium,
sedation, excessive stimulation, or any intellectual
or memory impairment as prominent effects. In-
deed these altered mental effects are the main ef-
fects of such drugs. There are a number of syn-
onyms for drugs that produce hallucinations that
occur with clear consciousness, but the term Psy-
chedelic has come into wide use. In the 1960s the
term was coined by Humphrey Osmond, a British
psychiatrist who came to North America to con-
tinue studies of the psychiatric effects of
MESCALINE and L.SD, and was enthusiastic about
their use in enhancing insight in psychotherapy.
The term psychedelic was invented from greek
roots to mean “‘mind manifesting,” from psyche
(mind, soul) + deloun (to show). This refers to the
convincing clarity with which a subjective experi-
ence is compellingly revealed to the subject who has
taken a hallucinogen. What is seen, thought, and
felt is vivid—contrasting sharply with the normally
ordered perceptions of the world in which we move
about and perform our practical tasks. Key to the
hallucinogenic experience is that drab everyday re-
ality, while clearly perceived in this drug state, has
simply lost its importance in favor of vivid subjec-

tive sensations and perceptions and interpretations
of them that absorb attention. A door is recognized
but not simply for its utility; rather the grain of the
wood and its fine detail becomes fascinating, and
the grain of the wood seems to move and flow.
Thus, during the hallucinogenic experience, it is
not the utility of what is seen but rather some
aspect of shapes and colors and passing thoughts or
memories that take on a life of their own, com-
manding attentive interest. The color of an object is
more important than the object. The subjective im-
pact is that thoughts and sights have some un-
canny, undeniable, but inexplicit meaning. The
sense of great truth is present, but not an urge to
test the truth of these images. Rather, one is a
spectator of a “T'V show in the head.” These events
are not only clearly “seen” but remembered with-
out confusion. This has been called “*consciousness
expanding,” implying control over a vast span of
experiencing. That is wrong, since judgment is not
enhanced. Rather, the effect is of enhancing the
sense of importance of normally unimportant sub-
jective experiences of sensations and perceptions.

Since with hallucinogens everything—even the
most familiar scenes—seems novel and is seen in a
new way, the experience is in startling contrast with
our normal view of the world. Such effects invite
many uses. The intrinsic effects of hallucinogenic
drugs not only shift perceptions, making the old
new, but evoke a loosening of emotions and
thoughts. Hence there were efforts to use hallucino-
genic drugs therapeutically—to stimulate and en-
hance new ways of examining problems. But in
spite of the alluring promise, no lasting improve-
ment in learning or problem solving has been found
after numerous studies. Similarly, the effects pro-
duced by hallucinogens seem so significant and
strikingly different from everyday life that they can
readily be used to enhance mystical thought and
belief. Some Native American groups thus use the
hallucinogen PEYOTE in religious ceremonies. The
intent is to dispose the celebrants to higher
thoughts (to be ““in the mind of God”); they are told
not to attend to the odd perceptions and rather to
relax and contemplate higher thoughts. Because
with hallucinogens one is not interested in tracking
detail, there is greater suggestibility and depen-
dence on structure, on a leader, on a prior belief, or
on the flow of music to guide, interpret, or “carry”
one through the experiences.
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Whether these drugs produce actual hallucina-
tions or, more commonly. illusions (which the sub-
ject usually feels are very real but knows are not)
has sometimes been debated, but not the fact that
these perceptions occur. Seeing geometric abstract
designs is not unusual. A characteristic effect is the
experience of sound triggering color and of the mix-
ing rather than the clear separation of different
sensory modalities—called synesthesia. For exam-
ple, sounds may be “seen,” or colors “heard.”
What has just been seen—say, a wall clock—
sometimes persists as one focuses on a face. Rather
than suppressing a previous perception as we nor-
mally do, it may linger. Perceptual boundaries are
thus loosened.

The commonly abused hallucinogenic sub-
stances can be classified according to their chemical
structure. All these hallucinogens are organic com-
pounds, and some are found in nature. Hallucino-
genic drugs can be placed in two major groups. The
first is known as the indole-type hallucinogens.
This family of hallucinogens has in common some

structural similarities to the NEUROTRANSMITTER
SEROTONIN, suggesting that their mechanism of ac-
tion could involve the disruption of or some alter-
ation in neurotransmission in NEURONS (nerve
cells) that use serotonin as the chemical messenger.
The indole-type hallucinogens include lysergic acid
derivatives such as LYSERGIC ACID DIETHYLAMIDE
(LLSD) and other compounds that have structural
similarities, such as DIMETHYLTRYPTAMINE (DMT),
PsiLocyBIN, and psilocin (see Figure 1).

The second major group of hallucinogens is the
substituted phenethylamines (see Figure 2). These
are MESCALINE, 2,5-dimethoxy-4-methylampheta-
mine (DomM or STP), 3.,4-methylenedioxy-
amphetamine, (MDA), and 3.4-methylenedioxy-
methamphetamine (MDMA or ecstasy). These hallu-
cinogens are structurally related to the phenethyl-
amine-type neurotransmitters, NOREPINEPHRINE,
epinephrine, and DoPAMINE. As with the indole-
type hallucinogens, the structural similarities of the
phenethylamine-type hallucinogens to these natu-
ral neurotransmitters may indicate that at least

HO CH,CH,;NH, 0. CoHs CH,CH,;N(CHj3),
0\ C"‘N\
C,Hs
I:I ™" N- CH3 1}1
H H
SEROTONIN
(neurotransmitter) N DMT
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0=p{
| ~ OH CH2CH2N(CH3)2
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N
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Figure 1
Indole-type Hallucinogens
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Figure 2
Substituted Phenethylamines

some of their effects involve interactions with sys-
tems that use these neurotransmitters. DOM, MDA,
and MDMA are synthesized compounds that have
structural similarities to the psychostimulant Am-
PHETAMINE. Thus, they also have some stimulant
properties aside from their hallucinogenic activity.
They have inaccurately been called psychotomi-
metic amphetamines, and they are sometimes re-
ferred to as stimulant-hallucinogens. It should be
pointed out that there are literally hundreds of
analogs of the above compounds that have been
synthesized and sometimes are found on the street,
the so-called DESIGNER DRUGS.

The overall psychological effects of the halluci-
nogens are quite similar—but the rate of onset,
duration of action, and absolute intensity of the
effects can differ. As the various hallucinogens dif-
fer widely in potency and in the duration of their
effects, some of the apparent qualitative differences
between hallucinogens may be due, at least in part,
to the amount of drug ingested. Aside from their
behavioral effects, the hallucinogens also possess
significant autonomic activity, meaning that they
can affect the sympathetic and parasympathetic
nervous systems. The autonomic effects can include
marked pupillary dilation and exaggerated re-
flexes. There may be increases in blood pressure,
heart rate, and body temperature. Some of the
hallucinogens may initially cause nausea. These
autonomic effects of the hallucinogens are variable
and may be due, at least in part, to the anxiety state

of the user. Acute adverse reactions include panic
attacks and self-destructive behavior.

(SEE ALSO: Ayahuasca; Complications: Mental Dis-
orders; Hallucinogenic Plants; lbogaine; Plants,
Drugs from)
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HARM REDUCTION  See Needle and Sy-
ringe Exchanges and HIV/AIDS; Netherlands,

Drug Use in the; Policy Alternatives

HARRISON NARCOTICS ACT OF 1914
The first international drug-control initiative, the
1909 SHaNGHAL OpiuM COMMISSION, brought the
international community together in efforts to curb
the illicit traffic and consumption of OPIUM, a NAR-
coTIC drug. The Shanghai Commission encouraged
participants to enact national legislation that would
address the problem of narcotics in their own coun-
tries. Representatives of several countries met at
the IHague at conferences in 1911 and 1913.

During this period, the U.S. Congress became
aware of public opinion favoring PROHIBITION of all
“moral evils,” especially alcohol and drugs. New
York Representative Francis B. Harrison, encour-
aged by both the Shanghai Commission’s directive
to enact national legislation to curb narcotics and
the reformists in the Progressive movement in the
United States who wanted to eradicate drug use
completely, introduced two measures—one to pro-
hibit the importation and nonmedical use of opium
and one to regulate the production of opium in the
United States. Congress enacted the Harrison Act
in December 1914 with minimal debate because
public opinion considered its passage necessary to
combat the “evils” of drugs.

PROVISIONS OF THE HARRISON ACT

Congress regulated drugs by imposing licensing
requirements on manufacturers, distributors,
sellers, importers, producers, compounders, and
dispensers. The Harrison Act required these parties
to register with the director of Internal Revenue,
within the Treasury Department, and to pay a
gradually increasing occupational tax. Congress
wanted to monitor the flow of opium and Coca

leaves so that government authorities would have
records of any transaction involving these drugs.
They would be allowed only for limited medical
and scientific purposes. Those individuals found in
violation of the act faced a maximum penalty of five
years in jail, a 2,000 dollar fine, or both.

TREASURY DEPARTMENT
REGULATIONS

Congress intended the Harrison Act to generate
revenue by imposing taxes on parties involved in
the trade, sale, and distribution of drugs. As a
result, Congress entrusted enforcement responsibil-
ity to the Treasury Department, in particular the
Internal Revenue Service and subsequently the
Narcotics Unit of the Bureau of Prohibition. The
Treasury Department attempted to limit narcotics
to medical and scientific use and prevent their
illegal diversion by physicians and druggists. The
Harrison Act required pharmacists to review pre-
scriptions to determine whether the quantity was
unusually large—that is, a suspicious or coerced
prescription.

Sales and transfers of narcotics could only be
made pursuant to official order forms obtained
from the director of Internal Revenue. District of-
fices of the Internal Revenue Service maintained
these records for two years. The act permitted a few
notable exceptions to form filings. For example,
qualified practitioners (physicians, dentists, and
veterinarians) could prescribe or dispense narcotics
to patients without completing the order forms but
were required to maintain records of all the sub-
stances distributed. Druggists could also fill lawful
prescriptions without completing order forms.

The Treasury Department interpreted the Har-
rison Act to prohibit drug addicts from obtaining
narcotics. Addicts were prohibited from registering
and could receive narcotics only through a licensed
physician, dentist, or veterinarian. The Treasury
Department regulations also prohibited physicians
from maintaining a patient-addict on narcotics, a
practice frequently used to help addicts avoid se-
vere WITHDRAWAL pain while they were gradually
weaned from narcotic DEPENDENCE. The Treasury
Department interpreted possession of narcotics as
prima facie evidence of a Harrison Act violation,
and the burden of proof shifted to the suspect, who
had to document that the narcotics were obtained

legally.
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The Treasury Department enforced the Harrison
Act primarily through warnings. At times, however,
the department charged physicians and druggists
with conspiracy when authorities arrested an indi-
vidual who possessed narcotics without a preserip-
tion made in good faith, and a connection could be
made that the physician or the druggist provided
the narcotics.

THE HARRISON ACT AND
U.S. DRUG POLICY

Many critics of the Harrison Act argue that the
legislation created more problems than it solved. In
particular, they charge that the measure failed to
eradicate the narcotics problem, primarily because
it failed to prohibit the sale and distribution of
MARIJUANA. In addition, detractors argue that the
act did not resolve the issue of whether drug addicts
should be treated as criminals or as patients re-
quiring medical treatment. They also contend that
the courts hampered the Treasury Department’s
enforcement authority. Specifically, courts prohib-
ited the Treasury Department from seizing narcot-
ics, interpreting the Harrison Act to serve as a reve-
nue, rather than as a penal, measure. After passage
of the Harrison Act, illicit use of narcotics increased
initially as a result of these omissions or
ambiguities.

Despite these criticisms, the Harrison Act is sig-
nificant because it led to a national focus on the
dangers of narcotics and drug abuse. Most impor-
tant, the Harrison Act served as the impetus for
further legislation, such as the 1970 Controlled
Substances Act, all of which attempt to combat the
illegal sale, distribution, and consumption of nar-
cotics and other abusable substances in the United
States, while ensuring their availability for medical
purposes.

(SEE ALSO: Anslinger, Harry J., and U.S. Drug Pol-
icy; Britain, Drug Use in; Legal Regulation of
Drugs and Alcohol; Opioids and Opioid Control:
History; Psychotropic Contention; Rolleston Re-
port; Treatment: History of)
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HASHISH Hashish is the Arabic word for a
particular form of CANNABIS SATIVA; it came into
English at the end of the sixteenth century. Hashish
is the resin derived principally from the flowers,
bracts, and young leaves of the female hemp plant.
The resin contains cannabinoids—the one of major
interest being TETRAHYDROCANNABINOL (THC).
The THC content will vary depending upon the
composition of the hashish, but often it is about 4
percent or more. Usually the resinous portion is
sticky enough to allow the material to be com-
pressed into a wafer or brick. Some preparations
contain only the resin and are known as hashish oil.
Similar preparations of the resinous material and
flowering tops of the plant have been given a vari-
ety of names in different regions—charas in India,
esvar in Turkey, anascha in areas of the former
USSR, &if in Morocco and parts of the Middle East.

One of the ways in which hashish is prepared is
to boil Cannabis leaves in water to which butter has
been added. THC, being extremely fat-soluble,
binds with the butter, which can then be used for
making various confections, cookies, and sweets;
these are eaten to obtain the effects of the drug.
Although hashish is often taken by mouth, it can
also be smoked, just as MARIJUANA is.

Hashish was introduced to the West in the mid-
dle of the nineteenth century by a French psychia-
trist, Moreau de Tours, who experimented with the
drug as a means of understanding the phenomenon
of mental illnesses. He not only experimented on
himself but on a coterie of friends of considerable
literary talent. These included Theophile Gautier,
Alexander Dumas, and Charles Baudelaire. This
group named themselves “‘Le Club des
Haschschins” or ““The Club of Hashish-Eaters.”
The lurid descriptions of the drug effects by these
talented writers no doubt helped popularize the
drug. Most of their accounts dwelt on beautiful
HALLUCINATIONS and a sense of omnipotence.
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TABLE 1
Net Hashish Production, in Tons
US. Metric
Source Country Measure Measure
Leb 1990 110 100
chanon 1991 600 545
. 1990 220 200
Pakistan 1991 220 200
. . 1990 330 300
Afghanistan 1991 330 300
M 1990 94 85
oroeeo 1991 94 85
1990 754 685
TOTAL 1991 1,244 1,130

$OURCE: International Narcotics Control Strategy Report
1992.

Doses must have been large, since the effects de-
scribed are more characteristic of HALLUCINOGENIC
DRruUGS than effects experienced by present-day
users (smokers) of marijuana.

Hashish was introduced into England at about
the same time, by an Irish physician,
O’Shaughnessy, who had spent some time in India,
where he had become familiar with it. The material
was soon hailed as a wonder drug, being used for all
sorts of complaints: PAIN, muscle spasms, convul-
sions, migraine headaches, and inflamed tonsils. As
most of the preparations were weak and the doses
used were small, any beneficial effects might be
attributable to a placebo elfect.

A preparation, Tilden’s Extract of Cannabis In-
dica, became a popular remedy in the United States
in the 1850s. An amateur pharmacologist, Fitz
Hugh Ludlow, used this preparation for self-exper-
iments in which he was able to explore its halluci-
nogenic properties. He may have become somewhat
dependent on hashish but finally gave it up. His
descriptions of the effects of the drug were similar
to what had previously been experienced by Asian
users: euphoria and uncontrollable laughter; al-
tered perceptions of space, time, vision, and hear-
ing; synesthesias and depersonalization.

Hashish is currently the most potent of all Can-
nabis preparations: A lot of drug effect is packed
into a small parcel. Regulation of the dose is diffi-
cult because of its variable potency, and labels for
street drugs are notoriously unreliable, however.
What may be sold as hashish may often be closer to
ordinary marijuana in potency.

(SEE ALSO: Amotivational Syndrome; Creativity
and Drugs; Lpidemics of Drug Use; Marihuana
Commission; Plants, Drugs from)
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HAZELDEN CLINICS See Treatment Pro-
grams/Centers/Organizations: An Historical Per-
spective

HEART DAMAGE See Alcohol: Complica-

tions; Cocaine; Tobacco: Medical Complications

HEMP In the narrow sense, hemp refers to a
fiber derived from certain strains of CANNABIS
SATIVA, a bushy herb that originated in ASIA. In the
broader sense, it also denotes the other use of the
plant, as a source of MARIJUANA. Although Canna-
bis sativa is generally considered to be a single
species, two genetic strains show considerable dif-
ferences. One is used for fiber production and has
been so used for centuries to make rope, floor cov-
erings, and cloth. Hemp plants have been grown for
this purpose as commercial crops in Asia and even
in colonial America; during World War II, they

Figure 1

Hemp Plant
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were grown in the midwestern United States when
the Asian supply was unavailable.

The other strain of the hemp plant produces a
poor fiber but has a relatively high drug content; it
is used for its PSYCHOACTIVE effect. Near the end of
the nineteenth century, the Indian Hemp Drug
Commission (1895) produced one of the first major
assessments of Cannabis as a drug, finding it not a
major health hazard. Consequently, it remains in
legal use in India for both medicinal and social
purposes, where it is called BHANG.

(SEE ALSO: Plants, Drugs from)
LEo E. HOLLISTER

HEROIN MORPHINE was first identified as the
pain-relieving active ingredient in OPIUM in 1800.
But morphine was not free of the habit-forming
and toxic effects of opium. By the late nineteenth
century, the idea of modifying molecules to change
their pharmacological actions was well established.
It seemed quite reasonable to use this approach to
develop new chemical entities that might be free of
the problems seen with morphine. In Germany, in
1898, H. Dresser introduced such a new drug—
3,60-diacetylmorphine
named there by the Bayer Company, which pro-
duced and marketed it, named it heroin (presum-
ably from heroisch, meaning “‘heroical”), because
it was more potent than morphine.

Although heroin is structurally very similar to
morphine, it was hoped that it would relieve PAIN
without the tendency to produce ADDICTION. Turn-
of-the-century medical writings and advertise-
ments, both in Europe and the United States,
claimed that heroin was effective for treating pain
and cough. Many suggested that it was less toxic

into medical use; it was

than morphine and was nonaddictive. A few even
suggested that heroin could be a nonaddicting cure
for the morphine habit. Clearly, this was not the
case, and within a year or two of its introduction,
most of the medical community knew so. By the
1920s, heroin had become the most widely abused
of the OPIATES.

PHARMACOLOGY

Heroin is a white powder that is readily soluble
in water. The introduction of just two esters onto
the morphine molecule changes the physical prop-
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Figure 1
Heroin
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erties of the substance such that there is a signifi-
cant increase in solubility, permitting solutions
with increased drug concentrations. A more subtle
advantage of heroin is its greater potency compared
to morphine. The volume of drug injected may be
particularly important when high doses are used.
Thus, 1 gram of heroin will produce the effects of 2
to 3 grams of morphine; by converting morphine to
heroin, producers increase both the potency and
the value of the drug.

Following injection, heroin is very potent, with
the ability to cross the blood-brain barrier and
enter the brain. This barrier results from a unique
arrangement of cells around blood vessels within
the brain, which limits the free movement of com-
pounds. Many factors contribute to the barrier—in
general, the less polar a drug, the more rapidly it
enters the brain. Heroin, however, has a very short
half-life in the blood (amount of time that half the
drug remains). It is rapidly degraded by esterases,
the enzymes that break ester bonds. The acetyl
group at the 3-position of the molecule is far more
sensitive to these enzymes than the acetyl group at
the 6-position. Indeed, the 3-acetyl group is at-
tacked almost immediately after injection and,
within several minutes, virtually all the heroin is
converted to a metabolite, 6-acetylmorphine. The
remaining acetyl group at the 6-position is also lost,
but at a slower rate. Loss of both acetyl groups
generates morphine. It is believed that a combina-
tion of 6-acetylmorphine and morphine is responsi-
ble for the actions of heroin.

MEDICINAL USE

The pharmacology of heroin is virtually identical
to that of morphine. This probably reflects its rapid
conversion to 6-acetylmorphine and morphine. De-
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Mexican brown heroin and Southeast Asian

heroin. Although pure heroin is a white powder,
most heroin that is sold on the street varies in
color from white to dark brown, with an average
purity of 35 percent. (Drug Enforcement
Administration)

tailed studies comparing the actions of heroin and
morphine in cancer patients with severe pain have
shown very little difference between the two agents,
other than simple potency. Heroin may have a
slightly more rapid onset of action than morphine
and it is certainly two to three times as potent (pre-
sumably due to its greater facility in crossing the
blood-brain barrier). This difference in potency is
lost with oral administration. The pain relief (anal-
gesia) from both agents is comparable when the
doses are adjusted appropriately. At equally effec-
tive ANALGESIC doses, even the euphoria seen with
heroin is virtually identical to that of morphine.
From the clinical point of view, there is little differ-
ence between one drug and the other. Both are
effective analgesics and can be used beneficially in
the treatment of severe pain. Heroin is more soluble,
which makes it somewhat easier to give large doses
by injection, with smaller volumes needed. Many of
the similar semisynthetic agents, such as Hy-
DROMORPHONE, however, are many times more po-
tent than heroin and offer even greater advantages.

One widespread use of heroin in the United
Kingdom was in the early formulations of
Brompton’s Cocktail, a mixture of drugs designed
to relieve severe pain in terminal cancer patients.
The heroin employed in the original formula is now
typically replaced with morphine without any loss
in effectiveness. For many years, some groups have
maintained that heroin is more effective in the
relief of cancer pain than morphine is. Careful
clinical studies show that this is not true, but the
most important issue is using an appropriate dose.
Thus, heroin offers no major advantage over mor-
phine from the medical perspective.

STREET HEROIN

Since heroin has no approved medical indica-
tions in the United States, it is only available and
used illicitly. The marked variability of its purity
and the use of a wide variety of other substances
and drugs to “cut” street heroin poses a major
problem. This inability to know what is included in
each drug sale makes the street drug more than
doubly dangerous. Typically, heroin is adminis-
tered intravenously, which provides a rapid
“rush,” a euphoria, which is thought to be the
important component of heroin’s addictive proper-
ties. It can be injected under the skin (subcutane-
ously, SC) or deep into the muscle (in-
tramuscularly, IM). Multiple intravenous injections
leave marks, called tracks, in a much-used injec-
tion site, which often indicate that a person is abus-
ing drugs; but heroin can also be heated and the
vapors inhaled through a straw (called “‘chasing
the dragon™). It can also be smoked in a cigarette.
While the heat tends to destroy some of the drug, if
the prcparation is pure CﬂOngh, a sufficient amount
can be inhaled to produce the typical opiate elfect.

Heroin use is associated with TOLERANCE AND
DEPENDENCE. Chronic use of the drug leads to a
decreased sensitivity toward its euphoric and anal-
gesic actions, as well as to dependence. Like mor-
phine, the duration of action of heroin is approxi-
mately 4 to 6 hours. Thus, addicts must take the
drug several times a day to prevent the appearance
of WITHDRAWAL signs. Many believe that the need
to continue taking the drug to avoid withdrawal
enhances its addictive potential.

Patients taking opiates medicinally can be taken
off them gradually, without problems. Lowering
the opiate dose by 20 to 25 percent daily for two or
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three days will prevent severe withdrawal discom-
fort and still permit rapid taper off the drug.
Abrupt withdrawal of all of the drug is very differ-
ent—and leads to a well-defined abstinence syn-
drome that is very similar for both heroin and mor-
phine. It includes eye tearing, yawning, and
sweating after about eight to twelve hours past the
last dose. As time goes on, people develop restless-
ness, dilated pupils, irritability, diarrhea, abdomi-
nal cramps, and periodic waves of gooseflesh. The
term cold turkey is now used to describe abrupt
withdrawal with the associated gooseflesh. The her-
oin withdrawal syndrome peaks between two and
three days after stopping the drug, and symptoms
usually disappear within seven to ten days, al-
though some low-level symptoms may persist for
many weeks. Babies of mothers dependent on opi-
ates are born dependent, and special care must be
taken to help them withdraw during their first
weeks. Medically, although miserable, heroin with-
drawal is seldom life threatening—unlike with-
drawal from alcohol, which can sometimes be fatal.

OVERDOSE

Overdosing is a common problem among heroin
addicts. The reason is not always clear, but wide
variation in the purity of the street drug can make it
difficult for the addict to judge a dose. Some impu-
rities used to cut the drug may be toxic themselves.
With OVERDOSE, a person becomes stuporous and
difficult to arouse. Pupils are typically small and
the skin may be cold and clammy. Seizures may
occur, particularly in children or babies. Breathing
becomes slow, and cyanosis—seen as a darkening
of the lips to a bluish color—may develop, indicat-
ing inadequate levels of oxygen in the blood. With
respiratory depression, blood pressure may then
fall. These last two signs are serious, since most
people who die from overdose, die from respiratory
failure. Complicating the problem is the fact that
many addicts may have taken other drugs, used
alcohol, and so on. Some of them may have been
taken on purpose, and some may have been a part
of the street drug.

NALOXONE can readily reverse some opiate
problems, since it is a potent opiate ANTAGONIST.
This drug binds to opiate RECEPTORS and can re-
verse morphine and heroin actions. The appropri-
ate dose may be a problem, however, since nalox-

one can also precipitate a severe abstinence
syndrome in a dependent person.

(SEE ALSO: Addiction: Concepts and Definitions;
International Drug Supply Systems; Methadone
Maintenance Programs; Opioids: Complications
and Withdrawal; Treatment: History of )
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HEROIN: THE BRITISH SYSTEM What
is sometimes referred to as the British “system” of
drug control is notreally a system; rather, itis a set of
principles and programs that represent one form of
societal response to HEROIN use and OPIATE DEPEN-
DENCE. The principles encompass the idea that gov-
ernment ought to offer public-health and medical
programs that will help contain Britain’s heroin
problem, in addition to its response in the form of
law enforcement. In BRITAIN, the concept of pun-
ishing heroin-dependent individuals for depen-
dence as such is as alien as punishing people for
becoming infected with syphilis or needing insulin
for diabetes.

A key element in this system is allowing medical
practitioners to provide maintenance doses of OpI-
ATES or opioid drugs (sometimes including heroin as
well as METHADONE and other opioids) when a diag-
nosis of heroin dependence can be substantiated.
The initial programmatic efforts allowed for the
prescribing of such drugs by general medical practi-
tioners; but more recently, responsibility for treat-
ment of opioid-dependent persons has shifted to
government-run specialized Drug Dependency
Units.
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BACKGROUND

Drug control in Britain was established between
1910 and 1930, with a solid grounding in public
health and medical practice. This British approach
to drug problems as public-health problems
seemed especially attractive as an alternative to
U.S. drug prohibition policies, even when the her-
oin problem in the United States was relatively
small, back before 1960. Thus, beginning in the
late 1940s, some Americans started to advocate the
use of the British system in the United States—that
is, a nonpunitive, public-health approach to the
treatment of drug dependence, especially depen-
dence on heroin.

In 1960, the drug problem was essentially a non-
issue in the political life of Britain, although the
structures for control in the two countries remained
very different. In the United States, a prohibitionist
policy continued in place whereby criminal penal-
ties were imposed for heroin possession and use—
and sometimes for being addicted to heroin. Physi-
cians rarely treated opiate addicts and could not
legally provide a known addict with opiates on a
maintenance basis. As a result, from early in the
twentieth century, virtually all heroin addicts pur-
chased supplies from illegal heroin sellers. With the
exception of a brief time during which maintenance
programs were available, relatively few addicts
sought drug treatment from doctors, and treatment
for heroin dependence often was available only at
two federal narcotic hospitals and select public and
private facilities. In NEW YORK and CALIFORNIA, in
particular, large numbers of heroin abusers were
arrested and imprisoned for heroin sales, for pos-
session, or for other crimes sometimes committed to
gain funds to purchase illegal heroin (e.g., robbery,
burglary).

In contrast, by 1960, Britain had had many
years of experience with a “‘medical” or “public-
health” policy for controlling heroin and opiates
(originating with the ROLLESTON REPORT of 1926).
Fewer than 100 heroin addicts and fewer than 500
abusers of all drugs were known in Britain in 1960.
Persons identified by a doctor as being addicted to
heroin or other dangerous drugs could be (and
usually were) treated by a private practitioner. The
physician was required to notify the Home Office of
the names of the addicts but was at liberty to
prescribe heroin or opiates for them in any amounts
for long time periods. Their treatment became

funded by the National Health Service after World
War II, like any other medical service. No other
treatment (at a clinic, hospital, or nonmedical facil-
ity) was available. Penalties for the illegal sale of
heroin or opiates carried sanctions of less than a
year and were rarely imposed. Few British pris-
oners were heroin addicts.

British drug policy has been and continues to be
set primarily by Home Office staff in collaboration
with leading physicians and addiction specialists.
British law-enforcement and criminal-justice prac-
titioners were largely excluded from policymak-
ing—whereas their counterparts in the United
States have a primary role in formulating American
drug policy. Following the Rolleston precedent,
several special committees issued reports establish-
ing the basic directions of British drug policy. The
first Brain Committee (1958) reaffirmed the
Rolleston recommendation to provide heroin and
allow maintenance doses of opiates; it opposed
U.S.-sponsored proposals to prohibit heroin manu-
facture in Britain.

CHANGING MEDICAL POLICIES ON
DRUG CONTROL

The situation changed in the early 1960s, how-
ever, and, based on recommendations of the second
Brain Committee (1964), clinics for controlling and
containing the heroin problem were implemented
under the Dangerous Drug Act Regulations in
1968. Responsibility for the treatment of addicts
generally was shifted from general practitioners
(GPs) to Drug Dependency Units (DDUs). When a
heroin abuser seeks treatment from a GP, however,
the doctor can refuse treatment, refer the patient to
a DDU, or provide declining methadone doses over
six months (called long-term detoxification in the
United States) or provide regular methadone main-
tenance (although this is rarely done by a GP).

The DDUs or drug clinics provide a range of
services funded by the National Health Service. In
1989, thirty-five DDUs operated in Britain and
were directed by consulting psychiatrists who spe-
cialized in addiction treatment and prescribing. In
smaller towns without clinics, one or two GPs can
be licensed by the Home Office to provide treat-
ment for addicts in the area. New applicants are
interviewed and their urine tested to verify opiate
use. The clinic physician develops a treatment plan
with the patient, arranges weekly conferences, and
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mails the prescription directly to a local pharmacy;
it will be filled for the client on a daily basis. The
Home Office also convenes meetings with several
DDU directors to discuss common policies and
practices, and to recommend approval or removal
of licenses, when necessary, for physicians to pre-
scribe dangerous drugs.

When the DDUs opened, most clinics made deci-
sions to shift patients receiving prescriptions for
injectable heroin onto injectable methadone. The
pharmacist dispensed needles, syringes, and am-
poules of methadone.

Over the period 1975 to 1983, many clinic di-
rectors shifted most patients from injectable to oral
methadone maintenance. In the early 1980s, as
illegal supplies of heroin became common in British
cities, many clinics shifted away from oral metha-
done maintenance. IIlsteaLL the treatment policy at
several clinics was to provide gradual withdrawal
(detoxification in the United States); rarely were
patients provided with long-term maintenance
doses. As AIDS was tied to shared needles and
syringes by injecting addicts, prevention became an
important subgoal of drug treatment; however, new
emphasis was then placed on oral methadone
maintenance. In the early 1990s, the DDUs had
heroin-abusing clients, many of whom received
gradual reduction (detoxification) and others who
received maintenance on methadone. Relatively
few received prescriptions for injectable methadone
or heroin, even though DDU doctors could legally
and appropriately provide such services.

A continuing controversy within Britain in the
1990s has been whether the clinic system could
stem or contain the heroin problem, and whether
the clinic’s shift away from prescribing heroin and
injectable drugs contributed to the growth of black-
market heroin. In discussion groups, some experts
argued that many black-market heroin users would
seek treatment if the clinics returned to prescribing
injectable heroin or methadone. Such a policy also
might reduce addict crime and prevent transmis-
sion of the AIDS virus. This, however, would
change the profile of patients: Clinic directors
would have to deal with addicts who have no inten-
tion of stopping heroin use.

The British have amended the Dangerous Drug
Act several times since 1960, thereby making the
illegal sale of heroin, cocaine, and marijuana crimi-
nal offenses. Although the vast majority of drug
arrestees are only “cautioned,” even after repeated

instances of offense, many illegal sellers and heroin
abusers arrested for robbery, burglary, and theft
can be and are imprisoned. Thus, an increasingly
larger proportion of British prisoners are heroin
addicts. Between 1979 and 1984, seizures of illegal
drugs went up tenfold, incarcerated drug offenders
went up fourfold, and the consumption of heroin
increased by 350 percent—Dbut heroin prices de-
creased by 20 percent.

Rise of Nonmedical Drug Treatment. The
increase in black-market heroin, substantial in-
creases in heroin abusers who avoid the DDUs,
apparent increase in penal sanctioning, and a host
of complex issues have led to dissatisfaction with
the original British System, with its medical model
of drug treatment. Influenced by U.S. therapeutic
communities and outpatient local programs that
promote a drug-free environment, British social
service agencies have begun developing similar
programs thereby “‘reaching out” to clients and
providing alternative services in a context that i