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THE TENTH EDITION of Drugs and Society is intended
to convey to students the impact of drug use
and/or abuse on the lives of ordinary people.
The authors have combined their expertise in the
fields of drug abuse, pharmacology, and sociology
with their extensive experiences in research,
treatment, teaching, drug policy-making, and
drug policy implementation to create an edition
that reflects the most current information and
understanding relative to drug abuse issues avail-
able in a textbook.

We made the tenth edition of Drugs and Society
an exceptionally comprehensive text on drug use
and drug-related problems. This book is written on
a personal level and directly addresses the college
student by incorporating individual drug use and
abuse experiences, as well as personal and institu-
tional perspectives. For example, many chapters
include excerpts from personal experiences with
recreational drug users, habitual (often addicted)
drug users, and former drug users. Students will
find these personal accounts both insightful and
interesting. This approach makes Drugs and Society
truly unique. This was implemented in response to
suggestions from readers, students, and instructors
to further stimulate students’ interest.

Drugs and Society was written to instruct university
students from a wide range of disciplines to gain a
realistic perspective of drug-related problems in
our society. Students in nursing, physical education
and other health sciences, psychology, social work,
and sociology will find that our text provides useful
current information and perspectives to help them
understand these critical issues:

Social, psychological, and biological reasons
why drug use and abuse occurs

The results of drug use and abuse

How to prevent and treat drug use and abuse
How drugs/medications can be used effec-
tively for therapeutic purposes

To achieve this goal, we have presented the
most current and authoritative views on drug
abuse in an objective and easily understood
manner. To help students appreciate the multifac-
eted nature of drug-related problems, the Tenth
Edition exposes the issues from pharmacological,
neurobiological, psychological, and sociological
perspectives. Besides including the most current
information concerning drug use and abuse topics,
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each chapter includes updated and helpful learn-
ing aids for students:

Holding the Line: Vignettes intended to help
readers assess governmental efforts to deal
with drug-related problems.

Case in Point: Examples of relevant clinical
issues that arise from the use of each major
group of drugs discussed.

Here and Now: Current events that illustrate the
personal and social consequences of drug abuse.
Point/Counterpoint: Features that expose
students to different perspectives on drug-
related issues and encourage them to draw
their own conclusions.

Highlighted definitions: Definitions of new ter-
minology are conveniently located on the
same page of their discussion in the text.
Learning objectives: Goals for learning are
listed at the beginning of each chapter to
help students identify the principal concepts
being taught.

Summary statements: Concise summaries
found at the end of each chapter correlate
with the learning objectives.

Chapter questions: Provocative questions at
the end of each chapter encourage students
to discuss, ponder, and critically analyze their
own feelings and biases about the information
presented in the book.

Concise and well-organized tables and figures:
Updated features found throughout the book
present the latest information to students in
an easily understood format.

Color photographs and drawings: These addit-
ions graphically illustrate important concepts
and facilitate comprehension as well as reten-
tion of information.

Because of these updated features, we believe
that this edition of Drugs and Society continues to
be much more “user friendly” than the previous
editions and will encourage student motivation
and learning.

The Tenth Edition of Drugs and Society includes
updated statistics and current examples of the key
principles being taught in this text. The new topi-
cal coverage includes discussion of:

The abuse of prescription and performance-
enhancing drugs

Details on public advertising of prescription pro-
ducts and the resulting consumer controversy



The most recent information on the metham-
phetamine epidemic and the personal and
social consequences

The latest status of over-the-counter (OTC)
stimulants and decongestants, as well as abuse
of other OTC products

Updated data on abuse levels in young people
Current topics such as steroids in baseball,
OxyContin, restrictions on pain pills, and
heroin potency

The latest information on HIV/AIDS impact,
especially in drug abusers

Risk factors and protective factors for drug abuse
The most recent information on alcohol prob-
lems in young people and college students
“National Household Survey” (National Sur-
vey on Drug Use and Health) and “Monitor-
ing the Future” survey data

The material in the text encompasses biomed-
ical, sociological, and social-psychological views.
Chapter 1 provides a helpful overview: the current
dimensions of drug use (statistics and trends) and
the most common currently abused drugs. Chap-
ter 2 comprehensively explains addiction and
drug use and abuse from multidisciplinary and
theoretical standpoints. The latest biological, psy-
chological, social-psychological, and sociological
perspectives are explained. Chapter 3 discusses
how the law deals with drug use and abuse of both
licit (alcohol, OTC, and prescription) and illicit
(marijuana, hallucinogens, and cocaine) drugs.

Chapter 4 helps the student understand the
basic biochemical operations of the nervous and
endocrine systems and explains how psychoactive
drugs and anabolic steroids alter such functions.
Chapter 5 instructs students about the factors that
determine how drugs affect the body. This chap-
ter details the physiological and psychological
variables that determine how and why people
respond to drugs used for therapeutic and recre-
ational purposes.

Chapters 6 through 14 deal with specific drug
groups that are commonly abused in this country.
Those drugs that depress brain activity are discussed
in Chapters 6 (sedative-hypnotic agents), 7 and 8
(alcohol), and 9 (opioid narcotics). The drugs that
stimulate brain activity are covered in Chapters 10
(amphetamines, cocaine, and caffeine) and 11
(tobacco and nicotine). The last major category of
substances of abuse is hallucinogens. Such drugs
alter the senses and create hallucinatory and/or dis-
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torted experiences. These substances are discussed
in Chapters 12 (hallucinogens such as LSD, mesca-
line, Ecstasy, and PCP) and 13 (marijuana). Chapter
14 discusses inhalants, substances that are particu-
larly popular among youth.

Although most drugs that are abused cause
more than one effect (for example, cocaine can
be a stimulant and have some hallucinatory prop-
erties), the classification we have chosen for this
text is frequently used by experts and pharmacolo-
gists in the drug abuse field and is based on the
most likely drug effect. All of the chapters in this
section are similarly organized. They discuss:

The historical origins and evolution of the
agents so students can better understand
society’s attitudes toward, and regulation of,
these drugs

Previous and current clinical uses of these
drugs to help students appreciate distinctions
between therapeutic use and abuse

Patterns of abuse and distinctive features that
contribute to each drug’s abuse potential
Nonmedicinal and medicinal therapies for
drugrelated dependence, withdrawal, and
abstinence

Chapter 15 explores the topic of drugs and
therapy. Like illicit drugs, nonprescription, pre-
scription, and herbal drugs can be misused if not
understood. This chapter helps the student to
appreciate the uses and benefits of proper drug
use as well as to recognize that licit (legalized)
drugs can also be problematic.

Chapter 16 explores drug use in several major
subcultures: sports/athletics, women, adolescents,
college students, HIV-positive people, and enter-
tainment. Included in this chapter is a discussion
of new media “electronic” drug subcultures that
have recently arisen.

Chapter 17 acquaints students with drug abuse
prevention. This chapter focuses on the following
topics: (1) the most prominent factors affecting an
individual’s use of drugs, (2) major types of drug
prevention programs, (3) major types of drug users
that must be recognized before creating a preven-
tion program, (4) the four levels of comprehensive
drug prevention programs for drug use and abuse,
(5) major family factors that can affect the use of
drugs, (6) primary prevention programs in higher
education, (7) four recent large-scale prevention
programs, and (8) two additional prevention
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measures that may substitute for the attraction to
drug use.
Chapter 18 focuses on treating drug dependence.
The Appendix in this Tenth Edition includes a
detailed presentation of schedules for drugs of
abuse.

Instructor’s Aids

The ancillary package for the Tenth Edition in-
cludes the most contemporary technology. For
instructors who adopt the Tenth Edition, an Instruc-
tor’s ToolKit CD-ROM is available. Designed for
classroom use, this CD contains PowerPoint pre-
sentations, a TestBank, an Image Bank, and lecture
outlines. Other instructor resources such as answers
to the Student Study Guide can be found on
http://health.jbpub.com/drugsandsociety/10e. For
distance learning options or additional informa-
tion, call your Jones and Bartlett Publishers Repre-
sentative at 800-832-0034.

Student’s Aids

For students using the Tenth Edition, a study guide is
available packaged with the text or available for pur-
chase separately. This study guide helps students to
master key concepts, new terms, and critical issues.
The companion web site, available at http://
health.jbpub.com/drugsandsociety/10e, offers stu-
dents practical learning and studying tools includ-
ing Web links, practice quizzes, animated flashcards,
crossword puzzles, and an online glossary.
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Did You Know?

O The popular use of legal drugs, particularly alcohol and
tobacco, has caused far more deaths, sickness, violent
crimes, economic loss, and other social problems than
the use of all illegal drugs combined.

O The effect a drug has depends on multiple factors:
(1) the ingredients of the drug and its effect on
the body, (2) the traditional use of the drug,

(3) individual motivation, and (4) the social and
physical surroundings in which the drug is taken.

O Attempts to regulate drug use were made as long ago as
2240 B.C.

O In the past, the penalty for cigarette smoking was
having the nose cut off in Russia, the lips sliced off in
Hindustan (India), and the head chopped off in China
(Thio 1983, 1995, 2000).

O Druguse — both licit and illicit drugs — is an “equal-
opportunity affliction.” This means that drug consump-
tion is found across all income levels, social classes,
genders, races, ethnicities, lifestyles, and age groups.

O Approximately 76% of drug users in the United States
are employed either full- or part-time.

O Approximately 41% of convicted inmates had been
drinking alcohol, and 36% were using drugs at the time
they committed their offense (Harlow 1998).

Drugs and Society Online is a great source for
additional drugs and society information for
both students and instructors.

Visit http://drugsandsociety.jbpub.com

to find a variety of useful tools for learning,
thinking, and teaching.

CHAPTER

Introduction to
Drugs and Society

Learning @bjectives

On completing this chapter you will be able to:

Explain how drug use is affected by
pharmacologdical, cultural, social, and
contextual factors.

Recognize the key terms for initially
understanding drug use.

Explain when drugs were first used and under
what circumstances.

Indicate how widespread drug use is and who
the potential drug abusers are.

List four reasons why drugs are used.

Rank in descending order, from most
common to least, the most commonly used licit and
illicit drugs.

Name three types of drug users, and explain how
they differ.

Describe how the mass media promote
drug use.

(©)

(©)

Explain when drug use leads to abuse.

(©)

List and explain the phases of drug addiction.

(©)

List the major findings regarding drugs and crime.

(©)

Define employee assistance programs and explain
their role in resolving productivity problems.

(©)

Explain the holistic self-awareness approach.
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Introduction

ach year, at an accelerating rate, as technology

brings about new changes, our family, commu-
nity, city, and nation, as well as the entire world,
experience social change. These technological
changes affect our everyday lives. It is no exaggera-
tion to say that today, more than ever before, tech-
nology drives social change. More importantly,
this change affects our lives. As an example, let
us look at the cellular phone as a recent inno-
vation. Your great-grandparents may have been
fortunate to have a black stationary and wired
telephone at home to communicate with friends
and neighbors living at a distance. Likewise, your
grandparents had newer versions of the same tele-
phone with an extension telephone used in other
parts of their homes. Your parent(s) had the same
type of telephone, but it was more stylized with
several extension phones in their homes. Today,
your technological reality includes home-based
telephones, facsimile machines, pagers, and
mobile (cellular) telephones, with Internet capa-
bility, instant messaging, speaker capability, caller
identification, alarm clock, games, and other soft-
ware that were never imagined 20 years ago. Fur-
ther, we now have another generation of mobile
phones with which you can have a live, visual con-
versation with a friend living practically anywhere
in the world.

Consider another example. More than likely,
your great-grandparents wrote letters on manual
typewriters. Your grandparents wrote letters on
electric typewriters, whereas your parents started
writing letters on electric typewriters and then
had to change to computers. Today, you often
communicate with family members and friends by
email and instant messaging. Although the elec-
tronic “gadgets” that surround your life are per-
ceived as normal, a visit to a museum displaying
science and technology offers many surprises and,
more than likely, an appreciation for how “things
were and how much they have changed.” These
examples illustrate how the way we do things is in
a continuous state of development. Life is chang-
ing so rapidly that there is constant demand to
keep pace and remain current with newly devel-
oping gadgets.

What does this have to do with drug use and/or
abuse? Just as electronics continually evolve, drugs
follow similar paths of evolution. Today, there are
thousands of new drugs available that are used
either legally or illegally. These drugs are used for

medicinal purposes, recreational purposes, or to
achieve effects that do not include maintaining
health. Other people in society use drugs to cope
with pressures emanating from social change. Some
people use and eventually abuse drugs to cope
with, delay, or even avoid social change.

Despite the wealth of knowledge regarding the
dangers of unnecessary drug use, together with
the recent laws prohibiting drug manufacture and
consumption, and the ensuing stiff penalties for
violating such drug laws, many more people today
than in the past use legal and illegal types of drugs
without any medically approved reason.

Anyone can become dependent and addicted to
a drug. For example, the desire to use a drug be-
fore drug dependence (addiction) sets in is both
seductive and nondiscriminating of its users. Most
people do not realize that drug use causes at least
three major simultaneous changes:

The social and psychological basis of the attrac-
tion to a particular drug can be explained as
feeling rewarded or satisfied from social pres-
sures that have become postponed, momen-
tarily rectified, or neutralized and defined as
nonproblematic.

Pharmacologically, the use of such a drug alters
body chemistry largely by interfering with
(affecting) its proper (homeostatic) function-
ing. Drugs enhance, slow down, or distort
the reception and transmission of reality.

The desire may satisfy an inborn or genetically
programmed need or desire.

(Much more detail regarding this example is pre-
sented later in this chapter and in Chapter 2.)

Many argue that our “reality” would become per-
ilous and unpredictable if people were legally free
to dabble in their drugs of choice. Many do not
realize, however, that if abused, even legal drugs
can alter our perception of reality, become severely
addicting, and destroy our social relationships with
loved ones. Before delving into more detailed in-
formation, which is the basis of the other chapters
in this book, we begin by examining and answering
some key questions related to drug use:

What constitutes a drug?
What are the most commonly abused drugs?
What are designer drugs?



How widespread is drug abuse?

What is the extent and frequency of drug use
in our society?

What are the current statistics on and trends
in drug use?

What types of drug users exist?

How does the media influence drug use?
What attracts people to drug use?

When does drug use lead to drug dependence?
When does drug addiction occur?

What are the costs of drug addiction to society?
What can be gained by learning about the
complexity of drug use and abuse?

Dimensions of Drug Use

To determine the perception of drug use in our
country, we asked several of our many interviewees
presented in this book, “What do you think of
drug use in our society?” The following are three
of the more typical responses:

I think it is a huge problem, especially when
you think about the fact that there are so many
people doing drugs. Even in my own family, my
sister’s kids have had drug problems. My niece
became addicted to cocaine, nearly died one
night from overdosing, had to leave college for
ayear and go into rehab. I cannot emphasize
enough how this was one of the most beautiful
(physically and mentally sharp) and polite
nieces I ever had. The rest of the family had no
idea why she left school last year. Then, just last
week, my sister tearfully announced during a
Christmas gathering that Cindee was heavily
into drugs while attending her second year of
college. We were all shocked by this informa-
tion. Now, just think how many other kids are
addicted to such junk while the people who
really care and love them do not have a clue.

If the kids are having to deal with this, just stop
and think how many other people in other jobs
and professions are battling or have caved into
their drugs of choice.

How many workers are there on a daily
basis doing jobs that require safety and are
“high” on drugs? This is a scary thought. Just
think of a surgeon on drugs, or an airline pilot.
Yes, we have big monster problems with con-
trolling drug use. (From Venturelli’s research files,
43-year-old female dietician, in Chicago, Illinois,
February 9, 2003.)
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A second response to the same question:

Every effort by the government to stop illegal
drug use has failed miserably. Even legal drug
use, like alcohol and cigarettes, continues
despite what the governmental public health
media say. People should be left alone about
their drug use unless such drug use is poten-
tially harmful to others. I know that if T ever quit
using both legal and illegal drugs it will be my
own decision, not because the law can punish
me. Yes, drug use is a problem for the addicted,
but all throughout our history, drug use has
been there. So why worry about it now? (From
Venturelli’s vesearch files, 24-year-old male graduate
student in a Midwestern city, October 3, 1996.)

A third response to the same question:

My drug use? Whose business is it anyway? As
long as I don’t affect your life when I do drugs,
what business is it but my own? We come into
the world alone and leave this world alone. I
don’t bother anyone else about whether or not
so and so uses drugs, unless of course, their
drug use puts me in jeopardy (like a bus driver
or pilot high on drugs). On certain days when
things are slow, I even get a little high on co-
caine while trading stocks. These are the same
clients who I have had for years and who really
trust my advice. Ask my clients whether they
are happy with my investment advice. I handle
accounts with millions of dollars for corpora-
tions and even the board of education! Never
was my judgment impaired or adversely affected
because of too much coke. In fact, I know that
I work even better under a little buzz. Now, I
know this stuff has the potential to become
addictive, but I don’t let it. I know how to use
it and when to lay off for a few weeks. (From Ven-
turelli’s vesearch files, 48-year-old male investment
broker working in a major metropolitan city in
California, June 2, 2000.)

These three interviews reflect vastly contrasting
views and attitudes about drug use. The first and
second interviews show the most contrast, whereas
the third interview, from an insider’s perspective,
shows the strong determination and belief that
this man maintains about his drug use. Overall, this
individual perceives his drug use as being under
control. Although much about these viewpoints
can be debated, an interesting finding is that
such vastly different views about drug use often
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divide drug users and non-drug users. Drug users
and/or sympathizers of drug use are often con-
sidered “insiders” with regard to their drug use,
whereas nonusers and/or those who are against
drug use are “outsiders.” These two classifications
result in very different sets of values and attitudes
about drug usage. Such great differences of opin-
ion and views about drugs and drug use often
result from the following sources: (1) prior
socialization experiences, such as family upbring-
ing, relations with siblings, and types of peer
group association, (2) the amount of exposure to
drug use and drug users, (3) the age of initial
exposure to drug use, and (4) whether an atti-
tude change has occurred with regard to the
acceptance or rejection of using drugs. (Most of
these factors are discussed further in Chapter 2.)
Keep in mind that in its entirety, this book views
four principal factors as affecting how a drug
user experiences a drug: pharmacological, cul-
tural, social, and contextual.

Pharmacological factors. The ingredients of a
particular drug affect the functions of the
body and the nervous system, which in turn
affect social behavior.

Cultural factors. Society’s views of drug use, as
determined by custom and tradition, affect our
initial approach to and use of a particular drug.

Social factors. The motivation for taking a par-
ticular drug is affected by needs such as
diminishing physical pain; curing an illness;
providing relaxation; relieving stress or anxi-
ety; trying to escape reality; self-medicating;
heightening awareness; wanting to distort and
change visual, auditory, or sensory inputs; or

insiders

people on the inside; those who approve of and/or
use drugs

outsiders

people on the outside; those who do not approve of
and/or use drugs

drug(s)

any substances that modify (either by enhancing,
inhibiting, or distorting) mind and/or body functioning

psychoactive drugs (substances)

drug compounds (substances) that affect the central
nervous system and alter consciousness and/or
perceptions

strengthening confidence. Included in the
category of social factors is the belief that atti-
tudes about drug use develop from the values
and attitudes of other drug users; the norms
in their communities, subcultures, peer groups,
and families; and the drug user’s personal
experiences with using drugs. These are also
known as influencing social factors.

Conlextual factors. Specific contexts define
and determine personal dispositions toward
drug use, as demonstrated by moods and atti-
tudes about such activity. Specifically, these
factors encompass the drug-taking social
behavior that develops from the physical sur-
roundings where the drug is used. For exam-
ple, drugs may be taken at fraternity parties,
outdoors in a secluded area with other drug
users, in private homes, secretly at work, or at
rock concerts.

Paying attention to the cultural, social, and con-
textual factors of drug use leads us to explore the
sociology and psychology of drug use. Equally
important are the pharmacological factors and
consequences that directly focus on how the drugs
taken affect the body — primarily the central ner-
vous system (CNS) and the mind.

Although substances that affect both mind and
body functioning are commonly called drugs,
researchers in the field of drug or substance abuse
use a more precise term: psychoactive drugs (sub-
stances). Why the preference for using this term as
opposed to drugs? Because the term psychoactive
drugs is more precise in referring to how drugs
affect the body. This term focuses on the particular
effects these substances have on the CNS and
emphasizes how they alter consciousness and per-
ception. Because of their effects on the brain, psy-
choactive drugs can be used to treat physical or
mental illness. Because the body can tolerate
increasingly larger doses of them, many psycho-
active drugs are used in progressively greater and
more uncontrollable amounts to achieve the same
level of effect. For many substances, a user is at risk
of moving from occasional to regular use or from
moderate use to heavy to chronic use. Whenever
the drug is not supplied, a chronic user may then
risk addiction (mostly psychological attachment)
and experience withdrawal symptoms that are phys-
ical and/or psychological in nature whenever the
drug is not supplied.

Generally speaking, any substance that modi-
fies the nervous system and states of conscious-
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Examples of licit drugs that can easily be abused.

ness is a drug. Such modification enhances,
inhibits, or distorts the functioning of the body,
thereby affecting patterns of behavior and social
functioning. Psychoactive drugs are classified as
either licit (legal) or illicit (illegal). (See Table
1.1 for a list of slang terms used by drug
users.) For example, coffee, tea, cocoa, alcohol,
tobacco, and over-the-counter (OTC) drugs are
licit. When licit drugs are used in moderation,
they often are socially acceptable. Marijuana,
cocaine, and lysergic acid diethylamide (LSD)
are examples of illicit drugs. Any use of these
drugs is not generally socially acceptable by
larger society or legally allowed.

Researchers have made some interesting find-
ings about legal and illegal drug use:

The use of such legal substances as alcohol
and tobacco is much more common than the
use of illegal drugs such as marijuana, heroin,
and LSD. Other legal drugs, such as depres-
sants and stimulants, although less popular
than alcohol and tobacco, are still more
widely used than heroin and LSD.

The popular use of licit drugs, particularly
alcohol and tobacco, has caused far more
deaths, sickness, violent crimes, economic loss,
and other social problems than the combined
use of all illicit drugs.

Societal reaction to various drugs changes
with time and place. Today, opium is an ille-
gal drug and widely condemned as a pan-
pathogen (a cause of all ills). In the 18th and
19th centuries, however, it was a legal drug
and was popularly praised as a panacea (a cure
for all ills). Alcohol use was widespread in the
United States in the early 1800s, became ille-
gal during the 1920s, and then was legalized a

Examples of illicit drugs that can become costly once drug
dependence occurs.

second time and has been widely used since
the 1930s. Cigarette smoking is legal in all
countries today. In the 17th century, it was
illegal in most countries, and smokers were
sometimes harshly punished. For example, in
Russia, smokers could lose their noses; in Hin-
dustan (India), they could lose their lips; and
in China, they could lose their heads (Thio
1983, 1995, 2000). Today, new emphasis in
the United States on the public health hazards
from cigarettes again is leading some people
to consider new measures to restrict or even
outlaw tobacco smoking.

addiction

generally refers to the psychological attachment to a
drug(s); addiction to “harder” drugs such as heroin results
in both psychological and physical attachment to the
chemical properties of the drug, with the resulting
satisfaction (reward) derived from using the drug in
question

withdrawal symptoms

psychological and physical symptoms that result when
adrug is absent from the body; physical symptoms are
generally present in cases of drug dependence to
more addictive drugs such as heroin; physical and
psychological symptoms of withdrawal include
perspiration, nausea, boredom, anxiety, and muscle
spasms

licit drugs

legalized drugs such as coffee, alcohol, and tobacco
illicit drugs

illegal drugs such as marijuana, cocaine, and LSD
over-the-counter (OTC)

drugs sold without a prescription
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Table 1.1 Slang Terms Relating to Drugs and Drug Use

SLANG TERM WHAT IT MEANS SLANG TERM WHAT IT MEANS
24-7 Crack cocaine Black beauties Amphetamines, depressants
3750 Marijuana and crack rolled in a joint Blasted Under the influence
40, 40-bar Oxycontin pill Blow your mind High on hallucinogens
51 Crack and marijuana or tobacco Blunt Marijuana inside a cigar
A-bomb Marijuana cigarette with heroin or opium Boost and shoot To steal to support a drug habit
Abolic Veterinary steroids Brain ticklers Amphetamines
AC/DC Codeine cough syrup Brown bombers LSD
Acid, acid cube LSD, sugar cube with LSD Buda Marijuana joint and crack
Acid freak, head Heavy user of LSD Buddha Potent marijuana spiked with opium
Adam Methylenedioxymethamphetamine Bundle Heroin
(MDMA)
Air blast Inhalants Ditch weed Inferior marijuana
All star User of multiple drugs Dr. Feelgood Heroin
Amped High on amphetamines Easy lay Gamma-hydroxybutyric acid (GHB)
Angel dust PCP Embalming fluid PCP
Author Doctor who writes illegal prescriptions Flower tippling Ecstacy (MDMA) mixed with mushrooms
Babysit To guide someone through his first Forget-me-drug Rohypnol
drug experience
Balloon A penny balloon with heroin Garbage rock Crack cocaine
Banano Cigarette laced with cocaine Gluey One who sniffs or inhales glue
Barbies Depressants Graduate To progress to stronger drugs
Battery acid LSD Hippie crack Inhalants
Batu Smokable methamphetamine Hot ice Smokable methamphetamine

Beam me up Scotty

PCP and crack

Huff, huffing

Inhalants, to sniff an inhalant

Beanies Methamphetamine Ice cream habit Occasional use of drugs
Beast Heroin plus LSD Idiot pills Depressants
Belladonna PCP Kiddie dope Prescription drugs
Bender Drug party Lemonade Poor quality drugs
Biker’s coffee Methamphetamine in coffee Lunch money drug ~ Rohypnol

Bin Laden Heroin (after Sept. 11,2001) Magic mushroom Psilocybin

(continued)
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SLANG TERM WHAT IT MEANS SLANG TERM WHAT IT MEANS

Monkey dust PCP Stacking Use of steroids without a prescription
Moon gas Inhalants Toilet water Inhalants

Mother’s little helper Depressants Totally spent Hangover after MDMA

Nose candy Cocaine Tragic magic Crack dipped in PCP

Parachute Smokable crack and heroin Waffle dust MDMA and amphetamines

Pepsi habit Occasional use of drugs Water-water Marijuana cigarettes dipped in

embalming fluid

Poor man’s coke Methamphetamine West Coast Ritalin (ADHD drug)
Quarter moon Hashish Zig Zag man Marijuana rolling papers
Shoot Toinjecta drug Zombie PCP, heavy user of drugs
Special K Ketamine Zoom Marijuana laced with PCP

Source: Office of the National Drug Control Policy. “Drug Facts: Street Terms: Drugs and the Drug Trade.” 2006. Available at

www.whitehousedrugpolicy.gov/streetterms/byalpha.asp.

Table 1.2 introduces some of the terminology
that you will encounter throughout this text. It is
important that you understand how the defini-
tions vary.

Major Types of Commonly
Abused Drugs

In looking at drug use, this book examines the fol-
lowing topics: (1) OTC drugs (the drugs most sub-
ject to abuse); (2) prescription drugs; (3) other
drugs and compounds not taken for a medical
need or necessity but for pleasure or relief from
boredom, stress, or anxiety; and (4) some of the
most important information regarding drug use
(for example, theories of why drugs are used,
legality of drugs, addiction, bodily effects of drug
use, lifestyles of drug users, and drug abuse treat-
ment and prevention).

To begin, we now briefly examine the major
drugs of use and often abuse. The drugs examined
next are stimulants, hallucinogens and other simi-
lar compounds, depressants, alcohol, nicotine,
cannabis (marijuana and hashish), anabolic
steroids, inhalants/organic solvents, narcotics/opi-
ates, and designer drugs. A brief overview is pro-
vided here, and these same drugs are discussed in

much more detail in separate chapters through-
out this book.

Stimulants

Although some of these drugs can be considered
to be gateway drugs (see definition in Table 1.2),
these substances act on the CNS by increasing
alertness, excitation, euphoria, pulse rate, and
blood pressure. Insomnia and loss of appetite are
common outcomes. The user initially experiences
pleasant effects, such as a sense of increased
energy and a state of euphoria, or “high.” In addi-
ton, users feel restless and talkative and have
trouble sleeping. High doses used over the long
term can produce personality changes. Some of
the psychological risks associated with chronic
stimulant use include violent, erratic, or paranoid
behavior. Other effects can include confusion,
anxiety and depression, and loss of interest in sex
or food. Major stimulants include amphetamines,

gateway drugs

alcohol, tobacco, and marijuana—types of drugs that
when used excessively may lead to using other and often
more addictive drugs such as cocaine, heroin, or “crack.”
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Table 1.2 Commonly Used Terms

TERM DESCRIPTION

Gateway drugs The word gateway suggests a path leading to something else. Alcohol, tobacco, and
marijuana are the most commonly used drugs. Almost all abusers of more powerfully
addictive drugs have first experimented with these three substances.

Medicines Generally, these drugs are prescribed by a physician to prevent or treat the symptoms of

anillness.

Prescription medicines

These drugs are prescribed by a physician. Common examples include antibiotics,

antidepressants, and drugs prescribed to relieve pain, induce stimulation, or induce relaxation.
These drugs are taken under a physician’s recommendation because they are more potent than
OTC drugs. The amount spent on prescription medicines is approximately $94 billion per year.

“In 2001 ... $3.1 billion prescriptions were written in the United States....” (Goode 2005, p. 17).

Over-the-counter (OTC)

These drugs are sold without a prescription. “In 2001, the pharmaceutical drug industry sold about $60

billion worth of drugs each year at the retail level” (Goode 2005, p. 17). OTC drugs can be purchased at
will without first seeking medical advice. Examples include aspirin, laxatives, diet pills, cough
suppressants, and sore throat medicines. Often, these drugs are misused or abused (overused).

Drug misuse

The unintentional or inappropriate use of prescribed or OTC drugs. Misuse includes, but is not

limited to, (1) taking more drugs than prescribed; (2) using OTC or psychoactive drugs in excess
without medical supervision; (3) mixing drugs with alcohol or other drugs, often to accentuate
euphoric effects; (4) using old medicines to self-treat new symptoms of an illness or ailment;

(5) discontinuing certain prescribed drugs at will or against a physician’s recommendation;
and (6) administering prescription drugs to family members or friends without medical

consultation and supervision.

Drug abuse

Also known as chemical or substance abuse. The willful misuse of either licit or illicit drugs for

recreation, perceived necessity, or convenience. Drug abuse differs from drug use in that drug use
is taking or using drugs, whereas drug abuse is a more intense and often willful misuse of drugs,

often to the point of addiction.

Drug addiction

Drug addiction involves noncasual or nonrecreational drug use. A frequent symptom is intense

psychological preoccupation with obtaining and consuming drugs. Most often psychological
and — in some cases, depending on the drug — physiological symptoms of withdrawal are
manifested when the craving for the drug is not satisfied. Today, more emphasis is placed on
the psychological craving (mental attachment) to the drug than on the more physiological-based
withdrawal symptoms of addiction. (See Chapter 4 for more detailed information regarding

addiction and the addiction process.)

Source: Goode, E. Drugs in American Society, 6th ed. Boston, MA: McGraw-Hill College, 2005.

cocaine and crack, methamphetamine (“meth”),
and methylphenidate. Minor stimulants include
caffeine, tea, chocolate, and nicotine (the most
addictive minor stimulant).

Hallucinogens/Psychedelics
and Other Similar Drugs

Either synthetic or grown naturally, these drugs
produce very intense alteration of perceptions,

thoughts, and feelings. They most certainly influence
the complex inner workings of the human mind,
causing users to refer to these drugs as psychedelics
(because they cause hallucinations or distortion of
reality and thinking). For example, while under
their influence, these drugs can affect the sense of
taste, smell, hearing, and vision. Tolerance to hal-
lucinogens builds very rapidly, which means that
increasing amounts of this drug are needed for



similar effects. Hallucinogens include LSD, mesca-
line, phencyclidine (PCP), psilocybin or “magic
mushrooms,” and the more potent (hybrid) vari-
eties of marijuana, hashish, and opium that are
smoked as well as a newer type known as ketamine.

Depressants

These drugs depress the CNS. If taken in a high
enough quantity, they produce insensibility or stu-
por. Depressants are also taken for some of the
same reasons as hallucinogens, such as to relieve
boredom, stress, and anxiety. In addition, the
effects of both opioids (drugs that are derived
from opium) and morphine derivatives appeal to
many people who are struggling with emotional
problems and looking for physical and emotional
relief, and in some cases to induce sleep. Depres-
sants include alcohol (ethanol), barbiturates, ben-
zodiazepines (such as diazepam [Valium]), and
methaqualone (Quaaludes).

Alcohol

Known as a gateway drug, ethanol is a colorless,
volatile, and pungent liquid resulting from fer-
mented grains, berries, and other fruits and veg-
etables. Alcohol is a depressant that mainly affects
the CNS. Excessive amounts of alcohol often cause
a progressive loss of inhibitions, flushing and dizzi-
ness, loss of coordination, impaired motor skills,
blurred vision, slurred speech, sudden mood
swings, vomiting, irregular pulse, and memory
impairment. Chronic heavy use may lead to high
blood pressure, arrhythmia (irregular heartbeat),
and cirrhosis (severe liver deterioration).

Nicotine

Nicotine is also considered a gateway drug. It is
a very addictive, colorless, highly volatile liquid
alkaloid found in all tobacco products, including
cigarettes, chewing tobacco, pipe tobacco, and cig-
ars. Because nicotine is highly addictive and
tobacco use is still socially acceptable under cer-
tain circumstances, smokers often start young and
have a very difficult time quitting. Long-term use
of tobacco products can lead to several different
chronic respiratory ailments and cancers.

ethanol

the pharmacological term for alcohol; consumable type of
alcohol that is the psychoactive ingredient in alcoholic
beverages; often called grain alcohol
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Cannabis (Marijuana and Hashish)

Cannabis is the most widely used illicit drug in
the United States. Marijuana consists of the dried
and crushed leaves, flowers, stems, and seeds of
the Cannabis sativa plant, which readily grows in
many parts of the world. Delta 9-tetrahydro-
cannabinol (THC) is the primary psychoactive,
mind-altering ingredient in marijuana that pro-
duces euphoria (“a high”). Plant parts are usually
dried, crushed, and smoked much like tobacco
products. Other ways of ingesting marijuana
include crushing and mixing the leaves into
cookie or brownie batter and baking the batter.
Hashish is another cannabis derivative that con-
tains the purest form of resin and contains the
highest amount of THC.

Anabolic Steroids

Steroids are a synthetic form of the male hormone
testosterone. They are often used to increase muscle
size and strength. Medically, steroids are used to
increase body tissue or to treat allergies. Steroids
are available in either liquid or pill form. Athletes
have a tendency to use and abuse these drugs
because dramatic results can occur with regard to
increased body mass and muscle tissue. Some side
effects include heart disease, liver cancer, high
blood pressure, septic shock, impotence, genital
atrophy, manic episodes, depression, violence,
and mood swings.

Inhalants. These volatile chemicals, which include many

common household substances, are often the most dangerous
drugs, per dose, that a person can take. In addition, inhalants
are most often used by preteens and younger teenagers.
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Inhalants/Organic Solvents

Inhalants and organic solvents are also often con-
sidered gateway drugs and are very attractive to and
popular among preteens and younger teenagers.
Products used include gasoline, model airplane
glue, and paint thinner. When inhaled, the vapors
from these solvents can produce euphoric effects.
Organic solvents can also refer to certain foods,
herbs, and vitamins, such as “herbal Ecstasy.”

Narcotics/Opiates

These drugs also depress the CNS and, if taken in
a high enough quantity, produce insensibility or
stupor. Narcotics include opium, morphine,
codeine, and meperidine (Demerol).

Designer Drugs/Synthetic Drugs
or Synthetic Opioids

In addition to the most commonly abused illicit
drug categories just described, innovations in
technology have produced new categories known
as designer drugs/synthetic drugs or synthetic opioids.
These relatively new types of drugs are developed
by people who seek to circumvent the illegality of
a drug by modifying the drug into a new compound.
Ecstasy is an example of a designer drug/synthetic
drug or synthetic opioid. Such drugs are created
as structural analogs of substances already sched-
uled and forbidden under the Controlled Sub-
stances Act (CSA). Structural analogs are the
drugs that result from altered chemical structures
of already existing illicit drugs. Generally, these
drugs are created by underground chemists whose
goal is to make a profit by creating compounds
that mimic, change, or intensify the psychoactive
effects of controlled substances. The number of
designer drugs that are created and sold illegally is
very large.

designer drugs/synthetic drugs

or synthetic opioids

new drugs that are developed by people intending to
circumvent the illegality of a drug by modifying a drug
into a new compound; Ecstasy is an example

structural analogs

modifying the basic molecular skeleton of a compound
to form a new molecular species; structural analogs are
structurally related to the parent compound

MDMA

a type of illicit drug known as “Ecstasy” or “Adam” and
having stimulant and hallucinogenic properties

Anyone with knowledge of college-level chem-
istry can alter the chemical ingredients and pro-
duce new designer drugs, although it may be
nearly impossible to predict their properties or
effects except by trial and error. Currently, three
major types of synthetic analog drugs are available
through the illicit drug market: analogs of PCP;
analogs of fentanyl and meperidine (both syn-
thetic narcotic analgesics) such as Demerol or
MPPP (also called MPTP or PEPAP); and analogs of
amphetamine and methamphetamine (which have
stimulant and hallucinogenic properties) such as
MDMA, known as “Ecstasy” or “Adam,” which is
widely used on college campuses as a euphoriant.

The production of these high-technology psy-
choactive substances is a sign of the new levels
of risk and additional challenge to the criminal
justice system. As the production and risk associ-
ated with the use of such substances increase, the
need for a broader, better-informed view of drug
use becomes even more important than in the
past. (Appendix B lists, among other information,
(1) the most commonly abused drugs in society,
(2) their more common street names/terms,
(8) medical uses, (4) routes of administration,
() Controlled Substances Act [CSA] schedules,
and (6) duration of detection in the body.)

Designer pills containing the illicit drug Ecstasy. This drug
has some stimulant properties like amphetamines as well as
hallucinogenic properties like LSD.




In the United States, young people frequently abuse pre-
scription drugs; the only illicit drug that is abused more
frequently is marijuana (U.S. Department of Justice
[USDOJ] 2004). In 2006, nearly 7 million persons were cur-
rent users of psychotherapeutic drugs taken nonmedically
(see Table 1.4). For example, according to the National Sur-
vey on Drug Use and Health (NSDUH), published in 2007,
from 2002 through 2005, 6.7% of 12- to 17-year-olds
reported past year nonmedical prescription pain reliever
use while abuse of marijuana was also 6.7%).

Three categories of prescription drugs that are cur-
rently abused are narcotics, depressants, and stimulants.
Narcotics (e.g., OxyContin, Vicodin, and Percocet) include
analgesics or opioids that are generally prescribed for
physical pain. Abuse occurs when they are used nonmed-
ically because of their euphoric and numbing effects.
Depressants (e.g., Xanax, Valium, and Librium) are gener-
ally used to treat anxiety and sleep disorders. These
drugs are abused because of their sedating properties.
Stimulants (e.¢., Ritalin, Dexedrine, and Meridia) are used
to treat attention deficit disorder (ADD), attention deficit
hyperactivity disorder (ADHD), and asthma. These drugs
are abused because of their euphoric effects and energiz-
ing potential (Publishers Group 2004).

The two drugs in the stimulants category that are most
often abused are Ritalin (methylphenidate hydrochlo-
ride) and Adderall (amphetamine). These prescription
drugs are legitimately prescribed for ADHD, ADD, and
narcolepsy (a sleep disorder) (Center for Strategic Abuse
Research [CESAR] 2003). When used nonmedically, they
are taken orally as tablets or the tablets are crushed into
a powder and snorted (a far more popular method). Stu-
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dents often illegally purchase these tablets for $5 each
from other students who have a legal prescription for the
medication.

| feel like Dr. Pill. All these brothers [fraternity broth-
ers] are always looking for me at parties so that I can
sell them a few tabs. What the heck, | make extra
money selling Ritalin, enough to buy essentials like
beer and cigarettes. (From Venturelli’s research files,
20-year-old male undergraduate student at a Mid-
western university, December 9, 2004.)

These drugs are often used in conjunction with alco-
hol or marijuana to enhance the “high” or for staying
awake so as to increase comprehension and remain
focused while reading or studying for an exam (CESAR
2003). Both prescription drugs are readily available and
can be easily obtained by teenagers, who may abuse
these drugs to experience a variety of desired effects.
Increasingly, younder adolescents are obtaining pre-
scription drugs from classmates, friends, and family
members, or are stealing the drugs from school medicine
dispensaries and from family members or other people
for whom the drug has been legitimately prescribed.

Ritalin and Adderall abusers tend to be high school
and college students. “A 2006 national survey found that
3% to 5% of students in grades 8, 10, and 12 reported
using Ritalin without medical supervision at least in
the past year” (National Survey on Drug Use and Health
[NSDUH] 2007). Further, in a 2002 study conducted at
the University of Wisconsin at Madison, one out of five
students reported taking such drugs nonmedically
(Nichols 2004).

An Overview of Drugs in Societ

Many people think that problems with drugs are
unique to this era. In reality, drug use and abuse
have always been part of nearly all — past and pres-
ent — human societies. For example, the Grecian
oracles of Delphi used drugs, Homer’s Cup of
Helen induced sleep and provided freedom from
care, and the mandrake root mentioned in the
first book of the Bible, Genesis, produced a hal-
lucinogenic effect. In Genesis 30:14-16, the man-
drake is mentioned in association with bartering
for lovemaking:

In the time of wheat harvest Reuben went out,
found some mandrakes in the open country, and
brought them to his mother Leah. Then Rachel
asked Leah for some of her son’s mandrakes, but
Leah said, “Is it so small a thing to have taken
away my husband, that you should take my son’s
mandrakes as well?” However, Rachel said, “Very
well, let him sleep with you tonight in exchange
for your son’s mandrakes.” So when Jacob came
in from the country in the evening, Leah went
out to meet him and said, “You are to sleep with
me tonight; I have hired you with my son’s man-
drakes.” That night he slept with her.
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Ancient literature is filled with references to
the use of mushrooms, datura, hemp, marijuana,
opium poppies, and so on. Under the influence of
some of these drugs, many people experienced
extreme ecstasy or sheer terror. Some old pictures
of demons and devils look very much like those
described by modern drug users during so-called
bummers, or bad trips. The belief that witches
could fly may also have been drug-induced be-
cause many natural preparations used in so-called
witches’ brews induced the sensation of disassocia-
tion from the body, as in flying or floating.

As far back as 2240 B.c., attempts were made to
regulate drug use. For instance, in that year,
problem drinking was addressed in the Code of
Hammurabi, where it was described as “a prob-
lem of men with too much leisure time and lazy
dispositions.” Nearly every culture has experi-
enced drug abuse, and as found in the historical
record, laws were enacted to control the use of
certain types of drugs.

How Widespread Is Drug Abuse?

As mentioned earlier, drug abuse today is more
acute and widespread than in any previous age.
The evidence for this development is how often
large quantities of illicit drugs are seized in the
United States as well as throughout the world (see
“Here and Now,” Current Global Status of Illicit
Drug Use in Selected Countries). Media exposure
about illicit drug use is more likely to occur today
than in the past. On any given day, you can scan
most major national and international newspapers
and run across stories about illegal drug manufac-
ture, storage and distribution, use and/or abuse,
and convictions. Drug use is an “equal-opportunity
affliction.” This means that no one is immune
from the use and/or abuse of both licit and illicit
drugs. Research shows that drug consumption is
found across the many different income, education,
social class, occupation, race and ethnic, lifestyle,
and age groups. To date, no one has proved to be

equal-opportunity affliction

refers to the use of drugs, stressing that drug use cuts
across all members of society regardless of income,
education, occupation, social class, and age

immune from drug use and/or abuse. (See “Here
and Now,” How Widespread Is the Use of Drugs?,
on page 18.)

Many of us, for example, are dismayed or sur-
prised when we discover that certain individuals we
admire — our family members, close friends, work-
mates, celebrities, politicians, athletes, clergy, law
enforcement personnel, physicians, academics,
and even the seemingly upstanding man or woman
next door — either admit to, are accused of, or are
arrested for either licit and/or illicit drug use.

We are also taken aback when we hear that ciga-
rettes, alcohol, and marijuana abuse are common-
place in many public and private junior high
schools. Furthermore, most of us know of at least
one (and many times more than one) close friend
or family member who appears to secretly or not
so secretly use drugs.

Extent and Frequency of Drug Use
in Society

Erich Goode (2005), a much-respected sociolo-
gist, lists four types of drug use:

Legal instrumental use. Taking prescribed drugs
and OTC drugs to relieve or treat mental or
physical symptoms.

Legal recreational use. Using such licit drugs as
tobacco, alcohol, and caffeine to achieve a
certain mental or psychic state.

Lllegal instrumental use. Taking drugs without a
prescription to accomplish a task or goal, such

An example of a situation that requires clear thinking without
the use of mind-altering drugs.
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Current Global Status of Illicit Drug Use in Selected Countries

World’s largest producer of opium; cultivation dropped 48% to 107,400 hectares in 2005; better
weather and lack of widespread disease returned opium yields to normal levels, meaning potential
opium production declined by only 10% to 4475 metric tons; if the entire poppy crop were processed,
it is estimated that 526 metric tons of heroin could be processed; many narcotics-processing labs
throughout the country; drug trade is a source of instability and some antigovernment groups profit
from the trade; significant domestic use of opiates; 80-90% of the heroin consumed in Europe comes
from Afghan opium; vulnerable to narcotics money laundering through informal financial networks;
source of hashish.

Increasingly active transshipment point for Southwest Asian opiates, hashish, and cannabis tran-
siting the Balkan route and — to a lesser extent — cocaine from South America destined for West-
ern Europe; limited opium and growing cannabis production; ethnic Albanian narcotrafficking
organizations active and expanding in Europe; vulnerable to money laundering associated with
regional trafficking in narcotics, arms, contraband, and illegal aliens.

Transit point for U.S.- and Europe-bound narcotics with some accompanying money-laundering
activity; relatively high percentage of population consumes cocaine.

Tasmania is one of the world’s major suppliers of licit opiate products; government maintains
strict controls over areas of opium poppy cultivation and output of poppy straw concentrate;
major consumer of cocaine and amphetamines.

Transshipment point for cocaine and marijuana bound for U.S. and Europe; offshore financial center.

Growing producer of synthetic drugs and cannabis; transit point for U.S.-bound Ecstasy; source of
precursor chemicals for South American cocaine processors; transshipment point for cocaine,
heroin, hashish, and marijuana entering Western Europe; despite a strengthening of legislation,
the country remains vulnerable to money laundering related to narcotics, automobiles, alcohol,
and tobacco; significant domestic consumption of Ecstasy.

World’s third-largest cultivator of coca (after Colombia and Peru) with an estimated 26,500 hectares
under cultivation in August 2005, an 8% increase from 2004; transit country for Peruvian and Colom-
bian cocaine destined for Brazil, Argentina, Chile, Paraguay, and Europe; cultivation steadily increas-
ing despite eradication and alternative crop programs; money-laundering activity related to
narcotics trade, especially along the borders with Brazil and Paraguay; major cocaine consumption.

Illicit producer of cannabis; trace amounts of coca cultivation in the Amazon region, used for
domestic consumption; government has a large-scale eradication program to control cannabis;
important transshipment country for Bolivian, Colombian, and Peruvian cocaine headed for
Europe; also used by traffickers as a way station for narcotics air transshipments between Peru
and Colombia; upsurge in drug-related violence and weapons smuggling; important market for
Colombian, Bolivian, and Peruvian cocaine; illicit narcotics proceeds earned in Brazil are often
laundered through the financial system; significant illicit financial activity in the Tri-Border Area.

Remains world’s second largest producer of illicit opium with an estimated production in 2005 of
380 metric tons, up 13% from 2004, and cultivation in 2005 was 40,000 hectares, a 10% increase
from 2004; the decline in opium production in areas of greatest control was more than offset by
increases in south and east Shan state; lack of government will to take on major narcotrafficking
groups and lack of serious commitment against money laundering continues to hinder the overall
antidrug effort; major source of methamphetamine and heroin for regional consumption; in 2005,
under Financial Action Task Force countermeasures due to continued failure to address its inade-
quate money-laundering controls.

(continued)
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Current Global Status of Illicit Drug Use in Selected Countries (continued)

Canada Illicit producer of cannabis for the domestic drug market and export to the United States; use of
hydroponics technology permits growers to plant large quantities of high-quality marijuana
indoors; increasing Ecstasy production, some of which is destined for the United States; vulnera-
ble to narcotics money laundering because of its mature financial services sector.

China Major transshipment point for heroin produced in the Golden Triangle region of Southeast Asia;
growing domestic drug abuse problem; source country for chemical precursors, despite new regu-
lations on its large chemical industry.

Colombia Illicit producer of coca, opium poppy, and cannabis; world’s leading coca cultivator with 144,000
hectares in coca cultivation in 2005, a 26% increase over 2004, producing a potential of 545 metric
tons of pure cocaine; the world’s largest producer of coca derivatives; supplies cocaine to most of
the U.S. market and the great majority of other international drug markets; in 2005, aerial eradica-
tion dispensed herbicide to treat over 130,000 hectares, but aggressive replanting on the part of
coca growers means Colombia remains a key producer; a significant portion of non-U.S. narcotics
proceeds are either laundered or invested in Colombia through the black market peso exchange;
important supplier of heroin to the U.S. market; opium poppy cultivation fell 50% between 2003
and 2004 to 2100 hectares, yielding a potential 3.8 metric tons of pure heroin, mostly for the U.S.
market; no poppy estimate was conducted in 2005.

Germany Source of precursor chemicals for South American cocaine processors; transshipment point for
and consumer of Southwest Asian heroin, Latin American cocaine, and European-produced syn-
thetic drugs; major financial center.

Haiti Caribbean transshipment point for cocaine en route to the United States and Europe; substantial
bulk cash smuggling activity; Colombian narcotics traffickers favor Haiti for illicit financial transac-
tions; pervasive corruption; significant consumer of cannabis.

Iran Despite substantial interdiction efforts, Iran remains a key transshipment point for Southwest
Asian heroin to Europe; highest percentage of the population in the world using opiates; lacks anti-
money-laundering laws.

Italy Important gateway for and consumer of Latin American cocaine and Southwest Asian heroin
entering the European market; money laundering by organized crime and from smuggling.

Korea, North For years, from the 1970s into the 2000s, citizens of the Democratic People’s Republic of (North)
Korea (DPRK), many of them diplomatic employees of the government, were apprehended abroad
while trafficking in narcotics, including two in Turkey in December 2004; police investigations in
Taiwan and Japan in recent years have linked North Korea to large illicit shipments of heroin and
methamphetamine, including an attempt by the North Korean merchant ship Pong Su to deliver
150 kg of heroin to Australia in April 2003.

Mexico Major drug-producing nation; cultivation of opium poppy in 2005 amounted to 3300 hectares, yielding
a potential production of 8 metric tons of pure heroin, or 17 metric tons of “black tar” heroin, the dom-
inant form of Mexican heroin in the western United States; marijuana cultivation decreased 3% to 5600
hectares in 2005 — just 2 years after a decade-high cultivation peak in 2003 — and yielded a poten-
tial production of 10,100 metric tons; government conducts the largest independent illicit-crop eradi-
cation program in the world; continues as the primary transshipment country for U.S.-bound cocaine
from South America, with an estimated 90% of annual cocaine movements towards the United States
stopping in Mexico; major drug syndicates control majority of drug trafficking throughout the country;
producer and distributor of Ecstasy; significant money-laundering center; major supplier of heroin
and largest foreign supplier of marijuana and methamphetamine to the U.S. market.

(continued)
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Current Global Status of Illicit Drug Use in Selected Countries (continued)

Morocco One of the world’s largest producers of illicit hashish; shipments of hashish mostly directed to
Western Europe; transit point for cocaine from South America destined for Western Europe; signif-
icant consumer of cannabis.

Netherlands Major European producer of synthetic drugs, including Ecstasy, and cannabis cultivator; important
gateway for cocaine, heroin, and hashish entering Europe; major source of U.S.-bound Ecstasy;
large financial sector vulnerable to money laundering; significant consumer of Ecstasy.

Nigeria A transit point for heroin and cocaine intended for European, East Asian, and North American mar-
kets; consumer of amphetamines; safe haven for Nigerian narcotraffickers operating worldwide;
major money-laundering center; massive corruption and criminal activity. Nigeria has improved
some anti-money-laundering controls, resulting in its removal from the Financial Action Task
Force’s (FATF’s) Noncooperative Countries and Territories List in June 2006; Nigeria’s anti-money-
laundering regime continues to be monitored by FATF.

Pakistan Opium poppy cultivation estimated to be 800 hectares in 2005 yielding a potential production of 4
metric tons of pure heroin; federal and provincial authorities continue to conduct anti-poppy cam-
paigns that force eradication — fines and arrests will take place if the ban on poppy cultivation is
not observed; key transit point for Afghan drugs, including heroin, opium, morphine, and hashish,
bound for Western markets, the Gulf States, and Africa; financial crimes related to drug trafficking,
terrorism, corruption, and smuggling remain problems.

Panama Major cocaine transshipment point and primary money-laundering center for narcotics revenue;
money-laundering activity is especially heavy in the Colon Free Zone; offshore financial center;
negligible signs of coca cultivation; monitoring of financial transactions is improving; official cor-
ruption remains a major problem.

Peru Until 1996 the world’s largest coca leaf producer, Peru is now the world’s second largest producer
of coca leaf, though it lags far behind Colombia; cultivation of coca in Peru rose 25% to 34,000
hectares in 2005; much of the cocaine base is shipped to neighboring Colombia for processing into
cocaine, while finished cocaine is shipped out from Pacific ports to the international drug market;
increasing amounts of base and finished cocaine, however, are being moved to Brazil and Bolivia
for use in the Southern Cone or transshipped to Europe and Africa.

Poland Despite diligent counternarcotics measures and international information sharing on cross-border
crimes, a major illicit producer of synthetic drugs for the international market; minor transshipment
point for Southwest Asian heroin and Latin American cocaine to Western Europe.

South Africa Transshipment center for heroin, hashish, and cocaine, as well as a major cultivator of marijuana
in its own right; cocaine and heroin consumption on the rise; world’s largest market for illicit
methaqualone, usually imported illegally from India through various east African countries, but
increasingly producing its own synthetic drugs for domestic consumption; attractive venue for
money launderers given the increasing level of organized criminal and narcotics activity in the
region and the size of the South African economy.

United States World’s largest consumer of cocaine, shipped from Colombia through Mexico and the Caribbean;
consumer of Ecstasy and of Mexican heroin, marijuana, and methamphetamine; minor consumer
of high-quality Southeast Asian heroin; illicit producer of cannabis (marijuana), depressants, stim-
ulants, hallucinogens, and methamphetamine; money-laundering center.

World Cocaine: worldwide coca leaf cultivation in 2005 amounted to 208,500 hectares; Colombia pro-
duced slightly more than two thirds of the worldwide crop, followed by Peru and Bolivia; potential

(continued)
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Current Global Status of Illicit Drug Use in Selected Countries (continued)

pure cocaine production rose to 900 from 645 metric tons in 2005 — partially due to improved
methodologies used to calculate levels of production; Colombia conducts an aggressive coca erad-
ication campaign, but both Peruvian and Bolivian governments are hesitant to eradicate coca in
key growing areas; 551 metric tons of export-quality cocaine (85% pure) is documented to have
been seized or destroyed in 2005; U.S. consumption of export-quality cocaine is estimated to have
been in excess of 380 metric tons. Opiates: worldwide illicit opium poppy cultivation reached
208,500 hectares in 2005; potential opium production of 4990 metric tons was only a 9% decrease
over 2004’s highest total recorded since estimates began in the mid-1980s; Afghanistan is the
world’s primary opium producer, accounting for 90% of the global supply; Southeast Asia —
responsible for 9% of global opium — saw marginal increases in production; Latin America pro-
duced 1% of global opium, but most was refined into heroin destined for the U.S. market; if all
potential opium was processed into pure heroin, the potential global production would be 577

metric tons of heroin in 2005.

Source: CIA — The World Factbook. Washington, DC: U.S. Government Printing Office, 2007. Available https://www.cia.gov/library/publications/

the-world-factbook/fields/2086.html.

as taking nonprescription amphetamines to
drive through the night or relying excessively
on barbiturates to get through the day.

llegal recreational use. Taking illicit drugs for fun
or pleasure to experience euphoria, such as
abusing prescribed methylphenidate (Ritalin)
as a substitute for cocaine.

Why has the prevalence of licit and illicit drug
use remained consistent since 19882 Why has this
trend occurred, when expenditures for fighting the
drug war by the federal, state, and local govern-
ments have been increasing at the same time?
There are several possible answers, none of which,
by itself, offers a satisfactory response. One perspec-
tive notes that practically all of us use drugs in some
form, with what constitutes “drug use” being merely
a matter of degree. A second explanation is that
more varieties of both licit and illicit drugs are avail-
able today. One source estimated that approxi-
mately 80% of all currently marketed drugs were
either unknown or unavailable 30 years ago (Critser
1996). Regarding prescriptions, Critser (2005)
states that “the average number of prescriptions per
person, annually, in 1993 was seven, and in 2005 it
was twelve.” Another source stated, “The retail sales
of OTC drugs (aspirin, Tylenol, No-Doz, and so on)
totaled $15 billion in 1995”; “6111.1 billion worth of
pharmaceutical prescription drugs were sold in
1999 (Pear 2000, A16); “In 2002, 3.34 billion pre-

scriptions were written for Schedule II through
Schedule V drugs” (see Chapter 3 for information
about drug schedules) (Goode 2005, p. 227).

Pharmacists” records show that in the United
States, about $102 billion is spent annually on psy-
choactive drug prescriptions (Ananth et al. 2000).
In 2002 total worldwide sales for prescription
pharmaceuticals were $430 billion (Pharmacy
Times 2003). In the United States alone, the rate of
yearly prescription growth is estimated at approxi-
mately 9-12% and from May 2006 through May
2007, all retail drug sales (which includes prescrip-
tion as well as over-the-counter drugs at pharma-
cies) were $202.8 billion in the United States
(World Pharmaceutical Market Summary 2007).
Such figures indicate that it may be more difficult
to find people who do not use psychoactive drugs
compared to individuals who do.

Further, in recent years, a third category of
drug sales has joined OTC and prescription drugs:
herbal medicines, vitamins, minerals, enzymes, and
other natural potions. These drugs were purchased
by 123.5 million Americans in 2000 — totaling
$16 billion (Spake 2002).

Drug use is so common that the average house-
hold in the United States owns about five drugs, of
which two are prescription drugs and the other
three are OTC drugs. Of the many prescriptions
written by physicians, approximately one third mod-
ify moods and behaviors in one way or another. A



National Institute on Drug Abuse (NIDA) study
and other research indicates that more than 60% of
adults in the United States have, at some time in
their lives, taken a psychoactive drug (one that affects
mood or consciousness). More than one third of
adults have used or are using depressants or seda-
tives. A third explanation is that “. . . in the modern
age, increased sophistication has brought with it
techniques of drug production and distribution
that have resulted in a worldwide epidemic of drug
use” (Kusinitz 1988, p. 149). In the 1980s and
1990s, for example, illicit drug cartels proliferated,
and varieties of marijuana with ever-increasing
potency infiltrated all urban and rural areas as well
as the world. Many of these varieties are crossbred
with ultrasophisticated techniques and equipment
available everywhere.

Finally, even coffee (as discussed in Chapter 10,
“Here and Now”) has undergone a technological
revolution. Higher caffeine content has become
available worldwide. This trend has led to the phe-
nomenal growth of the following: (1) franchise
duplication of gourmet coffee bars in the United
States (such as Starbucks and Three Brothers Cof-
fee); (2) sales of espresso and cappuccino coffee
makers for home use, with accompanying coffee
grinders; and (3) sales of specialized coffees and
teas through a multitude of email coffee/tea clubs.

Approximately 25 years ago, it was difficult to
purchase a cup of espresso or cappuccino in a typi-
cal restaurant; today, availability of such types of
coffees is commonplace. Even at airports, shop-
ping malls, and inner-city coffee shops, it is not
unusual to see people lined up waiting to order
and purchase their specially made and specially fla-
vored coffee or tea. This is just one example of how
caffeine (often seen as a benign drug) has evolved,
with many new varieties of coffee beans from
exotic islands and countries coming together with

Often the consumption of drugs (such as caffeine) complements
social interaction.

o
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more sophisticated electronic equipment, with the
result that the idea of simple brewing has been rel-
egated to the past. The standard American “cup of
coffee in the morning” has spilled into including
coffee during the afternoon and evening. This is a
small example of a much-tolerated drug maintain-
ing its own impressive history of development,
increased use, complexity in developing many
more varieties, and added sophistication.

Drug Use: Statistics, Trends, and Demographics

An incredible amount of money is spent each year
for licit (legal) and illicit (illegal) chemicals that
alter consciousness, awareness, or mood. Five classes
of these legal chemicals exist:

Social drugs. Approximately $104 billion is
spent on alcohol each year. Another $51.9 bil-
lion goes toward tobacco products, of which
95% comes from cigarette sales. The other 5%
accounts for the $2 billion or so spent on cig-
ars, chewing tobacco, pipe tobacco, roll-your-
own tobacco, and snuff tobacco. In addition,
$5.7 billion is spent on coffee, tea, and cocoa.
Prescription drugs. Worldwide, $430 billion in
sales was racked up for prescription pharmaceu-
ticals in 2002 (Pharmacy Times 2003). The
United States is the world’s largest pharmaceu-
tical market. Annually, Americans spend $176
billion on prescription drugs (Pharmacy Times
2005). Recent figures “[flrom 1997 to 2004
indicate that total purchases of outpatient Rx
medicines increased approximately 2 billion
to nearly 3 billion scripts” (Pharmacy Times
2007, 2).

Over-the-counter (patent) drugs. These products
account for $23.5 billion in sales, including
cough and cold items, external and internal
analgesics, antacids, laxatives, antidiarrhea
products, sleep aids, sedatives, and so on.
Nonmedical use of prescription-type drugs. In recent
years, another alarming statistic related to
abuse is the growth of the nonmedical use of
prescription-type drugs. In 2001, 36 million
Americans (16% of persons age 12 or older)
had used prescription-type drugs nonmedically
at least once in their lifetime. This included 9.6
million persons (18%) ages 12 to 25. In 2001,
almost 3 million youths ages 12 to 17 (12%)
and almost 7 million young adults ages 18 to 25
(23%) had used prescription-type drugs non-
medically at least once in their lifetime. See
Here and Now “Pain Relievers” (page 19). The
most common category of prescription-type
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In the 1990s, a variety of factors came together in the
United States to extend drug abuse beyond just the very
rich or the urban poor. The ease of brewing cheaper,
more potent strains of speed (methamphetamine, or
“meth”) and heroin, coupled with the fact that enforce-
ment officials tended to focus on drug abuse and traffic
in urban areas on the East and West Coasts, left middle-
class and rural populations throughout the country
largely overlooked. (See “Youth Drug Use” illustration in
the next column.) Suddenly, the illicit drug market was
booming where no one had been looking.

By the late 1990s, speed — which had gained popular-
ity in the 1970s among outlaw bikers, college stu-
dents facing exams, all-night party-goers, and long-haul
truckers — was more sought after than ever. Teenaders,
middle-class workers, and suburbanites joined the ranks
of methamphetamine users. “We’ve been fighting it really
strongly for nearly seven years,” Edward Synicky, a special
agent with California’s Bureau of Narcotics Enforcement,
told Time magazine in early 1996. “But cocaine gets all the
publicity because it's glamorous. And law enforcement in
general doesn’t put the resources into meth that it should.”

Increasingly, the illegal substance was produced in
clandestine labs set up by both major drug dealers and
individual users. By January 1996, John Coonce, head of
the U.S. Drug Enforcement Administration’s (DEA’s) meth-
lab task force, said methamphetamine use was “absolutely
epidemic.” The surde was attributed largely to powerful
Mexican drug syndicates and motorcycle gangs that sold
their goods on street corners. Speed acquired the nick-
name “crank” because it was frequently concealed in
motorcycle crankcases.

Clandestine manufacture and use of speed were espe-
cially high in the West and Southwest. Speed kitchens
flourished in California because it was relatively easy for
the Mexican syndicates to smuggle in ephedrine, a key
ingredient that is tightly controlled in the United States.
From the mid-1980s to the mid-1990s, methamphetamine-
related hospitalizations in California rose approximately
366%. In Arizona’s Maricopa County, methamphetamine-
linked crimes jumped nearly 400% over a 3-year period in
the early 1990s. (See the sections The Costs of Drug Use to
Society and Drugs, Crime, and Violence in this chapter.)

Soon this easy-access drug began spreading across the
United States. In 1994, DEA field offices in Houston, Den-
ver, Los Angeles, New Orleans, Phoenix, St. Louis, San
Diego, and San Francisco were responsible for approxi-
mately 86% of the methamphetamine laboratory seizures
in the country. By 1996, however, officials were seizing
huge shipments of methamphetamine that originated in
Mississippi and Tennessee.

How Widespread Is the Use of Drugs?

Update: Recent information regarding this drug is
very positive. In 2005, a relatively low number of U.S. resi-
dents — 4% or an estimated 212.8 million people —
reported using methamphetamine at least once in their
lifetime, compared to #6% for marijuana, 14% for cocaine,
and 2% for heroin (Substance Abuse and Mental Health
Services Administration [SAMHSA] 2006).

But speed was not the only drug barreling its way across
the country. Use of heroin ran rampant as well. In a south-
eastern Massachusetts fishing community, at least 50 fish-
ermen died of AIDS or other drug-related causes between
1991 and 1996. The captain of one scalloper told a local
newspaper, “As a wild guess, | would say that if the fishing
industry were to run a blood test and eliminate the people
that had drug problems, there would be very few boats
sailing with a full crew” (Associated Press 1996). Many
skippers cited the ease with which drug users and dealers
could find jobs on board ships as one reason for the
alarming rise in drug abuse among their ranks.

Even crack cocaine, which was first seen primarily in
New York and Los Angeles, infiltrated rural areas. Headlines
reported that in many U.S. counties, 8th graders in rural
areas were using more drugs than urban youth (Briske
2000). According to the DEA, a combination of factors forced
some crack distributors to develop new markets in smaller
towns and rural areas; Pike County, Mississippi, was hit
especially hard. Enforcement officials believed most of the
crack in Mississippi came from New Orleans, but some drug
shipments originating in South America were flown to
remote landing strips in the middle of Mississippi farmland.

Any llicit Drug —ﬂ‘s .
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Youth Drug Use Rural teens are more likely to use drugs than
their peers in large cities. Here are the results of a survey con-
ducted of the percentage of 8th graders who used drugs during
the previous month.

Source: Institute on Social Research at the University of Michigan, Moni-
toring the Future, National Survey Results on Drug Use 1975-2006: Vol I,
Secondary Students, Ann Arbor, MI: University of MI, 2007.
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How Widespread Is the Use of Drugs? (continued)

Whatever people’s reasons for using these danger-
ous substances, it is clear that an important step toward
stemming abuse is to dry up the supply lines to middle

America. To accomplish that goal, the law enforcement
community must look beyond traditional hotbeds of
activity among the urban poor.

Sources: Associated Press. “Survey: Drug Use Pervading New Bedford Fleet.” Maine Sunday Telegram (21 July 1996).

Briske, P. “Rural Eighth-Graders Using More Drugs Than Urban Kids.” The Times (27 January 2000): 3. Available http://www.thetimesonline.com.
National Narcotics Intelligence Consumers Committee. The NNICC Report, 1994. Washington, DC: U.S. Drug Enforcement Agency, 1994: 70.
National Public Radio (NPR). “All Things Considered.” PM News (18 September 1996).

Toufonio, A, et al. “There Is No Safe Speed.” Time (8 January 1990).
Wilkie, C. “Crack Cocaine Moves South.” Boston Globe (23 June 1996).

drugs used nonmedically by youths and young
adults in the past year was pain relievers. Pain
relievers include codeine, methadone, meperi-
dine (Demerol), Percocet, hydrocodone
(Vicodin), and oxycodone (OxyContin) (Sub-
stance Abuse and Mental Health Services
Administration [SAMHSA] 2003).

Others. The amount spent on inhalants and
other miscellaneous drugs, such as nutmeg
and morning glory seeds, cannot be estimated.

How much money goes to purchase illicit
drugs? The White House Office of National Drug
Control Policy conducted a study to determine the
amount Americans spent on illicit drugs. It found
that in the 2000s, Americans spent $57.3 billion
on drugs: $38 billion on cocaine, $9.6 billion on
heroin, $7 billion on marijuana, and $2.7 billion

on other illegal drugs and on legal drugs that were
misused (NIDA 2006).

Further, regarding the extent of drug use, studies
carried out by the Social Research Group of George
Washington University, the Institute for Research
in Social Behavior in Berkeley, California, and oth-
ers provide detailed, in-depth data showing that
drug use is universal. A major purpose of their stud-
ies was to determine the level of psychoactive drug
use among people age 18 through 74, excluding
those people hospitalized or in the armed forces.
Data were collected to identify people who used
specific categories of drugs (that is, caffeine, sleep-
ing pills, nicotine, alcohol, and other psychoactive
drugs). Other studies have shown that people in
the 18- to 25-year-old age group are by far the heavi-
est users and experimenters in terms of pastmonth
and past-year usage (see Table 1.3).

Pain Relievers

A recent bulletin alert highlights a new form of abuse
involving pain relievers. It was found that in 2006 first-
time users of pain relievers continue to surpass first-
time users of all other drugs. More than 2.1 million
persons ages 12 or older used prescription-type pain
relievers* for the first time in 2006, according to recently
released data from the National Survey on Drug Use
and Health (NSDUH; SAMHSA 2007a). Although the num-
ber of new users of pain relievers has been decreasing
since 2003, it continues to be the drug category with the

largest number of new initiates since surpassing mari-
juana in 2002. The number of first-time marijuana users
has declined significantly, from nearly 3 million in 2000
to slightly more than 2 million in 2006. Recent changes in
the initiation of illicit drug use show increases in the
number of first-time nonmedical users of prescription-
type stimulants* (from 647,000 to 845,000). Previous
research found that changes in initiation levels “are
often leading indicators of emerging patterns of sub-
stance use” (CESAR 2007).

*Use of pain relievers and stimulants refers to the nonmedical use of prescription-type pain relievers and stimulants and does not include

use of over-the-counter drugs.
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Table 1.3 Trend Data on the Prevalence of Illicit Drug Use, 2000-2005

2000 2001 2002 2003 2004 2005
Used in Past Month
All ages 12+ 6.3 7.1 8.3 8.2 7.9 8.1
12-17 9.8 10.8 11.6 11.2 10.6 9.9
18-25 15.6 18.5 20.2 20.3 19.4 20.1
26-34 7.9 9.2 10.8 11.1 11.3 11.3
35+ 383 S 4.6 A Hiss) 4.7
Used in Past Year
All ages 12+ 11 12.6 14.9 14.7 14.5 144
NZ2=117/ 18.8 20.8 22.2 21.8 21 19.9
18-25 27.5 31.59 35.5 34.6 33.9 34.2
26-34 13.7 16.7 19.8 20.1 19.6 20.2
35+ 5.5 6.2 8.2 8.1 8.2 8.2
Used in Lifetime (Ever Used)
All ages 12+ 38.9 41.2 46.6 46.4 45.8 46.1
12-17 27.1 28.3 30.9 30.5 30 27.7
18-25 51.2 55.6 59.8 60.5 59.3 59.3
26-34 51 53.5 58.2 574 57.3 57
35+ 35.5 38.5 43.9 44.8 447 46.1

This table shows three major trends. First, for all three categories of drug users (used in past month, used in past year, and used
in lifetime [ever used]) and within each age group category, there is a very steady and persistent growth in the percentage using
illicit drugs from 2000 through 2005. Second, even though in 2002 and 2003 there appeared to be a higher increase (spike) over
previous years in the percentage using illicit drugs, the percentage increases in 2002 and 2003 are not comparable to
data for prior years because beginning in 2002 and 2003 the survey questions changed, resulting in what appear to be
increases in drug use. As a result, it is not possible to compare pre-2003 data with later years’ data. Third, for all three
categories of drug users, the heaviest users of drugs are between 18 and 25 years of age.

Ilicit drugs include marijuana/hashish, cocaine (including crack), heroin, hallucinogens, inhalants, or any prescription-type psy-
chotherapeutic used nonmedically (sedatives, tranquilizers, stimulants, and analgesics). The figures presented here include use of
marijuana, cocaine, hallucinogens, inhalants, heroin, and nonmedical use of sedatives, tranquilizers, stimulants, and analgesics.

2000 data: Substance Abuse and Mental Health Services Administration (SAMHSA). National Household Survey on Drug Abuse, 1999 and 2000. Rockville,
MD: Office of Applied Studies and Substance Abuse and Mental Health Services Administration, 2000.

2001 data: Substance Abuse and Mental Health Services Administration (SAMHSA). National Household Survey on Drug Abuse, 2000 and 2001. Rockville,
MD: Office of Applied Studies and Substance Abuse and Mental Health Services Administration, 2002.

2002 and 2003 data: Substance Abuse and Mental Health Services Administration (SAMHSA). Results from the 2003 National Survey on Drug Use and
Health: National Findings. Rockville, MD: Office of Applied Studies, 2004.

2004 and 2005 data: Substance Abuse and Mental Health Services Administration (SAMHSA). Results from the 2005 National Survey on Drug Use and Health:
National Findings. Rockville, MD: Office of Applied Studies, 2006.




Table 1.4 supports the findings of the Social
Research Group of George Washington Univer-
sity. For example, in looking at past-month usage,
an estimated 13.6 million Americans, or 50.9% of
the total U.S. population age 12 and older, were
drinkers. Statistics also reveal that with regard to
pastmonth usage of cigarettes, approximately 8
million or 25% of Americans smoked cigarettes in
2006 (see Table 1.4).
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Current Patterns of Licit and
Ilicit Drug Use

Table 1.4 shows that illicit drug use remains an
alarming problem. In looking at the use of licit and
illicit types of drugs, it is estimated that approxi-
mately 20.4 million Americans ages 12 years or
older were current illicit drug users in 2006. This
number represents 8.3% of the population age 22

Table 1.4 National Household Survey on Drug Abuse, 2006
Percentage of population and estimated number of alcohol, tobacco, and illicit drug users in the United States.

LIFETIME* PAST MONTH
NUMBER OF USERS NUMBER OF USERS
PERCENTAGE (IN THOUSANDS) PERCENTAGE (IN THOUSANDS)
Alcohol 82.7 203,368,000 50.9 125,309,000
Cigarettes 66.3 162,991,000 25.0 61,565,000
Marijuana/hashish 39.8 97,825,000 6.0 14,813,000
Nonmedical use of any 19.8 49,842,000 2.8 6,991,000
psychotherapeutic*
Smokeless tobacco 18.6 45,832,000 33 8,231,000
Cocaine 53 35,298,000 1.0 2,421,000
Hallucinogens 14.3 35,281,000 0.4 1,006,000
Analgesics 13.6 33,472,000 4.9 5,220,000
Inhalants 9.3 22,879,000 0.3 761,000
Tranquilizers 8.7 21,303,000 0.7 1,766,000
Stimulants 8.2 20,118,000 0.5 1,191,000
Sedatives 3.6 8,822,000 0.2 385,000
Crack 3.5 8,554,000 0.3 702,000
PCP 2.7 6,618,000 0.0 30,000
Anyillicit drug 454 111,774,000 8.3 20,357,000

Notes: Total population = 303,755,930.
* Lifetime refers to ever used.

+Nonmedical use of any prescription stimulant, sedative, or tranquilizer, does not include over-the-counter drugs.

Source: Substance Abuse and Mental Health Services Administration (SAMHSA), Office of Applied Studies (OAS). 2006 National Survey on Drug Use &

Health. Rockville, MD: NIDA, 2007.
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years and older (SAMHSA 2007a). The leading
illicit types of drugs (see Figure 1.1) were mari-
juana (39.8%), hallucinogens (mainly LSD and
Ecstasy, 14.3%), cocaine (14.3%), pain relievers
(13.6%), and inhalants (8.8%).

Regarding the licit types of drugs used during
the same year, from highest to lowest the most pop-
ular were alcohol (82.7%), tobacco (70.7%), and
nonmedical use of psychotherapeutics (21.8%),
which includes pain relievers (13.6%) and stimu-
lants (8.2%); see Table 1.4.

Figure 1.2 shows the pastmonth use of illicit
drugs among persons age 12 or older. Again the
category “any illicit drug” shows the highest use,
followed by use of marijuana, psychotherapeutics,
cocaine, hallucinogens, and inhalants.

Nonmedical Use of Pain Relievers

Figure 1.3 shows the number of lifetime nonmed-
ical users of selected pain relievers for 2002, 2003,
and 2004. National surveys on drug use and health
indicate that the nonmedical use of prescription
pain relievers (analgesics) among persons age 12
or older did not differ significantly from 2002 to
2005. The number of persons who used prescrip-

FIGURE 1.1

tion pain relievers nonmedically for the first time
in the past year also did not differ significantly,
with 2.3 million persons initiating use in 2002, 2.4
million in 2003, 2.4 million in 2004, and 2.2 mil-
lion in 2005. An annual average of 4.8% of per-
sons age 12 or older (11.4 million persons) used a
prescription pain reliever nonmedically in the 12
months prior to the survey. Of the persons age 12
or older who first used pain relievers nonmed-
ically in the past year, 57.7% used hydrocodone
products* and 21.7% used oxycodone products'.
Other noteworthy findings are:

The percentage of persons age 12 or older who
had used any product containing hydrocodone
nonmedically in their lifetime increased from
5.9% to 7.4%. Among the drugs in this cate-
gory are Vicodin, Lortab, or Lorcet, which as a

*This includes Vicodin, Lortab, Lorcet, generic
hydrocodone, and other pain relievers containing hydro-

codone that respondents specified.

1This includes Percocet, Percodan, Tylox, OxyContin,
and other pain relievers containing oxycodone that
respondents specified that they used nonmedically.

Percentage of U.S. residents (age 12 or older) reporting lifetime use of alcohol, tobacco, and illicit drugs, 2006.

*Nonmedical use only does not include over-the-counter drugs.

Source: Substance Abuse and Mental Health Services Administration (SAMHSA). Overview of Findings from the 2003 National Survey on Drug Use and
Health. Office of Applied Studies, NSDUH Series H-24, DHHS Publication No. SMA 04-3963. Rockville, MD, 2004.
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Past-month use of selected illicit drugs among persons aged 12 or older, 2005 and 2006.

Source: Substance Abuse and Mental Health Services Administration (SAMHSA). Results from the 2006 National Household Survey on Drug Use and Health:
National Findings.Rockville, MD: Office of Applied Studies (OAS), 2006.
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FIGURE 1.3

Number (in millions) of lifetime nonmedical users of selected pain relievers among persons aged 12 or older: 2003, 2004, and 2005.

Source: Substance Abuse and Mental Health Services Administration (SAMHSA). Results from the 2006 National Household Survey on Drug Use and Health:
National Findings. Rockville, MD: Office of Applied Studies (OAS), 2006.
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group increased from 5.6% to 6.9%, and
generic hydrocodone, which increased from
1.9% to 2.5% (see Figure 1.3).

The rate of lifetime misuse of any oxycodone
product increased from 4.3% to 5.0%, reflect-
ing increases in the nonmedical use of Oxy-
contin (from 0.8% to 1.3%) and Percocet,
Percodan, or Tylox (from 4.5% to 4.6%).
Modest but statistically significant increases
also were observed for methadone (from
0.4% to 0.5%) and any tramadol product
(from 0.4% to 0.5%). Tramadol products
include generic tramadol and Ultram.
Decreases in lifetime nonmedical use were
observed for Demerol (from 1.2% to 1.0%),
Phenaphen with codeine (from 0.4% to
0.2%) and Talwin (from 0.3% to 0.1%).

Age Patterns

Figure 1.4 shows the past-month use of illicit drugs
by age in 2006. With regard to age patterns, the
following trends are apparent:

Rates of drug use showed substantial variation
by age. For example, 3.9% of youths ages 12

FIGURE 1.4
Past-month illicit drug use, by age, 2006.

or 13 reported current illicit drug use in 2006.
As in other years, illicit drug use tended to
increase with age among young persons.

The 18-20 age category used the most types of
illicit drugs. This report broke out the age cate-
gories slightly differently; in this figure, infor-
mation on the 18- to 25-year-olds shows that
16.3% used marijuana, 6.4% used prescription-
type drugs nonmedically, 2.2% used cocaine,
and 1.7% used hallucinogens.

Among youths, the types of drugs used dif-
fered by age in 2006, as was the case in prior
years. Marijuana was the most commonly
used drug among 12- to 17-year-olds (6.7%),
followed by prescription-type drugs used non-
medically (3.3%), inhalants (1.3%), hallu-
cinogens (0.7%), and cocaine (1.2%).

An estimated 70% of all psychoactive prescrip-
tion drugs used by people under 30 years old
were obtained without the user having a pre-
scription (SAMHSA 2004).

Racial and Ethnic Differences

Figure 1.5 shows average past-month illicit drug
use among persons age 12 or older by racial and

Source: Substance Abuse and Mental Health Services Administration (SAMHSA). Results from the 2006 National Survey on Drug Use and Health: National

Findings. Rockville, MD: Office of Applied Studies (OAS), 2006.
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FIGURE 1.5

Past-month illicit drug use among persons aged 12 or older, by race/ethnicity, 2005 and 2006.

Source: Substance Abuse and Mental Health Services Administration (SAMHSA). Household Survey 2006. National Survey on Drug Use and Health: Detailed

Tables. Rockville, MD: Office of Applied Studies, 2007.

ethnic differences in 2005 and 2006. The latest fig-
ures reveal the following trends:

In 2006, from highest to lowest, racial ethnic
groups had the following rates of illicit drug
use: Native Americans or Alaska Natives
(18.7%), blacks or African-Americans (9.8%),
two or more races (8.9%), whites (8.5%),

Among Hispanic groups, Puerto Ricans were
the heaviest users of illicit drugs, followed
by Mexican Americans and Cuban Ameri-
cans. Central and South Americans had the
lowest amount of current illicit drug use
(SAMHSA 2007a).

Native Hawaiians or other Pacific Islanders  gender

(7.5%), Hispanics or Latinos (6.9%), and | o505 qAMHSA 2007a), the following were

Asians (3.6%). . ) Tl i
Asians continued to have the lowest percent- major findings regarding illicit drug use by gender:

age of current illicit drug use when this re-
search was conducted, just as many other
racial and ethnic group studies on drug use
had found previously.

Among youths ages 12 to 17 in 2006, the rate
of current illicit drug use among American
Indians or Alaska Natives was about twice the
overall rate of all other ethnic youth groups
among youths (18.7% vs. 9.8%, respectively).
The rates were 11.8% among youths reporting
two or more races, 10.2% among blacks, 10%
among whites, 8.9% among Hispanics, and
6.7% among Asians.

As in prior years, in 2006 males were more
likely than females among persons age 12 or
older to be current illicit drug users (10.5% vs.
6.2%, respectively). The rate of pastmonth
marijuana use for males was about twice as
high for males as the rate for females (8.1%
vs. 4.1%). However, males and females had
similar rates of past-month use of stimulants
(0.5% for both males and females), Ecstasy
(0.2% for both), sedatives (0.1% and 0.2%,
respectively), OxyContin (0.1% for both),
LSD (0.1% and less than 0.1%), and PCP (less
than 0.1% for both).



26

CHAPTER 1 W Introduction to Drugs and Society

Generally, gender and licit/illicit drug use
correlate with specific age periods. Men have
a tendency to prefer stimulants in their 30s,
depressants in their 40s and 50s, and sedatives
from age 60 on. In comparison to men,
women are most likely to use stimulants from
age 21 through 39 and depressants more fre-
quentlyin their 30s. Women’s use of sedatives
shows a pattern similar to men’s use, with the
frequency of use increasing with age. Gener-
ally, women tend to take pills to cope with
problems, whereas men tend to use alcohol
and marijuana for the same purpose.

People older than 35 are more likely to take
pills, whereas younger people prefer alcohol
and other licit and illicit types of drugs. Among
those using pills, younger people and men
are more likely to use stimulants than older
people and women, who more frequently take
sedatives. (The actual usage rates for all psy-
choactive drugs are probably 35% higher
than the reported data.)

Among younger people (ages 18 through 32
years), use of stimulants and depressants for
nonmedical reasons often results from drug
misuse or dependency. Methods for obtaining
psychoactive drugs for nonmedical purposes
include (1) getting drugs from friends and
relatives who have legitimate prescriptions,
(2) resorting to drug dealers, and (3) purchas-
ing or shoplifting OTC medications.

Pregnant Women

In looking at this group, we find two major outcomes:

In 2006 (SAMHSA 2007a), among pregnant
women ages 15 to 44 years, 4.0% reported
using illicit drugs in the month before their
interviews during 2002 and 2003. This rate
was significantly lower than the rate among
women ages 15 to 44 who were not pregnant
(10%).

Pregnant women are less likely to use drugs
than similar-age women who are not pregnant.

Education

Illicit drug use rates in 2006 were correlated with
educational status (SAMHSA 2007a).

Among adults age 18 or older, the rate of cur-
rent illicit drug use was lower among college
graduates (5.9%) compared with those who
did not graduate from high school (9.2%),

high school graduates (8.6%), or those who
had taken some college courses (9.1%).
Adults who had completed 4 years of college
were more likely to have tried illicit drugs in
their lifetime as compared with adults who
had not completed high school (50% versus
37%). This is despite the fact that although
college graduates had used significantly
more illicit types of drugs in their [lifetime,
their current use— usually after graduation
and movement away from their respective
campuses — was significantly less than that
among their counterparts who had not com-
pleted high school.

College Students

The most significant findings regarding college
students and illicit drug use are as follows:

In the college-age population (persons ages
18 to 22 years), the rate of current illicit drug
use was the same among full-time undergrad-
uate college students (22.6%) as for other per-
sons ages 18 to 22 years, including part-time
students, students in other grades, and non-
students (22.6%).

The rate of current illicit drug use among
college students and other 18- to 22-year-
olds did not change between 2005 and 2006
(SAMHSA 2007a).

Employment

With regard to current employment status, the fol-
lowing are significant findings related to illicit
drug use:

Current employment status was highly corre-
lated with rates of illicit drug use in 2007b. An
estimated 18.5% of unemployed adults ages
18 or older were current illicit drug users
compared with 8.8% of those employed full-
time and 9.4% of those employed part-time.
Although the rate of drug use was higher
among unemployed persons compared with
those from other employment groups, most
drug users were employed. Of the 17.9 million
illicit drug users ages 18 or older in 2005, 13.4
million (74.9%) were employed either full- or
part-time.

Geographic Area

Several of the more significant findings related to
illicit drug use in specific geographic areas follow:



The rate of illicit drug use in metropolitan
areas is higher than the rate in nonmetropoli-
tan counties. Rates were 8.3% in large metro-
politan counties, 8.6% in small metropolitan
counties, and 7% in nonmetropolitan counties.
Within nonmetropolitan areas, counties that
were urbanized had an illicit drug use rate of
7.9%, while completely rural counties had a
significantly lower rate (3.1%).

Among persons age 12 or older, the rates of
current illicit drug use in the United States
were: 9.5% in the West, 8.9% in the North-
east, 7.9% in the Midwest, and 7.4% in the
South (SAMHSA 2007a).

Criminal Justice Populations/Arrestees

Certain significant findings and correlations are
unique to criminal justice populations:

In 2006, among the estimated 1.6 million
adults age 18 or older who were on parole or
other supervised release from prison during
the past year, 29.7% were current illicit drug
users, compared with 7.9% of adults not on
parole or supervised release.

Among the estimated 4.6 million adults on
probation at some time in the past year, 31.9%
reported current illicit drug use in 2006. This
compares with a rate of 7.6% among adults
not on probation in 2006 (SAMHSA 2007a).
In 2004, an estimated 333,000 prisoners were
arrested for drug law violations; 21% of state,
55% of federal inmates (Bureau of Justice Sta-
tistics [BJS] 2004).

In 2004, nearly a third of state and a quarter
of federal prisoners committed their offense
under the influence of drugs, which was
unchanged since 1997.

Among federal inmates, men (50%) were
slightly more likely than women (48%) to
report drug use in the month before the
offense in 2004.

Among federal inmates in 2004, 58% of whites,
53% of blacks, and 38% of Hispanics reported
using drugs in the month before the offense.
One in three property offenders in state pris-
ons report drug money as a motive in their
crimes.

Marijuana remained the most common drug
used by state prisoners. Forty percent of state
prisoners reported using marijuana in the
month before their offense, and 15% said
they had used marijuana at the time of the
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offense. (Very similar percentages were found
in the 1997 estimates.) (BJS 2004).

Types of Drug Users

Just as a diverse set of personality traits (for ex-
ample, introverts, extroverts, type A, obsessive-
compulsive, and so on) exists, so drug users vary
according to their general approach or orienta-
tion, frequency of use, and types and amounts of
the drugs they consume. Some are occasional or
moderate users, whereas others display much
stronger attachment to drug use. In fact, some dis-
play such obsessive-compulsive behavior that they
cannot let a morning, afternoon, or evening pass
without using drugs. Some researchers have classi-
fied such variability in the frequency and extent of
usage as fitting into three basic patterns: experi-
menters, compulsive users, and “floaters” or “chip-
pers” (members of the last category drift between
experimentation and compulsive use).

Experimenters begin using drugs largely because
of peer pressure and curiosity, and they confine
their use to recreational settings. Generally, they
more often enjoy being with peers who also use
drugs recreationally. Alcohol, tobacco, marijuana,
hallucinogens, and many of the major stimulants
are the drugs they are most likely to use. They are
usually able to set limits on when these drugs are
taken (often preferred in social settings), and they
are more likely to know the difference between
light, moderate, and chronic use.

Compulsive users, in contrast, “. . . devote con-
siderable time and energy to getting high, talk
incessantly (sometimes exclusively) about drug
use . .. [and “funny” or “weird” experiences] . . .
and become connoisseurs of street drugs”
(Beschner 1986, 7). For compulsive users, recre-
ational fun is impossible without getting high.

experimenters

first category of drug use, typified as being in the initial
stages of drug use; these people often use drugs for
recreational purposes

compulsive users

second category of drug use, typified by an insatiable
attraction followed by a psychological dependence
to drugs
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Other characteristics of these users include the
need to escape or postpone personal problems, to
avoid stress and anxiety, and to enjoy the sensa-
tion of the drug’s euphoric effects. Often, they
have difficulty assuming personal responsibility
and suffer from low self-esteem. Many compulsive
users are from dysfunctional families, have persis-
tent problems with the law and/or have serious
psychological problems underlying their drug-tak-
ing behavior. Problems with personal and public
identity, excessive confusion about their sexual
orientation, boredom, family discord, childhood
sexual and/or mental abuse, academic pressure,
and chronic depression all contribute to the
inability to cope with issues without drugs (see
“Case in Point,” Ignoring the Signs of Drug Abuse:
A Hard Lesson Learned).

Floaters or chippers focus more on using other
people’s drugs without maintaining a steady sup-
ply of drugs. Nonetheless, chippers, like experi-
menters, are generally light to moderate consumers
of drugs. Chippers vacillate between the need for
pleasure seeking and the desire to relieve moder-
ate to serious psychological problems. As a result,
although most are on the path to drug depen-
dence, at this stage they drift between experimen-
tal drug-taking peers and chronic drug-using peers.
In a sense, these drug users are marginal individ-
uals who do not strongly identify with experi-
menters or compulsive users. (An example of how
the various types of drug users are often adversely
affected by peers is discussed in more detail in
Chapters 2 and 4.)

Drug¢ Use: Mass Media and
Family Influences

Studies continually show that the majority of young
drug users come from homes in which drugs are

floaters or chippers

third category of drug users; these users vacillate between
the need for pleasure seeking and the desire to relieve
moderate to serious psychological problems. This category
of drug use has two major characteristics: (1) a general
focus mostly on using other people’s drugs (often without
maintaining a personal supply of the drug) and (2)
vacillation between the characteristics of chronic drug
users and experimenter types

liberally used (Goode 1999; SAMHSA 1996b).
These children frequently witness drug use at
home. For instance, parents may consume large
quantities of coffee to wake up in the morning
and other forms of medication throughout the
day: cigarettes with morning coffee, antacid
tablets for an upset stomach, vitamins for stress, or
aspirin for a headache. Finally, before going to
bed, the grown-ups may take a few “nightcaps” or
a sleeping pill to relax. The following is an inter-
view related to the overuse of drugs:

Yeah, I always saw my mom smoking early in
the morning while reading the newspaper and
slowly sipping nearly a full pot of coffee. She
took prescription drugs for asthma, used an
inhaler, and took aspirin for headaches. When
she accused me of using drugs at concerts, I
would pick up her pack of cigarettes and sev-
eral prescription bottles and while she was rag-
ing on me, I would quietly wave all her drugs
close up in front of her face. She would stop
nagging within seconds and actually one time
I think she wanted to laugh but turned away
toward the sink and just started washing cups
and saucers. The way I figure it, she has her
drugs, and I have mine. She may not agree with
my use of my drugs but then she is not better
either. It’s great to have a drug-using family
ain’tit? (From Ventwrelli’s research files, male, age
20, college student, June 12, 2000.)

Some social scientists believe that everyday con-
sumption of legal drugs — caffeine, prescription
and OTC drugs, and alcohol —is fueled by the
pace of modern lifestyles and greatly accelerated
by the influence of today’s increasingly sophisti-
cated mass media.

If you look around your classroom building, the
dormitories at your college, or your own home,
evidence of mass media and electronic equipment
can be found everywhere. Cultural knowledge and
information are transmitted via media through
electronic gadgets we simply “can’t live without,”
to the point that they help us define and shape
our everyday reality.

In regard to drug advertising, television remains
the most influential medium. Most homes today
have more than one television in the home. Know-
ing this, “Drug firms increased their spending on
television advertising to consumer seven-fold from
1996 to 2000, . .. (CBS News 2002). Overall adver-
tising spending aimed at ordinary people tripled
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’case In Polnt Ignoring the Signs of Drug Abuse: A Hard Lesson Learned

ichael Alig missed all of the warning signs of
the dangers of drug abuse and addiction. He
states, “There is no excuse for killing someone, no
reason to justify being wholly or even partly respon-
sible for the death of another human being. | have

never been a violent person. | don’t even like sports.”
Now in prison for the accidental death of a friend,
Michael recalls the following warning signs he refused

to note:

1. Michael was living without any real boundaries.
Now that he looks back at his life, he says it
was out of control, and his friends were out
of control.

2. Michael overdosed many times on many
different drugs and would often wake up
unaware of where he was, where he had
been, who he was with, what he was doing
with whomever he was with, what took place
while he was on drugs, and so on.

3. One time Michael regained consciousness
and was in the presence of “... an entire dinner
of cocaine on the floor!” which he admits was
too tempting to pass up.

. People around Michael were constantly warning
him to stop using drugs, and these were the same
people with whom he was annoyed.

5. Just before his arrest, Michael had overdosed
numerous times with naloxone, barely escaping
death several times.

6. Michael used heroin with the false sense of
euphoric security that all was good.

Now Michael, who was called the King of the Club
Kids, believes he has finally learned to accept responsi-
bilities as an adult. After solitary confinement for sev-
eral months to stop using heroin in prison, he says that
his approach to life has completely changed. Michael
says, “A smile or a laugh isn’t just a reaction to the most
extreme situations anymore, but to my average daily
experiences like eating a piece of sour candy, or seeing
a fat boy in the prison yard with the crack of his butt
exposed for everyone to see.” Michael believes it will
take a lot of time for his brain to rewire itself toward
enjoying the simple pleasures of life. He states, “Now it
will be the small, subtle life experiences that will be my
reinforcements . . . [besides] parties in jail are danger-
ous.” Today, Michael is approximately 43 years of age.

Reconstructed by author from source: Michiana Point of View/Michael Alig. “Alig Missed Signs Along the Road to Tragedy.” The South Bend

Tribune (10 January 1999): B-3.

between 1996 and 2000 to nearly $2.5 billion a
year. Drug companies spent $1.6 billion in 2000
on television advertisements for Viagra, Claritin,
Allegra, and other brand-name drugs that have
become household names . . .” (CBS News 2002).
As another example, the alcohol industry spends
more than $1 billion on yearly advertising
(Critser 1996; Kilbourne 1989; Robert Wood
Johnson Foundation 2001). “The advertising bud-
get for one beer — Budweiser — is more than the
entire budget for research on alcoholism and
alcohol abusers” (Kilbourne 1989, 13). More
recent findings indicate that “Alcohol companies
spent $4.9 billion on television advertising
between 2001 and 2005. They spent 2.1% of this
amount ($104 million) on ‘responsibility adver-
tisement’” (CAMY 2007).

Radio, newspapers, and magazines are also satu-
rated with advertisements for OTC drugs that con-
stantly offer relief from whatever illness you may

have. There are pills for inducing sleep and those
for staying awake, as well as others for treating indi-
gestion, headache, backache, tension, constipation,
and the like. Using these medicinal compounds
can significantly alter mood, level of consciousness,
and physical discomfort. Experts warn that such
drug advertising is likely to increase.

In the early 1990s, the Food and Drug Adminis-
tration (FDA) lifted a 2-year ban on consumer
advertising of prescription drugs; since then, there
has been an onslaught of new sales pitches. In
their attempts to sell drugs, product advertisers
use the authority of a physician or health expert or
the seemingly sincere testimony of a product user.
Adults are strongly affected by testimonial adver-
tising because these drug commercials can appear
authentic and convincing to large numbers of
viewers, listeners, or readers.

The constant barrage of commercials, including
many for OTC drugs, relays the message that, if
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Amanda Geiger never saw the drunk driver.

Friends Don’t Let Friends Drive Drunk.

c Photo by Michael Mazzeo

all
U.S. Department of Transportation Csmq

Although the media are often blamed for glamorizing danger-
ous drug use, many successful prevention campaigns have used
TV, radio, and print media as outlets. Since the Advertising
Council began the campaign “Friends Don’t Let Friends Drive
Drunk,” 79% of Americans have stopped an intoxicated friend
from getting behind the wheel.

you are experiencing restlessness or uncomfort-
able symptoms, taking drugs is an acceptable and
normal response. As a result, television viewers,
newspaper and magazine readers, and radio lis-
teners are led to believe or unconsciously select
the particular brand advertised when confronted
with dozens upon dozens of drug choices for a
particular ailment. In effect, this advertising reaf-
firms the belief that drugs are necessary when
taken for a real or an imagined symptom.

Drug Use and Drug

Dependence

Why are so many people attracted to drugs and
the effects of recreational drug use? Like the
ancient Assyrians, who sucked on opium lozenges,
and the Romans, who ate hashish sweets some
2000 years ago, many users claim to be bored, in
pain, frustrated, unable to enjoy life, or alienated.
Such people turn to drugs in the hope of finding
oblivion, peace, inner connections, outer connec-
tions (togetherness), or euphoria. The fact that
many OTC drugs never really cure the ailment,

especially if taken for social and psychological rea-
sons, and the fact that frequent use of most drugs
increases the risk of addiction do not seem to be
deterrents. People continue to take drugs for
many reasons, including the following:

Searching for pleasure and using drugs to
heighten good feelings.

Taking drugs to temporarily relieve stress or
tension or provide a temporary escape for
people with anxiety.

Taking drugs to temporarily forget one’s
problems and avoid or postpone worries.
Viewing certain drugs (such as alcohol, mari-
juana, and tobacco) as necessary to relax after
a tension-filled day at work.

Taking drugs to fit in with peers, especially
when peer pressure is strong during early and
late adolescence; seeing drugs as a rite of passage.
Taking drugs to enhance religious or mystical
experiences. (Very few cultures teach children
how to use specific drugs for this purpose.)
Taking drugs to relieve pain and some symp-
toms of illness.

It is important to understand why historically
many people have been unsuccessful in eliminat-
ing the fascination with drugs. To reach such an
understanding, we must address questions dealing
with (1) why people are attracted to drugs, (2) how
experiences with the different types of drugs vary
(here, many attitudes are conveyed from the
“inside” — the users themselves), (3) how each of
the major drugs affects the body and the mind,
(4) how patterns of use vary among different
groups, and (5) what forms of treatment are avail-
able for the addicted. In Chapter 2, explanations
and responses to such questions are addressed
from a more theoretical (explanatory) level. In
Chapters 8 through 16, each of the major types of
drugs is separately examined.

When Does Use Lead to Abuse?

Views about the use of drugs depend on one’s
perspective. For example, from a pharmacologi-
cal perspective, if a patient is suffering severe
pain because of injuries sustained from an auto-
mobile accident, high doses of a narcotic such as
morphine or Demerol should be given to control
discomfort. While someone is in pain, no reason
exists not to take the drug. From a medical stand-



point, once healing has occurred and pain has
been relieved, drug use should cease. If the
patient continues using the narcotic because it
provides a sense of well-being or he or she has
become dependent to the point of addiction, the
pattern of drug intake is then considered abuse.
Thus, the amount of drug taken or the frequency
of dosing does not necessarily determine abuse
(even though individuals who abuse drugs usu-
ally consume increasingly higher doses). Most
important is the motive for taking the drug, which
is the principal factor in determining the pres-
ence of abuse.

Initial drug abuse symptoms include: (1) exces-
sive use, (2) constant preoccupation about the avail-
ability and supply of the drug, (3) refusal to admit
excessive use, and (4) reliance on the drug. All of
these four factors frequently result in producing
the initial symptoms of withdrawal whenever the
user attempts to stop taking the drug. As a result,
the user often begins to neglect other responsibili-
ties or ambitions in favor of using the drug.

Even the legitimate use of a drug can be con-
troversial. Often, physicians cannot decide even
among themselves what constitutes legitimate use
of a drug. For example, MDMA (“Ecstasy”) is cur-
rently prohibited for therapeutic use, but in 1985,
when the DEA was deciding MDMA'’s status, some
35 to 200 physicians (mostly psychiatrists) were
using the drug in their practice. These clinicians
claimed that MDMA relaxed inhibitions and
enhanced communication and was useful as a psy-
chotherapeutic adjunct to assist in dealing with psy-
chiatric patients (Levinthal 1996; Schecter 1989).
From the perspective of these physicians, Ecstasy
was a useful medicinal tool. However, the DEA did
not agree and made Ecstasy a Schedule I drug (see
Chapter 3). In a legal sense, Schedule I excludes
any legitimate use of the drug in therapeutics; con-
sequently, according to this ruling, anyone taking
Ecstasy is guilty of drug abuse (Goode 1999).

If the problem of drug abuse is to be under-
stood and solutions are to be found, identifying
the causes of the abuse is most important. When a
drug is being abused, it is not legitimately thera-
peutic; that is, it does not improve the user’s phys-
ical or mental health. If such drug use is not for
therapeutic purposes, what is the motive for tak-
ing the drug?

There are many possible answers to this ques-
tion. Initially, most drug abusers perceive some
psychological advantage when using these com-
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pounds. For many, the psychological lift is signifi-
cant enough that they are willing to risk social
exclusion, health problems, dramatic changes in
personality, arrest, incarceration, and fines to have
their drug. The psychological effects that these
drugs cause may entail an array of diverse feelings.
Different types of drugs have different psychologi-
cal effects. The type of drug an individual selects
to abuse may ultimately reflect his or her own
mental state.

For example, people who experience chronic
depression, feel intense job pressures, are unable
to focus on accomplishing goals, or have a sense of
inferiority may find that a stimulant such as
cocaine or amphetamines appears to provide a
solution to such dilemmas. These drugs cause a
spurt of energy, a feeling of euphoria, a sense of
superiority, and imagined self-confidence. In con-
trast, people who experience nervousness and
anxiety and want instant relief from the pressures
of life may choose a depressant such as alcohol or
barbiturates. These agents sedate, relax, provide
relief, and even have some amnesiac properties,
allowing users to suspend or forget their prob-
lems. People who perceive themselves as creative
or who have artistic talents may select hallucino-
genic types of drugs to “expand” their minds,
heighten their senses, and distort the confining,
often perceived monotonous nature of reality. As
individuals come to rely more on drugs to inhibit,
deny, accelerate, or distort their realities, they run
the risk of becoming psychologically dependent
on drugs — a process described in detail in Chap-
ters 2, 4, and 6.

Some have argued that taking a particular drug
to meet a psychological need, especially if a per-
son is over 21 years of age, is not very different
from taking a drug to cure an ailment. The belief
here is that physical needs and psychological
needs are really indistinguishable. In fact, several
drug researchers and writers, including Szasz
(1992) and Lenson (1995), believe that drug tak-
ing is a citizen’s right and a personal matter involv-
ing individual decision making. They see drug
taking as simply a departure from consciousness.
Lenson states that taking drugs for recreational
purposes is simply an additional form of diversity
among many other acceptable forms of diversity,
such as racial, religious, gender, and sexual orien-
tation. (For additional elaboration on these views,
see Venturelli 2000.) Obviously, within drug use
research, this topic remains strongly debatable.



32 CHAPTER 1 W Introduction to Drugs and Society

Drug Dependence

Although Chapters 2 and 18 discuss addiction and
drug dependence in detail, here we introduce
some underlying factors that lead to drug depen-
dence. Our discussion emphasizes drug dependence
instead of addiction because the term addiction is
both controversial and relative (an issue that came
to the forefront during the 1996 presidential elec-
tion, for example). Even when drug dependence
becomes fullfledged, addiction remains debat-
able, with many experts unable to agree on one set
of characteristics that constitutes addiction. Fur-
thermore, the term addiction is viewed by some as a
pejorative that adds to the labeling process (see
labeling theory in Chapter 2).

The main characteristics necessary for drug de-
pendence are as follows:

Both physical and psychological factors pre-
cipitate drug dependence. Recently, closer
attention has been focused on the mental
(psychological) attachments than on physical
addiction to drug use as principally indicative
of addiction — mostly, the craving aspect in
wanting the drug for consumption.

More specifically, psychological dependencerefers
to the need that a user may feel for continued
use of a drug to experience its effects. Physical
dependence refers to the need to continue tak-
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Stages of Drug Dependence

ing the drug to avoid withdrawal symptoms,
which often include feelings of discomfort
and illness.

There is a tendency to eventually become
addicted with repeated use of most psychoac-
tive drugs.

Generally, addiction refers to mind and body
dependence. In the process of dependence,
addiction can be viewed as one stage within
the dependence phase.

The process of addiction involves five separate
phases (Figure 1.6): relief, increased use, preoccu-
pation, dependency, and withdrawal. Initially, the
relief phase refers to the relief experienced by
using a drug, which allows a potential addict to
escape one or more of the following feelings:
boredom, loneliness, tension, fatigue, anger, and
anxiety. The increased use phase involves taking
greater quantities of the drug. The preoccupation
phase consists of a constant concern with the sub-
stance — that is, taking the drug becomes “normal”
behavior. The dependency phase is synonymous
with addiction. In this phase, more of the drug is
sought without regard for the presence of physical
symptoms, such as coughing and/or shortness
of breath in cases of cigarette and marijuana ad-
diction, blackouts from advanced abuse, and mod-
erate to severe soreness of nasal passages and
inflammation from snorting cocaine. The with-
drawal phase involves such symptoms as itching,
chills, tension, stomach pain, or depression from
the nonuse of the addictive drug and/or an entire
set of psychological concerns mainly involving an
insatiable craving for the drug (Monroe 1996).

relief phase

satisfaction derived from escaping negdative feelings in
using the drug

increased use phase

taking increasing quantities of the drug

preoccupation phase
constant concern with the supply of the drug

dependency phase
synonym for addiction
withdrawal phase

physical and/or psychological effects derived from not
using the drug



The Costs of Drug Use
to Societ

Society pays a high price for drug addiction. Many
of the costs are immeasurable — for example, bro-
ken homes, illnesses, shortened lives, and loss of
good minds from industries and professions. The
dollar costs are also enormous. The National Insti-
tute on Drug Abuse (NIDA) has estimated that the
typical narcotic habit costs the user $100 or more
per day to maintain, depending on location, avail-
ability of narcotics, and other factors. If a heroin
addict has a $100-a-day habit, he or she needs
about $36,500 per year just to maintain the drug
supply. It is impossible for most addicts to get this
amount of money legally; therefore, many support
their habits by resorting to criminal activity or
working as or for drug dealers.

Most crimes related to drugs involve theft of per-
sonal property — primarily, burglary and shoplift-
ing — and, less commonly, assault and robbery
(often mugging). Estimates are that a heroin
addict must steal three to five times the actual cost
of the drugs to maintain the habit, or roughly
$100,000 per year. Especially with crack and heroin
use, a large number of addicts resort to pimping
and prostitution. No accurate figures are available
regarding the cost of drug-related prostitution,
although some law enforcement officials have esti-
mated that prostitutes take in a total of $10 to $20
billion per year. It has also been estimated that
nearly three out of every four prostitutes in major
cities have a serious drug dependency.

Another significant concern arises from the re-
cent increase in clandestine laboratories through-
out the country that are involved in synthesizing
or processing illicit drugs. Such laboratories pro-
duce amphetamine-type drugs, heroin-type drugs,
designer drugs, and LSD and process other drugs
of abuse such as cocaine and crack. The DEA
reported that 390 laboratories were seized in 1993,
a figure that increased to 967 in 1995. Another
example of the phenomenal growth of metham-
phetamine laboratories can be found in Missouri.
From 1995 to 1997, seizures of such labs in Mis-
souri increased by 535% (Steward and Sitarmiah
1997). “In Dawson County in western Nebraska . . .
‘The percentage of meth-related crimes is through
the roof’ . .. as reiterated by an investigator with
the county sheriff’s office....In the state as a
whole, officials discovered 38 methamphetamine
laboratories in 1999; last year [2001] they discov-
ered 179” (Butterfield 2002, A23).
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The reasons for such dramatic increases relate
to the enormous profits and relatively low risk
associated with these operations. As a rule, clan-
destine laboratories are fairly mobile and relatively
crude (often operating in a kitchen, basement, or
garage) and are run by individuals with only ele-
mentary chemical skills.

Another interesting discovery is that these labo-
ratories are not always stationary in locations such
as garages, barns, homes, apartments, and so on.
Though these stationary “labs” predominate, espe-
cially in the production of methamphetamine,
recently mobile labs have made an appearance:

Cooking in cars and trucks helps producers in
two ways: It eludes identification by law enforce-
ment; and motion helps the chemical reaction
[of methamphetamine production]. Motels are
a new production setting. . . . Clandestine labs
are also set up in federal parklands, where toxic
byproducts pose a danger to hikers and
campers. (ONDCP 2002, 58)

In 2003, the following was reported:

With portable meth labs popping up every-
where from motel bathrooms to the back seat
of a Chevy, it was only a matter of time before
they made their way onto campus. Last Novem-
ber, a custodian notified campus police at . . .
[university in Texas] . . . about what appeared
to be a lab set up in a music practice room in
the ... [university’s] . . . Fine Arts Center.

“We found beakers of red liquid, papers and
other residue, and the room had this horrible
odor. . ..” Students were on vacation, so the
practice room, which had its windows blackened
out, would have afforded the occupant a few
days to cook. [One campus police official] . . .
speculates that this is just the beginning: “Labs
are popping up on campuses all over the coun-
try. It’s just too easy now. You can get the recipe
on the Internet. Still, how could someone be so

NIDA

National Institute on Drug Abuse, the principal federal
agency responsible for directing drug use— and abuse-
related research

DEA

Drug Enforcement Administration, the principal federal
agency responsible for enforcing U.S. drug laws
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brazen as to set up an operation next to the
French horn section?” ( Jellinek 2003, 54)

Because of a lack of training, inexperience, and
the danger of experiencing the effects of metham-
phetamine while making the drug, the chemical
“cooking” procedures are performed crudely, some-
times resulting in adulterants and impure prod-
ucts. Such contaminants can be very toxic, causing
severe harm or even death to the unsuspecting user
as well as a greater likelihood of sudden explosion
(Drug Strategies 1995). Fortunately, when looking
at all the illicit drugs produced by such under-
ground laboratories, such outbreaks of physically
harmful drugs do not occur very often. Partial
proof of this is found in the small number of news
media stories of deaths or poisonings from illicit
drugs. Nevertheless, because profit drives these
clandestine labs, which obviously have no govern-
ment supervision, impurities or “cheap fillers” are
always possible so that greater profits can be made.
Here, caution is very advisable in that drug pur-
chasers do not have any guarantees when purchas-
ing powerful illicit drugs.

Society continues paying a large sum even after
users, addicts, and drug dealers are caught and
sentenced because it takes from $75 to $1500 per
day to keep one person incarcerated. Support-
ing programs such as methadone maintenance
costs much less. New York officials estimate that
methadone maintenance costs about $3000 per
year per patient. Some outpatient programs, such
as those in Washington, D.C., claim a cost as low as
$8 to $12 per day (not counting cost of staff and
facilities), which is much less than the cost of
incarceration.

A more long-term effect of drug abuse that has
substantial impact on society is the medical and
psychological care often required by addicts due
to disease resulting from their drug habit. Particu-
larly noteworthy are the communicable diseases
spread because of needle sharing within the drug-
abusing population, such as hepatitis and HIV.

needle-exchange programs

publically funded programs that distribute new,
uncontaminated needles to drug addicts in
exchange for used injection needles in order to
prevent the spread of HIV and hepatitis Band C

In the United States, in 2004, an estimated 1
million Americans were living with HIV — and
one in four of them did not know it (NIDA 2007).
HIV eventually causes AIDS. Worldwide, approxi-
mately 39 million are living with HIV. This num-
ber includes sub-Saharan Africa, Asia, Latin
America and the Caribbean, Eastern Europe and
Central Asia, North America, Western and Central
Europe, North Africa and the Middle East, and
Oceania (see Chapter 16 for more detailed infor-
mation on HIV and AIDS) (Clinton 2006).

In the United States, HIV is spread primarily
through unprotected sexual intercourse and shar-
ing of previously used needles to inject drugs. HIV
in the injecting-drug-user subpopulation is trans-
mitted in the small (minuscule) amount of contam-
inated blood remaining in the used needles. The
likelihood of a member of the drug-abusing popu-
lation contracting HIV directly correlates with the
frequency of injections and the extent of needle
sharing. Care for AIDS patients lasts a lifetime, and
many of these medical expenses come from federal-
and state-funded programs. Many cities throughout
the United States have publicly funded programs
that distribute new, uncontaminated needles to
drug addicts. The needles are free of charge in
exchange for used injection needles in order to
prevent the spread of HIV and hepatitis B and C
from contaminated needles. These programs are
often referred to as needle-exchange programs.

Also of great concern is drug abuse by women
during pregnancy. Some psychoactive drugs can
have profound, permanent effects on a developing
fetus. The best documented is fetal alcohol syn-
drome (FAS), which can affect the offspring of alco-
holic mothers (see Chapter 7). Cocaine and
amphetaminerelated drugs can also cause irre-
versible congenital changes when used during preg-
nancy (see Chapter 10). All too often, the affected
offspring of addicted mothers become the respon-
sibility of welfare organizations. In addition to the
costs to society just mentioned, other costs of drug
abuse include drug-related deaths, emergency room
visits and hospital stays, and automobile fatalities.

Drugs, Crime, and Violence

There is a long-established close association be-
tween drug abuse and criminality. The beliefs
(hypotheses) for this association range along a
continuum between two opposing views: (1) crimi-
nal behavior develops as a means to support addic-



tion, and (2) criminality is inherently linked to
the user’s personality and occurs independently
of drug use (Drug Strategies 1995; McBride and
McCoy 2003). In other words, does addiction to
drugs cause a person to engage in criminal behav-
ior such as burglary, theft, and larceny to pay for
the drug habit? On the other hand, does criminal
behavior stem from an already existing criminal
personality such that drugs are used as an adjunct
to commit such acts? In other words, are drugs
used in conjunction with crime to sedate and give
the added confidence needed to commit daring
law violations?

The answers to these questions have never been
clear because findings that contradict one view in
favor of the other continue to mount on both
sides. Part of the reason for the controversy about
the relationship between criminal activity and
drug abuse is that studies have been conducted in
different settings and cultures, employing differ-
ent research methods, and focusing on different
addictive drugs. As a result, too many factors are
involved to allow us to distinguish the cause from
the result. We know that each type of drug has
unique addictive potential and that interpreta-
tion of exactly when a deviant act is an offense
(violation of law) varies. Furthermore, we know
that people think differently while under the
influence of drugs. Whether criminalistic behav-
ior is directly caused by the drug use or whether
prior socialization and peer influence work in
concert to cause criminal behavior remains
unclear. Certainly, we think it would be safe to
view prior socialization, law-violating peers, and
drugs as strong contributing factors for causing
criminal behavior.

Although this controversy about the drugs and
crime connection continues to challenge our
thinking, the following findings are clear:

In 2002 more than two thirds of jail inmates
were found to be dependent on or to abuse
alcohol or drugs.

Two in five inmates were dependent on alco-
hol or drugs while nearly one in four abused
alcohol or drugs, but were not dependent on
them. Jail inmates who met the criteria for
substance dependence or abuse (70%) were
more likely than other inmates (46%) to have
a criminal record.

Fifty-two percent of female jail inmates were
found to be dependent on alcohol or drugs,
compared to 44% of male inmates.
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Half of all convicted jail inmates were under
the influence of drugs or alcohol at the time of
their offense.

Jail inmates between ages 25 and 44 had the
highest rate of substance dependence or abuse
(seven in ten inmates). Those age 55 or older
had the lowest rate (nearly five in ten inmates).
More than 50% of drug or property offenders
were dependent on or had abused a substance,
compared to over 60% of violent and public-
order offenders.

Women and white inmates are more likely to
have used drugs at the time of their offense
(Karberg and James 2002).

Thirty-two percent of state and 26.4% of fed-
eral prison inmates reported being under the
influence of drugs at the time of their offense
in 2004 (see Table 1.5). Approximately 44%
were incarcerated for drug offenses in state
prisons and 32% were incarcerated in federal
prisons. Of these, 46% were arrested for pos-
session in state prisons and 21% were arrested
in federal prisons. Forty-two percent were
serving time in state prisons and 34% were
serving time in federal prisons for trafficking
in drugs. One outcome of these findings is
that one out of every four major crimes com-
mitted — violent offenses, property, and drug
offenses — involves an offender who is under
the influence of drugs.

Another study also shows a dramatic increase in
the correlation between drug use and crime.
This study by the Robert Wood Johnson Foun-
dation (2001, 45) reported that with regard to
homicide, theft, and assault, at least half of the
adults arrested for such major crimes tested pos-
itive for drugs at the time of their arrest.
“Among those convicted of violent crimes,
approximately half of state prison inmates and
40 percent of federal prisoners had been drink-
ing or taking drugs at the time of their offense.”
Approximately one out of every six major
crimes is committed because of the offender’s
need to obtain money for drugs.

In regard to the connection between drug use and
crime, the following findings can be summarized:
(1) drug users in comparison to non-drug users
are more likely to commit crimes, (2) arrestees are
often under the influence of a drug while commit-
ting crimes, and (3) drugs and violence (more
than likely cocaine, crack, and other stimulant-
type drugs) often go hand in hand.
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Table 1.5 Percentage of State and Federal Prison
Inmates Who Reported Being Under the
Influence of Drugs at the Time of Their
Offense, 2004

STATE FEDERAL

Total® 32.1% 26.4%
Violent Offenses 27.7% 24.0%
Homicide 27.3% 16.8%
Sexual Assaultb 17.4% 13.8%
Robbery 40.7% 29.4%
Assault 24.1% 20.1%
Property Offenses 38.5% 13.6%
Burglary 41.1%

Larceny/theft 40.1%

Motor vehicle theft 38.7%

Fraud 34.1% 9.3%
Drug Offenses 43.6% 32.3%
Possession 46.0% 20.9%
Trafficking 42.3% 33.8%
Public Order Offenses 25.4% 18.7%
Weapons 27.6% 27.8%
Other public order offenses 24.6% 8.0%

2 Includes offenses not shown

b Includes rape and other sexual assault

¢ Excluding DWI/DUI

: Not calculated; too few cases to permit calculation.

Source: Bureau of Justice Statistics. Drug Use and Dependence, State and
Federal Prisoners. Washington, DC: U.S. Department of Justice, Office of
Justice Programs, 2004.

Drug-related crimes are undoubtedly over-
whelming the U.S. judicial system. Not long ago, it
was discovered that “in the last few years, the num-
ber of gang-related web sites has grown to tens of
thousands, with about 20% to 30% run by actual
gang members,’ said Detective Chuck Zeglin of the
Los Angeles Police Department’s career criminal
apprehension section” (Associated Press 2001).

According to the U.S. Department of Justice,
alcohol consumption is associated with 27% of all
murders, almost 33% of all property offenses, and
more than 37% of robberies committed by young
people. In fact, nearly 40% of the young people
(often younger than 21 years of age) in adult cor-
rectional facilities reported drinking before com-
mitting a crime.

Drug Cartels

Here are some reports of incidents in the world of
drugs, violence, and crime:

Shortly before 10:00 p.m. on August 3, 1997, as
fans gathered in the bars and eateries near the
Plaza Monumental bullring in Ciudad Juarez
[in Chihuahua, Mexico], four suspected drug
traffickers strolled into the popular Max Fim
restaurant, pulled out their guns, and squeezed
off 130 rounds into the post-fight Sunday night
crowd, killing three men and two women and
wounding another four people. On their way
out, the assailants paused long enough to claim
another victim — an off-duty law enforcement
officer who had run into the street from the bar
next door, gun drawn, to check out the com-
motion. (Combs 1999, 1)

In another news report:

... one indication of the export of money
laundering, more than $53 million in cash was
seized by U.S. customs agents at Southwest bor-
der checkpoints between 1994 and 1996. The
U.S. government suggested that drug profits of
as much as $50 billion a year — $6 billion more
than was appropriated in fiscal 1998 for Texas
state government — flowed through Texas into
Mexico. The estimate included electronic trans-
fers, exchange house operation, and bulk cash.
(Combs 1999, 3)

And in another news report:

The new dominance of Mexican cartels has
caused a spike in violence along the 2,000-mile
U.S.-Mexico border where rival cartels are war-
ring against Mexican and U.S. authorities.
Drugs are either flown from Columbia to Mex-
ico in small planes, or, in the case of marijuana
and methamphetamine, produced locally.
Then, they’re shipped into the U.S. by boat, pri-
vate vehicles, or in commercial trucks crossing
the border. (Worldpress Organization 2006).



And finally,

The Tijuana-based Felix drug cartel and the
Juarez-based Fuentes cartel began buying
legitimate business in small towns in Los
Angeles County in the early 1990s . . . They
purchased restaurants, used-car lots, auto-
body shops and other small businesses. One
of their purposes was to use these businesses
for money-laundering operations. Once
established in their community, these cartel-
financed business owners ran for city council
and other local offices (Farah 2006 quoting
an excerpt from In Mortal Danger by Tom
Tancredo, U.S. Congressman, Colorado).

These news briefs are just a small sampling of
the types of crimes and violence perpetrated by
drug dealers. It is clear that production, merchan-
dising, and distribution of illicit drugs have devel-
oped into a worldwide operation worth hundreds
of billions of dollars (Goldstein 1994). These enor-
mous profits have attracted organized crime, in
both the United States and abroad, and all too fre-
quently even corrupt law enforcement agencies
(McShane 1994). For the participants in such
operations, drugs can mean incredible wealth and
power. For example, dating back to 1992, Pablo
Escobar was recognized as a drug kingpin and
leader of the cocaine cartel in Colombia, and he
was acknowledged as one of the world’s richest
men and Colombia’s most powerful man (Wire
Services 1992). With his drug-related wealth, Esco-
bar financed a private army to conduct a personal
war against the government of Colombia (Associ-
ated Press 1992) and until his death in 1993, he
was a serious threat to his country’s stability.

In December 1999, the notorious Juarez drug
cartel was believed to be responsible for burying
more than 100 bodies (22 Americans) in a mass
grave at a ranch in Mexico. All of the deaths were
believed to be drugrelated. According to a news
story on this gruesome discovery, the alleged per-
petrator, Vincente Carrillo Fuentes, is one among
dozens of drug lords and lieutenants wanted by
U.S. law enforcement agents (Associated Press
1999). This same news release indicated that the
drug trade would not end until drug cartels are
eliminated. Such occurrences, which are often re-
ported by the mass media, indicate the existence
of powerful and dangerous drug cartels that are
responsible for the availability of illicit drugs
around the world.
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Drug-related violence takes its toll at all levels, as
rival gangs fight to control their “turf” and associ-
ated drug operations. Innocent bystanders often
become unsuspecting victims of the indiscrimi-
nate violence. For example, a Roman Catholic car-
dinal was killed on May 24, 1993, when a car he
was a passenger in was inadvertently driven into
the middle of a drug-related shoot-out between
traffickers at the international airport in Guadala-
jara, Mexico. Five other innocent bystanders were
killed in the incident (Associated Press 1993). In
many other incidents, unsuspecting people have
been injured or killed by drug users who, while
under the influence of drugs, commit violent
criminal acts.

Drugs in the Workplace:
A Costly Affliction

“He was a good, solid worker, always on the

job — until he suddenly backed his truck over a
4-inch gas line.” If the line had ruptured, there
would have been a serious explosion, according
to the driver’s employer. The accident raised a
red flag. “ .. under the company’s standard
policy, the employee was tested for drugs and
alcohol. He was positive for both.” (Edelson
2000, 3)

Most adults spend the majority of their hours
each day in some type of family environment. For
most adults employed full-time, the second greatest
number of hours is spent in the workplace. Gener-
ally, once drug use becomes habitual, drug use
often continues at work. The National Household
Surveys, for example, found evidence of significant
drug use in the workplace. In the surveys, 65.6% of
full-time workers reported alcohol use within the
past month. Some 6.4% of full-time workers
reported marijuana use within the past month.
Part-time employees did not differ much in their
use of alcohol and marijuana (SAMHSA 2007b).

Worker Substance Abuse in
Industry Categories

Substance use in the workplace negatively affects
U.S. industry through lost productivity, workplace
accidents and injuries, employee absenteeism, low
morale, and increased illness. The loss to U.S.
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Source: Substance Abuse and Mental Health Services Administration (SAMHSA), Office of Applied Studies (OAS), 2004. The National Household Survey on
Drug Use and Health (NSDUH) Report. Worker Substance Use, by Industry Category. Rockville, MD, 23 August 2007.

companies due to employees’ alcohol and drug
use and related problems is estimated at billions of
dollars a year. Research shows that the rate of sub-
stance use varies by occupation and industry (Lar-
son et al. 2007). Studies also have indicated that
employers vary in their treatment of substance use
issues and that workplace-based employee assis-
tance programs (EAPs) can be a valuable resource
for obtaining help for substance-using workers
(Delaney et al. 1998; Reynolds and Lehman 2003).

Highlights from SAMHSA (2007b) indicate the
following (also see Figure 1.7):

Among the 19 major industry categories, the
highest rates of pastmonth illicit drug use
among full-time workers ages 18 to 64 were
found in accommodations and food services
(16.9%) and construction (13.7%).

The industry categories with the lowest rates
of pastmonth illicit drug use were utilities



(3.8%), educational services (4%), and public
administration (4.1%).

Combined data from 2002 to 2004 indicate
that an annual average of 8.2% of full-time
workers ages 18 to 64 used illicit drugs in the
past month and 8.8% used alcohol heavily in
the past month.

Combined data from 2002 to 2004 indicate
that the prevalence of alcohol and illicit drug
use among adults ages 18 to 64 was higher
among unemployed persons than among per-
sons in other employment groups.

Among adults ages 18 to 64, an estimated
18.6% of those who were unemployed used
illicit drugs in the past month compared with
11.9% of those employed part time, 8.2% of
those employed full time, and 8.3% of those
in other employment statuses.

Approximately 13.6% of unemployed adults
ages 18 to 64 drank alcohol heavily in the past
month compared with 8.8% of those employed
full time.

Reflecting the fact that almost two thirds of
the adult population (64.3%) were em-
ployed full time, a majority of past-month
illicit drug and heavy alcohol users were
employed full time.

Among full-time workers ages 18 to 64, the
highest rates of past-month heavy alcohol use
were found in construction (15.9%); arts,
entertainment, and recreation (13.6%); and
mining (13.3%). The industry categories with
the lowest rates of heavy alcohol use were edu-
cational services (4.0%) and health care and
social assistance (4.3%).

From 2002 to 2004, over half of all pastmonth
illicit drug users (57.5%) and pastmonth
heavy alcohol users (67.3%) ages 18 to 64
were employed full time.

Approximately 70% of large companies test
for drug use. Approximately 50% of medium
companies and 22% of small companies per-
form such testing. Of those companies that
drug test, more than 90% use urine analysis,
less than 20% use blood analysis, and less than
3% use hair analysis.

Most companies that administer drug tests test
for marijuana, cocaine, opiates, ampheta-
mines, and PCP.

Age is the most significant predictor of mari-
juana and cocaine use. Younger employees
(18 to 24 years old) are more likely to report

The Costs of Drug Use to Society 39

drug use than older employees (25 years or
older).

In general, unmarried workers report roughly
twice as much illicit drug and heavy alcohol use
as married workers. Among food preparation
workers, transportation drivers, and mechan-
ics, and in industries such as construction and
machinery (not electrical), the discrepancy be-
tween married and unmarried workers is espe-
cially notable.

Workers who report having three or more
jobs in the previous 5 years are twice as likely
to be current or past-year illicit drug users as
those who held two or fewer jobs over the
same period.

Workers in occupations that affect public
safety, including truck drivers, firefighters,
and police officers, report the highest rate of
participation in drug testing.

“Among full-time workers, heavy drinkers and
illicit drug users are more likely than those
who do not drink heavily or use illicit drugs to
have skipped work in the past month or have
worked for three or more employers in the
past year” (Robert Wood Johnson Foundation
2001, 45).

Most youths do not cease drug use when they
begin working.

In summarizing this research on employees who
abuse alcohol or other drugs, five major findings
emerge: (1) these workers are 3 times more likely
than the average employee to be late to work;
(2) they are 3 times more likely to receive sickness
benefits; (3) they are 16 times more likely to be
absent from work; (4) they are 5 times more likely to
be involved in on-the-job accidents (note that many
of these hurt others, not themselves); and (5) they
are 5 times more likely to file compensation claims.

Employee Assistance Programs

Many industries have responded to drugs in the
workplace by creating drug testing and employee
assistance programs (EAPs). Drug testing generally

drug testing

urine, blood screening, or hair analysis used to identify
those who may be using drugs

employee assistance programs (EAPs)

drug assistance programs for drug-dependent employees
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involves urine screening that is undertaken to iden-
tify which employees are using drugs and which
employees may have current or potential drug
problems. EAPs are employer-financed programs
administered by a company or through an outside
contractor. More than 400,000 EAPs have been
established in the United States. The most recent
findings regarding workplace substance use poli-
cies and programs among full-time workers are
(SAMHSA 2007b):

Of employees ages 18 to 64 who had used an
illicit drug in the past month, 32.1% worked for
an employer who offered educational informa-
tion about alcohol and drug use, 71% were
aware of a written policy about drug and alco-
hol use in the workplace, and 45.4% worked for
an employer who maintained an EAP or other
type of counseling program for employees who
have an alcohol- or drug-related problem.
Among full-time workers who used alcohol
heavily in the past month, 37.2% worked for
an employer who provided educational infor-
mation about drug and alcohol use, 73.7%
were aware of written policies about drug and
alcohol use, and 51.1% had access to an EAP
at their workplace.

These programs are designed to aid in identify-
ing and resolving productivity problems associated
with employees’ emotional or physical concerns,
such as those related to health, marital, family,
financial, and substance abuse. EAPs have also
expanded their focus to combat employee abuse
of OTC and prescription drugs in addition to
illicit psychoactive substances. Overall, the pro-
grams attempt to formally reduce problems associ-
ated with impaired job performance.

Recently, however, what has been occurring is
that “as the economy falters and hiring slows, many
employers have decided not to spend money on
testing job applicants for drug use . . . [as reported
by Knight-Ridder Newspapers on May 11, 2003]” ( Join
Together Online 2003). Part of the reason is the
current state of the U.S. economy, especially when
the bottom line continues to be cutting costs and
increasing profits, and as is known, the cost of drug
testing continues to escalate. The other reason cited
for companies that are beginning to scale back on
drug testing is “[younger-generation management
personnel] . . . are moving into the upper echelons
of corporate America now that take the stance that
if it’s not affecting the person’s performance, it’s

not an issue” (Join Together Online 2003). These
two reasons alone may have a profound impact on
workplace drug testing in the near future.

Venturing to a Higher Form of
Consciousness: The Holistic

Self-Awareness Approach to
Drug Use

Throughout this book, we continually approach
drug use from a multidisciplinary perspective,
blending pharmacological, psychological, and soci-
ological perspectives and interpretations of the
most commonly used licit and illicit drugs. Most
chapters discuss the major drugs and their com-
mon usage and abuse patterns and emphasize this
multiapproach in an effort to more fully compre-
hend how drugs affect both the mind and the body.

As you proceed through this book, it will
become apparent that whenever drug use leads to
abuse, it rarely results from a single, isolated
cause. Instead, it is often caused or preceded by
multiple factors, which may include combinations
of the following:

Hereditary (genetic) factors

Psychological conditioning

Peer group pressures

Inability to cope with stress and anxiety of
daily living

Quality of role models

Degree of attachment to a family structure
Level of security with gender identity and sex-
ual orientation

Personality traits

Perceived ethnic and racial compatibility with
larger society and socioeconomic status
(social class)

Gaining knowledge of the reasons for drug use,
the effects of drugs, and their addictive potential is
the purpose of this text. As authors, we strongly
endorse and advocate a holistic self-awareness
approach that emphasizes a healthy balance among

holistic self-awareness approach

emphasizes that nonmedical and often recreational drug
use interferes with the healthy balance among the mind,
the body, and the spirit



mind, body, and spirit. Health and wellness can be
achieved only when these three domains of exis-
tence are free from any unnecessary use of psy-
choactive substances. The holistic philosophy is
based on the idea that the mind has a powerful
influence on maintaining health. All three —
mind, body, and spirit — work as a unified whole
to promote health and wellness. Similarly, we are
in agreement with holistic health advocates who
emphasize the following viewpoint:

Holistic Health is based on the law of nature
that a whole is made up of interdependent
parts. The earth is made up of systems, such as
air, land, water, plants and animals. If life is to
be sustained, they cannot be separated, for
what is happening to one is also felt by all the
other systems. In the same way, an individual
is a whole made up of interdependent parts,
which are the physical, mental, emotional, and
spiritual. While one part is not working at its
best, it impacts all the other parts of that
person. . .. A common explanation is to view
wellness as a continuum along a line. The line
represents all possible degrees of health. The
far left end of the line represents premature
death. On the far right end is the highest pos-
sible level of wellness or maximum well-being.
The center point of the line represents a lack
of apparent disease. This places all levels of ill-
ness on the left half of the wellness contin-
uum. The right half shows that even when no
illness seems to be present, there is still a lot of
room for improvement. . . . Holistic Health is
an ongoing process. As a lifestyle, it includes a
personal commitment to be moving toward
the right end of the wellness continuum. No
matter what their current status of health, peo-
ple can improve their level of well-being. Even
when there are temporary setbacks, movement
is always headed toward wellness. (Walter
1999, 1-2)!

1. From Walter, Susan. The Illustrated Encyclopedia of
Body-Mind Disciplines. New York: Rosen Publishing
Group, 1999. Used with permission.
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This book works toward this direction by pre-
senting a blend of different perspectives about
drug information to more fully comprehend how
drugs work and their effects on the mind, body,
and spirit.

The different perspectives expand upon lim-
ited and narrow points of view so that drug in-
formation can be viewed and understood from
pharmacological, psychological, and sociological
perspectives. As mentioned earlier, understanding
drug use is important not only for comprehend-
ing our own health, but also for understanding
(1) why and how others are attracted to drugs;
(2) how to detect drug use in others; (3) what to
do (remedies and solutions) when family mem-
bers and/or friends abuse drugs; (4) how to help
and advise drug abusers about the pitfalls of sub-
stance use; (5) what the best educational, pre-
ventive, and treatment options available are for
victims of drug abuse; and (6) what the danger
signals are that can arise in yourself and others
you care about when drug use exceeds normal
and necessary use. Once knowledge is gained
about drug use and/or abuse, holistic health
awareness results in self-awareness, and self-
awareness leads to selfunderstanding and assur-
ance. Self-awareness initially begins by under-
standing your own drug use practices as well as
those of close family and friends. By practicing
this approach regarding the use of psychoactive
substances, you will be better equipped to under-
stand not only yourself, but also others who may
be in need.

Discussion Questions

Give an example of a drug-using friend and
describe how he or she may be affected by
pharmacological, cultural, social, and contex-
tual factors.

Discuss and debate whether the often consid-
ered “benign” drug known as marijuana is or
is not addictive. In your discussion/debate,
also consider the finding by the Substance
Abuse and Mental Health Services Adminis-
tration (SAMHSA) that in 2006, marijuana
had the highest rates of past-year dependence
or abuse, with 4.2 million dependent, and that
this accounted for 59.4% of total drug abuse
problems. (See Chapter 17, Drug Prevention,
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subheading entitled, “How Serious Is the
Problem of Drug Dependence.”)

In reviewing the ancient historical uses of
drugs, do you think drug use today is differ-
ent from back then? Explain your answer.

Why do Americans use so many legal drugs
(for example, alcohol, tobacco, and OTC
drugs)? What aspects of our society promote
extensive drug use?

Table 1.3 shows that drug use remained high
from 2000 to 2005. Cite two reasons why you
think this trend has occurred despite the
media campaigns against drug use promoted
by private organizations, state and nationally
sponsored media campaigns, and the efforts
of law enforcement organizations.

Because many experimental drug users do
not gravitate toward excessive drug use,
should experimenters be left alone or per-
haps just given legal warnings or fines?

Do the mass media really promote drug use,
or do they merely reflect our extensive use
of drugs? Provide some evidence for your
position.

At what point do you think drug use leads to
abuse? When do you think drug use does not
lead to abuse?

What do you believe is the relationship be-
tween excessive drug use and crime? Does
drug use cause crime or is crime simply a man-
ifestation of personality?

What principal factors are involved in the
relationship between drugs and crime?

Should all employees be randomly tested for
drug use? If not, which types of employees or
occupations should be randomly tested?

Should all students be randomly drug tested
at their schools and universities? Why or
why not?

Do you think the approach advocated by
the authors regarding a holistic self-aware-
ness approach toward drug use is a viable
approach and can be successfully used for
stopping drug use? Why or why not? What
improvements can be made to strengthen
this approach?

Pharmacological, cultural, social, and contex-

tual issues are the four principal factors respon-
sible for determining how a drug user experiences
drug use. Pharmacological factors take into ac-
count how a particular drug affects the body.
Cultural factors examine how society’s views, as
determined by custom and tradition, affect use of
a particular drug. Social factors include the spe-
cific reasons why a drug is taken and how drug use
develops from social factors, such as family upbring-
ing, peer group alliances, subcultures, and com-
munities. Contextual factors account for how drug
use behavior develops from the physical surround-
ings in which the drug is taken.

Initial understanding of drug use includes

the following key terms: drug, gateway drugs,
medicines and prescription medicines, over-the-
counter (OTC), drug misuse, drug abuse, and
drug addiction.

Mentions of drug use date back to biblical

times and ancient literature that goes back to
2240 B.c. Under the influence of drugs, many peo-
ple experienced feelings ranging from extreme
ecstasy to sheer terror. At times, drugs were used
to induce sleep and provide freedom from care.

Drug users are found in all occupations and

professions, at all income and social class
levels, and in all age groups. No one is immune to
drug use. Thus, drug use is an equal-opportunity
affliction.

According to sociologist Erich Goode (1999),
drugs are used for four reasons: (1) legal in-
strumental use, (2) legal recreational use, (3) illegal
instrumental use, and (4) illegal recreational use.

The most commonly used licit and illicit lifetime

drug use (rated from highest to lowest in the fre-
quency of use) are alcohol, cigarettes, marijuana/
hashish, nonmedical use of any psychotherapeutic,
smokeless tobacco, cocaine, hallucinogens, anal-
gesics, inhalants, tranquilizers, stimulants, seda-
tives, crack, and PCP.

The three types of drug users are experi-
menters, compulsive users, and floaters. Exper-
imenters try drugs because of curiosity and peer
pressure. Compulsive users use drugs on a full-
time basis and seriously desire to escape from or



alter reality. Floaters or chippers vacillate between
experimental drug use and chronic drug use.

The mass media tend to promote drug use

through advertising. The constant barrage of
OTC drug commercials relays the message that, if
you are experiencing some symptom, taking
drugs is an acceptable option.

The following are the major findings of the

connection between drugs and crime: (1) drug
users are more likely to commit crimes, (2) arrestees
are often under the influence of drugs while com-
mitting their crimes, and (3) drugs and violence
often go hand in hand.

1 The five phases of drug addiction are relief,
increased use, preoccupation, dependency,
and withdrawal.

Employee assistance programs (EAPs) are

employer-financed programs administered by
a company or through an outside contractor.
They are designed to aid in identifying and resolv-
ing productivity problems associated with employ-
ees’ emotional or physical concerns, such as those
related to health, marriage, family, finances, and
substance abuse. Recently, EAPs have expanded
their focus to combat employee abuse of OTC
and prescription drugs as well as illicit psycho-
active substances.

1 The holistic self-awareness philosophy is

based on the idea that the mind has a power-
ful influence on maintaining health. The three
domains — mind, body, and spirit — work best
when unobstructed by unnecessary drug use, and
all three domains work as a unified whole to pro-
mote health and wellness.
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Did You Know?

Contrary to public perception, addiction is a
complex disease.

Most drugs of abuse include both physical and
psychological addictions.

Every culture has experienced problems with
drug use or abuse. As far back as 2240 s.c,,
Hammurabi, the Babylonian king and lawgiver,
addressed the problems associated with
excessive use of alcohol.

Today, drugs are more potent than they were
years ago.

According to biological theories, drug abuse has
an innate physical beginning stemming from
physical characteristics that cause certain
individuals either to experiment with or to crave
drugs to the point of abuse.

Abuse of drugs by some people may represent an
attempt to relieve underlying psychiatric disorders.

No single theory can explain why most people
use drugs.

People who perceive themselves as drug
users are more likely to develop serious
drug abuse problems.

Drugs and Society Online is a great source for
additional drugs and society information for
both students and instructors.

Visit http://drugsandsociety.jbpub.com

to find a variety of useful tools for learning,
thinking, and teaching.

CHAPTER

Explaining Drug
Use and Abuse

Learning @bjectives

On completing this chapter you will be able to:

List three to five major contributing factors responsible
for addiction.

List and briefly explain three models used to
describe addiction.

List six reasons why drug use or abuse is a more serious
problem today than it was in the past.

List and briefly describe the genetic and biophysical
theories that biologically explain how drug use often
leads to abuse.

Explain how drugs of abuse act as positive reinforcers.

Explain the relationships between some mental
disorders and possible effects of certain drugs.

Briefly define and explain reinforcement or learning
theory and some of its applications to drug use and abuse.

List and briefly describe the four sociological theories
broadly known as social influence theories.

Describe symptoms and indicators of possible drug use
or abuse in childhood behavior patterns.

List and describe three factors in the learning process
that Howard Becker believes first-time users go through
before they become attached to using illicit,
psychoactive drugs.

Define the following concepts as they relate to drug use:
primary and secondary deviance, master status, and
retrospective interpretation.

Explain how Reckless’s containment theory accounts for
the roles of both internal and external controls
redarding the attraction to drug use.

Understand how making low-risk and high-risk drug
choices directly affects drug use.



Introduction

hapter 1 provided an overview of drug use. In this

chapter, we focus on the major explanations of
drug use and/or abuse. The questions we explore
are these: Why would anyone voluntarily consume
drugs when they are not medically needed or
required? Why are some people attracted to alter-
ing their minds? Why are others uneasy and uncom-
fortable with the euphoric effects of recreational
drug use? Why do people subject their bodies and
minds to the harmful effects of repetitive drug use,
eventual addiction, and relapse back into drug use?
What logical reasons could explain such apparently
irrational behavior?

Following are three perspectives regarding drug
use.

First perspective:

Yes, I use a lot of drugs. I like the high from
weed [marijuana], the buzz from coke
[cocaine], and liquor also. I like psychedelic
drugs but can’t do them often because one,
they are harder to get, and two, I work all the
time and go to school at night. Psychedelics
require big-time commitment and I just don’t
have that amount of time anymore to play
around with intense mind trips. I think I am
biologically attracted to drugs. What else would
explain the desire to get high all the time?
Some of my friends are worse than me. They
don’t just hang with the desire to continually
want to get high, they just do it. One friend of
mine does not accomplish much; my other two
friends are coke addicts but they say they are
not addicted, they claim to just like it. I don’t
think a day goes by, unless I am sick with the
flu or something, that I don’t get at least a little
buzzed on some drug. My wife does not do any
drugs, but hey, she’s cool with my drug use as
long as I keep working every day. (From Ven-
twrelly’s research files, graduate student and full-time
insurance claims adjuster, age 28, July 12, 2000.)

Second perspective:

When you ask about drug use, I literally draw a
blank. This topic is really unknown to me. In
my family, my grandparents on my dad’s side
were big-time drinkers. I think . . . my dad’s
experiences and especially . . . the car crash
that killed my grandparents when they were in
their 50s while coming home from a wedding
after drinking heavily, affected my dad very
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much. My mom comes from a Mormon family,
so, obviously she also does not drink any alco-
hol. My parents raised me and my three broth-
ers without any examples or experiences
regarding drug use. In my family, my wife and I
hardly ever use any types of drugs — not even
much of over-the-counter drugs. Occasionally, I
will have a half a glass of wine several times a
year, but I have to admit, I would rather be
drinking water or freshly made fruit juice. I just
do not like the taste and the mild effect that
such a small amount of alcohol has on me. As
you can imagine, I am very much against the
use of any types of drugs, especially the illicit
types of drugs. Drugs are addictive and people
should not be doing or taking drugs. Taking
drugs for fun does not have any real positive
outcomes, and in the end, causes a lot of misery
to families, and medical problems. I am quite
certain that all of our family friends are non-
drinkers and I know for certain that our best
friends do not use any of the recreational types
of drugs. You could say our lives are really drug
free. Everything we do as a family is in the
absence of drug use. (From Venturelli’s research
files, male graduate university student, age 36, May
19, 2007.)

Third perspective:

Yes, I have friends who try to tell me to slow
down when we are smoking weed and drinking.
I just like to get high until I am about to pass
out. If I could, I would be high all day without
any time out. Never think about quitting or
slowing down when it comes to drugs. The
only time I am happy is when I am completely
zonked out. I guess I am a little attached to
these drugs — I am addicted to them! (From
Venturelli’s research files, male public high school
student in a small Midwestern city, age 15, Septem-
ber 9, 1996.)

The preceding excerpts show extensive variations
in values and attitudes regarding drug use. The per-
spective of the first interviewee represents a type of
drug user who is powerfully attracted to drug use.
He appears to believe that his attraction to drugs
has a biological basis and he wants to feel the effects
of drugs on a daily basis. The perspective of the
second interviewee represents a type of user who
shuns any alteration of his reality. Finally, the per-
spective of the third interviewee represents a type of



48 CHAPTER 2 H Explaining Drug Use and Abuse

drug user who is unaware of the pitfalls of drug
addiction and is recklessly involved with substance
abuse. These three views represent only a small frac-
tion of the reasons and motivations that push peo-
ple to either use or not use drugs.

Why the differences in drug use? In this chap-
ter, we offer answers to this question by examining
the motivations underlying drug use. We offer dif-
ferent major theoretical explanations about what
causes people to initially use and often eventually
abuse drugs.

To accomplish these goals, this chapter frames
these and literally dozens of other perspectives
within the major biological, psychological, and soci-
ological perspectives. Similar to the United States,
nearly all other countries are experiencing increas-
ing amounts of drug use within certain subcul-
tures. Moreover, as we attempt to offer major
scientific and theoretical explanations for drug
use, we should be able to develop a much more
comprehensive understanding of why drugs are so
seductive, and why so many people succumb,
become addicted, and inflict damage to themselves
and others as they become hijacked by the non-
medical use of drugs. Not only does this hold true
for members of U.S. society, but also for countless
numbers of others throughout the world.

Drug Use: A Timeless Affliction

Historical records document drug use as far back
as 2240 B.c.,, when Hammurabi, the Babylonian
king and lawgiver, addressed the problems asso-
ciated with drinking alcohol. Even before then, the
Sumerian people of Asia Minor, who created the
cuneiform (wedge-shaped) alphabet, included ref-
erences to a “joy plant” that dates from about 5000
B.C. Experts indicate that the plant was an opium
poppy used as a sedative (O’Brien et al. 1992).

As noted in Chapter 1, virtually every culture
has experienced problems with drug use or abuse.
Today’s drug use problems are part of a very long
and rich tradition.

These [intoxicating] substances have formed a
bond of union between men of opposite hemi-
spheres, the uncivilized and the civilized; they
have forced passages which, once open, proved
of use for other purposes; they produced in
ancient races characteristics which have
endured to the present day, evidencing the
marvelous degree of intercourse that existed
between different peoples just as certainly and

exactly as a chemist can judge the relations of
two substances by their reactions. (Louis Lewin,
Phantasica, in Rudgley 1993, 3)

The quest for explaining drug use is more
important than ever as the problem continues to
evolve. There are many reasons why drug use and
abuse are even more serious issues now than they
were in the past:

From 1960 to the present, drug use has be-
come a widespread phenomenon.

Today, drugs are much more potent than they
were years ago. The drug content of marijuana
in 1960 was 1% to 2%; today, due to new culti-
vation techniques, it varies from 4% to 6%.
Whether they are legal or not, drugs are ex-
tremely popular. Their sale is a multibillion
dollar a year business, with a major influence
on many national economies.

More so today than years ago, both licit and
illicit drugs are introduced and experimented
with by youth at a younger age. These drugs
are often supplied by older siblings, friends,
and acquaintances.

Through the media, people in today’s society
are more affected by direct television and
radio advertising, especially by drug compa-
nies that are “pushing” their newest drugs.
Similarly, advertisements and sales promo-
tions (coupons) for alcohol, coffee, tea, and
vitamins are targeted to receptive consumer
audiences, as identified through sophisticated
market research.

Today, there is greater availability and wider
dissemination of drug information. Literally
thousands of web sites provide information
on drug usage, chat rooms devoted to drug
enthusiasts, and instructions on how to make
or purchase drugs on the Internet. On a
daily basis, hundreds of thousands of “spam”
emails are automatically sent regarding
information on purchasing OTC drugs and
prescription drugs without medical autho-
rization (medical prescription).

Crack and other manufactured drugs offer po-
tent effects at low cost, vastly multiplying the
damage potential of drug abuse (Clatts et al.
2008; Inciardi et al. 1993; Office of National
Drug Control Policy [ONDCP] 2003).

Drug use endangers the future of a society by
harming its youth and potentially destroy-
ing the lives of many young men and women.
When gateway drugs, such as alcohol and



tobacco, are used at an early age, a strong
probability exists that the use will progress to
other drugs, such as marijuana, cocaine, and
amphetamines. Early drug use will likely lead
to a lifelong habit, which usually has serious
implications for the future.

Drug use and especially drug dealing are
becoming major factors in the growth of crime
rates among the young. Membership in violent
delinquent gangs is growing at an alarming
rate. Violent shootings, drive-by killings, car-
jacking, and “wilding” occur frequently in
cities (and increasingly in small towns).

Seven in 10 drug users work full time (USA
Today 1999). More recent findings also indi-
cate that of 2.9 million adults ages 18 to 64
employed full time who had co-occurring
substance use disorder and serious psycho-
logical distress, nearly 60% were not treated
for either problem, and less than 5% were
treated for both problems (Substance Abuse
and Mental Health Services Administration
[SAMHSA] 2006). Such startling findings
regarding employment and drug use lead to
not only decreased productivity, absen-
teeism, job turnover, and medical costs, but
also near or serious accidents and mistakes
caused by workers.

Another related problem is that drug use is
especially serious today because we have
become highly dependent on the expertise of
others and highly dependent on technology.
For example, the operation of sophisticated
machines and electronic equipment requires
that workers and professionals be free of the
intoxicating effects of mind-altering drugs.
Imagine the chilling fact that on a daily basis,
a certain percentage of pilots, surgeons, and
heavy-equipment operators are under the
influence of mind-altering drugs while work-
ing, or that a certain percentage of school-bus
drivers are under the effects of, say, marijuana
and/or cocaine.

With remarkable and unsurpassed excellence in
scientific, technological, and electronic accom-
plishments, one might think that in the United
States, drug use and abuse would be considered
irrational behavior. One might also think that the
allure of drugs would diminish on the basis of the
statistically high proportions of accidents, crimes,
domestic violence and other relationship prob-
lems, and early deaths that result from the use and
abuse of both licit and illicit drugs. Yet, as the latest
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drug use figures show (see Chapter 1), knowledge
of these effects is often not a deterrent to drug use.

Considering these costs, what explains the contin-
uing use and abuse of drugs? What could possibly
sustain and feed the attraction to use mind-altering
drugs? Why are drugs used when the consequences
are so well documented and predictable?

In answering these questions, we need to recall
from Chapter 1 some basic reasons why people
take drugs:

People may be searching for pleasure.

Drugs may relieve stress or tension or provide
a temporary escape for people with excessive
anxieties or severe depression.

Peer pressure is a strong influence, especially
for young people.

In some cases, drugs may enhance religious or
mystical experiences.

Drugs are used for enhancing recreational
pursuits such as the popular use of Ecstasy at
raves and music festivals.

Some believe that illicit use of drugs can
enhance work performance, such as the use
of cocaine by stockbrokers, office workers,
and lawyers.

Drugs can relieve pain and the symptoms of
an illness.

Although these reasons may indicate some un-
derlying causes of excessive or abusive drug use, they
also suggest that the variety and complexity of expla-
nations and motivations are almost infinite. For any
one individual, it is seldom clear when the drug use
shifts from nondestructive use to abuse and addic-
tion. When we consider the wide use of such licit
drugs as alcohol, nicotine, and caffeine, we make the
following discoveries: (1) More than 88% of the U.S.
population use different types of drugs on a daily
basis (National Institute on Drug Abuse [NIDA]
2007; SAMHSA 1998); (2) more than half (54%)
have tried an illicit drug by the time they finish high
school; and (3) three out of four students (75%)
have consumed alcohol (more than just a few sips)
by the end of high school, and nearly half (47%) had
done so by 8th grade (Johnston, O’Malley, Bach-
man, and Schulenberg 2003).

Further, as we will see in later chapters, some
drugs can mimic many of the hundreds of moods
people can experience. We can, therefore, begin
to understand why the explanations for drug use
and abuse are multiple and depend on both
socialization experiences and biological differ-
ences. As a result of these two factors, which imply
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hundreds of variations, explanations for drug use
cannot be forced into one or two theories.

Researchers have tackled the drug use and
abuse question from three major theoretical posi-
tions: biological, psychological, and sociological
perspectives. Although the remainder of this chap-
ter discusses these three major types of theoretical
explanations, before delving into them, we begin
with a discussion of the motivation or “engine”
responsible for the consistent attraction to rec-
reational and/or nonmedical use of drugs—
namely, addiction.

The Origin and Nature
of Addiction

Humans can develop a very intense relationship
with chemicals. Most people have chemically al-
tered their mood at some point in their lives, if
only by consuming a cup of coffee or a glass of
white wine, and a majority do so occasionally. Yet
for some individuals, chemicals become the cen-
ter of their lives, driving their behavior and deter-
mining their priorities, even to the point at which
catastrophic consequences to their health and
social well-being ensue. Although the word addic-
tion is an agreed-upon term referring to such
behavior, little agreement exists as to the origin,
nature, or boundaries of the concept of addiction.
It has been classified as a very bad habit, a failure
of will or morality, a symptom of other problems,
or a chronic disease in its own right.

Although public perception of drug abuse and
addiction as a major social problem has waxed
and waned over the past 20 years, the social costs
of addiction have not: The total criminal justice,
health, insurance, and other costs in the United
States are roughly estimated at $90 to $185 billion
annually, depending on the source. Despite numer-
ous prevention efforts, the “War on Drugs,” and a
falloff in the heavy drug use of the 1960s and
1970s, lessons learned in one decade seem to
quickly pass out of awareness.

For example, the rate of lifetime use of marijuana
among 12th graders in 1991 was approximately
36%; in 2005, it had increased to approximately
45% (Johnston et al. 2006). For marijuana, the
highest initiation rates are now seen in grades 7
through 11, although in 2003 6.1% of 8th graders
reported that they had tried marijuana by the end
of 6th grade (Johnston, O’Malley, Bachman, and
Schulenberg 2003). Alcohol use also remains very

widespread among today’s teenagers. Three out of
every four (75%) have consumed alcohol (more
than just a few sips) by the end of high school;
about two fifths (41%) have done so by 8th grade.
In fact, more than half (58%) of the 12th graders
and a fifth (20%) of the 8th graders in 2005
reported having been drunk at least once in their
life (Johnston et al. 2006). Another study found
that more than one fourth (28%) of high school
students had consumed more than a few sips of
alcohol before age 13, compared to 18% who had
smoked a whole cigarette and 10% who had tried
marijuana before that age (Centers for Disease
Control and Prevention [CDCP] 2004). Finally,
very recent findings indicate that the percentage of
U.S. 8th graders who perceive the harmfulness of
Ecstasy, LSD, and inhalant use continues to
decrease from 43% in 2004 to 33% in 2006 (Cen-
ter for Substance Abuse Research [CESAR] 2007).
Government officials and researchers believe that
decreases in perceived harmfulness of using a drug
are often leading indicators of future increases in
actual use of that drug. “The authors of this study
suggest that these trends may reflect “generational
forgetting” of the dangers of these drugs, leaving
the newer cohorts vulnerable to a resurgence of
use” (CESAR 2007, 7). From these major studies, it
is apparent that both licit and illicit types of drugs
continue to penetrate into increasingly younger
age groups.

Defining Addiction

Addiction can be described as a complex disease.
In 1964, the World Health Organization (WHO)
of the United Nations defined it as “a state of peri-
odic or chronic intoxication detrimental to the
individual and society, which is characterized by
an overwhelming desire to continue taking the
drug and to obtain it by any means” (pp. 9-10).
Accordingly, addiction is characterized as com-
pulsive, at times uncontrollable, drug craving,
seeking, and use that persist even in the face of
extremely negative consequences (NIDA 1999).
This relentless pursuit of a drug of choice occurs
despite the fact that the drug is usually harmful
and injurious to bodily and mental functions.

The word addiction, derived from the Latin verb
addicere, refers to the process of binding to things.
Today, the word largely refers to a chronic adher-
ence to drugs. This can include both physical and
psychological dependence. Physical dependence is
the body’s need to constantly have the drug or



drugs, and psychological dependence is the mental
inability to stop using the drug or drugs.

The Diagnostic and Statistical Manual of Mental Dis-
orders, 4th edition, text revision (DSM-IV-TR), pub-
lished by the American Psychiatric Association
(2000), differentiates among intoxication by, abuse
of, and addiction to drugs. Although substance abuse
is considered maladaptive, leading to recurrent
adverse consequences or impairment, it is carefully
differentiated from true addiction, called substance
dependence, the essential feature of which is contin-
ued use despite significant substance-related prob-
lems known to the user. Many of the following
features are usually present:

Tolerance. The need for increased amounts or
diminished effect of same amount.

Withdrawal. The experience of a characteristic
withdrawal syndrome for the specific substance,
which can be avoided by taking closely related
substances. Unsuccessful attempts to cut down.
Compulsive. An increasing amount of time
spent in substance-related activities, such as ob-
taining, using, and recovering from its effects.

Models of Addiction

Various models attempt to describe the essential
nature of drug addiction. Newspaper accounts of
“inebriety” in the 19th and early 20th centuries con-
tain an editorializing undertone that looks askance
at the poor morals and lifestyle choices followed by
the inebriate. This view has been termed the moral
model, and although it may seem outdated from a
modern scientific standpoint, it still characterizes
an attitude among many traditional North Ameri-
cans and members of many ethnic groups.

The prevailing concept or model of addiction in
America is the disease model. Most proponents of
this concept specify addiction to be a chronic and
progressive disease, over which the sufferer has no
control. This model originated in part from research
performed by Jellinek, one of the founders of addic-
tion studies (1960), among members of Alcoholics
Anonymous (AA). He observed a seemingly
inevitable progression in his subjects, which they
made many failed attempts to arrest. This philoso-
phy is currently espoused by the recovery fellowships
of AA and Narcotics Anonymous (NA) and the
treatment field in general. It has even permeated
the psychiatric and medical establishments’ stan-
dard definitions of addiction. There are many varia-
tions within the broad rubric of the disease model.
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This model has been bitterly debated: viewpoints
range from fierce adherence to equally fierce oppo-
sition, with intermediate views casting the disease
concept as a convenient myth (Smith et al. 1985).

Those who view addiction as another manifesta-
tion of something gone awry with the personality
system adhere to the characterological or personality
predisposition model. Every school of psychoana-
Iytic, neopsychoanalytic, and psychodynamic psy-
chotherapy has its specific “take” on the subject of
addiction (Frosch 1985). Tangentially, many addicts
are also diagnosed with personality disorders (for-
merly known as “character disorders”), such as im-
pulse control disorders and sociopathy. Although
few addicts are treated by psychoanalysis or psycho-
analytic psychotherapy, a characterological type of
model was a formative influence on the drug-free,
addictrun, “therapeutic community” model, which
uses harsh confrontation and time-extended, sleep-
depriving group encounters. People who follow
the therapeutic community model conclude that
addicts must have withdrawn behind a “double
wall” of encapsulation, where they failed to grow,
making such techniques necessary.

moral model
the belief that people abuse alcohol because they choose
todo so

disease model

the belief that people abuse alcohol because of some
biologically caused condition

characterological or personality

predisposition model

the view of chemical dependency as a symptom of
problems in the development or operation of the system
of needs, motives, and attitudes within the individual

personality disorders

a broad category of psychiatric disorders, formerly called
“character disorders,” that includes the antisocial
personality disorder, borderline personality disorder,
schizoid personality disorder, and others; these serious,
ongoing impairments are difficult to treat

psychoanalysis

a theory of personality and method of psychotherapy
originated by Sigmund Freud, focused on unconscious
forces and conflicts and a series of psychosexual stages

“double wall” of encapsulation

an adaptation to pain and avoidance of reality, in which
the individual withdraws emotionally and further
anesthetizes himself or herself by chemical means
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Others view addiction as a “career,” a series of
steps or phases with distinguishable characteris-
tics. One career pattern of addiction includes six
phases (Clinard and Meier 1992; Waldorf 1983):

Experimentation or initiation

Escalation (increasing use)

Maintenance or “taking care of business” (opti-
mistic use of drugs coupled with successful job
performance)

Dysfunction or “going through changes” (prob-
lems with constant use and unsuccessful at
tempts to quit)

Recovery or “getting out of the life” (arriving
at a successful view about quitting and receiv-
ing drug treatment)

Ex-addict (having successfully quit)

Factors Contributing to Addiction

Many, perhaps millions, of individuals use or even
occasionally abuse drugs without compromising
their basic health, legal, and occupational status
and social relationships. Why do a significant mi-
nority become caught up in abuse and addictive
behavior? The answer stems from the fact that
many (i.e., not a single) factors generally contrib-
ute to an individual becoming addicted (Syvertsen
2008). Table 2.1 represents a compilation of fac-
tors identified as complicit in the origin or “etiol-
ogy” of addiction, taken from the fields of
psychology, sociology, and addiction studies.

In addition to the social and cultural factors
listed in Table 2.1, other “cultural” risk factors for
development of abuse include the following:

Drinking at times other than at meals
Drinking alone

Drinking defined as an antistress and anti-
anxiety potion

Patterns of solitary drinking

Drinking defined as a rite of passage into an
adult role

Recent introduction of a chemical into a social
group with insufficient time to develop infor-
mal social control over its use (Marshall 1979)

It is important to recall that the “mix” of risk
factors differs for each person. It varies according
to social, cultural, and age groups and individual
and family idiosyncrasies. Most addiction treat-
ment professionals believe that it is difficult, if not
impossible, to tease out these factors before treat-
ment, when the user is still “talking to a chemical,”
or during early treatment, when the brain and

body are still recuperating from the effects of
long-term abuse. Once a stable sobriety is estab-
lished, one can begin to address any underlying
problems. An exception is the mentally ill chemi-
cal abuser, whose treatment requires special con-
siderations from the outset.

In addition to the factors just listed, a number
of age-dependent stressors and conflicts some-
times promote drug misuse. Risk factors that apply
especially to adolescents include the following:

Peer norms favoring use

Misperception of peer norms (users set the tone)
Power of age group (peer norms versus other
social influences)

Conflicts that generate anxiety or guilt, such
as dependence versus independence, adult
maturational tasks versus fear, new types of
roles versus familiar safe roles

Teenage risk taking, sense of omnipotence or
invulnerability

Use defined as a rite of passage into adulthood
Use perceived as glamorous, sexy, facilitating
intimacy, fun, and so on

Risk factors that apply especially to middle-aged
individuals include the following:

Loss of meaningful role or occupational iden-
tity due to retirement

Loss, grief, or isolation due to loss of parents,
divorce, or departure of children (“empty nest
syndrome”)

Loss of positive body image

Disappointment when life expectations are
not met

Even in each of these age groups, a mix of fac-
tors is at play. The adolescent abuser might have
risk factors that were primarily neurological vul-
nerabilities, such as undiagnosed attention deficit
hyperactivity disorder. Alternatively, he or she may
experience failure and rejection at school, disap-
point his or her parents, or be labeled odd, lazy,
or unintelligent (Kelly and Ramundo 2006).

In response to the information presented in
Table 2.1, a student who was a recovering alco-
holic commented: “You’re an alcoholic because
you drink!” He had a good point: The mere pres-
ence of one, two, or more risk factors does not
create addiction. Drugs must be available, they
must be used, and they must become a pattern of
adaptation to any of the many painful, threatening,
uncomfortable, or unwanted sensations or stimuli
that occur in the presence of genetic, psychosocial,
or environmental risk factors. Prevention workers



Table 2.1 Risk Factors for Addiction

RISK FACTOR LEADING TO THIS EFFECT

Biologically Based Factors (genetic, neurological, biochemical, and so on)
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.

A less subjective feeling of intoxication

More use to achieve intoxication (warning signs of abuse absent)

Easier development of tolerance; liver enzymes
adapt to increased use

Easier to reach the addictive level

Lack of resilience or fragility of higher (cerebral)
brain functions

Easy deterioration of cerebral functioning, impaired
judgment, and social deterioration

Difficulty in screening out unwanted or
bothersome outside stimuli (low stimulus barrier)

Feeling overwhelmed or stressed

Tendency to amplify outside or internal stimuli
(stimulus augmentation)

Feeling attacked or panicked; need to avoid emotion

Attention deficit hyperactivity disorder and
other learning disabilities

Failure, low self-esteem, or isolation

.

Psychosocial/Developmental “Personality” Factors

Biologically based mood disorders
(depression and bipolar disorders)

Need to self-medicate adainst loss of control or pain of depres-
sion; inability to calm down when manic or to sleep when agitated

Low self-esteem

Need to block out pain; gravitation to outsider groups

Depression rooted in learned helplessness
and passivity

Use of a stimulant as an antidepressant

.

Conflicts

Anxiety and guilt

.

Repressed and unresolved grief and rage

Chronic depression, anxiety, or pain

.

Post-traumatic stress syndrome (as in
veterans and abuse victims)

Social and Cultural Environment

Nightmares or panic attacks

Availability of drugs

Easy frequent use

Chemical-abusing parental model

Sanction; no conflict over use

Abusive, neglectful parents; other
dysfunctional family patterns

Pervasive sense of abandonment, distrust, and pain;
difficulty in maintaining attachments

.

Group norms favoring heavy use and abuse

Reinforced, hidden abusive behavior that can progress without
interference

Misperception of peer norms

«

Belief that most people use or favor use or think it's “cool” to use

Severe or chronic stressors, as from noise,
poverty, racism, or occupational stress

Need to alleviate or escape from stress via chemical means

“Alienation” factors: isolation, emptiness

Painful sense of aloneness, normlessness, rootlessness,
boredom, monotony, or hopelessness

Difficult migration/acculturation with social
disorganization, gender/generation gaps, or
loss of role

Stress without buffering support system
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often note the presence of multiple messages
encouraging use: the medical use of minor tran-
quilizers to offset any type of psychic discomfort;
the marketing of alcohol as sexy, glamorous, adult,
and facilitative of social interaction; and so forth.

The Vicious Cycle of Addiction

First, the man takes a drink, then the drink
takes a drink, then the drink takes the man.
(Traditional Chinese proverb)

Drug addiction develops as a process, and it is not
a sudden occurrence. The body makes simple
physiological adaptations to the presence of alco-
hol and other drugs. For instance, brain cell toler-
ance and increased metabolic efficiency of the
liver can develop, necessitating consumption of
more of the chemical to achieve the desired effect.
Physical dependence can also develop, in which
cell adaptations cause withdrawal syndromes to
occur in the absence of the chemical.

Other factors can promote the cycle of addiction.
For instance, abuse impairs cerebral functioning,
including memory, judgment, behavioral organiza-
tion, ability to plan, ability to solve problems, and
motor coordination. Thus, poor decision making,
impaired and deviant behavior, and overall dys-
function result in adverse social consequences,
such as accidents, loss of earning power and rela-
tionships, and impaired health. Such adverse social
and health consequences cause pain, depression,
and lowered self-esteem, which may result in fur-
ther use of the drug as an emotional and physical
anesthetic. The addict often adapts to this chroni-
cally painful situation by erecting a defense system
of denial, minimization, and rationalization; the
chemical blunting of reality may exacerbate this
denial of reality. It is unlikely, at this point, that the
addict or developing addict will feel compelled to
cease or cut back on drug use on his or her own
(Tarter et al. 1983).

Family, friends, and colleagues often unwittingly
“enable” the maintenance and progression of
addiction by making excuses for addicts, literally
and figuratively bailing them out, taking up the
slack, denying and minimizing their problems, and
otherwise making it possible for addicts to avoid fac-
ing the reality and consequences of what they are
doing to themselves and others. Although these
friends may be motivated by simple naiveté, embar-
rassment, or misguided protectiveness, there are
often hidden gains in taking up this role, known pop-

ularly as “codependency” (Beattie 1987). Varieties
of cultural and organizational factors also operate
in the workplace or school that allow denial of the
existence or severity of abuse or dependency. This
triad of personal denial, peer and kin denial and
codependency, and institutional denial represents
a formidable impediment to successful intervention
and recovery (Miller 1995; Myers 1990).

Nondrug¢ Addictions?

The addictive disease model and the 12-step recov-
ery model followed by AA and NA have seemed
so successful for both addicts and their families
and friends that other unwanted syndromes have
been added to the list of “addictions.” The degree
to which the concept of addiction fits these syn-
dromes varies. Gambling, for example, shows pro-
gressive worsening, loss of control, relief of tension
from the activity, and continuance despite negative
(often disastrous) consequences experienced by
the addicted gambler. Some recovering gamblers
even claim to have experienced a form of with-
drawal. Gamblers Anonymous is a fellowship that
has formed to assist its members. Clearly, gambling

Like drug use, gambling can become addictive.



as an activity has much in common with chemical
addictions, but it is debatable whether it belongs in
the category of addiction (the DSM-IV-TR does not
include it, for example).

Many other groups have followed in the foot-
steps of Gamblers Anonymous, including those
related to eating (Overeaters Anonymous) and
sexual relationships (The Augustine Fellowship,
Sex and Love Addicts Anonymous). In recent years,
any excessive or unwanted behaviors, including
excess shopping, chocolate consumption, and even
Internet use, have been labeled “addictions,” which
has led to satirical reporting in the press. Addic-
tion professionals lament the overdefinition, which
they believe trivializes the seriousness and suffer-
ing of rigorously defined addictions.

Major Theoretical Explanations:

Biological

As noted in Chapter 1, biological explanations
have tended to use genetic theories and the dis-
ease model to explain drug addiction. The view
that alcoholism is a sickness dates back approxi-
mately 200 years (Conrad and Schneider 1980;
Heitzeg 1996). The disease perspective is upheld
by Jellinek’s (1960) view that alcoholism largely
involves a loss of control over drinking and that
the drinker experiences clearly distinguishable
phases in his or her drinking patterns. For exam-
ple, concerning alcoholism, the illness affects the
abuser to the point of loss of control. Thus, the
disease model views drug abuse as an illness in
need of treatment or therapy.

According to biological theories, drug abuse has
a beginning stemming from physical characteris-
tics that cause certain individuals either to experi-
ment with or to crave drugs to the point of abusive
use. Genetic and biophysiological theories explain
addiction in terms of genetics, brain dysfunction,
and biochemical patterns.

Biological explanations emphasize that the central
nervous system (CNS) reward sensors in some peo-
ple are more sensitive to drugs, making the drug
experience more pleasant and more rewarding for
these individuals (Khantzian 1998; Mathias 1995).
In contrast, others find the effects of drugs of abuse
very unpleasant; such people are not likely to be
attracted to these drugs (Farrar and Kearns 1989).

Most experts acknowledge that biological fac-
tors play an essential role in drug abuse. These fac-
tors likely determine how the brain responds to
these drugs and why such substances prove addic-
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tive. It is thought that by identifying the nature of
the biological systems that contribute to drug
abuse problems, improved prevention and treat-
ment methods can be developed (Koob 2000).

All the major biological explanations related to
drug abuse assume that these substances exert their
psychoactive effects by altering brain chemistry or
neuronal (basic functional cell of the brain) activ-
ity. Specifically, the drugs of abuse interfere with
the functioning of neurotransmitters, chemical mes-
sengers used for communication between brain
regions (see Chapter 4 for details). The following
sections detail three principal biological theories
that help explain why some drugs are abused and
why certain people are more likely to become
addicted when using these substances.

Abused Drugs as Positive Reinforcers

Biological research has shown that stimulating
some brain regions with an electrode causes very
pleasurable sensations. In fact, laboratory ani-
mals would rather self-administer stimulation to
these brain areas than eat or engage in sex. It has
been demonstrated that drugs of abuse also acti-
vate these same pleasure centers of the brain
(Weiss 1999).

Itis generally believed that most drugs with abuse
potential enhance pleasure centers by causing the
release of specific brain neurotransmitters such as
dopamine (Bespalov etal. 1999). Brain cells become
accustomed to the presence of these neurotrans-
mitters and crave them when they are absent, lead-
ing the person to seek more drugs (Spanagel and

genetic and biophysiological theories
explanations of addiction in terms of genetic brain
dysfunction and biochemical patterns

central nervous system

one of the major divisions of the nervous system,
composed of the brain and the spinal cord
psychoactive effects

how drug substances alter and affect the brain’s mental
functions

neurotransmitters

the chemical messengers released by nervous (nerve)
cells for communication with other cells

dopamine
the brain transmitter believed to mediate the rewarding
aspects of most drugs of abuse
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Weiss 1999). In addition, it has been proposed that
overstimulation of these brain regions by continual
drug use “exhausts” these dopamine systems and
leads to depression and an inability to experience
normal pleasure (Volkow 1999).

Drug Abuse and
Psychiatric Disorders

Biological explanations are thought to be respon-
sible for the substantial overlap that exists between
drug addiction and mental illness (NIDA 2007).
Because of the similarities, severe drug depen-
dence itself is classified as a form of psychiatric dis-
order by the American Psychiatric Association (see
the discussion of the DSM-IV-TR classifications
later in this chapter). For example, abuse of drugs
can, in and of itself, cause mental conditions that
mimic major psychiatric illness, such as schizo-
phrenia, severe anxiety disorders, and suicidal
depression (APA 2000). It is believed that these
similarities occur as a result of common chemical
factors that are altered both by drugs of abuse and
during episodes of psychiatric illness (NIDA
1993). Several important potential consequences
of this relationship may help us understand the
nature of drug abuse problems.

Psychiatric disorders and drug addiction sometimes
occur simultaneously. This conclusion is sup-
ported by the fact that substance abuse-related
problems often coexist with other mental dis-
eases such as conduct disorder, schizophre-
nia, and mood disorders (APA 2000). Due to
the common mechanisms, drug abuse is likely
to expose or worsen psychiatric illnesses, mak-
ing management of these problems consider-
ably more difficult (APA 2000).

Therapies that are successful in treating psychiatric
disorders may be useful in treating mental problems
caused by drugs of abuse. It is likely that many of
the therapeutic lessons we learn about dealing
with psychiatric illnesses can be useful in drug
abuse treatment, and vice versa.

Abuse of drugs by some people may represent an
attempt to relieve underlying psychiatric disorders.
Such people commonly use CNS depressants
such as alcohol to relieve anxiety, whereas
CNS stimulants such as cocaine are frequently
used by patients with depression disorders
(Grinspoon 1993). In such cases, if the under-
lying psychiatric problem is relieved, the like-

lihood of successfully treating the drug abuse
disorder improves substantially.

Genetic Explanations

One biological theory receiving scrutiny suggests
that inherited traits can predispose some individu-
als to drug addiction (Lemonick with Park 2007).
Such theories have been supported by the obser-
vation that increased frequency of alcoholism and
drug abuse exists among children of alcoholics
and drug abusers (APA 2000; Uhl et al. 1993).
Using adoption records of some 3000 individuals
from Sweden, researchers Cloninger, Gohman,
and Sigvardsson conducted one of the most exten-
sive research studies examining genetics and alco-
holism. They found that “. . . children of alcoholic
parents were likely to grow up to be alcoholics
themselves, even in cases where the children were
reared by nonalcoholic adoptive parents almost
from birth” (Doweiko 2002). Such studies esti-
mate that drug vulnerability due to genetic influ-
ences accounts for approximately 38% of all cases,
whereas environmental and social factors account
for the balance (Uhl et al. 1993).

Other studies attempting to identify the specific
genes that may predispose the carrier to drug
abuse problems have suggested that a brain target
site (called a receptor — see Chapter 4 for details)
for dopamine is altered in a manner that increases
the drug abuse vulnerability (Radowitz 2003;
Wyman 1997). Studies that test for genetic factors
in complex behaviors such as drug abuse are very
difficult to conduct and interpret. It is sometimes
impossible to design experiments that distinguish
among genetic, social, environmental, and psycho-
logical influences in human populations. For
example, inherited traits are known to be major
contributors to psychiatric disorders, such as schiz-
ophrenia and depression. Many people with one
of these illnesses also have a substance abuse disor-
der (APA 2000). A high incidence of an abnormal
gene in a cocaine-abusing population, for example,
not only may be linked to drug abuse behavior but
also may be associated with depression or another
psychiatric disorder (Uhl et al. 1992).

Theoretically, genetic factors can directly or
indirectly contribute to drug abuse vulnerability in
several ways:

Psychiatric disorders that are genetically deter-
mined may be relieved by taking drugs of
abuse, thus encouraging their use.



In some people, reward centers of the brain
may be genetically determined to be espe-
cially sensitive to addictive drugs; thus, the
use of drugs by these people would be partic-
ularly pleasurable and would lead to a high
rate of addiction.

Volkow states that “addiction is a medical con-
dition” and that “[i]n the brains of addicts,
there is reduced activity in the prefrontal cor-
tex where rational thought can override impul-
sive behavior.” (Lemonick with Park 2007).
Character traits, such as insecurity and vulner-
ability, that often lead to drug abuse behavior
may be genetically determined, causing a high
rate of addiction in people with those traits.
Factors that determine how difficult it is to
break away from drug addiction may be genet-
ically determined, causing severe craving or
very unpleasant withdrawal effects in some
individuals. People with this predisposition
are less likely to abandon their drug of abuse.

The genetic theories for explaining drug abuse
may help us to understand the reasons that drug
addiction occurs in some individuals but not in
others. In addition, if genetic factors play a major
role in drug abuse, it might be possible to use
genetic screening to identify those people who
are especially vulnerable to drug abuse problems
and to help such individuals avoid exposure to
these substances.

Major Theoretical Explanations:

Psychological

Psychological theories mostly deal with mental or
emotional states, which are often associated with
or exacerbated by social and environmental fac-
tors. Psychological explanations of addiction include
one or more of the following: escape from reality,
boredom (Burns 1997), inability to cope with anx-
iety, destructive self-indulgence to the point of
constantly desiring intoxicants, blind compliance
with drug-abusing peers, self-destructiveness, and
conscious and unconscious ignorance regarding
the harmful effects of abusing drugs. Freud estab-
lished early psychological theories. He linked
“primal addictions” with masturbation and postu-
lated that all later addictions, including those
involving alcohol and other drugs, were caused by
ego impairments.

Freud said that drugs compensate for insecuri-
ties that stem from parental inadequacies, which
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themselves may cause difficulty in adequately
forming bonds of friendships. He claimed that
alcoholism (see Chapter 8) is an expression of the
death instinct, as are self-destruction, narcissism,
and oral fixations. Although Freud’s views repre-
sent interesting intuitive insights often not de-
picted in other theories, his theoretical concerns
are difficult to observe and test, and they do not
generate enough concrete data for verification.

Distinguishing Between Substance
Abuse and Mental Disorders

The American Psychiatric Association has estab-
lished widely accepted categories of diagnosis for
behavioral disorders, including substance abuse.
As standardized diagnostic categories, the charac-
teristics of mental disorders have been analyzed by
professional committees over many years and
today are summarized in the DSM-IV-TR. In addi-
tion to categories for severe psychotic disorders
and more common neurotic disorders, experts in
the field of psychiatry have established specific
diagnostic criteria for various forms of substance
abuse. All patterns of drug abuse that are de-
scribed in this text have a counterpart description
in the DSM-IV-TR for medical professionals. For
example, the DSM-IV-TR discusses the mental dis-
orders resulting from the use or abuse of sedatives,
hypnotics, or antianxiety drugs; alcohol; narcotics;
amphetamine-like drugs; cocaine; caffeine; nico-
tine (tobacco); hallucinogens; phencyclidine
(PCP); inhalants; and cannabis (marijuana). This
manual of psychiatric diagnoses discusses in detail
the mental disorders related to the drug use, the
side effects of medications, and the consequences
of toxic exposure to these substances (APA 2000).
Because of the similarities between, and the
coexistence of, substance-related mental disorders
and primary psychiatric disorders, it is sometimes
difficult to distinguish between the two problems.
However, for proper treatment to be rendered,
the cause of psychological symptoms must be
determined. According to DSM-IV-TR criteria, sub-
stance use (or abuse) disorders can be identified
by the occurrence and consequence of depen-
dence, abuse, intoxication, and withdrawal. These
important distinguishing features of substance
abuse disorders are discussed in detail in Chapter
5 and in conjunction with each drug group.
According to the DSM-IV-TR, the following
information can also help distinguish between
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substance-induced and primary mental disorders:
(1) personal and family medical, psychiatric, and
drug histories; (2) physical examinations; and
(3) laboratory tests to assess physiological func-
tions and determine the presence or absence of
drugs. However, the possibility of a primary mental
disorder should not be excluded just because the
patient is using drugs — remember, many drug
users use drugs to self-medicate their primary psy-
chiatric problems. The coexistence of underlying
psychiatric problems in a drug user is suggested by
the following circumstances: (1) The psychiatric
problems do not match the usual drug effects (e.g.,
use of marijuana usually does not cause severe psy-
chotic behavior); (2) the psychiatric disorder was
present before the patient began abusing sub-
stances; and (3) the mental disorder persists for
more than 4 weeks after substance use ends. The
DSM-IV-TR makes it clear that elucidating the rela-
tionship between mental disorders and substances
of abuse is important for proper diagnosis, treat-
ment, and understanding (APA 2000).

The Relationship Between
Personality and Drug Use

Since medieval times, personality theories of
increasing sophistication have been used to clas-
sify long-term behavioral tendencies or traits that
appear in individuals, and these traits have long
been considered to be influenced by biological or
chemical factors. Although such classification sys-
tems have varied widely, nearly all have shared two
commonly observed dimensions of personality: in-
troversion and extroversion. Individuals who show
a predominant tendency to turn their thoughts
and feelings inward rather than to direct attention
outward have been considered to show the trait of
introversion. At the opposite extreme, a tendency
to seek outward activity and share feelings with
others has been called extroversion. Of course,
every individual shows a mix of such traits in vary-
ing degrees and circumstances.

In some research studies, introversion and ex-
troversion patterns have been associated with levels
of neural arousal in brainstem circuits (Apos-
tolides 1996; Carlson 1990; Gray 1987) and these
forms of arousal are closely associated with effects
caused by drug stimulants or depressants. Such
research hypothesizes that people whose systems
produce high levels of sensitivity to neural arousal
may find high-intensity external stimuli to be

painful and may react by turning inward. With
these extremely high levels of sensitivity, such peo-
ple may experience neurotic levels of anxiety or
panic disorders. At the other extreme, individuals
whose systems provide them with very low levels of
sensitivity to neural arousal may find that moder-
ate stimuli are inadequate to produce responses.
To reach moderate levels of arousal, they may turn
outward to seek high-intensity external sources of
stimulation (Eysenck and Eysenck 1985; Gray
1987; Rousar et al. 1995).

Because high- and low-arousal symptoms are
easy to create by using stimulants, depressants, or
hallucinogens, it is possible that these personality
patterns of introversion or extroversion affect how
a person reacts to substances. For people whose
experience is predominantly introverted or extro-
verted, extremes of high or low sensitivity may lead
them to seek counteracting substances that become
important methods of bringing experience to a
level that seems bearable.

Theories Based on
Learning Processes

How are drug use patterns learned? Research on
learning and conditioning explains how human
beings acquire new patterns of behavior by the
close association or pairing of one significant
reinforcing stimulus with another less significant
or neutral stimulus. Also known as social learning
theory (Bandura 1977; explained more fully in
the “Social Learning Theory” section later in this
chapter), this theory emphasizes that learned
associations occur in the presence of other peo-
ple using drugs coupled with other, often precon-
ceived associations with the attitudes of society
and friends about drug use (Gray 1999). In this
method of learning, people form expectations
and become used to certain behavior patterns.
This specific process of learning is known as con-
ditioning, and it explains why pleasurable activi-
ties may become intimately connected with other

social learning theory

the theory that places emphasis on how an individual
learns patterns of behavior from the attitudes of others,
society, and peers



activities that are also pleasurable, neutral, or
even unpleasant. In addition, people can turn any
new behavior into a recurrent and permanent
one by the process of habituation — repeating cer-
tain patterns of behavior until they become estab-
lished or habitual.

The basic process by which learning mecha-
nisms can lead a person into drug use is also de-
scribed in Bejerot’s “addiction to pleasure” theory
(Bejerot 1965, 1972, 1975; NIDA 1980). This the-
ory assumes that it is biologically normal to con-
tinue a pleasure stimulus once started. Several
research findings support this theory, indicating
that “a strong, biologically based need for stimula-
tion appears to make sensation-seeking young
adults more vulnerable to drug abuse” (Mathias
1995, p. 1; also supporting this view is Khantzian
n.d.). A second research finding complementing
this theory states, “Certain areas of the brain, when
stimulated, produce pleasurable feelings. Psy-
choactive substances are capable of acting on these
brain mechanisms to produce these sensations.
These pleasurable feelings become reinforcers that
drive the continued use of the substances” (Gard-
ner 1992, p. 43). People at highest risk for drug use
and addiction are those who maintain a constant
preoccupation with getting high, seek new or novel
thrills in their experiences, and are known to have a
relentless desire to pursue physical stimulation or
dangerous behaviors and are classified as sensation-
seeking individuals.

Drug use may also be reinforced when it is asso-
ciated with receiving affection or approval in a
social setting, such as within a peer group relation-
ship. Initially, the use of drugs may not be very
important or pleasurable to the individual. How-
ever, eventually the affection and social rewards
experienced when drugs are used become associ-
ated with the drug. Drug use and intimacy may
then become perceived as very worthwhile.

I don’t know how to explain why but an
attractive part of cocaine use is the instant
feeling of intimacy with others who are also
snorting this drug. You just don’t want to leave
the scene when the lines are cut on the glass
surface and people are taking turns snorting
coke. Even after I have had four or five lines
and the conversation is very friendly and engag-
ing, leaving the scene because someone is wait-
ing for you at home or even if you have to meet
with someone that night does not matter. Usu-
ally, everyone is feeling high, a lot of feelings of
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togetherness, and open to intimate conversa-
tion. I never saw anyone getting violent or any-
thing like that, but I hear that it can happen
especially if you have a grudge against someone
before doing the coke. I think that coke just
makes you more open and if you are an angry
person then it will just bring it out in you. My
experiences have been that everyone is just so
friendly and everyone just pretends not to be
overly anxious to do the next line. Actually,
everyone is kind of pretending, because what
they really want is more powder up their nose
and an unending amount of time for talking
the night away. (From Venturelli’s research files,
26-year-old male graduate student, residing in
Chicago, Illinois, May 18, 2000.)

It is important to keep in mind that the amount
of a drug taken can affect the extent of sociabil-
ity, as the interview below indicates:

Yes, I did read that quote [referring to the pre-
ceding quote] about how friendly everyone is
while snorting lines. Well, I bet that person does
not do too much coke — maybe it is like a week-
end thing. What I am trying to say is that every-
one is friendly at the beginning when snorting
lines, but after doing a lot of snorting, people
get real quiet — they sort of geek out. You see,
too much of it at any one time makes you feel
overloaded. It’s like an amphetamine bombard-
ment. In the beginning, it is like a “dusting” and
people can become real friendly and talkative,
but after doing it for an hour or so, it gets to
you. Whenever I overdo it, and it is easy to do
so, I become real quiet and several times even
when I tried to change my mood by having sex,
I could not even “get it up” so-to-speak. I usually

habituation
repeating certain patterns of behavior until they become
established or habitual

“addiction to pleasure” theory

the theory assuming that it is biologically normal to
continue a pleasure stimulus once begun
sensation-seeking individuals

types of people who characteristically are continually
seeking new or novel thrills in their experiences
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do very well when I just have a little, but too
much certainly can cause the sexual desire to
peak, but the follow through is an entirely differ-
ent matter. Too much just geeks you out after
awhile. (From Venturelli’s research files, male, 28
years of age, construction worker, Hobart, Indiana,
June 9, 2007.)

By the conditioning process, a pleasurable
experience such as drug taking may become asso-
ciated with a comforting or soothing environment.
When this happens, two different outcomes may
result. First, the user may feel uncomfortable tak-
ing the drug in any other environment. Second,
the user may become very accustomed or habitu-
ated to the familiar environment as part of the
drug experience. The user may not experience
the same level of rush or high in this environment
and in response may take more drugs or seek a
different environment.

Finally, through this process of conditioning
and habituation, a drug user becomes accustomed
to unpleasant effects of drug use such as with-
drawal symptoms. Such unpleasant effects and ex-
periences may become habituated — neutralized
or less severe in their impact — so that the user
can continue taking drugs without feeling or expe-
riencing the negative effects of the drug.

Social Psychological
Learning Theories

Other extensions of reinforcement or learning
theory focus on how positive social influences by
drug-using peers reinforce the attraction to drugs.
Social interaction, peer camaraderie, social ap-
proval, and drug use work together as positive
reinforcers to sustain drug use (Akers 1992). Thus,
if the effects of drug use become personally
rewarding “or become reinforcing through condi-
tioning, the chances of continuing to use are
greater than for stopping” (Akers 1992, p. 86). Itis
through learned expectations or association with
others who reinforce drug use that individuals
learn the pleasures of drug taking (Becker 1963,
1967). Similarly, if drug use leads to poor and dis-
ruptive social interactions, drug use may cease.

Note that positive reinforcers, such as peers, other
friends and acquaintances, family members, and
drug advertisements, do not act alone in inciting
and sustaining drug use. Learning theory as defined
here also relies on some variable amounts of imita-
tion and trial-and-error learning methods.

Finally, differential reinforcement — defined as
the ratio between reinforcers favorable and disfa-
vorable for sustaining drug use behavior — must
be considered. The use and eventual abuse of
drugs can vary with certain favorable or unfavor-
able reinforcing experiences. The primary deter-
mining conditions are listed here:

The amount of exposure to drug-using peers
versus non-drug-using peers

The general preference for drug use in a par-
ticular neighborhood or community

The age of initial use (younger adolescents are
more greatly affected than older adolescents)
The frequency of drug use among peers

Major Theoretical Explanations:

Sociological

Sociological explanations for drug use share
important commonalities with psychological
explanations under social learning theories. The
main features distinguishing psychological and
sociological explanations are that psychological
explanations focus more on how the internal
states of the drug user are affected by social rela-
tionships within families, peers, and other close
and more distant relationships, whereas sociologi-
cal explanations focus on how factors external to
the drug user affect drug use. Such outside forces
include the types of families, adopted lifestyles of
peer groups, and types of neighborhoods and
communities in which avid drug users reside. The
sociological perspective views the motivation for
drug use as largely determined by the types and
quality of bonds (attachment versus detachment)
that the drug user or potential drug user has with
significant others and with the social environ-
ment in general. The degree of influence and
involvement with external factors affecting the
individual compared with the influence exerted
by internal states distinguishes sociological from
psychological analyses.

As previously stated, no one biological and psy-
chological theory can adequately explain why most
people use drugs. People differ from one another

differential reinforcement
ratio between reinforcers, both favorable and
disfavorable, for sustaining drug use behavior



in terms of personality, motivational factors,
upbringing, learned priority of values and attitudes,
and problems faced. Because of these differences,
many responses and reasons exist why people take
drugs, which results in a plurality of theoretical
explanations. Furthermore, the diverse perspec-
tives of biology, psychology, and sociology offer
their own explanations for drug use and abuse.

There are two sets of sociological theories: so-
cial influence and social structural. Social influence
theories focus on microscopic explanations that
concentrate on the roles played by significant oth-
ers and their impact on an individual. Structural
influence theories focus on macroscopic expla-
nations of drug use and the assumption that the
organizational structure of society has a major in-
dependent impact on an individual’s use of drugs.
The next sections examine these theories.

Social Influence Theories

The theories presented in this section are (1) social
learning, (2) role of significant others in socializa-
tion, (3) labeling, and (4) subculture theories.
These theories share a common theme: An individ-
ual’s motivation to seek drugs is caused by social
influences or social pressures.

Social Learning Theory

Social learning theory explains drug use as
learned behavior. Conventional learning occurs
through imitation, trial and error, improvisation,
rewarded behavior, and cognitive mental associa-
tions and processes (Liska and Messner 1999).
Social learning theory focuses directly on how
drug use and abuse are learned through interac-
tion with other drug users.

This theory emphasizes the pervasive influence
of primary groups— that is, groups that share a
high amount of intimacy and spontaneity and
whose members are emotionally bonded. Families
and long-term friends are examples of primary
groups. In contrast, secondary groups share seg-
mented relationships in which interaction is based
on prescribed role patterns. An example of a sec-
ondary group is the relationship between you and
a salesclerk in a grocery store or relationships
between employees scattered throughout a corpo-
ration. Social learning theory addresses a type of
interaction that is highly specific. This type of inter-
action involves learning specific motives, techniques,
and appropriate meanings that are commonly at-
tached to a particular type of drug.
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The following are examples of first-time users
learning drug-using techniques from their social
circles:

The first time I tried smoking weed, nothing
much happened. I always thought it was like
smoking a cigarette. When the joint came
around the first time, I refused it. The next
time it came around, I noticed everyone was
looking at me. So, I took the joint and started
to inhale, then exhale. My friend sitting next
to me said something to the effect, “Dude,
hold it in; don’t waste it. This is good weed
and we don’t have that much between us.”
Right after that, we did some “shotguns.” This
is where someone exhales directly into your
mouth — lips to lips. My friend filled my lungs
with his exhaled weed breath. After the first
comment about holding it in, I started to watch
how everyone was inhaling and realized that
you really don’t smoke weed like an ordinary
cigarette; you have to hold in the smoke. (From
Venturelli’s vesearch files, male, age 16, second-year
high school student in a small Midwestern town,
February 15, 1997.)

I first started using drugs, mostly alcohol
and pot, because my best friend in high school
was using drugs. My best friend Tim [a pseudo-
nym] learned from his older sister. Before I
actually tried pot, Tim kept telling me how
great it was to be high on dope; he said it was
much better than beer. I was really nervous the
first time I tried pot with Tim and another
friend, even though I heard so much detail
about it from Tim. The first time I tried it, it
was a complete letdown. The second time (the
next day, I think it was), I remember I was talk-
ing about a teacher we had and in the middle
of the conversation, I remember how every-
thing appeared different. I started feeling
happy and while listening to Tim as he poked
jokes about the teacher, I started to hear the

social influence theories

social psychological theories that view a person’s day-
to-day social relations as a primary cause for drug use
structural influence theories

theories that view the structural organization of a
society, peer group, or subculture as directly responsible
for drug use
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background music more clearly than ever
before. By the time the music ended and a
new CD started, I knew I was high. (From
Venturelli’s research files, 22-year-old male student
at a private liberal arts college in the Midwest,
February 15, 1997.)

First time I tried acid [LSD], I didn’t
know what to expect. Schwa [a pseudonym ]
told me it was a very different high from grass
[marijuana]. After munching on one “square”
[one dose of LSD| — after about 20 minutes —
I'looked at Schwa and he started laughing and
said, “Feelin’ the effects, Ki-ki?” I said, “Is this
it? Is this what it feels like? I feel weird.” With a
devious grin . . . Schwa said, “Yep. We are now
on the runway, ready to take off. Just wait a
little while longer, it’s going to get better and
better. Fasten your seat belts!” (From Venturelli’s
research files, male, age 33, May 6, 1996.)

Learning to perceive the eftects of the drug is the
second major outcome in the process of becoming
aregular user. Here, the ability to feel the authen-
tic effects of the drug is being learned. The more
experienced drug users in the group impart their
knowledge to naive first-time users. The coaching
information they provide describes how to recog-
nize the euphoric effects of the drug.

I just sat there waiting for something to hap-
pen, but I really didn’t know what to expect.
After the fifth “hit,” I was just about ready to
give up ever getting high. Then suddenly, my
best buddy looked deeply into my eyes and said,
“Aren’t you high yet?” Instead of just answering
the question, I immediately repeated the same
words the exact way he asked me. In a flash, we
both simultaneously burst out laughing. This
uncontrollable laughter went on for what
appeared to be over 5 minutes. Then he said,
“You silly ass, it’s not like an alcohol high, it’s

a ‘high high.” Don’t you feel it? It’s a totally
different kind of high.” At that very moment,

I knew I was definitely high on the stuff. If

this friend would not have said this to me, I
probably would have continued thinking that
getting high on the hash was impossible for me.
(From Venturelli’s research files, 17-year-old male
attending a small, private liberal arts college in the
Southeast, May 15, 1984.)

Once drug use has begun, continuing the be-
havior involves learning the following sequence:
(1) identifying where and from whom the drug

can be purchased, (2) maintaining steady contact
with drug dealers, (3) developing a preoccupation
with maintaining the secrecy of use from author-
ity figures and casual non-drug-using acquain-
tances, (4) reassuring yourself that the drug use is
pleasurable, (5) using with more frequency, and
(6) replacing non—drug-using friends with drug-
using friends.

Role of Significant Others

After a pattern of drug use has been established,
the learning process plays a role in sustaining drug-
taking behavior. Edwin Sutherland (1947; Liska
and Messner 1999), a pioneering criminologist in
sociology, believed that the mastery of criminal
behavior depended on the frequency, duration,
priority, and intensity of contact with others who
are involved in similar behavior (Heitzeg 1996). This
theory can also be applied to drug-taking behavior.

In applying Sutherland’s principles of social
learning to drug use, which he called differential
association theory, the focus is on how other mem-
bers of social groups reward criminal behavior and

This child is role-playing largely by imitating the habits of a
significant other.



under what conditions this deviance is perceived
as important and pleasurable.

Becker’s and Sutherland’s theories explain why
adolescents may use psychoactive drugs. Essen-
tially, both theories say that the use of drugs is
learned during intimate interaction with others
who serve as a primary group. (See “Here and
Now,” Symptoms of Drug and Alcohol Abuse, for
information on how the role of significant others
can determine a child’s disposition toward or away
from illicit drug use.)

Learning theory also explains how adults and the
elderly are taught the motivation for using a partic-
ular type of drug. This learning occurs through
influences such as drug advertising, with its empha-
sis on testimonials by avid users, by medical experts,
and by actors and actresses portraying physicians or
nurses. Listeners, viewers, and readers who experi-
ence such commercials promoting a particular
brand name of over-the-counter drugs are bom-
barded with the necessary motives, preferred tech-
niques, and appropriate attitudes for consuming
drugs. When drug advertisements and medical
experts recommend a particular drug for specific
ailments, in effect they are authoritatively persuad-
ing viewers, listeners, or readers that taking a drug
will soothe or cure the medical problem presented.
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Are Drug Users More Likely to Be Devious?

Social scientists — primarily sociologists and social
psychologists — believe that many social devel-
opment patterns are closely linked to drug use.
Based on the age when an adolescent starts to con-
sume alcohol and other drugs, predictions can be
made about his or her sexual behavior, academic
performance, and other behaviors, such as lying,
cheating, fighting, and using marijuana. Similar
predictions can be made when the adolescent
begins using marijuana. A more detailed study
(SAMHSA 2000) shows that there is a strong re-
lationship between adolescent behavior problems
and alcohol use.

Figure 2.1 shows that pastmonth adolescent
heavy drinking and emotional/behavioral prob-
lems often arise concurrently. Adolescents who
drink heavily between the ages of 12 to 17 are
more likely to report behavior problems, such
as aggressiveness and delinquent and criminal
behaviors (SAMHSA 2000).

Figure 2.2 shows that children who began drink-
ing or experimenting with alcohol at or before the
7th grade were more likely at 23 years of age to
report smoking (data not shown), marijuana use,
and involvement with criminal activities, such as

FIGURE 2.1
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FIGURE 2.2

Percentage of grade 7 nondrinkers, experimenters, and drinkers exhibiting problem behaviors at age 23.

*Felonies were defined as buying/selling/holding stolen goods, taking a joy ride without the vehicle owner’s permission, breaking into property, arson, or

attempted arson.

Note: Nondrinkers never had a drink, not even a few sips. Experimenters drank less than three times in the past year, and not in the past month. Drinkers
drank three or more times in the past year or drank in the past month. Subjects were assessed in grade 7, again at grade 12, and again at age 23.

Source: Adapted by CESAR (Center for Substance Abuse Research) from P. L. Ellickson, J. S. Tucker, and D. J. Klein, “Ten-Year Prospective Study of Pub-
lic Health Problems Associated with Early Drinking,” Pediatrics 111, 5(2003):949-955.

arrest and committing a felony. According to
the authors of this longitudinal study, which was
conducted in California and Oregon, “Early
drinkers do not necessarily mature out of a
problematic lifestyle as young adults. Interven-
tions for these high-risk youth should start early
and address their other public health problems,
particularly their tendency to smoke and use
other illicit drugs” (Ellickson et al. 2003, 949;
CESAR 2003).

Other studies show that early intense use of
alcohol or marijuana represents a move toward
less conventional behavior, greater susceptibility
to peer influence, increased delinquency, and
lower achievement in school. In general, drug
abusers have 14 characteristics in common:

Their drug use usually follows clear-cut devel-
opmental steps and sequences. Use of legal
drugs, such as alcohol and cigarettes, almost
always precedes use of illegal drugs.

Use of certain drugs, particularly habitual
use of marijuana, is linked to amotivational
syndrome, which some researchers believe is a

general change in personality.! This change is
characterized by apathy, lack of interest, and
inability or difficulty accomplishing goals. The
latest research also clearly shows that mari-
juana use is often responsible for attention
and short-term memory impairment and con-
fusion (NIDA 1996).

Immaturity, maladjustment, or insecurity usu-
ally precede the use of marijuana and other
illicit drugs.

I Some argue that perhaps a general lack of ambition (lethargic
behavior) may precede rather than result from marijuana use or
that amotivational syndrome is present in some heavy mari-
juana users even before the initial use of this drug, and when
the drug is used, the syndrome becomes more pronounced. In
any case, some researchers believe that the steady use of mari-
juana and amotivational syndrome occur together.

amotivational syndrome

the assertion by some drug researchers that heavy use of
marijuana causes a lack of motivation in achieving goal-
directed behavior



Following are profiles of children who are less likely and

more likely, respectively, to use and abuse drugs.
Less Likely to Use Drugs
+ Child comes from a strong family.
- Family has a clearly stated policy toward
drug use.
+ Child has strong religious convictions.
+ Child is an independent thinker, not easily
swayed by peer pressure.
+ Parents know the child’s friends and the
friends’ parents.
+ Child often invites friends into the house and
their behavior is open, not secretive.
+ Child is busy and productive and pursues
many interests.
+ Child has a good, secure feeling of self.
- Parents are comfortable with their own
use of alcohol, drugs, and pills; set a good
example in using these substances; and are
comfortable in discussing their use.

- Parents seta good example in handling
crisis situations.

- Child maintains at least average grades and
good working relationships with teachers.

Symptoms Exhibited by the
Child Who May Be Using Drugs

Symptoms of Drug and Alcohol Abuse
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- Diminished drive and ambition.
- Moodiness.
- Shortened attention span.

- Impaired communication such as slurred speech or

jumbled thinking.

- Significant change in quality of school work.

- Deteriorating judgment and loss of short-term

memory.

- Distinct lessening of family closeness

and warmth.

- Suddenly popular with new friends who are older

and unknown to family members.

- Isolation from family members (hiding in bedroom

or locking bedroom door).

+ Sneaking out of the house.
- Sudden carelessness regarding appearance.
- Inappropriate overreaction to even mild criticism.

- Secretiveness about whereabouts and

personal possessions.

- Friends who avoid introduction or appearance

in the child’s home.

- Use of words that are odd and unfamiliar.
- Secretiveness or desperation for money.
- Rapid weight loss or appetite loss.

- “Drifting off” beyond normal daydreaming.

EDITOR’S NOTE: A child will usually display more than
one of the symptoms below when experimenting with
drugs. Please remember that any number of the symp-
toms could also be the result of a physical impairment
or disorder. - Unprescribed or unidentifiable pills.
More Likely to Use Drugs

- Extreme behavioral changes such as hallucination,
violence, unconsciousness, and so on that could
indicate a dangerous situation close at hand and
needing fast medical attention.

- Strange “contraptions” (for example, smoking para-
+ Abrupt change in behavior (for example, phernalia) or hidden articles.
from very active to passive, loss of interest in
previously pursued activities such as sports

or hobbies).

+ Articles missing from the house. Child could be
stealing to receive money to pay for drugs.

Sources: L.A.W. Publications, Let’s All Work to Fight Drug Abuse (Addison, TX: C & L Printing Company, 1985), 38. Used with permission of the pub-
lisher. Santa Barbara Alcohol and Drug Program, 1996.

Liddle, H., AAMFT Consumer Update: Adolescent Substance Abuse. American Association for Marriage and Family Therapy (AAMFT). Available
http://www.aamft.org/families/Consumer_Updates/AdolescentSubstanceAbuse.asp.
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As an example of how drug users may be affected by
socialization, a study conducted by Needle (Needle et al.
1990; NIDA 1990; Siegel and Senna 1994) found higher
drug use among adolescents whose parents divorce.
According to the study, children who are adolescents
when their parents divorce exhibit more extensive
drug use and experience more drug-related health, legal,
and other problems than their peers. This study linked
the extent of teens’ drug use to their age at the time of
their parents’ divorce. Teenagers whose parents divorce
were found to use more drugs and experience more
drug-related problems than two other groups of adoles-
cents: those who were age 10 or younger when their par-
ents divorced, and those whose parents remained
married.

This study has important implications for drug abuse
prevention efforts. Basically, it says that not everyone is
atthe samerisk for drug use. People at greater risk can be
identified, and programs should be developed to meet
their special needs.

In this research project, drug use among all adoles-
cents increased over time. However, drug use was higher
among adolescents whose parents had divorced when
their children were either preteens or teenagers.

Does Divorce Affect Adolescent Drug Use?

Drug use was highest for those teens whose parents
divorced during their children’s adolescent years. Such
families also reported more physical problems, family
disputes, and arrests.

The research results showed that distinct gender dif-
ferences existed in the way that divorce affected adoles-
cent drug use, whether the divorce occurred during the
offspring’s childhood or adolescent years. Males whose
parents divorced reported more drug use and drug-
related problems than females. Females whose care-
taking parents remarried experienced increased drug
use after the remarriage. By contrast, males whose care-
taking parents remarried reported a decrease in drug-
related problems following the remarriage.

The researchers caution that these findings may have
limited applicability, as most of the families studied were
white and had middle to high income levels. Needle also
notes that the results should not be interpreted as an
argument in favor of the nuclear family. Overall, divorce
affects adolescents in complex ways and remarriage can
influence drug-using behavior, particularly when disrup-
tions occur during adolescence; such turmoil can “trig-
ger” a desire for extensive recreational licit and illicit
drug use, often leading to drug abuse.

Those more likely to try illicit drugs, espe-
cially before age 12, usually have a history of
poor school performance and classroom dis-
obedience.

Delinquent or repetitive deviant activities usu-
ally precede involvement with illicit drugs.

A set of values and attitudes that facilitates the
development of deviant behavior exists before
the person tries illicit drugs.

A social setting in which drug use is common,
such as communities and neighborhoods in
which peers use drugs indiscriminately, is
likely to reinforce and increase the predisposi-
tion to drug use.

Drug-induced behaviors and drug-related atti-
tudes of peers are usually among the strongest
predictors of subsequent drug involvement.
Children who feel their parents are distant from
their emotional needs are more likely
to become drug addicted (see “Here and Now,”
Does Divorce Affect Adolescent Drug Use?).
The younger people are when they begin
using drugs, the higher the probability of con-

tinued and accelerated drug use. Likewise,
the older people are when they start using
drugs, the lower the probability of accelerated
use and addiction. The period of greatest risk
of initiation and habitual use of illicit drugs is
usually over by the early twenties.

The family structure has changed, with sub-
stantially more than half of all women in the
United States now working outside the home.
A higher divorce rate has led to many chil-
dren being raised in single-parent house-
holds. How the lack of a stay-at-home parent
or how membership in a single-family house-
hold affects the quality of child care and nur-
turing is difficult to assess.

Mobility obstructs a sense of permanency,
and it contributes to a lack of self-esteem.
Often, when children are repeatedly moved
from one location to another, their commu-
nity becomes nothing more than a group of
strangers. They may have little pride in their
home or community and have no commit-
ment to society.



Among minority members, a major factor
involved in drug dependence is a feeling of
powerlessness due to discrimination based
on race, social standing, or other attributes.
Groups subject to discrimination have a dis-
proportionately high rate of unemployment
and below-average incomes. In the United
States, approximately 14 million children are
reared in poverty (Henslin 2003). The adults
they have as role models may be unemployed
and experience feelings of powerlessness.
Higher rates of delinquency and drug addic-
tion occur in such settings.

Abusers who become highly involved in sell-
ing drugs begin by witnessing that drug traf-
ficking is a lucrative business, especially in
rundown neighborhoods. In some communi-
ties, selling drugs seems to be the only avail-
able route to real economic success (Jones
1996; Shelden et al. 2001).

Labeling Theory

Although controversy continues over whether
labeling is a theory or a perspective (Akers 1968,
1992; Heitzeg 1996; Plummer 1979), this text
takes the position that labeling is a theory
(Cheron 2001; Hewitt 1994; Liska and Messner
1999), because it explains something very impor-
tant with respect to drug use. Although labeling
theory does not fully explain why initial drug use
occurs, it does detail the processes by which many
people come to view themselves as socially deviant
from others. Note that the terms deviant (in cases
of individuals) and deviance (in cases of behavior)
are sociologically defined as involving the viola-
tion of significant social norms held by conven-
tional society. The terms are not used in a
judgmental manner, nor are the individuals
judged to be immoral or “sick”; instead, the terms
refer to an absence of the patterns of behavior
expected by conventional society.

Labeling theory says that other people whose
opinions we value have a determining influence
over our selfimage (Best and Luckenbill 1994;
Goode 1997; Liska and Messner 1999). (For an
example of how labeling theory applies to real-life
situations, see “Case in Point.”)

Implied in this theory is the idea that we exert
only a small amount of control over the image we
portray. In contrast, members of society, espe-
cially those we consider to be significant others,
have much greater influence and power in defin-
ing or redefining our self-image. The image we
have of ourselves is vested in the people we
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admire and look to for guidance and advice. If
these people come to define our actions as
deviant, then their definition becomes incorpo-
rated as a “fact” of our reality.

We can summarize labeling theory by saying that
the labels we use to describe people have a pro-
found influence on their self-perceptions. For ex-
ample, imagine a fictitious individual named Billy.
Initially, Billy does not see himself as a compulsive
drug user but as an occasional recreational drug
user. Let us also assume that Billy is very humor-
ous, unpretentious, and very outspoken about his
drug use and likes to exaggerate the amount of
marijuana he smokes on a daily basis. Slowly, Billy’s
friends begin to perceive him as a “real stoner.”
According to labeling theory, what happens to
Billy? Because of being noticed when “high,” his
self-presentation, and the comments he makes
about the pleasures of drug use, his friends may
begin to reinforce the exaggerated drug use
image. At first, Billy may enjoy the reflected image
of a “big-time” drug user, but after nearly all of his
peers maintain a constant exaggerated image, his
projected image may turn negative, especially
when his friends show disrespect for his opinions.
In this example, labeling theory predicts that
Billy’s perception of himself will begin to mirror
the consistent perception expressed by his accusers.
If he is unsuccessful in eradicating the addict
image or, in this example, the “stoner” image, Billy
will reluctantly concur with the label that has been
thrust on him. Or, to strive for a selfimage as an
occasional marijuana user, Billy may abandon his
peers so that he can become acceptable once more
in the eyes of other people.

An important originator of labeling theory is
Edwin Lemert (Lemert 1951; Liska and Messner
1999; Williams and McShane 1999), who distin-
guished between two types of deviance: primary
and secondary deviance. Primary deviance is incon-
sequential deviance, which occurs without having
a lasting impression on the perpetrator. Generally,

labeling theory

the theory emphasizing that other people’s perceptions
directly influence one’s self-image

primary deviance

any type of initial deviant behavior in which the
perpetrator does not identify with the deviance
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’case in POint Specific Signs of Marijuana Use

his excerpt, from the author’s files, illustrates label-

Tingtheory.
After my mom found out, she never brought it up
again. | thought the incident was over — dead,
gone, and buried. Well, . . . it wasn’t over at all. My
mom and dad must have agreed that | couldn’t be
trusted anymore. I’'m sure she was regularly going
through my stuff in my room to see if | was still
smoking dope. Even my drandparents acted
strangely whenever the news on television would
report about the latest drug bust in Chicago. Several
times that | can’t ever forget were when we were
together and | could hear the news broadcast on TV
from my room about some drug bust. There they all
were whispering about me. My grandma asking if |
“quitta the dope.” One night, | overheard my
mother reassure my dad and grandmother that | no

longer was using dope. You can’t believe how
embarrassed | was that my own family was still think-
ing that | was a dope fiend. They thought | was
addicted to pot like a junkie is addicted to heroin! |
can tell you that | would never lay such a guilt trip
on my kids if | ever have kids. | remember that for
2 years after the time | was honest enough to tell my
mom that | had tried pot, they would always whisper
about me, give me the third degree whenever |
returned late from a date, and go through my room
looking for dope. They acted as if | was hooked on
drugs. | remember that for a while back then | would
always think that if they think of me as a drug addict, |
might as well get high whenever my friends “toke up.”
They should have taken me at my word instead of
sneaking around my personal belongings. | should
have left syringes laying around my room!

Source: Interview with a 20-year-old male college student at a private university in the Midwest, conducted by Peter Venturelli on

November 19, 1993.

most first-time violations of law, for example, are
primary deviations. Whether the suspected or
accused individual has committed the deviant act
does not matter. What matters is whether the indi-
vidual identifies with the deviant behavior.

Secondary deviance develops when the individ-
ual begins to identify and perceive himself or her-
self as deviant. The moment this transition occurs,
deviance shifts from being primary to secondary.
Many adolescents casually experiment with drugs.
If, however, they begin to perceive themselves as
drug users, then this behavior is virtually impossi-
ble to eradicate. The same holds true with OTC
drug abuse. The moment an individual believes
that he or she feels better after using a particular
drug, the greater the likelihood that he or she will
consistently use the drug.

Howard Becker (1963) believed that certain
negative status positions (such as alcoholic, men-
tal patient, ex-felon, criminal, drug addict, and so
on) are so powerful that they dominate others
(Pontell 1996; Williams and McShane 1999). In
the earlier example, if people who are important
to Billy call him a “druggie,” this name becomes a
powerful label that takes precedence over any
other status positions Billy may occupy. This label
becomes Billy’s master status — that he is a mind-
less “stoner.” Even if Billy is also an above-average
biology major, an excellent musician, and a de-

pendable and caring person, such factors become
secondary because his primary status has been
recast as a “druggie.” Furthermore, once a power-
ful label is attached, it becomes much easier for
the individual to uphold the image dictated by
members of society and simply to act out the role
expected by significant others. Master status labels
distort an individual’s public image because other
people expect consistency in role performance.
Once a negative master status has been at-
tached to an individual’s public image, labeling
theorist Edwin Schur asserted that retrospective
interpretation occurs. Retrospective interpretation
is a form of “reconstitution of individual charac-

secondary deviance
any type of deviant behavior in which the perpetrator
identifies with the deviance

master status

major status position in the eyes of others that clearly
identifies an individual — for example, doctor, professor,
alcoholic, heroin addict

retrospective interpretation

social psychological process of redefining a person in
light of a major status position — for example,
homosexual, physician, professor, alcoholic, convicted
felon, or mental patient



ter or identity” (Schur 1971, 52). It largely involves
redefining a person’s image within a particular
social stereotype, category, or group (see cartoon
as an illustration). In the eyes of his peers, Billy is
now an emotional, intelligent, yet weird or
“freaky” stoner.

Finally, William I. Thomas’s (1923) contribu-
tion to labeling theory can be summarized in the
following theorem: “If men define situations as
real, they are real in their consequences” (p. 19).
Thus, according to this dictum, when someone is
perceived as a drug user, the perception functions
as the reality of that person’s character and in turn
shapes his or her self-perception.

Subculture Theory

Subculture theory speaks to the role of peer pres-
sure and the behavior resulting from peer group
influences. In all groups, there are certain mem-
bers who are more popular and respected and, as
a result, exert more social influence than other peer
members. Often, these more socially endowed
members are group leaders, task leaders, or emo-
tional leaders who possess greater ability to influ-
ence others. Drug use that results from peer
pressure demonstrates the extent to which these
more popular and respected leaders can influence
and pressure others to initially use or abuse drugs.
These three excerpts from interviews illustrate
subculture theory:

When I was 9 or 10, three of my best friends
would all take turns sneaking alcohol out of
our parents’ houses. Then in one of our
garages, we would drink the liquor and smoke
cigarettes. It was like a street corner thing but
it was in a garage. In high school, we would
look for the “party-people” and hang out with
them. Usually on a Friday or some other
school day, we would cut classes and drink
and get high at someone’s house that would
be available. We were a tight-ass group — the
goal would be to find a party somewhere. In
high school we just hung out together and
were known on campus as “the party animals.”
(From Venturelli’s research files, 21-year-old male
college student in a small town in the Midwest,
November 23, 2000.)

I first started messing around with alcohol
in high school. In order to be part of the crowd,
we would sneak out during lunchtime at school
and get “high.” About 6 months after we started
drinking, we moved on to other drugs. . ..
Everyone in high school belongs to a clique,
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This cartoon illustrates the reflective process in retrospective
interpretation that often occurs in daily conversations when we
think that our unspoken thoughts are undetectable and hidden.
In reality, however, these innermost thoughts are clearly con-
veyed through body language and nonverbal gestures.

Source: Reproduced with permission of Alex Silvestri.

and my clique was heavy into drugs. We had a
lot of fun being “high” throughout the day.
We would party constantly. Basically, in col-
lege, it’s the same thing. (From Venturelli’s
research files, 19-year-old male student at a small,
religiously affiliated private liberal arts college in the
Southeast, February 9, 1985.)

The third interview illustrates how friendship,
coupled with subtle and notso-subtle peer pres-
sure, influences the novice drug enthusiast:

There I was on the couch with three of my
friends, and as the joint was being passed
around, everyone was staring at me. I felt they
were saying, “Are you going to smoke with us or
will you be a holdout again?” (From Venturelli’s
research files, 20-year-old male university student,
April 10, 1996.)

In sociology, charismatic leaders are viewed as
possessing status and power, defined as distinction
in the eyes of others. In drug-using peer groups,
such leaders have power over inexperienced drug
users. Members of peer groups are often per-
suaded to experiment with drugs if the more pop-
ular members say, “Come on, try some, it’s great”

subculture theory
explains drug use as a peer-generated activity



70 CHAPTER 2 H Explaining Drug Use and Abuse

or “Irust me, you’ll really get off on this, come on,
just try it.” In groups where drugs are consumed,
the extent of peer influence coupled with the art
of persuasion and camaraderie are powerfully per-
suasive and cause the spread of drug use.

A further extension of subculture theory is the
social and cultural support perspective. This perspec-
tive explains drug use and abuse in peer groups as
resulting from an attempt by peers to solve prob-
lems collectively. In the neoclassic book Delinquent
Boys: The Culture of the Gang (1955), Cohen pio-
neered a study that showed for the first time that
delinquent behavior is a collective attempt to gain
social status and prestige within the peer group
(Liska and Messner 1999; Siegel and Senna 1994;
Williams and McShane 1999). Members of certain
peer groups are unable to achieve respect within
the larger society. Such status-conscious youths
find that being able to commit delinquent acts
and yet evade law enforcement officials is ad-
mirable in the eyes of their delinquent peers. In
effect, Cohen believed, delinquent behavior is a
subcultural solution for overcoming feelings of
status frustration and low self-esteem largely deter-
mined by lower class status.

Although the emphasis of Cohen’s perspective is
on explaining juvenile delinquency, his notion that
delinquent behavior is a subcultural solution can
easily be applied to drug use and abuse primarily
in members of lower-class peer groups. Underlying
drug use and abuse in delinquent gangs, for exam-
ple, results from sharing common feelings of alien-
ation and escape from a society that appears
noncaring, noninclusive, distant, and hostile.

Consider the current upsurge in violent gang
memberships (see Chapter 16 for more details on
adolescents and gangs). In such groups, not only is
drug dealing a profitable venture, but drug use also
serves as a collective response to alienation and
estrangement from conventional middle-class soci-
ety. In cases of violent minority gang members, the
alienation results from racism, poverty, effects of
migration and acculturation, and effects of minor-
ity status in a white, male-dominated society such as
the United States (Glick and Moore 1990; Moore
1978, 1993; Sanders 1994; Thornberry 2001).

Structural Influence Theories

Structural influence theories focus on how ele-
ments in the organization of a society, group, or sub-
culture affect the motivation and resulting drug
use behavior that is for nonmedical — most often
recreational — use. The belief is that no single fac-

tor in the society, the group, or the subculture pro-
duces the attraction to drug use, but rather that
the organization itself or the lack of organization
largely causes this behavior to occur.

Social disorganization and social strain theories
(Liska and Messner 1999; Werner and Henry
1995) identify the different kinds of social change
that are disruptive and explain how, in a general
sense, people are adversely affected by the change.
Social disorganization theory asks, What in the
structure and organization of the social order (the
larger social structure) causes people to deviate?
Social strain theory attempts to answer the ques-
tion, What in the structure and organization of
the family, the peer, and employee social structure
causes someone to deviate? This theory suggests
that frustration results from being unable to secure
the means to achieve sought-after goals, such as the
goal of securing good income without much edu-
cation, a well-paying job without prior training,
and so on. Such perceived shortcomings compel
an individual to deviate to achieve desired goals.

An example of feeling stressed and experiencing strain from an
overly demanding society.



Overall, social disorganization theory describes
a situation in which, because of rapid social
change, previously affiliated individuals no longer
find themselves integrated into a community’s
social, commercial, religious, and economic insti-
tutions. When this type of alienation occurs, com-
munity members whose parents were perhaps
more affiliated find themselves more discon-
nected and feel a lack of effective attachment to
the social order. As a result, these disconnected or
“disaffiliated” people find deviant behavior to be
an attractive alternative.

Developing trusting relationships, stability, and
continuity are essential for proper socialization. As
is discussed later in this chapter, when major iden-
tity development and transformation occur in the
teen years, some stability in the immediate envi-
ronment is very important. Yet, especially today, in
our postindustrial and technological society, as well
as in most other Westernized types of societies,
there are more destabilizing and disorienting fac-
tors affecting us as a result of rapid technological
development and social change (Gergen 2000;
Ritzer 1999, 2000).

Although on the surface most people appear to
have little or no difficulty adapting to rapid techno-
logical social change, many people find themselves
forced to maintain a frantic pace merely to “keep
up” on a daily basis. The drive to keep up with social
and technological innovation is more demanding
today than ever before (Gergen 2000). The con-
stant need to keep pace with change and the
increasing multiplicity of realities, and ever more
contradictory realities, produced by such change
often appears barely controllable and somewhat
chaotic. Some individuals who are unable to cope
with the constant demand for change and the
required adjustment to all this change have diffi-
culty securing a stable self-identity. For example,
consider the large number of people who need
psychological counseling and therapy because they
find themselves unable to cope with personal, fam-
ily, and work-related problems and conflicts. In a
recent study, “an estimated 26.2% of Americans
ages 18 and older — about one in four adults —
suffer from a diagnosable mental disorder in a
given year” (Kessler 2005, p. 617). The following
interview shows how such confusion and lack of
control can easily lead to drug use.

Interviewee: The world is all messed up.
Interviewer: Why? In what way?

Interviewee: Nobody gives a damn anymore
about anyone else.
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Interviewer: Why do you think this is so?

Interviewee: It seems like life just seems to go
on and on. . . . I know that when I am under
the influence, life is more mellow. I feel great!
When I am high, I feel relaxed and can take
things in better. Before I came to Chalmers
College [a pseudonym], I felt home life was
one great big mess; now that I am here, this
college is also a big pile of crap. I guess this is
why I like smoking dope. When I am high, I
can forget my problems. My surroundings are
friendlier; I am even more pleasant! Do you
know what I mean? (From Venturelli’s research
files, interview with a 19-year-old male marijuana
user attending a small, private, liberal arts college
in the Southeast, February 12, 1984.)

Similarly, an interview illustrates how a work
environment can affect drug use:

I had one summer job once where it was so
busy and crazy that a group of us workers
would go out on breaks just to get high. We
worked the night shift and our “high breaks”
were between 2:00 and 5:00 in the morning.
(From Venturelli’s research files, first-year female
college student, age 20, July 28, 1996.)

Current Social Change in Most Societies

Does social change per se cause people to use and
abuse drugs? In response to this question, social
change — defined as any measurable change
caused by technological advancement that dis-
rupts cultural values and attitudes about everyday
life — does not by itself cause widespread drug
use. In most cases, social change materialistically
advances a culture by profoundly affecting the man-
ner of how things are accomplished. At the same
time, rapid social change disrupts day-to-day be-
havior anchored by tradition, which has a ten-
dency to fragment such conventional social groups
as families, neighborhoods, and communities. By
conventional behavior, we mean behavior that is
largely dictated by custom and tradition and that
evaporates or goes into a state of flux because of
the speed of social change.

conventional behavior

behavior largely dictated by custom and tradition,
which is often disrupted by the forces of rapid
technological change
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Examples include the number of youth subcul-
tures that proliferated during the 1960s (Yinger
1982) and other more recent lifestyles and sub-
cultures, such as pro-life groups, pro-choice groups,
Mothers Against Drunk Driving (MADD), gay rights
groups, rappers, punk rockers, metalheads,
grunge rockers, taggers, skinheads, satanists, new
wavers, and rave enthusiasts (Wooden 1995). Fur-
thermore, two other subcultures, teenagers and
the elderly, both have become increasingly inde-
pendent and, in some subgroups, alienated from
other age groups in society (see Figure 2.3).

Simply stated, today’s social institutions no
longer embrace, influence, and lead people as they
did in the past. Consequently, people are free to
explore different means of expression and types of
recreation. For many, this liberating experience
leads to new and exciting outcomes; for others, this
freedom from conventional societal norms and atti-
tudes creates an attraction to drug use and abuse.

The following two excerpts, gathered from in-
terviews, illustrate social disorganization and
strain theory:

Honest to God, I know things occur much
faster than they did 20 years ago. Change is
happening faster and occurs more often. What
helps is doing some drugs at night at home. I
either drink alcohol or do lines of coke. Two
different highs but I like them both. This is
about the only recreation I have except for the
TV at night, after working all darn day nonstop

writing letters, answering phone calls, attending
meetings, having to go on-site for inspections,
and many other things I do each day. (From
Venturelli’s vesearch files, interview with a 29-year-

old male home security systems manager, Chicago,
Lllinois, June 23, 2000.)

I am into my own life because everyone is
doing this. I see nearly everyone doing well
around here. It’s only those who are too stupid
to succeed who are poor. I have had a rough
time making it lately. Cocaine and speed help,
but I know it’s not the answer to all my prob-
lems. For now, drugs help me to put up with
all the shit going on in my life. (From Venturelli’s
research files, interview with a 25-year-old male
residing in the Southeast and recetving various forms
of welfare, March 10, 1985.)

There is no direct link between social change
and drug use. However, plenty of proof exists that
certain dramatic changes occur in the organiza-
tion of society, and many eventually lead certain
groups to use and abuse drugs. Figure 2.3 illus-
trates how the number of life-cycle stages increases
depending on a society’s level of technological
development. Overall, it implies that, as societies
advance from preindustrial to industrial to our
current postindustrial type of society, new subcul-
tures emerge at an increasing rate of develop-
ment. (See Fischer 1976, for similar thinking.) In
contrast to industrial and postindustrial societies,
preindustrial societies do not have as many sepa-

Preindustrial Infancy Mature Seniority
Societies Childhood adult Old age
Industrial Infancy Childhood* Youth* Mature Older Seniority
Societies adult adult* Old age
>ostindustrial | Infancy Toddler* Childhood Youth Young Older Seniority Seniority
Societies adult* adult Old age and Old age and
relatively chronically ill*
healthy
Ado|?scent Seniorlciﬁzen
*Represents a new|y deve|oped and separate stage of identification and expression from the prior era.
FIGURE 2.3

Levels of technological development and resulting subcultures.




rate and distinct periods and cycles of social devel-
opment. What is shown in Figure 2.3 and implied
here is that the greater the number of distinct life
cycles, the greater the fragmentation between the
members of different stages of development. Gen-
eration gaps (conflicting sets of values and atti-
tudes between age cohorts) cause much ignorance
and lack of insight between age-group subcul-
tures. This often leads to separation and fragmen-
tation across age groups who develop distinct
lifestyle patterns that can easily conflict.

Control Theory

The final major structural influence theory, con-
trol theory, emphasizes influences outside the self
as the primary cause for deviating to drug use
and/or abuse. Control theory places importance on
positive socialization. Socialization is the process by
which individuals learn to internalize the atti-
tudes, values, and behaviors needed to become
participating members of conventional society.
Generally, control theorists believe that human
beings can easily become deviant if left without
the social controls provided by groups and organi-
zations. Thus, theorists who specialize in control
theory emphasize the necessity of maintaining
bonds to family, school, peer groups, and other
social, political, and religious organizations (Liska
and Messner 1999; Thio 1998).

In the 1950s and 1960s, criminologist Walter C.
Reckless (1961; Liska and Messner 1999; Siegel
and Senna 1994) developed the containment the-
ory. According to this theory, the socialization
process results in the creation of strong or weak
internal and external control systems. The degree
of self-control, high or low frustration tolerance,
positive or negative self-perception, successful or
unsuccessful goal achievement, and either resis-
tance or adherence to deviant behavior determine
internal control. Environmental pressures, such as

control theory

theory that emphasizes when people are left without
bonds to other groups (peers, family, social groups), they
generally have a tendency to deviate from upheld values
and attitudes

socialization
the growth and development process responsible

for learning how to become a responsible, functioning
human being
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social conditions, may limit the accomplishment
of goal-striving behavior; such conditions include
poverty, minority group status, inferior education,
and lack of employment.

The external, or outer, control system consists
of effective or ineffective supervision and disci-
pline, consistent or inconsistent moral training,
and positive or negative acceptance, identity, and
self-worth. Many believe that latchkey children
have a higher risk of becoming delinquent due to
their sporadic supervision and the uneven levels of
attention they receive. Alcoholic parents, as well as
parents or guardians who are dependent on other
types of drugs, are often at risk for raising children
with delinquent tendencies because these parents
are more apt to be inconsistent with discipline as a
result of their drug addiction(s).

In applying this theory to the use or abuse of
drugs, we could say that if an individual has a weak
external control system, the internal control sys-
tem must take over to handle external pressure.
Similarly, if an individual’s external control system
is strong, his or her internal control system will
not be seriously challenged. If, however, either the
internal or external control system is contradic-
tory (weak internal versus strong external), or in
the worst-case scenario in which both internal and
external controls are weak, drug abuse is much
more likely to occur.

Table 2.2 shows the likelihood of drug use result-
ing from either strong or weak internal and exter-
nal control systems. It indicates that if both
internal and external controls are strong, the use
and abuse of drugs are much less likely to occur.

Travis Hirschi (1971; Liska and Messner 1999), a
much-respected sociologist and social control the-
orist, believes that delinquent behavior tends to
occur when people lack (1) attachment to others,

Table 2.2 Likelihood of Drug Use

INDIVIDUAL
INTERNAL CONTROL EXTERNAL SOCIAL CONTROL
Weak or
Strong Nonexistent
Strong Least likely Less likely
(almost never) (probably never)
Weak More likely Most likely
(probably will) (almost certain)

Source: Reproduced with permission of Peter ). Venturelli.
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(2) commitment to goals, (3) involvement in con-
ventional activity, and (4) belief in a common
value system. If a child or adolescent is unable to
become circumscribed within the family setting,
school, and nondelinquent peers, then the drift to
delinquent behavior is most likely inevitable.

We can apply Hirschi’s theories to drug use as
follows:

Drug users are less likely than nonusers to be
closely tied to their parents.

Good students are less likely to use drugs.
Drug users are less likely to participate in social
clubs and organizations and engage in team
sport activities.

Drug users are very likely to have friends whose
activities are congruent with their own attitudes
(drug users “hang with” other drug users and
delinquents “hang with” other delinquents).

The following excerpt illustrates how control
theory works:

I'was 15 when my mother confronted me with
drug use. I nearly died. We have always been
very close and she really cried when she found
my “dug out” [paraphernalia that holds a quan-
tity of marijuana] and a “one hitter” [a tubular
device for smoking very small quantities of this
drug] in her car. My fear was that she would
inquire about my drug use with our next-door
neighbors, whose children were my best friends.
The neighbor residing on the left of our house
was one of my high school teachers who knew
me from the day I was born. The neighbor on
the right side of our house was our church pas-
tor. For a while after she confronted me, I just
sneaked around more whenever I wanted to get
high. After a few months, I became so paranoid
of how my mother kept looking at me when I
would come in at night that I eventually stopped
smoking weed. Our family is very close and the
town I live in (at that time the population was
400) was filled with gossip. I could not handle
the pressure, so I quit. (From Venturelli’s research
files, female postal worker, age 22, residing in a small
Midwestern town, February 9, 1997.)

In conclusion, control theory depicts how con-
formity with supportive groups may prevent de-
viance. It suggests that control is either internally
or externally enforced by family, school, and peer
group expectations. In addition, individuals who
are not equipped with an internal system of self-
control reflecting the values and beliefs of conven-

tional society or who feel personally alienated
from major social institutions may deviate without
feeling guilty for their actions, often because peer
pressure results in a suspension or modification of
internal beliefs.

Dandger Signals of Drug Abuse

How does one know when the use of drugs moves
beyond normal use? Many people are prescribed
drugs that affect their moods. Using these drugs
wisely can be important for both physical and
emotional health. Sometimes, however, it may be
difficult to decide when use of drugs to handle
stress or anxiety becomes inappropriate. It is im-
portant that your use of drugs does not result in
addiction. The following are some danger signals
that can help you evaluate your drug use behavior:

Do people who are close to you often ask
about your drug use? Have they noticed any
changes in your moods or behavior?

Do you become defensive when a friend or
relative mentions your drug or alcohol use?
Do you believe you cannot have fun without
alcohol or other drugs?

Do you frequently get into trouble with the
law, school officials, family, friends, or signifi-
cant others because of your alcohol or other
drug use?

Are you sometimes embarrassed or frightened
by your behavior under the influence of drugs
or alcohol?

Have you ever switched to a new doctor be-
cause your regular physician would not pre-
scribe the drug you wanted?

When you are under pressure or feel anxious,
do you automatically take a sedative, a drink,
or both?

Do you turn to drugs after becoming upset,
after confrontations or arguments, or to relieve
uncomfortable feelings?

Do you take drugs more often or for pur-
poses other than those recommended by your
doctor?

Do you often mix drugs and alcohol?

Do you drink or take drugs regularly to help
you sleep or even to relax?

Do you take a drug to get going in the morning?
Do you find it necessary or nearly impos-
sible to not use alcohol and/or other drugs to
have sex?



Do you find yourself not wanting to be around
friends who do not use drugs or drink on a
regular basis?

Have you ever seriously thought that you may
have a drug addiction problem?

Do you make promises to yourself or others
that you will stop getting drunk or using drugs?
Do you drink and/or use drugs alone, often
secretly?

A higher number of “yes” answers indicates a
greater likelihood that you are abusing alcohol
and/or drugs. Many places offer help at the local
level, such as programs in your community listed
in the phone book under “Drug Abuse.” Other
resources include community crisis centers, tele-
phone hotlines, and the National Mental Health
Association.

Low-Risk and High-Risk Drug Choices

As will become readily apparent throughout this
text, some very real risks are associated with recre-
ational drug use. Low-risk and high-risk drug
choices refer to two major levels of alcohol and
other drug use. Low-risk drug choices refer to val-
ues and attitudes that keep the use of alcohol and
other drugs in control. High-risk drug choices refer
to values and attitudes that lead to using drugs
habitually and addictively, resulting in emotional,
psychological, and physical health problems. Low-
risk choices include abstinence from all drugs or
remaining in true control of the quantity and fre-
quency of drugs taken.

Low-risk choices require self-monitoring your
consumption of alcohol and other drugs to reduce
your risk of an alcohol and other drug-related
problem. Both “low-risk” and “high-risk” are appro-
priate descriptive concepts that allow us to focus
on the health and safety issues involved in drug
use and refer to developing and maintaining com-
pletely different values and attitudes in your
approach to alcohol and other drugs.

This chapter described numerous factors influ-
encing drug use and reasons why people start
using or abusing drugs. There are also numerous
theories that attempt to explain initial and habit-
ual use. Some people can easily become addicted
to alcohol and other drugs because of inherited
characteristics, personality, mental instability or ill-
ness, and vulnerability to present situations. Oth-
ers who have more resistance to alcohol and drug
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addiction may have stronger convictions and abili-
ties to cope with different situations.

Maintaining a Low-Risk Approach

To minimize the risk of alcohol and drug-related
problems, we suggest you remain aware of the
following:

Investigate your family drug history. Does any-
one in your family have a history of alcohol or
drug abuse? How many members of your fam-
ily who have alcohol or drug problems are
blood relatives? In other words, are you more
likely to become dependent on alcohol or drugs
because of inherited genes or because of the
values and attitudes to which you are exposed?
Do you particularly enjoy the effects of alcohol
and other drugs? Do you spend a lot of time
thinking about how “good” it feels to be high?
Does it seem as if the only time you really
have fun is when you are using alcohol and
other drugs?
Keep in mind the following, which is covered
throughout this text:
Body size. A small person typically becomes
more impaired by drug use than a larger
person.
Gender. Women typically become more im-
paired than men of the same size, especially
with regard to alcohol use.
Other drugs. Taking a combination of drugs
generally increases the risk of impairment
and, in some combinations, accidental death.
Fatigue or illness. Fatigue increases impair-
ment from alcohol and increases the risk for
impairment.
Mind-set. As you set out to drink or use
other drugs, are you expecting heavy use of
alcohol or heavy involvement with drugs to
the point of inebriation or severe distor-
tion of reality as the evening’s outcome?
More importantly, what view do you hold

low-risk drug choices
developing values and attitudes that lead to controlling the
use of alcohol and drugs

high-risk drug choices
developing values and attitudes that lead to using drugs
both habitually and addictively
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regarding moderate use of drugs versus
heavy use of drugs?

Empty stomach. Taking drugs on an empty
stomach increases impairment from most
drugs.

Also keep in mind that most excessive drug use
comes with the following risks:

It is against all school policies.

It is unlawful behavior (risky with the law).
Excessive alcohol and other drug use usually
leads not only to public attention, but also to
criminal justice attention (police and the
courts). Jail time or prison, fines, costly forced
rehabilitation programs, and community ser-
vice work are possible outcomes.

The defense costs involved in even simple
drug possession charges are often $3000 to
$8000 (often beyond an individual’s ability to
pay for such legal services).

A criminal record is a public record and can be
acquired or suddenly come to the attention of
school officials (especially loan officers and/or
government loan personnel), credit bureaus,
as well as any other community members.

We leave you with this question: Arve excessive
drug use and the resulting drug dependence still worth
such risks? This question is critical, especially when
we know that the more often drugs are consumed,
the greater the potential not only for drug depen-
dence and addiction, but also for damage to
health, personal well-being, family and interper-
sonal relationships, and community respect.

Discussion Questions

Define the terms addiction, tolerance, depen-
dence, and withdrawal.

Describe and contrast the disease and char-
acterological (personality predisposition)
models of addiction.

List several biological, social, and cultural
factors that may be responsible for addic-
tion to drugs.

In addition to better cultivation techniques,
cite several other possible reasons why the
potency of the average marijuana joint has
increased since 1960.

Given that more than 88% of the U.S. popu-
lation members are daily drug users of some

form, do you think we need to reexamine
our strict drug laws, which may be punish-
ing a sizable number of drug users in our
society who simply want to use illicit drugs?

Is there any way to combine the biological
and sociological explanations for why peo-
ple use drugs so that the two perspectives do
not conflict? (Sketch out a synthesis between
these two sets of theoretical explanations.)

What is the relationship between mental ill-
ness and drug abuse? Why is this relation-
ship important?

Do you accept the “rats in a maze” concept
that psychology offers for explaining why
people come to abuse drugs? (This view pri-
marily states that people are like automatons
or robots and that reinforcement explains
why certain people become addicted to
drugs.) Explain your answer.

In reviewing the psychological and socio-
logical theories, which best explain drug
use? Defend your answer.

Does differential association theory take
into account non-drug-using individuals
whose socialization environment was drug-
infested?

Do you believe drug users are socialized dif-
ferently and that these alleged differences
account for drug use? Defend your answer.

Can divorce be blamed for adolescent drug
use? Why or why not? If so, to what extent?

Do the current and alarming drug abuse
statistics reflect the failure of social change
in our society? Why do you think they do or
don’t?

Is making low-risk choices regarding drug
use a more realistic approach for drug
moderation than advocating “Just say no”
to drug use? Why or why not?

Chemical dependence has been considered a
major social problem throughout U.S. history.

People define chemical addiction in many ways.
The essential feature is a chronic adherence to

drugs despite significant negative consequences.



The major models of addiction are the moral
model, the disease model, and the charactero-
logical or personality predisposition model.

Transitional periods, such as adolescence and
middle age, are associated with unique sets of
risk factors.

Addiction is a gradual process during which a

minority of drug users become caught up in
vicious cycles that worsen their situation, cause
psychological and biological abnormalities, and
increase their drug use. Addiction tends to
progress, although this step is not inevitable.

Drug use is more serious today than in the past

because (1) drug use and abuse have increased
dramatically since 1960; (2) today’s illicit drugs
are more potent than in the past; (3) the media
present drug use as rewarding; (4) drug use phys-
ically harms members of society; and (5) drug use
and dealing by violent gangs are increasing at
alarming rates.

Genetic and biophysiological theories explain
addiction in terms of genes, brain dysfunction,
and biochemical patterns.

Drugs of abuse interfere with the functioning

of neurotransmitters, chemical messengers
used for communication between brain regions.
Drugs with abuse potential enhance the pleasure
centers by causing the release of a specific brain
neurotransmitter such as dopamine, which acts as
a positive reinforcer.

The American Psychiatric Association classifies

severe drug dependence as a form of psychi-
atric disorder. Drug abuse can cause mental con-
ditions that mimic major psychiatric illnesses,
such as schizophrenia, severe anxiety disorders,
and suicidal depression.

1 Four genetic factors can contribute to drug

abuse: (1) Many genetically determined psy-
chiatric disorders are relieved by drugs of abuse,
which in turn encourages their use; (2) high
rates of addiction result from people who are
genetically sensitive to addictive drugs; (3) such
character traits as insecurity and vulnerability,
which are often genetically determined, can lead
to drug abuse behavior; and (4) the inability to
break from a particular type of drug addiction
may be genetically determined, especially when
severe craving or very unpleasant withdrawal
effects dominate.
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Introversion and extroversion patterns have

been associated with levels of neural arousal
in brain stem circuits. These forms of arousal are
closely associated with effects caused by drug stim-
ulants or depressants.

1 Reinforcement or learning theory says that

the motivation to use or abuse drugs stems
from how the “highs” from alcohol and other
drugs reduce anxiety, tension, and stress. Positive
social influences by drug-using peers also pro-
mote drug use.

1 Social influence theories include social learn-

ing, the role of significant others, labeling, and
subculture theories. Social learning theory explains
drug use as a form of learned behavior. Signifi-
cant others play a role in the learning process
involved in drug use and/or abuse. Labeling the-
ory says that other people we consider important
can influence whether drug use becomes an
option for us. If key people we admire or fear
come to define our actions as deviant, then the
definition becomes the “fact” of our reality. Sub-
culture theories trace original drug experimenta-
tion, use, and/or abuse to peer pressure.

1 There are a number of consistencies in social-

ization patterns found among drug abusers,
which range from immaturity, maladjustment,
and insecurity to exposure and belief that selling
drugs is a very lucrative business.

1 Sociologist Howard Becker believes that first-

time drug users become attached to drugs
because of three factors: (1) They learn the tech-
niques of drug use; (2) they learn to perceive the
pleasurable effects of drugs; and (3) they learn to
enjoy the drug experience.

1 Primary deviance is deviant behavior that the

perpetrator does not identify with; hence, it
is inconsequential deviant behavior. Secondary de-
viance is deviance with which one readily identifies.

1 Both internal and external social control

should prevail concerning drug use. Internal
control deals with internal psychic and internal-
ized social attitudes. External control is exempli-
fied by living in a neighborhood and community
in which drug use and abuse are severely criti-
cized or not tolerated as a means to seek pleasure
or avoid stress and anxiety.

1 Low-risk and high-risk drug use choices refer to
the process of developing values and attitudes
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toward alcohol and other drugs. Low-risk drug
choices encompass values and attitudes leading to a
controlled use of alcohol and drugs — from total
abstinence to very moderate use. High-risk choices
encompass values and attitudes leading to using
drugs both habitually and addictively.
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Did You Know?

O Some patent medicines sold at the turn of the
twentieth century contained opium and cocaine
and were highly addictive.

O Before World War Il, all drugs, except those
classified as narcotics, were available with-
out prescription.

O Enforcement of drug use policies and drug laws
differs across different countries.

O In 2005, an estimated 19.7 million Americans
age 12 or older were currentillicit drug users.

O The United States spends approximately
$3.4 billion per year on drug interdiction.

Drugs and Society Online is a great source for
additional drugs and society information for
both students and instructors.

Visit http://drugsandsociety.jbpub.com

to find a variety of useful tools for learning,
thinking, and teaching.

CHAPTER

Drug Use,

Regulation,
and the Law

Learning @bjectives

On completing this chapter you will be able to:

Identify the major criteria that determine how society
regulates drugs.

Explain the significance of the Pure Food and Drug Act
of 1906 and why it was important in regulating drugs

of abuse.

Describe the changes in drug regulation that occurred
because of the Kefauver-Harris Amendment of 1962.
Identify and explain the stages of testing for an
investigational new drug.

Discuss the special provisions (exceptions) made by the
Food and Drug Administration (FDA) for drug marketing.
Outline the procedures used by the FDA to regulate
nonprescription drugs.

List the three principal factors that influence the
formation of laws regulating drug abuse.

Outline the major approaches used to reduce
substance abuse.

Describe the three major strategies for combating
drug use and abuse.

Explain the main arguments for and against
legalizing drugs.
List the most common types of drug testing.

Describe four major factors required for workable drug
policies (pragmatic drug policies).
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Introduction

ociety mandates that it maintains control over

which drugs are permissible and which drugs are
prohibited. Through legislation, we decide which
drugs are licit and illicit. We decide which licit drugs
are readily available “over-the-counter” (OTC) and
which can be obtained by prescription only. Thus,
drug laws prohibit indiscriminate use of what soci-
ety defines as a drug. As we saw in Chapter 1, licit
and illicit drugs can produce vastly different ef-
fects on both mental and bodily functions. Chap-
ters 4 and 5 focus on how and why different types
of drugs affect our bodies. In this chapter, you will
come to better understand how society attempts to
control drug use and abuse.

Drug regulation brings to mind numerous ques-
tions. For example, why are the laws against drug
use so controversial? When were these laws first
created? In regulating and prohibiting the free
marketing of either licit or illicit drug use, how
does U.S. society compare with other societies? Do
these other societies have fewer drug users as a
result of being more lenient or restrictive toward
drug abusers? Do our drug laws coincide with the
opinions of most U.S. citizens? Are nonpunitive
approaches toward drug use feasible? Do drug
laws realistically diminish drug use? What common
attitudes prevail regarding the enactment and
enforcement of drug laws?

This chapter attempts to respond to many of
these questions by delving into the relationship
between drug use and the law. It examines the
development of drug regulations in the United
States that apply to both the manufacture of drugs
and the control of their use. Although many think
that the regulation of drug manufacturing and drug
abuse lie at the opposite ends of the spectrum, reg-
ulation of drug manufacturing and abuse of drugs
actually evolved from the same process.

Cultural Attitudes About
Drug¢ Use

Currently, cultural attitudes in the United States
regarding the use of drugs blend beliefs in indi-
viduals’ rights to live their lives as they desire
with society’s obligation to protect its members
from the burdens imposed by uncontrolled
behavior. The history of drug regulation consists
of regulatory swings in response to attempts by
government to balance these two factors while

responding to public pressures and perceived
public needs. For example, 100 years ago, most
people expected the government to protect citi-
zens’ rights to produce and market new foods and
substances; they did not expect or desire the gov-
ernment to regulate product quality or claims.
Instead, the public relied on private morals and
common sense to obtain quality and protection in
an era of simple technology. Unfortunately, U.S.
society had to learn by tragic experience that its
trust was not well placed; many unscrupulous
entrepreneurs were willing to risk the safety and
welfare of the public in an effort to maximize
profits and acquire wealth. In fact, many medi-
cines of these earlier times were not merely inef-
fective but often dangerous.

Because of the advent of high technology and
the rapid advancements society has made, we now
rely on highly trained experts and government
“watchdog” agencies for consumer information
and protection. Out of this changing environment
have evolved two major guidelines for controlling
drug development and marketing:

Society has the right to protect itself from the
damaging effects of drug use. This concept
not only is closely aligned with the emotional
and highly visible issues of drug abuse, but
also includes protection from other drug side
effects. Thus, although we expect the govern-
ment to protect society from drugs that can
cause addiction, we also expect it to protect
us from drugs that cause cancer, cardiovas-
cular disease, or other threatening medical
conditions.

Society has the right to demand that drugs
approved for marketing be safe and effective
to the general public. If drug manufacturers
promise that their products will relieve pain,
those drugs should be analgesics; if they
promise that their products will relieve de-
pression, those drugs should be antidepres-
sants; if they promise that their products will
relieve stuffy noses, those drugs should be
decongestants.

The public, through the activities of regulatory agen-
cies and statutory enactments, has attempted to
require that drug manufacturers produce safe and
effective pharmaceutical products. Closely linked to
these efforts is the fact that society uses similar strate-
gies to protect itself from the problems associated
with the specific drug side effect of dependence or
addiction, which is associated with drug abuse.



The Road to Regulation
and the FDA

In the late 1800s and early 1900s, sales of uncon-
trolled medicines flourished and became wide-
spread. Many of these products were called patent
medicines, which signified that the ingredients
were secret, not that they were patented. The de-
cline of patent medicines began with the 1906
Pure Food and Drug Act, which required manu-
facturers to indicate the amounts of alcohol, mor-
phine, opium, cocaine, heroin, and marijuana
extract on the label of each product. It became
obvious at this time that many medicinal products
on the market labeled “nonaddictive” were, in fact,
potent drugs “in sheep’s labeling” and could cause
severe dependence. However, most government
interest at the time centered on regulation of the
food industry, not drugs.

Even though federal drug regulation was based
on the free-market philosophy that consumers
could make choices for themselves, it was decided
that the public should have information about
possible dependence-producing drugs to ensure
that they understood the risks associated with using
these products. The Pure Food and Drug Act made
misrepresentation illegal, so that a potentially
addicting patent drug could not be advertised as
“non-habit forming.” This step marked the begin-
ning of new involvement by governmental agen-
cies in drug manufacturing.

Shortcomings in the Pure Food and Drug Act
quickly became obvious. For example, the law did
not allow the government to stop the distribution
of dangerous preparations designed to reduce
weight. One such product contained dinitrophe-
nol, a compound that purportedly increased meta-
bolic rate and was responsible for many deaths
(FDA History Office 1997).

The Pure Food and Drug Act was modified, albeit
not in a consumer-protective manner, by the
Sherley Amendment in 1912. The distributor of a
cancer “remedy” was indicted for falsely claiming
on the label that the contents were effective. The
case was decided in the U.S. Supreme Court in
1911. Justice Holmes, writing for the majority
opinion, said that, based on the 1906 act, the com-
pany had not violated any law because legally all it
was required to do was accurately state the con-
tents and their strength and quality. The accuracy
of the therapeutic claims made by drug manufac-
turers was not controlled. Congress took the hint
and passed the Sherley Amendment to add to the
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existing law the requirement that labels should
not contain “any statement . . . regarding the cura-
tive or therapeutic effect . . . which is false and
fraudulent.” However, the law required that the
government prove fraud, which turned out to be
difficult (and is still problematic). This amend-
ment did not improve drug products but merely
encouraged pharmaceutical companies to be more
vague in their advertisements (Temin 1980).

Prescription Versus OTC Drugs

The distinction between prescription and OTC
drugs is relatively new to the pharmaceutical in-
dustry. All nonnarcotic drugs were available OTC
before World War II. It was not until a drug com-
pany unwittingly produced a toxic product that
killed 107 people that the FDA was given control
over drug safety in the 1938 Federal Food, Drug,
and Cosmetic Act (Hunter et al. 1993). The bill had
been debated for several years in Congress and
showed no promise of passage. Then, a pharmaceu-
tical company decided to sell a liquid form of a
sulfa drug (one of the first antibiotics) and found
that the drug would dissolve well in a chemical sol-
vent, diethylene glycol (presently used in antifreeze
products). The company marketed the antibiotic as
Elixir Sulfanilamide without testing the solvent for
toxicity. Under the 1906 Pure Food and Drug Act,
the company could not be prosecuted for the toxic-
ity of this form of drug or for not testing the formu-
lation of the drug on animals first. It could only be
prosecuted for mislabeling the product on the tech-
nicality that elixir refers to a solution in alcohol, not
a solution in diethylene glycol. Again, it was appar-
ent that the laws in place provided woefully inade-
quate protection for the public.

The 1938 act differed from the 1906 law in sev-
eral ways. It defined drugs to include products that
affected bodily structure or function even in the
absence of disease. Companies had to file applica-
tions with the government for all new drugs show-
ing that they were safe (not effective — just safe)
for use as described. The drug label had to list all
ingredients and include the quantity of each, as
well as provide instructions regarding correct use
of the drug and warnings about its dangers. In
addition, the act eliminated a Sherley Amendment
requirement to prove intent to defraud in drug
misbranding cases (FDA Backgrounder 2005).

Before passage of the 1938 act, you could go
to a doctor and obtain a prescription for any
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nonnarcotic drug or go to the pharmacy directly
if you had already decided what was needed. The
labeling requirement in the 1938 act allowed
drug companies to create a class of drugs that
could not be sold legally without a prescription.
It has been suggested that the actions by the
FDA were motivated by the frequent public mis-
use of two classes of drugs developed before pas-
sage of the 1938 law: sulfa antibiotics and
barbiturates. People often took too little of the
antibiotics to cure an infection and too much of
the barbiturates and became addicted.

The 1938 Food, Drug, and Cosmetic Act allowed
the manufacturer to determine whether a drug
was to be labeled prescription or nonprescription. The
same product could be sold as prescription by
one company and as OTC by another. After the
Durham-Humphrey Amendment was passed in
1951, almost all new drugs were placed in the
prescription-only class. The drugs that were pat-
ented and marketed after World War II included
potent new antibiotics and phenothiazine tran-
quilizers such as Thorazine. Both the FDA and the
drug firms thought these products were poten-
tially too dangerous to sell OTC. The Durham-
Humphrey Amendment established the criteria,
which are still used today, for determining
whether a drug should be classified as prescription
or nonprescription. Basically, if a drug does not
fall into one of the following three categories, it is
considered nonprescription:

The drug is habit-forming.

The drug is not safe for selfmedication because
of its toxicity.

The drug is a new compound that has not
been shown to be completely safe.

In 1959, Senator Estes Kefauver initiated hear-
ings concerned with the enormous profit margins
earned by drug companies due to the lack of com-
petition in the market for new, patented drugs.
Testimony by physicians revealed that an average
doctor in clinical practice often was not able to

thalidomide
a sedative drug that, when used during pregnancy, can
cause severe developmental damage to a fetus

phocomelia
a birth defect; impaired development of the arms, legs,
or both

evaluate accurately the efficacy of the drugs he or
she prescribed. The 1938 law did not give the FDA
authority to supervise clinical testing of drugs;
consequently, the effectiveness of drugs being sold
to the public was not being determined. Both the
Kefauver and Harris Amendments put forth in
Congress were intended to deal with this problem
but showed no likely signs of becoming law until
the thalidomide tragedy occurred.

During the Kefauver hearings, the FDA received
an approval request for Kevadon, a brand of
thalidomide that the William Merrell Company
hoped to market in the United States. Thalidomide
had been used in Europe as a sedative for preg-
nant women. Despite ongoing pressure, medical
officer Frances Kelsey refused to allow the request
to be approved because of insufficient safety data
(FDA History Office 1997). By 1962, the horrifying
effects of thalidomide on developing fetuses
became known. There are two approximately
24-hour intervals early in pregnancy when thalido-
mide can alter the development of the arms and
legs of an embryo. If a woman takes thalidomide
on one or both of these days, the infant could be
born with abnormally developed arms and/or
legs (called phocomelia, from the Greek words
for flippers, or “seal-shaped limbs”). Even though
Kevadon was never approved for marketing in this
country, Merrell had distributed more than 2 mil-
lion tablets in the United States for investigational
use — use that the law and regulations left mostly
unchecked. Once thalidomide’s deleterious effects
became known, the FDA moved quickly to recover
the supply from physicians, pharmacists, and
patients. For her efforts, Kelsey received the Presi-
dent’s Distinguished Federal Civilian Service Award
in 1962, the highest civilian honor available to gov-
ernment employees (FDA History Office 1997).

Although standard testing probably would not
have detected the congenital effect of thalidomide
and the tragedy would likely have occurred any-
way, these debilitated infants stimulated passage of
the 1962 Kefauver and Harris Amendments. They
strengthened the government’s regulation of both
the introduction of new drugs and the production
and sale of existing drugs. The amendments re-
quired, for the first time, that drug manufacturers
demonstrate the efficacy as well as the safety of
their drug products. The FDA was empowered to
retract approval of a drug that was already being
marketed. In addition, the agency was permitted
to regulate and evaluate drug testing by pharma-
ceutical companies and mandate standards of good
drug-manufacturing policy.



Characteristic limb deformities caused by thalidomide.

The Rising Demand for
Effectiveness in Medicinal Drugs

To evaluate the effectiveness of the more than
4000 drug products that were introduced between
1938 and 1962, the FDA contracted with the
National Research Council to perform the Drug
Efficacy Study. This investigation started in 1966
and ran for 3 years. The council was asked to rate
drugs as either effective or ineffective. Although
the study was supposed to be based on scientific
evidence, this information often was not available,
which meant that conclusions sometimes relied
on the clinical experience of the physicians on
each panel; these judgments were not always
based on reliable information.

A legal challenge resulted when the FDA took
an “ineffective” drug off the market and the man-
ufacturer sued. This action finally forced the FDA
to define what constituted an adequate and well-
controlled investigation. Adequate, documented
clinical experience was no longer satisfactory proof
that a drug was safe and effective. Each new drug
application now had to include information about

The Road to Regulation and the FDA 85

the drug’s performance in patients compared with
the experiences of a carefully defined control group.
The drug could be compared with (1) a placebo,
(2) another drug known to be active based on pre-
vious studies, (3) the established results of no
treatment, or (4) historical data about the course
of the illness without the use of the drug in ques-
tion. In addition, a drug marketed before 1962
could no longer be grandfathered in. If the com-
pany could not prove the drug had the qualifica-
tions to pass the post-1962 tests for a new drug, it
was considered a new, unapproved drug and could
not legally be sold.

Regulating the Development of
New Drugs

The amended Federal Food, Drug, and Cosmetic
Act in force today requires that all new drugs be
registered with and approved by the FDA. The FDA
is mandated by Congress to (1) ensure the rights
and safety of human subjects during clinical testing
of experimental drugs; (2) evaluate the safety and
efficacy of new treatments based on test results and
information from the sponsors (often health-
related companies); and (3) compare potential
benefits and risks to determine whether a new drug
should be approved and marketed. Because of FDA
regulations, all pharmaceutical companies must fol-
low a series of steps when seeking permission to
market a new drug (see Figure 3.1).

Regulatory Steps for New Prescription Drugs

Step 1: Preclinical Research and Development A
chemical must be identified as having potential
value in the treatment of a particular condition or
disease. The company interested in marketing the
chemical as a drug must run a series of tests on at
least two or more animal species. Careful records
must be kept of side effects, absorption, distribu-
tion, metabolism, excretion, and the dosages of the
drug necessary to produce the various effects. Car-
cinogenic, mutagenic, and teratogenic variables
are tested. The dose-response curve must be deter-
mined along with potency, and then the risk and
benefit of the substance must be calculated (see
Chapter 5). If the company still believes there is a
market for the substance, it forwards the data to
the FDA to obtain an investigational new drug
(IND) number for further tests. No more than 5 in
5000 tested compounds pass these preclinical trials
and are proposed for clinical studies (FDA 2002).
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FIGURE 3.1

Steps required by the FDA for
reviewing a new drug.

Preclinical Research
and Development

S
S—

Initial synthesis

4

Animal testing

Duration:  1-3 years

Step 2: Clinical Research and Development Animal
tests provide some information, but ultimately tests
must be done on the species for which the poten-
tial drug is intended — that is, humans. These
tests usually follow three phases.

Phase 1 is called the initial clinical stage. Small
numbers of volunteers (usually 20-100), typically
healthy people but sometimes patients, are
recruited to establish drug safety and dosage
ranges for effective treatment and to exami