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THE WAR ON ILLEGAL DRUGS
Recently President George Bush claimed a partial victory in his
domestic war on drugs, and then proposed spending $11.6
billion to continue this battle into 1991 and 1992-an increase of
II % over the current fiscal year. Over $5.2 billion are earmarked
for domestic law enforcement. More than half of the new funds
Bush is seeking from Congress are intended for investigations,
prosecutions and imprisonment with the remainder to be used
for drug treatment and prevention, and educational and interna-
tional.activity to break up trafficking and smuggling rings. In the
fiscal year ending 30 September 1991, Congress voted to spend
$10.5 billion to fight drugs. The Administration's strategy is to
make sure that America continues to experience a favourable
trend in the war on drugs.

During the last decade, the overall effort has been remarkably
successful. Students and young adults. have turned away from
using drugs, and the general consensus is that they now playa
less important role among young people today than before.
However, the abuse of drugs in the inner cities remains a
desperate problem and is linked with poverty.

The widespread non-therapeutic use of psychoactive drugs
began among a small group of college students in the I960s and
rapidly spread into an epidemic. involving all regions of the
country, all socioeconomic classes and virtually all age groups.
Rapidly changing patterns of use and the consequences of this
epidemic for individuals and for society in general have brought
us to the current state.

The most widely used drugs are the inhalants (phencyclidine,
cocaine and heroin); the psychotherapeutic drugs (methaqualone
and amphetamines); and marijuana. Several clinical laboratory
studies indicate that these drugs pose serious hazards to the
physical and mental health of the user as well as those around
the user. Marijuana is the most widely used illicit drug. A quarter
of the entire population have used this drug once, and 20 million
people used it daily as far back as 1983.1

The following are the drugs in common use in the USA.

INHALANTS
This diverse group of chemicals which produce psychoactive
vapours have been popular since the 1970s. In 198()2 it was
estimated that one in 10 people under 17 years of age and a total.
of 7 million Americans had experimented with these substances.
Lasting for 5 to 45 minutes after cessation of sniffing, the effects
range from excitation, loss of inhibition and a sense of euphoria,
progressing to dizziness, amnesia, inability to concentrate, con-
fusion and ataxia. Popular inhalants include glue, coolants, paint
thinner, nail polish remover, gasoline, transmission fluid and
substances in aerosol cans, such as hair sprays and room deodor-
izers. Amyl nitrite, nitrous oxide and halothane are also popular
among adolescents and young adults. The popular method of
inhaling fumes in a plastic bag has resulted in a number of deaths
from suffocation.

Phencyclidine hydrochloride
Synthesized in the 1930s, this drug was marketed in the United
States in 1963 as a non-barbiturate, non-narcotic anaesthetic for
use in humans. It was withdrawn two years later because of

postoperative reactions such as agitation, delirium, hallucina-
tions, muscle rigidity and seizures. During the past 20 years, the
only legal uses of the drug have been in veterinary medicine.
Popularly known as angel dust or PCP, it is snorted, smoked or
ingested and may act as a depressant, a stimulant or a hallucino-
gen. By 1980 over 300 deaths were reported" apparently result-
ing from abnormal behaviour or toxicity caused by the drug.
Unlike the decline in the use of LSD and other hallucinogens
during the 1970s, the use of PCP increased during the 1980s, and
it remains popular. An unusually high percentage of PCP users
consume other illicit drugs as well.'

Cocaine
Cocaine is a naturally-occurring CNS stimulant extracted from
the leaves of the coca plant. Sensationalism and shifting accep-
tance of drug use have influenced much of what has been written
about cocaine. As recently as 1980, cocaine was claimed to be a
relatively safe, non-addictive, euphoriant.' Historical descrip-
tions of cocaine dependence were dismissed as moralistic exag-
gerations. In contrast to cocaine, amphetamine was believed to
cause substantial morbidity. By 1986, the National Institute on
Drug Abuse estimated that three million people abused cocaine
regularly, more than five times the number addicted to heroin,"

By 1986, almost 15% of the US population had tried cocaine,
with nearly 40% in the age range of 25 to 30 years.' As cocaine
abuse and its medical and social problems have begun to emerge,
and as the media, politicians, movie stars and people in the
public eye have increasingly turned their attention to drug abuse,
there have been unprecedented public representations of co-
caine's dangers. Because of this awareness, the incidence of
first-time cocaine use has begun to decline," The public's current
fear of the ravages of cocaine bears an eerie resemblance to the
sensational concern over' drug madness' that characterized the
cocaine epidemic of the 1920s. In the 1980s cocaine was consid-
ered safe, but this assessment altered as several problems of
abuse became well known.

The pattern of the 1950s and 1960s was being repeated, but
the drugs used then were amphetamine and methamphetamine.
Cocaine and the amphetamines are different structurally=-co-
caine is an ester of benzoic acid, whereas amphetamine is a
phenylpropyl amine." The neurochemical and clinical effects
are, however, quite similar. The main difference concerns dura-
tion of action. Cocaine's plasma half-life is 90 minutes and the
half-life for cocaine euphoria is less than 45 minutes while
amphetamine's duration of euphoria is four to eight times longer.
Both produce tachyphylaxis, which results in rapidly declining
effects despite the continued presence of the stimulant in the
plasma. Chronic cocaine users need to sniff cocaine every 20 to
30 minutes. Animal models have provided instructive examples
of bingeing produced by the desire for stimulants, such as
cocaine. Compulsive, rapidly escalating self-administration of
cocaine occurs in all animals given unlimited access to these
agents;" death follows within 14 days, usually from cardio-
pulmonary collapse. Sex, nourishment, sleep, safety, survival,
money, morality, loved ones and responsibility are unimportant
to the chronic user of cocaine.":"
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Cocaine is usually sold as a water-soluble hydrochloride salt
for sniffing or injection. It can also be smoked when chemically
altered to form cocaine base ('free base'). The large pulmonary
area available for diffusion and absorption afforded by smoking
provides a rapid delivery to the brain. The recent availability of
'crack' cocaine-adulterated, transformed by alkalinization and
cheaply obtained-has changed the face of cocaine use across the
country. Hospital and outpatient admissions for cocaine abuse
have increased seven-fold in one year. I) Crack cocaine is inex-
pensive and many first-time users begin their introduction to
cocaine with it, so shortening to days the time lag for the
development of addiction. The comparable smoking of ampheta-
mine has not been reported.

Stimulant effects are exaggerated in high-doses and produce
disinhibition, impaired judgement, grandiosity, impulsiveness,
hypersexuality and hypervigilance, with extreme psychomotor
activation. Such adverse effects occur in more than 80% of
regular cocaine users." As a binge lengthens, anxiety, hyper-
activity and irritability get mixed with euphoria, accompanied
often by a terror of impending death and paranoid psychosis.
Current clinical consensus holds that stimulant abstinence fol-
lows a three-phase pattem=-crashjwuhdrawal and extinction.
The crash is an extreme exhaustion that immediately follows a
binge. Withdrawal symptoms are the inverse acute effects of
stimulation, with anergia, a disinterest in the environment, and a
limited ability to experience pleasure (anhedonia)." Craving
episodes of brief duration recur after withdrawal over a period of
time. Such cravings can re-emerge months or years after the last
experience. The craving is often evoked by circumstances, such
as moods, people, locations, as well as by other intoxicants and
objects such as money, white powders and reminders of earlier
usage such as mirrors, pipes and other paraphernalia. It is
believed that the anhedonic and anergic symptoms of stimulant
withdrawal usually resolve over time.

Since the incidence of first-time cocaine use has begun to
decline, the current epidemic is expected to wane. However, the
advent of crack appears to have infused this phenomenon with a
current epidemic similar to that of amphetamine usage, which
was confined to the economically, psychiatrically and matura-
tionally impoverished persons.

Heroin
The number of Americans who use heroin is much smaller than
those using any of the other abused drugs described in this
article. Heroin is a narcotic white crystalline powder derived
from morphine. It relieves pain and produces an intense state of
euphoria. It results in an extremely powerful physical depend-
ence in many users. Usually administered intravenously, heroin
is short-acting and must be taken every few hours to avoid
withdrawal symptoms which appear 12 to 16 hours after the last
injection. These are: shaking, sweating, vomiting, muscle aches,
chills, abdominal pain and diarrhoea. Without treatment, the
symptoms gradually disappear within 7 to 10 days. During the
1970s, the recurrent requirement of an addicting agent such as
heroin was strongly linked to crime.

PSYCHOTHERAPEUTIC AGENTS
Millions of Americans use tranquillizers, sedatives and stimu-
lants without medical supervision. Within the general category
of sedatives, barbiturates and methaqualone top the list of psy-
chotherapeutic drugs. Large doses of barbiturates create a 'high' ,
similar to that produced by alcohol or a fluctuating mood,
irritability and despondency. They are frequently used to counter-
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act the effects of stimulants, hallucinogens, or withdrawal from
heroin. An overdose of barbiturate is the most commonly used
drug in suicide. Methaqualone is no longer manufactured for
sale but clandestine or small foreign laboratories supply illicit
tablets for most users. This drug is frequently used to bring the
cocaine user 'down'."

Amphetamines act as a strong central nervous system stimu-
lant. First introduced in the 1930s as appetite suppressants, they
produce a sense of exhilaration, a surge of energy and a period of
extended wakefulness. Amphetamines are very popular among
college students who want to stay awake while studying and
among athletes who want to reduce fatigue. Their long-term use
leads to psychological dependence and tolerance. Physicians no
longer prescribe amphetamines for appetite suppression on a
regular basis and most states require proof that safer diet control
methods have been tried prior to allowing the use of ampheta-
mines.

MARIJUANA
Marijuana from the plant Cannabis sativa is the most widely
used illicit drug in North America. Of the hundreds of chemicals
contained in the plant, delta-S-tetrahydrocannabmol, the main
psychoactive ingredient, was identified and synthesized in 1964.
Since then the potency of street samples has increased five- to
ten-fold. Moderate doses of marijuana have an acute effect on
the brain, including neurochemical and electrophysiological
changes. Laboratory evidence indicates that tolerance and physi-
cal dependence can occur," but whether these phenomena are
the key factors in the typical use of marijuana remains unclear.
Research continues, while we admit that there is -sufficient
knowledge to justify 'serious national concern'. \8 Cancer-pro-
ducing hydrocarbons, such as benzopyrene, have been reported
to be 70% more abundant in marijuana smoke than in tobacco
smoke." A strong statistical association exists between the use
of marijuana and the use of more dangerous drugs.2.2O

DRUG POLICY
Recent literature on drug policy advocates for striking the right
balance between the harm done by psychoactive drugs and
reducing the harm that results from strict legal prohibition and
enforcement. A cost-benefit analysis based on pharmacological,
toxicological, sociological and historical factors concluded that
radical steps to repeal the prohibitions on presently illicit drugs
would, on balance, make matters worse. Specific recommenda-
tions have been offered to ameliorate the dangers to users and to
societies that each addictive drug poses."

There is no question that psychoactive drugs are dangerous.
Harm to the user can occur immediately or after chronic use and
may result from the behavioural effects of the drugs or toxicity to
organ systems. An example of the threat to both the user and
society is the violence which at times accompanies the paranoid
psychosis that may occur in those who repeatedly use ampheta-
mines or cocaine.":"

Repeated administration over a period produces a physical
dependence such that neurochemical brain function is disturbed
if the drug is suddenly discontinued. Furthermore, tolerance is
typically associated with the development of physical depend-
ence and this manifests itself in the tendency to increase dosage
because the earlier or initial dose is no longer effective.

The ease of obtaining a drug affects its consumption. Con-
trary to the widespread view that the prohibition of alcohol when
introduced in 1916 failed, there is substantial evidence that
alcohol consumption was reduced by half and cirrhosis deaths
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decreased from about 12 000 in 1916 to less than 7000 in
1920. !SOon The price of prohibition was that bootlegging, gang-
sterism, violence and disrespect for the law became prevalent in
some segments of society.

Despite the risk of heavy sanctions, such as the loss of
professional licence and possible criminal prosecution, the use
of opiates and other drugs among health-care providers was
found to be much higher than that in a matched control popula-
tion.2B•J, Several studies suggest that anything making drugs less
expensive, such as legal sale at lower prices, would substantially
increase use leading to harmful consequences.P:" Alcohol in
most western societies, cannabis in tire Muslim world and hallu-
cinogens in native'American religions illustrate how psychoac-
tive drugs are socially incorporated into the traditions, values
and practices of a society."?" There is obviously an important
difference between attitude, with respect to a long, acculturated
drug and a newly introduced one, especially in a society under-
going rapid change such as North America.

The prevailing atmosphere of desperation" in the so-called
'War on Drugs' is not conducive to sound policy decisions or
effective legislation. If we are to strike the right balance in drug
policies, it should be possible to improve treatment and bring
about a reduction in the demand for psychoactive drugs by
educating various segments ofthe society particularly the poor,
uneducated or mentally ill. A reduced demand for drugs offers
the only real hope of eventually achieving, not a drug-free
society, but one with substantially less drug abuse.
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