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Foreword
This book dates from 2008 when, in partnership with the Sciences Po institute of
political studies and the OFDT (the French Monitoring Centre for Drugs and Drug
Addiction) took part in the organization of a conference in Paris entitled “Drugs
and Culture.”
From the very outset, this major topic was approached from an international
and multidisciplinary perspective.
These three days of presentations and discussions prepared by the OFDT and
the Public Health Chair at Sciences Po received the support of two international
organizations, the European Monitoring Centre for Drugs and Drug Addiction
(EMCDDA) and the Pompidou Group (Council of Europe). At the same time,
researchers from a wide variety of different countries and origins agreed to
add their own personal contributions to this theme. Under the overall theme
“Drugs and Culture,” the meeting brought together established and young rising
scholars in social sciences (sociologists, anthropologists, historians, economists,
criminologists) from Europe and North America to discuss different aspects of
drug consumption and related research and policies: drugs and the modern culture,
drugs and subcultures, and the culture of drug policies.
It goes without saying that for an institution such as the OFDT (the activities of
which are focused on observation and data collection), the organization of a project
of this kind represented a new and ambitious step forward. New and ambitious, but
at the same time completely natural.
Over the last few decades, our knowledge of drugs has increased a great deal.
This includes a more accurate knowledge of the products, of their effects and
of the consequences related to their consumption, or of combinations of various
forms of drug consumption. It also includes a greater knowledge of the users, with
the result that we are now better able to estimate their numbers while constantly
learning more about their profiles.
For its part, the OFDT has made a significant contribution to this corpus
of knowledge since it was founded 15 years ago. We have launched numerous
surveys, took part in other surveys and information systems, and managed various
monitoring programs. The Monitoring Centre supplies the scientific community
and decision makers with vital knowledge concerning drugs both with regard to
supply (products in circulation and trafficking) and demand (usage trends and
resulting harm). Today, in France as in many other countries, we therefore now
have access to relevant information and indicators covering many fields and
aspects. Monitoring changes in these indicators enables us to identify trends. In
other countries, experts are now setting up similar surveys and introducing long-
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term observation programs in order that they too may possess the benchmarks and
data they require.
However, despite all these factors, we have to admit that our understanding of
the drug phenomenon is still patchy. Most of the data available to us are provided
in the form of socio-demographic statistics and epidemiological data or clinical
tables. These enable us to draw up an overview of the situation which is certainly
vital, but insufficient in itself. How can we understand and explain the variability
in drug use practices over time (or on the contrary, their permanence) and the
diversity of their foundations and sources?
Although the “drug phenomenon” involves three aspects (the product, the
individual and the context), fully understanding this third element requires further
work on our part.
The stated goal at the time of the conference and the publication following
it today is therefore to go a step further, by being not only able to describe the
phenomenon but also to analyze and understand it.
This is a natural next step. Adopting this wider, comprehensive approach, the
task now is to be better able to analyze practices, and to gain the capacity (via the
human and social sciences) to obtain the necessary keys we need to be able to
decode and understand the information we are presenting; to dissect the dynamic
processes at work here, which provide the structure and meaning behind drug use
in addition to the related social and political aspects.
How can we identify those aspects within this behavior which are specific to
a given cultural environment? How can we measure the influences of national
cultures upon both users and public policies? How can we be better able to take
account of the users’ viewpoints? And how should we assess the impact that
underlying societal changes may have on the constantly evolving nature of the
drug phenomenon?
As a result of our past history and competing influences, our current knowledge
of drugs includes basic principles which we must constantly question. That does
not mean that we need to ignore medical or statistical knowledge. However, we
cannot place our faith entirely in figures. No discipline can ever provide us with
the complete truth about this phenomenon.
Now, using the social sciences as the vital key to understanding the issue and
not simply as a source of additional information as was previously the case, we
need to look further and to bring new information to the debate, even if this means
setting aside a number of preconceived ideas.
In order for the OFDT to be better able to provide information for professionals
and to fully play its assigned role, (i.e., to be a decision-making aid), it is vital to
understand the wider mechanisms influencing the processes involved in public
policy-making in the drugs field today. As an example, this means understanding
the mechanisms which ensure that certain knowledge and ideas are given a decent
hearing in the public field where other scientific knowledge is often ignored. It
means understanding the processes by means of which public orientations and
policies are decided and maintained, even when their impact is far from clear.

Foreword

xix

These were all questions which the OFDT was keen to see debated during the
“Drugs and Culture” conference. This book contains the main details.
Jean-Michel Costes
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the three editors, was not an easy task and yet throughout the entire process she
remained very tolerant and accepting of the many foibles of academic researchers.
This volume would not exist without her incomparable help.
The book also benefited immeasurably from the editorial involvement and
insightful comments of our colleague Molly Moloney. Although not one of the
three named editors she took on the many tasks of being an editor, reading and
correcting different chapters as well as being involved in writing the introduction
and two other chapters.
At Ashgate Publishing, we would like to thank Neil Jordan who readily agreed
to the idea of publishing a book based on the conference proceedings and then
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waiting patiently for the final manuscript to arrive and responded with good
humour to our many requests and queries.
Finally, heartfelt thanks go to all the individual chapter authors, who have
given their time, and energy and who have graciously accepted the comments and
suggestions of the editors and outside reviewers. Although these reviewers will
remain anonymous the editors would like to thank all of them for agreeing to read
and provide insightful and helpful comments on individual chapters.
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Drugs and Culture
Maitena Milhet, Molly Moloney, Henri Bergeron, and Geoffrey Hunt

In contemporary Western industrialized societies, our current approach to drugs
is influenced by both a medical and a criminal vision that emerged a little more
than a century ago. The concepts of addiction and “drug control” have imposed
themselves as the unquestionable truths of drug issues. Pathologization and
criminalization are the dominant perspectives on psychoactive drugs and it is
difficult to describe drug consumption in words other than those of medicine or
epidemiology or to conceive that regulation is not necessarily a matter of control
and eradication.
This “accepted” or “taken for granted” knowledge of drugs that has built
up during the twentieth century has been derived from a priori definitions (e.g.,
“disease,” “addiction”) that reflect the hegemony achieved by the medicalization
of drugs. The development of the concept of addiction (Warner 1994, Levine
1978) has allowed a wide range of behaviors to become pathologized and reduced
to very narrow definitions, which has led to an emphasis and exaggeration of the
importance of individual characteristics while socio-cultural factors, such as the
social context of consumption, have been ignored. Consequently, other potential
social functions fulfilled by drugs, as well as the meanings associated with them,
have been overlooked. Beliefs and knowledge, fuelled by a culture of fear around
drug issues, have the ability to overshadow other interpretative approaches.
They have fused into a type of social control that feeds punitive and stigmatizing
orientations into social, political and professional forms of regulation.
Yet, a strong tradition of social science research in the drug field, especially in
sociology and anthropology (see, for example, the work of Douglas 1987, Becker
1963, and Lindesmith 1938) shows that the use of drugs, both legal and illegal,
goes far beyond both the specific pharmacological properties of the individual
substance and the psychological or biological characteristics of the individual.
Drug consumption is rooted within socio-cultural rituals, subcultures and macrostructural forces. Drug experience has as much to do with perception, culture, and
subculture as it has with the pharmacological properties of drugs. Pharmacological
effects are only one of the many aspects that are important in understanding drug
use determinants and effects. Substances always have cultural values invested in
them (McDonald 1994).
A substantial proportion of social science research examines variations in
the recognition or rejection of drugs, and the subsequent policies implemented,
in relation to historical and social processes that vary across different historical
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periods, cultures and countries. This research challenges the dominant societal
assumptions about drugs and their problem-focused orientation. However, the
voices arising from this research struggle to be heard within neurobiological and
epidemiologically dominated drug research arenas, and rarely permeate the public
arena and contemporary debates on drug-related phenomena. The aim of the essays
gathered together in this collection is to give voice to an alternative approach
to drug research. In examining the link existing between drugs and culture,
they promote a broader understanding of drug use—especially non-problematic
forms—and provide a critical analysis of the contemporary conceptualization and
regulations of the phenomenon adopted in western industrialized societies.
It has been argued that “culture” is one of the most complex words in the
English language (Eagleton 2000: 1), and this is probably no less true in the French
language. Its varied meanings have included: a general state of mind; the state of
intellectual development in a society as a whole; the body of the arts; or a whole
way of life (Williams 1983 [1958]: xvi). It can include both the symbolic and ideal
as well as what has been referred to as material culture. Given this complexity,
what does it mean to present a cultural approach to the study of drugs, as the pieces
in this collection attempt to do? One way to see this, perhaps, is to contrast these
essays with traditional approaches to studying and understanding illicit drugs, in
which the notion of culture has traditionally been missing. The authors in this
collection examine the cultural side of drugs and their regulation, with attention
to three key points:
1. The social dynamics of why we think about the phenomena of drug use in
the way we do;
2. How consumption of specific psychoactive substances becomes associated
with particular social groups, meanings and functions; and
3. The factors that determine the political and institutional choices we make
about ways of regulating drug use.
The authors focus on several examples of drug use in western societies in order
to provide an anthropological analysis of drug consumption and as a way of
questioning strongly-held western-world certainties about drugs, their effects and
the policies that they require. They also describe the origins of such certainties and
assumptions and illustrate the ways in which these certainties hinder our ability to
fully comprehend the key issues
Culture and Knowledge
The chapters in Part I, “Knowledge: Science, Medicine, and Discourses on Drugs,”
examine dominant approaches to drug research, and challenge the methodologies,
assumptions, epistemological underpinnings and biases, and scientific, but
also political and normative, consequences of this work. These chapters aim at
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contributing to a reflexive understanding of the theoretical and conceptual tools
currently prevailing in the study of the drug phenomenon.
Within the study of drug use and addiction, specific scientific paradigms,
methods and tools have dominated—epidemiology, psychiatry, neurobiology—
while other approaches have remained more marginal (including anthropology,
history, sociology, and cultural and gender studies). These dominant approaches,
described by Decorte in Chapter 2 as “Pharmacocentrism,” have tended both to
individualize and de-contextualize the patterns and cultures of drug consumption,
as well as “naturalize” them through medical explanations (expanded in recent
years through the rise of neurobiological approaches). In so doing they essentialize
psychoactive substances, making them “culturally innocent” (McDonald 1994).
In Chapter 3, Peretti-Watel specifically examines the implications of the
epidemiological approach to drugs. He demonstrates that the multi-factor causal
model, which undergirds epidemiology, has become a “black box” (Shim 2002,
Latour 1995), in which debate between scientists has become “stabilized.” This
occurs because scientists all use the same tool box (statistical methods of riskfactor calculation). Consequently, the meaning, assumptions, or limitations of these
tools and their underlying epistemology are rarely contested or examined. Instead,
longer and longer lists of heterogeneous risk factors are seen as contributing to
drug use, revealing a form of what Adorno (2000) referred to as “factualism”:
prioritizing prediction over understanding, and information over knowledge. This
focus on numbers and risk feeds into atomistic understandings of drug issues,
conceptions that are consistent with neo-liberal norms and culture of individualism,
self-achievement, (more or less) rational actors, self-empowerment, individual
autonomy and an underestimation of the role of socioeconomic and cultural
factors, a point developed further by Bergeron in Chapter 16. The assumptions
underpinning epidemiological approaches are significant not solely at the level
of scientific understanding but also because these approaches have achieved
significant currency in public debates and prevention campaigns.
A central feature of the epidemiological model is that of statistics, which is
a key feature of modern drug policies, and a key tool for politically legitimating
policies, be they repressive (Lalam and Laniel, Chapter 15) or preventive and
curative (Peretti-Watel, Chapter 3). Modern cultures of management and
performance pervade the processes of drug policy-making. For example, the New
Public Management perspective entails the development of indicators, benchmark,
and scoreboards, and argues that policy should be evidence-based and evaluated.
This is the dominant ideology that inspires both supply-reduction (Lalam and
Laniel, Chapter 15) and demand-reduction policies (Bergeron, Chapter 16).
Drug policies are no exception to the tendency according to which the tools and
concepts originally developed for managing private companies permeate public
sector activities. Henceforth, a modern drug policy is presumed to require an ex
ante assessment of the epidemiological situation and should set up an information
system allowing the routine monitoring of the strategy’s achievements and
assessment of its effectiveness. Interventions must be evaluated to justify their
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legitimacy. They must be “evidence based,” which is certainly becoming the
most-used expression in drug-related conferences and policy-making arenas. Such
developments do not mean that the practices are any more effective, but it does
mean that they are presented and legitimated according to a particular fashion.
Modern politics requires numbers, because it trusts them (to use Porter’s [1996]
famous book title)
Furthermore, as Peretti-Watel goes on to argue, epidemiology goes hand-inhand with medicalization—the transformation of a social problem into a medical
problem—an issue analyzed in other chapters in this section of the book (Conrad
and Mackie, Chapter 4; Fassin, Chapter 5). Throughout the twentieth century (in
some cases starting before), any number of social problems have been claimed
to be within the purview of a medical perspective and the medical or psychiatric
professions—from pregnancy to obesity to mental illness. This development is an
important part of the history of social responses to drug consumption (Conrad and
Schneider 1992). The extent to which drug issues become medicalized depends on
a number of institutional factors. While understanding the role of medicalization
is clearly crucial for grappling with contemporary approaches to the drug
phenomenon, Conrad and Mackie (Chapter 4) highlight the extent to which the
medicalization of drug use and drug addiction has never been a fait accompli,
but instead has always been contested by competing parties and consequently
always in flux. They document the moribund status of the medicalization of opiate
addiction in the US for most of the twentieth century (1920 through 1990s), and
note a moderate resurgence of a medicalized understanding and approach to it in
the present day, with the arrival of new opiates (OxyContin) and new treatments
(buprenorphine). This renewed medicalization, though, is still tempered by
considerable government control and ongoing punitive/criminalized responses.
Fassin (Chapter 5) also takes up the issue of medicalization, arguing that its
power and its negative effects have been exaggerated in much of the sociological
literature. He specifically examines the shift in France in the 1980s, from a focus
on criminalizing drugs (with the idea that drug consumption itself is a major public
health threat), to a focus on the dangers of needle sharing and the ensuing policies of
needle exchange and methadone maintenance (this transformation will be returned
to again in Part III, “Policy or Politics?”). Notions of medicalization only goes
so far in providing us insight into understanding this transformation, because the
medical establishment was heavily involved in both eras and both eras involved
a process of medicalization (in one case medicalizing drug use as addiction, in
the other medicalizing drug users in relation to infectious risk). To move beyond
these impasses, Fassin emphasizes the importance of decoupling medicalization
and pathologization, which he argues are too often used interchangeably. While
in some instances medicalization contributes to pathologization, in others it can
contribute to depathologization instead.
While many of the authors in this first section of the book focus on the problems
arising from the epidemiological or medicalized approaches to drug use, Coomber
(Chapter 1) argues that the conceptualization of the drug problem is informed less
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by the science of pharmacology and more by “a number of resistant primary drug
myths,” which provide a framework of fear that informs policy responses. He
identifies key myths about drugs and the drug markets, which operate as lynchpins
to societal knowledge about drugs. These include the ideas of: drugs as dangerously
adulterated; instant addiction; inherently violent drug sellers and markets; and
predatory or evil drug pushers. Each of these myths are “mutually reinforcing”
helping to support the others and contributing to each myth’s resilience. Their
resilience, however, comes not only from their mutually reinforcing nature it also
arises from a notion of fear. These fears are not, as in the case of “risk society,”
solely new, and certainly not specifically postmodern. Instead, they are rooted
in much older fears, for example the fear of drugs have often in the past been
associated with the fear of “others” including foreigners or indigenous outsiders.
Other examples include traditional notions of impurity and pollution.
Both popular and scientific understandings of illicit drugs—their effects, their
consequences, their users—have been shaped by a number of sometimes obscured
assumptions, beliefs, or myths. These myths can make us blind to the reality of the
lived experiences of drug users and are often instrumentalized within public and
political discourses and responses, a connection that Kokoreff traces in Chapter
6 in his analysis of the rise and fall of French sociological thinking on drug use
and drug sales. He traces this history from the 1960s and 1970s when sociological
approaches were fairly moribund, to the 1990s when the sociological research
really took off and even had some currency in policy circles, to the current moment
when the research is again lagging and is given little attention in policy arenas,
which are again becoming more repressive, and less friendly to sociological
approaches. For example, in the 1980s he shows how sociological thought was
dominated by the major paradigms of Marxism and Structuralism which showed
little or no intellectual interest in the drug phenomenon. From these perspectives,
drug use was viewed as either an “epistemologically ambivalent object” or at best
“an epiphenomenon related to social forms of social marginality and deviance …
at worst … a ‘polluting object’ that could potentially transfer its characteristics …
to the person studying it.” In examining these developments within social science
research itself, Kokoreff emphasizes again the extent to which general societal
views about the drug phenomenon permeate even those disciplines whose task it
is to examine it.
Consumption
If the chapters in the first section highlight many of the gaps in the dominant
scientific approaches to understanding illicit drugs, the chapters in Part II,
“Consumption: Cultures of Drug Use,” attempt to bridge some of these gaps, by
bringing in too-often neglected issues of consumption, context, pleasure, identity,
and ritual. The chapters in this section deal with the cultural and ritual context of
drug use, the meaning that is created through the consumption experience, and
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the role that drug use plays in the formation and performance of contemporary
identities.
Throughout this section, the authors demonstrate the extent to which feelings
of euphoria, and meanings associated with drug consumption are shaped by
culture. Collins (Chapter 7) highlights this point through his analysis of drug use
as ritual. He argues that the social success of rituals around drug consumption
are a key factor explaining particular drugs’ popularity and legitimacy (or lack
thereof) in one historical moment or another. Drawing on Durkheim (1912) and
Goffman (1967), he shows that objects at the center of ritual become sacred
objects, or symbols that represent the group. These objects can include not only
religious totems but also substances like cigarettes, alcohol, or drugs. In his
examination of four types of ritualism (practical, withdrawal, hierarchical status
rituals, and antinomian cults) in the context of tobacco and cocaine consumption,
he highlights issues of pleasure and identity, issues taken up by the other chapters
in this section.
The pleasure associated with drug use is often neglected by drug research
and/or reinterpreted according to medical concepts (e.g., brain “reward circuits,”
behaviorism, and so on), partly because of a “scientific fear” of drug highs
(Decorte, Chapter 2). Yet, the pleasure of drug consumption is a key dimension in
understanding drug use and drug scenes. Milhet and Reynaud-Maurupt (Chapter
9) address this “great unmentionable” (Hunt and Evans 2008, O’Malley and
Valverde 2004) while examining the motives of contemporary consumption of
natural hallucinogens. They show that hedonism and the pleasure principle both
underlie and structure the users’ behaviors. Individuals consume hallucinogens
primarily in order to have fun and to enjoy a temporary communion with their
friends and the physical environment. Far from being irrational and passive, they
know precisely what they are looking for, how to obtain it and the best ways
to avoid unexpected effects. By examining the use of natural hallucinogens in
the context of the French music festival scene, they highlight the specificities
of these “enchanting,” “confusing,” and “visionary” substances from the user’s
point of view, and show how the hedonistic and spiritual sides of their experience
blend in with the more general features of “techno-subculture.” However, they
also emphasize the fact that, far from being a revival of “counter culture,” these
individual experiences are also embedded within broader values and normative
constraints of mainstream culture such as consumerism, self- production, and selffulfillment.
Another example of the centrality of pleasure can be found in the rise of the
dance/rave scene and its associated “club drug” (particularly “ecstasy”) use,
documented by Hunt and his colleagues in Chapter 8. As a way of illustrating
key cultural differences, they outline the separate trajectories of the scene and
the differing patterns of club-drug use in three international cities: San Francisco,
Hong Kong, and Rotterdam. They trace the complicated cultural history of these
scenes highlighting interconnections between American music scenes in the 1970s,
the party and holiday scene in Ibiza, the rapid growth of the dance/rave scene in
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the UK in the 1980s, and the spread of the scene in Europe and in other parts of
the world in the 1990s.
The comparative analysis of drug consumption continues in later sections,
specifically Zobel and Götz examining regional commonalities and national
divergences in European drug use trends (Chapter 11). They argue that while
illicit drug use varies widely between individual European countries, overall the
prevalence levels remain lower than in comparable countries such as Australia,
Canada or the US More specifically they examine the extent to which the prevalence
of cannabis use between Eastern and Western Europe, which traditionally had been
extensive, was now significantly diminishing. This suggests, according to Zobel
and Götz, that drug use in Europe develops as “a complex mixture of specificities
linked to culture, history and geography” interacting with the globalization of youth
cultures. Such interaction between local specificities and global trends suggest
that while global homogenization may continue, we should not underestimate the
ways in which imported global universals become transformed, translated, and
contextualized in local cultures (Howes 1996).
Moloney and Hunt (Chapter 10) continue the focus on club drugs and raves,
but shift the emphasis to issues of identity, specifically gender identity. Rather
than focusing on gender as one variable in the risk-equation for drug use, they
instead examine the way that drug consumption is one resource drawn on in the
construction of social identities and the accomplishment of gender and sexuality.
They examine the role that ecstasy use plays in the deployment of “flexible”
models of gender and sexuality in this scene, yet also highlight the continuation
of accountability to conventional understandings of femininity, masculinity, and
heteronormativity.
Policy, Politics, and Science
The fact that drug policy, its nature, form and substance, is strongly shaped by
drug politics and more broadly by politics, polity, and culture is a well known
and widespread in the social sciences and humanities. There is no social science
handbook or research report addressing this issue which does not stress the role of
institutional and political habituses when it comes to developing policy responses.
Social science research helps demonstrate historically how the design of drug
policy and policy instruments are determined by political values, in particular by
the specific notion of citizenship and of the role of the State that exist in a specific
country. More precisely the following elements are key determinants of the form
and substance of drug regulation and drug prohibition regimes existing around
the world. These include: organization of political systems; the ways by which
institutions operate; the power balances that are stabilized between institutions in
a given period of time; the specific legal and administrative traditions; the relative
access social movements have to the locus of authority; and the greater or lesser
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legitimacy of their actions. The policy-related chapters of this book build on and
expand the socio-cultural emphasis of the previous chapters.
While, we learned from Collins (Chapter 7) that ritual theory can explain
whether psychoactive substances (and uses) become legitimate or not, much more
is needed to explain prohibition. Coomber (Chapter 1) showed how a of set of key
beliefs and fears are the building blocks upon which policy conditions for punitive
prohibition are made at the macro level and how policy options at the micro and
community level are influenced and constrained by these fears. In the same vein
in Part III, we learn from Courtwright and Hickman (Chapter 12) how religious
and conservative-populist ambivalence about modernity in the US lay at the heart
of the “culture war” of American drug policy and politics; punitive and stringent
policy control should, therefore, be understood as a consequence of competitive
moral politics. For Courtwright and Hickman the key dimensions of the US’s
drug response lies in the politics of the culture war—the rise of the religious right
in American politics. They are not simply suggesting that it was because those
espousing a conservative, religious rhetoric were elected to office that the US
moved more and more towards a criminal-sanctions approach to drug problems.
Rather, it was because many of the other issues that the right campaigned about
(for example to recriminalize abortion), they could not actually deliver on. But,
their voters could be appeased by a tough, law-and-order response to crime and
drugs. Indeed, these approaches became so politically popular that not only the
Republicans but also the Democrats found them to be strategically advantageous,
engaging in a “drug-policy bidding war,” enacting ever more punitive sanctions
against drug possession and drug sales.
This move towards punitive measures appears in sharp contrast with policies in
Europe which as many chapters demonstrate (Bergeron, Chapter 16; Courtwright
and Hickman, Chapter 12; Zobel and Götz, Chapter 11) tend to converge towards
more leniency. Looking at drug policies of opioid substitution and needle
exchange, Zobel and Götz conclude that “national and geographic specificities and
broader Euro and international models interact in different types of combinations.”
Nevertheless, European nations moved more toward needle exchange programs,
opioid substitution and harm reduction measures, in the wake of the HIV/AIDS
crisis, contrary to developments in the US. The difference between what should be
considered as two distinct models of drug policy remains today.
But even if European and US drug policy diverge over sentencing and harm
reduction in the last two decades of the twentieth century, it should be stressed that
a political emphasis on individual responsibility for the genesis of drug use and risk
taking is developing in both regions (Bergeron, Chapter 16; Fassin, Chapter 5). Of
course, as Courtwright and Hickman show in the US context, the very products of
modernity, drugs and alcohol, began “to undermine the agency of the autonomous,
independent human subject upon which modern society was built”—a problem
against which movements both secular and religious were formed, and in response
came the crafting of prohibitions and regulations. Nevertheless, modern policies
do implement policy instruments as if agents were autonomous, capable of self-

Introduction



vigilance, and capable of being more or less rational. They also tend to ignore the
collective interdependencies in which drug users are embedded, and the role of
socio-economic factors that eventually determine their patterns of use, and risk
taking behaviors.
Choices of treatment policies are therefore also embedded in moralities,
and we should see the medicalization process as not a purely neutral movement
inspired by science and medical progress, but as having also a great deal of moral
consequences (Fassin, Chapter 5; Conrad and Mackie, Chapter 4). One of the
consequences of this medicalization process is noteworthy: as stressed earlier,
pleasure is not conceived as a key dimension in elaborating preventive responses
and policies, which tend to insist on risk, risky behaviors and damages. Several
chapters in this book also explore the interplay between government agencies,
the medical profession, and treatment interventions, as well as the emergence
of stakeholders previously peripheral to the medicalization of opiate addiction,
including pharmaceutical companies, public health, and health service researchers
(Conrad and Mackie, Chapter 4; Bergeron, Chapter 16). These chapters, as in a
great deal of previous research, highlight how the varying degrees of independence
and involvement on the part of the medical profession and pharmacists, but also
other experts, are essential elements to study if one wishes to understand the
crafting of drug prevention and treatment policies. The degree to which a social
problem is medicalized—socially constructed as a medical entity or a disease—has
therefore less to do with scientific knowledge and progress of medical science, but
with the level of involvement of medical actors, the competition between medical
specialties, and the power relations existing between health and other (including
repressive) institutions.
The same can be said for law enforcement measures and policies, as shown
by Lalam and Laniel in Chapter 15. One of the foremost preoccupations of the
repressive response to fight drug trafficking is to maintain and perpetuate public
resources dedicated to their own institutions. The main causes of problems they
identify include a structural disjuncture between police and judges, an emphasis
on short-term efficiency in “busts” rather than long-term strategy, an isolation of
knowledge of individual arrests and cases that prevents them from being built up
into systematic knowledge, and the misuse of law-enforcement statistics. The main
factors driving drug policy crafting are therefore not only exogenous (politics,
polity, and culture) but also institutionally endogenous factors: endogenous, in the
sense that those factors are the results of internal politics of specific fields.
But even if modern drug policies are presented to be evidence based, they
are designed and elaborated, independently of the results they achieve or of
the evolution of the drug phenomenon situation. To illustrate this point Reuter
(Chapter 13) gives an important example. Cannabis use in a range of different
countries rose between 1992 and 1998 regardless of the different policy stances
of different countries. This suggested that a “globalized popular culture” had a
prominent role. After 1998, growth in rates of cannabis use ceased as abruptly
as they had begun, and yet no policy intervention could be discerned to account
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for it. Other than the importance of fashion in explaining drug uses and patterns,
there appeared to be no link between policies and prevalence, suggesting strongly
that uses and patterns respond to other types of factors or determinants, including
cultural ones.
Consequences
Institutional requirements or conditions (be they political, organizational,
professional or normative) result in some scientific knowledge being more eligible
than others to permeate policy-making processes, and are more compatible
with “modern” culture. In particular, we see that individualistic and atomistic
knowledges (e.g., medicine and epidemiology) are often relied on in policy design
and shape the elaboration of drug policy instruments, ranging from preventive and
curative interventions to law enforcement measures. The role of more structural
factors (from hedonist and performance cultures to socio-economic domination)
that influence drug use patterns and prevalence and “risky” behaviors thereof, are
consequently hidden in the public arena.
It is therefore apparent that the neoliberal culture underpinning drug policies
contributes to the reproduction and worsening of social deprivation and poverty,
which themselves are key determinants of precarious drug user. As Bourgois
(Chapter 14) so graphically and poignantly illustrates, personal suffering is
politically structured often based on puritanically inspired traditions of righteous
individualism that define poverty to be a moral failing of the individual. Bourgois
shows the human costs of this stigmatization, demonstrating how the destruction
of human bodies of homeless addicts is exacerbated by neoliberal policies and
values. By highlighting the experiences of homeless heroin drug addicts in San
Francisco, he paints not only a bleak picture of their exploitation in the labor
market, but shows clearly the way that they are punished by social and, even on
occasion, medical services, and brutalized by law enforcement forces. This chapter
highlights, in both a personal and cautionary tale, a warning of what can happen
if the potential consequences of the “puritanically inspired traditions of righteous
individualism that define poverty to be a moral failing of the individual,” are
allowed to determine social policy. This is yet another illustration of consequences
of adopting solely an atomistic understanding of drug-related issues and an undervaluing of socio-economic and cultural factors.
But then why is it that those social sciences (in particular, history, anthropology,
sociology and political science) that consistently emphasize the socio-cultural
aspects of drug use are so frequently ignored in policy making decisions? We do
know that on some occasions anthropological research has been instrumental in
improving some policy responses (in particular in the field of HIV/AIDS and harm
reduction measures). But, as noted at the beginning of this introduction, much
of the existing social science research appears to have failed to have any impact
either in policy debates or subsequent decisions. It is the case that researchers
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in these disciplines are unable to transmit their research in ways that policy
makers can easily digest, or is it that an emphasis on more structural, cultural and
societal factors, is “unthinkable” in a culture of individualistic policy that stresses
individual responsibility and autonomy? Or is it simply that those policies are
far too costly in comparison with those relying on individual behavioral changes
(Bergeron [forthcoming], 2010)? The answers to these questions are neither
simple nor straight forward as can be seen by the recent spirited debates about
public sociology and public criminology and the role of social science research in
influencing social policy and popular thought (Loader and Sparks 2010, Clawson
et al. 2007, Burawoy 2004). The answers to these questions as Loader and Sparks
(2010) have made clear go to the heart of the purpose of social science research
and have been debated for over 100 years and can be found in the work of
Durkheim (1957) and Weber (1948). All that we can hope is that by publicizing the
alternative perspectives discussed in this collection, drug researchers from other
disciplines may be encouraged to consider drug issues that take more account of
socio-cultural factors.
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Chapter 1

Social Fear, Drug-Related Beliefs,
and Drug Policy
Ross Coomber

Introduction: The Drug Problem, Beliefs and Fears
How each of us understands the world around us will depend on the configuration
of beliefs we hold. Most of us will hold a conglomeration of beliefs that to some
degree attempt to merge into a broader worldview and where possible retain a
level of relational consistency, in other words, to have consistency between the
beliefs and ideas we hold. These are the conceptual building bricks that allow us to
navigate our way through the world ideationally. However, it will be the case that
for any one individual different areas of “knowledge” (e.g., about “race,” gender,
or illicit drug effects) will be more or less evidence based. Some things that we
know about and maintain beliefs systems around will be informed by experience,
practice, and perhaps in some cases even extensive critically focussed research.
Knowledge and beliefs about other things will be picked up along the way as
folk-knowledge, out-dated ideas, as “fact” through the media or through anecdote
and hearsay and will also be separate to any experiences we have had or practices
that we engage in. A population will also be differentiated by greater or lesser
degrees of critical awareness. Some will be sceptical of almost all they confront,
always looking to more reliable evidence as a route to understanding whereas
others accept information much more willingly as it suits.
The “drug problem,” as it is commonly presented and understood, is perhaps an
archetype of how prominent these building blocks can be. They illustrate the extent
to which beliefs can resist erosion when the topic is one that evokes fear, mistrust,
and disgust, and has historically been formulated around moral and political
concerns that sit “beyond” the supposed focus of the issue (drugs) and provide a
broad conceptual framework that colors much that new or emergent knowledge
provides. It is the position of this chapter that the drug problem, as it has been
historically constructed, but also as it continues to be, is fundamentally informed
not by the science of pharmacology or that revolving around the addictions but
by a number of resistant primary “drug myths” that provide a broader conceptual
framework within which new policy and evidence is situated rather than evidence
that refutes or questions it. It is a further contention that rather than looking for
the root of understanding of the drug problem in the various empirical risks that
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drug use may carry that we would do better to consider the nature of the fears that
surround drugs, around those that sell them and of those that use them.
That drugs such as heroin, cocaine, ecstasy and cannabis (and newly
“discovered” drugs on an almost annual basis are conceived as constituting a
significant problem needs not be rehearsed at length here. International treaties
declare the inherent risks to individual, society and nation and the United Nations,
in this vein have decreed that:
Drugs destroy lives and communities, undermine sustainable human development
and generate crime. Drugs affect all sectors of society in all countries; in
particular, drug abuse affects the freedom and development of young people,
the world’s most valuable asset. Drugs are a grave threat to the health and wellbeing of all mankind, the independence of States, democracy, the stability of
nations, the structure of all societies, and the dignity and hope of millions of
people and their families. [United Nations General Assembly 1998: 3]

Politicians wage political wars and campaigns around drug issues (Reinarman
and Levine 1997, Reinarman and Duskin 1992) whilst the media relays
tragedy after tragedy and scare story after scare story revealing the inherent
destructiveness of illicit drug use and the markets that grow up to supply it
(Coomber 2006, Boyd 2002, Coomber, Morris, and Dunn 2000, Brownstein
1996, Goode and Ben-Yehuda 1994, Reinarman and Duskin 1992). As Jenkins
(2009) wrote in The Guardian:
Researching drug use is pointless since policy on the subject has nothing to do
with evidence, only emotion. It has to do with fear of the unknown, the taboo of
other people’s escapist narcotics (or worse, those of one’s children). Politicians
could not care less what experts say … They care only for the rightwing press,
whose editors suffer a similar taboo. [Jenkins 2009, in The Guardian]

There are, however, a range of key beliefs that I have previously argued operate
as lynchpins or supports to the broad aggregate framework of beliefs to what is
thought about illicit drugs, drug users and drug markets in the West (Coomber
2006). Because these key beliefs provide the broad aggregated framework for
how we understand the drug problem they impact on policy activity both at the
macro (national and international) level and at the micro (local, community) level.
Without these key beliefs the drug problem would have to be conceptualized very
differently and policy options would change.
  Either drugs newly discovered/manufactured but little used previously such as
mephedrone, or naturally occurring substances derived from various plant and/or other
organic material that people have brought to the market as “legal highs” continue to become
problems for governments and to be brought within the sanction framework covering other
substances.
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Foundational Beliefs that Provide a Framework for Fears Around Drugs
and Frame Policy Responses
The key set of beliefs I want to refer to are: dangerous adulteration (the so-called
“cutting” of street drugs with poisonous substances); instant addiction; predatory
(and “evil”) drug “pushers;” inherently violent drug dealers/markets, and the offer
of free drugs to the young and innocent in order to get them “hooked” for the
purpose of increasing clientele. These activities although often reported and seen
as distinct are in fact intertwined and each to some degree relies on the existence
of the others to be credible. If these activities, and thus the belief in them, were
shown to be untrue or sufficiently different to render them unhelpful as a way
of understanding drugs/drug markets/drug dealers then it is my contention that
understandings of the “drug problem” would also be fundamentally altered.
Likewise, a perpetuation of the widespread acceptance of these activities enables
a position to be taken regarding the essential evilness of street drugs and those that
sell them to frame policy responses.
Dangerous Adulteration
Essentially, the idea that various street drugs such as heroin, cocaine, ecstasy,
amphetamine and so on are “cut” with all sorts of noxious substances is a commonly
held belief (Coomber 1997a, b, c, 2006). The activity is believed to centre on the
idea that either, street user-dealers desperate for their next “hit” but with too little
resources to pay for it grab anything they can to dilute (or replace) the drug to
make up the money needed:
There are a lot of smackheads turning up [dead]. A junky runs out of funds for
his habit so he peddles whatever … instant coffee as cheeba, baby laxative as
china, draino (in the 70’s) as skag … to make enough $$$ to cop real dope.
This time its some bug shit … all he could find. “Hell,” he figures, “that cat will
surely taste it before he cooks and slams it.” Well, I guess he didn’t make the guy
for being as sick as he was … dude couldn’t take the time for a test … fellow’s
blue, works hanging outta his arm, and he didn’t even get the plunger all the way
down. [1998 Internet posting on the alt.drugs.hard newsgroup responding to a
discussion started by the posting of the questionnaire related to this research]

Alternatively, it is thought that drug dealers are simply so evil in character that
in pursuit of profit they routinely cut the drugs they sell and use anything that
is cheap, available and about the right color—regardless what it is. These ideas
are believed by the police, the media, drug users, non-drug users, drug service
workers, many drug field researchers and (unsurprisingly) by most drug dealers
too (of which more later).
The problem is, and this goes to the very heart of the matter, regular and
purposive dangerous adulteration is essentially mythical. It may happen (as heinous
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acts are committed by many people), or may have happened, but it is neither
common, routine or presents a major aspect of the risks related to street drug use.
This is in direct contrast to beliefs about it. Reports that users are playing “Russian
Roulette” with their lives each time they use a street drug because of the use of
rat-poison (strychnine); ground-light bulbs; scouring powders and other poisonous
substances put there by uncaring/evil dealers is simply not true (Coomber and
Maher 2006, Maher, Swift, and Dawson 2001, Coomber 1997a, b, c, d, e, 1999,
2006). Extensive forensic profiling of street drugs over many years does not
show the cutting of street drugs with dangerous (akin to those described above)
substances nor does it show the “lacing” of LSD tabs with poisons, or ecstasy
and other dance drugs with heroin. Some cutting of street drugs does of course
take place but the nature of it is very different to how it is popularly understood.
By and large what is found (particularly with heroin) are substances put in at the
point of manufacture. This is shown by the fact that purity levels on the street
are similar to those seized before they enter the country (Coomber 1997d, 2006).
Street dealers are thus, in the great majority of cases, not the ones doing the (or
any) cutting. Those substances that are found are also as far from being related to
haphazard and/or chaotic activity as described by the quote above as they could
be. The substances used to supposedly simply dilute are often more purposive in
nature. They include a variety of sugars and less powerful substances that mimic
aspects of a drug, for example, caffeine, paracetamol (acetaminophen in the US),
lactose, glucose, and mannitol. However, on occasion they also enhance a drug in
ways that would be unexpected. Caffeine in heroin for example actually increases
the amount of heroin available to the user that inhales (smokes, “chases”) the drug
than if the caffeine was absent.
It is also the case that far less cutting takes place than is assumed. The
stereotype model is of cutting progressively taking place down through the chain
of distribution with the drug, for example, heroin becoming increasingly less pure.
The reality however, as stated is that little cutting takes place at any point after
manufacture. Interviews with drug dealers confirmed the forensic evidence but also
provided insight into the motivations (not) to cut street drugs—particularly with
dangerous substances: “why would I want to hurt anyone”; “I want to be known to
sell good gear”; “I don’t need to, I just skim off the top”; “the comeback”; “why
would I want to kill my customers?” The latter point especially seems obvious
when pointed out but few bother to think that far and simply accept the practice
as common. One last significant point about dangerous adulteration is that it is
so engrained into the lay and professional consciousness that even drug dealers
believe it. They don’t admit to it themselves and the forensic evidence, as stated,
shows that this is really what happens but drug dealers believe that other drug
dealers do it (Coomber 1997b). This demonstrates that even those closest to a
phenomenon actually may have little idea about what happens even when they
think they do and is a corrective to those that think “key person” interviews/beliefs
or ethnographic accounts can be accepted uncritically.
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Instant Addiction
The notion that some drugs are instantly, or almost instantly, addictive is again
commonplace and accepted—within some parts of the addiction treatment
industry as well as more generally (Coomber and Sutton 2006). The fear
associated with heroin and addiction in part comes from this notion, an idea
that presents drugs as incredibly powerful and irresistible and addiction as
enslaving. Instant addiction has historically been associated with heroin as
testified by the title of a prominent drug field book It’s So Good Don’t Even
Try it Once (Smith and Gay 1972). More recently instant addiction has been
inappropriately attributed to crack cocaine (WHO/UNICRI 1995) and sometimes
methamphetamine (King 2006) amongst others. Some see the fact that chemical
changes take place in the brain after just a few uses of heroin as indicative of
instant addiction taking place whilst others refer to some experimental evidence
based on “captive” individuals in unnatural settings administered doses under
artificial conditions (Krivanek 1988). For most, anecdote and media coverage
acts as sufficient evidence. This view, however, fundamentally misunderstands
the nature or essence of the addicted state which is not simply a biochemical
response, and a multidisciplinary understanding ably demonstrates this (Orford
2001, Edwards and Lader 1991) and is evidenced by other types of research that
considers individual timeframes and processes towards addiction.
A range of research—based on use in natural settings—has related that not
only is addiction not instant “on the street” but that it usually takes months and in
many cases a year or longer for a user to move from first use and even regular use
to daily addicted use (Krivanek 1988, Bennett 1986, Kaplan 1985). Most recently,
Coomber and Sutton (2006) found in their sample of 72 heroin addicted users that
the mean time from first use to addicted use was 13 months (median = 6 months)
and that even for those who were using regularly (e.g., at weekends only) the point
from beginning regular use to daily, addicted use, the mean was 6 months (median
= 3 months). What emerged as clear from the qualitative data in this research was
that individual circumstances, decisions about drug/heroin use and broader group
and other environmental contexts impacted meaningfully on the rate of transition
towards addiction. The idea of “one or two hits and you’re hooked” has little
credence in the real world. Addiction in natural settings is also a social process,
not one of simple bio-chemical reaction (Rhodes and Coomber 2010).
Dealers Trying to “Hook” the Young and Innocent (Non-users) with Free Drugs
Another widespread fear relates to how quickly heroin use and addiction can
spread through, and decimate, communities. This concern has much of its
aetiology in historical reporting of how opium use supposedly ripped through
China in the eighteenth century, leaving the nation weakened from within (morally
and physically) and from without, at the mercy of Imperialist powers such as
England, Holland, Germany and the US. Such reports, however, have been shown
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to be wild exaggerations and distortions of what really happened, politically and
morally motivated, and based on a weak understanding of the process of addiction
and of opium itself (Coomber 2006, Dikötter, Laamann, and Xun 2004). Not too
dissimilarly, the idea that drug dealers purposively pursue children (“dealers at
the school gates”) and other non-users to gain new clients is reliant on the idea of
instant addiction. Dealers are presented as giving away free drugs and/or lacing
sweets with addictive drugs to entice and thus enslave their unsuspecting prey.
Apart from the fact that children rarely have sufficient money to support a drug
habit, tend to talk to parents and others about such occurrences and thus represent
a genuine risk to a dealer’s liberty and business, because addiction is far from
instant and would take many months of use to “turn” a neophyte into an addict the
whole idea is unsustainable—and, in the research literature unsubstantiated. There
is, however, within this particular theme a consistent historical pattern of blaming
and scapegoating “others,” often foreigners, with the introduction and immoral
use of street drugs and a consequent spread of addiction through predatory supply.
This is a pattern that has more to do with prejudice and fear of the “other” than it
does actual knowledge of drugs, drug users and those that supply them (Dikötter,
Laamann, and Xun 2004, Courtwright 1995, Kohn 1992, Berridge and Edwards
1987, Musto 1987, Bean 1974).
Inherently Violent Drug Markets
Drug dealers and drug markets are seen as almost inherently violent. In part this is
because drug dealers, supposedly consistently carrying out the acts outlined above
are seen as essentially bereft of morals and pursue their own profits remorselessly
and single-mindedly. This is because they are seen as either fundamentally evil
individuals and/or because their own drug use has robbed them of the sensibilities
that normally curtail violent impulse. The activities referred to above (if believed)
“prove” both their evilness and their capability to harm others. Combined with
the fact that huge sums of money are potentially to be made in the supply of
drugs and that the penalties for being a drug supplier are usually harsh, the market
context within which drug supply takes place is one of high risk (and for some
versions of liberal market analysis) the likelihood for drug-market related violence
is increased. Indeed there is no doubt that illicit drug markets, on aggregate, are
much more violent than licit markets and many other illicit markets. It is not the
case, however, that this is either regular or consistent throughout the drug market
and across types of supply/supplier. Simply put this is because drug dealers are not
all the same. Elsewhere (Coomber 2004, 2006) I have argued that it is unhelpful
to have essentially homogenous concepts of the drug dealer or drug market when
they/it are clearly highly differentiated. Friend dealers, brokers, woman dealers,
middle-class dealers, violent dealers and non-violent dealers, dealers that “trust”
  Other problematic concepts relating to drugs is their supposed ability to “make”
people violent and/or to “take them over.” See Coomber (2006) for an overview.
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and liaise with other dealers on the same streets, dealers that fear and protect
their “turf” and the list goes on. I’ll refer to two pieces of work that illustrate the
different types of activity in the drug market and those inhabiting it. In Coomber
and Turnbull (2007) it was found, consistent with a number of other studies in
the UK and elsewhere, that the supply of cannabis to young people is almost
exclusively by other young people and mostly for little or no profit, something
that has been termed “social supply” a form of supply that is not considered to be
drug dealing “proper.” In this research we concluded that the supply of cannabis
to young people tends to sit outside of the normative drug market and that young
people barely have to contend with it or the aspects of it commonly associated
with it. Young people’s cannabis supply is not surrounded or characterized by
violence but by friendship, association, exchange and “gift.” At the other end of
the spectrum a notorious street heroin market in Sydney, Australia supposedly
famed (in the Australian media) for gun battles and drug-related violence was
found to be quite different (Coomber and Maher 2006). Street dealers reported
little by way of experience of violence and related strategies of management rather
than retaliation when or if confronted with conflict. Observations (backed up by
interviews) were of a street scene (with numerous young female user-dealers that
could not be distinguished from other young people in the busy shopping area) that
was largely peaceful and cooperative. Others have related that levels of violence in
any one street market are partially dependent on the cultures involved (e.g., “gang”
controlled or simply where locally the predominant cultural approach to dealing
with any kind of conflict—not just drug-related—is one of violence), the history
of drug supply approaches in particular geographical areas and the maturity of
the market (Coomber 2006). What is clear is that drug suppliers, despite common
representations as abject and close to inhuman, are on closer inspection, often far
more ordinary than it is comfortable for many to acknowledge and not engaged in
the type of activities said to be essentially characteristic.
A Problem Built in Part on a “House of Cards?”
Each of the above conceptualizations of the dangers inherent to street drugs and
drug supply are widely held to be characteristic of the very essence of the drug
problem. They are also mutually reinforcing: drugs commonly cut with poisons
or ground glass proves the evilness of the drug dealer and the dangers inherent
in street drugs; such an act only makes the idea of predatory drug dealers giving
away transfers or sweets laced with addictive drugs to children to get them hooked
eminently possible; the instant addictiveness of some street drugs makes that
kind of predatory conduct realistic because the chemical means to achieve it is
available and part of the problem; drug dealers and drug markets need to be feared
as essentially violent and evil because they carry out the above and are the root
cause of the drug problem and how it spreads. If the above acts are neither true,
prevalent or characteristic of what really happens then the drug problem must be
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something different to how it is commonly understood. The drug problem is built
on a conceptual house of cards and yet it retains credence in the face of alternative
evidence—how is this the case?
A Sociology of Fear Approach to Understanding Continued Unhelpful
Conceptualizations of the Drug Problem and Policy Frameworks
There is a growing literature around fear. It remains relatively under-developed
but none-the-less increasingly recognized as an analytical tool through which
to understand aspects of contemporary world views and how these then impact
on policy making. I want to firstly consider why these myths have proven so
resilient and to introduce the notion of “fear” as an analytic concept through
which to understand this resilience. Secondly, I want to suggest that the key
myths outlined above provide a primary framework of beliefs and fears upon
which the current policy conditions for punitive prohibition are made and
remade at the macro level and how policy options at the micro, community level
are constrained by these fears.
Although theorising around fear, as stated, is in its relative infancy it is now
a conceptual area of steady development. This slow start, in part, is related to the
way that fear has also often been in the conceptual shadow of risk theorization and
has even been seen as the other side of the same coin. Fear however is separate to
risk—although they clearly overlap at times—and it provides a different framework
to work within at both the macro and micro levels. However, just like risk theories,
analyses of fear also tend to situate current fears within the contemporary cultural
nexus—a context that is “postmodern,” “late-modern” or at the very least one
that is of “this time.” This means that current “culture of fear” theorists largely
understand current fears as a product of our (post) modern times (Tudor 2003).
Whilst this may often be the case it is the contention of this chapter that some
fears, such as those situated around drugs, have a longer history that are rooted
in older more visceral fearfulness and thus in the modern context take a hybrid
form—one that combines traditional or ancient forms of fear with sensibilities
related to modern fears.
Risk Sits Within Fear
How is fear understood? For writers like Furedi (2004, 2007a) the culture of fear
that characterizes contemporary society is “the belief that humanity is confronted
by powerful destructive forces that threaten our everyday existence.” This emanates
from a broad perception or awareness that risks are almost ubiquitous and seemingly
less controllable (than would be liked) despite scientific and technological progress
and thus a state of anxiety is created which produces myriad fears. We shall move
on to discuss how risk is not a neutral or objective condition, that perceptions of
riskiness are outcomes of social and political processes. But at this point we can
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state that anxieties and fear are, in part, responses to perceived risk but at the same
time we need to acknowledge that cultures of fear and particular belief systems
are productive and inform perceptions of risk as well as how those risks might
be dealt with. In this sense I am arguing that risk is best understood as not sitting
side-by-side with fear but within it, that there are fears that both pre-date current
(modernist) risk awareness/responses and therefore continue to inflect those newer
risk perceptions. Current reflexivity on risk and riskiness and on how to manage
those risks are inflected by the broader pre-existent framework of fear. By way of
illustration let’s take the focal issue of drugs. A range of evidence as cited above
testifies how drugs have long been feared and that the locus of those fears has
commonly related to fear of “others” where new forms of use (not necessarily
new drugs) were introduced by, for example, foreigners and in other cases
indigenous “outsiders”—youth, “deviants.” This fear of difference, particularly
where new drugs were associated with outside groups whose behavior or customs
were considered “less” (civilized, or more barbaric) or even immoral. This fear is
evident in that history is littered with examples of extreme punishments—often
death—for the use or supply of new substances not sanctioned by the powers that
be (Dikötter, Laamann, and Xun 2004, Matthee 1995, Roden 1981). The heavyhandedness and sometimes sweeping decrees of prohibition were often based on
hearsay, rumor and incredible stories of the power of the drugs themselves and
the heinous behavior of those under the influence of them. Lest we believe this to
be solely the outcome of ancient or pre-scientific ignorance let me refer you back
to the key beliefs outlined earlier in the chapter and the similar (now discredited)
scares around cannabis in the US in the 1950s and crack cocaine in the mid-1980s
(Woodiwiss 1998, Zimmer and Morgan 1998, Reinarman and Levine 1997). Most
recently the same key myths have been encapsulated in a scare around “paco” in
Argentina (Kelly 2010, in The Observer). Thus fearfulness has been long created
around drugs and the risks supposedly presented by them have themselves been
strongly influenced by other fears some of which are as traditional as they come—
particularly those around notions of impurity and pollution of the body social (and
of the individual of course). Current risk perceptions around drugs thus have to sit
within the framework already constructed—they do not get to be constructed anew
with each new piece of evidence, even evidence that contradicts the prevailing
view. This was perhaps illustrated most starkly in the UK with the recent (October
2009) sacking of Professor David Nutt, the government’s own chief advisor on
drugs, for choosing to state that cannabis whilst not a risk free substance was
none-the-less, on balance causing less harm to society than tobacco and alcohol.
The weight of evidence is clearly behind Nutt’s position which in turn is strongly
supported by much of the expert research community on drug issues. Risk sense,
however, was curtailed by the government’s choice to apply policy (in this case
an increase in the penalties for cannabis use and supply) by what was called the
  Many of whom signed a supporting parliamentary petition to have David Nutt
reinstated.
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“precautionary principle”—effectively the fear (given how people relate to drug
issues) of what might happen if they didn’t apply the principle.
Pre-modern Fear
The basis of all ancient belief systems was fear. [T. Douglas 1995: 28]

Traditional fear is distinct from the more fragmented cultures of fear of late
modernity. Pre-modern fears related to basic survival from things such as famine,
flood, and the wrath of God (Bauman 2008, Naphy and Roberts 1997). As
expressed in the quotation above, Tom Douglas (1995) has related how it was
common in pre-modern societies, fearful of (vengeful) acts of God (potentially
inclusive of all ills) to ritually transfer blame, sin and thus risk onto scapegoats in
an attempt to purify themselves and allay the wrath of their God/s. In purification
was salvation. Because “evil” was understood as having substance and to be
transferrable through ritual, animals (but sometimes humans) were commonly
sacrificed or cast out to cleanse the body social.
Pre-modern fears have thus been conceptualized as simpler than modern ones.
The cause of disaster (large and small, group or individual) tended to be located in
the hands of God/s who needed to be pleased or assuaged either through living sinfree or by recompense and purification. Societal reaction to the “other” particularly
where that other (either a substance or a culture) seemingly undermines a group’s
agreed rules of morality/behavior or looks as though it may contaminate the fabric
of that society, is thus a risk to its purity. Impurity brings risk and that risk is twofold—threatening a sacred “way of life” and potentially angering the God/s, which
results in ordained punishment.
Late Modern Fear
Essentially, without providing an in-depth analysis of current positions on latemodern fears, we can sum them up as being products of something else—as
distinct from divine intervention; of an increased awareness of our vulnerability
in the world and that we are only partially able to manage those vulnerabilities.
Whether that be fear of crime or fear of climate change or fear of airborne
chemicals we now live with more fear(s) than ever before (Bauman 2008,
  Which of course ignores the point that increasing penalties and classification doesn’t
necessarily equate to reducing harm and as such precaution is mainly symbolic not real.
 This is less about whether one small group of all encompassing fears (e.g., from
God) is greater, in levels of total fear than many fears of lesser more mundane qualities
(crime, climate, technology, ubiquitous risk)—but about the fact that fear is now experienced
as relatively fragmented and diverse and has less by way of single source of origin. It is
thus less “knowable,” comes from many directions, and as such there are more essentially
distinct fears than previously.
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Walklate and Mythen 2008, Furedi 2007a, Bourke 2005). There are also a complex
of ideas emerging around fear and how we think about it sociologically. Fears,
it is recognized, are culturally mediated (Furedi 2007a, b) and as such fears are
experienced and produced distinctly within specific communities and cultures.
They are also (following a similar line of thought around how risk is understood)
socially constructed (Fitzgerald and Threadgold 2004, M. Douglas 1978) in the
sense that “which” fears gain prominence reflect various political machinations
and concerns and as such some risks get prominence whilst others, of seeming
equal or greater “risk” do not. The media of course also plays a strong role in how
risks are understood and presented and thus in the production of fears around them
(Altheide and Michalowski 1999, Glassner 1999, Altheide 1997, 2002). Fears are
also said to be subject to the “cultural script” (as are many other things)—in other
words, that each of us have learned about the types of thing that we should be
fearful of (e.g., an intoxicated drug user but not an intoxicated alcohol user) and
equally the script guides us on how we will respond to particular fears (Furedi
2007b, Garland 2001). So, although fears are experienced individually and
complexly they are also contextually—in other words, socially, culturally, and
historically—mediated. As a principle, the extent to which the individual or group
fears something will vary due to these conditions and vary between phenomena
and groups. Because late-modern fears have many sites of origin (climate change,
airborne disease/toxins, food, crime, disasters, etc.) and science reveals new risks
all the time our risk and fear experience is fragmented and confused as compared
to pre-modern conceptions.
Drug-related Fears
Contemporary fears around drugs, I want to suggest, both predate these modern
cultural fears and relate to simpler more traditional fear—the kind found in Tom
Douglas (1995), Mary Douglas (1978) and Julia Kristeva (1982) but without the
overbearing structuralist baggage usually associated with them—but that it also
merges with these newer contemporary cultures of fear.
Mary Douglas (1978), and Julia Kristeva (1982) following her (in part), related
how the things we fear in society are not the things that necessarily present the
greatest risk and that risk perceptions often relate most keenly to that which
seems to threaten the social order—and as a result these things are taboo or abject
(Fitzgerald and Threadgold 2004). Things that disturb us often do so because they
are other to our sense of identity, to system order and thus to our feeling of security
in the world. Drugs are abject and have long been associated with “others,” those
seen as threatening the safety and stability of a group or society. Dikötter and
colleagues (2004) for example has shown that opiate use in China only became
problem use when a new form of smoking was introduced by Dutch traders; older
forms of use were not a problem (at first). Saper (1974) has related that opium
smoking by Chinese immigrants was deemed a problem in the US early in the last
century whilst the use of opium and opium based preparations orally or by injection
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were not. This, he argues, was because opium taken by mouth or intravenously was
“… largely [used] by middle and upper class, white Anglo-Saxon Protestants (mostly
female) and some Irish. One pattern was viewed as acceptable because the ‘good’
people did it. The other pattern was viewed as a growing menace.” And yet both
were using opium. Bean (1974) relates how “youth” and non-white use threatened
sensibilities in the 1950s and 1960s in the UK, and Musto (1987), Berridge and
Edwards (1987), and others have related how fear of immigrant groups, non-white
groups or of the “dangerous classes” brought with them an elevated fear when
awareness of their drug use—which was transforming and worrisome—became
known and used as reasons for why these groups should be feared (Coomber 1998,
Kohn 1992). The drugs field literature is full of such examples—fear of drugs is
largely synonymous with the groups that introduced them or their particular form
of use. Groups who are themselves seen as impure are then seen as bringing with
them impure and immoral substances and practices—both group and substance
are attributed with fearsome properties that sit outside of reality. This historical
literature is thus littered with accounts of how the drug problem became a problem
through concerns that were moralistic, prejudicial, racist and about abject fear rather
than about reliable knowledge of drug risks, drug use or drug supply (Coomber
1998). The new world, however, brings with it modern sensibilities and discourses
around drugs and risk and belies the fact that underlying these discourses lay a
baser, more important—almost non-discursive framework. This framework, in
which much is assumed and little is contested, is based on the kind of myths I
have already outlined and these are derived fundamentally and remain complexly
mediated in the fear of the other and distorted or exaggerated pharmacology.
Others in this book relate how the current drug laws were the result of processes,
at least in part, based on unreliable beliefs about drugs and addiction and the groups
that used them. Discourses of fear were the vehicle for transposing these ideas into
policy. The older “traditional” fears then, those concerned with “other,” impurity
and a challenge to social order then intermingled with the burgeoning concerns
around risks that the new surveillance society encouraged in the eighteenth
and nineteenth centuries (Berridge and Edwards 1987) and enabled the current
framework of prohibition to come into being. In the contemporary context these
concerns continue but with a maturer view on risk-inflecting policy that seeks to
both expunge and clean (impurities) whilst at the same time actively seek out and
allay risks. Contemporary theories around cultures of fear, with their roots in poststructuralist theory, allow us to introduce sensitivities to individuals, to space and
place and to understand that overly simple and universalising accounts of fear that
writers such as Douglas and Kristeva introduce are confounded by late-modern
society. The point of this chapter however is to argue that there exists a range
  “Reality” in the simplest of senses that the “evidence” upon which such images
were drawn was not reliable nor representative of what was being reported on. For one
example see the depictions of opium dens in Victorian London in Berridge and Edwards
(1987).
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of beliefs around illicit drugs, such as dangerous adulteration, that are almost
universally believed in certain “Western” societies and that these relative “truths”
enable a hybrid view on fear to exist on drugs. A view that combines an older,
more (almost) reductionist approach that suggests greater levels of homogeneity
than is normal—as testified by the key beliefs—and which continues to provide a
framework of understanding, a worldview on drugs, with contemporary products
that allow greater levels of acknowledged complexity, difference and perspective
to co-exist. The worldview however, the pre-modern fear is important to this
discussion for it helps provide the important “resistance” to knowledge and reason
that enables the framework to stand fairly strong. As Fitzgerald and Threadgold
(2004: 408) have suggested in relation to the introduction of certain harm reduction
interventions around injecting drug use:
… there are some issues where rational discussion simply doesn’t work. Where
emotion and affect dominates, there is often little room for rational argument.
We’ve had this experience with prescribed heroin trials in Australia, with
supervised injecting facilities in Victoria and continuing problems with a fear of
NSP. No matter how well you argue and educate, people are still fearful. [My
emphasis]

Hybrid fear and reaction is evident at both the macro and micro levels.
Internationally we have a broadly agreed prohibition policy framework that is
mediated historically and culturally at the national level. The US, UK and Dutch
drug policy for example differs for such reasons. In Russia and other parts of
Eastern Europe, as Sarang and colleagues (2010) have recently shown, the fears
remain very traditional and responses to them, often barbaric and indefensible at
the local level are framed by these more traditional ways of situating risk, impurity
and fear within what remains a more traditional culture. At the micro level—in
particular the community level—individual and local group fears often manifest
themselves in terms of opposition to local policy initiatives (McClure 2009,
Fitzgerald and Threadgold 2004) and as such reveal at one and the same time the
persistence of the key beliefs and how they restrict policy and the difficulties of
moving beyond that framework.
The challenge now upon us is to find ways to empirically understand the nature
of fears around drugs and how they are manifested as restrictive forces and for
policy rationale and intervention at the local and international level to also address
the specificity of fear rather than the content of it which is resistant to the simple
presentation of reason. Fear around immigration and race shifted and changed and,
arguably, lessened when stereotyped images of “lesser beings” (which encouraged
fear of pollution) were confronted, countered and shown to be located in uninformed
prejudice. Until illicit drugs are understood outside of uninformed prejudice and
  This also includes those with western culture such as Australia and New Zealand,
nations with formal worldviews on drugs that mirror those in the west “proper.”
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fear of pollution then Fitzgerald and Threadgold’s (2004: 408) observation quoted
above that “No matter how well you argue and educate, people are still fearful”
will remain the case and the framework for interventions unhelpfully restricted.
It is however the experience of how, for example, the “race” problem has shifted
(and other areas of prejudice) that gives hope that confronting prejudice and fear
as well as informing about risk will resituate the “drugs problem” as well.
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Chapter 2

Blinding Ourselves With Science:
The Chronic Infections of Our Thinking
on Psychoactive Substances
Tom Decorte

Introduction
Humanity started experimenting with psychoactive substances very early in
history, humans having copied it from animals, but ever since the use of substances
has been a kind of cultural constant. Drug use is universal. The urge to change, to
expand or to narrow consciousness can be observed in all human societies, in all
cultures and subcultures, and in any period of history. Drug taking is so common
that it seems to be a basic human activity (Weil and Rosen 1983).
Usually the use of certain drugs is approved and integrated into the life of
a tribe, community or nation. The approval of some drugs for some purposes
usually goes hand in hand with the disapproval of other drugs for other purposes.
Everybody is willing to call certain drugs bad, but there is little agreement from
one culture to the next as to which these are. Furthermore, attitudes about which
drugs are good or bad tend to change over time within a given culture (Weil and
Rosen 1983).
There have always and everywhere been recipes and social rules to make
sure people use substances in a beneficial way, and to protect people from the
unpleasant aspects of being high. However, these social rules and sanctions differ
from one society to another, from one subculture to another, from one substance to
another, from one historical period to another (Gerritsen 1994).
In most societies, the idea that certain substances and self-control are a
contradiction in terms has led to the development of penal laws. From a historical
point of view, this is a fairly recent event. The idea of giving certain substances
an illegal status has led to a myriad of external and formal mechanisms of
control: legal systems and societal institutions. Through all kinds of regulations
and laws, the import, production, distribution and use of certain substances
are controlled. Even the network of treatment agencies and organized drug
prevention can be seen as a formal control system: they form a range of
specialists that very explicitly interfere with or meddle with the way people
consume substances, within a formally structured network of organizations.
From this perspective, not only the illegal networks of drug production and
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distribution are described in terms of an industry, but the whole body of
treatment, prevention, law enforcement agencies and yes, the drug researchers’
community can equally be seen as an industry: hundreds of thousands, maybe
even millions of people earn their living with external and formalized control
over other people’s drug use.
However, the fact that the use of these substances is socially constructed as
a crime (because it is based on penal laws), has serious consequences. The price
we pay is high. I do not need to fill this chapter with detailed, thoughtful analyses
of the costs and consequences of drug prohibition policies because these already
exist in abundance. Many insightful and accessible books on the societal costs
of punitive drug policies have been published over the past decades, including
those by Reinarman and Levine (1997), Bourgois (1995), Bayer and Oppenheimer
(1993), Zimring and Hawkins (1992), Trebach and Zeese (1990), Nadelmann
(1989), Bakalar and Grinspoon (1984), Musto (1973), Lindesmith (1965). In this
contribution, I only want to point out some of the consequences for scientific work
on drugs under repressive drug regimes.
Studying the Worst Case Scenario, Forgetting Hidden Populations
One consequence of trying to conduct scientific inquiry within a punitive,
anti-drug regime is that, talking with people who use illegal substances is very
difficult. People tend to hide their substance use, because they are afraid of
being labelled and sanctioned, being confronted with negative reactions, being
subjected to social stigmatization. This creates a taboo and a gap between
users and non-users, as well as diminishing the chances of detecting patterns
of problematic drug use at an early stage. An essential aspect of research into
the use of illegal substances is that we are looking at a population that is not
visible, not known, and that does not want to be studied. The people we (as
drug scientists) want to study have a negative interest in this research. After
all, they behave in a way that is punishable. When people are already known
by the police or by treatment agencies as a “drug user,” this is probably less
important. But for most users, the fact that an outsider is aware of the hidden
use of substances means a risk of prosecution, a fine, or another punishment.
Some will argue that anonymity is always guaranteed, but anonymity is not a
panacea. I have been doing several studies into cannabis use, cocaine use, and
ecstasy use over the past few years, using snowball sampling techniques and
trying to find drug users that are not known to the police, the law enforcement
system, or the treatment sector, and it often was quite difficult to convince
people to participate in the study: they are famous, or they have a respectable
professional position, they have a family, they work in the drug field themselves;
all of them were scared to be “discovered” as a “drug user” (Decorte and Slock
2005, Decorte, Muys, and Slock 2003, Decorte 2000b). From their perspective,
this is very understandable. In short: the illegal status of substances makes it
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very difficult to create community-based samples, and to study users that are
well integrated in society, because they have too much to lose (Biernacki 1986).
They have no interest in providing information and insights, and no interest in
providing accurate information.
Of course, there is an incredible amount of information available from all
kinds of institutions. Several agencies are involved in tracking drug users, and
prosecuting, judging, punishing or treating users of controlled substances. But the
data from the formal control system are not complete. The problem is not only that
official data are an underestimation of the phenomenon, in terms of prevalence
or volume, but more importantly that the part of drug use we can see is biased,
incomplete and not representative of the total phenomenon (which we don’t
know). Nobody wants to get caught when using substances, and it is plausible to
accept that there is something distinctive about those who do get caught. The data
on these so-called captive populations have important shortcomings. The quality
of the data that are recorded by the institutions themselves is often very bad, from
a scientific point of view. Moreover, they are constructed for operational and
administrative objectives, and not for scientific analysis. They are useful when we
want to learn something about the interaction of these systems and organizations
with the drug users they see, but they are not useful if we want to make statements
about substance use in general.
The Experts’ Tunnel View
Science too has focused disproportionately on these so-called captive samples,
and in doing so, has confined itself to a very biased view on the use of substances.
One reason for this is that, in the context of illegality, the visible populations
of drug users (those detected by the penal system and/or the treatment system)
are also the groups of users that are most easy to reach for research objectives,
and therefore the cheapest to study. However, studies and analyses based on
captive samples show a very biased picture, in terms of patterns of use, profiles
of users, motives for drug use, problems related to the use of drugs (Biernacki
1986).
The predominant focus on all kinds of captive samples, both among field
experts and scientists, is related to another phenomenon. Many drug experts
and people working in the drug field are infected with a kind of tunnel view:
in their daily routine and work they are confronted so often with a certain
group of users, belonging to specific subcultures, or with certain patterns of
behavior, that they have started to believe that all users of substances show the
same characteristics, that they all behave in similar ways. In my professional
network, I have met many judges who believe that drug use always goes hand
in hand with criminal behaviors. I talked with emergency doctors and nurses
and pathologists who associate every drug user with acute intoxications, liver
dysfunctions, coma and potential death. I often bump into treatment experts
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who are totally convinced that the drug dependent patients they see are the
principal and major part of the total population of drug using individuals, and
that the recreational or controlled users I talk about usually are people who are
in a preliminary phase of an inevitable state of dependence or addiction (as they
like to call it).
The Scientific Fear of Being High
In general, the scientific gaze, which is often not completely free of important
societal interests, has especially focused on the risky aspects of being high, and
more specifically on the medical risks of intemperance and excess, on the social
risks of exclusion, or on the psychological risks of escaping reality. This scientific
fear of intoxication has often led to a very biased knowledge production, and
amongst other concepts, to the moral-medical concept of “addiction.” However,
being high is not the same as being addicted. The concept “addiction” is an effort
to describe a certain pattern of use, when people are trying to get high with an
intensity and a frequency that makes them feel dependent. For addicts being high
is not satisfactory anymore, and the substance is primarily used in order to feel
not sick or in the best case normal. However, for most people, being high is just
a pleasurable experience, an experience people want to have regularly, and which
is positive.
Moreover, the scientific repertoire of concepts regarding the use of substances
(which is also filtering through in the media discourse, and the discourse of drug
experts and politicians) is very limited and charged with moral beliefs. Elastic
container concepts such as “addiction,” “nuisance,” “problematic use,” “drugrelated” phenomena, and even the concept of “drugs” itself, are defined with
different criteria depending on who is using them.
Let me clarify this with one example: the concept of problematic use. In
Belgium, my country, new drug laws were passed in 2003 and 2004. One of the
distinctive new elements in these laws was the fact that the possession of a small
quantity (much later it became clear that it meant 3 grams) of cannabis by an
adult would be given the “lowest priority in law enforcement.” It was the Belgian
version of tolerance. However, the law made a few exceptions to this principle,
and stated that even an adult with 3 grams of cannabis or less in possession was
to be prosecuted if he/she showed clear signs of problematic use or if he/she was
causing public nuisance.
Both of these concepts, which also turn up in expert discourses on substance
use, were not defined, and very rapidly these vague concepts led to a non-uniform
societal reaction and different application of legal norms to different groups and
individuals. As a matter of fact, one year after the implementation the government
asked my team to set up a study on the exact definition of the concept of
“problematic use” (Muys and Decorte 2005). We selected experts from the courts,
from the police and from various types of drug treatment, and sat them together in
focus groups, with only one clear mission: find an acceptable operationalization
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of this concept, with clear criteria and without moral connotations, so that every
policeman and policewoman on the street and every expert would be able to make
a fair distinction between non-problematic use of cannabis and problematic use
of cannabis. They never reached a satisfactory operationalization of this concept,
because such an operationalization may be impossible to achieve. Indeed, before
we finished the study, after several complaints by human rights movements about
the discretionary application of the law to different social groups, the Constitutional
Court ruled that the sections of the new laws in which this concept was used, had
to be eliminated.
With this repertoire of concepts, pathologizing theories have been developed,
and still are developed, which support processes of moral disapproval,
marginalization and stigmatization (the same thing happened earlier with
abortion and homosexuality). The semi-scientific discourse of many drug
experts dazzles and blinds the complex social reality. The concepts used are very
powerful: they are used to describe and summarize large groups or a complete
human being in one word: drug user, junkie, dependent, addict, problematic
(Biernacki 1986). In a few words, the expert tries to grasp what it means to use
a substance, instead of trying to understand a whole lifestyle. Clearly there is a
need for a more solid scientific conceptual framework.
Pharmacocentrism
Another subtle bias in the dominant scientific paradigm on substance use is that
it is often very much focused on the substances themselves. Many experts put a
strong emphasis on the pharmacological effects of a substance on users, and this
kind of thinking often degenerates into a kind of “pharmacocentrism” (Morgan
and Zimmer 1997), in which the role of the user (his personality, his system of
beliefs and values, and the function of the substance for him) and the role of
the social setting become underexposed (Morgan and Zimmer 1997, Reinarman,
Murphy, and Waldorf 1994, Zinberg 1984). That users shape and channel the
effects of substances in a rational way, is often forgotten. People often give
several meanings to their experience of substances’ effects.
This strong emphasis on substance-oriented thinking, and therefore on productoriented research, sometimes leads to ridiculous excrescences. In 2006 the Belgian
government was concerned about a rise in cocaine use: the story went that cocaine
was becoming increasingly more and more popular. It seemed a good idea to have
a scientific and reliable answer to the question of how many people in Belgium
were currently using cocaine. The government commissioned and funded a study
inappropriate for answering this legitimate question. Absurdly, the study consisted
in analyzing the presence of benzoylecgonine (which is a decomposition product
which forms in the human body after consumption of cocaine) in the Belgian
rivers and waste water system. This led to the “mindblowing” conclusions that
cocaine use in Belgium showed peaks during the weekends, that it was highly
probable that there were more cocaine users in urban and metropolitan areas than
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in rural areas, and that in an average weekend, a city like Antwerp probably had
around 3,000 cocaine users (Van Nuys et al. 2008)!
This and other examples illustrate how pharmacocentrism does not lead to
answers to questions such as “Why do people use cocaine? Why do they like it?
Why does it become more popular in these times (and less popular in other times)?”
And it leads to deterministic models of explanation. One of the most recent trends
in scientific studies into substance use is brain research, by neurologists and neuropharmacologists. It fits well in the general trend in our society to identify problems
people have in adapting to society as “diseases” and to track down chemicals
which will adapt their brains. Similar to this is the fascination of some for “genetic
predestination” of addicts or for dependence as a chronic brain disease with genetic
components, which can (or will be in the future) be treated with other drugs and
cognitive therapies.
We need to be careful with this kind of rhetoric. Human beings are more
complex, more subtle, richer and more incomprehensible than the molecules in
our brains. One can observe that the long-term use of a substance has had an
impact on someone’s brain, but that doesn’t mean one knows what is going on in
that man’s or woman’s mind. We cannot reduce everything that bears meaning in
life (including substances to a user), and the possible problems of the mind or soul,
to processes in the human brain. Amongst others, Cohen (2009) has presented
a detailed analysis of the approaches, hypotheses (assumptions!), and (brain
imaging) techniques applied by neuro-scientists. He convincingly argues these
approaches tend to be tautological, in the sense that they take cultural notions of
addiction (uncontrollable urges, relapse, pursuing drug use in spite of negative
consequences) as self-evident and “translate” them into the language of neurology.
Neurological views on addiction, Cohen argues, are not the result of research
intended to question the conventional ideas, they precede neurological research
that focuses on confirmation of traditional ideas on “addiction” (see also Frenk
and Dar 2000).
The faulty assumption on which such studies are based is that a drug’s
pharmacology holds the key to understanding the patterns of its use and the behavior
of its users. I am not suggesting that a drug’s pharmacology is unimportant. After
all, how a drug makes people feel is a product of how it works in the human
organism. However, a description of a drug’s pharmacology and neurobiology
cannot explain why only some people use a particular drug, why only some of
them become regular users, or why fewer become “dependent” on it. As Morgan
and Zimmer (1997: 135) argued:
… To explain how a drug works in the brain reveals no more about why and
how people use it than explaining how a specific food is processed by the body
reveals why and how people eat it. Like food consumption, drug consumption
must be understood, primarily, as a social-psychological phenomenon.
[Emphasis in original]
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Morgan and Zimmer (1997) rightfully make the same argument for nonpsychoactive drugs. For example, pharmacology can describe how aspirin works
to reduce pain, but it cannot explain why some people choose to endure pain and
avoid its use; why some people take aspirin at the first sight of pain, while others
wait for pain to escalate; or why others take aspirin when they are not experiencing
pain at all. In short, a drug’s pharmacology reveals little about the drug’s popularity
or the social consequences of its use.
There is a need for more sociological, anthropological, and even economic
research, because the social, political and cultural factors that contribute to an
increase or a decrease of the popularity of various substances deserve much
more scientific attention. There is a need for more studies on hidden populations,
outside treatment (and not only of the worst case scenarios), and for more
conversations with drug users themselves, who are observed and listened to from
their perspective, and in circumstances in which they do not get the feeling their
behavior can be sanctioned, or morally judged, or corrected “for their own good.”
Then, and maybe only then, we can begin to understand what really goes on in
their mind, and if they are faced with problems, and what kind of problems they
struggle with.
Unfortunately, governments, commissioners and funders of scientific research
are rarely interested in this kind of research. For example, studies on controlled
use of illegal substances are not really popular. It seems as if many people have
the idea that merely talking about controlled use is actually pushing people to
substance use. It is as if talking about controlled or normal or recreational use and
trying to gain insight into it, is the same as Pandora’s box: lots of weird things will
happen, and people will use more frequently.
Controlled Use: Counter Examples
There is an extensive array of scientific studies on controlled use of illegal substances
which challenges the widely held belief that drug use inexorably leads towards
loss of control (Erickson and Weber 1994, Grund 1993, Waldorf, Reinarman, and
Murphy 1991, Cohen 1989, Zinberg 1984, Blackwell 1983, Becker 1963). They
show that even when addiction occurred it was more reversible than popularly
believed. Furthermore these studies illustrate the strategies and motives of people
who were able to quit using illicit drugs in a relatively spontaneous way. They reveal
the fallacy of maintaining adherence to a single theory or treatment perspective,
such as pharmacocentrism or other deterministic paradigms. Addiction does not
reside in drugs, it resides in human experience.
The Case of Cocaine’s Controlled Use
In 1996–1997 we recruited a sample of 111 experienced cocaine and crack users
with a snowball sampling technique and through participant observation in the
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Antwerp nightlife (Decorte 2000ab). The study started from the assumption that
in order to understand how and why some users lose control over the drug or drugs
they are using, it was necessary to find out how and why many others succeed in
achieving and maintaining control over their use. This required considering not
only the pharmacology of the drug and the personality of the user (set), but also
the physical and social setting in which drug use occurs. Zinberg (1984) argues that
the control of drugs is to a large extent established by (sub)culturally based social
controls (rituals and rules), which pattern the way a drug is used. Grund (1993)
introduces two distinct (clusters of) factors that, in addition to the concept of rituals
and rules, are thought to be essential determinants in the self-regulation processes
that control drug use: sufficient drug availability and a stable life structure. Thus
controlled users have a multiplicity of meaningful roles that give them a positive
identity and a stake in conventional daily life. Both these factors anchor them against
drifting towards a drug-centred life (Waldorf, Reinarman, and Murphy 1991).
The empirical data from our first cocaine study lend strong support to the
theory that rituals and rules are key determinants of self-regulative processes in
drug use (Decorte 2000b, 2001b). Many respondents were found to recognize
rules relating to the setting and situations of cocaine use, including the activities
that should take priority, the persons (not) to use with, the maximum number of
times one should use cocaine in a given period of time, the relationships with nonusers, the frequency of use, the appropriate feelings when using, the suitable and
unsuitable combinations of cocaine with other drugs, the routes of ingestion, the
appropriate dose, how to avoid police attention, where and how to buy cocaine,
how to manage the financial consequences of cocaine use, how to test the quality
of cocaine, and so on (Decorte 1999, 2001b, 2002).
In 2002–2003, six years later, we initiated a follow-up study which intended
to re-interview the former 111 respondents on their (changing) patterns of cocaine
use (Decorte and Slock 2005). We managed to re-interview 77 respondents
by means of a semi-structured questionnaire which was based on the original
questionnaire.
Analysis of the individual pathways of level of use of our follow-up
respondents showed that the majority of respondents had (slowly) decreased
their cocaine use to a low level, some had managed to entirely quit using cocaine;
others increased their cocaine use to medium or high levels. This illustrates the
argument made earlier that a worst-case scenario is thus neither inexorable nor
inevitable.
Although we observed transitions between the main routes of ingestion in
different periods in our respondents’ cocaine careers, and more specifically
 Thirty-four respondents from the original sample were not re-interviewed, for
various reasons, but comparison of the follow-up and the non-follow-up sample with
multivariate analysis and logistic regression techniques provided sufficient evidence that
the 77 follow-up respondents were a satisfactory representation of the total sample of the
original study.
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Individual Pathways of Level of Use Over Five Different Periods

transition to more “serious” modes of ingestion such as injecting and freebasing
during periods of heavy use, users seem to be able to shift again to more moderate
routes of ingestion such as snorting, eating and smoking. Users tended to
develop a more differentiated opinion on routes of ingestion as they gained more
experience.
Similarly, the users we interviewed all have been using other drugs frequently,
although most drug experiments seem to have taken place at the early stages in
their drug career. At the time of the follow-up interview they were still regular
users of alcohol, tobacco and cannabis.
In the original study it was argued that respondents had accepted the low purity
of street cocaine as unavoidable and had incorporated this in a complex belief
system that gave rise to a range of rules of behavior (Decorte 2000b). Many of them
had devised methods to test its quality: tasting (waiting for the “freeze”), visual
and tactile examination, cleaning with ammonia, the water glass test, adding a test
solution (Decorte 2002). By doing so, they turned an uncontrollable situation into
a (subjectively) more controllable one. In the follow-up study (Decorte and Slock
2005), a significant proportion of follow-up respondents stated that they trusted
their dealer and that this trust was the strongest guarantee for good quality. Other
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quality tests reported by respondents were of questionable reliability. It appeared
as if these informal control mechanisms, passed on from one user to the other, had
failed to meet their purpose, more than likely because they were not founded on
realistic and correct information (Decorte 2001a).
As in the original study in 1997, most users had at some point reduced their
cocaine use or temporarily stopped using cocaine, and only a small proportion of
our follow-up respondents had experienced problems in doing so. The problems
mentioned included a mental and a physical craving for cocaine. Techniques for
quitting or reducing are often related to avoidance strategies: avoiding friends
who take cocaine or avoiding places where cocaine is used. The vast majority of
respondents expressed the belief they would be using cocaine in the future. Most
respondents stated that they saw no harm in occasionally using cocaine. They
liked cocaine and they would not hesitate to use it when it was offered to them.
Most users have lived through episodes of craving (or even obsession) for
cocaine during their cocaine career, and these experiences seem often linked
with the availability of cocaine or the presence of other users, rather than with
levels of use.
Rules and rituals helped our users confine their cocaine use to specific times,
places, occasions, amounts, and so on. On the issue of rules and rituals for
controlling use there were few differences between the original and the follow-up
study. Any differences that we found were related to the respondents’ changing
living situations. Indeed, rules change as living situations change. Our respondents
were not willing to let their cocaine use interfere with the more important things in
their lives. This was fully reflected in the rules they reported.
The existence of an informal control mechanism does not necessary imply
that it is, at any time, also an effective one. This was shown by the fact that our
respondents also reported some factors that interfered with their abiding by their
own informal rules and rituals (when cocaine is around or offered for free, when
they feel depressed or emotionally unstable, when other users are present, when
they have no responsibilities, when they are drunk).
Our empirical data on the Antwerp respondents (1997–2003) confirm the results
from an extensive array of scientific studies about varying drug use patterns. Drug
use may escalate in some cases, but in practice a wide range of patterns of use
may occur. Both our own data and those of other studies (Erickson et al. 1994,
Bieleman et al. 1993, Cohen and Sas 1993, Waldorf, Reinarman, and Murphy
1991, Cohen 1989) indicate that most drug use careers are marked by constant
variation in amounts and frequencies of use, and that most users experience their
drug career as a dynamic, often irregular pattern, subject to many changes caused
by a variety of drug, set and setting factors.
Continuously changing patterns of drug use imply the changing nature of
the users’ perceptions of their use and control over the drug (Decorte 2001b).
A strict division of drug users into “controlled” and “uncontrolled” users is an
oversimplification. Control over use is the product of particular situations, contexts,
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events, time periods, and transitions in the user’s career. Our data (as well as those
of other researchers) indicate that control over drug use is best described as an
ongoing process, rather than as a matter of all or nothing.
The results of the original study suggest that Becker’s (1963) description of the
social learning process in three stages (learning the technique, learning to perceive
the effects, and learning to enjoy the effects) may be expanded. The process of
“becoming a cocaine user” does not end when the user has mastered the proper
techniques (snorting, freebasing, or injecting) and learned to enjoy the effects of
the drug. The analysis of subjective indicators of “controlled” and “uncontrolled”
use, of counterexamples, of perceived changes in cocaine use patterns, and of the
informal rules developed through the years, shows that the drug user continuously
learns from his/her own experience as well as from that of others and that the
process of “becoming a controlled cocaine use” nears completion as knowledge
about the product extends.
Our respondents’ drug histories reveal a complex interrelationship between
personality factors and social factors that determine the extent and the quality
of drug use. They illustrate how hard it is to decide at what point an individual’s
drug use crosses the line between use and abuse, and whether the change in either
direction is going to be permanent. Our subjects’ drug use would at times not have
been a problem if it had not been for the prevailing drug policy. Both the original
study and the follow-up study strongly support the belief that self-regulation is a
consequence as much of the incentives and restraints that operate in the individual’s
social environment as of any struggle within the individual to decide for or against
adopting a particular behavior (Saunders and Alsop 1992).
Interactions Between Formal and Informal Control
Undoubtedly, one of the weightiest external stimuli that affect informal selfregulation is the social definition of drugs and their users that is embodied in
official drug policies. Indeed, the current drug policy, with its mainly repressive
characteristics, fails to reinforce safe use and to a large extent even obstructs
the development and communication of safety standards. Formal norms may
have some influence on whether people start using illicit drugs, but they do not
have a regulating effect on their actually taking drugs, as they provide neither
instructions nor rules for safe or controlled use. Consequently, as part of the
practice of social drug use, norms of controlled use are developed by users
themselves through interaction and diffusion processes in, and between, social
groups. Whether or not a user perceives the drug he/she takes as a controllable
substance depends also on the intensity and the nature of the processes of social
learning. Formal rules regarding illicit drug use not only fail to reinforce safe
use, but their active enforcement largely inhibits the development and the intergenerational communication of safe standards. Quite a few other authors have
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pointed out that, instead of working together to minimize problems, formal
(repressive) controls and informal controls often work against each other.
Weakening of Informal Social Controls
Under existing circumstances there are limits to how far informal social controls
can go to prevent abuse and addiction. Neither the principle that people should
limit their use nor the practices by which some have learned to do so have had a
long gestation period in our society. When a drug is criminalized, its use tends to
be marginalized or pushed out of conventional society into deviant subcultures. In
such circles few drug users place a premium on moderation; on the contrary, many
look for ways to get more bang for their buck (Decorte 2001a). Communication
about ill effects and other risks tends to remain subterranean and therefore difficult
to have any effect. By creating the preconditions for deviant subcultures of illicit
drug use, our society has minimized the normative influences of family, friends,
and moderate users. Under such conditions, users can only slowly pass along
knowledge of the drug’s dangers and the ways to avoid or minimize them (Waldorf,
Reinarman, and Murphy 1991: 154–5).
Zinberg argues that, unlike those of licit drugs, the informal social control
mechanisms of illicit drugs have not evolved rapidly enough to keep pace with
their growing popularity and social use. The social rituals and sanctions that have
developed for alcohol use are not as fully developed for users of illicit drugs, such
as cocaine, MDMA (“ecstasy”), heroin. The capacity to regulate, for example,
cocaine use, has not been transmitted from one generation to the next, nor are
social rituals and sanctions built into the users’ social matrix. The usual social
prescriptions and protections against addiction are thus less developed with illicit
drugs (Zinberg 1984: 80). This suggests that there is a higher potential for abusive
use of illicit substances. As social control mechanisms for illicit drugs become
more mature, we can expect abuse and the associated adverse consequences to
diminish (Shaffer and Jones 1989).
Ideally, a society could formulate and teach the principles and practices users
have developed to avoid problems and maintain control, for we believe that these
possess huge untapped potential for harm reduction. However, such controlled
use norms and other informal social controls remain powerless; they have not
been allowed to become part of public discourse and culture (Biernacki 1986).
Cocaine has been criminalized and scapegoated (Reinarman and Levine 1997).
When use must be surreptitious, regulatory mechanisms are less likely to develop
and be disseminated. For bad as well as for good reasons, parents, schools, media,
and government suppress information about the possibilities and procedures
for controlled use. Thus, what one generation of drug users learns is difficult to
transmit to the next. When social learning is impeded, the tragedies are bound to
be repeated (Waldorf , Reinarman, and Murphy 1991: 276–7).
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Bias of Public Information
The public learns about the disastrous results of the use of illicit drugs from widely
disseminated media reports, principally on television. These presentations give the
overriding impression that such disastrous effects are the normal response to illicit
drug use (Zinberg 1984: 15–18). Those who have had personal experience with
drug use are not convinced by the media accounts and are forced into a sharply
opposing position. Official warnings are perceived as the suspect propaganda
of drug warriors and conservative moral crusaders rather than as potentially
helpful public health information (Waldorf, Reinarman, and Murphy 1991: 154–
5). Neither of these responses allow room either for reasonable social learning
about the range of responses to the drug and how best to cope with them, or for
the development of social sanctions and rituals that might prevent many of the
dysfunctional reactions.
Those who either withhold or distort information in order to support the current
social policy, run the risk that potential users will detect this falsification and tend
to disbelieve all other reports of the potential harmfulness of use. Conversely,
those presenting the information that not all drug use is misuse, thus contravening
formal social policy, run the equally grave risk of being interpreted and publicized
as condoning use.
Labeling of Drug Users
Prohibition interferes with the natural processes underlying self-regulation.
It generates and reinforces the stereotypical negative image (junkie, criminal,
violent) and related behaviors (Grund 1993: 253). Thus, deviancy amplification
is another hazard of the present policy. The impact on individual personality
structure of being declared deviant—“sick” and in need of treatment, or “bad”
and deserving punishment—may create a self-fulfilling prophecy (Cohen
1984). Some users may come to accept an identity which includes an antisocial
component not originally present. Others may incorporate the mainstream
culture’s view of them as weak and dependent, and come to feel they cannot
cope without the drug, institutional care or some other support (Biernacki 1986,
Zinberg and Harding 1982: 30–31).
Ostracizing heavy illicit drug users into asocial situations will change their
ways of relating to the social world around them. One of the consequences of
ostracism is that many users are no longer seen as persons towards whom normal
behavior is required. In their turn heavy users will find that if they behave normally
it has little effect on the way they are treated. Their behavior is met with enormous
distrust (Biernacki 1986). Abiding or not abiding by basic social rules will make
little difference on their image as outcasts. So why stick to the rules? On the other
hand, living the life of an outcast and pariah is extremely difficult and many are
in danger of collapsing psychologically in the process. Very special kinds of
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adaptation are required that will in turn enhance or at least confirm the outsiders’
view of the “crazy junky” (Cohen 1991: 59–64).
Learning Helplessness
Waldorf and colleagues (1991: 277) affirm that one important reason control was
possible for so many of their respondents is that they believed it was possible—
that is, that cocaine was not necessarily addictive, that it could and should be
used in a controlled fashion. They had at least the beginnings of a vocabulary of
controlled drug use with which to conceive and articulate normative expectations
of controlled use (Decorte 2001b).
Substances are never bad or dangerous in the sense that they can invalidate
individual decision-making. That many people think they can is one of the tragic
social constructions behind our suffering a “drug problem.” The keystone to the
addiction debate is the omnipresent idea that drugs generate dependence (George
1993: 32–5). The classical “addiction-as-disease” model implies the necessity
of denying the existence of personality and environmental characteristics that
exert sustained control over the use of drugs (Moore 1993). This paradigm may
stimulate the user’s dependence on external control mechanisms. The individual
is thus offered a possibility to avoid any responsibility and is supported in the
idea that drug use cannot be controlled and thus should be banned or discouraged
through punishment and/or treatment.
Blaming the (pharmacological properties of the) drug for any criminal or
problematic behavior of drug users and/or addicts gives them the opportunity to
neutralize social disapproval by others:
In so far as the delinquent can define himself as lacking responsibility for
his deviant actions, the disapproval of self or others is sharply reduced in
effectiveness as a restraining influence … By learning to view himself as more
acted upon than acting, the delinquent prepares the way for deviance from the
dominant normative system without the necessity of a frontal assault on the
norms themselves. (Sykes and Matza 1957: 667)

As such, the concept of addiction as a disease can lead to a state of “learned
helplessness”: the supposedly absolute pharmacological dependence is replaced
by a therapeutical dependence, while the drug using individual is hindered in his/
her attempt to take on an active and constructive role in his/her health-related
behavior (Davies 1992: 160–61). The same paradigm leaves husbands, wives,
sons, daughters and other relatives of drug users in a similarly hopeless position:
there is nothing they can do to prevent their loved ones taking drugs excessively in
the first place. The sooner they realize the matter is “out of their hands” the better
it appears for all concerned.
Davies points out that the idea of addiction-as-disease is alive and well amongst
many drug and alcohol abusers and their families, and in many treatment agencies,
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because it is highly functional (Davies 1992). By redefining types of behavior
that might otherwise be viewed in a negative light, the function of the addiction
concept is to help people explain their own behavior and to give it a meaning for
themselves and for those who judge them (treatment specialists, judges, and so
on). This “pathologization” helps to ensure that something that is defined as “bad”
is not also seen as done “on purpose” (a non-volitional act), and to brush aside
judgments of “guilt” and “responsibility.” This recasts the doer of the “bad” thing
into the role of helpless victim.
The widespread “externalization” of control over drug use may have the effect
of disempowering drug users, themselves members of the society which has
adopted the “helpless victim” myth, and, by expecting loss of control over drug
use, perpetuates the self-fulfilling prophecy of addiction (George 1993):
The more we treat drug problems as if they were the domain of inadequate,
sick or helpless people, the more people will present themselves within that
framework, and the more we will produce and encounter drug users who fit that
description. (Davies 1992: 23)

Amplifying Deviancy
The more a deviant group (i.e., deviant from the dominant behavior, norms
and values) is set apart and put under pressure, the more it will profile itself
as a deviant group. The more stereotypical deviant behavior, norms and values
will then become emphasized and reinforced, resulting in a highly separated,
intra-dependent, mono-focused subculture, whose members are very distrustful
towards the mainstream culture (Grund 1993: 26). Those who break a rule often
find allies. The individual moves into a subculture of users where he learns to
carry on his deviant activity with a minimum of trouble. Others have faced
all the problems he faces in evading enforcement of the rule he is breaking.
Solutions have been worked out (Becker 1963: 39). Informal controls help
him to minimize or avoid the negative effects of his rule-breaking behavior
(the use of an illicit drug) (Decorte 2002, 2003). This also consists in learning
to control the drug’s effects while in the company of non-users, so that these
can be fooled and the secret successfully kept (Becker 1963: 70, Decorte
2000b). This phenomenon hinders an open discussion between drug users and
non-users, thus impeding the dissemination of controlling rituals and social
sanctions about drug use in general, stimulating the alienation of drug users,
and amplifying deviancy.
As far as illicit drugs are concerned, the most obvious conflict is between the
law prohibiting use and the social group’s approval of use. Generally, those who
seek out new drugs have strong motives for doing so: they are often perceived as
social misfits or psychologically disturbed. Fearing society’s disapproval, as well
as its legal sanction, new drug users typically experience high levels of anxiety
(Zinberg 1984: 84–90, 111–12). Such anxiety interferes with control. In order to
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deal with this conflict the user may display more bravado, exhibitionism, paranoia
or antisocial feelings than would have been the case if he used licit drugs. It is
this kind of personal and social conflict that makes controlled use of illicit drugs
more complex and more difficult to achieve than the controlled use of licit drugs
(Zinberg 1984: 7). This anxiety is also elevated because new users have little
knowledge of the drug’s possible effects. But as deviant drug use patterns become
more prevalent and popular, knowledge about the drug and its effects increase.
Misconceptions are only slowly corrected, while new ones may develop (Shaffer
and Jones 1989: 163–73).
Faced with extensive and repressive laws, breaking the rule may result in
extremely problematic behavior (Gerritsen 1994: 234, Grund 1993: 253). The
conscious decision to use illicit drugs, and thus to break the formal prohibition,
may lead to involuntary infractions of other social rules:
Though the effects of opiate drugs may not impair one’s working ability, to be
known as an addict will probably lead to losing one’s job. In such cases, the
individual finds it difficult to conform to other rules which he had no intention
or desire to break, and perforce finds himself deviant in these areas as well.
(Becker 1963: 34)

Again, the result may be self-identification as a drug user, decreasing community
positive behavior, junky (or scarcity) behavior, and high levels of drug-related
crime and violence (Decorte 2008).
Epilogue
The natural processes of social learning inevitably go on for better or for worse.
The problem is that many aspects of the social learning process concerning
the use of illicit substances are developed in illicit drug scenes, during a long
process of casual information exchanges in informal networks and subcultures—
generally not based on objective information, but on users’ personal experiences.
Therefore, many spontaneous processes of control contain rational and nonrational elements. Myths among users are an important ingredient of the observed
strategies to control, which indicates that the knowledge about certain drugs
and the best ways to use them in a safe way is still underdeveloped in certain
subcultures. By creating the preconditions for deviant subcultures, our society
has minimized the effectiveness of informal normative influences. Prohibition
interferes with natural harm reduction strategies and processes underlying selfregulation (Decorte 2001a, 2002, 2003). Under such conditions, users can only
slowly pass along knowledge of the drug’s dangers and the ways to avoid or
minimize them.
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Chapter 3

Epidemiology as a Model:
Processing Data through a Black Box?
Patrick Peretti-Watel

Introduction
It suffices these days to flick through any biomedical journal to realize what a
decisive contribution epidemiology has made to the production of scientific
knowledge in the field of public health. This is especially true in the context of
drug use: whenever it is proposed to describe the rates of consumption of any
psychoactive substance in a given population or to analyse the various factors
involved, epidemiological statistical tools are used. In fact, simply believing, as
many people do, that before anything can be known about drug use it is necessary
first to determine the prevalence of the practices involved and then to determine the
underlying factors amounts to adopting an epidemiological approach. Apart from
the scientific aspects, however, public debate on drugs is consistently informed by
epidemiological data, to such an extent that discussions tend to focus more on the
data than on their interpretation, and even prevention campaigns are riddled these
days with facts and figures.
However, epidemiology is not just a scientific discipline which has emerged
as a legitimate mode of production of scientific knowledge about drugs and their
uses. It is much more than that, because epidemiology involves a specific way
of looking at the world and a specific picture of causality: it is also associated
with a coherent set of concepts and research tools which have come to be widely
recognized in scientific circles and influence the choice of problems addressed, the
way these problems are formulated, the methods of investigation used, and the type
of solutions it is expected to find. Epidemiology therefore constitutes a scientific
paradigm (Kuhn 1963, 1983), which means that it is based on an occupational
culture whereby the activities of a scientific community are regulated. This
culture has gained such a firm hold that the members of this community hardly
ever challenge its premises: they not only work with this paradigm, but they are
inhabited by it.
In her detailed analysis of the reasons for the success of the epidemiological
paradigm, Janet K. Shim (2002) stressed that this paradigm, and especially the
multi-factor causal model on which it is based, has become a kind of “black
box” in line with Bruno Latour’s use of the term (1995). After being a matter of
controversy for many years, this model has stabilized and become routinely used,
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and in many fields such as the human and social sciences and the biomedical field,
it no longer undergoes much criticism these days. Many scientific battles are being
waged between scientists who are actually all using the same black box (in this
case, statistical methods of risk factor calculation), so that the winner in the long
run is the toolbox.
It should be noted that the success of the epidemiological paradigm goes far
beyond the scientific field, since it features in the discourse of journalists and
politicians. To explain this popularity, Shim used the term boundary object coined
by Star and Griesemer. An object of this kind is defined as a representation of
nature which is sufficiently flexible to adapt to the specific needs and constraints
of each of its users and robust enough to preserve its identity despite the many uses
to which it is put (Star and Griesemer 1989: 393). To determine the relationship
between a gene and a type of cancer, between religious and voting practices,
between depressive symptoms and the use of cannabis, or between ethnic origins
and educational achievement, biologists, political scientists, psychologists and
sociologists all use the same statistical tools. They have therefore all adopted the
same paradigm, according to which cancer, voting practices, the use of cannabis
and educational achievement are all assumed to be the random result of a multiple
set of risk factors, the effects of which can be calculated ceteris paribus. The
black box which constitutes the epidemiological paradigm is therefore sufficiently
flexible to lend itself to many different fields of research and sufficiently robust to
be recognizable in all these different contexts.
Here it is proposed to examine the most salient features of the scientific culture
on which the epidemiological paradigm is based, focusing in particular on the
general cultural impact of this object on modern society, and to determine what type
of intellectual understanding (or misunderstanding) this paradigm has promoted
when it has been applied to studying drug use. In other words, I use a general
critique of the epidemiological paradigm to show how it has been misinterpreted
or misused drawing conclusions about substance use and abuse. The following
four features of the epidemiological approach will therefore be discussed below:
the use of a multi-factor statistical approach to causality, focusing on individuals,
opting for prediction to the detriment of understanding, and the medicalization of
the phenomena investigated.
Knowledge Gets Entangled in the Web of Causation
Expressing the World in Terms of a Causal Risk Network
The advent of the epidemiological paradigm was intimately connected with the
concept of risk which emerged in the fourteenth century in the field of merchant
shipping insurance: the Italian term risco (from the Latin resecum: that which
cuts) was used first to denote the pitfalls liable to be encountered by ships. The
notion of risk was therefore associated from the start with the idea of forging
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ahead while anticipating the forthcoming adverse events. These included only
some kinds of events, however: accidental risks were covered but not those
due to faulty conduct. Risks were therefore correlated with the new idea of evil
conveyed by the liberal philosophers, according to whom evil does not result from
human or supernatural malevolence, but from impersonal, non-intentional, that is,
accidental circumstances (Ewald 1996). This accidental form of evil, “devoid of
all substance and all being,” was “an atomistic, individual, multiple, discrete and
widely dispersed form” (Ewald 1996: 53, translated here from the French). This
picture can be said to foreshadow the idea of multi-factor causality: effects are
randomly elicited by many widely dispersed risk factors, none of which is either
necessary or capable of operating on its own.
In addition, risks do not belong to any hard and fast category: anything can
turn into a risk, and our modern societies are characterized by this process of
expressing the world in terms of risks. Expressing an event in terms of risks
amounts to deciding to protect oneself from the possible occurrence of this event
by taking out an insurance policy or adopting preventive measures: the possible
forthcoming event is regarded as an accident or a contingency which can be
dealt with by making probabilistic calculations and collecting standardised data.
In the field of epidemiology, this multi-factor statistical view of causal links has
been expressed in the form of a metaphor which reflects the mingling of causes:
the web of causation (Last 2001, Susser 2001). This approach was not readily
accepted at the start. As far back as the 1920s, it was established, for example,
that smoking increases the risk of lung cancer, but this finding did not convince
either the scientific community or the healthcare authorities because it did not
explain how the smoke inhaled affects the lungs or why some smokers do not get
cancer, whereas some non-smokers do. It was only in the 1960s that the validity
of epidemiologists’ conclusions about smoking and their probabilistic approach to
causality began to stand out (Brandt 1990).
From Confounding Factors to Confusion between Factors
In this multi-factor model, studying drug use means identifying a large number
of statistically correlated risk factors. In addition, the larger the number of factors
involved, the more attention should be paid to the possible existence of confounding
factors: some factors are statistically correlated, which means that the apparent
effect of a given factor on drug use may actually be mediated by another factor
and disappear as soon as this other factor is taken into account. In this case, the
first factor becomes a potentially confounding factor which needs to be checked
by performing analyses of variance to measure the effects of each factor ceteris
paribus. This leads to conclusions of the following kind: in the 18–25 age group,
after checking the effects of age, gender, marital status and residential area, being
unemployed was found to be associated with a three-fold higher relative lifetime
risk of having taken heroin at least once (Beck, Legleye, and Spilka 2008).
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However, the knowledge produced using statistical multi-factor causal models
should be handled with care. The many risk factors introduced into these statistical
analyses are often very heterogeneous and any attempt to list them may look rather
like a nonsense rhyme. Regarding the use of cannabis, for example, the following
risk factors were all studied concomitantly: age, gender, educational level, level
of impulsiveness, lack of religious faith, early alcohol consumption, a perturbed
neighborhood environment, low self-esteem, a poor school record, availability of
drugs, family conflicts, financial difficulties, hormonal and neurophysiological
factors, and so on (Clayton 1992). Some highly disparate risk factors relating
to quite different levels of reality are pooled together here although the ways
in which they affect the use of cannabis certainly differ considerably. Checking
for confounding factors has therefore led to some confusion between the factors
involved.
The Limitations of the “Ceteris Paribus” Assumption
Going back to the metaphoric web of causation, checking for confounding factors
amounts to attempting to unwind the skein of causes in order to isolate and measure
each strand. It is worth noting, however, that this analysis bears on risk factors
and not on individuals: it involves decomposing individuals into factors and then
recomposing abstract individuals who are merely artefacts and combinations
of separately studied factors. As Robert Castel has said about epidemiological
studies, “these studies focus, at least in the first stage, not so much on individuals
as on factors and statistical correlations. They therefore “deconstruct the concrete
subject under investigation in order to recompose it using a set of heterogeneous
components” (Castel 1981: 146, translated here from the French).
Kaufman and Cooper (1999) have suggested that statistical models which
lend themselves to analyses of this kind correspond exactly to the case where
an extraneous expository factor is introduced to be able to differentiate between
two initially identical entities (such as two drosophila flies of the same strain
placed in neighboring test-tubes, one of which contains an insecticide), but that
these models become rather shaky if they are used to determine the effects of a
fundamental characteristic inherent to the individual under investigation. Can the
effect of being an African American on the risk of illicit drug consumption really
be measured once the effects of educational level, occupation and residential area
have been checked, for example, since belonging to a minority group warps the
very structure of educational, occupational and residential opportunity, and hence
an individual’s whole personal history?
The limitations of the ceteris paribus assumption can also be illustrated by
looking at cases where drug abuse is placed on the other side of the equation, that
is, alongside the risk factors. Many authors have studied the impact of illicit drug
use on HIV positive patients’ adherence to antiretroviral treatment, using variance
analysis methods to assess the effects of various illicit substances separately. The
results obtained in studies on this kind are often contradictory and unexpected:
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in some studies, addiction to cigarettes, cannabis and alcohol have been found
to decrease adherence to treatment, whereas heroin and cocaine do not have this
effect, or even tend to improve adherence. Since these discrepancies are due to
interactions between these various types of addiction, there is no point in attempting
to measure their effects ceteris paribus: it is necessary, on the contrary, to study
multiple drug consumption patterns in order to obtain relevant, useful information
about the effects of drugs on adherence to treatment (Peretti-Watel et al. 2006).
Focusing on Individuals
The Risk Culture and Risk Factor Epidemiology
In multifactor statistical causal models, the individual on whom the whole causal
web centres is the privileged subject analysed. Present-day epidemiology is still
largely a risk factor epidemiology, and some epidemiologists have in fact expressed
concern about the process of “privatization” or “individualization” of risks that
has been going on (Rockhill 2001, Pearce 1996), especially as this approach fails
to take the environmental factors in the widest sense into account (Krieger 2000,
Shy 1997).
This individualization characteristic of risk factor epidemiology links up with
the moral and ideological aspects of risk because risk management transforms
individuals into players taking their own existence in hand and attempting to
predict and master the future. The development of the concept of risk was therefore
concomitant with a certain idea of Man and society, where the accent came to be
placed on the autonomy and the responsibility of each individual. This is what
Giddens has called the risk culture, which he defined as “a fundamental cultural
aspect of modernity, in which awareness of risk forms a medium for colonising
the future” (Giddens 1991: 244): the society in which we live is no longer looking
back at the past but forward towards the future: people are exhorted to take charge
of their own lives, to keep projecting themselves into the future, watching out for
forthcoming risks and opportunities with the help of experts’ know-how. This is
particularly true in the field of personal health: we are expected to be independent
decision-makers capable of managing our own health capital and taking present
decisions to ensure our future well-being, in line with the advice of preventive
specialists, who in turn rely on mainly statistical arguments (Skolbekken 1995).
This is what happened, for example, when the World Health Organization (WHO)
explained to young smokers that heavy smokers aged 25 have a future life
expectancy of 40 years versus 48 years in the case of non-smokers. A 25-year-old
smoker is therefore expected to give up smoking on the strength of a statistical
argument based on epidemiological studies, which involves picturing himself 40
years hence.
This emphasis on individual risk factors is also due to the fact that epidemiology
goes hand in hand with preventive medicine, which has produced information
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and incitements targeting precisely these factors. This approach to prevention is
obviously that adopted in personal health risk assessment (HRA) practices. In
these preventive medical assessments, physicians question their patients about
their weight, height, age, medical antecedents and habits (their diet, alcohol
consumption, smoking habits, and so on), and feed this information into a statistical
model, the parameters of which are based on epidemiological data, to obtain the
patients’ life expectancy or the probability that they will contract such and such a
disease in the near or long-term future (Schoenbach, Wagner, and Beerey 1987).
These practices correspond to an idea of prevention where individuals play a
central role: health promotion is the art and science of helping people change their
lifestyle to achieve an optimum state of health (O’Donnell 1986).
From Tautology to Stigma
Focusing on individuals has led to concentrating on the biological, behavioral
and lifestyle factors involved (Shim 2002, Krieger 1994). However, this can
result in a vicious circle. For example, many authors have attempted to explain
risk behavior in general and drug abuse in particular in terms of a personality
trait such as sensation seeking, which can be measured on a psychometric scale
and introduced as a risk factor into statistical models (Zuckerman and Kuhlman
2000, Adlaf and Smart 1983). But this scale includes items relating to alcohol
consumption, festive habits, and taste for novelty: it is therefore hardly surprising
that the sensation seeking measured on this scale turned out to be a predictor of
drug abuse! Likewise, in other studies, attitudes opposing drug use (Clayton 1992)
and the wish to refrain from taking drugs in the future (Höfler et al. 1999) were both
found to be predictive factors of drug use, but they are obviously more redundant
than predictive. In conclusion, the same applies to drug use as to other forms of
risk behavior: studies based on large bodies of data and the use of sophisticated
tools are liable to yield “largely tautological results, where the pseudo-explanatory
factors are actually nothing but another way of declining the dependent variable
it was proposed to explain in the first place” (Moatti, Beltzer, and Dab 1993,
translated here from the French).
Apart from the fact that concentrating on individual factors sometimes yields
tautological results which are unlikely to further our knowledge of drug use, this
approach can also lead to stigmatizing individuals (Krieger 1999, Coughlin 1998).
The reason why public opinion (in the English-speaking countries at least) largely
regards smokers as weaklings devoid of will-power, which is how they were
portrayed in preventive campaigns (Chapman and Freeman 2008, Lupton 1995),
may be that these campaigns were based upstream on many epidemiological
studies describing the relationships between personality traits, self-esteem, the
sense of self-sufficiency and addiction to smoking.
On similar lines, the fact that African Americans are more frequently addicted
to drugs in the States was long taken to reflect a hereditary weakness, which
was regarded as an intrinsic individual characteristic (for a review, see McBride
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[1989]): but to understand the high rates of drug abuse observed in this minority
group, it is necessary to go beyond the individual level and take into account the
role of unequal access to health and education, not to mention the effects of racial
discrimination (King 1997). In addition, the fact that African Americans tend to be
particularly heavy smokers might be due to the stress induced by the deprivation
and hassles they have to cope with every day (Romano, Bloom, and Syme 1991).
Predicting Without Understanding Can Lead to Misunderstanding
Predicting Instead of Understanding
The epidemiological paradigm is also characterized by the fact that priority is given
to predicting the processes under investigation rather than understanding them.
This has resulted from a long tradition which proved its efficacy for more than two
centuries, as shown by the canonical examples presented in many epidemiological
handbooks. In 1747, James Lind observed that sailors with scurvy recovered more
quickly when they were given citrus fruit to eat: scurvy was thus eradicated from
the Royal Navy long before its actual causes were elucidated. In 1854, John Snow
noted that the cholera epidemic raging in London was concentrated around a water
pump located near the sewers: he had the pump removed and stopped the epidemic
caused by the bacillus identified by Koch only 30 years later.
These two episodes illustrate how epidemiology works: by studying the
variations in a disease with a view to determining which factor(s) might be changed
in order to eradicate that disease. Now the fact that this procedure was successful
does not necessarily mean that the variations in question were understood: the aim
was not to confirm hypotheses but rather to find effective preventive measures. In
short, epidemiology consists in preventing (and thus, acting) by predicting and if
need be, acting without really understanding what is going on. Epidemiological
studies also showed the existence of a link between addiction to cigarettes and
lung cancer long before the biological mechanisms involved were discovered.
This approach, which privileges the search for factors which can be changed by
using preventive strategies, regardless of the need to understand the processes
under investigation, has been called black box epidemiology.
Black Box Epidemiology, Risk Inflation and Lack of Meaning
Although black box epidemiology has proved its worth as a means of fighting
diseases with clearly identifiable biological causes, it has also been known to fail.
In the late 1980s, the authors of several studies reported that the consumption of
poppers was a significant independent risk factor contributing to HIV infection,
which led to this drug being suspected of being a vector of the infection. It turned
out that this conclusion was quite wrong: this substance, which induces a brief
period of euphoria, also has vasodilator properties, and is therefore frequently
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consumed by homosexuals, who also happened to be the most highly exposed
members of the population to HIV (Davey Smith, Phillips, and Neaton 1992).
There would therefore have been no point in trying to prevent HIV infection by
banning poppers.
Generally speaking, in black box epidemiology, the validity of a link between
a risk factor and a risk is often taken to depend less on the plausibility of the
interpretation proposed than on the subsequent reproducibility of the results
obtained (Hayes 1992), or on purely methodological criteria (Stallones 1980,
Skrabanek 1994). A statistical correlation found to exist between X and Y is taken,
for example, to be a causal relationship if it persists after controlling for the effects
of other variables assumed to be relevant predictors, and if it is of the dose-effect
type (the higher the value of X becomes, the more likely the occurrence of event Y
will be). Now Davey-Smith and colleagues (1992) have shown using a reductio ad
absurdum method that these criteria do not always suffice: these authors observed
that the statistical relationships between addiction to smoking and death by suicide
or homicide fulfil both of the latter criteria, although it is not very reasonable to
assume that smoking actually causes suicide, let alone homicide. They therefore
concluded that artefacts of this kind are no doubt common occurrences in
epidemiology, although they may not always be so easily detectable, and they
invited their colleagues to reflect on the methods commonly used in their field of
research to assess the nature of a statistical association.
Black box epidemiology combined with the latest powerful computer tools,
which can be used to search for risk factors of all possible and imaginable kinds
in databases (cf. the data dredging principle described by Feinstein [1988]), leads
to risk factor inflation. This method of knowledge production obviously supports
multi-factor causal models by multiplying the factors without understanding how
they affect the events they are assumed to promote. The contribution of black box
epidemiology to understanding drug use, which is the main topic addressed here,
has amounted in the scientific literature to multiplying the risk factors purportedly
responsible for drug use and its undesirable effects, without ever providing keys
with which to interpret the statistical correlations observed, and this can sometimes
make the relevance of these correlations seem rather dubious.
Giving preference to predicting over understanding and to information over
knowledge links up with what Adorno has called the “factualism” typical of
contemporary societies (Adorno 2000), which leads to a lack of interpretation and
condensation of the vast bodies of data and analyses accumulated. In the field of
public health as elsewhere, this cult of the factual has led to the production of many
figures, on which rather few comments have actually been made, since those who
produce them are often unable to suggest valid interpretations: an epidemiologist
carrying out a research project in the field of sociology or psychology is nothing but
a technician. He is able to produce statistics, but the only ideas he can put forward
about what these statistics describe are based on common sense. Wandering
onto the territory of neighboring scientific disciplines without having a thorough

Epidemiology as a Model

61

knowledge of the subject is bound to yield meaningless statistical results (Zielhuis
and Kiemeney 2001: 43).
Factualism Can Be Useless or Even Dangerous
This lack of meaning can lead to obtaining statistically significant results which are
useless for preventive purposes. When studying the factors involved in addictive
smoking in adult men, Grizeau and Arwidson (1997) used an analysis of variance
model in which the significant factors were automatically selected. A purely
statistical criterion was therefore used to screen a long list of potential factors, as
in studies where data dredging procedures are performed on masses of risk factors
in the multi-factor model. The factors selected are the best from the factual point of
view, but little is done to interpret them, nor are they probably very interpretable.
Apart from age, these factors included: having already taken an illicit drug during
one’s lifetime, feeling that it is important to have a nice skin, feeling that one
is hard to live with, having skipped breakfast or having driven a car under the
influence of drink. Trying out an illicit drug (especially cannabis, which is smoked
along with tobacco) is hardly likely to cause addiction to cigarettes: the contrary
surely seems more plausible. It is difficult to imagine how to interpret the question
as to the importance of having a nice skin. Of what possible interest to research or
prevention is a risk factor which cannot be interpreted and does not constitute an
easily changeable risk factor? Epidemiologists are actually rather cautious about
interpreting their own results and tend to warn their readers that this is a delicate
task. The authors of an epidemiological study on illicit drug use in adolescence put
out the following warning, for instance:
The factors liable to play an etiological role in the process of drug consumption
are extremely varied: they include socio-demographic, social environmental and
familial relational factors. It is proposed to examine … some of these factors in
turn, without drawing any conclusions about their causal value. … In addition,
one must be extremely careful in this context about attributing etiological
importance too hastily to an associated factor. In order to avoid making slips of
this kind, we will deliberately keep the analysis of the results highly descriptive.
Readers can draw their own conclusions, given the multiplicity of the factors at
work and the complexity of the phenomenon. (Choquet, Ledoux, and Maréchal
1990: 31, translated here from the French)

These epidemiologists were right to warn their readers about drawing conclusions
too hastily about the possible links between causes and effects. However, if the
authors refrain from drawing conclusions, they should surely advise their readers
to do likewise, especially when dealing with such a sensitive topic, on which
any figures published are liable to be held up as “scientific” and immediately
reinterpreted in policy-making circles, not to mention the heavy implications often
attached to them when they begin to circulate via the media.
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Is the use of cannabis liable to lead to the use of heroin? The supporters and
opponents of this gateway theory both cite the same epidemiological data showing
that almost all heroin injectors started by smoking cannabis, and that only a tiny
minority of all cannabis users have tested heroin. These two findings have both
been accepted by the scientific community: they are not contradictory, and yet
they are used to support completely opposite points of view, according to which
cannabis is either a trap or completely inoffensive. Neither argument helps to
understand what is involved when people start injecting themselves, beyond the
rather dubious metaphors of escalating and snaring often used. These metaphors
mask a key point: the fact that injecting oneself is an action which, although it may
not always be premeditated, requires making a decision.
Factualism also favors what I have called the porosity of equations, which
refers to the fact that some variables tend to be moved arbitrarily from one side
of an equation to the other (Peretti-Watel 2004). In particular, when X and Y are
both behavioral parameters that are not chronologically ordered, should X be
taken to be a risk factor for Y or vice-versa? If no explanations are given for the
statistical correlation found to exist between X and Y, readers will be left to their
own devices. Not only is this arbitrariness intellectually unsound, but it opens the
door to manipulations by people of all kinds, such as moral authorities looking
for means of obtaining scientific backing. This is what happened in France when
the Council for Audiovisual matters was looking for plausible scientific data with
which to back up the prohibition of pornographic films: this body commissioned
an epidemiological survey showing that watching these films increases the risk of
self-destructive behavior, including the use of alcohol, cigarettes and cannabis.
This finding was announced quite simply without any explanations, although other
do-gooders previously announced that it was the use of cannabis which led to
depravity and sexual licence (Peretti-Watel and Moatti 2009).
In other words, the lack of significance often associated with the production
of epidemiological knowledge about the causes and effects of drug use is all the
more worrying since it facilitates or even promotes the production of fraudulent
interpretations by people using this knowledge for rhetorical purposes.
Is Drug Use a Behavioral Infirmity?
Epidemiology and the Medicalization of Illicit Drug Use
The medicalization of deviant practices is a term which is generally used to refer
to the transformation of a social problem into a medical problem: this occurred
during the twentieth century in the case of madness, homosexuality (which has
since been demedicalized), hyperactivity in children, as well as alcoholism and
addiction to heroin (Conrad and Schneider 1992). Since medicalized deviant
behavior has been redefined as a disease or a symptom, medicine has become the
main mode of social control over this behavior, and physicians are now responsible
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for defining and prescribing appropriate treatments. In the absence of any organic
causes or clearly identifiable pathological agents, this process of medicalization is
generally based on the notion of compulsion: an individual immoderately addicted
to a specific kind of behavior cannot help himself from indulging in that behavior.
Drug use naturally lends itself particularly well to this process of medicalization,
since addictive substances provide ideal culprits on which to blame compulsive
behavior.
Epidemiology is contributing actively to the process of drug use medicalization,
at least on a metaphorical level. Since this approach was mobilized in the past
to study “real” diseases, it was in the medical context that its concepts and its
terminology were forged. This medical terminology continued to be used in
epidemiological research projects on illicit drug use. In a longitudinal study on
the use of cannabis, Perkonigg and colleagues (1999), for example, calculated
a “remission rate,” that is, the proportion of drug users who reduced their drug
consumption during the survey. One should not forget, however, that in the field
of medicine, the remission of a patient means that his symptoms have disappeared
but that there is still a risk of relapse. In order to analyse the effects of cannabis,
these authors also explicitly referred to the “dose-effect” criterion commonly used
in toxicity studies on the reactions of an organism to a stimulus or the resistance
of a parasite to a micro-organism exposed to a toxic agent. Clayton (1992), on the
other hand, stressed the opposition between the risk factors contributing to illicit
drug use and the protective factors supposedly acting rather like vaccines.
The latter examples are actually based on a metaphor, which occurs in other
forms in public debate, when drugs are referred to as scourges or a kind of cancer,
or when smoking is described as a pandemic. However, beyond this metaphor,
epidemiology provides a scientific framework for medicalising drug use. Indeed,
epidemiologists coined the notion of “behavioural epidemic” (Last 2001).
Behavioral epidemics are those in which some kinds of behavior (including not
only drug use but also collective panic, suicides, fads, and so on) spread through
a population not via a pathogenic agent, but by individuals imitating each other or
conforming with the other members of a group. Cigarette smoking (Einstein and
Epstein 1980) and using heroin (Hugues and Crawford 1972) and cocaine (Hamid
1992) have therefore been described as contagious, as if they resulted from an
infectious process, in line with Gabriel Tarde’s theory of imitation (Ferrence
2001).
Stating that some kinds of behavior are compulsive and contagious will
obviously affect the picture an individual has of himself and his freedom of choice:
it makes of him a passive agent, the plaything of forces beyond his control, the
victim of some virus who is manipulated by his disease rather than being a decisionmaker who grasps the opportunities which arise and submits to constraints, but
still remains in charge (Peretti-Watel 2001). This belittling attitude towards drug
users actually justifies coercive healthcare policies: if an individual is contagious
and incapable of self-control, the public authorities must intervene, even against
the will of the individual in question, to stop the harm from propagating.
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The Genetic Programming of Drug Use
During the last few years, the spectacular progress made in the field of genetics has
attracted the attention of public health experts. Apart from the fact that genetics
are fashionable, this interest can be interpreted in terms of the consolidation of
scientific findings: genes, which are hereditary, permanent and present in each
of our DNA strands, are insensitive to the cultural, social and juridical context,
and therefore provide good candidates for obtaining results which can be quickly
consolidated. In the case of the gateway theory, moreover, some authors have used
genetic methods to study samples consisting of twins (Lynskey 2001). Statistical
studies on twins have led to the conclusion that genetic factors are mainly
responsible for addiction to smoking (Cheng, Swan, and Carmelli 2000) as well as
alcohol and illicit drug abuse (Maes et al. 1999).
These studies attributing drug use to genetic factors actually bear the mark of
the epidemiological paradigm. A study by Miles and colleagues (2001) on the risk
behavior of a sample of adolescent twins provides a particularly good example
of black box epidemiology conducted by non-epidemiologists. The twins in this
study were questioned about various activities, including the use of cannabis.
The statistical variance of their responses was divided into three parts: one
corresponding to homozygotes (twins having the same genes), one corresponding
to dizygotes (false twins), and a residual fraction. The first part was assumed to
result from genetic determinism, the second to reflect the influence of the family
environment (the false twins were brought up by the same family), and the third
to correspond to the extra-familial environment. As far as the use of cannabis
was concerned, genetic factors were found to account for 31 percent, the family
environment for 47 percent and the extra-familial environment for 22 percent of
the variance.
The latter study is a good example of black box epidemiology. It involved
attributing proportions of the variance to three risk factors, but the procedure was
that of a blind test: the DNA of the twins was not tested, and no questions were asked
about their family and extra-familial environments. These three factors therefore
amounted to black boxes. In addition, this study focused on individuals, whereas
the factors taken into account related to other levels of reality. The procedure used
was rather like applying experimental conditions to real life: the twins studied
here were treated like two solutions obtained with two test tubes placed side by
side. The authors overlooked the fact that twins interact and do not construct their
sense of identity separately; they also adopted some of the stereotypes associated
with twins (Stewart 2000). Moreover, analyses of this kind rule out a priori
all interpretations according to which an individual actor is capable of making
choices: individuals are assumed to be entirely predetermined internally by their
genetic make-up and externally by their environment.
Of course, geneticization does not necessarily lead to medicalization (Shostak,
Conrad, and Horwitz 2008). Nevertheless, behavioral genetics therefore seem
to be hardly compatible with the idea of rational, responsible individuals, and
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in addition, this process of “geneticization” is liable to generate stigmatizing
attitudes towards the populations targeted, since it promotes the feeling that
they are not like the rest of us, even genetically, and that the difference between
them and other people is all the more dangerous since it is irremediable and
transmissible to their offspring (Phelan 2005).
Conclusion
During the last 20 years or so, the epidemiological paradigm has come to be the
scientific norm in studies on drug use. This paradigm is not just a set of statistical
tools. The multi-factor approach to causal links on which it is based was born
of a new conception of evil; this approach focusing on the individual has come
to be the main mediator of risk culture; the priority it gives to prediction to the
detriment of understanding shows that it is an extreme case of the cult of the
factual; and it contributes to the process of medicalization of deviant behaviors.
This paradigm is therefore closely correlated with several traits characteristic of
modern societies.
In the context of the epidemiological paradigm, studying drug use consists
in associating it statistically with such a large number of risk factors that there
is a risk of becoming entangled in the web of causes it was proposed to sort out:
the urge to identify the confounding factors therefore leads to confusion between
factors. The web of causation generally focuses on the individual (even though an
increasing number of epidemiological studies focus on environmental factors),
to the detriment of a deeper understanding of drug use. This approach sometimes
yields tautological results and leads to individuals being unfairly blamed for their
conduct. In addition, the mushrooming numbers of risk factors have led to a
serious lack of meaning: the factors brandished may be statistically significant, but
they can be meaningless. This lack of relevance is all the more disturbing as the
data obtained can be easily manipulated by social players to support their causes.
Epidemiology has also contributed to medicalising drug use, on a metaphorical
level but also through the notion of “behavioral epidemic.” Defining a deviant
behavior as a medical condition induces both the removal of responsibility and
the lowering of status: “bad” people become “sick” ones, but these sick people are
“second-class citizens” (Conrad and Schneider 1992). Moreover, in the present
case, the process of medicalization may cause greater stigmatization of drug users,
because they are portrayed as compulsive and contagious individuals.
All in all, epidemiology is therefore contributing as much to the misunderstanding as to the understanding of drug use. Note that it is not the
epidemiologists’ tools but rather the way they are used, especially by nonepidemiologists, to which I have been objecting, and one should not forget that
many of the points I have raised were made by epidemiologists themselves
in the first place, as there is a long lasting debate among them concerning the
articulation of statistical association and causation. On the other hand, to assess

66

Drugs and Culture

the knowledge produced about drug use, it is necessary to specify for whom this
knowledge is intended. For research scientists? For prevention specialists? For
the public at large? As far as scientists are concerned, it is not very surprising
that a sociologist should be dissatisfied with the type of knowledge produced by
another discipline. The reverse is probably also true, since many specialists in
the biomedical sciences no doubt wonder what the latest sociological knowledge
about drug use has to teach us.
As far as preventing drug use and their undesirable consequences is concerned,
research which quantifies associations without attempting to understand them
has little chance of being useful: “acting without understanding” can even be
dangerous when dealing with thinking beings, and a more comprehensive approach
is essential because statistical correlations can often be interpreted in several very
different ways, which have different implications in terms of prevention. Indeed,
understanding drug users is not just a passing sociological fad, but a prerequisite
for effective prevention.
In a world where information is circulating increasingly fast and increasingly
far, scientists are no longer secluded in an ivory tower: their results will be
diffused, for the better or the worse. It is therefore of great importance to keep a
watch on how some epidemiological “knowledge” about drug use affects public
opinion, especially when this knowledge accuses drug users of being afflicted with
a compulsive and contagious disease which is entirely their own fault.
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Chapter 4

Opiate Addiction:
A Revival of Medical Involvement
Peter Conrad and Thomas Mackie

The history of medical involvement in opiate addiction is characterized by
political conflicts over deviance designations. In the case of opiate addiction,
the designation of “deviant” behavior has varied from a late nineteenth century
lack of concern as a social problem to twentieth century criminal persecution
of those with the addiction. Conrad and Schneider presented an analysis of the
medicalization and criminalization of opiate addiction up to 1980 (Berd, de Wet,
and Reed 2005). The shifting designations are illustrated, for example, in the
diversity of treatment settings for people with opiate addiction. Whether treatment
is received in a government run clinic, a heavily regulated specialty clinic, or
a doctor’s office has been historically associated with the designation of opiate
addiction as a fundamentally criminal, moral failure, or medicalized condition.
This chapter explores the legacy of how opiate addiction has been defined primarily
as a moral failure and medical condition from the 1980s through the early twentyfirst century in the United States. As considerable changes in the political climate
and the treatment of opiate addiction have occurred between 1980 and 2008, this
chapter focuses on major events or changes that affect our understanding around
the medicalization of opiate addiction.
Sociologists have examined the process of medicalization in society. By
medicalization, we mean how certain human conditions become defined as medical
problems, usually as a disease, illness, or disorder. This has included a wide
array of conditions, including alcoholism, ADHD, obesity, erectile dysfunction,
menopause, and dozens more (Conrad 2007). In some analyses, opiate addiction
has been seen as partly medicalized, but its medicalization has always been
contested and incomplete. Our interest here is in the emergence of and resistance
to medicalization of opiate addiction in the past three decades.
This chapter also explores the interplay between government agencies, the
medical profession, and treatment interventions, as well as the emergence of
stakeholders previously peripheral to the medicalization of opiate addiction,
including pharmaceutical companies, public health, and health service
researchers. Initially, we present a brief overview of the drugs and treatments,
along with the sociological literature surrounding opiate addiction. Since 1980,
the story of opiate addiction involves the continuation of socio-historical themes
including the construction of a new “opiate addict,” a shift in the response
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of the addiction community and government, and a continued struggle around
designation of “opiate addiction” as criminal, medical or both. At the same
time, the emergence of both a new technology to treat opiate addiction (i.e.,
buprenorphine and naloxone) and the resurgent harm reduction approaches
altered the landscape of concerns around the morality of treatment for opiate
addiction.
Sociological Literature on Opiate Addiction
Sociological literature on opiate addiction includes analyses drawing from the
traditions of social constructionism and historical sociology typically focusing
on addiction as deviant behavior and a social problem. One line of research has
focused on opiate addiction as a designation and medicalization case (Conrad
and Schneider 1992), the relation between the construction of addicts and social
response to opiate addiction (Courtwright 1982), and the drug culture as a social
problem (Kritz et al. 2009, Pilar and Lupicino 2008, Courtwright 1982). Sociohistorical analyses of opiate addiction identify the role of social factors (e.g., public
policy, the addiction treatment profession, pharmaceutical advancements, etc.) on
the evolution of and social responses to opiate addiction. Since the beginning of
popular appeal for opiates in the mid-nineteenth century, considerable change has
occurred in:
1. The designation of opiate addiction and the “addict;”
2. Available treatments; and
3. The extent of social control by government.
Deviance Designation and Medicalization
In the United States, the designation of opiate addiction has incurred substantial
shifts since the popular use of opiates began in the nineteenth century. In the mid
to late nineteenth century, opiate addiction was not perceived as a social problem
nor was it under the medical gaze; opiates were important ingredients of many
easily available patent medicines and many people, especially women, were
addicted to various opiate based elixirs (e.g., Mrs Winslow’s Soothing Syrup)
(Conrad and Schneider 1992, Courtwright 1982). It wasn’t until the twentieth
century that opiate addiction was defined as a medical problem. The medical
designation was followed by the criminalization and demedicalization of opiate
addiction between 1920 and 1970 (Conrad and Schneider 1992). For a short
period during this time, mostly in the 1920s, opiate addiction in the United States
was subject to medical professional control, but the passage of new legislation
and subsequent court cases completely demedicalized opiates and addiction and
shifted its control to the criminal system (Conrad and Schneider 1992). A partial
remedicalization of opiate addiction in the United States occurred from 1970
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until 1980 (Conrad and Schneider 1992), with the advent of methadone and
several entrepreneurs from the addiction treatment communities who promoted
it (Carnwath 2005).
Opiate Addiction and the Addict
As suggested by David Courtwright, the highest rates of opiate addiction in the
United States are historically associated with those who have had the greatest
exposure to the drugs (Courtwright 1982). In the mid to late nineteenth century,
opiate addiction occurred especially among women, who became addicted
to the various opiate based elixirs (Conrad and Schneider 1992, Courtwright
1982). The social perception of addiction has been historically influenced by
who is thought to be the addict (Courtwright 1982). Due to increased regulation
of opiates and decreased prescription drug use, primary exposure shifted
between 1895 to 1914 from medicinal use by women to non-medical use and
addiction (e.g., opium smoking) by “lower-class urban males” and Chinese
immigrants (Conrad and Schneider 1992, Courtwright 1982) The emergent
social hostility and criminalization of opiate addiction in the twentieth century
reflected these new users (Courtwright 1982). Thus, an interplay has existed
between the construction of the addict and the designation of opiate addiction;
a preponderance of addicts from lower social standing made it more likely to
result in the designation of opiate addiction as criminal and in legal, rather than
medical, jurisdiction.
Medical Treatments for Opiate Addiction
The pharmacological treatments for opiate addiction have been persistently
and almost predictably involved in a game of “medical substitution,” referring
to the use of one drug to treat another (Conrad and Schneider 1992). The
introduction of a medical substitute (such as morphine or methadone), although
originally envisioned as a solution, instead engendered new problems (Conrad
and Schneider 1992). For example, the use of morphine to treat both alcoholism
and opium addiction led to the emergence of morphine addiction (Courtwright
1982). The introduction of a new treatment frequently has been associated with
increased medicalization of opiate addiction. For example, the introduction of
methadone as a medical substitute for heroin was generally promoted by the
addiction treatment community and received political backing in the US from
the Nixon administration. The emergence of methadone maintenance therapy
(MMT) as a treatment option in the early 1960s revitalized medical involvement
in opiate addiction and at least implicitly conceptualized opiate addiction as a
  The acknowledgement of medical substitution does not, in any way, intend to denote
that the substitution of one opiate for another does not have a clinically and physiologically
valuable contribution to make.
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disease (Conrad and Schneider 1992). As with other conditions (e.g., erectile
dysfunction, attention deficit hyperactivity disorder, social anxiety disorder),
the availability of medical treatment helped to define a social problem as a
medical disorder (Conrad and Leiter 2008, Loe 2006, Conrad and Schneider
1992).
State Concerns with Opiate Addiction
In the twentieth century, agents of the state achieved primary control of opiate
addiction (Conrad and Schneider 1992). From 1920 through 1970, opiate
addiction was largely managed through the criminal justice system and two
Federal Public Health Hospitals in Lexington, Kentucky, and Fort Worth,
Texas (National Institutes of Health [NIH] 1997). At the turn of this century,
social control persists, in part, through a five-tiered regulatory system for
MMT procedures (NIH 2007, Rettig and Yarmolinsky 1995). This regulatory
environment reflects governmental control over prescriptive medicines generally,
as well as involvement in the provision of MMT and more recently another
opiate substance, buprenorphine/nalextrone. A unique tier of special standards
established by the Department of Health and Human Services (HHS) for MMT
describes both how and under what circumstances methadone may be used to
treat opiate addiction (Rettig and Yarmolinsky 1995). These standards have
been implemented jointly with the National Institute on Drug Abuse (NIDA)
since 1980 and with the Substance Abuse and Mental Health Administration
(SAMHSA) since 1993 (Rettig and Yarmolinsky 1995). Addiction specialists
have contended that these well-intentioned regulations increased paperwork
and the cost of care, and they decreased the number of treatment facilities and
available beds (NIH 2007). As described below, the advent of buprenorphine, as
a treatment for opiate addiction, generated a decrease in state regulation. Despite
this recent decline, the government continues to exercise control over the practice
of medicine and the treatment of opiate addiction through restrictions, whether
regulatory or fiscal.
The Governmental Crackdown on Methadone Maintenance
Up to the 1980s or so, it appeared as if medical approaches to addiction were on the
rise in the United States. The American Psychiatric Association (APA) extended
medical definitions of addiction by separating and explicating the diagnostic
criteria for substance abuse and substance dependence within Diagnostic and
Statistical Manual of Mental Disorders (DSM)-III (APA 1980, 2000). Prior to
1980, the DSM category, “substance abuse,” prior to 1980 was defined as the use
of substances that impaired occupational or social functioning (APA 1980). In
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DSM-III, the APA lowered the clinical threshold for a diagnosis of addiction by
adding substance dependence to the prior category of abuse. Dependence occurred
with demonstration of drug tolerance and withdrawal effects (APA 1980). The
shift to explicit symptoms for opiate dependence (i.e., withdrawal and tolerance)
reflected an increase and expansion in the use of medical concepts and language
to define opiate addiction.
Despite these efforts by the psychiatric community for diagnostic expansion
and intervention, government interest in opiate addiction began to wane, with
a shift toward more moralistic and “abstinence” approaches. As President
Reagan assumed office, the United States was faced with a putative “heroin
epidemic.” The political ideologies of the Reagan administration embraced
fiscal conservatism and small government, the “new morality,” and a “zero
tolerance” drug policy (Rosenbaum 1995). Consistent with these ideological
leanings, the Reagan government retracted financial support from the MMT
programs established in the early 1970s (Conrad and Schneider 1992). The
removal of government funding from these clinics was a heavy blow, since
these clinics had been heavily subsidized by the federal government. Moreover,
the divestment of fiscal support was accompanied by stricter regulations on
medical practices surrounding the use of methadone maintenance treatment,
as codified in the Federal Register in 1980 (Rettig and Yarmolinsky 1995,
Rosenbaum 1995). These regulations issued medication dosing limits, periodic
monitoring for illicit drug use, physician and staff ratios, and criteria for
determining whether patients are capable of unsupervised use of medication
(Rettig and Yarmolinsky 1995, Rosenbaum 1995). These policies reflected the
abstinence approach to drug policy, and increasing concern around MMT as a
drug problem unto itself.
The retraction of federal support prevented further expansion of medical
jurisdiction. First, the lack of government funding contributed to a decrease in
the number of MMT clinics. Although MMT programs had been losing favor
in public policy from 1974 onward, Newsweek reported that approximately
800 methadone clinics continued to be in operation in 1977, at the cost of
$50 million federal dollars (Rettig and Yarmolinsky 1995, Conrad and Schneider
1992). Between 1976 and 1987, there was a 30 percent decline in the number of
methadone maintenance programs in the United States (Gerstein and Harwood
1990). Second, the financing structure of the methadone maintenance clinic was
altered in the 1980’s with a withdrawal of government funding and a proliferation
of private fees, requiring out-of-pocket expenditure (Rosenbaum, Murphy, and
Beck 1987). Marsha Rosenbaum notes that these private-fee clinics became the
predominant financing structure despite the fact that the majority of individuals
with opiate addiction were too poor to pay for treatment (Rosenbaum, Murphy,
and Beck 1987). Finally, both the time in treatment and methadone dosing
were more limited despite the evidence that longer stays and stronger treatment
doses may be associated with better results (Rosenbaum, Murphy, and Beck
1987). The impact of government divestment in MMT programs, coupled with
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a crackdown on drug supply and dealing, tipped the balance further towards the
criminalization of opiate possession and distribution..
The New Morality and Methadone Maintenance
The stance of the Reagan administration on drugs was a message of abstinence
and is encapsulated in Nancy Reagan’s catchphrase “Just Say No.” The federal
government advocated for a zero tolerance policy in regard to drug use. This is
a drastically different approach than that taken by the Nixon administration in
which his “War on Drugs” advocated for the use of MMT to reduce the “heroin
epidemic” (APA 2000, Conrad and Schneider 1992). The advent of HIV/AIDS
epidemic led to a shift of perspectives related to illicit drug use. Intravenous (IV)
drug users were identified as the second highest group of HIV infected individuals
throughout the late 1980s (Abdul-Quader et al. 1987). This brought new attention
to the potential merits of MMT to serve as a public health intervention to reduce
HIV transmission, thereby placing MMT in a debate around the morality of its
use and its medical effectiveness (Newman and Peyser 1991). More specifically,
MMT was proposed as a harm reduction approach or an approach specifically
designed to reduce the harm associated with behaviors (e.g., illicit opiate use)
by proposing a less harmful alternative, in this case MMT. The harm reduction
approach measured success with economic and social outcomes rather than by the
use of opiates alone (Erickson et al. 1997).
By the mid-1980s, the medical effectiveness of MMT not only included
potential reductions in crime and heroin dependence but also the benefits of
potentially reducing HIV transmission. With funding from NIDA in the late
1980s, studies found that clients treated with MMT held lower seroprevalence
rates than opiate users not receiving treatment (Newman and Peyser 1991).
Moreover, other countries adopted the use of MMT as a harm reduction approach
to HIV/AIDS (Rosenbaum 1995). Despite these pressures to adopt MMT as
a central prevention policy, government support for MMT continued to wane
in the late-1980s. This controversy around methadone, according to Newman
and Peyser, more closely reflected objections to the substitution of one drug for
another than concern about the pharmacological safety and efficacy of methadone
(Newman and Peyser 1991).
The mid-1980s were a time in which opiate addiction could have become more
medicalized due to the public health threat of HIV/AIDS and findings of medical
efficacy. However, the political climate removed the federal government from
its role as primary funder of MMTs. By 1987, the out-of-pocket cost of MMT
increased to approximately $350 per month, making it prohibitive for the majority
of heroin addicts in need to access the treatment (Rosenbaum 1987). Without this
necessary financial funding, the medicalization of opiate addiction atrophied in
the late 1980s despite demonstrated medical efficacy and the potential for MMT
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to be used as a harm reduction approach. The advent of this new morality, coupled
with decreased financing, shifted opiate addiction into an arena of moral concern
with decreased medical jurisdiction over opiate addiction.
A Return to Medicinal Addiction and the Role of Pharma
The 1996 introduction of OxyContinTM, a powerful opiate, by Pardue
Pharmaceuticals, generated new exposure both to healthcare providers and
to sufferers of chronic-pain. When introduced, according to the US. Drug
Enforcement Administration, the drug company produced an unprecedented
blitz of branded promotional items to clinicians who prescribed schedule II
opiates (General Accounting Office 2004). Pardue’s marketing efforts included
the distribution of fishing hats, stuffed toys, and compact discs to physicians.
These efforts paid off. Sales grew from $48 million in 1996 to $1.1 billion in
2000 (Zee 2009). Among these sales, the use of OxyContinTM prescriptions for
non-cancer related pain increased ten-fold, while prescriptions for cancer-related
pain increased about four-fold (General Accounting Office 2004). Consistent
with Courtwright’s findings of opiate use at the turn of the twentieth century,
the increased exposure to an opiate (i.e., OxyContinTM) by individuals for pain
relief correlated with reports of increased abuse, diversion, and addiction as
we entered into the twenty-first century (Cicero, Inciardi, and Muñoz 2005).
In 2002, OxyContinTM was identified as the most prevalent prescription opiate
abused in the United States (Cicero, Inciardi, and Muñoz 2005). The increased
exposure to opiates through the prescription of OxyContinTM reflects to a degree
a return to a similar form of iatrogenic addiction as occurred in the nineteenth
century.
The Emergence of Pseudoaddiction
The social definition of “addiction” has been contested terrain, especially as
the term applies to medicinal users of opiates. In a 1989 article, for example,
physicians Weissman and Haddox identify a type of iatrogenic opiate addiction
among chronic pain users as “pseudoaddiction” (Weissman and Haddox 1989).
In their view, “pseudoaddiction” refers to the behavioural manifestation of
“opiate addiction” among chronic-pain sufferers who are “under-treated,”
rather than “addicted.” Accordingly, when the under-treated pain is relieved,
the behaviors typical of the aberrant user cease and opiate medications are again
used responsibly. The advent of terms like pseudoaddiction for what appears to
be iatrogenic addiction marks the boundaries for the medicalization of opiates
(by using them widely to treat chronic pain) while also destigmatizing this
specific form of “addiction” by defining it as under-treatment. The emergence
of “pseudoaddiction” demonstrates how the same physiological condition (e.g.,
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physical dependence on opiates) can become defined differently, engendering
distinct social reactions to certain users.
Marshalling Expert Opinion
As noted by Conrad and Schneider, the medical profession did not play a
central role in medicalizing opiate addiction for most of the twentieth century
(Conrad and Schneider 1992). From roughly 1920 until 1990s, physicians had
rather little to do with the medicalization of addiction. The addiction treatment
community, including social workers, self-help groups, counselors, alongside
a select number of physicians, met the needs of these patients, but with little
formal organizing until the 1990s. As noted, efforts to medicalize opiate addiction
were promoted and resisted by different administrations in the federal and state
governments (Conrad and Schneider 1992). In 1997, the medical profession
became more active claims-makers for medical approaches to opiate addiction.
The National Institutes of Health convened a two-day conference to develop a
Consensus Statement about addiction treatment. This 12 member panel consisted
of representatives from psychology, psychiatry, behavioral medicine, family
medicine, drug abuse, epidemiology, and the public (NIH 2007). This Consensus
Statement is significant because it provides a multi-disciplinary synthesis of the
empirical literature legitimatizing the medicalization of opiate addiction. The 25page Consensus Statement articulates the neurobiological substrates of opiate
addiction, typifies an “addiction career,” and suggests that the gold standard for
treatment is a long-acting opiate agonist treatment program (e.g., MMT) (NIH
2007). Moreover, this report suggests the potential for two genetic pathways to
drug abuse/dependence. Beyond the written report, this Consensus Statement
was also published in JAMA, and has been cited by nearly 200 articles (Web of
Science database, May 9, 2009). The Consensus Statement suggests an increased
commitment of medical and therapeutic professionals and federal agencies in
defining opiate addiction as a medical problem.
The Advent of a New Medical Substitute and Deregulation
In 1980, buprenorphine was first marketed in low doses as an analgesic by
Reckitt and Coleman. In October 2002, the FDA approved the prescription of
buprenorphine’s high dose sublingual pills (Subutex and Suboxone) for opiate
addiction (Division of Pharmacological Therapies 2009). Buprenorphine is a
thebaine derivative, with analgesic properties estimated to be approximately
25 to 40 times more potent that morphine (Sporer 2004). In the United States,
buprenorphine is marketed with naloxone to prevent abuse of the drug.
The approval of buprenorphine involved some deregulation of medical
treatment for opiate addiction. Pursuant to the Drug Addiction Treatment Act
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(DATA) of 2000, buprenorphine could use one of two distinct delivery systems.
First, primary care physicians are permitted to prescribe buprenorphine in officebased settings (as compared to MMT which requires receiving treatment in
specialized clinics) assuming linkages are made to counseling and other support
services. These physicians must have received 8 hours of training in the treatment
of opiate addiction and initially were allowed to treat as many as 30 patients
concurrently (SAMHSA 2008). Second, MMT clinics may also distribute
buprenorphine, but under the same restrictions under which they presently
dispense methadone. In the middle of these options is traditional communitybased treatment programs, in which buprenorphine is provided through an
approved staff physician, or affiliates with an office-based physician (Ducharme
and Abraham 2008). The delivery of buprenorphine in office-based settings was
widely expected to facilitate access to treatment for patients who had not received
pharmacological treatment previously (Bearn, de Wet, and Reed 2005). This
might, in turn, lead to an increase in medicalization.
At the same time, federal, state, and in some cases counties or cities, continue
to develop their own regulations for addiction treatment, such as licensure and
certification or financing (e.g., Medicaid formularies and coverage limitations, and
disbursement of block grant funds), that influences the ability for programs to
adopt buprenorphine (e.g., program licensure and use of medications) (Ducharme
and Abraham 2008). The Office of National Drug Control Policy Reauthorization
Act of 2006 (ONDCPRA) modified the restrictions on the number of patients
a physician is to treat from 30 patients per provider to 100 (SAMHSA 2008).
Despite continued regulation of opiate addiction treatments, the passage and
implementation of DATA 2000 and ONDCPRA suggests a shift towards less
regulation and, accordingly, a diminishment of governmental control of opiate
addiction within legal, as opposed to medical systems.
The originator of Suboxone and Subutex, Reckitt Benckiser, holds a patent
which was due to expire in October 2009 (Data Monitor 2008). Not surprisingly,
Reckitt Benckiser is a self-proclaimed advocate for expanding access to opiate
treatment. For example, the company supports the website, TurnToHelp.org
(Reckitt Benckiser Group plc 2008). This website offers features to: identify the
presence of an opiate dependence, locate a physician for treatment, and tell a
friend. Although we cannot be certain about the extent to which the company has
historically aligned itself with the deregulation of treatments for opiate addiction,
there is no doubt that the company does serve as a proponent of medicalization
through its support for expanding access to treatment at the self-help website.
Reflections on the Medicalization of Opiate Addiction
Recent shifts in the designation of opiate addiction in the US reflect a continuation
of many themes central to previous drug policy. Given the largely criminalized
response to the “drug problem” in the US at the outset of the 1980s, with a huge
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number of individuals incarcerated for minor drug offenses, it is at best a limited
medicalization. The medical response occurred in the context of the extant
dominant criminal response for possession and distribution of opiates. At the same
time, quasi-medical treatment became more readily available within a non-criminal
context from 1970 onward in several ways. First, medical substitution treatment
policy persists in early twenty-first century. The addition of buprenorphine
(as Subutex and Suboxone) continues the treatment trend for replacement of
one opiate with another. While medical substitution has historically led to the
emergence of new problems (Conrad and Schneider 1992), buprenorphine has
received little attention as a “social problem,” likely due to medical advancements
in eliminating the “high” associated with opiates. This also may be due to the fact
that buprenorphine is a partial opiate, with fewer side effects during withdrawal
than drugs like methadone (Division of Pharmacological Therapies 2009).
Second, Courtwright argues that the societal perception of opiate addiction
depends on who is addicted (Courtwright 1982); Duster proposes that certain
social categories are more easily condemned than others (Duster 1970). The
differential response to the addiction of IV drug users in the 1980s, as opposed
to the emergence of a new and contested class of “iatrogenic addicts” in the late
1990s requires closer investigation. However, it appears that societal response
to iatrogenic addicts has accompanied a loosening of treatment controls—as
evidence in the advent of DATA 2000 and ONDCPRA—which has improved
access to treatment.
At the same time, governmental control continues through regulation of
opiate addiction treatment. Despite federal financial divestment in the 1980s,
the government maintained control of opiate addiction treatment through hefty
regulations that have persisted into the twenty-first century. As noted, the
medical profession pushed against the unique regulatory systems in place for
MMT clinics by calling for further deregulation in the 1997 NIH consensus
statement. This is arguably the most powerful stance that the medical profession
has taken toward the medicalization of opiate addiction (Conrad and Schneider
1992, Courtwright 1982).
Compared to other regions of the world, the role of the American government
with respect to opiate addiction is a somewhat unique case. While methadone
maintenance treatment was heralded as the first harm reduction drug therapy
program in the United States, other countries, including Switzerland, England,
and the Netherlands, extended this model to include heroin maintenance programs
(Greaves et al. 2009, Frick et al. 2006, Carnwath 2005). Such programs are
found to increase retention in care, and to reduce illicit street use for those with
chronic, refractory opiate addiction (Oviedo-Joekes et al. 2009). In the late
1990s, Switzerland conducted trials of heroin use under medical supervision with
promising results helping to stem drug-induced social problems and decreasing
the cost of treatment. In 2008, a referendum passed with 68 percent of voters
supporting that the national drug plan to prescribe heroin to people with addiction
on a permanent basis (BBC 2008). The fact that the United States is unreceptive
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to the use of heroin maintenance programs for those with chronic opiate addiction,
despite the suggested medical efficacy, suggests that the tension between morality
and medical effectiveness in the twenty-first century remains, despite some
significant changes.
Conclusion
This chapter identifies major events in the medicalization of opiate addiction in
the United States from 1980 until 2008. Although this analysis is not exhaustive,
it suggests that medical involvement in opiate addiction has had a limited
revival in the US. This occurred through consensus building among addiction
treatment professionals, the introduction of a new pharmaceutical treatment (i.e.,
buprenorphine), and the partial deregulation of opiate treatment. But medical
definitions of opiate addiction are still contested with criminal ones. It is worth
noting that while a prescription heroin maintenance program such as in Switzerland
might meet resistance in the US, such a medicalized approach has shown some
success as a social policy, especially in reducing drug-related crime. As recently
noted in The Lancet, “The harm reduction policy of Switzerland and its emphasis
on the medicalization of the heroin problem seems to have contributed to the
image of heroin as unattractive for young people” (Nordt and Stohler 2006). The
small steps toward the medicalization of opiate addiction taken in the US are as yet
far from achieving such potential cultural changes.
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Chapter 5

This is Not Medicalization
Didier Fassin

Introduction
In his famous piece that echoes the no-less-famous article published by Kant
two centuries earlier under the same title: “What is Enlightenment?,” Michel
Foucault (1984: 43) humorously remarks:
Today when a periodical asks its readers a question, it does so in order to collect
opinions on some subject about which everyone has an opinion already; there is
not much likelihood of learning anything new. In the eighteenth century, editors
preferred to question the public on problems that did not yet have answers. I don’t
know whether or not that practice was more effective; it was unquestionably
more entertaining.

Asking a question about medicalization among social scientists correspondingly
presents the risk of collecting so similar opinions about its obviousness—and
its potential danger—that in the end it may be somewhat unlikely to learn
anything new. Thirty years after the pioneering works of Peter Conrad (1975) on
hyperkinesis and Joseph Schneider (1978) on drinking, followed by Susan Bell
(1987) on menopause, Steven Epstein (1988) on homosexuality, Irving K. Zola
(1991) on aging, Allan Young (1995) on trauma, to name a few, and as hundreds
of papers and dozens of books have been written on the subject, including on
the recent advances in genetics, one could have the impression, firstly, that
medicalization is a fact beyond dispute, and secondly, that its consequences are
largely negative.
But what would happen if we questioned this double certainty and assumed
that the problem does not yet have a definitive answer? This is how I would
like to approach the issue of drug abuse in the present text, suggesting that
medicalization may not be the only process involved in the social response to
addiction and that its deployment may not always be for the worse. My position
should not be taken as a plea in favor of doctors (always suspect when the author
has a former professional life as a physician) or as a denial of the empire of
medicine in the government of human affairs (a topic I developed in previous
works), but merely a questioning of what is often taken for granted about the
medicalization of drug abuse. “This is not medicalization”—the title of this
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“Surrealist Painter René Magritte and his Brother, Surrealist
Plumber, Rodrigo”

Source: By Dan Piraro. Used with permission.

chapter—should therefore be understood in a Magritte-like sense, an ironic
stance which does not mean to refute the fact but to question its obviousness.
To avoid any misunderstanding, I should specify two points. First, I am not a
specialist of medicalization, even though I have conducted some research about
what I would rather describe as the “translation” of social issues into medical
categories: more specifically, inequalities into suffering (Fassin 2004) and
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violence into trauma (Fassin and Rechtman 2009). Second, I am not a specialist
in drug abuse, despite the fact that I encountered it in my study of local health
policies several years ago: but rather than the problem itself, it was the response
to it that interested me, particularly the policy of risk and harm reduction, which
I proposed to analyze in terms of “sanitarization” (Fassin 1998). Probably a
third and final element should be added: I am not contesting the medicalization
of drug abuse, which I consider as an example of the broader phenomenon of
medicalization of deviance convincingly established by previous works (Conrad
and Schneider 1980). That said, my contribution should therefore be viewed as
marginal—a variation on the theme or perhaps a grain of sand in an overly oiled
machinery. For the purpose of clarity, I will formulate it through five assertions
that are based on my limited experience of the subject only in France, and that
do not derive from, but dialogue with the text I quoted at the beginning: “What
is Enlightenment?”
Medicalization is Nothing but a Specific Form of Problematization
Regarding the “generality” of the objects to which he has dedicated most of his
intellectual activity, from madness to sexuality, Michel Foucault (1984: 56) writes:
What must be grasped is the extent to which what we know of it, the forms of
power that are exercised in it, and the experience that we have in it of ourselves
constitute nothing but determined historical figures, through a certain form
of problematization that defines objects, rules of action, modes of relation to
oneself.

In other words, thinking in terms of problematization avoids considering a
particular configuration of reality either as an “anthropological constant” or as
a “chronological variation” and allows analyzing “questions of general import
in their historically unique form.” Problematization is the way society, that is,
concrete actors, discourses, and practices, construe social realities in a given
moment, raising specific stakes. Asserting that medicalization is nothing but a
specific form of problematization underscores both the general signification of
the phenomenon and its relative commonality: it is one of many configurations
of problems.
In the case of addiction in France, it evolved during the late 1980s and early
1990s from a problem of drug withdrawal to one of risk reduction. The former
was formulated by psychiatrists with the objective of weaning addicts off drugs.
The latter was defined by public health specialists who considered that the major
threat was infectious diseases caused by the injection of drugs and therefore
attempted to avoid not the substances themselves but their consequences. Hence
the installation of machines for syringe and needle exchange in pharmacies and
neighborhoods, as well as the development of programs of substitution consisting
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in distributing alternative oral substances, such as methadone. Drugs used
to be outlawed; their utilization was made easier, cleaner, and even tolerated.
I remember how doctors who were involved in providing medical and social
assistance to drug users were condemned by the National Order of Physicians and
sometimes prosecuted during the early 1980s, whereas a decade later they were
celebrated as experts sharing their experience and teaching their colleagues at the
Ministry of Health.
The new problematization meant a radical change of perspective with
profound influences on discourses and practices. Before, drug users posed a
risk to others, and stories of lost needles found in playgrounds abounded. After,
addicts were themselves at risk, because of the potential contaminations by
HIV and HCV (AIDS and hepatitis viruses). They used to be viewed as deviant
individuals often arrested by the police. They became seen as suffering persons
and the authorities would receive orders not to harass them when they went to
get their syringes or their alternative substances. Instead of repression, the public
response was henceforth compassion. This was the result of a very conscious
social work. I recall educational programs for public housing janitors who were
trained to change their attitude toward drug users, since they were considered
as potential mediators for social change in the larger community. In summary,
drug abuse was not the same problem in the early 1980s and the late 1990s.
Its problematization radically changed and this had dramatic policy effects.
Medicalization was part of it—but it was only one part of it.
The Meaning of Medicalization is not Univocal
Continuing our conversation with Michel Foucault’s text (1984: 55), we can
attempt to analyze, for each problematization, “what men do and the way they do
it,” or more precisely “the forms of rationality that organize their ways of doing
things (this might be called the technological aspects) and the freedom with
which they act within these practical systems (this might be called the strategic
side).” It has often been considered, at least implicitly, that medicalization was
a linear process with univocal meaning: an increasing hold of medicine over
things and people. This interpretation was not without a certain teleological
dimension.
If we examine the recent evolution of policies and more generally of
problematizations of drug abuse, the story has a greater complexity. Interestingly,
the reconfiguration of this problem cannot be simply apprehended as a process
of medicalization of deviance. Certainly there has been a progression from
a repressive paradigm of eradication (of drugs and drug users) to a public
health paradigm of substitution (of substances or of injection instruments).
But medical practitioners have been involved at both stages: in the past,
primarily psychiatrists; currently, often infectious disease specialists. In other
words, it is not that medicalization occurred but that its meaning has changed.
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In the previous paradigm, addiction was medicalized in the language of
pharmacological dependence: the solution was drug withdrawal, with frequently
very constraining practices. In the new paradigm, addicts are medicalized in
the language of infectious risk: the response is syringe and needle exchange
or methadone prescription, with generally low-threshold services. The facilities
where drug users were treated used to be special units in closed psychiatric
departments. The sites where preventative measures are now available are open
facilities which provide medical and social services. In fact, when comparing the
two periods, it is evident that medicalization pursues almost opposite goals and
develops almost converse strategies.
Pushing the analysis a step further, we could even suggest that medicalization
may paradoxically produce a depathologization of drug users. Contrary to what
is often implied, it is important to avoid thinking about the two concepts—
medicalization and pathologization—as equivalent. In fact, during the process I
am describing here, psychiatrists have not disappeared: they have rather moved
from an approach in terms of pharmacological dependence to an approach in terms
of psychological suffering. But whereas dependence meant pathology, suffering is
normal. This reinterpretation of the experience of the drug user is part of a broader
trend by which the normal has entered the field of mental health. One of the main
nosological but also ideological transformations of recent decades in this domain
has been the reformulation of psychiatry in the language of mental health. The
first signal of this profound mutation was the recognition of the posttraumatic
stress disorder in 1980: the new entity was defined as the normal response to an
abnormal event. Normality was henceforth a psychiatric condition. Medicalization
could therefore occur through depathologization.
Medicalization is Also an Issue of Politics
The paradox analyzed by Michel Foucault (1984: 55) is the following: “How
can the growth of capabilities be disconnected from the intensification of power
relations?” Considering the past three centuries, he says, we have, on the one
hand, an increase in the capacity to act upon things and people, and on the other
hand, a demand for more freedom and autonomy of individuals. How can both
phenomena be understood separately, but also effectively articulated? Although
he does not formulate it in this way, we could infer from this writing that this is
what democracy is about and, more precisely in the present case, to what public
health as a democratic practice is confronted. The extension of the realm of public
health is not just a question of medicalization: it is also a question of politicization.
It is the combination of the two that I have proposed to call sanitarization. In the
case of child abuse, for instance, we first have a legalization of the problem in late
nineteenth century France when parental “maltreatments” moved from the domestic
sphere to the judicial court, second its medicalization in the 1950s and 1960s when
American pediatricians described the “battered child syndrome” based on the
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evidence of multiple fractures and injuries, third its politicization in the 1970s and
1980s through the mobilization of US non-governmental organizations, feminist
activists and moral entrepreneurs which created the concept of “child abuse” and
made it a national and international cause. This complex and multilayered process
involves more capacity to prevent, identify or sanction child abuse as well as the
generation of new rights for children.
With regards to deviance, it has often been stated that medicalization implied
a form of depoliticization. In this view, transforming the deviant person into a
medical case, and often a pathological one, signifies simultaneously denying the
political meaning of deviance (in particular, the contestation of the social order),
and opposing the political empowerment of the deviant (by making him or her
a subject of medicine). However, in the present case, it is easy to see that risk
reduction policies may produce a form of repoliticization. Firstly, they give rights
to the drug user, beginning with a right to life (threatened by deadly infections)
and continuing with a freedom to govern himself or herself (including the use
of toxic substances). Secondly, they create a sort of pharmacological citizenship,
founded on the recognition of the person on the basis of his or her practices. In
sum, medicalization does not always have the last word.
Medicalization is also a Question of Moralities
But Michel Foucault (1984: 56) never separates the questions of “how we are
constituted as subjects who exercise or submit to power relations” and “how
we are constituted as moral subjects of our own actions.” If during most of his
intellectual life, he remained at a prudent distance from moralities, conversely,
in his last years, he shifted his interest toward ethical questions. More precisely,
during this period, he dedicated much of his lectures, interviews and books to
the formation of moral subjectivities. If his concern for anatomopolitics and
biopolitics had been normalization, his late emphasis on the government of the
self and of others as well as on the hermeneutic of the subject was driven by
moral subjectification. This is certainly what medicalization is about. It is not just
an exportation of objects from the social world into the clinical domain, from
commonsense to scientific knowledge. The clinical realm is itself permeable
to the influence of the social world. It is built on scientific knowledge but also
on commonsense. Medicine is far from being the pure intellectual activity of
producing diagnoses and dispensing treatment. It is particularly porous to moral
categories and moral judgment. Contrary to what has frequently been written, in
particular about deviance, medicalization does not erase moralization: it develops
new moral forms, less visible, more subtle.
The traditional medicalization of addictions involves a distinction between
good and bad behaviors, temperance and dependence, governing of the self and
giving oneself up. The sort of moral subject it produces is a docile, sober, repentant
and proselytizing subject: he or she must respect the authority of the doctor, quit
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using toxic substances, express regret about former conduct, and try to convince
others to follow the same path. Conversely, the more recent public health policies
concerning drug abuse, mostly based on risk reduction, are not exempt of moralities,
even if they propel technological (exchange) and pharmacological (substitution)
responses to the fore. Addicts are expected to observe policy recommendations,
in terms of use of clean syringes and needles, and of respecting the dose and
mode of administration of methadone. The sort of moral subject herein produced
is autonomous, responsible, and pacified: one must apply the protocol without
being forced, avoid betraying the trust of the medical team, and become a citizen
respectful of the law, since the use of drugs is no longer illegal. Of course, in both
paradigms, one should not forget that the production of moral subjects includes
health care professionals who obviously develop distinct moral competences,
whether they opt for drug withdrawal or for risk prevention.
Medicalization is Not Just Social Control
For Michel Foucault (1984: 55), there are three “broad areas” involved in the
“practical systems” that organize a given problematization: “relation of control
over things; relations of action upon others; relations with oneself,” that is,
“the axis of knowledge, the axis of power, the axis of ethics.” These relations
and these axes are not negatively determined, in the sense of an imposition of
force over things, or others, or oneself. They are not about constraints, although
they may be. It is a flawed understanding of the concept of “disciplines” and
correlatively of “normalization,” to which the author of The Will to Knowledge
probably contributed, that has led many of his followers to reduce medicine
to its dimension of “social control.” Undeniably, this dimension exists, but
medicalization cannot be reduced to it. Productive processes are in dialectical
relations with the restrictive ones.
In the case under study here, the social control possibly exerted through
medicalization has to be relativized on two grounds. On the one hand,
medicalization substitutes itself to law enforcement activities or, better said,
the liberal programs of syringe and needle exchange and methadone treatment
displace the repressive activities of the police and, to a certain degree, justice. A
police chief once explained to me that he reproached one of his teams for having
arrested drug addicts and probably dealers near an injection material dispenser,
an action that had the consequence of endangering the risk reduction program. On
the other hand, drug users react to medicalization by contesting it or appropriating
it. Far from being passive recipients of the programs, they may even manipulate
them, sometimes endangering themselves, as when they inject methadone instead
of ingesting it. But beyond these two elements of relativization, it should be
observed that the policies of risk reduction and of low threshold operate on the
opposite of social control, conferring more autonomy and responsibility to the
drug users.
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Conclusion
In formulating these five assertions, which may seem peremptory, it was not my
intention to contest the important literature on drug abuse or to propose a novel
theory of medicalization. I simply meant, more reasonably and more modestly,
to discuss what might have seemed too evident on these issues and to complicate
somewhat the paradigm of the medicalization of drug abuse. I believe, however,
that these assertions have a broader spectrum of application than addictions: they
can be tested with other social issues rephrased in the language of medicine. But
I would like to conclude with a quite distinct interrogation: what is missing when
we think of these processes in terms of medicalization, as has been done until
now? I will limit my answer to one point, which I consider crucial. Focusing on
the broad logic, meaning and consequences of medicalization—and its diverse
components and alternatives I have suggested here—we pay more attention to the
general phenomenon than to its differentiation. The discourse on medicalization,
even its critique, does not lend much visibility to disparities. And yet, if there
is one overwhelming feature that characterizes addictions in most societies, it is
certainly the social inequalities they convey, reveal, and exacerbate.
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Chapter 6

Drugs: A Sociological Blind Spot?
A Look at the French Experience


Michel Kokoreff

Introduction
While there is a tradition of empirical research on drug-related phenomena in the
United States, this is far from being the case in European countries, and even less
so in France. Little research was conducted in the social sciences in Europe before
the 1980s, and there were few coordinated research policies (Bergeron 2009,
Albrecht 1999, Berridge 1988). This assessment is even more severe for France:
reviews of work on drug addiction carried out during this period underscore the
“lack of independence and substance of the object” (Lert and Fombonne 1989); the
“gaps in knowledge” (Ogien and Weinberger 1992); and even the “disappointing”
results of research and studies that nonetheless were proliferating (Boullenger,
Coppel, and Weinberger 1992).
The 1990s mark a turning point in France. A social sciences research
community was formed, and this work was given credit and value by public
policies and actions that were increasingly informed by scientific data.
Indeed, the social context had changed: in addition to increasingly widespread
consumption of cannabis in a number of social categories came the double
epidemic of heroin and AIDS in lower-middle-class groups and particularly
in suburbs with high immigrant population. The slowly growing awareness of
the social and health effects of these changes had altered the terrain, and the
focus of drug issues shifted. Drug use no longer involved only “light” users,
but also “hard” drugs and types of use. It was no longer framed as an attempt
to boost the potential of uncertain creative urges, but evoked the social freefall
most forcefully incarnated by heroin. It was no longer simply a question of
consumption and dependence, but of drug dealing, underground and clandestine
economies, of money. Drugs were no longer the monopoly of the police, the
courts and therapists; new groups—doctors, elected officials, activists, former
users, experts and specialists—were motivated and mobilised to focus on harm

  The author would like to thank the anonymous readers of an earlier version of this
text, which has been fully reworked, as well as Patrick Mignon and Joao Fatela for their
insightful advice.
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reduction. Against this backdrop research proliferated as researchers sought to
rethink drugs, clarify the situation and elaborate plans for action.
This fresh start in the 1990s did not last long, however. From 2000 onwards we
see the research dynamic weakening and public policy regressing. This chapter is
devoted to the pendulum swings that characterises this sequence. First, the main
social and political features of the 1970s are outlined. Second, I look at the factors
that spurred sociological work on illicit drugs, and examine their contributions
and limitations.
The Social and Political Context in the 1970s
The arrival and spread of cannabis, heroin and LSD in a number of social strata in
France is generally dated to the late 1960s and early 1970s. However, these practices
remained by definition marginal and little known because they were secret and
hidden. This poor knowledge of reality fostered a discrepancy between discourse
and practices. In the context of social and political protest, both internationally
with the counter culture movement, and nationally after the protests of “May ’68,”
all the ingredients were in place to set in motion a process to vilify drugs and drug
addicts. They became a “scourge of society.”
Dissemination of Drugs
Drug use was not a new phenomenon, indeed there were many antecedents, and it
would be imprudent to attempt to date the spread of drugs too precisely. But it had
been rare and marginal. Above all, it had not constituted a social or political problem
that fuelled controversy. This changed in the 1960s. Drugs were no longer confined
to jazz clubs and campuses, and spread to city centres and outlying housing estates.
They entered the era of mass phenomena, and became controversial.
In France this shift can be seen in the transformation of the images of
“dangerous youth”: the image of the “wild bunch,” working-class youths in leather
jackets and practically untouched by drug use (Monod 1968), was superseded by
the image of the post-May ’68 “drug addict,” a child of the petite bourgeoisie or
of the ruling classes, most often a secondary school or university student. The user
population expanded fairly quickly, and drug use was no longer limited to student
groups, spreading to the working classes, employees, the jobless from the mid1970s onwards. Mauger saw in this widening use an evolution in the meaning of
these practices and the substances used, a “counter-cultural” practice juxtaposing
“getting ‘stoned’ without words” (Mauger 1984: 134). It can be conjectured,
however, that at this time drugs fostered mobility between different social worlds
  See the compendium by Bachmann and Coppel (1989), work by Yvorel (1992)
on the nineteenth century, by Retaillaud-Bajac (2009) on the period between the world
wars.
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and a degree of diversity in the consumption and supply networks, particularly in
metropolises such as Paris and Marseilles.
Although still not widespread, this drug consumption aroused fears. In
an often quoted text Pinell and Zafiropoulos use this as a political strategy to
discredit a fringe of the young population that was still militant, by criminalising
one of its supposed practices (Pinell and Zafiropoulos 1982). The evidence for
this is a considerable number of repressive laws presented as being the best
defence against the youthful revolt. The number of drug-related arrests soared
between 1968 and 1972, jumping from 361 to 3016, which can be explained both
by an increase in the number of users and by more intense repressive action.
In this context the legislature adopted the Law of 31 December 1970, a highly
ambivalent piece of legislation. On the one hand this law strengthened the
tools of repression by penalising drug use, including private use, which had not
been addressed in the previous penal law of 1916. On the other hand the 1970
law included health provisions for dispensing voluntary, free and anonymous
treatment to drug addicts. The law elicited much criticism, starting with that
voiced by health-care and welfare professionals “who unanimously denounced
the stereotype of the drug addict constructed by the 1970 law” (Bernat de Celis
1996: 18).
The reinforcement of the legal arsenal can be seen in light of remarks made by
Raymond Marcellin, Home Minister at the time, which gives the measure of the
controversy:
Drugs … are the result of voluntary action by those who have created
among young people a terrain that favours propagation of this scourge …
At the same time anarchist propaganda has ferociously and systematically
attacked the values that give each man his moral fibre and upon which rest
all civilised and democratic societies … The true agents of the extension
of juvenile drug abuse are to be found among the intellectual masters who
for three years and more have sought to debilitate the moral underpinnings
of young people, to mislead them with aberrant utopian visions and
depreciate in their eyes the value of will power and effort. [Le Monde,
4 December 1971, cited in Pinell and Zafiropoulos (1982: 69)]

The Knowledge Gap
At this time the field was mainly occupied by politicians, specialists and
journalists in France. It was dominated by clinical approaches, and in particular
  Here we rely on collective research currently in progress on the social history of
the spread of heroin, conducted in collaboration with Anne Coppel, Aude Lalande, and
Fabrice Olivet.
 As a reminder, arrests for violation of drug laws went from 10,000 in 1980 to
45,000 in 1990, 100,000 in 2000 and 147,000 in 2008.
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that of Claude Olievenstein, who heads the Marmottan clinic in Paris (Bergeron
1999). The topic did not yet constitute a sociological object. North American
research on deviance was still little known. The relationship between drugs and
society was indeed discussed in journals or books. One example is an issue of
the journal Esprit entitled “Drugs and Society” published in November 1980
and reedited in 1985 because of its success. Under the coordination of Joao
Fatela, Rodolph Ingold and Olivier Mongin this issue aimed to open a “genuine
ethical debate” on the issue of drugs. It is worth citing the remark showing that
already “the steadily growing tendency of the law-and-order discourse to latch
onto this theme makes this debate all the more necessary.” Likewise, and even
if these writings appeared before the great conflagration of the 1980s, marked
by the heroin epidemic, AIDS and the increasingly precarious status of users,
quite a bit of space was devoted to “the limits of medicalisation.” Little was
known about the social aspects of drug use, however, whether licit or illicit,
despite several interesting contributions, on the links between drugs and culture
(Mari and Mignon 1980) for instance, and a survey on the appearance of drugs
in Montceau-les-Mines, a mining town (Lucas 1980). 
The previous year two sociologists had published Drogues: Passions Muettes
(Jaubert and Murard 1979) in the collection Recherches, created by Félix
Guattari. The authors associated analytical objectiveness and the subjectivity
of experience. According to Jaubert and Murard drug use had nothing to do
with the American counter-culture vaunted by the magazine Actuel: it produced
no enunciation. Rather it was connected to a daily routine of shady dealings
involving the police, pharmacists and money. Hence the astonishment they
manifested with respect to the “extreme scarcity” of work pertaining to issues
of trafficking, drug dealing, and money (Jaubert and Murard 1979: 117). It is
therefore pertinent to query the type of relationships that the drug issue produces,
how it reintroduces economics and politics. This is by the domination of pushers
and the police, but also by political and even “micro-political” claims such as
the “Manifest du 18 joint” [translator’s note: a play on words parodying Gen. De
Gaulle’s “Appel du 18 juin”], a call to decriminalise cannabis launched by the
newspaper Libération.
Twin Explanations
Until the late 1980s the flourishing drug literature published in the United States
in the 1950s and 1960s was hardly known within French research circles in social
  Herpin’s book notwithstanding (1973), and with the possible exception of Howard
Becker, whose 1963 work Outsiders was nonetheless not translated until 1985.
  We can add an epidemiological research directed by INSERM about becoming drug
addicts (Curtet and Davidson [1979]).
 Ogien introduced French readers to this literature in various texts (see Ogien [1995]
and Ogien and Weinberger [1992]).
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sciences. How can this knowledge gap be explained? Two aspects are to be taken
into consideration, it seems to me.
There are internal factors of sociological production, for one. The issues that
Anglo-Saxon researchers focused on in the 1960s were for the most part unknown
in the national tradition, as clearly shown by Coppel (2002). French researchers
became only gradually more familiar with the Chicago school and its different
generations, with symbolic interaction and urban ethnography, in a context where
much was made of the “end of grand narratives” (Lyotard 1979) and the “return of
the actor” (Touraine 1984). Up to the 1980s sociological thinking was dominated
by major paradigms, whether Marxism, structuralism or the work of philosophers
like Michel Foucault. Pierre Bourdieu and Alain Touraine are central figures in
French sociology, but they do not address the drug phenomenon any more than do
Raymond Boudon or Michel Crozier. In fact, French researchers were interested
in other societal issues, either for practical reasons (public research funding was
abundant in certain areas, such as urban planning or social exclusion) or for academic
reasons (some objects, such as work or schools were more gratifying than others,
professionally and symbolically). Drug use was seen as an epistemologically
ambivalent object because it relies on an arbitrary cultural distinction between licit
drugs (alcohol, tobacco, medication) and illicit ones (cannabis, heroin). Drugs were
at best an epiphenomenon related to the social forms of marginality and deviance
that redefine youth, or to the expression of cultures and subcultures specific to
this age group; at worst the topic was a “polluting object” that could potentially
transfer its characteristics (stigmatisation, social exclusion) to the person studying
it (Ogien and Mignon 1994). This shows the strong hold of moral judgements,
taboos that explain, in part, the willingness to ignore the phenomenon.
It follows that factors external to drugs are involved. Ehrenberg and Mignon
suggest several explanations that refer to specific traits of French political culture
(Ehrenberg and Mignon 1992: 28–31). Two elements stand out. One is the
intolerance shown towards drugs, and therefore to drug addicts. We have mentioned
the “moral panic” that gripped French society after May ’68 in the face of drug
consumption that remained limited to narrow population groups and that had
nothing in common with the widespread use observed in the United States at the
same time. In the 1970s movements to decriminalise drug use remained marginal
in France, and drug culture was propagated in a minor fashion, in publications
such as Libération and Actuel. Intolerance was also manifested in the attitude of
judges, and in that of some specialist actors who steadfastly refused to accept any
compromise with drugs. This intolerance imprisoned users in a clandestine world
rather than encouraging a pragmatic attitude capable of confronting the problems
raised by drug use and the sociological changes that legitimised them. But the
weight of moral judgement should not be allowed to mask the role of the State as a
social teacher: responsible citizenship is possible only if the law establishes norms
and taboos. As was said by Rousseau, it is a matter of “forcing the individual to
be free” by arming him/her against forces that could distance his/her individual
interests from the general will. As far as drugs go, drug use does not concern the

100

Drugs and Culture

private individual, it threatens the community, and it is the community that reacts.
In other words, action to block the spread of drugs can only aggravate the tension
between the need for social cohesiveness and the claim to self-determination
(Ehrenberg 1995).
The New Drug Landscape and the Structuring of a Research Community in
the 1990s
Several societal phenomena led to a transformation at the end of the 1980s. First
of all, there was a growing awareness of the trivialization of cannabis use, in
conjunction with the deterioration of the social situation in working-class suburbs
and the underground economy that was developing there. Then, came the epidemic
of heroin use that struck every European country in the 1980s and the spread
of AIDS, revealing the close connection between social and health-care issues.
Lastly, once again on a transnational scale, synthetic drugs (Ecstasy) appeared and
spread among middle-class young people, and led to new thinking about social
practices and cultural movements organised around this kind of drug use. This was
the framework for the development of research in the social sciences in France in
the 1990s.
The Constitution of a Research Community
Before this period, clinical and epidemiological research prevailed. The clinicians
contributed to establishing the figure of the heroin addict as emblematic of all drug
addicts. The epidemiologists emphasised the difficult familial and educational
circumstances of habitual users of dangerous substances. The emergence of
illnesses associated with intravenous injection subsequently led to research in the
realm of public health, while public security concerns spurred an exploration of
the relationship between drug use and delinquency. By the time social scientists
arrived to do field work, they found their objects already staked out by the practices
of administrative services, by social anxieties over public health and safety, and
by the scientific literature. This is no doubt why social science had to step up its
vigilance with regard to cognitive forms of this social object, and give preference
to an approach that sought to understand drug use as the construction of a public
problem.
A research community in social sciences began to gradually take shape in
the late 1980s. A programme entitled “Drugs and psychoactive substances” was
created under the auspices of the Ministry for Research and Technology and the
General Delegation to Combat Drugs and Drug Abuse (Délégation Générale à
la Lutte contre la Drogue et la Toxicomanie–DGLDT). The programme initially
developed three components: a seminar entitled “Penser la drogue, penser les
drogues” (“Thinking about drugs,” 1990–1991) that was conceived to highlight
very different approaches (Ehrenberg 1991); an international symposium “Drugs
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in democratic societies—Unity and diversity” (June 1991) that sought to compare
the situation in different countries and disseminate in France work done abroad
(Ehrenberg and Mignon 1992); and thirdly a call for proposals based on a survey
of issues and knowledge that was conducted through four workshops (History and
historical anthropology; Sociology and ethnology; Law, economics and political
science; Clinical sciences, human and social sciences). It was also at this time
that Rodolph Ingold founded the Epidemiological Research Institute (Institut de
Recherche Epidémiologique [IREP]), largely inspired by the North American
epidemiological approach that sought to articulate the production of quantitative
data and ethnographic surveys. In a second phase, in 1994 the National Centre of
Scientific Research (Centre National de Recherche Scientifique [CNRS]) created
a research group called “Psychotropes, politique et société” that was renewed in
1998 with a greater emphasis on mental health issues. A colloquium was held
in 1998 to review the state of this knowledge (Faugeron 1999). The research
group organised a research seminar under the title “French experience with illicit
drugs” that met from 1994 to 2000. Experienced and beginning researchers—
sociologists, economists, ethnologists, criminologists—from France and Europe
gathered and shared their questions and findings (Kokoreff and Faugeron 2002,
Faugeron and Kokoreff 1999a, b, 2002).
At the same time, the creation of the French Monitoring Centre of Drugs and
Drug Addiction (Observatoire Français des Drogues et des Toxicomanies [OFDT])
in 1993 made it possible to produce reliable data, distinct from the data produced
by institutions, in order to give a reliable overall picture of the drug phenomenon
in France.10 Surveys of the general population are conducted using robust methods.
The surveys carried out cover both a wide segment of the population, such as the
“Health Barometer” (subjects aged 8 to 75 years), and population groups deemed
to be more directly at risk in terms of consumption, for instance students in public
and private schools, or young adults (aged 17 to 19) who take part in national
defence preparation days. This apparatus is completed by a bottom-up information
system (TREND) that gathers qualitative data on new substances consumed, local
markets and patterns of use, with a focus on two areas: urban spaces and parties
and clubs gatherings. Surveys also examine the changes in public opinion towards
the drug phenomenon. For instance, the survey carried out in 1999 showed that a
large majority (80.8 percent) of respondents was in favor of the use of substitute
drugs, and a somewhat smaller majority (63 percent) approved the sale of syringes
without prescription and a controlled distribution of heroin (52.9 percent). While
overall the survey respondents did not support legalisation of cannabis, they did
  Published in three volumes under the title Penser La Drogue, Penser Les Drogues
(1992).
 The OFDT became fully operational in 1996.
10 Much of the research work cofunded by OFDT has been published. See also
the numerous issues of “Tendances.” Available at: http://www.ofdt.fr/ofdtdev/live/publi/
tend.html.
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think that banning it was ineffective (Beck and Peretti-Watel 2000). Eventually,
evaluation studies provide data on specific structures and drug action plans.
Public authorities widely adopted this underlying movement and favored
public-health arguments, although without contesting the 1970 law and its two
components of outlawing drug use and providing medical care. The Three-year Plan
(1999–2002) dedicated to combating drug use and preventing drug dependency in
effect recognized a certain number of facts. The merit of this plan was to recognise
that there is no such thing as a society without drugs, and to clarify a number of
concepts, starting with the notion of drug addiction (toxicomanie in French), by
establishing distinctions between use, abuse and dependency.
Uses, Trafficking, Policies: Three Interrelated Poles
The production of scientific knowledge gave a more detailed picture of the
dynamics and situations in which users consumed illicit substances. Previously
information was derived from infrequent epidemiological surveys of narrowly
defined age groups and/or target population groups, such as secondary-school
students, or certain categories of users, most often recruited by the so-called
“snowball” method, that proved difficult to extrapolate to other groups. A number
of studies, generally qualitative and ethnographic in focus, reported on uses and
users of a range of substances: cannabis (Bouhnik 2007, Perreti-Watel 2001,
Ingold and Toussirt 1998, Aquatias et al. 1997); heroin (Toufik 1997, Bouhnik
and Touzé 1996); ecstasy (Colombié, Lalam, and Schiray 2000, Médecins du
Monde 2000, Kokoreff and Mignon 1994). We note, however, an absence of work
on cocaine and crack, apart from two ethnographic surveys conducted in Paris
(Ingold and Toussirt 1994, Ingold, 1992,). In addition we find work that focuses
not on a substance but on a type of territory (Duprez and Kokoreff 2000, Joubert,
Weinberger, and Alfonsi 1996) or specific groups (Missaoui and Tarrius 1999,
Pryen 1999, Esterle 1991).
With the emergence of AIDS, surveys were designed to study attitudes and
practices of users with respect to reducing the risk of HIV infection, and the ways
in which risk of infection was managed within different groups: women, sex
workers, youth in underprivileged neighborhoods, prison inmates (Coppel 2002,
Lovell and Feroni 1998, Sueur 1993). Observation and analysis of intravenous
heroin use took on new importance as a way to learn more about how to prevent
injection-related risks (Emmanuelli, Lert, and Valenciano 1999). It was observed
that even if heroin users changed practices in response to risk-reduction measures
there would still be occasional instances of high-risk behavior, such as ritual
sharing of syringes that was common in the 1970s and 1980s. Some researchers
set out to understand why information and knowledge did not change behavior
(Claret et al. 1993).
The 1990s were marked by the revelation of relatively diversified drug-use
practices and of self-regulation mechanisms. This “discovery” led to a shift
away from what Decorte (2002) calls “the worst-case scenario” and towards
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the exploration of the forms of “hidden deviance” among well-integrated social
groups in the middle and upper classes who are otherwise rarely or not at all
known to the police and health care agencies—their trajectories, their connection
with and retreat from the world of drugs, considered not in terms of abstinence
but as a “reconceptualisation of existence” (Castel 1998). Studies done on users of
cocaine, crack, and heroin inform us about a number of issues: their lifestyles; the
relationship of their drug use to other life circumstances (work, family, leisure);
the strategies they deploy in order to manage the risks of a conduct that is in
“normative contradiction with the dominant culture” (Caiata 2002); the social
resources that they draw upon, and so on. Likewise, studies of drug use among
people who work and who are professionally well integrated reflect attempts on the
part of these users to accommodate or adjust themselves in relation to predominant
norms (Fontaine 2002). In spite of their drug use and the stigma that it carries,
these people consider themselves “normal” and “respectable.” They do indeed
resort to individual strategies that aim to neutralise the negative effects of their
drug use. But they do not feel any need to be helped (Fontaine 2002). Cannabis
users undoubtedly represent the most ordinary figure of the integrated drug user.
The studies that are available show that cannabis use among young people has
an everyday nature that must remain hidden from adult eyes, to keep the user
from being singled out for inappropriate conduct and to preserve his/her reputation
(Aquatias et al. 1997). Herein probably lies a difference with the consumption—
even excessive—of alcohol, which can be openly declared in the context of social
circumstances deemed acceptable by all. It remains nonetheless that in-depth
studies of “integrated” middle- and upper-class drug users are lacking.
Substantially fewer studies have treated the economics of drugs and smalltime dealers (See Fatela [1992]). Nonetheless, these studies show how economic
and commercial dynamics are grafted onto social and symbolic systems, while
also demonstrating the importance of the territorial and institutional dimensions
involved. This research also focuses on the social conditions of possibility in
underground economies. Most of this work underscores the role of alliances and
social relationships in constituting economic networks and informal employment
in precarious social circumstances (Godefroy 1997, Laé and Murard 1992). They
also show how the drug market has managed to grow, through a system of social
relationships that are specific to different groups in the socially insecure population
(Bouhnik and Joubert 1992). Drug dealing, like drug use, is a way to acquire a
social position, to have a “place” and resources, a way to give a tentative meaning
to these practices, when unable to do so via other activities.
In a setting marked by media coverage of underground economies in the wake
of several highly visible cases, a first round of collective research was undertaken
in 1993 at six sites (Argenteuil, Aubervilliers, Aulnay-sous-Bois, Bagneux, Hem,
Marseille). This work called into question a whole series of stereotypes about drug
trafficking. Although it was exploratory in nature, this research highlighted several
major conclusions (Schiray et al. 1994: 11):
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[1] drug dealing, after other activities such as theft, fencing of stolen goods,
and other expedients, constitutes … a “last-ditch economy” that self-propagates
in substitution for the official economy, public and private … [2] many
neighbourhoods, however, do not live up to the rumour of their reputation, and
the levels of organisation and profits reaped remain limited in scope … [3] a few
neighbourhoods, not many, can be said to constitute more important poles of
drug dealing, possibly with high profit … [4] overall these neighbourhoods incur
greater costs than benefits from drug traffic … [translated from French]

Another way of saying this is that the business of drugs is dominated by “minimumwagers” who are at the core of a “manage as best you can” economy (Duprez
and Kokoreff 2000). At the same time we observe a specialisation distinguishing
markets that follow different rules: profit-oriented markets where making a profit
stands above any other consideration, and markets with local dynamics in which
social relationships weigh on transactions (Aquatias et al. 1997). At bottom the
dealers are small business entrepreneurs who play according to the ultra-freemarket rules of a hard and pitiless world, and conduct their business with skills
and know-how that are no less substantial than those seen in the formal economy
(Jamoule 2003). This multiplicity of situations was confirmed by a novel study of
sales figures for “retail” sales of cannabis in France (Ben Lakhdar 2007).11 But in
general drug trafficking at various territorial scales, dealers’ strategies compared
to police strategies, their social setting and support have rarely been studied in a
systematic way (Kopp 1997, Schiray 1994).
While the forms and rules of drug use and dealing have their own dynamics,
they are also the outcome of public policy and the ways in which this policy is
carried out by the institutions charged with its implementation. Rather than looking
at this policy from above, in its abstract form and institutional architecture, it is
more appropriate to take as an object the policy as it is enacted in a local territory
(neighborhood, town, city, département). This summarises the twin assumptions of
research conducted in the 1990s. To break with approaches via health institutions
that had been dominant up to then, and which did not take into account the diversity
of profiles among users, much less among traffickers and street dealers, this new
research preferred an approach via the criminal process. This work exploited the
findings of research on penal institutions (police, courts, prisons) undertaken in the
1970s, as well as the results of interactionist views of deviance and of ethnographic
approaches to drugs. This work underscored the conflict between a unified set of
principles and the diversity of practices. The concept of the penal chain in particular
11 This investigation sought to estimate the earnings of cannabis dealers and rank
them according to an income scale. Three categories are established: semi-wholesalers, an
estimated 700 to 1,000 individuals, earning up to €550,000 per year, it is thought; below
them come suppliers, between 6,000 and 13,000 in number, who are thought to earn up to
€76,000 annually; and street dealers, numbering between 58,000 and 127,000, with income
below the minimum wage, between €4,500 and €10,000 per year.
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pointed out the various mechanisms at work to select users according to the criteria
and reasoning of the police departments which handled their arrest (Aubusson de
Cavarlay 1999). Considering the territorial aspects of these mechanisms led to
the conclusion that at bottom there is only local penal policy (Kokoreff 2002,
2010: 115–40, Duprez, Kokoreff, and Weinberger 2001). Although there has
been an increase in the number of Drug Treatment Order12 handed down, they
have not had the desired effects: an assessment by Setbon (1998) demonstrates
that the application of therapeutic sentences is highly variable, depending on the
jurisdiction, and therefore it is nearly impossible to evaluate their results. As for
mandatory care during the initial enquiry or probation periods, Simmat-Durant
(1998) has shown that it has low visibility in statistics, and considers this to be a
dysfunction of the 1970 law.
By contrast police arrests for drug use tripled during this period: from 34,213
in 1990 to 100,210 in 2000 overall, and from 24,588 to 73,661 for cannabis
alone. Meanwhile arrests for heroin offences began to drop in 1995. The police
focused essentially on cannabis. Repressive policy on drug use, legitimated by
the aim of curbing delinquency (Setbon 1995, Barré 1993), maintained a strong
police pressure that stymied efforts to set up risk-prevention measures. By
institutional inertia or strategy on the part of certain actors, and despite official
instructions, conflicts arose between repression and care, as seen in the case of
police patrolling in the vicinity of needle exchange programmes, if not with the
intent of arresting addicts, at least with a view to identifying dealers (Kokoreff,
Oblet and Lefebvre 1997).
This is the heart of the paradox observed during this period: the research
dynamic emerged in parallel with an inflection of public policy, or at least a change
of discourse on drugs, less ideological and more pragmatic, but it did not call into
question the prohibitionist model and its often-denounced perverse effects, nor did
it fully apprehend the public health issues at stake.
Conclusion: Losing Momentum
Sociological research on drugs that was scarce in France in the 1970s has since
seen a noticeable increase in its production. Actors and workers in the field were
the first to be confronted with the growing number of issues related to substance
use and abuse, increasingly penalised under the 1970 legislation. They were
the ones to construct analytical frameworks and a body of expertise based on
their observations, with the support of a few fellow travellers, including some
philosophers. With the exception of a few isolated cases, sociologists were not
really interested in these issues that seemed far removed from the weighty debates
12 The Drug Treatment Order is a compulsory treatment for drug users as an alternative
to prosecution that has been made possible since the 1970 French law on narcotics. Such
treatment can only be ordered with the patient’s consent.

106

Drugs and Culture

on State capitalism, the apparatus of power, social stratification, movements of
society, and so on.
It was only at the end of the 1980s that a research community in social
sciences came into being. This community helped lift thinking about drugs out
of the myths, fantasies and fears surrounding this subject. This work analysed
the multiple facets of use and users, the dynamics of underground economies
in cities and neighborhoods, and the structure of public penal, health and social
policies, at the national level and at various local echelons. It also clarified public
action and made it possible to evaluate intervention measures in a pragmatic way,
taking inspiration from experience acquired in other European societies, in Great
Britain, Switzerland and Germany. This new impetus was made possible by the
conjunction of several factors: a desire for knowledge on the part of the State,
which legitimated the social demand; a commitment on the part of institutions;
significant financial resources; a capacity to facilitate access to sensitive areas in
the field. And there was also a mobilisation among researchers, who showed their
capacity to renew their approaches, do more work in the field and initiate dialogue
with front-line actors.
This favorable conjunction is lacking today. Since 2000 the political climate
has fanned the fires of the issues of security and insecurity, leading to rejection
of sociological explanations that are regarded as part of a “culture of making
excuses.” The orientations of institutions that fund research have changed, and
now favor hard sciences and “addictology” rather than social sciences. In parallel,
the researchers who have been active in this field have not renewed their output;
they have not always built on their work, they have gone on to other subjects,
without passing on what they have learned to a new generation that would not have
to start from zero. Publication was intense for a period of ten years, but much of
this work remains confidential, published in journals that reach a narrow audience
or restricted to the category of “grey literature.” Furthermore the language barrier
has limited dissemination of this research production to readers of French, and
lasting international exchange with other researchers has not been established.
The paradox is that after a period of intense production we find ourselves back
in the same situation as in the 1970s. Yet available data on drug consumption and
trafficking indicate that practices and risks are increasing. Realistic knowledge of
drug use reduces the dangers, by describing the spread of drugs and their place in
society. This knowledge is therefore socially useful. Are drugs still a sociological
blind spot in France?
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Cultures of Drug Use
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Chapter 7

Drug Consumption:
A Social Ritual? The Examples
of Tobacco and Cocaine
Randall Collins

The earliest known use of tobacco was classically ritualistic. This was the
peace pipe ceremony, which Europeans encountered among the native tribes of
North America. The pipe was about one meter long, decorated with ornaments
representing tribes belonging to an alliance. To display the pipe was to break with
mundane activities and enter into a sacred interlude; on a war expedition it was
a flag of truce. The pipe was passed around the assembly of chiefs and leading
warriors, but prohibited to persons of lesser status. It was taboo to touch the pipe
while smoking it except with one’s lips; hence the ceremony was necessarily
collective—one could not smoke by oneself, but only by exchange of favors with
another person of equal status. The smoke was interpreted as a spiritual experience
and religious offering (Walton 2000: 280–83).
Here we have all the elements that Durkheim (1912) found in religious ritual,
and that Goffman (1967) and others have applied to the rituals of everyday life. A
group is assembled; it focuses attention on an activity that includes some persons
while excluding others; it establishes a shared emotional mood. When the ritual
is successful in reaching a sufficient degree of reciprocal entrainment—what
Durkheim called collective effervescence—it results in feelings of membership
and boundaries of social rank; objects at the center of ritual awareness become
sacred objects, symbols representing the group. A primal level of morality is
established, between those who defend the symbols of the group, and those who
defame them. The successful ritual pumps up its participants with what Durkheim
called moral force and I have termed emotional energy, feelings of confidence
and enthusiasm for activities channeled by the ritual; hence a sacred object acts as
a repository for these feelings, and a reminder of where the individual can go to
renew their motivation (Collins 2004).
The power of sacred objects is most obvious in the case of religious objects
such as the Bible, the Qur’an, the crucifix, or political equivalents such as the
flag. From this perspective it seems a desecration to regard in a similar manner a
cigarette, an alcoholic drink, a drug or any kind of psychoactive substance. But
there are smaller groups of membership as well as larger; the world of sacred
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solidarities is often a world of conflict between rival moral spheres, and the same
ritualism that creates God also creates the Devil.
The sacredness of the object depends upon the social success of the rituals
in which it is used; rituals can fail as well as succeed, and hence the cult of any
particular ritualistic substance depends upon the social emotions, reciprocal focus
of attention, and group boundaries that are enacted. Whether an individual becomes
attached or addicted to a psychoactive substance—in whatever terminology we
wish to use—is the result of successful or unsuccessful rituals in that individual’s
personal life trajectory. And the same is true on the macro level: at the core of the
history of any drug is the history of the rituals that sustain it, or cease to sustain
it. Rituals affect the micro-career of the individual substance user, as well as the
macro-career of the substances themselves.
Ritual theory thus helps explain whether psychoactive substances become
legitimate and widely accepted (an example would be caffeine); contested by rival
movements (notably in the history of alcohol); or tabooed and banned, that is,
subject to popular scorn and legal prohibition.
Hence it is never adequate to explain the popularity or the prohibition of a
substance merely because of its health effects. Health per se is not a paramount
or universal value for all social groups at all times. Durkheim famously showed
that under the power of ritualism, the highest value is in sacrificing one’s mundane
benefits for a sacred attachment. In the case of tobacco, the substance was
condemned by some authorities since it was first imported into Europe in the late
sixteenth century; opponents of tobacco have always regarded it as unhealthy as
well as immoral. The health problem has long been recognized by smokers; an
American slang term among cigarette smokers 60 years ago was “cancer sticks”—
well before the 1964 Surgeon General’s report—and smokers in the 1920s and
earlier, Sigmund Freud among them, would weigh the health benefits of cutting
down on their smoking versus the appeal of smoking. I have argued that the
ascendency of the anti-tobacco movement in the late twentieth century depended

  My line of argument follows that of Becker (1953) and others (most recently, Dyck
2008) emphasizing users’ socially based experiences of interpreting the physiological
effects of ingesting psychoactive substances. What I add is a model of the conditions which
produce successful or unsuccessful ritual experiences, and how these change with larger
variables in social structure.
 Early European observers of tobacco in American Indian spiritual rituals were
also contested by critical reports of what from a twenty-first century viewpoint looks like
addiction. Alexander von Gernet documents habitual and compulsive use among Indians,
as in this 1634 Jesuit account: “They go to sleep with their reed pipes in their mouths,
they sometimes get up in the night to smoke; they often stop in their journeys for the same
purpose and it is the first thing they do when they reenter their cabins. I have lighted tinder,
so as to allow them to smoke while paddling a canoe, I have often seen them gnaw the
stems of their pipes when they had no more tobacco, I have seen them scrape and pulverize
a wooden pipe to smoke it …” (2007: 69).
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not upon new scientific evidence but on the decline of the social rituals that most
powerfully supported smoking (Collins 2004).
In what follows, I will present four types of ritualism in the history of tobacco
use; and then suggest how these types of ritualism have operated in the history of
other drugs, with a special emphasis on cocaine.
First: individual use for practical effects. This is the zero type of ritualism,
since it involves no entrainment with other persons. When new substances are
introduced, their practical effects are often stressed. The early use of tobacco by
Europeans was regarded as a kind of food, a counteractant to hunger; users spoke
of “eating” the smoke. In the twentieth century, smoking was a means of weight
control, and thus giving up smoking carried the hazard of gaining weight. Tobacco
also was used to produce calm, dedication to one’s work, and relief from stress.
Second: smoking as a ritual of solitary withdrawal. This was most commonly
associated with smoking a pipe. The man smoking quietly at the fireplace, for
several centuries, was an image of legitimate contentedness, a kind of socially
approved introversion; the pipe-smoker might be in the presence of other people,
but was not required to take part in conversation. It represented what later American
slang referred to as “laid back.” Hugh Hefner, the founder of Playboy Magazine,
and also the rabbit emblem often used on the magazine cover, up through the 1970s
were usually depicted smoking a pipe. Of course other kinds of social rituals could
involve smoking tobacco in a pipe; the Turkish hookah or waterpipe was more
collective; and in the eighteenth and nineteenth centuries respectable Dutch and
German burghers gathered to smoke their ostentatiously decorated pipes together.
My point here is more abstract: there is a type of substance ingestion that is socially
appreciated, since it invokes contact with a sacred object even though there is no
immediate ritual communion in a group.
Let me give an example that involves the solitary smoking of cigarettes. A
number of years ago I had climbed a famous sacred mountain in Japan, and was
waiting in the cable car station to descend. Four other men (all Japanese) also came
into the station, each of us a solitary hiker. One of us lit a cigarette; then another;
then all of us were smoking. There was no eye contact; no one offered a cigarette to
anyone else; there was no conversation. That would have been very un-Japanese.
Nevertheless the atmosphere, in the midst of this mountainside bamboo forest,
was one of shared tranquility, a collective recognition of each other’s inwardness.
Third: hierarchic status rituals emphasizing aesthetic elegance. We come now
to the most central type of ritual ingestion, full-scale collective participation with
strong emphasis on social boundaries and superiority of those within the ritual
community. At the height of the cigarette-smoking cult, approximately the 1930s
and 1940s, it was proper social etiquette to carry cigarettes, preferably in a silver
or gold case, so that one could offer a cigarette to others at a party or dinner. This
  For historical materials on tobacco use, see: Brandt (2007), Courtwright (2002),
Walton (2000), Kluger (1996), Goodman (1993), Klein (1993), Kiernan (1991), Troyer and
Markle (1983), Sobel (1978), Wagner (1971), Glantz (1966) and Brooks (1952).
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was a Maussian gift-exchange, establishing social equality by reciprocity; to fail
to offer a cigarette (even if one did not smoke oneself) was to lose membership
(Mauss 1925). Polite society always kept cigarette lighters on hand, usually
elegantly designed. A key point in gender ritual—with erotic overtones—was
for a gentleman to light a lady’s cigarette. The height of cigarette ritualism was
ushered in during the 1920s when women of the respectable classes entered what
had been a male preserve, and began to smoke cigarettes, especially on sociable
occasions. The 1920s was known for the alcohol culture, but the sexual ritualism
of cigarette-smoking was perhaps even more important; it gave prestige not only in
terms of class status but also in the modern form of what I have called “situational
stratification”—making the scene, being in the center of where the action is. In
terms of interaction ritual theory, the 1920s invented the modern cult of ephemeral
social status based on being in the center of the collective effervescence, a status
that has increasingly come to overshadow traditional categorical class position
(Collins 2004).
A successful ritual practice spawns an array of sacred objects: in this case
not only the tobacco, but cigarette cases, cigarette boxes, lighters, and cigarette
holders. President Franklin Roosevelt was famous for his long cigarette holder
held at a jaunty angle, just as Churchill was known for his cigar, and both Stalin
and the American general MacArthur were known for their pipes. There were of
course lower-class smokers, who could not afford the ritual accoutrements, but
the basic rituals of reciprocity remained: one created social ties by offering a
cigarette or a light, even if it were a group of prisoners handing around a butt. The
legitimation of the entire practice, however, was at the social heights; the lower
classes emulated as best they could upper class ritualism.
At the end of any college dinner at mid-twentieth-century Oxford or Cambridge,
the presider would stand and offer an alcohol toast: “The Queen!” This used to be
followed by the phrase, “Gentlemen, you may smoke.” The ritual substances were
linked together, and at the top of the chain, connected to the highest level of social
respectability. The formal part legitimated subsequent informality.
Fourth: antinomian carousing. Here social gatherings are explicitly beyond
the range of polite society; indeed they take their piquancy from the thrill of
contravening what is respectable. There was some element of this in the 1920s
cigarette cult, especially since it involved women carrying out a formerly tabooed
activity. In the US, antinomianism was underlined by the legal prohibition of
alcohol that made underground speakeasies the scene of illicit action; but this
cannot be the entire explanation since a similar cult of risqué nightlife was
popular among social elites in Britain and Germany where there was no alcohol
prohibition. More likely the central cause was the association of smoking with
sexual flirtation and the breakdown of the traditional family-controlled marriage
market (Bogle 2008: 11–23, Collins 2004: 251–7, Waller 1937). It appears that
France and southern Europe had much less of an antinomian alcohol-and-smoking
cult in the 1920s, a contrasting pattern that in my view was associated with the
continuation of familistic controls over marriage in those societies.
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Structurally underlying the antinomianism of sexual flirtation at drinking-andsmoking parties was a shift towards sexual flirtation as an end in itself: a man or
woman could acquire the reputation of being “fast,” glamorous, risky—because
they took advantage of individual freedom in courtship, not merely to choose their
own marriages, but to engage in sexual bargaining for its own sake. The scandal,
for the time being, was to play with sex, outside of marriage negotiations, and
as a source of its own collective effervescence. What made cigarette smoking a
highly successful ritual, in that period, was its centrality as a social practice for
flirtation, and as a symbol of antinomian sophistication. In the technical terms of
interaction ritual theory, the sexual flirtation scene provided the gathering places
and the emotional excitement that became embodied in the experience of smoking
as well as a specific form of drinking (cocktails, rather than wine or beer).
Antinomianism, the fourth type of ritual, differs from high-status rituals
(the third type), in that it is inherently unstable. Once a social practice becomes
widely accepted, it loses its antinomian cachet. By the time of the Second World
War, British debutantes were photographed in elite settings smoking cigarettes.
Antinomian ritual had changed into elegance ritual. Although smoking has
continued to have some antinomian appeal—chiefly among school children, who
are excluded from it by age category prohibitions—for adults it was supplanted
by other taboo substances. In the 1940s heroin became popular in association with
the avant-garde jazz scene, with its status barrier between the cool and the square
(Schneider 2008). The series of drug cults that followed are well known.
The four types—practical, social withdrawal, status rituals and antinomian
rituals—are not in themselves an historical sequence. Although there is a tendency
for the first appearance of a psychoactive substance to come in the form of practical
usage—one thinks of opiates such as laudanum used in the nineteenth century for
self-medication—practical use by individuals may continue throughout, and may
be the last vestige of a drug’s history; today cigarette smoking is mostly nonritualistic, by isolated individuals who step outside their office to relieve stress
with a smoke. The second type, social withdrawal rituals, is a derivative type;
only if the substance becomes the center of a collective cult can it be siphoned off
by individuals in solo use. That kind of drug use is analogous to what Durkheim
(1912) and Mauss (1925) said about prayer, as an offshoot of collective religious
practice. Introverted intoxication is a by-product of extroverted intoxication.
The central rituals in the history of any substance ingestion are the collective
ones, which take either legitimated or illegitimated forms: hence the substance and
its rituals are either given high public status, or a rebellious cult status. These are
Weberian ideal types, and empirically there is much shading between one and the
other. Again, there is no invariable sequence; some substances make their way from
legitimacy to illegitimacy, some the reverse; alcohol has had an up-down-and-up On the supply side, cigarettes were also made more widely available by technological
changes in machine production; however I argue here for ritual attraction as a key factor
on the demand side.
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again career. Tobacco lost not only its antinomian appeal by the 1940s; but also
suffered from the general decline of hierarchic status rituals, that became apparent
by the 1960s. The ultra-egalitarianism of the 1960s social movements involved an
explicit attack on older formal rituals of sociability, an attack that I have called the
“Goffmanian revolution,” although the anti-Goffmanian revolution might be more
accurate. Deference and elegance ceased to be social values, especially in the
American youth culture and the culture industries based upon it (Wouters 2007,
Collins 2004: 288–96). Without the social underpinning of hierarchic elegance
rituals, tobacco lost its ritual appeal. Cigarette smokers remained, but they have
become concentrated in the first two types, as practical usage or individual
withdrawal. As a sociological generalization, a collection of individuals engaged
in isolated usage of a psychoactive substance cannot defend themselves against
a prohibitionist movement or an organized profession seeking to monopolize
control of that substance. It is the collective rituals that give prestige, energy, and
legitimation; solitary users are easy targets for labeling and social scorn.
Let us apply the typology to other drugs, chiefly cocaine (historical sources:
Gootenberg 2008, Courtwright 2002, Spillane 2000). Cocaine made its first
appearance as a practical drug, a local anesthetic, then self-administered for
pain, endurance, and energy. Before cocaine was made illegal in the US in
1914, it was an ingredient in Coca-Cola (until 1903), and thus occupied the
niche now taken by Red Bull and similar energy drinks. By the mid-twentieth
century cocaine had a reputation among professional criminals as the burglar’s
drug, giving cool concentration in suspenseful action. This is the reverse causal
direction of the current explanation that burglaries are caused by addicts seeking
money for their habit; in the earlier situation, cocaine was chiefly a practical aid
to the pragmatics of crime.
In the second category, cocaine also has individual users withdrawing from
society to enjoy their private intoxication. This would be analogous to the solitary
opiate-user. In the 1950s, the substances were sometimes combined, heroin plus
cocaine in a speedball, an attempt to engineer an effect that mitigates the negative
aspects of each. This was in fact quite dangerous to one’s life, but the sociological
point I would make here is that the combined use of substances implies occupying
the same typological niche, hence the prestige level of one drug tends to rub off
on the other. Here again, the social prestige of solitary drug usage is generally
low. This is a relative matter; in times when the substance is widely prestigious,
solitary usage is mildly looked down upon, in the way that drinking alone is looked
down upon in drinking cultures, but not banned or even strongly tabooed. If the
substance is only narrowly legitimated within some special community, solitary
usage ranks low within that milieu, and regarded as the depths of pathology in
the larger world. To fully appreciate this point, we must compare the third type,
hierarchic rituals.
  Opium smoking may have been an exception to this principle: upper-class opium
smokers in nineteenth- and early twentieth-century China were higher prestige than users of
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The nearest cocaine has come to social respectability was during the 1970s.
Powder cocaine was sniffed in middle- and even upper-class circles, not only
in the youth culture but also among successful middle-aged professionals,
especially in California and New York. The heaviest users were the middleand-upper level bulk dealers described in Patti Adler’s research (1993). At that
time, these individuals came from an entrepreneurial white middle-class milieu;
they had a great deal of money from their booming business, which they spent
in ostentatious luxury—champagne, fine wine, gourmet food, prestigious travel
resorts. Dealers were almost entirely male, who made a point of surrounding
themselves with beautiful, sexually-available women. The small proportion
of female dealers were wives or girlfriends who inherited connections from a
male. Cocaine reenacted the major features of the 1920s partying scene, with
cocaine-sniffing taking the place of cigarettes, alcohol becoming downgraded to
a secondary role, and sex upgraded from mostly kissing and flirtation to more
erotic practices in romanticized settings.
At the core of these communities was a continuous party scene, based on dealing
out of their own private homes; clients were to be impressed by the quality of the
drug, and by the generosity of the dealers. Deals were normally not concluded
without sampling the product. The drug-sniffing ritual conferred a potlatch-like
status: the individual who could offer free lines to the most people received the
highest status. Participants in this collective scene looked down on the mere enduse buyer; although in fact the dealers were buying and selling large quantities of
drugs, the framing of their transactions by the ritual of honorific gift exchange,
allowed them to scorn those who used the drug without the ritual (similarly in New
York City: “… dealers have an aversion to buying cocaine; most of them believe
that only a fool, a “chump” will buy it” [Williams 1989: 58]).
Terry Williams (1989) describes a structurally similar scene, at a less elevated
social class level, among Hispanic-American dealers in New York City. Here, the
most important scenes were not in private homes (although these places were also
used for dealing), but in after-hours clubs, which admitted only a select group
of prestigious middle-level drug dealers, together with their sexually ostentatious
women:
The bell rings and the guard lets a couple enter the club. The two are dressed
identically in white fedoras, white fur coats, white leather pants, silk shirts,
and white boots. Both sport diamond pinky rings; he also wears a larger, heartshaped diamond ring on his middle finger. All eyes are on them, all conversation
comes to a halt … The two bejeweled newcomers sit at a table by themselves
and order drinks … About 20 minutes later the bell rings again, and the door
guard admits a young teenager wearing a black turban, black pants and a cape.
He holds a small box wrapped in cloth. Again, a hush falls over the crowd. The
collective opium dens, among other reasons because the former could become intoxicated
in a more elegant setting.
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tall man in white rises, opens the box to reveal finely crushed crystals of cocaine,
and offers it to everyone present. … It took some effort to keep cool in the face
of this display… [everyone is] obviously impressed. (Williams 1989: 99–100)

On the other hand, the way to lose status was to refuse to share. In the same
club, Williams (1989: 101–2) describes a pair of teenagers who accepted coke
from other persons, but after one small effort at reciprocity from their own stash,
kept their own coke to themselves. As Mauss (1925) said, failure to repay a gift
brings loss of status; failure to take part in the round of giving brings exclusion.
By extrapolation, we can see why individuals who engage in purely solitary drug
use have low status, even within the community for whom the drug is a sacred
object. Similarly in the realm of alcohol rituals, Elijah Anderson (1978) describes
individual “winos” as the lowest rank, scorned by men who gather in an illegal
liquor outlet and pass a whiskey bottle around. Adler (1993: 166) noted that
couples who shifted to sniffing cocaine separately were on the road to divorce.
The ritualistic partying among upper and upper-middle-class professionals and
entrepreneurs during the late 1970s was the nearest cocaine came to becoming
legitimated. Whatever chance it had was destroyed by the development of the
cocaine business in the 1980s. Mass production in Colombia, Peru and Bolivia made
available much larger quantities at lower price; it also brought the predominance of
centralized, business-like top-level distributors and sales in prepackaged amounts.
For organizational reasons, the key ritual was undercut: prospective customers,
even at the wholesale level, no longer were given free samples; the prestigious
gift-exchange ritual of offering free lines to sniff disappeared. The shift was also
accompanied by greatly increased violence in the distribution business at all
levels (Gootenberg 2008, Adler 1993, Reuter and Haaga 1989, Reuter 1983). The
powder-cocaine scene of the 1970s was a combination of elegance rituals with
antinomian rituals; conceivably it could have gone the direction of tobacco as it
became institutionalized from the 1920s through the 1940s. Instead, the elegance
rituals dropped out; what remained was not only antinomian but extremely
inelegant. A crackhouse of the 1980s, as described by Williams (1989: 106–9, also
Anderson 1990), was typically a dimly lit, nondescript apartment; there is a strong
odor, composed of the chemical smell of cocaine base, feces and urine—since the
establishment is open nonstop, customers may stay intoxicated for days without
cleaning themselves, while excreting on the floor. Couples copulate or perform
oral sex in public; women typically come to trade sex for a hit of drugs. Unlike
the after-hours club, there is no exclusivity and no hierarchy; anyone who pays
a small entrance fee can come in. There are no ostentatious Maussian gestures
of gift giving; individuals are isolated or in very small groups. Williams (1989)
generalizes that crack smokers talk and interact much less than coke snorters, and
that the crackhouse resembles a heroin shooting gallery. It is social insofar as a
number of people occupy the same space, but its social structure in atomistic.
Nevertheless, the shift from powder to crack cocaine, in physical characteristics,
is not the source of this shift in ritual character. The predecessor of crack cocaine
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was the practice of freebasing cocaine, which developed among the wealthiest
drug users in the late 1970s. They discovered that a very rapid and potent high
could be achieved by mixing pure, uncut cocaine with a chemical solvent that
made it smokeable, usually in a waterpipe (similar to what was used by marijuana
smokers) or mixed into a marijuana or tobacco cigarette. These forms of smoking
what was in effect crack cocaine were nevertheless collective, since the pipe or
cigarette was typically passed around. Adler (1993: 88) quotes a user who saw her
experience in aesthetic and ritualistic form:
You start by mixing the coke with the solvent. You pour it out with an eyedropper onto the dish and it fluffs up like little white trees—like snow, it’s
pretty. Half of (the high) is watching the stuff form, scraping it up, putting it
into the waterbase pipe—you have to use a torch to keep the heat on it all the
time—it forms oils and resins. And as it drops down through the pipe it starts
to swirl—half (the high) is in that whole process of smoking it. The other half
is in the product. It’s like you got hit by a train, it hits you so heavy, but then it
goes away so fast that you use so much.

Here the surroundings were still elegant, the ethos high-status; high-cost confined
the practice to a restricted elite, since freebasing required high quality cocaine
and used it up more rapidly than sniffing powder. Several conditions combined
to shift the practice of drug use from hierarchic elegance rituals to antinomian
rituals at their least attractive. Cocaine use went from a brief flirtation with upperclass prestige consumption to the epitome of drug use in its most degrading form.
As a generalization, I suggest that any ingested substance that has many levels
of quality or connoisseurship tends to receive social legitimation (such as wines,
liquors, mixed cocktails in their era); homogenous, cheap substances are more
vulnerable to illegitimation.
In conclusion, I would argue that it is not the physical qualities of any
particular psychoactive substance that makes it a candidate for social legitimation
or prohibition. At different times and places in history, any such substance has
been scorned or banned. Even caffeine, which at the outset I mentioned as an
example of a substance that is widely legitimated, has nevertheless been banned
by some groups (the Mormons), and in recent decades has become the target of
  Social rituals are one factor—I would argue a key one—among others in a multicausal pattern, including the biological dimensions of drug use. This is well expressed by an
anonymous reviewer of this chapter: “Historically, drugs that become legitimate and widely
accepted generally satisfy more basic material criteria: accessibility, affordability, stability
(retain their potency during shipment and preparation), and regular and predictable effects.
It is not coincidental that substances like coffee and cigarettes, which produce the same
effect over and over, have become much more popular commercially and cross-culturally
then hallucinogenic drugs that are more sensitive to set and setting—and which sometimes
produce spectacularly unpleasant results.”
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a decaffeination movement. As social scientists, one of our unfinished tasks is
comparative study of the social conditions under which prohibitionist movements
and other kinds of anti-psychoactive-substance movements have arisen.
At the other side of the spectrum, we need comparative analysis of the conditions
under which appear social movements popularizing psychoactive substances. The
most important types, as I have argued, are the spread of hierarchic elegance cults,
and of antinomian cults. Some successful movements have risen far above the
mundane uses of the same substance in other times and places; an instance is
the extremely elegant cult of the tea ceremony in sixteenth-century Japan, which
attempted to create a cultural elite outranking even the conventional hierarchy of
the hereditary aristocracy. Some individuals spent their fortunes on expensive tea
implements; conservative aristocrats condemned the practice and executed some
of the tea masters (Collins 1998: 338–4, 352, Dumoulin 1990: 151–3, 239–48,
Varley 1977).
Antinomian cults might seem to be the main source of trouble for controversial
substances. Perhaps this is a growing trend. Antinomianism has been an important
theme in modern culture, beginning with the romanticist movement at the turn of the
nineteenth century; twentieth-century literature, art, and music are often described
as following a constantly moving antinomian progression, what the Russian
formalists called “defamiliarization”; on a more popular level, mass entertainment
culture from the 1920s onwards has taken much of its excitement from “pushing
the edge.” Is the issue, then, something deeply characteristic of modernity?
Nevertheless, the comparison must encompass antinomian movements that are
not at all modern, such as the Shaivites of Hindu religion, who expressly broke
the chief taboos of orthodox monks, including meat-eating, alcohol, and sexual
orgies as part of their transcendence of all normalities, even religious ones (Collins
1998: 256–7, 264, 969–70). Structurally these were elite religious communities
competing within a reflexively self-referencing field of religious movements. Is
there any equivalent in the world of mass public cultures of consumption? No doubt
there are complex structural conditions both for antinomian and for prohibitionist
movements. And such movements cannot be understood in isolation, but only in a
field or ongoing cascade of ritual and anti-ritual movements.
On the more immediate level of research, it would be valuable to gather data
not only on the prevalence of usage of particular kinds of drugs, but to survey the
kinds of social situations in which the substances are ingested, along the dimensions
of ritual theory. What we want, for each type of substance, is an estimate of the
relative numbers of persons in each category of the typology (practical, withdrawn,
status ritual, or antinomian ritual); that is, a situational survey of social types of
drug use. If my hypothesis is correct, the distribution among these types is the key
predictor of the attraction or the vulnerability of each substance.
 Antinomianism was a term originally applied to radical Protestant movements in
the sixteenth-century Germany; its cultural popularity outside the religious context is more
recent.
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Historical sociology suggests that in the future any psycho-active substance
could become legitimated or contested. A good sociological theory would tell us
the conditions for either.
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Chapter 8

Dance Drug Scenes: A Global Perspective
Geoffrey Hunt, Karen Joe-Laidler, Molly Moloney, Agnes van der Poel,
and Dike van de Mheen

Introduction
As we move further into the millennium, cultural globalization appears to be
gaining momentum with new media technologies facilitating the dispersal
and intensity of global cultural flows (Pilkington and Bliudina 2002). These
new media technologies have been integral to the spread, branding and
homogenization of what has become a global entertainment and leisure industry.
The dance-music scene represents a specific and visible example of the force and
complexity of this process of global cultural flows. As it emerged, it was first
linked with a distinctive lifestyle in dress, music, setting and drug use in Europe
and the Americas. But no sooner than it began to establish itself, it diversified
within these locales as consumers became increasingly more “distinguishing”
in their preferences and the night time economy became increasingly stratified
(Measham and Moore 2009, MacRae 2004, Chatterton and Hollands 2003).
At the same time, the dance scene emerged in other locales around the world
flowing over to Australia and Asia, where its rapid establishment was met soon
after with diversification and fragmentation showing some similar cultural flows
and urban segmentation to Europe and the Americas (Degenhardt, Copeland,
and Dillion 2005, Joe-Laidler 2005).
Although sociologists, anthropologists and cultural studies researchers have
focused on the emergence of globalization, youth culture has yet to feature
prominently in cultural globalization studies. Yet, “youth … are at the center of
globalization” (Maira and Soep 2005: xix), with Pilkington and Bliudina observing
that the “wider cultural practice of youth appears to confirm a ‘global identity’”
(2002: 14). The contemporary youth dance scenes in different parts of the globe
highlight the ways young people borrow, develop, and modify cultural practices
including dance, music, dress and drugs. As Carrington and Wilson (2002: 74)
observed, “the evolution of ‘club cultures’ around the world can be attributed
… to the ongoing global processes of cultural borrowing.” Given the increasing
fluidity of contemporary society (Bauman 1998) young people identify less with
“real” communities based in specific locales, but more with “taste communities
  An earlier version of this chapter appeared in Hunt, Moloney and Evans (2010)
Youth, Drugs, and Nightlife. New York: Routledge.
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or ‘lifestyle enclaves’” (Pilkington and Bliudina 2002: 15). As a result of the
globalized dimensions of communication, young people in San Francisco can not
only learn immediately about the latest developments in London, Manchester,
Rotterdam, New York, Sydney, Bangkok or Hong Kong and exchange views
about events, music, and dance-drug experiences, but also adopt, adapt and utilize
these practices for their own use (Malbon 1999, Thornton 1996). Sociologists and
cultural theorists examining the processes of club and dance cultures, like their
counterparts in the general globalization debates, have attempted to assess whether
these processes can be viewed as yet another example of Westernization leading
to increasing homogenization or as an example of hybridization in which the
local modifies and reshapes global culture (Howes 1996), or what some cultural
theorists refer to as “glocalization” (Crane 2002). For example, Carrington and
Wilson examined the “hazy relationship between a ‘global’ club culture and
various ‘local’ club cultures” (2002: 75) and noted that “while core members of
the world’s various dance music communities might have a shared understanding
of the origins of their ‘global scene’ … the various national and regional club
communities still maintain a ‘local’ knowledge/flavour” (Carrington and Wilson
2002: 75). Even in cultures where the dance drug scene has been a more recent
development, the settings are varied and reflect the influence of the local on
modifying the global. In Bangalore, India, for example, youth dance culture has
been situated in daytime pubs rather than night clubs (Saldanha 2002).
Such local specificities suggest that while global homogenization continues,
we should not underestimate the ways in which imported global universals
become transformed, translated, and contextualized in local culture. Such local
adaptations are important features that emerge in cross-national research, where
“the articulation between global and local” (Howes 1996: 6) becomes played out
in different ways in different social settings and cultures. Lull defines this “cultural
reterritorialization” as “a process of active cultural selection and synthesis
drawing from the familiar and the new” (1995: 160). Consequently, comparisons
of local dance scenes in different parts of the world provide a sharper lens for
examining how local audiences rework these global processes “in such a way that
their meanings become inextricable from the everyday settings in which they are
experienced” (Lull 1995, cited in Bennett 2000). Each dance scene can be viewed
individually as different constellations of the youth dance/drug scene operating
within a context of global influences, each of them with their own starting point,
their own sub-genres of music, their own styles of dancing, their own physical
and socio-geographical make-up of venues and clubs and their own drug-using
preferences and practices.
Although researchers in the field of globalization and youth cultures have
pointed to the importance of examining the dance scene from a comparative
and global perspective, drug researchers, with few exceptions, have focused on
dance-drug scenes in single cultures and locales and tend to overlook how similar
processes have developed in different dance scenes. This raises questions about
whether and how the specifics of the scene and the accompanying drug-using

Dance Drug Scenes

127

practices reflect the characteristics of the local music scene, including musical
tastes, types of dance venues, characteristics of attendees and their expectations
and intentions as well as the prevailing local drug markets, and/or how these
characteristics are shaped by global cultural flows (Bennett 2000, Weil 1972). One
such exception is Agar and Reisinger’s (2003) study of ecstasy which attempts
to understand the global interconnections of ecstasy production and distribution
and simultaneously examine ways in which the global is privileged over the local
practice.
Despite the increasingly global nature of the dance scene, our understanding
of the globalization of drug use and the dance scene is somewhat limited. Like
studies in other locales, initially our research on focused on one specific site—
San Francisco. As that study progressed, we recognized from our other work in
Hong Kong and from our colleagues in Rotterdam, that there were, at least on
the surface, a number of commonalities between the three sites which required
further investigation. It became increasingly clear that, on the one hand, there
were overall features constant to the scene including the shift from an occasional
or transitory dance/drug scene to a permanent, flourishing and highly lucrative
entertainment industry with a dynamic drug market. On the other hand, the
expression or articulation of the scene is very much locally and culturally defined.
Our objective in the following discussion is to map the emergence of the global
dance scene and its connection to youth drug use, and its manifestation in three
locales. In doing so, we hope to demonstrate that this example of global cultural
flow is youth centered, fluid, dynamic and locally negotiated.
Raves and Clubs: The Start of a Global Movement
By the end of the millennium, the rave/dance movement was heralded as the “the
biggest, most universal, British youth culture since the 1960s,” and “the largest,
most dynamic, and longest lasting youth subculture or counterculture of the
postwar era” (Martin 1999: 77). The growth of electronic dance music and dance
parties is generally attributed to developments in Britain in the 1980s and 1990s
and it is certainly correct that both the scene in the UK and specific DJs have had an
important effect on the development of the global rave and club scene. However,
although the UK scene played a significant role, the origins of electronic dance
music and the incorporation of ecstasy to enhance the impact of dance music began
not in the UK or even in a Spanish holiday island but in the US. According to
Wilson (2006), the rave scene can be traced back to four related movements. The
  The following discussion is not meant as a definitive history of the development of
electronic dance music. Other writers have provided much more comprehensive accounts.
See Reynolds (1999), Shapiro (1999), Silcott (1999), Collin (1997).
  While noting these origins of the rave scene we should nevertheless remember
the cautionary comments made by Connell and Gibson (2003) who argue that there is a
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first movement emerged with the 1970s New York dance scene and specifically
centered around gay African Americans. The second movement—the Chicago
house music scene—was initially developed by DJ Frankie Knuckles. Although
not the only significant DJ creating house music, he attained notoriety as an early
exponent of taking records apart and re-editing them (Collin 1997, Kempster
1996). The Detroit “techno” sound was the third movement in the development
of the rave scene. While house music developed in Chicago, in Detroit, DJs were
producing “an electronic and futuristic sound” (Wilson 2006: 46) inspired by New
Wave electronic music, or as Collin notes “attempting to translate the electric
dreams of European pop into visionary sci-fi” (1997: 23).
The final movement was linked to the Ibiza/UK scene. In the 1960s, Amnesia,
among the first clubs in Ibiza, became a bohemian and hippie venue (Garratt
1998). However, the success of the 1960s and 70s soon came to an end and by the
mid-1980s these clubs were struggling financially. They were saved, according to
Armstrong, by the arrival of ecstasy (MDMA), stockpiles of which “were released
into Ibiza’s flourishing dope, speed and acid market” (2004: 307). Initially,
however, the effects of ecstasy did not mix well with the dominant music played
on the island (“white-boy funk” [Armstrong 2004: 307]), and it was not until the
mixing abilities of an Argentinean ex-journalist and would-be DJ, Alfredo, did the
music and drugs come together and produce an irresistible combination. So began
what became called the “Balearic Beat.” Soon after, young Britons on holiday
attempted to bring this music and the scene back to England.
The Balearic sound soon caught on, and by the autumn of 1988 it spread across
Britain and beyond. Its popularity was encouraged by the media which, while
initially positive about this new “Acid House” music scene and its association
with MDMA, suddenly within a few weeks ran headlines warning about the “evil
of ecstasy.” Paradoxically while media attention focused on alerting young people
about the dangers of the scene and the drugs to keep them away, it had exactly the
opposite effect, as Reynolds (1999: 67) observes, “the scaremongering tabloid and
television coverage did not have the intended effect of discouraging the youth of
Britain. If anything, ‘it just helped it grow even bigger.’ The result was an influx of
younger kids and suburbanites onto the scene.”
tendency for musical histories to identify “authentic origins” in tracing the development of
new music scenes. In the case of the rave scene, linking its origins to New York, Chicago
and Detroit implies a more serious musical heritage.
 There appear to be competing versions as to the origins of house music. For
example, Rietveld offers two possibilities: First, “house” referred to the meaning that a
special restructuring of songs could only be heard at the Warehouse club. A second meaning
is that “house” referred to “a group of partying people” (1998: 17).
  As it happened, Oakenfold, with another friend, had attempted unsuccessfully to
introduce house music to London in 1985, as a result of having gone to the Paradise Garage
in New York. Later Oakenfold argued that the missing element in 1985 had been ecstasy
(Armstrong 2004).

Dance Drug Scenes

129

In addition to the increasing popularity of the scene, would-be promoters
joined in arranging parties and subsequently began the start of special dance
events designed not just to attract a couple of hundred party-goers but instead
thousands. “The agenda had changed: this was no longer about club nights, one-off
parties. It was about events, about spectacle” (Garratt 1998: 145). These events,
which could be attended by as many as 20,000 people, became synonymous
with raves. They took place in large buildings such as aircraft hangers, derelict
churches, film studios, disused warehouses, equestrian centers and open fields.
For raves, this occurred by taking over unused urban/industrial premises thereby
altering the original role of the space from industrial production to the playing
of music. Raves “had a transgressive and exciting aspect with the illegality and
temporality of the setting, the use of illicit drugs” (Ingham, Purvis, and Clarke
1999: 293). Promoters not only transformed disused industrial space but also the
interior of clubs into “imaginative landscapes” (Gibson 1999, quoted in Connell
and Gibson 2003). This included: “the physical space—its size, position of DJs,
chill-out rooms for relaxation, quality of lighting rigs—and attempts through
decoration and interior design to construct imaginary play-scapes” (Connell and
Gibson 2003: 204).
Acid House Goes Global
From these early beginnings in London and then other parts of the UK, Acid
House began to spread, first to Europe and then Australia and the US and finally to
other parts of the globe. However, unlike previous developments in rock and pop
music, where the impact of developments in one country suffered a time-lag prior
to influencing young people in other countries, the followers of electronic dance
music and culture no longer relied solely on the record corporations or music
publications for their information. Clubbers and ravers kept themselves informed
about global developments through a proliferation of grass-root Internet websites,
chat rooms, and listservs, which supplied information on the latest music, new
and past raves, new and up-and-coming DJs, dress fashions, and different dance
scenes. Adolescents and young adults in Hong Kong learned immediately about the
latest developments in Berlin, London, Manchester, New York, Leipzig, Ibiza or
San Francisco and not only learned about them but also exchanged views (Malbon
1999, Thornton 1996). These trends and developments in the scene were further
fueled by corporations through advertising and marketing, which simultaneously
absorbed and utilized “the overt and subliminal language of new youth trends”
(European Monitoring Centre for Drugs and Drug Addiction [EMCDDA] 1997).
Even the music, which initially had appeared so shocking, gradually became
absorbed within the mainstream culture so much so that “electronic dance music
came to be consumed in ways similar to other previous eras … from the use
of dance music in aerobics classes to techno segued to car advertisements or
sports shows” (Connell and Gibson 2003: 207). This process of incorporation of
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oppositional cultural commodities has been discussed by Hebdige who argues that
subcultural styles become quickly converted into mass produced objects: “Youth
cultural styles may begin by issuing symbolic challenges, but they must inevitably
end by establishing new sets of conventions; by creating new commodities, new
industries or rejuvenating old ones” (1979: 96).
In fact it appears that a somewhat common development had occurred in
many of these sites. Initially, dance events were one-off events organized around
particular themes or particular genres of music. Some of these events were legal
and some not. Gradually, as the authorities began to exercise increased control of
the events and restrict their operation, the rave parties gradually began to become
incorporated with the existing nightlife infrastructure. More established clubs,
whether either independently owned or part of a multinational entertainment
corporation, began to offer these events on a regular basis, thereby capitalizing
on this new musical event. One indicator of the extent to which the rave scene
became an important feature of corporate profits can be seen in a 1993 report on
recreational activities of the Henley Centre for Forecasting which noted that the
“value of the rave market was calculated to be 1.8 billion” (Thornton 1996: 15).
Such developments encouraged the increasing globalization of the dance scene.
In addition to the latest developments in communication technology, a
worldwide expansion in relatively inexpensive tourism and the declining costs of
international package tours have also encouraged the global spread of dance club
culture. Magazines catering to dance club attendees, such as Mixmag in England,
detailed the best vacation places to visit, the clubs to go to, the DJs that would be
playing and recommending the cheap hotels to stay in. Young club goers could now
not merely read about developments in the dance scene in Ibiza or Goa, but could
experience them for themselves (Sellars 1998). However, for those club goers who
wished not to venture abroad then the mainstream media provided spectacular
information on the foreign scene for home consumption. For example, British
TV and satellite companies present programs such as “Ibiza Uncovered” and
“Around the World in 80 Raves” to allow viewers to experience clubbing abroad
(Carrington and Wilson 2002). As Lipsitz has remarked, “the interdependence of
people throughout the world has never been more evident … New technologies
and trade patterns connect places as well as people” (1994: 6).
With the arrival of the new millennium, the dance music scene had clearly
gone global, but in that process, its effects locally took a new turn as multinational
entertainment groups dominated over local independent entrepreneurs and seized
the opportunity to corporatize, brand, and mainstream not only the club scene
but more broadly the night time youth scene (Hollands and Chatterton 2003).
While this shift could be argued as meeting youth demands and creating stylized
choice for young consumers with disposable cash, the market is also shaped by
regulatory policies and multinational strategies; one consequence of which is that
young people with less disposable income and/or in search of alternatives to the
mainstream have found themselves in an increasingly segmented and stratified
nightlife scene (Hunt, Moloney, and Evans 2010, Chatterton and Hollands 2003).
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While this globalizing phenomenon developed—from its grassroots origins to
its corporatization and then segmentation, the “mix” was not solely about music,
talented DJs and the setting, but, also an emerging global drug-using culture.
In charting this development, as noted above, few cross-national studies exist,
nevertheless we are able to construct a global picture of drug use and the dance
scene from a number of individual studies.
Drug Use Within a Global Context
It would not be going too far to say that the youth dance scene and drug use have a
symbiotic connection. Researchers in many countries, including Australia, Canada,
England, Scotland, the US, Germany, Italy, the Czech Republic, the Netherlands,
Sweden, Finland and Estonia, have noted a strong association between the dance
scene and specific types of drugs, especially ecstasy, amphetamines and cocaine
(Barrett et al. 2005, Duff 2005, Salasuo and Seppälä 2005, Sjö 2005, Degenhardt,
Barker, and Topp 2004, Gross et al. 2002, Measham, Aldridge, and Parker 2001,
Tossmann, Boldt, and Tensil 2001, Winstock, Griffiths, and Stewart 2001). Although
research has suggested that marijuana may be used more extensively than ecstasy,
especially in both the build up to an event and the period after, it is ecstasy, more
than any other substance, which has been identified as the quintessential drug of
the international club and rave scene. It provided, as Carrington and Wilson noted,
“the most visible exemplar of an emergent global culture” (2002: 74). Ecstasy
is “the prototypical drug of the rave scene, the mental state it produces being
intimately related to the sounds, designs and concepts of house music culture”
(Newcombe 1992: 14), or as Beck and Rosenbaum (1994: 54) echo, perfect for
“prolonged trance dancing.” But it was not only its ability to extend dancing that
made it so attractive; it possessed other appealing qualities including its ease and
discreteness in administration. Moreover, its street name was consistent with its
association of pleasure with few short or long-term negative effects unlike highly
stigmatized “hard” drugs such as heroin or cocaine (Redhead 1993). Given these
positive features, ecstasy consequently became strongly associated with the dance
scene and those who attend. At the start of the millennium, it was clear that ecstasy
dominated the scene in many locales. Riley and colleagues (2001) found that 82
percent of the rave attendees in Edinburgh had used ecstasy in the previous year,
a point confirmed by many other studies in many different countries. However,
as Tossmann and colleagues (2001) note, the dominance of ecstasy was not
necessarily found in all European capitals, thereby suggesting the effect of local
drug markets. Whereas “the use of ecstasy is especially widespread in Amsterdam
… this substance is comparatively less likely to be used in the eastern metropolitan
cities of Prague, Berlin and Vienna” (Tossmann, Boldt, and Tensil 2001: 22).
Generally, however, observers agree that this combination of ecstasy, dancing,
and the setting were decisive in Acid House’s popularity and attractiveness to
young people: “The atmosphere is one of unity, of dissolving difference in the
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peace and harmony haze of the drug ecstasy” (McRobbie 1994: 168. See also
Reynolds 1998a, Collin 1997). But as the dance scene and music preferences
diversified, consumers began experimenting with other drugs. The experiences
in different countries suggest a “post rave” culture as the scene expands in the
types of music, venues and cocktails of drugs consumed to elicit particular moods
(Joe-Laidler 2005). For example, Hammersley, Khan, and Ditton (2002) showed
that few users, if any, use ecstasy on its own. However, in tracing the precise
characteristics of this polydrug use, researchers have uncovered different drug
using patterns depending on the location of the study. In their multi-city European
study of the techno-party scene, Tossmann, Boldt, and Tensil (2001) found that
the most common combination was ecstasy and cannabis followed by ecstasy
and alcohol, whereas Barrett and his team (2005), studying raves in Montreal,
found that cannabis and amphetamines were the most popular of club drugs used
in combination with ecstasy. Regardless of possible local variations, the types
of drugs adopted tend to favor certain particular varieties and combinations. As
Hammersley and colleagues noted, “Overall there is a clearly a preference for
co-use of hallucinogens and stimulants” (2002: 637, see also Allott and Redman
2006).
At the same time, reports from Europe suggest that ketamine may be gaining in
popularity with seven countries reporting for 2006 lifetime-use ranging from 6.7
percent in the Czech Republic to 10.8 percent in Italy, 16.4 percent in France to 20.9
percent in Hungary (Joe-Laidler and Hunt 2008, EMCDDA 2007, 2002). Also in
the UK, there has been an increase in experimentation and the development of “an
established user base” (Nutt and Williams 2004: 4) in certain locales and among
subgroups within the dance scene, which has led to ketamine’s classification as
a Class C drug in January 2006 (McCambridge et al. 2007, Riley and Hayward
2004, EMCDDA 2002, Release 1997).
The symbiotic relationship between illicit drugs, music and dancing is not a
new phenomenon and has had a “long and diverse history” (Shapiro 1999: 18),
and although researchers have debated the relative importance of drugs (Shapiro
1999), versus the music (Reynolds 1998b), versus the experience (Malbon
1999), what is clear is that the elements of dance, music, drugs and setting are
intimately tied together in the current global culture of dance clubs and dance
parties. From this discussion of the association between the dance scene and
drug use, it is clear that while certain global features exist such as extensive use
and experimenting with different combinations, specific local practices are also
important. Researchers who have examined the development of youth cultures have
emphasized the importance of local social and cultural influences in determining
the characteristics of individual scenes. As Weber has noted “a unique local scene
… [is] derived from both the local, national and international influences” (1999:
333), and as Bennett has remarked, the local reflects the way in which “clubbers
articulate their commitment to a particular dance music style, club or event in a
language designed to construct a sense of place within a particular set of ‘local’
circumstances; a particular version of everyday life” (2000: 84). In the same way
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that local characteristics may influence the global features of the dance styles and
music, so also do local features influence the preferred drugs used. Yet we must
also be mindful of the impact of corporatization and branding that has emerged
in certain night time economies (Measham and Moore 2009, Hadfield 2006,
Chatterton and Hollands 2003).
In the following section, we draw from our fieldwork to examine three locales—
San Francisco, Rotterdam, and Hong Kong—where key features of the global
dance drug scene emerged but local specificities modified and shaped preferences
in music, venues, and drug types.
Local Developments: San Francisco, Rotterdam, and Hong Kong
San Francisco
San Francisco has long been associated with nighttime entertainment. In the
1960s, the Avalon Ballroom and the Fillmore Auditorium were famous for dance
events, hallucinogenic experiences, electronic sound and flashing lights. As Beck
and Rosenbaum (1994) point out, the first rave in the city took place in 1965 at
the Longshoreman’s Hall. San Francisco’s importance in the nighttime club and
rave scenes has been attributed to a number of elements including its role in the
1960s acid rock and psychedelic movement, the strength of its gay community
and their involvement in the club scene, and more recently its close proximity to
Silicon Valley and the development of “cyber/tech” culture (Moloney et al. 2009,
Silcott 1999).
The 1970s ushered in a new wave of club culture as disco music infiltrated the
nightlife scene. This was an era of hedonism; all night “mega-parties” fueled by
cocaine and other drugs and a thriving after-hours scene (Diebold 1988). Initially,
many of these events were geared for the gay male population, spurred on by gay
musical icons of the time like Frank Loverde and Sylvester (who both later died
from AIDS-related illness). On writing about the San Francisco dance scene in the
1970s, David Diebold speaks of the “absolute devotion to the dance experience,
the fervor with which the disciples seek it, and the lasting world view which the
experience engenders in its participants” (1988: 126). He compares the dance
club to a church, a gathering place of people seeking a “true religious experience”
where the preacher at the pulpit is replaced by a DJ at his turntables (1988: 125).
This era (1978–1983), coined “San Francisco’s golden age of dance music,” was
the beginning of DJ stardom and brought about the Bay Area Disco DJ Association
(B.A.D.D.A.) (Diebold 1988: 19).
With the mid-1980s came the mega-clubs. Mega-clubs are high-production
nightlife events that take place in large venues, often two or three stories high.
They are known for their large capacity; some mega-clubs in Europe can host over
5,000 guests (Armstrong 2004: 44), although the largest in San Francisco have
tended to be in the 1,200 patron range. Despite their massive numbers, mega-
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clubs are often quite exclusive and expensive. One appeal of mega-clubs, aside
from their size, is their ability to attract big-name DJs of international reputation.
They are also known for their high-production aesthetics including state of the art
lighting and sound systems, themed décor and stage performers. These venues and
others like them hosted extremely successful, long-running house music events
all over San Francisco (Chonin 2002). During this period, key venues of gay
nightlife in the city suffered declines due to the devastation of the AIDS crisis.
City ordinances forced the closure of local bathhouses (Associated Press 1984),
nightclub attendance diminished and nightlife culture stagnated for much of the
1980s.
The early- to mid-1990s brought the hey-day of raves in San Francisco (Silcott
1999). The legendary Full Moon Raves put on by the British music collective
“Wicked,” with their neo-Pagan naturalism and spirituality, attracted thousands
of young people to the annual beach events (Reynolds 1999). Soon after, the
technology-oriented Toon Town raves (also organized by British ex-pats) ushered
in the soon-to-become stereotypical garb of raves with the children’s clothing,
detachable wings, psychedelic colors, and wrap around glasses. San Francisco’s
rave scene was distinct from some other rave scenes in the US, though, in its
emphasis on spirituality or enlightenment, a product of the British rave influences
mixing with the local history of psychedelic exploration, new age philosophies,
and cyber-tech DIY (do-it-yourself) culture (Reynolds 1999). Ravers could soon
be seen throughout the city, although the Haight area, most famous for its hippie
past, was the daytime hub, with stores selling rave paraphernalia throughout the
neighborhood (Silcott 1999). The electronic dance music (in a variety of styles
and sub-genres) that raves popularized, seeped into other nightlife outlets and
mainstream clubs as well. This classic founding period of San Francisco raves
ends in the mid-1990s, amid internal strife, the ebb and flow of musical tastes and
styles (and a backlash against the British sound), but also as a result of increasing
police crackdowns on unlicensed events. Whereas in the early years the police
turned a blind eye on the raves for the most part, these events were increasingly
targeted, leading some events to flee to the suburbs and others to cease to exist
entirely (Silcott 1999). However, the rave scene did not disappear, particularly in
its more commercial forms; and massive for-profit raves with thousands of guests
flourished up through the early 2000s (Moloney et al. 2009).
With the dot-com boom and economic expansion of the late 1990s, there was
a resurgence of nightlife in San Francisco and many operators of the nighttime
economy achieved great success in this period. The city filled with young people
with disposable income, ready to freely spend on entertainment. Clubs were
booming with long lines of patrons seeking admission. This was also the height
of mass popularity of raves in the area. Though the underground rave scene was
smaller, had moved on, or transmogrified, the massive, licensed, commercial raves
took off in prominence or numbers, attracting growing numbers of young people
from the city and the suburbs (Hunt, Moloney, and Evans 2010). This period of
economic prosperity dwindled after the 2001 dot-com bust and San Francisco’s
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nighttime economy took a significant hit (Moloney et al. 2009). With less money
to spend on expensive entrance covers and ten-dollar drinks, “nightlife slowed to
a crawl,” making it impossible for larger clubs to fill their once-packed venues
(Zinko 2005). Nonetheless, the San Francisco dance scene “survived the blows”
(Chonin 2002) and started to turn around in 2005. At this time, people seemed to
be opting for smaller, “mellower” venues over the mega-clubs of the late 1990s
(Zinko 2005), something that might be attributed to the aging of Generation X as
well as the economic recession. The preference for small, intimate clubs remains
the trend today in San Francisco where the “high tech atmosphere” of clubs of
yore is quickly losing its foothold in the city (Zinko 2005). In this decade, the
prominence and frequency of raves, which were ascendant at the turn of the century,
have begun to wane—with some claiming that rave culture is dead or dying while
others argue that is has transmogrified and spread into other nightlife and leisure
domains. And the raves that did prosper in the early twenty-first century were less
often the grass-roots underground parties of the earlier period. In their place, we
saw the emergence and increased popularity of the commercialized massive raves,
which differed greatly in that they were highly publicized, required expensive
tickets, involved big-production values, and at permitted venues that allowed
alcohol consumption (whereas alcohol consumption was distinctly against the
norm at many earlier raves).
Rotterdam
Rotterdam has a population of 600,000, making it one of the largest cities in the
Netherlands. It also has one of the world’s largest container ports, and consequently
plays a vital part in the Dutch economy. Rotterdam’s nightlife, unlike some other
cities, is concentrated not in one single location but instead is spread around a
number of different areas, including the city center, the Westelijk Handelsterrein,
the historic Delfshaven, the Old Harbour, Witte de Withstraat, the Nieuwe
Binnenweg and the Stadhuisplein. Over the last 20 years, more new nightlife areas
have been developed and an explosion of cafés, restaurants, clubs and discotheques
has occurred. Today, there are between 100–25 venues in Rotterdam and most of
these have a dance floor as well as “ambient” rooms for smoking or relaxing.
Many of these venues features electronic dance music, although a diverse range of
musical styles—from hip hop to salsa—can be found in Rotterdam’s nightlife.
English Acid House music became popular in the Netherlands soon after its
development in the UK and in the summer of 1988, English rave organizations,
such as Sunrise, began to arrange parties in Amsterdam. According to Rietveld
(1998), this early influence was the result of Amsterdam’s attractiveness to people
in the UK for its more liberal attitude to drug use, licensing laws, and sexual
practices. In fact, London-style acid parties had come to Amsterdam in 1987, but
 For a fuller discussion of this history (and the changing regulatory environment
around it), see Moloney and colleagues (2009).
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its appeal was relatively exclusive and parties were attended only by a relatively
small Amsterdam avant-garde in-crowd. Other than these events, the new music
had, overall, initially made few in-roads in other parts of the Netherlands. Within
a year or two, though, the popularity of house parties, especially in Amsterdam,
began to increase steadily and the influence of the London scene was obvious
with, for example, large parties being named “London-comes-to-Amsterdam” and
English DJs being major attractions. However, attendance at these events was still
relatively exclusive and to gain entry clubbers needed to possess an invitation or
flyer, which had been distributed at prior events.
The exclusivity of the scene in the early period soon began to evaporate as the
popularity of Acid House increased, and more people wished to attend. However,
its growing popularity began to create divisions between those who saw themselves
as the original party elite and who felt that only they really understood the spirit
of the movement and those who were perceived as the new “second-generation”
party-goers. The “old-timers” increasingly complained that the newcomers were
encouraging violence within the scene and had little or no idea of the original
rave philosophy and its sense of community and togetherness. In constructing the
scapegoat, commentators in the media characterized these new anti-social clubbers
as “uneducated, inarticulate, violent, racist, homophobic and sexist” (Marshall
1993: 85, quoted in Verhagen et al. 2000: 147), and “blind to creativity” because of
their “taste for a heavier type of music” (Verhagen et al. 2000: 149). Furthermore,
they were scorned because they were not exclusive ecstasy users, but instead
preferred cheaper amphetamines, and also consumed large amounts of alcohol and
became drunk; the consumption of alcohol was viewed as further evidence of their
ignorance of the philosophy of raves. Their characterization became confirmed in
the Dutch media when they were described as: “shameless morons, layabouts and
aggressive bastards” (Algemeen Dagblad 1992: ml 15, quoted in Verhagen et al.
2000: 151).
Soon they became christened “gabbers,” which has its roots in the Dutch word
for mate. The origin of the term as a way of characterizing these new ravers,
according to one apocryphal story cited by many commentators, is that on one
occasion a young male raver had wanted to get into the Roxy club, a fashionable
club in Amsterdam and was turned away by the bouncer who said “No gabber
you can’t come in here” (experiencefestival.com). To enhance their group identity,
they developed their own distinctive dress style, which according to Ter Bogt et
al. (2002) involved “Male gabbers walked around in tracksuits, brand Australian,
and on Nike Air shoes, their heads shaved and one earring in each ear. Gabber girls
just wore tracksuit pants combined with a little top, their hair shaved up the neck
and above and behind the ears, the long hair on top of the head tightly fixed in a
poytail” (Ter Bogt et al. 2002: 164).
Their characteristic dress style was also reflected in a specific musical style.
Ter Bogt and Engels (2005) argue that divisions within clubbers and ravers became
reflected in different tastes in music between those who preferred club music,
also called club mellow in the Netherlands, and those who preferred hardcore.
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The former was generally played in more exclusive venues for an older artistic
crowd, while hardcore was played at parties with “an adolescent crowd with
predominantly a lower education (Ter Bogt and Engels 2005: 1480). These young
clubbers began to demand a faster and louder variant than the style associated
with the more mellow form of house music. This musical style became christened
“gabberhouse”–a term attributed to the DJ Hardy Ardy Beesemer, who described
it in the following way: “Gabberhouse could be compared to hardcore punk: easy
to make at home, purely technological, rough and very energetic because of its
high tempo” (Rietveld 1998: 86). The music was characterized by hard driving
beats at between 150 to 210 BPM (beats per minute).
Gabberhouse became increasingly associated not with Amsterdam but
instead with the industrial city of Rotterdam and specifically with club Parkzicht,
where Rotterdam football fans tended to congregate. However, the development
of Gabberhouse in Rotterdam was not accidental and many commentators have
argued that the hardcore flavor of the music was influenced by the characteristics
of the people of Rotterdam. As Rietveld (1998) notes “With its working class
tradition of being no-nonsense and ‘straight forward’ the hardcore attitude, as
opposed to soulful gentleness, suited its population better” (Rietveld 1998:
91). The style of dancing associated with Gabberhouse adopted characteristics
from movements displayed by fans of Feyenoord (Rotterdam’s football team).
“Gabbers from Rotterdam danced like they were riding a horse, a movement
which was reported to be used on football terraces the year before” (Rietveld
1998: 82). This type of dancing was called “hakkuh” (chopping) (Verhagen
et al. 2000). Not only did the music reflect the characteristics of the people
of Rotterdam, it also, according to Rietveld, reflected the industrial nature of
Rotterdam itself. The sounds of Rotterdam city with its “noises of pile-drivers
and circle saws … and the sounds produced by tugs, boats and cranes on the
busy river Maas” (Rietveld 1998: 91) was evident in the “super fast brutal beats
… [and] speed metal riffs” of the music. But while the origins of Gabberhouse
began in Rotterdam and its culture, its influence soon spread and by 1997,
gabber music dominated the Dutch music scene and it ruled the top 40 charts
in the Netherlands.
The internal developments within the dance scene in the Netherlands and
specifically Rotterdam transformed original UK inspired dance music scene,
but its influence did not remain with the confines of the country but instead
it began to spread outside its borders and into other parts of Europe. Soon
it became particularly popular in Italy, Belgium, Switzerland, Germany and
the Czech Republic. The Rotterdam dance scene is clearly involved in global
cultural exchange and influence, both shaping and being shaped by the shape,
contours, and specific practices of other international scenes. Yet, at the same
time, the Rotterdam scene remains distinct, embodying an ethos, musical style,
and dance club practices unique to its particular history, social background, and
cultural styles.
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Hong Kong
Despite the globalization of the dance/drug scene, our understanding of the
phenomenon has principally been informed by the experiences and developments
in the UK, Europe, Australia and North America. While this is not surprising,
given the origins of the rave scene, it does highlight the extent to which the
experiences of Asian countries have been largely overlooked in these international
discussions.
Hong Kong boasts a diverse and vibrant nighttime economy, spread out in
multiple districts around Victoria harbor, in Central Hong Kong, and on the
Kowloon peninsula. Venues include swanky bistros, hip bars and lounges, and
western-style pubs, and “local-style” bars and discos. They range from the upmarket to the distinctly seedy, with different venues and districts more associated
with expatriate or Hong-Kong Chinese clientele.
Similar to the experience in other countries, the rise of the dance drug scene
did not originate in Hong Kong’s longstanding entertainment districts. That was a
gradual process. Instead, organized dance parties and raves first surfaced in Hong
Kong in 1993. These occasional events were imported from the UK and North
America primarily by the expatriate community. The frequency of these organized
events grew until approximately 1997 but since then they have declined. The
limited success of organized rave parties was related to the density of living and
lack of space in Hong Kong, but it was also due to the increased policing of these
events and the government’s enactment of legislation mandating organizers and
promoters to meet stringent health and safety requirements (Joe-Laidler 2004).
The popularity of these organized events began to diminish by 1998 as many Hong
Kong entrepreneurs recognized the potential profits of converting existing karaoke
bars and restaurants into permanent venues for dancing and clubbing.
From 1998 onward, the dance party scene began to take hold, and established
itself in different venues, which attracted a wider audience and became integrated
into the entertainment scenes in Central, Wanchai and TST (Joe-Laidler, Hodson,
and Traver 2000) The differences between organized rave parties and the developing
club scene during the latter part of the 1990s was connected to the music and
people who attended these distinct scenes. While raves tended to feature trance
music typically from abroad, more permanent local venues tended to include
local Cantonese pop music and by the mid-2000s, mixed with trance, hip hop and
R&B. Hip hop and house have dominated in the past few years with some local
observers believing that in the up-market scene, the music is less important than
the sophistication of the scene. While today some club goers frequent these venues
for its visibility, others lament the disappearance of raves as the latter were sites
with a high degree of anonymity, allowing participants to be bolder and freer than
in discos and clubs where space is constrained and the risk of knowing or being
scrutinized by others is greater.
The proliferation of more permanent discos and clubs resulted in a range of
dance venues catering to different types of participants and experiences. While
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Central became associated with exclusive and trendy clubs, Kowloon became
noted as a site for discos. Many discos established a reputation for hosting large
scale regular events, accommodating at least 400 attendees. Such clubs tended to
charge relatively high entrance fees and drinks were expensive when compared
to smaller discos. These large dance venues had strict security controls, trying to
ensure that minors do not gain entry. Aside from these large clubs, the late 1990s
through to about 2007 witnessed a significant growth in the number of discos,
clubs and lounges catering to working class youth as well as the affluent. Unlike
the larger discos, smaller ones were more likely to be short lived, often closing and
re-opening months later with a different name and a modified style.
Mongkok, a district in Kowloon, and noted as one of the most densely
populated areas in the world, established a reputation as a site for discos for
working class youth at the start of the 2000s. Mongkok was a natural center for
night-time cheap entertainment as it is home to primarily lower-middle class
local Hong Kong Chinese, a vast array of inexpensive shopping opportunities, a
thriving sex work industry, and a large number of “local-style” bars, clubs, and
discos. From the start, various aspects of the clubs and discos were typically
associated with particular triad groups, such as management, security and drug
distribution (Joe-Laidler 2005). Triad members frequented the clubs and discos
there, and reportedly fights within and outside of these venues were a nightly
occurrence. The door charges for these venues were relatively inexpensive,
however once inside, drinks (including water) are expensive. In addition, drug
sales, often took place within these establishments, and drug use within the
clubs is evident. The potential for violence and apparent drug consumption
led to stepped up policing and surveillance. Given these characteristics, many
described the Mongkok club scene as “dangerous,” “dark,” and “low.” In fact
the district of Mongkok serves as a distinctive cultural marker of working
class locals, against more affluent locals and non-locals characteristics of
cosmopolitanism, internationalism and refinement. But not only has the
district become synonymous with the local it has also become associated with
a particular working class youth style—the “MK” style—against which more
affluent youth often judged themselves. Consequently, Mongkok developed an
extremely prominent place in Hong Kong’s cultural landscape of social class,
style and nightlife consumption. It also had an important place as the center of
open club-drug consumption. Perhaps because of its prominent visibility, this
district became one of the main targets of police raids and licensing checks
so much so that the main venues in this area for dance and drug use closed by
2007. These closures have been met with the emergence of semi-private and
private parties where organizers rent venues to host dance events, but such
events require high levels of organization in promotion and management, and
are subject to regulatory restrictions.
Despite, or perhaps, in spite, of the ongoing displacement and replacement
of these venues, many young persons, particularly those from working class
backgrounds have taken advantage of the choices for dance, leisure and drug
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consumption across the Chinese border in Shenzhen. In this “sister city” to Hong
Kong, there are many attractions for many young people living in Hong Kong
including the relatively cheaper prices for entrance and drinks, the quality and
less expensive cost of drugs, perceived freedom from police surveillance, and new
alternative venues (Joe-Laidler and Hunt 2008).
Differences in Drug Using Practices: Ecstasy and Ketamine
Just as the history of nightlife in the three cities differ, so too do the patterns of
drug use within the respective dance scenes. We draw here on three large-scale,
qualitative studies of club drug use in the dance scenes of these cities (Hunt,
Moloney, and Evans 2010, Joe-Laidler and Hunt 2008, van der Poel, Stoele, and
van de Mheen 2005). Clubbers and ravers in these cities reported fairly comparable
usage of cannabis and ecstasy, which were the two drugs most likely to be used
by respondents in each of the cities (see Table 8.1). Lifetime cannabis use was
reported by 89 percent of the Hong Kong respondents, 93 percent of the Rotterdam
respondents, and 97 percent of the San Francisco respondents. Ecstasy (MDMA)
was reported by 88 percent of Hong Kong respondents and 92 percent of San
Francisco and Rotterdam respondents. The most striking difference in drug use in
these three sites is the extent to which ketamine has become the drug of choice in
Hong Kong while in San Francisco and Rotterdam it is rarely used by young club
drug users. Whereas 85 percent of Hong Kong club goers reported ketamine use,
only 37 percent in San Francisco and 11 percent in Rotterdam did.
The initial history of drug use in the dance scene in Hong Kong is similar to
San Francisco and Rotterdam where ecstasy was the preferred drug for the dance
scene. Ecstasy first appeared in Hong Kong in the mid-1990s at occasional raves
attended by expatriates, its popularity among local residents became apparent
not long after the 1997 British handover of Hong Kong to China. A burgeoning
entertainment scene was developing in Hong Kong with the conversion of karaoke
bars, pubs and restaurants into permanent dance sites, fashioned to accommodate
to a broad range of local social groupings (Joe-Laidler 2005, Joe-Laidler, Day,
and Hodson 2001). Despite the differences in social-class groups, lifestyles, and
budgets associated with these venues, ecstasy was a common link and became an
integral part of a “night out” for most attendees.
 The San Francisco project interviewed 300 club-drug users who attended clubs,
raves, and other dance events. Here we are discussing lifetime use of the drugs; past-month
and past-year use, though still significant, is much lower. For a fuller discussion of the
methods used in the San Francisco study see Hunt, Moloney, and Evans (2010) and Chapter
10 (Moloney and Hunt) in this volume. For a discussion of the similar methods used in
the 100 Hong Kong interviews see Joe-Laidler and Hunt (2008). Research on Rotterdam
was conducted by Van de Mheen and Van der Poel using a similar interview schedule as
developed by the San Francisco team. A total of 75 interviews were completed.
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Lifetime Drug Use Rates by City (Percent)

Marijuana
Ecstasy
LSD
Mushrooms
Methamphetamine
Ketamine
GHB
Cocaine
Nitrous
Poppers
Crack
MDA
2CB

San Francisco
97
92
59
78
55
37
25
60
62
12
11
14
13

Hong Kong
89
88
8
9
31
85
3
32
0
0
0
0
0

Rotterdam
93
92
17
63
67
10
25
73
35
50
8
4
1

Within a short time of ecstasy gaining popularity, a new drug emerged as the
preferred drug of choice. Ketamine became increasingly used as a supplement to
“top up” and shift the high from ecstasy. However, the use of ketamine to supplement
ecstasy soon began to change and our recent research has found that many are
using ketamine for its own sake (Joe-Laidler and Hunt 2008). Ketamine was
associated with being particularly affordable and accessible, and less adulterated
than ecstasy in Hong Kong, which may partially explain its expansion and reach.
In addition, unlike ecstasy, the use of which is primarily confined to nightlife and
dance venues, among Hong Kong youth ketamine is gaining popularity in wider
leisure and recreational contexts (Joe-Laidler and Hunt 2008). The rapid rise in
and popularity of ketamine use among young people in Hong Kong is possibly
unmatched internationally. At the end of the 1990s, ketamine use among young
people in Hong Kong grew so quickly that within three years of its introduction
to the local illicit drug market, it became the primary drug of choice among those
under 21 years of age, surpassing that of ecstasy, and it has remained so since then
(Joe-Laidler and Hunt 2008, Joe-Laidler, Day, and Hodson 2001).
So although ecstasy use in the dance scene was, at least initially, a common
link between San Francisco, Rotterdam, and Hong Kong, it became evident that
ketamine was a distinctive marker of difference. In addition, use of most other
drugs appears to be much less in Hong Kong. For example, Hong Kong respondents
were less likely than San Francisco or Rotterdam respondents to report lifetime
cocaine use (32 percent versus 60 percent and 73 percent), methamphetamine use
(31 percent versus 55 percent and 67 percent), mushroom use (9 percent versus
78 percent and 64 percent) and GHB use (3 percent versus 25 percent and 25
percent). None of the people in the Hong Kong sample reported lifetime use of
crack, nitrous oxide, MDA, 2CB, and poppers. In fact, Hong Kong respondents
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reported the lowest rates of drug experimentation of any subgroup. More than half
of Hong Kong respondents had used three or fewer drugs in their lifetimes versus
less than a quarter of San Francisco and Rotterdam respondents.
There is no doubt that ketamine’s popularity in Hong Kong must be understood
in the context of the global youth dance-drug culture just as ecstasy has consistently
held an attraction among San Francisco and Rotterdam’s dancegoers. The cultural
specificities of ecstasy and ketamine use in these three locales underscore the
importance of cross-cultural research.
Discussion and Conclusion
The aim of this chapter was twofold. First it tried to provide an overview of the
development of the electronic dance music scene in its early days, and in doing
so, underscore how it first emerged in particular locales with specific attractions to
groups of young persons. It would not be going too far to say that its development
was rather phenomenal, as it gained momentum slowly in some locales, but rapidly
in others, and as we have tried to show, became a global feature of youth culture.
The scene today has become diversified, stratified, and for those clubs at the
higher end, a highly lucrative corporate enterprise. Its momentum, initiated by the
creative spirits of dance and music, took on new meaning with new technologies
facilitating its leap to a global scale. So from DJ Alfredo’s work on the Balearic
sound to the cultural absorption of electronic dance music into everyday life, it
is clear that oppositional cultural commodities of a youth subculture have gone
mainstream.
But alongside the new forms of technology, music, dance, alternative settings,
this contemporary youth scene gained momentum through its association with
ecstasy and other pleasurable substances. Ecstasy, named for its pleasurable
and emotive qualities, was in this context, a source for renewed spirituality, or
what Partridge (2004) refers to as a “re-enchantment” for young people—who
in contemporary times face a prolonged transition to adulthood. Ecstasy in the
“right” setting was a new source for organic solidarity, though it is recognized in
our review, that ecstasy was not such a prominent feature in some urban locales.
What does become clear from examining the dance drug scene globally is its
simultaneous impact on both the setting and drug use. As venues diversified, and
eventually were dominated by the corporate spirit, the types of young persons
participating in mainstream settings with mainstream music accessed particular
substances and combinations including alcohol. This mainstreaming also
necessarily had an impact on those, who whether by choice or by broader social
constraints, seek alternatives to the mainstream.
Our second aim in this chapter was to demonstrate the way in which the global
and universal features of the dance scene have been modified by local characteristics,
whether in terms of the nighttime economy, musical preferences, specific dance
styles or preferred forms of intoxication. We have drawn from our comparative
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research in three culturally different settings, namely San Francisco, Rotterdam,
and Hong Kong. From this analysis we have underscored the differences in how the
scene developed in the three sites, and in drug-using preferences. The prominence
of ketamine in Hong Kong in comparison with ecstasy may also, at least in the
case of San Francisco, be related to the central position of ecstasy in the rave scene
and the history of raves on the West coast (Beck and Rosenbaum 1994). Its use
is associated with notions of communality, spirituality and alternative life styles
(St John 2004). This particular cultural thread is absent in Hong Kong and may
therefore account for potential differences in the cultural significance of particular
drugs in specific locales. Just as the drug-using practices featuring ketamine in
Hong Kong differ in important ways from that of other international club drug
scenes, the music and dance of Rotterdam retains its unique elements, despite the
flow of global cultural capital across national borders. In the case of Rotterdam,
the development of “hardcore” or Gabber culture was associated with the use of
cheaper amphetamines (Verhagen et al. 2000). This characteristic was borne out
by our own data, with a higher percentage of respondents in Rotterdam using
methamphetamines than respondents in either San Francisco or Hong Kong, as
well as much higher rates of use of “poppers” (inhaled nitrites), which were used
by 50 percent of Rotterdam respondents versus 12 percent in San Francisco and 0
percent in Hong Kong.
We end by emphasizing that while the electronic dance/drug scene is of a
global nature, its manifestation is very clearly embedded in particular and distinct
cultures. The meanings attached to the music, the setting, the participants and the
drugs are, as we have tried to show in our comparative discussion, are shaped
by not just by the global force of music and dance, but by the character and
culture specificities of the local. This observation becomes most evident through
comparative research.
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Chapter 9

Contemporary Use of Natural
Hallucinogens: From Techno Subcultures
to Mainstream Values
Maitena Milhet and Catherine Reynaud-Maurupt

Introduction
After the historic use of hallucinogenic drugs during the so-called Psychedelic
Movement in the 1960s, the consumption of those substances declined from
the mid-1970s throughout the 1980s. Since the 1990s, surveys carried out in
the US (Golub et al. 2001, Henderson and Glass 1994) and Europe (Calafat et
al. 1998) showed a resurgence in the use of major hallucinogens followed by a
stabilization in rates of consumption. In 2006, the European Monitoring Centre
for Drugs and Drug Addiction (EMCDDA) identified a growing interest for
natural hallucinogens such as mushrooms amongst young Europeans (EMCDDA
2006). In its latest report, the EMCDDA observes that in ten of 26 countries, the
prevalence estimates for hallucinogenic mushroom use are higher than those for
LSD or other hallucinogens among 15–16-year-olds (EMCDDA 2009).
While this phenomenon is not confined within techno-specific youth scenes,
studies have found a prevalence of hallucinogen use and specifically hallucinogenic
mushrooms particularly noticeable among young people attending party and club
events (Reynaud-Maurupt et al. 2007, Hillebrands, Olszewski, and Sedefov 2006,
Calafat et al. 2001, Tossman, Boldt, and Tensil 2001). These recent trends in several
countries, including France, invite us to look more closely at the consumption of
natural hallucinogens. A growing body of quantitative studies and epidemiological
literature describes the phenomenon (its magnitude, the characteristics of the
users and the combination of substances) and to what extent it spreads or declines,
but they provide little evidence for the motivations for use or for the contexts of
this consumption. Furthermore, qualitative social research on the contemporary
 The vast majority of hallucinogenic mushrooms come from the Americas. At the
global level, it is estimated that around 180 species exist. European drug-users consume both
the locally grown and imported species. The active ingredients of the main hallucinogenic
mushrooms are chiefly psilocin and its phosphate ester, psilocybin. Mushrooms consumed
in Europe for their hallucinogenic properties are named by the users according to their
country of origin: “Mexican mushrooms,” “Hawaiian mushrooms.”
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use of hallucinogens is scarce, leaving a need for more scientific knowledge
about motives and meanings of hallucinogen use (important exceptions include
Reynaud-Maurupt, Cadet-Taïrou, and Zoll [2009], Riley and Blackman [2008],
Prepeliczay [2002, 2009]). A primary intention of this chapter, then, is to address
this blind spot regarding the contemporary use of natural hallucinogens, including
mushrooms and herbals. Drawing upon qualitative data collected among users of
those substances in France, the chapter explores their rationale for use, the social
context of consumption, and the meaning of this social and subjective experience
from the user’s point of view.
Amongst the findings, pleasures and benefits expected from the use of natural
hallucinogens, that is to say what is sort of a taboo about doing drugs, will be
addressed. Indeed, although pleasure is a significant and integral part of drug
use, it is hardly taken into account within public discourses or scientific literature
(Hunt and Evans 2008). Public discourses on illicit drugs “erase pleasure”
(D. Moore 2008) or remain silent about it (O’Malley and Valverde 2004), while
most of the drug literature underemphasizes the importance of pleasures and fun
as a motive of drug consumption (Hunt, Moloney, and Evans 2010). This is partly
due to the preeminence of epidemiological literature in the drug field. Coupled
with a broader public-health concern, epidemiological research approaches drug
consumption with a problem-focused perspective. Insecure or hazardous, using
drugs is seen as a pathological or at least non-healthy behavior. The effects of the
substances are solely considered in terms of ill-health effects, social damages, or
risks, with a negative conception of risks. Without naively denying the potential
dangers associated with users’ drug consumption, this chapter engages with
the positive dimensions of their experience, which dominate their narratives.
Epidemiological literature on drug use has also tended to ignore or insufficiently
attend to the role of the thoughts, mood, or expectations of the individual
(or “set”) as well as to the role of the social contexts (or “settings”) in drugs
consumption, although it constitutes a classical contribution of the sociological
knowledge on drug use (Zinberg 1984). These sets and settings will be important
factors of our analysis.
In addition, while analyzing users’ practices through their motives and the
meaning they give to their experience, we will consider drug users as actors. Much of
the drug literature denies users’ agency, especially regarding young people (Ettorre
and Miles 2002). Drug addicts are still seen as intrinsically weak individuals and
the alleged vulnerability of young people towards “dangerous substances” gives
rise to a great concern. Immature and irresponsible, young people may need to be
protected. Even if those views are synonymous with concern and benevolence,
they neglect young people’s agency.

 Such as European hallucinogenic mushrooms, imported mushrooms (Mexican,
Hawaiian, etc.) and for the herbals, datura, salvia, peyotl, San Pedro, “Organic DMT,”
yopo, ayahuasca.
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Our focus on the level of the individual experience doesn’t mean that we dismiss
wider social and structural influences. But, beyond what is an active debate within
the sociological and criminological research on drug use and youth culture (Martin
2009, Measham and Shiner 2009), it has to be stressed that the perception of drug
users as actors is hardly audible outside the research circles. Hence, through our
analysis of natural hallucinogen consumption from the point of view of users
themselves, we wish to shed light on the rationality and personal appreciation
that frame their practices. Building on this we will then outline hypotheses about
the cultural foundations of the individual experience. We wish to explore to what
extent their consumption of natural hallucinogens is somehow connected to
specific aims and values forming a part of a subculture. In addition, we wish to
consider to what extent it echoes broader values and normative constraints of late
modern societies.
Material and Method
The data for this chapter come from a study carried out at the request of the
French Monitoring Centre for Drugs and Drug Addictions (OFDT) (ReynaudMaurupt 2006). Thirty in-depth interviews were conducted with regular users of
hallucinogenic plants and mushrooms between 2004 and 2005. Several methods
were used to recruit the individuals including the key informants working within
the “Recent Trends and New Drugs” surveillance network of the OFDT, which
exists in nine French urban sites, their chain referrals, and referrals given by the
person interviewed.
The main inclusion criterion for the study was that the person had consumed
hallucinogenic plants or mushrooms at least six times during the year preceding the
interview. This criterion aimed at gathering substantial material about those specific
substances from current active users, avoiding people using them “by chance” or
who had used them a long time ago. Nevertheless this criterion excluded, on the
one hand, possible users who had quit recently and might have explained why
and, on the other hand, occasional users whose motivations might be different
from more active consumers. Eighteen men and 12 women were interviewed. The
median age is 25, with ages ranging between 18 and 39. Half of the respondents
are middle class or lower middle class, the other half, working class. At the time
of the interviews, two-thirds of them lived in a personal accommodation and
three of them with their parents. The six persons remaining were in a precarious
situation, living in a squat or do not have stable housing. Ten of the 30 respondents
are employed and five are full-time students. The 15 unemployed persons found
income from a combination of parents’ aid, governmental assistance or begging
activities. Amongst the 25 non-students, 14 left education before taking the high
(A-level) school exam, six have a high school diploma and five, higher education
qualifications. Most of the respondents consumed numerous substances in addition
to natural hallucinogens (alcohol, cannabis, ecstasy, cocaine, amphetamines, and
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in certain cases heroin) at least several times the year preceding the interview. A
minority consume only natural hallucinogens plus alcohol and cannabis.
Natural Hallucinogens: Users’ Perceptions and Experiences
According to the narratives, natural hallucinogens can be divided into three
broad categories: enchanting, confusing, or visionary substances. Each of those
perceptions is associated with a mental landscape, specific effects, and feelings.
The pleasures enabled by natural hallucinogens are the most striking element
discussed by users. A minority of our respondents specify that an unpleasant step
has to be overcome first in order to reach the experience they look for. Nevertheless,
the narratives are overwhelmingly positive about hallucinogen use. Even if they
don’t ignore risks or bad experiences, they hardly mention them. Hence, pleasures
and pleasurable experiences are a major feature of most of the narratives. To quote
Parker and colleagues, “drugs are used because they give enjoyment”; pleasure
has to be placed “in the formula” (Parker, Aldridge, and Measham 1998: 133).
The following paragraphs explore the kind of pleasures they seek and, on the
other hand the broader experiences they look for.
“Enchanting Substances”: Towards a Festive and Social Emulation
First, hallucinogens are described as “enchanting substances.” These are substances
which, as if by magic, have the ability to enchant the surrounding world, the
thoughts, and intimate feelings. The environment becomes a splendid world,
blooming with colors and vibrations. Relationships with others are more loving;
parties and celebrations are livelier and happier.
You’re on a real high as you watch the sun going down with the clouds, the
beautiful clouds which change shape, with the red sunset, but I really do mean
bright red … The colours are drastically altered, you see things that resemble a
kaleidoscope. It’s just great, it really is brilliant. [Max]
Everything is beautiful … what you find beautiful in real life, there you find it
fantastic! Gorgeous. [Patrice]

Amongst our respondents, natural hallucinogens that are consumed mostly
belong to what they see as “enchanting substances.” They provide an experience
associated with a great deal of fun and emotions.
Sharing fun Laughing and hallucinations are the first and main effects reported
about these “enchanting substances.” When being high on hallucinogens, and
especially mushrooms, the individuals “laughed as if they had never laughed,”
they “thought they would die laughing,” the hilarity often lasting several hours.
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Such an experience arouses collective excitation and euphoria. The altered states of
consciousness engendered by visual and auditory hallucinations also contribute to
the hilarity and enjoyment. Having visions, smelling things differently, or having
strange thoughts is associated with “a state of mega-fun” (Martin).
We laughed! We really laughed! Things were moving, and we were splitting
our sides laughing! … In the truck, everything was moving, the trees, the road,
everything. It was this that was making us laugh. [Anthony]
When I looked in the mirror, I saw a really old version of myself, it was
hilarious! … We were all laughing, and afterwards we could see fireworks in
the car, and the trees were moving; it was so funny! [Anne]
I could smell everything, smells of every kind, from everything around me;
my sense of smell was a thousand times better. And I couldn’t stop (laughing).
[Sonia]

Feeling connected with one another The individuals also emphasize that what they
appreciate regarding their euphoria is the fact that it is shared. They enjoy laughing
together, and the fact that the substances make them “sociable.” Consumption
is a time when the individuals can share the same visual hallucinations, which
increases the uniqueness of the experience. Not only does the individual have
amazing hallucinations but his friends see the same delirious visions. Those
communal hallucinations enhance interactions. Communication throughout the
session also encourages the occurrence of identical altered perceptions, which
further strengthen the group’s collective bond.
I only do it as part of a group … This is not a drug which I would take alone to
have fun on my own, so we do it together. What’s really great is that you can
have shared experiences and sensations when you’re part of a group, which is
amazing in itself, but hallucinations that everyone can see but which aren’t there
despite the fact that there are five of you in the room is really something else.
[Fabien]

Being together, talking and laughing about the hallucinations, is also a safeguard
against bad trips. The presence of others prevents the individual from crossing
undesired boundaries, or falling down a disturbing introspection.
[Being part of a group] is reassuring, and being part a group means that we talk
about what we see. We discuss everything that happens and who knows, maybe
that prevents you from thinking about yourself. [Thinking about myself when
taking mushrooms] is something I don’t want to experience at all, and maybe
one of the best ways to avoid experiencing this is to stay as a group. [Fabien]
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While sharing a communal enjoyment, individuals feel closer to each other. Here,
the experience of hallucinogens fosters their sociality and produces feelings of
belonging. For that matter, they usually don’t choose to consume alone. According
to them, “enchanting substances” have to be taken “among friends.”
It’s just one of those things, you share it with all your mates, or it’s just not
possible. [Maya]

Communing with nature If “enchanting substances” generate communal feelings,
be they fragile or transient, they also create feelings of oneness with nature. Visual
and auditory altered perspectives show a world uncannily beautiful. Suddenly
gorgeous, nature doesn’t leave one indifferent. On the contrary, its beauty is
perceived with a great deal of emotion and a sense of a deep connectedness.
Individuals are moved by what they see and feel of nature. They feel comfortable,
connected, or far from a familiar environment experienced as cold.
You know, when you go walking on the hillside and suddenly you see the
mountain and between the mountain peak and the sky you see a fluorescent
blue ribbon with a glowing blue aura, just like the Knights of the Zodiac have
around their armor, and you see all that lighting up before you it’s just amazing
… That way, [in the countryside] you’re completely cut off from the industrial
environment, and from the town you know … You have the impression that
you’re back in the Stone Age, and that you’ve got your own little life here on the
hillside, where you don’t need anything, here among the plants. [Max]
When I talk about nature, I mean a little corner of Mother Nature herself, just
you and your mates. [Sarah]

Ultimately, through laughter and altered perspectives, “enchanting substances” lead
the individuals to a personal experience of communal excitation, connectedness
with each other and with the quintessence of nature.
Confusing Substances: Getting Lost in Familiar Territory
According to the narratives, natural hallucinogens appear also as “confusing
substances.” They have the capacity to disconnect the individual from reality.
One’s senses and feelings are disrupted to the point of entering a world that has
lost its way. The individuals find themselves in a virtual space, dreamlike or
absurd.
I mean it really takes you to another world. You have the impression that it’s
whisking you away to another world than the one the people around you are in.
[Léna]
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Pleasure also drives the consumption. But in this case, the individual emphasizes
his quest for an experience of disorientation both spatial and subjective. Being
lost in an environment nevertheless familiar, a street leading to their home, an area
that they pace up and down everyday, is recurrent in the individual descriptions.
They appreciate the feeling of being absorbed in a virtual world, one that is
absurd. Once the effects of the substances disappear, they realize how thrilling
it is to be totally cut off from reality even though they were staying in a familiar
environment.
A quarter of an hour away from my house there’s a path that we both used to
walk every day for years. It takes no more than a quarter of an hour to walk it.
On that day though, despite the fact that we never wandered off the path, we took
two hours to walk it, unless we ran. All this despite the fact that we never once
left the path that we walked every day in just a quarter of an hour. So we climbed
up the bank of chippings, and we were sucked up by the sky, and we waited to
see which of us would fall to earth more slowly, and we got caught up in flying
telephone wires and so on. It was brilliant. [Nicolas]

It is interesting to note that the words and images they use in order to describe
their experience are nearly those that have been used by a community of Breton
peasants in the 1960s, in order to report their experience of Jilgré—a cider in
which datura seeds were steeped (Prado 2004). For them, as for those peasants,
the circularity and repetition of the journey made while under the influence
of the hallucinogen appear in the narratives repeatedly. The individual is
completely disoriented in a confined space within which he goes round and
round without recognizing it. The presence and role of animals that bring the
individual home when he is incapable of doing so are also recurrent stories.
For instance, the Breton peasants talk about horses which lead their master at
home, while some of our respondents have reported how their dog played the
same role.
And you’re like … “oh fuck! I’ve gone a bit overboard there!” Once I was going
down a street, and I thought, “this is weird! This street normally leads straight
back to my house,” but it looked all curved! … and suddenly I found that I had
 The consumption of Jilgré was a “secret” practice, existing in the countryside and
among agricultural workers—relatively old and speaking only the Breton dialect—and very
much a male social custom.
 Throughout the world, there exist many varieties of Solanaceae of the Datura
genus, whether wild, cultivated or ornamental. In France, the variety whose leaves and
seeds are consumed for their hallucinogenic properties is Datura stramonium L. or
Jimsonweed. Datura usually grows among ruins or on uncultivated land. The Jimsonweed
owes its effects to tropanic alkaloids, hyoscyamine/atropine and scopolamine,
parasympatholytics.
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to follow my dog to get back home. I thought I was lost … and the street I could
see was all woo wooo woooo whereas normally it’s straight! [Yann]

“Visionary Substances”: Travelling Through Hidden Worlds, Getting to Deal
with Oneself
Some users’ narratives emphasize another perception of natural hallucinogens
as “visionary substances.” Here, the substances are said to promote access to
invisible worlds and to hidden knowledge. They stand for tools or vehicles
which make it possible to communicate with sacred, ancestral or intimate
truths.
It’s just as if the herb was actually telling you things. It tells you that it’s
a living creature, from your own planet, with which you can communicate.
[Gaëtan]
These parallel worlds exist, but they can’t be seen as they really are with the
naked eye, in our world … It’s the herb which is in control … I suppose you
could call ayahuasca, a high speed psychoanalysis session … instead of doing
ten years’ worth of psychotherapy, you do one year’s worth of ayahuasca.
[Julie]

The experience drives the individuals to deeper subjective shifts and feelings
of spiritual enlightenment. Indeed, when talking about their use of “visionary
substances,” individuals describe how they felt transported to another world.
They travelled among spirits, organic entities that do not exist in the real
world, although truly existing elsewhere. Some of them also bumped into their
ancestors or felt surrounded by members of sacred civilization.
I see nature as not only being populated with humans … There are animals,
humans, but also others, waveforms, forms of energy maybe, things which are
not really physical, but you can’t really say, “okay, that has such and such a
shape,” because it may only be an energy form. Undines are water currents.
[Martin]
In these parallel worlds there are spirits … you can see your grandparents. Your
ancestors are all there. [Julie]
 This term refers both to a giant creeper from the Amazonian region, and a ritual
drink with hallucinogenic properties prepared using the bark from the branches and trunk
of this tree or similar varieties. This bark can also be reduced to a powder and sniffed. The
preparation method for the potion varies according to the Indian tribes concerned, among
whom it is also known as Caapi or Yage. Steeping or decoctions are preferred, resulting in
a drink more highly charged with active ingredients.
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If it’s LSD which is causing you to see things, it’s not the same, and you say to
yourself “that’s all in my head,” and that’s all there is to it, whereas with a herb,
you say to yourself “these things are true to a certain extent.” [Gaëtan]

Here, hallucinogen use drives to a religio-mystical experience that enables a sort
of spiritual understanding of reality, life, and oneself. Martin explains that “with
the right mushrooms it’s more mystical; you’re taking a step toward the allies.”
He refers to those three invisible entities that Castaneda identified, with whom it
is possible to communicate, in order to gain knowledge (Castaneda 1985). Talking
about his use of ayahuasca, Gaëtan stresses that he “sees it as a religion” and he adds
that “it involves a relationship based on respect … [he] sees them as something well
… sacred.” Thanks to her experience of the same herb, Julie is now “far less afraid
of death.” She knows that “in any case there’s something afterwards.”
The invisible world reachable with “visionary substances” is also described
as existing intimately within the individual. In this case, the journey promotes an
experience of self-development either because it provides a better self-knowledge
or because it heals intimate pains. The individual feels as if his mind and body
were cleaned by the substance. He feels better armed to overcome the mundane.
I saw every day of my life, I understood all the days of my life, I mean, at that
time, you understand everything. [Jérémy]
I know that there are many things which can harm your body … you don’t know
where they come from, and it’s exactly these things that you get rid of during
an ayahuasca session … It’s basically a cleansing and purifying herb, a herb
made to clean you out … through all of that it can help you to get through the
difficulties you’re experiencing in life, and can help you to protect yourself, and
spiritual protection is very important, it stops others from pulling you apart, it
helps keep your life together, and you’ve always got something which you can
hang on to. [Julie]

Using Natural Hallucinogens: Impulse or Rational Choices?
“Enchanting,” “confusing,” or “visionary” substances do not produce their effects
by themselves. Talking about their hallucinogen consumption, individuals describe
specific drug-using practices and provide reasons for consuming those substances
the way they do. They follow certain procedures either to achieve the pleasures
expected or to avoid unpleasant effects. The consumption appears as a process
ruled by a personal organization and decision-making.
  Mescalito, accessed using peyotl, Humito (the “little smoke”), which can be
found in psilocybe mushrooms, and finally the herb of the devil, which can be accessed
via Datura inoxia.
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Getting the Substance Ready
Natural hallucinogens can be consumed in several ways: raw, dried, brewed
mushrooms; swallowed seeds of datura; swallowed marinated dough of peyotl
or datura’s decoction, datura’s tea, peyotl’s decoction, peyotl’s tea, among other
preparations for the latter substances and also salvia, San Pedro, and so on.
Sometimes, a great deal of detail is provided to describe how the substance
is carefully fixed in order to obtain the best preparation. For instance, some
individuals themselves pick the mushrooms, growing in autumn. But as they
want to consume them several months a year and not only during the season
when fresh mushrooms are available, they follow a precise techniques of
preservation.
I air dry them during one week on rolls of aluminum foil. Far from the heater so
that they don’t dry too fast, like that, naturally; and then, I preserve them within
aluminum foil. At first, I tried the preservation in envelopes, but envelope lets
moisture and once I found moldy mushis. The best is, once they’re dry, you do
a ball with them and preserve in aluminum foil. You crush well so there is no air
and you leave it like that. [Olivier]

The best preparation also means the favorite one. It’s not unusual that people
don’t really enjoy the taste or first physical sensations they have when ingesting
the substance. Hence, everyone gives a little recipe for getting over the worst.
Talking about mushrooms, Quentin highlights that once their juice is ready to
be drunk, it’s better to lend flavors (to season), because it tastes strong enough:
“sugar, tea … well everyone manages to do their own arrangements.” It will
be punch mushroom or honey mushroom for Fabien and Maya. The first one
explains that “mushy honey” is “much more pleasant; it tastes [like] honey and
in addition, you are high on mushrooms.” The second one agrees that mushy
honey “clearly tastes better” and mentions another advantage: “It’s more …
you’re more like, ‘okay I’m gonna open a jar of honey mushrooms’ then like …
‘okay I’m gonna gobble up mushies, all … just … dried.’” Sometimes it is not
possible to avoid the unpleasant first sensations. In that case, the technique to
  Peyotl, and San Pedro, are Cactaceae belonging to two different genera but which
share the same main psychoactive ingredient: mescaline. Compared to LSD, mescaline is
not considered as a particularly powerful hallucinogen. Peyotl is a small spine-free cactus,
which grows in Mexico and in the south-west of the United States. It is consumed in the
form of dried slices (Mescal buttons). San Pedro is a very large cactus reaching up to 3m in
height, fast growing, and producing many branches.
 Originating from Southern Mexico where it is traditionally used for its divination
and psychoactive properties, Salvia divinorum Epling and J`ativa is one of the many species
of the Salvia genus of the Lamiaceae family. A perennial herb that grows via vegetative
propagation. The psychoactive substance contained in salvia is known as salvinorin A.
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obtain the effects expected is to “hold out.” A regular consumer of ayahuasca,
Mary says that it’s nonetheless the “shittiest stuff” she has ever tried. Bénédicte
also says that eating mushrooms is “fuckin’ nasty” but she “makes the effort”:
Jut gobbled up, like … raw … keep it in your mouth … swallow… it’s shit but
you hold out, thinkin’ ‘if I chew it, let it soak, then yeah … I’ll be really into it,
fuckin’ high.

Venue and Timing
In order to enjoy the consumption, the quality and preparation of the substance is
not enough. It is necessary to consume it in the right place at the right time. Each
individual knows what is his favorite environment to enjoy the most, and manages
to be there.
We always try to take it in different places; we never take it at home, in fact,
or in day-to-day settings … We go out into the countryside, to somewhere we
really like, somewhere nice to look at, and we take the drug there, to experience
a magical reality. [Max]
I don’t like it when there are too many people when taking mushies … I’m not
too keen on taking mushies at parties. It’s no big deal, I just think it’s a waste,
you’ve got no time to take it all in [the best is] in a small group, alongside a
stream, with a fire. [Axel]

Controlling timing is another key procedure adopted to obtain and optimize the
pleasures. For instance, when consuming dough containing mescaline—extracted
from cactus peyotl or San Pedro—Martin and his friends go step by step:
We don’t take it all at once, so … there’s a first landing; just a little of mesca, a
teaspoon … then, after 45 minutes, when you start to come down, again, you do
it again, same amount.

In order to ensure a perfect combination of a real high on San Pedro and its impact
on feeling the sun set, Max and his friends organize themselves taking care of
timing:
We start taking San Pedro at around 5:00 PM. We know that it takes around
three hours to get high and that the sun sets at 8:00 PM, and that 8:00 PM
you’re on a real high as you watch the sun going down … The colors are
drastically altered, you see things that resemble a kaleidoscope. It’s just great,
it really is brilliant.
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Preparing Oneself
In many cases individuals describe a sort of ritual they engage in prior to
consumption. The individual prepares his body and/or his mind in order to be
ready. For specific substances like ayahuasca, which is consumed as a decoction,
the physical preparation is strict and precise. Several days before taking the
substance the individuals adopt and respect a strict vegetarian diet. Each user
mentions the need for such physical preparation, in similar terms. They emphasize
some dietary taboos—salt, meat—that are cross cultural motifs of traditional use
of hallucinogenic plants (Dobkin de Rios 1990).
To get ready, it’s very good to fast … at least during ten days before doing
ayahuasca. You can eat but … like, no coffee, no sugar, see? All this junk food
… and coffee, sugar, salt. You have to eat very, very, very, healthily; see? Lots of
vegetables … greens … stuff like that … no meat. [Mary]

For other substances, when a preparation is mentioned, the individual describes it
as a more personal ritual, elaborated without referring to external rules. This is the
case of Gaëtan and Patrice for instance, who always manage to be absolutely alone
to take salvia or a huge amount of mushrooms, at home, sitting in an armchair.
In any case, this is something you need to take on your own, completely on your
own, because the very presence of someone there can disturb you and stop you
getting into your dreams … That’s why I do it alone, yeah, in the dark. [Gaëtan]

Making Choices
Consumption of natural hallucinogens is not always fully enjoyable. Some
participants mention bad experiences that are mainly physical discomfort: nausea,
stomach ache, digestive problems. Those troubles do not occur every time they
consume. Nevertheless, the individuals face those bad experiences in three
different ways.
First, some of them adopt strategies aimed at avoiding any pain or a “bad
trip.” An example is Fabrice who tries to take psilos only in an infusion because
he knows that it is less painful for his stomach. Combining substances is another
strategy adopted, with one substance moderating the discomfort caused by another.
Etienne, for instance, always tries “to have a bit of hero or pot at hand” in order
to “come down nicely.”
Second, bad experiences are justified as being the cost of the good experiences.
It is striking that the pleasures given by the substances are so much more present
in the narratives than the bad experiences. When discomfort or troubles are
mentioned, it seems that “the bad experiences were often … worth the rewards”
  He refers to heroin and cannabis.
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(Riley and Blackman 2008: 63). Furthermore, most of them consider that natural
hallucinogen use is not harmful or can’t cause severe injuries. The notions of
risks are absent from their spontaneous narratives about their experience. As
hallucinogens provide pleasures without serious damages, individuals keep on
consuming.
Third, in some cases, a bad experience can leave deep marks. In this case,
individuals tend to renounce using the substance responsible for their bad trip. In
our sample, it’s mostly the case regarding the use of datura. Datura is often tried
once and then never again. The experience is synonymous with a deep loss of
control. The individuals felt that they couldn’t prevent themselves from crossing
unknown boundaries and were not able to pull themselves together. They have
been scared or frightened by such an experience; they don’t want to try it again.
Datura? I only tried it once! With something like that, for three days you’re
completely out of it … You completely lose the plot. I don’t like it very much;
it’s a bit too rough for me! [Quentin]
Datura … I dabbled with it, but it really scared the hell out of me! You’re
completely off your head! With the rest of the stuff you’re off your head as well,
but that stuff is really something … I don’t like it. [Etienne]

Getting the substance ready, choosing the venue, controlling timing, preparing
oneself prior to the consumption, all those steps are an integral part of the
individuals’ behavior when using hallucinogens. They involve precise procedures
and are done on purpose: obtaining and enhancing the pleasures the individuals
have learnt to appreciate the most, and avoiding unpleasant effects. In other words,
the individuals have their own reasons and organization framing their hallucinogen
consumption. Far from being passive or using those drugs without thinking about
it, they know what they look for and how to obtain it the best. They arbitrate
between expected pleasures and the risk of a bad trip in order to decide whether
or not to consume the substances. Therefore, most of the time, hallucinogen use is
ruled by individual choices.
That being said, it is necessary to adopt a balanced view and not to overemphasize
the rationality and reasoned choices they make. The consumption is not always
planned rationally or well-prepared. Sometimes, and for the same individuals, the
consumption is quite simply spontaneous, without any preparation. For instance, the
individuals attend an event where the substance is available: opportunity makes a
thief. Maya explains that she didn’t consume salvia recently because “[she’s] not
fallen over it,” salvia “didn’t come to see [her].” Alike for Lena concerning organic
DMT:10 “It’s been two months I haven’t done it, cause the person who regularly gives
us is not there [at dance events].”
10 The term DMT refers to the abbreviation for N,Ndimethyltryptamine, tryptamine
possessing hallucinogenic characteristics, of which the 4-hydroxyl derivatives psilocin
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Individual Consumption Profiles
The three main faces of natural hallucinogens we have described above recur
through all the interviews and so does a behavior balancing between reasoned
choices and impulse. That being said, when going further in the analyses, it is
possible to distinguish two profiles of consumption. Those profiles do not split
radically in two distinct groups of persons. Individual experiences must be
understood within a flexible and dynamic trajectory. However, those two profiles
emerge differing from each other according to the specific hallucinogens chiefly
consumed, the settings where the consumption takes place, and the dominant
meaning that the individual ascribes to his personal experience.
Lavish Use
The first profile, which comprise the majority of our sample, consume hallucinogens
mostly during festive events. Natural hallucinogens are just one category of
numerous different substances combined on those occasions (alcohol, cannabis,
LSD, ecstasy, cocaine, amphetamines, and in certain cases heroin). Mushrooms
more than other natural hallucinogens are associated with a variety of drugs and
are consumed all year long. Such consumption is heavily driven by the desire
for fun and communal enjoyment but also by the wish to cut off from reality. In
other words, the hallucinogenic experience that the individuals look for is the one
provided by “enchanting” or “confusing” substances. The consumption mostly
takes place in dance events. In some cases, party goers who have discovered
hallucinogens within those settings also organize sessions of consumption outside
the party—a natural environment for instance, in order to enhance the expected
effects. However, the consumption is always done with some close friends or
mates with a common purpose: having fun together.
Being a Purist
The second profile, a minority in our sample, is constituted by individuals a little
older (a mean age of 28 compared to the previous group’s mean of 23). They almost
exclusively use natural hallucinogens, often combined with alcohol or cannabis.
Most of them used other illicit drugs in the past, usually when attending dance
events; but they quit and don’t go to such festive events anymore. Compared to
their past consumption, when having natural hallucinogens now they seek neither
and psilocybin are also the active alkaloids in hallucinogenic mushrooms. DMT is easily
obtained through synthesis, but it is present in its natural state in a large number of plants and
even in some animals, e.g., the secretions of certain American toads. In order to be active,
vegetal drugs containing DMT must be inhaled in the form of powder, or smoked, injected
or taken orally, and must be added to other plants that inhibit the effect of enzymes (IMAO)
as is the case with ayahuasca potion.
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fun nor sociality, but the enlightening journeys through invisible realities provided
by “visionary” substances. The consumption in itself is not experienced as
enjoyable. It is seen as real work, not necessarily a good approach, but spiritually
or psychologically necessary.
It’s a form of work, they [the Amazonian Indians] go as far as to call that “the
work.” They don’t call it a “getting stoned” or anything like that. It’s work …
It’s serious, and shouldn’t be taken lightly. [Mary]
I don’t take these drugs just for fun, just for amusement. Hallucinogenic drugs
don’t impress me … I take it for mystical or spiritual research, and because I feel
great afterwards, but at the time I certainly don’t find it funny. [Julie]

More than mushrooms, the individuals consume salvia and ayahuasca to gain
mystical or personal knowledge from the experience. It requires solitude, or to stay
focused on oneself even if in the presence of others. Hence, the individuals manage
to be alone when they take the substance. Some of them also attend shamanist or
neo-shamanist seminaries; a means to make their personal quest deeper thanks to
a setting that promotes solitary contemplation and a relation with a mentor.
Those profiles do not demarcate a frontier between two cohesive groups, alike
in terms of social status or gathered in a community for instance. In addition, it
is worth noting that the “purists,” a little older, used to lavishly consume several
substances within festive events in order to have fun, in a previous stage of their
trajectory. In that sense, it seems difficult to enlighten the individual experience
according to a sociocultural determinant, strict and specific. However, the
individuals’ practices remain socially embedded and meaningful. The subjective
attitudes of the individuals towards hallucinogenic drugs interact with cultural
foundations. In the following paragraphs, we wish to explore to what extent the
meaning they attribute to their hallucinogen consumption has affinities with a
specific subculture.
Cultural Foundations?
The terms of “subculture” carry a great deal of baggage and debate. Given that
our study remains exploratory; our purpose in using this term is not to enter the
intensive debate about the theoretical backgrounds and suitability of concepts
chosen to analyze youth cultural formations. Our use of “subculture” doesn’t dismiss
criticisms about this concept, for instance its class connotation or the presupposed
cohesiveness of the group studied (D. Moore 2004, Bennet 1999). Similarly, not
using “tribes,” “neotribes,” (Maffesoli 1996) or “youth lifestyle” (Miles 2000) as
key terms, doesn’t mean that we deny the relevance of the alternative undercurrent
frameworks proposed by scholars in order to examine youth cultural formations.
Our focus is at the level of the individual experience. Hence, our use of subculture
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is more basically an attempt to shed light on the meaning, purpose and significance
that the experience of consumption possesses for the individual.
The Echoes of the Psychedelic Movement
In western societies hallucinogen use immediately brings to mind images of the
1960s, the Psychedelic Movement and its “counter culture.” Thus, it is worth
examining to what extent the contemporary use of hallucinogens we observed is
inspired by this historical movement. Indeed, the major meanings of hallucinogen
practices that we observed echo features of the psychedelic wave’s ideology. In
the same way that having fun and reaching sacred truth are the main purposes
of our respondents while consuming natural hallucinogens, the use of LSD-like
drugs in the 1960s was inseparable from a desire to experiment with new pleasures
as well as to achieve a form of spirituality. Just as the “purists” we interviewed
pursue an expansion of consciousness in order to reach hidden worlds or gain self
knowledge and confidence, the experience of LSD-like drugs in the 1960s was
promoted as a mean of revealing new forms of reality and activating psychological
potentials towards a personal rebirth (Grinspoon and Bakalar 1979, Barron 1967).
More simply, our respondents look for the shifts in perspectives given by natural
hallucinogens with which they suddenly find themselves transported to a different
reality separated from the real world. The same experience was a key intention of
LSD use in the 1960s.
However, while using hallucinogens in the 1960s meant an explicit protest of
the established society, our respondents are not driven by a spirit of a collective
rebellion against society. Certainly, the Psychedelic Movement involved
heterogeneous subgroups such as political activists or Hippies (amongst others).
But beyond their differences and specific life styles, they all contested the
established order and mainstream values. The lack of an explicit wish to challenge
the prevailing social norms and values constitutes a major difference between the
experience of the individuals we met and what gave sense to the experience of the
counter culture members. The hallucinogen consumption of our respondents is by
no means seen as part of a “revolutionary doctrine” (Blum et al. 1964). Indeed, it
is worthwhile to notice that this cultural referent is not central to them. Throughout
the interviews, they almost never mention the Psychedelic Movement or famous
leaders of the counter culture.
The Techno-subcultures
What is striking in our sample is that natural hallucinogen use mostly operates
within festive environments similar to the raves described in Moloney and Hunt
(Chapter 10). This is not solely one feature among others of our respondents’
practices. On the contrary, it seems that their personal experience of hallucinogens
is a product of the “techno-scene subcultures.” Certainly, natural hallucinogens give
specific effects that users appreciate a lot and look for when they consume them.
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Nonetheless, using such substances blends in with the more general dimensions
of the “techno-scene subcultures”: having fun, pleasures, temporary communion
and spirituality.
As underlined previously, for the majority of our respondents, the quest for the
pleasures given by hallucinogens is the main motive of consumption. When using
those drugs most of them seek to have fun before everything. Due to their ability
to facilitate laughter and hallucinations, “enchanting” and “confusing” substances
provide effects particularly adapted in order to feel extremely joyful. That being
said, many scholars who studied youth recreational nightlife contexts highlight
how much hedonism, fun-oriented attitudes, and the pleasure principle were major
parts of the techno-subcultures (Hunt, Moloney, and Evans 2010, Prepeliczay
2009, St John 2006, Calafat 1998). To quote Gauthier, within electronic dance and
music culture (EDMC) “the prompted effervescence is sought after for itself and in
itself ” (Gauthier 2004: 69, emphasis in original). Most of our respondents consume
hallucinogens when attending a festive event. The meaning of their consumption
is shaped by this “pleasure principle” inseparable from techno subcultures more
than by their appeal for the natural hallucinogens themselves.
Besides, it has to be stressed that they use many other substances and
combinations of substances in order to reach this feeling of great enjoyment which
is another feature of techno subcultures. Indeed, polydrug use goes hand in hand
with the experience of the party and club events (Hammersley, Khan, and Ditton
2002). Attendees are able to describe what kind of pleasure they appreciate in
particular when using a specific drug or combination of drugs. But they rarely
go without consuming several substances which all serve the same hedonistic
purpose. “Ecstatic” when related to the use of ecstasy, “euphoric” when related to
mushrooms or “playful” when associated with ketamine (K. Moore and Measham
2008), the personal experience still leads to enjoyment.
Feeling closer to each other and experiencing a temporary communion have
also been stressed by our respondents as a key motivation for their hallucinogen
consumption. Here again, those features are closely linked to the substances
themselves but are also a significant aspect of being involved in a festive event.
Indeed, on the one hand natural hallucinogens facilitate feelings of belonging
through their ability to promote a communal hilarity, the same strange views of
the environment or shared emotions regarding nature bursting with beauty. On
the other hand, many scholars analyze such a sociality and sense of belonging
as inseparable from the involvement in festive events and techno-subcultures
(Hunt, Moloney, and Evans 2010, Riley, More, and Griffin 2010, Tramacchi 2001,
Malbon 1999).
When describing their feelings of a deep connection with nature, or
the understanding of their hidden self and personal story, the individuals
mention a spiritual dimension of their experience that is similar to traditional
conceptualizations of hallucinogens. Indeed, in many traditional societies,
hallucinogens have been culturally constructed in spiritual terms. Hallucinogenic
substances stood for a sacrament, a vehicle allowing a communication with
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spirits and energies impossible to contact in ordinary life, and especially a power
of curing diseases linked to a supernatural cause. These conceptualizations are
reinvigorated in modern societies through neo-shamanism and contemporary
religions around ayahuasca for instance (Tupper 2008, MacRae 2004). From
this point of view, one can say that the spiritual experience of our respondents
borrows in part these traditional cultural constructions of hallucinogens revisited.
And yet, for some of our respondents, consuming “visionary substances” is
synonymous with a gain of spirituality and access to deeper levels of the self
that give confidence and change the link with reality. These individuals wish
to achieve self-fulfillment through contact with sacred truths, be they external
or an integral part of their personal story. Such an experience echoes the
contemporary fad for shamanism or neo-shamanism aiming to revive all the
benefits of ancestral knowledge and traditional medicine, but also to improve
spiritual development, emotional healing and self-awareness (Tupper 2008,
Winkelman 2005, MacRae 2004).
Nonetheless, it seems that techno-subcultures rather than shamanism constitute
the spiritual leavening of our respondent’s experience. Very few of them allude to
shamanism or are involved in shamanistic seminaries. By contrast, most of them are
involved to varying degrees in festive events that carry the presence of spirituality.
A growing body of research stresses these religio-spiritual dimensions of technosubcultures, some of which are interpreted as a continuation of shamanism (St John
2006). The hallucinogen experiences emphasized by a majority of our respondents
recall sometimes word-for-word what scholars analyze as a spiritual leavening
of techno-subcultures. For instance, the excitation reported regarding feelings of
oneness with nature, and communication with a land enchanted—compared to
the meaningless reality—echoes this escape to a place more in tune with nature
(Luckman 2003); this re-connection with truer and deeper experiences is compared
to what offers an empty world (Gauthier 2005), a re-connection that is interpreted
as a spiritual experience peculiar to techno-subcultures.
Conclusion
Ultimately, the use of hallucinogens by the individuals that we interviewed recalls
the psychedelic movement and traditional cultural constructions included in neoshamanism. Nonetheless, it is mostly an experience deeply shaped by technosubcultures. That being said, the meaning of this individual experience goes also
beyond the use of the substances in itself and beyond the involvement in festive
events. Such an experience interacts in several ways with the dominant culture.
It may also be seen as a way to deal with mainstream values and normative
constraints of late modern societies.
When they use drugs lavishly, the individuals symbolize the “consumer
citizen” that has risen with the post-industrialized individualist society; an
individual looking for an immediate and frenzied satisfaction of its desire. Beyond
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psychotropic substances, the consumption is here also consumption of “emotions,
practices, rituals and sensations” (Riley, More, and Griffin 2010: 36), while
citizenship refers to “‘The freedom’ to engage in activities that are meaningful
and pleasurable to people” (Riley, More, and Griffin 2010: 37). Pleasures and fun
lead the individuals’ behavior. They reach this state of joys through the repetition
of consumption. The quest for the immediacy of pleasures and their satisfaction
through consumption, including the repeated consumption of illicit substances,
meet with the pattern of consumerism in late modern societies. Such an experience
is also a way to erase the past and the future. Instantaneity, staying suspended
in an eternal present, goes with the time of consumption. In that sense, far from
rejecting the dominant culture, the experiences described by our respondents
seem to express their adherence to this consumer culture. Additionally, both the
hedonistic and spiritual sides of the individual experience come into resonance
with two major features of late modern society.
First, the individual search for hidden worlds, magic environments, and entities
symbolizes a deeper quest for sacred, mystery, and meaning lost throughout the
process of rationalization and “disenchantment of the world” (Weber 1964).
When they emphasize the pleasures of connectedness with each others, with
nature or their ability to communicate with spirits, the individuals stress their
need for a magic dimension in their relation with the others, the environment, and
themselves. Instead of a cold and meaningless reality, they posit the excitement
and the awareness they find when reaching those altered states of mind.
Secondly, the search for excitement as well as introspection and self-healing
associated with hallucinogen use can be brought together (in several ways) with
contemporary requirements of self-production and self-fulfillment. Indeed, the
individuals are part of this social environment where self-realization is referred to
as everyone’s responsibility, where truth and meaning are no longer given outside
the world but must be sought and found across the individual experience. This
normative constraint of self realization can be considered as a burden which some
try to cope with by using psychotropic substances (Ehrenberg 1995). The use
of natural hallucinogens as a personal “work” aiming a major “cleaning” and a
better self-knowledge can be understood this way. By means of the enlightenment
provided by the substances, the individual heals his intimate frailty. That way, he
attempts to gain in strength and in confidence in order to become this autonomous
person able to seize control of his destiny. When, with the help of hallucinogens,
the individual alters his perspectives and feelings to such an extent that he loses
touch with the reality surrounding, it is also a way to deal with the expectations
of the dominant culture. By means of dream-like or hedonistic experiences, the
individual stands momentarily aloof from the rationality and self control he is
supposed to observe. Again, such behavior can be understood as a way to seize
control of one’s destiny. Indeed, the individual exercises his rights to escape
from his mundane reality, to hedonism and pleasures, rights that are defined as
undesirable. That way, the individual expresses his ability of self-realization by
means of referential that challenge the dominant values.
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Chapter 10

Ecstasy, Gender, and Accountability
in a Rave Culture
Molly Moloney and Geoffrey Hunt

The stereotypical image of a drug user was, until recently, male—an image that
was long replicated within drug research literature. When women appeared in the
literature, it was traditionally within a “pathology and powerlessness” perspective
(Anderson 2005, 2008, Maher 1997). Women drug users were portrayed as
perpetual victims, their drug use treated as pathological, and notions of women’s
agency or pleasures were missing. Although men comprised the norm in drug
research, their gender typically remained unanalyzed or invisible (Broom 1995).
Similarly, when sexuality was discussed within drug research, it generally was
reduced to a problem status, such as analyzing the links between drug use and
sexual disease transmission (Ross and Williams 2001, Ostrow and Shelby 2000).
Rarely foregrounded were issues of the body, gender or sexual identities, or
pleasure and agency. The study presented in this chapter places these issues at its
center, examining gender and sexuality in the context of ecstasy use at raves.
Feminist scholars achieved inroads in drug scholarship in the 1990s,
highlighting women’s agency and the centrality of gender dynamics in drug selling
(Maher 1997, Taylor 1993) and drug consumption (Ettorre 1992), from inner-city
drug use (Hunt, Joe-Laidler, and Evans 2002, Bourgois 1996) to the dance/club
scenes (Henderson 1996). Ettorre (2004) calls for “revisioning” women and drugs,
contrasting the classical approach with her postmodern approach. The classical
approach focuses on individualistic explanations of drug abuse and disease. Gender
is often invisible, and when acknowledged, simply naturalized (Campbell 2000).
The postmodern approach, in contrast, emphasizes consumption and pleasure,
acknowledges the normalization of many drug cultures, and places difference
(of gender, race, class, sexuality) at its center. Many of these issues have been
important to studies of rave and club cultures, which emphasize the empowerment
and freedom experienced by women in these scenes, although this type of focus
remains more the exception than the norm.
Among these key exceptional works are Sheila Henderson’s (1993, 1996, 1999)
analyses of women drug users in the dance scene, Maria Pini’s study (1997, 2001)
of women clubbers and ravers, and Fiona Hutton’s (2006) book on gender, risk,
  An earlier version of this chapter appeared in Hunt, Moloney, and Evans (2010)
Youth, Drugs, and Nightlife. London: Routledge.
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and pleasure among women clubbers. Throughout Henderson’s work she focuses
not on women as victims, but on women using drugs as a part of their everyday
leisure, actively seeking pleasure. Pini examines how club drugs and the dance
scene help challenge normative heterosexuality, giving women a space to “lose
it” within a dance context that privileges non-conformist gender displays. Hutton
examines female producers, drug sellers, and other women in the dance scene and
argues these women are not victims. She points to how women in the club scene
pleasurably engage with risk, arguing that certain club scenes (associated with
ecstasy or in the underground) are empowering for women.
These key works focus on women in the British dance scenes and a comparable
breadth of scholarship on gender and sexuality in the American club and rave
context does not exist. And while all three mention issues of changing femininities
and masculinities in these contexts, they focus primarily on women drug users,
leaving explorations of the relationship between masculinities, club drugs, and
the dance scenes less developed. While none of these ignore the issues of drugs
entirely, the role, centrality, and effects of drugs within these scenes are sometimes
downplayed or seen as secondary, leaving room for analyses that place drug issues
more centrally at the core. This chapter attempts to address these research gaps by
focusing on young people’s discussions of the role of ecstasy in accomplishing
femininity and masculinity in an American rave scene.
Accomplishment, Accountability, Gender, and Drugs
Within the mainstream drug literature, gender is not entirely ignored. Certainly
it is common within epidemiology to assess whether or not men or women in a
sample have higher rates of drug consumption. But what is left out by focusing on
the quantitative differences in men and women’s drug use? The effects of drugs
on the performance or accomplishment of gender are much less often examined
sociologically. Measham makes this point, arguing that “[d]rug use is not just
mediated by gender, but, far more significantly, drug use and the associated leisure,
music, and style cultures within which drug use is located are themselves ways of
accomplishing a gendered identity” (2002: 335). She draws on Messerschmidt’s
(1997) ideas of gender as structured action, which are rooted in the sociological
  However, some (e.g., Measham, Aldridge, and Parker 2001) worry that this work
that focuses on women’s pleasures could fall prey to fueling the ideas of women drug users
as selfish hedonists. Still, others, though, ask: “What is wrong with women selfishly seeking
pleasure through the use of drugs … What’s wrong with the pursuit of pleasure?” (Hutton
2006: 23).
  Moore (2007), however, points out that Hutton problematically dichotomizes
mainstream and underground clubs, and that while Hutton (2006) emphasizes the agency
of women in the underground scenes, she may be ignoring the agency of “mainstream”
women.
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analysis of the accomplishment of gender (West and Fenstermaker 1995, West and
Zimmerman 1987). From this perspective, gender is not something we possess, or
simply are, but rather something that we accomplish in social interactions. Measham
argues that it’s not just that gender influences doing drugs (e.g., men and women
have different rates of drug use or prefer different substances), but that “drug use
itself can be seen as a way of doing gender” (2002: 335). The current chapter will
extend this line of analysis to the accomplishment of gender in a rave scene. Its
purpose, focusing on gender, sexuality, and ecstasy use in the San Francisco rave
scene, is to analyze the relationship between ecstasy and the accomplishment of
gender in the rave scene, highlighting the freedoms and flexibility enabled but also
the persistence of accountability within this youth cultural scene.
Gender and sexuality should not be conflated—they are distinct aspects of
identity and social organization. Yet, they are deeply intertwined. A large part
of what comprises normative gender behavior in our society is tied up with the
performance and accomplishment of (hetero)sexual identities and practices. At
the same time, assumptions about appropriate heterosexual behaviors involve
conventional femininities or masculinities. These rules are not strictly or uniformly
followed, of course; challenges to norms of gender and sexuality are an important
part of social interactions and daily life. Nevertheless, these are the standards
by which people in a culture are held accountable. Thus, accountability means
that people’s actions and interactions are conducted in the context of being held
potentially accountable for living up to gendered expectations of what it means to
be or act like a man or a woman (Fenstermaker, West, and Zimmerman 1991), to
“engage in behavior at the risk of gender assessment ” (West and Zimmerman 1987:
137; emphasis in the original); however, the salience of gender, and the level of
accountability, may vary in different social contexts. Though the accomplishment
of gender should not be reduced to mere performance, in the sense of volitional
artifice, there are performative elements to doing gender, which also may be
important (Moloney and Fenstermaker 2002). Duff argues for the importance of
attending to the “performative pleasures” of drugs. In so doing, he builds on the
growing scholarly focus associated with the pleasures of drug consumption, but
specifically highlights: “the way that drug use was said to make possible certain
types of performative behaviors, certain ways of ‘being in the world’ that are
inaccessible, unthinkable, or just unlikely while sober” (2008: 386). Duff does not
focus primarily on gender; yet, his concept seems ripe for a gendered analysis. To
what degree are the pleasures of doing drugs connected to the pleasures of being a
woman or a man in ways that are inaccessible, unthinkable, or just unlikely while
sober? Pini laid this groundwork in her analysis of women in the dance scene:
“For such women, it is not simply attending a rave event which is pleasurable, but
also the whole performance of an otherwise quite unlikely mode of femininity; a
performance which rave culture is seen to make possible” (2001: 122). However,
in this aspect of her analysis, Pini does not primarily focus on drugs per se, but
moreso on the social context of the dance scene in which drugs may or may not
play a part.
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These performative pleasures of drug use—specifically as they connect to
gender and sexual identities and practices—are a common theme in our interviews
with young men and women in the San Francisco rave and club scenes. But, as we
will also see, along with these performative pleasures, is the continuing presence
of gender accountability.
Research Methods and Sample
Methods
The data for this chapter come from an ongoing study of San Francisco Bay Area
club drug users in the electronic dance music (EDM) scene. Data were collected
through 300 in-depth, face-to-face interviews in 2002–2004. A brief, quantitative
questionnaire was used to collect socio-demographic characteristics and drug-use
statistics. For the rest of the 3–5 hour interview, a semi-structured guide elicited
primarily open-ended qualitative data about the participants’ backgrounds,
their drug and alcohol use, and their involvement in the dance scene. Although
interviewers had a lengthy interview guide to organize the interview topics, the
format was left open so that respondents’ ideas and concerns had room to emerge
and be explored.
Sample
We used a modified targeted-sampling approach (Peterson et al. 2008, Watters
and Biernacki 1989) to locate young men and women in the rave/dance scene
to interview. Respondents were recruited at dance events, as well as through
advertisements, referrals from other respondents, and contacts of the project staff.
Each potential respondent was screened and included if she or he had used at
least one of the six National Institute on Drug Abuse defined club drugs (ecstasy
[MDMA], LSD, methamphetamine, GHB, ketamine, Rohypnol) and were
involved in the EDM scene in the San Francisco Bay Area. Involvement in the
scene was defined as attending dance events such as clubs, raves, and warehouse
parties.
The sample was fairly young with a median age of 20, and the majority of
respondents (71 percent) were between 18 and 24. Generally speaking, this was
a somewhat middle class group of respondents. Most were either students or
employed in white-collar or clerical jobs. The dance scenes—and the rave scene
especially—are often stereotyped as largely being white events. Based on our
informal observations of dance events, as well as the descriptions provided by those
we interviewed, this trend did not appear to be true in these scene. In particular,
in the San Francisco Bay Area, young Asian Americans comprise a significant
  A small sample of non-drug users (n=22) were also included.
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segment of the dance scene (Nishioka 2000, Mills 1998). Correspondingly, 50
percent of our sample identified as white/Caucasian, while 23 percent reported they
were Asian American, 11 percent Latino, 6 percent African American, 10 percent
another ethnic group (Pacific Islander, Native American, or Iranian) and 6 percent
who identified primarily as “mixed.” We did not find stark differences among or
between various racial/ethnic groups and identities in the sample with respect to
issues of gender or sexuality. Instead, differences relating to gender and sexual
display, performance, and accomplishment, were much more closely aligned with
the respondents’ involvement in one particular sub-scene versus another (e.g.,
being in more underground scenes versus being a “candy kid” versus being in the
mainstream club scene) rather than along the lines of race, ethnicity, or class.
Of the 300 young men and women we interviewed, 276 (92 percent) had
used ecstasy at some point in their lives. The qualitative analysis in this article
draws from these 276 respondents. Among the ecstasy users, 47.5 percent were
women and 52.5 percent were men. 75 percent of the respondents identified as
heterosexual, 8 percent as homosexual, lesbian or gay, 14 percent as bisexual,
and 3 percent as “other.” Although there were a few minor variations, we found
very few significant differences in the drugs consumed by men and women in
our sample (comparing past-month, past-year, and lifetime reported use). And we
found no significant differences between men and women for the most commonly
used drugs in the sample (marijuana, ecstasy, and mushrooms). This chapter,
then, focuses not on whether men or women are more or less likely to consume
particular drugs, but rather on men and women’s interpretations of this drug use,
their understanding of the social context, and their narratives of drug use, gender,
and sexuality.
The rave scene The analysis for this chapter primarily focuses on participants’
experiences at raves, which were a preferred event among many of our respondents.
Raves are large, often multi-room, dance parties typically centered around a DJ
who plays a variety of electronic dance music, including techno, trance, house,
drum ‘n’ bass, and hardcore. The events described as raves by our respondents
included grassroots, underground, and unlicensed events, which traditionally were
held in warehouses or in outdoor environments, but they also incorporated more
mainstream, commercial, licensed electronic dance music (EDM) events that were
held on a large-scale. Broadly speaking, participants attended two major types of
 Issues of ethnicity and identity were very important in the narratives of our
respondents, in the ways they examine their social groups, their relationship with the scene
as a whole and with substance use within it, which we have examined elsewhere (see Hunt,
Moloney, and Evans 2010a, Moloney, Hunt, and Evans 2008, Hunt et al. 2005).
  See Hunt, Moloney, and Evans (2010b) for a detailed discussion of drug use patterns
in this sample.
 Thus raves, as understood and discussed by these young people in this dance scene,
didn’t always conform to the definition of raves found in some scholarly pieces, such as
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raves, each with its own ethos and normative behaviors: underground events and
massives. Underground raves are renegade dance music parties that are often held
in non-permitted or illegal venues such as warehouses or abandoned buildings.
These parties tend to go on all night, sometimes not ending until six or seven in
the morning. Massive raves are more commercial in nature and are held in large
permitted venues such as stadiums, auditoriums, or theaters. Massives usually are
restricted to those who are 18 or older and may serve alcohol to those of legal age
(21-plus).
Many of the young men and women we interviewed were also frequent
attendees of dance clubs. In contrast to raves, which are generally either onetime or annual events, clubs are dance music parties that are held in established,
licensed venues. Nightclub venues must obtain a number of city or state permits
and thus must comply with regulations regarding closing time and age of patrons.
While the rave scene is associated with various diverse styles of electronic dance
music (EDM), clubs may specialize in a number of other musical styles including
“Top 40” music, hip hop, rock, as well as EDM.
In general, most of the young men and women we interviewed, whether
ravers or clubbers, or both, described a stark difference between the culture and
experiences of clubs versus that of raves. Clubs, they often described as being
alcohol-fueled, meat-markets, in which clothing styles and dancing styles are
highly sexualized, gendered expectations are heavily enforced, and interactions
with others often have a tinge of aggression (or sometimes outright fights and
violence). Raves, on the other hand, are seen as dominated by warmth, niceness
and the drug ecstasy. While normative behavior encourages touching and feeling
of friends and strangers, blatantly sexual displays or expectations are frowned
upon and more flexible gender dynamics are encouraged. These would be the
two stereotypical pictures of raves and clubs that most commonly emerged in our
interviews. And for many of the ravers, the spectre of the club seemed to operate
as the “other” against which they defined themselves, much like Thornton’s (1996)
clubbers’ utilization of the opposition between underground and mainstream.
However, the boundaries between the categories of rave and club, ecstasy and
alcohol, sociability and sexuality, are not necessarily nearly so neat as many of the
descriptions at first seem to indicate. We find ecstasy and alcohol (among other
substances) being consumed at or around (preceding or after) both events, the
oppositionality between ecstasy and sexuality that some young men and women
describe is far from the experience of others we interviewed, and the while
perhaps more open or flexible, many young man and women describe continued
enforcement of gendered norms at raves as well. For the remainder of this chapter,
we will examine some of the dynamics of gender and sexuality as they operate
in the rave scene, with particular emphasis on the connections between gender,
sexuality, and ecstasy.
Kavanaugh and Anderson (2008), which highlights specifically the grassroots-organized,
“traditional” raves.

Ecstasy, Gender, and Accountability in a Rave Culture

177

Gender, Sexuality, and Pleasures of Ecstasy
A common theme in our respondents’ narratives revolved around the pleasure of
the expressive or performative qualities of ecstasy (Duff 2008), the way that it
allowed them to be someone else, or to be who they “really” were by expressing
themselves more freely and by coming out of their shells. For example, Cassie,
(20, heterosexual) said what was most enjoyable about using club drugs is that it
allowed an opportunity to “shake the cobwebs out,” have fun and express herself
in a new way. Similarly, Ling (19, heterosexual) said that ecstasy allowed her
to open up and to get over her fear of being at the center of things—of being a
spectacle. These particular fears (of being too loud, of being too public, of being a
spectacle)—particularly were expressed by young women, reflecting the different
gender expectations for social behavior for adolescent and young adult males
versus females:
I don’t wanna say you get over your fears, but I think you do in a way sometimes.
Like your fear of being in public situations and not wanting to like, be kind of a
… a spectacle of yourself or, you don’t wanna be the odd person, you know. But
then it’s kinda like, you don’t care when you’re on ecstasy … and then like when
you’re sober, you still kinda have that feeling of like, “I don’t care what people
think.” [Ling]

This statement was not simply about the physiological effects of the drugs alone.
The particular social nature and context of the setting of use is essential to these
performances and its effects. Angelica (20, bisexual) described how the rave
scene, both the social context and the drugs, freed one from typical inhibitions:
“The lines are blurred by all the drugs and by that feeling of like, ‘we’re never
gonna see these people again’ … It’s like a rave is so surreal … you’re gonna like,
act different and like take more risks, ‘cause you don’t really have anything to
lose.” This social context is important to the pleasures of ecstasy for many of those
we interviewed. For example, the collective experience of “dropping” ecstasy at
a rave is very appealing to Ynez (22, heterosexual). She described that everyone
at the rave party feels the same thing at the same time, due to all being on ecstasy.
In everyday life she feels like people cannot always communicate. However, on
ecstasy all of those barriers were gone. Not only did she feel like she could say
anything, she also felt like other people were interested in what she has to say.
She felt she could be herself. She could shed whatever roles she has to play in
everyday life. No one judged anyone and there were no inhibitions. She attributed
“99 percent” of this to the drug.

 All names are pseudonyms. Descriptions of respondents’ sexual preference are
based on their self-categorization.
  For more on young women, sexuality, and being a “spectacle” see Skeggs (2003).
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Natalie (19, heterosexual) explained that ecstasy made her accept herself, her
body, and her atypical sense of style. Overall, she thinks that using ecstasy at
raves boosts her self confidence. She described people in her high school, who
belonged to narrow, defined cliques, as “mean” and said she felt pressured to look
thin, which she was not. While at raves, she feels comfortable with her body and
does not feel the pressure to look a particular way. She acknowledged that drug
use plays a large role in the way in which people perceive and treat her there;
however, Natalie said she likes experiencing what it feels like when everyone is
“nice to you.” She described her immersion into rave culture, where she finally
feels like she belongs:
It was like the coolest thing … ‘cause image was so important, especially where
I lived. Like you were either a skater or a prep, or, you know, a goth, or whatever.
And like I didn’t feel like I fit into any of those categories. And so then it was
like, “Oh, I’m a raver.” Like I finally figured out who I am.

Many of the ravers we interviewed contrasted the freedom to be oneself at raves
with what they experience at clubs, where they feel pressured to dress stylishly
or provocatively and to put on a cool front. This freedom was not restricted to
young women; some young men also turn to raves to avoid the contexts in which
narrow definitions of coolness and masculinity reign. As Paul (21, heterosexual)
commented, “I like the fact that you can go and dance and stuff like that [at clubs].
But like, I also dislike the fact [that] … the whole atmosphere there is like so ‘Mr
Cool Guy,’ and like, nobody’s really themselves at clubs … it’s just the whole
front that you have to put on.” Or, as Brandon (20, heterosexual) put it, “You have
to look really good [at clubs]. I don’t think you have to look good to have fun.
That’s what turned me off really about clubs. You know, I don’t think you have to
be something that somebody else wants you to look like to have fun.” In the rave
scene, they described a freedom to be who they are, which is a freedom they do not
often enjoy in day to day life: “The rave is still a place where you could be yourself
and have fun. It made me learn. It made me realize, ‘don’t be afraid to be yourself.
Don’t care what people are gonna say’” (Antonia, 20, bisexual).
The idea that ecstasy enables freedom from the kinds of sexualized
sociability (Green and Halkitis 2006) expected in many nightlife scenes may
seem surprising, given ecstasy’s reputation among some as being a “sexual
drug.” Among the young club-drug users we interviewed, we found a range
of opinions about the relationship between ecstasy and sex—from completely
separating the two, to seeing the two intimately fused, to seeing ecstasy as
sensual but not connected to sex per se. Some respondents went so far to say
that it is “physically impossible” (Brian, 18, gay) to have sex while using
ecstasy, and many respondents argued strongly that it is not a sexual drug.
Their priorities while on the drug were far from the sexual-hunt pastime that
is assumed to dominate much of youth nightlife. Deana, (18, heterosexual),
says that it’s a “misconception” that ecstasy is a sexual drug and that it makers
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her “very unsexual. Like, you love everybody, but you don’t sexually love
anybody.” Similarly, Donna (26, heterosexual) argued that the appeal of ecstasy
is unrelated to sexual pursuits: “When I’m on ecstasy, I wanna dance, and it’s
about being with my friends. It’s not about … I could give a shit less about
hooking up with guys, or meeting guys. It’s about me and my friends having
a good time, and … losing ourselves for a few hours.” In our study, we found
that both men and women ravers emphasized raves’ freedom from the pressures
of sexualized display and interactions that are normative in other nightlife
environments such as the club (see also Anderson 2009: 75–7). And many men
and women we interviewed emphasized the empathetic and sociable over the
sexual aspects of ecstasy.
Donna’s response, though, is not a universal one and other respondents
emphasized the effects ecstasy has on both their libido and on their emotionality.
Some young men and women in the scene described ecstasy as being used for
sexual enhancement, stating that it “brings … love making or sex to a different
level” (Mike, 27, heterosexual), that ecstasy “is good for physical activities. One of
which is sex. One of which is dancing” (Allison, 22, heterosexual). Some describe
an enhanced libido while on the drug and say that it “brings out that sexual side”
(Cassie, 27, heterosexual). Although some discussions of ecstasy use in the context
of raves present these as totally separate from sex and sexual pursuits, we did not
find this to be the case in all of our respondents’ narratives.
Ecstasy, Sexuality and Normative Gender Identities
The social context of the rave leads to a different experience of drug consumption
than would be experienced in other social settings, even that of a dance club.
The effects of ecstasy have different ramifications for men and for women in
the rave scene, but result in gender deviations from prescribed roles for both
men and women. For some women, the increase in libido coupled with the loss
of inhibitions creates an ability to express sexuality and sexual assertiveness
in a way inconsistent with conventional gender expectations. For some men,
the devaluation of sexual display in favor of empathy or an emotion bond with
other men (perhaps even expressing sexual feelings towards other men) also are
distinct deviations from our culture’s idea of traditional, normative masculinity.
To understand the pleasures and appeals of ecstasy, then, it is necessary to
attend to the way the drug enables certain performances and identities and the
way it allows for different gendered selves. By examining the language our
respondents used to talk about their experiences and perceptions of ecstasy use,
it becomes clear how ecstasy use contributes to gender deviation, but also how
deviators are actively policed by their friends and fellow party-goers. For both
men and women, we see challenges to hegemonic gender expectations as well
as the continuation of gender accountability in this social setting.
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Ecstasy, Sexuality and Femininities
One common gender assumption is that men are inherently more sexual, and more
sexually aggressive, than women. Many women who use ecstasy seemed to turn
this idea on its head; they described the ecstasy experience as a sexual one and
aggressively acted on those urges, but many men and women we interviewed
also seem to invest in the idea that ecstasy use results in a more intensely sexual
experience for women. They described ecstasy as enabling women to be not just
sexual objects, but sexual subjects in their own right.
In general, respondents described women on ecstasy as more “touchy-feelie,”
“flirtatious” and “more sexual” than they would be otherwise. Cassie said that on
ecstasy “I just feel like being sort of sexual, and like flirting, and removing at least
some of my clothing. That’s how it affects my behavior. It used to embarrass me,
but like whatever.” At first this response to ecstasy caused her some discomfort
(and she does regret some group sex that she participated in while using the
drug), but she has come to enjoy, even revel in her flirtatious, sexual self while
on ecstasy. Women also were described as becoming more sexually assertive. As
Becky (21, heterosexual) noted when asked whether she socialized or danced
much: “I didn’t really talk. I just remember trying to kiss every guy I seen.” This
sexual assertiveness counters conventional ideas that women are uninterested in
sex or will not initiate sexual encounters. Whether ecstasy allows them to express
feelings they already harbored or creates new sensations, the fact remains that it
is often considered a deviation from traditional femininity for a young woman to
express her sexuality in such a manner.
Of course, this behavior is not unambiguously “progress.” We want to guard
against a too optimistic reading of women’s expanded roles in nightlife and
expanded substance consumption. As Chatterton and Hollands comment, “rather
than challenging male domination of mainstream nightlife spaces by creating
alternative female cultures, young women appear to be simply competing on
men’s terms through a crude ‘equality’ paradigm” (2003: 155) by proving they
can be as “bad” as young men. Nor should talk of expanded freedoms of nightlife
blind us to the continuing reality of sexual harassment or assault that many young
women experience at or after these events. Still, a number of women interviewed
described their experiences using ecstasy at raves as liberating or empowering.
In addition, ecstasy use also seems to facilitate non-normative behavior in
that it allows some heterosexual women to explore same-sex contact. Dana (22,
heterosexual) explained, “It’s just like girls being really fucked up on ecstasy and
like making out with each other … It just feels so good to be touched. It feels like, I
don’t know. It’s really like sexual, actually. It’s real, so good to like touch.” Young
women we interviewed connect this to the notion that ecstasy enables increased
pleasure of touching and lowering of inhibitions. In addition, women discussed a
change in their sexual behavior and inhibitions because they believed that different
and non-normative behaviors are more permissible in the context of ecstasy use.
As one woman explained, “if you haven’t ever made out with … girls, and like
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make out with them, you know … it would be fine” (Claire, 24, heterosexual).
Similarly, Antonia (18, bisexual) argued that using ecstasy, along with the overall
openness of the rave scene, has helped her to become more comfortable with her
sexuality, more comfortable with being attracted to women.
In many interviews, ecstasy was invoked by young men and women to explain
or excuse non-normative gender practices. Peralta analyzed how alcohol can
provide a face-saving excuse for non-normative gender behavior by providing
excuses that counter the deviance or “ease the shame associated with inappropriate
gender displays” (2008: 373). Our findings are similar and show that ecstasy gives
license to young women to take risks and be bolder in pursuit of romantic partners
because it protects against shame or stigma that may otherwise accompany these
behaviors. Peralta suggests that the risks of gender assessment, or what we discuss
as accountability, are suspended while the user is under the influence of alcohol (or,
presumably ecstasy). We found, however, that accountability does not disappear
entirely, as we show in the next section.
Policing Ecstasy-using Women: Risk and Accountability
Our analysis of young men’s and women’s gender accomplishment in the
rave scene and with ecstasy use highlights the continuing presence of gender
accountability, even in this setting that would initially appear to be freer of
strict gender expectations. While individual ecstasy-using women may feel their
displays of sexuality are acceptable, at least while on ecstasy or in the context of
the rave, this non-traditional feminine behavior does not go unnoticed by others
in the dance scene. As with many transgressions of gender norms, others move
quickly to try to stop the transgression from occurring or try to re-frame it in a
more gender-normative context.
Often, women using ecstasy are stopped from expressing some of the less
gender-normative effects of ecstasy, such as an increase in sexual behavior. A
number of the men we interviewed discussed needing to “protect” female ecstasy
users from doing “something they’ll regret.” These women are assumed to be
unable to make decisions for themselves or to be inherently at risk (despite the
reputation of raves as a “safe space”). Jamie (19, heterosexual) explained that he
likes being with girls at raves, but this introduces onerous responsibilities:
[Jamie]:

I learned that like having girls around, you know, you got to take
care of ‘em.

[Interviewer]: Oh really? What do you mean?
[Jamie]:

‘cause sometimes they just get too fucked up … Give ‘em water.
Escort ‘em to the bathroom ‘cause you don’t know if some other
ecstasy fiend is gonna hop on your girl When I used to … go ravin’
and droppin’ [with a girlfriend]. I wouldn’t trust her basically.
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[Interviewer]: Oh. You didn’t trust her or you didn’t trust the people?
[Jamie]:	I didn’t trust the people out there either ‘cause that’s what ravers
are like. You know, I walked in on hella people that were having
sex at raves. And like I knew she was like one of those girls that
was like, “Oh, I was fucked up.” I was like, “That’s no fuckin’
excuse.”

He implied that women use ecstasy as a feeble excuse to explain inappropriate
behavior—and that their behavior needs excusing.
These protective or dismissive behaviors are often justified by saying things
like, women “don’t know what they’re doing, but guys take advantage of them”
(Amado, 22, heterosexual). Although the language of “men taking advantage of
women” is frequently used in these narratives, these young men rarely discuss
“policing” those men who might take advantage and instead focus on policing
women’s behavior that is seen as enabling. It is not merely the “preying” behaviors
of men that they worry about, but a woman’s own aggressive sexual behaviors are
seen as something from which she needs protection. Keith (32, heterosexual) said
“So I would always say, maybe if it was a guy, I would say … ‘Just go with some
friends, enjoy yourself.’ If it was a woman, I would say, ‘Just be careful. Make
sure you’re looked after during your night out. Don’t go alone, don’t do it.’”
It was not only men regulating or policing the sexual behaviors of women
on ecstasy. Throughout the interviews we heard about women policing—or
protecting—one another. Priscilla (17, heterosexual), for example, was frustrated
by her attempts to protect young women she referred to as “E-hos,” who “let
themselves” get into dangerous situations while high:
I have seen so many girls at parties, 15-year-olds, 14-year-olds, 16-year-olds,
doing so many drugs they don’t know what’s going on, and here comes this 22year-old guy and … You know, I’ve, at times there were, maybe, twice that I’ve
left a party just to grab a girl from a guy, because I just knew that she didn’t go
with him, she didn’t come with him.

These young women, she argues, need to be protected from themselves, as well as
from the effects of the drugs and from preying older men. Priscilla worries about
her female friends at raves and disapproves of their flirtatious and trusting behavior:
“You have to watch out for your friends a lot. And make sure everything’s going
all right with them. Like my friends get way too trusting … I’m the one that’s like
always keeping an eye on them.”
Many of the young women we interviewed, as with the men, are most worried
about other women engaging in sexual behaviors they would regret; men’s sexual
practices, even if enabled by the disinhibitory effects of ecstasy and other club
drugs, were normalized and were not seen as problematic. Men were certainly not
seen as needing to be protected:
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[Kim, 19, heterosexual]: Basically it’s like my group of friends, we all look
out for each other, and if we see someone with some
random guy … we’ll pull them away … “Do you
know who’s behind you? … You know this guy is
like?” Basically make sure they know what they’re
doing.
[Interviewer]:

Now what about guys? Do any of the guy friends you
go with, if they were making out with a random girl,
would you do the same thing?

[Kim]:

Actually I don’t think I would. It’s just like, “Oh,
there’s that guy over there making out with someone.”
Like roll your eyes and, whatever.

So, as many ravers attempt to curb the non-normative sexuality of their female
friends and peers while using ecstasy, they in no way attempt to curb the very same
behaviors, which comprise normative sexuality, of their male friends. Luis (20,
heterosexual) describes the systems of self-policing and policing among female
friends he sees at raves.
Dudes try to pick up on girls while they’re tweaking. But a lotta the times,
you know, the girls come with their friends … so that the friends will watch
‘em: “No, you’re not going in there.” Really. It’s like … I know a couple girls
that do that … they always bring the friend that’s sober. That one sober one
regulates them all … to watch out, and make sure the girls ain’t doing nothing
that they’ll regret tomorrow … Good friends do that.

As the above sections show, ecstasy challenges gender assumptions by creating a
situation in which women are able to express their sexuality more easily, including
being assertive and experiencing same-sex contact. Despite the ability of ecstasy to
blur gender expectations, gender policing tries to keep women within the confines
of traditional gender roles. Even in this seemingly more open environment, women
are not free from being held accountable for doing appropriate gender norms by
others.
Ecstasy, Sexuality, and Masculinities
Commentators on the dance scene have often noted the changing norms of
masculinity in this youth cultural formation. They note the increased acceptability
of displays of emotion, friendliness, or non-traditional masculine displays and
attire, and less acceptance of aggression and sexually predatory behavior in
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these scenes (see Avery 2005, Measham, Aldridge, and Parker 2001, Pini 1997,
Henderson 1997, 1999, McRobbie 1995). We clearly saw these challenges to
traditional masculinity in the discussions of rave and ecstasy cultures among the
men and women we interviewed. However, like the women above, men indicated
that gender deviations are not accomplished without accountability.
One way ecstasy allows men to transgress traditional gender boundaries is by
making it unnecessary to be traditionally “aggressive” and masculine. Amy (22,
bisexual) explains:
Guys definitely have a different frame of mind. I mean, it’s so funny because
like when you go to like a rave … like, I’ve seen like one of these guys drop
a pill [take ecstasy] and like it’s really weird because they’re like, “I love
you!” And you’re like, “Whoa, dude. You’re like a hella hard-core gangster.”
I mean, they turn nice … and they’re like all of a sudden all lovey and stuff,
and you’re just like, “Whoa!” I mean, like it’s really weird.

She describes men on ecstasy as transformed from “hella hardcore gangsters”
to “nice” and “lovey,” which she sees as a dramatic (albeit “weird”) difference.
Sometimes respondents attribute the change to the absence of alcohol at raves.
Maybe it’s ‘cause everyone’s on E, and you don’t wanna be an asshole when
you’re on E … For guys, like they’ll be a lot more aggressive when they’re
drunk than when they’re on E. Like a guy’ll come up to you and give you a hug
on E, but he’ll ask you like your name at least first. (Laughs). [Angelina, 20,
bisexual]

In their relationships with women, however, men described a change in perception
while using ecstasy as they placed less importance on casual sex and “hooking
up.” Paulo (27, heterosexual) compares the behavior of men (including himself
and his friends) when they are on ecstasy to how they may act at other times when
their “whole goal” is to “hook up with a girl.” Instead he said, “Once they do take
the pills … they end up seeing this other side of it too, that it’s more to it than just
wanting to go hook up with somebody, that there’s more to this person, you know,
than just sex.”
These descriptions of men being more emotional, open, able to connect with
same-sex friends more easily, and being able to appreciate the opposite sex for less
sexual reasons are all considered conventionally feminine characteristics. For these
young men, the ecstasy experience allows them to escape their gender expectations
and have a different sort of experience. “Male bonding,” in particular, seems enabled
by the use of ecstasy. More than any other explicit gender reference, respondents
noted that men could have the kind of close, loving, same-sex friendships (perhaps
more typical of young women) while on ecstasy. Bob (25, heterosexual) said,
“Especially … for young men, like you know, 20-years-old. You just don’t go
around like telling all your guy friends like how awesome they are. So it was
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awesome, you know, that one time.” Similarly, Luis (20, heterosexual) explained
that ecstasy at raves opens up wholly different communicative abilities for young
men to express themselves to other young men:
Like a lotta stuff that you would normally not say, just ‘cause you’re guys …
‘Cause guys, you know, we’re not sentimental beings here towards each other,
you know. We’ll just be like, “Oh, that’s gay. I’m not gonna tell him that. He
might think I’m gay or something.” (Laughs).

Here, we see that ecstasy allows for him to communicate in a more affectionate
and appreciative way than typically allowed, and that some of the reasons for the
usual reserve are due to concerns about seeming “gay.” These concerns, though,
were not completely escapable, even at raves. One thing not entirely clear in these
narratives is whether the respondents think the pharmaceutical characteristics of the
drug enables this behavior or whether it is attributable to the specific social context
of the raves. The two are seemingly inseparable in many of these descriptions,
even though some also use ecstasy in very different settings.
While for some, like Luis, it appears that their different behavior is confined to
the social context of raves or to when they are using ecstasy, others argue that this
new openness and ability to express affections between men spills out into their
everyday world as well. Tom (20, heterosexual) described his interactions with
his male friends as being transformed even while sober and in other contexts—a
change he attributes to prior ecstasy use:
When I see my friends … I’m like, “Hey, man.” Give ‘em a hug … I mean,
normally if I didn’t do ecstasy, I probably would just like, you know, handshake
… it’s just a lot easier now, because it’s happened before and it’s just like, I
really love my friends a lot, so I’m not like afraid to express it.

Some of the young men argued that ecstasy allows them to be more physically
affectionate with other men, something they do not always feel free to
experience in everyday life. Paulo (27, heterosexual) explained that what makes
his behavior different when on ecstasy is that he’s always “giving more hugs to
people, to even like my guy friends.” And Charles (23, heterosexual) described
even more intimate affection between himself and his male friends: “Like it’s
like your boys, you’re all like leaning on each other. It’s like, yeah, you hold
each other. Not necessarily massaging or kissing or nothing. But, you know,
it’s like very, like just like family. Everyone just talks together, just chilling,
right.”
Peralta (2008), in his study of the effects of alcohol on the accomplishment
of gender among college students, notes two major divisions in how alcohol and
gender-deviant behaviors for men are accomplished. On the one hand, he discusses
men who intentionally practice gender-nonconformist behaviors while drinking,
using alcohol to counter negative appraisals. On the other hand, there are those for
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whom alcohol leads to “gender blunders”—accidental gender norm violations for
which alcohol provides a post facto excuse. This pattern can be seen particularly
in the instances of those heterosexual-identified men who engage in same-sex
intimacies while on ecstasy or at raves.
Although for many of the men ecstasy opens up homosocial bonding, for others
ecstasy helps enable homosexual acts (although in most of the described cases this
is limited to kissing, touching, and “making out”). Some straight men describe
same-sex experiences while on ecstasy, while some of the bisexual and gay men
cite ecstasy use as a factor contributing to some of their first same-sex experiences.
Donnie (20, bisexual) explains that the use of ecstasy opened him up to different
people and eventually opened him up to his own bisexual identity:
I didn’t like gay people at all, I [thought] they’re totally weird and whacked and
I didn’t understand ‘em, and I took ecstasy and I totally saw the beauty and I
was just all like, it opened me up … It’s not that they’re weird. I’m just as weird
as they are, because they’re enjoying each other, they’re loving each other for
human beings, not because they’re this certain way or anything. Which I also
found out about myself, that I can do the same …

Not all of the men with these experiences later identify as bisexual or gay. Curt,
20, identifies as heterosexual, but has “made out” with other men on ecstasy,
something he doesn’t regret (nor does he see it as a threat to his heterosexuality):
“You just lose all possible inhibitions … you’re in this setting of a rave, where it’s
almost like anything goes … I’ve ended up like making out with random people,
like guys even, ‘cause I just didn’t care, I was like so high.” In this example, as in
others, we can see the fluidity of sexual roles and norms, challenging the idea of
sexual identity as a static or fixed trait.
In dealing with this topic, we also found a second group of men who understood
their same-sex actions to be blunders, and who used ecstasy as an excuse:
[Interviewer]:

Did you ever do anything you regretted the next day
while you were on ecstasy?

[Carlos, 18, heterosexual]: Like when I made out with some guy … the next day
I was like, “Oh, my gosh.” ‘Cause like, I guess I gave
him my number, and he called me. I was like, “Dude,
don’t call me. Obviously I had to have been on drugs
hardcore. I’m not like that, so let’s not even go
there.”

He says that “obviously” he had to have been on drugs in order to explain this
behavior on his part. He would not do it otherwise. These behaviors are something
he wants to put behind him, later when he is sober and out of the rave context.
In fact, the issue of supposedly heterosexual men kissing other men at raves and
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disavowing it the next day posed a problem for some gay and bisexual respondents,
Dave (21, bisexual) described straight men he had made out with at raves who
later disavowed the behavior by excusing it due to substance use:
[Dave]:	I’ve made out with straight guys.
[Interviewer]: And how do you feel about that?
[Dave]:	I thought they were so gay. I totally thought they were gay.
[Interviewer]: And then what happened? When did you find out they were
straight?
[Dave]:

Afterwards. They’d be like, “We were really fucked up, huh?”

As with the case of ecstasy, sexuality, and femininity, there are more flexible
gender options and norms with regard to the social context of masculinity at raves,
which are perceived to be influenced by the consumption of ecstasy. As with the
case of the women, however, there are limits to this openness, and gender remains
policed and accountability continues to shape interactions and experiences in this
context.
Policing, Accountability, and Ecstasy-using Men
Ecstasy use did not entirely excuse men from conventional expectations to
accomplish heterosexual masculinity. As with the policing of female sexuality
described previously, so too are men’s gender performances policed by their peers
within the rave scene despite the setting’s reputation for openness and acceptance.
Users themselves, along with the larger community, were quick to outline
unacceptable behavior through the language they used. While some ravers found
these breaks from conventional gender expectations to be freeing, others found
them disturbing or problematic.
Participants often used conventionally feminine signifiers such as “loveydovey” and “emotional” to describe their ecstasy experiences. Some explicitly
assigned a gender to ecstasy. Mike (27, heterosexual) says, he previously thought
it was, “a drug for the woman.” The fact that raves’ gendered interactions are a
break from everyday expectations for appropriate conventions of masculinity was
evinced by the reactions of some of the ravers. Some described this as “weird”
or as something that made them laugh, at least initially. For example, Socorro
(19, heterosexual) said “I remember I wanted to laugh, because there was like
these guys or whatever, and they’re always hard, and they were like, ‘… man, I
really love you.’ And the other guy was like, ‘Yeah, I love you, too.’ Right. And I
wanted to laugh.” Some respondents expressed uneasiness that having these sorts
of interactions somehow undercut their masculinity and made them seem “gay.”
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Tracee (18, heterosexual) said that men act “gay” while under the influence of
ecstasy:
Just how they talk, like nice … I think guys just look gay on it, all of ‘em. It just
brings out their gay side, I guess. It’s really funny. Like … some guys that act
tough, you know. But then when they’re on E, it’s like they’re nice and like …
their body language is just totally different. Like they don’t wanna hurt you or
hurt your feelings or anything.

The accusation of the “gayness” of certain behaviors was a primary way in which
young men were held accountable for their gendered behaviors at raves. In this
case “being gay” meant being nice while dropping the tough guise through using
different body language and avoiding expressions and/or intentions of a willingness
to hurt people.
The sentiment that ecstasy makes you “gay” caused some men to actively
avoid ecstasy because they were worried about this perception. For example, Pat
(23, heterosexual) said:
I hated X [ecstasy]. At the time, I had never tried it, but I always, the guys that
I met were too fruity when they were on [it] and we were always convinced, we
were like, “Ecstasy is just gonna turn me into half a fag.” You know. And I don’t
wanna be like that. I mean, I was so anti-X.

Other men distanced themselves from situations where they might behave
in ways deemed inappropriate. They went out of their way to make sure that
same-sex contact never happened or avoided using ecstasy in settings that were
predominately male. Bryan (24, heterosexual) said, “I don’t like to take a bunch
of E with a bunch of males. But that’s just me. I mean lots—some males do. But
I mean it’s just usually at someone’s house, intimate setting, you’re just kicking
back on E. Kind of paired off or … .”
Importantly, though, even though some men and women used “gay” to describe
ecstasy users, they only used it to describe male users. The use of this term was
not simply using “gay” as a synonym for “lame” or “un-cool” as is often the case
in youth slang. These accusations were often disconnected from any actual sexual
behavior or interactions on the men’s parts. That is because in this case “gay”
hardly refers to a sexual identity, but instead to what the respondents see as an
inappropriate masculinity.
When, you know, you’re on E, you’re just very emotional and stuff like that. I
have this very like strong emotional … blockade, I guess. I don’t really like to
show it in front of people that I don’t really know. So I think like … I was acting
a certain way and then I stopped, and I was thinking like, “How am I acting?”
And I was like, “Okay, I don’t wanna act that way.” [Chad, 22, heterosexual]
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So men, like women, were policed and police themselves both by using language
to distance themselves from non-normative behavior and also by not placing
themselves in situations that may lead to same-sex sexual behavior. These men
were held accountable to others and held themselves accountable to normative
masculine heterosexual roles. As Alicia (17, heterosexual) notes, “There’s a lotta
people that like, talk a lotta mess about like, people who wear candy [bright, plastic
jewelry]. Especially if they’re guys. The guys get a lotta heat.”
Conclusion
This chapter offers an analysis of gender and sexuality in the context of young
people’s ecstasy use in the rave scene in San Francisco. We focused not primarily
on whether gender differences shape drug use rates or prevalence, but rather on
how ecstasy use, and practices surrounding it, help to shape the accomplishment
of gender in a particular youth cultural scene. The young men and women in this
rave scene described the pleasures of ecstasy use as including the pleasures of
being able to act differently from how they are expected to act in other situations,
to express themselves more fully and to explore less narrow gender performances.
Young women described ecstasy as giving them more confidence and selfacceptance and less fear of being a spectacle. This confidence, for some of the
women, extended to greater sexual confidence and assertiveness. For young men
this often meant a greater ability and acceptance of displaying emotion, empathy,
and physical affection (including toward their male friends) and a de-emphasis on
sexual pursuit. But even in the context of ecstasy use in the rave scene, with its
espoused ethos of gender flexibility, there continue to be significant limits on the
expressions of gender and sexuality. Men and women describe needing to shut
down the greater sexual assertiveness of young women in the scene, to protect
them against “predators” but also to protect them from themselves. Many young
men in the scene face accusations seeming or acting “too gay” if their gender
displays in the scene are deemed insufficiently masculine. While there may be
some small room within this scene for some young men and women to begin
to transform the ways they accomplish gender, this is not done in the absence
of accountability, of being held accountable to normative expectations of what it
means to act like a woman or a man.
We do not intend to suggest that the gendered behavior outlined in this
study is merely the direct, physical result of the effects of consuming ecstasy
or other substances. Indeed, we are quite wary of that sort of “pharmaceutical
determinism” (Measham, Aldridge, and Parker 2001). Instead, we examine ecstasy
consumption, like doing gender, as a social practice accomplished by individuals
who are embedded in particular social relationships in a specific social milieu
which comes with its own norms, expectations, and cultural frameworks. The rave
culture ethos of PLUR (“peace, love, unity, respect”), for instance, which many
of our respondents espouse and endorse (and other respondents cynically mock),
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provides a significant cultural framework through which interactions in rave
settings are interpreted and understood. This is not to say that the physiological
effects of ecstasy (for example its noted empathic effects or its effects on desires
and bodily pleasures) are irrelevant. Indeed, it is equally problematic to swing so
far in a socially constructivist model as to lose sight of the pharmaceutical effects
of the drug. A study such as this cannot definitively disentangle cause, effect, and
correlation in an examination between the social scene and the drug’s effects;
however, it can provide insight into the interplay between body and social context
(Ettorre 2008, Zinberg 1984).
It is not always clear whether or not the gender flexibility that ecstasy sometimes
enabled within the rave scene extended to the respondents’ lives and practices
outside this context. While a few respondents specifically described ways that
ecstasy use and the rave scene have helped to transform the way they think about
or present their (gendered) selves in other avenues of life, other respondents made
clear that these changes end when the rave is over or when the ecstasy wears off.
Future research should more fully explore the extensions (or lack thereof) of the
gender/sexuality experiences of raves and ecstasy within everyday life and other
contexts.
The “social context” of the rave scene encompasses a variety of different
events and people who attend them. Within this overall scene, there are important
distinctions between underground and massive raves, and between raves and clubs,
with different events along Anderson’s (2009) “rave–club culture continuum” and
between clubbers, occasional ravers, and those highly dedicated to the scene. With
each of these sub-scenes comes its own ethos, organization, norms, and identity
markers (Anderson 2009: 23–31). We did not always find a strict correspondence
between type of rave (whether it was more commercial or more underground,
for example) and the experiences with gender and sexuality described by our
respondents. But future research should further examine the relationship between
the organization, ethos, and style of dance events and their tendencies to facilitate
more flexible or more conventional gender and sexuality norms.
The scene discussed in this chapter is a very specific community or subculture
and certainly the experiences of our respondents are not generalizable to all young
adults, nor even to all young adult drug users. An important next step would be
to compare the accomplishment and accountability of gender in this particular
cultural scene to those of other scenes, which vary musically, ethnically, nationally,
or generationally.
Yet, this chapter’s analysis of a specific cultural scene can serve as a reminder
of the ongoing significance of the concept of accountability within analyses of
the doing or accomplishment of gender, a concept that too often disappears when
“doing gender” is mistakenly reduced to some kind of optional or volitional
performance. Early analyses of the rave scene, particularly by UK researchers,
emphasized the ways in which the rave scenes and ecstasy use provided an arena
for the renegotiation of gender relations or alternative spaces for men and women
to involve themselves in gender bending. Although, this trend was true to some
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extent in our study, our research highlights the extent to which raves and ecstasy
did not necessarily lead to dismantling more traditional forms of femininity and
masculinity when doing gender while doing drugs.
Because men and women operate against the backdrop of two very different
sets of gender expectations, we cannot examine their experiences with exactly
the same lens. Just as it is outside traditional gender expectations for women to
be sexually aggressive, it is perfectly within the realm of gender conventionality
for young men. Conversely, the sensitivity and emotional nature that is usually
positively attributed to women may be attacked and belittled when it appears in
men. Many members of the ecstasy-using community embrace the gender flexibility
that ecstasy allows. However, this does not preclude many of these behaviors
from being seen and treated as deviations even in this context. There is no easy
answer to a question of whether raves and ecstasy permit a challenge to gender
norms. Rave participants describe a possibility for challenges to these norms and
to gender and sexual flexibility and they cite both the rave culture and the effects
of ecstasy as being key contributors to this. But they also describe situations in
which quite traditional gendered and sexual expectations continue to be enforced
and which can significantly limit these challenges. Gender accountability is not so
easily escaped, it seems.
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Chapter 11

Drug Use in Europe: Specific National
Characteristics or Shared Models?
Frank Zobel and Wolfgang Götz

Introduction
Illicit drugs are consumed in most parts of the world but, because the substances
used, the modes of administration and the prevalence of use differ, drug situations
can differ greatly between countries or regions (United Nations Office on Drugs
and Crime [UNODC] 2009). Similarly, although they share the common principles
and goals set out in the international drug conventions, and in the United Nations’
political declarations and plans of action, drug policies developed by national and
local governments can differ in their overall approach to the drug problem, and in
the types or quantity of interventions that they implement (Reuter and Trautmann
2009). Despite this heterogeneity, there have not been many studies on the
comparative analysis of national drug situations and policies, with the few existing
reports being produced by international organizations and non-governmental
organizations and by a small number of researchers.
Europe is a particularly interesting setting for comparative studies because
of its political, economic, social and cultural diversity. There are, for example,
more than 20 official national languages and many more regional languages
spoken among the citizens of the 27 Member States of the European Union;
the gross domestic product (GDP) per capita (in purchasing power standards)
of the wealthiest Member State of the EU is almost eight times that of the least
prosperous one; and the most populous country in the EU has almost 200 times
  The authors would like to thank their colleagues at the EMCDDA and at the Reitox
National Focal Points for their work and support. Special thanks go to Peter Fay (scientific
editor) and to João Matias (scientific assistant) who have helped us edit and prepare the
manuscript.
 In this text we use the term “region” for large geographical areas of the world
regrouping several countries (e.g., South America, South-East Asia) and not for smaller
entities such as counties or provinces.
 The single convention on narcotic drugs of 1961, the convention on psychotropic
substances of 1971 and the United Nations convention against illicit traffic in narcotic drugs
and psychotropic substances of 1988 (UNODC 2008).
 The 2009 political declaration and plan of action on international cooperation
towards an integrated and balanced strategy to counter the world drug problem.
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as many inhabitants as the smallest one (Europa 2009). The political structure and
institutions of the Member States are also of different types.
On the other hand, the fall of the Iron Curtain, the enlargement of the European
Union, the rapidly developing communication technologies and the globalization
of the economy have produced social and economic convergence between
European countries. This has affected the everyday life of Europeans in many
ways (such as, replacement of national currencies by the euro, removal of border
controls, increased access to the internet, student exchange programmes). To some
extent, Europeans today are more likely to share common beliefs and lifestyles
than would have been the case only a quarter of a century ago. Political and social
changes in Europe could also have led to other significant adjustments, such as
the transformation of criminal activities and black markets, including illicit drug
markets (Costa Storti and De Grauwe 2008).
This chapter explores if drug use in today’s Europe is mostly characterized by
national specificities or by shared models, or more or less equally by both elements.
National drug policies will also be briefly examined to see if European countries
have adopted similar or different policy options for handling their national drug
problem. Taken together, this should contribute to the understanding of how, in
the drug field, national characteristics and broader models combine and how this
combination may be changing progressively in Europe over time.
European Data and Data Analysis
Twenty years ago, data on drug use patterns and trends in European countries
were very limited and, with few exceptions, not comparable. Local studies, often
at city or county level, were often the only available tool to explore similarities
and differences regarding drug use and drug-related problems in the region
(Hartnoll 1986). With the creation of the European Monitoring Centre for Drugs
and Drug Addiction (EMCDDA) in the mid-1990s, and the development of the
Reitox network, the situation has progressively changed. Now, 30 countries
with an overall population of more than 500 million people provide increasingly
standardized data on five key epidemiological indicators (drug use in the
general population, problem drug use, drug-related infectious diseases, drugrelated deaths and mortality, treatment demand)  as well as information on the
policies (strategies and action plans, laws, budgets and public expenditures)
and interventions (prevention, treatment, harm reduction, social rehabilitation)
 The 27 Member States of the European Union, the two candidate countries of
Croatia and Turkey, and Norway. In this chapter, we refer to “Europe” when we consider
all countries and to the “European Union” when we consider only the Member States of
the EU.
  Detailed methodological information can be found in the EMCDDA’s statistical
bulletin (EMCDDA 2010a).
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planned and implemented at national level. Data on drug markets (price and purity
of seized drugs, new substances) and on drug-related offences are also collected
throughout Europe by the EMCDDA and by some of its partner organizations
such as Europol. While the European drug monitoring system remains in need of
improvement regarding the quality and frequency of some of the data collection
exercises, it is considered to be one of the most developed and accurate regional
drug monitoring systems in the world.
This chapter focuses on the use of drugs and therefore draws primarily on data
from general and specific population surveys that examine the patterns, prevalence
and trends in drug use in European countries. However, as commonalities between
countries could be linked to historical or geographical factors, other data sets, for
example about drug markets, have also been included in the analysis in order to
explore the reasons why some countries have common characteristics in drug use
and why others may be different.
The whole range of differences and commonalities regarding drug use in
Europe cannot be explored in the space available here. It is, however, possible to
highlight some typical examples of specific national characteristics, geographical
differences, European or global models and trends. These examples allow to have
a first understanding of the heterogeneity and commonality of drug use in Europe
and give some insights into the different combinations of factors, ranging from
national particularities to worldwide trends, that result in the countries’ individual
drug situations.
For drug policies, the focus is limited to some easily identifiable markers,
including those interventions that have been synonymous of drug policy change
during the last decades in Europe (opioid substitution treatment, needle and
syringe exchange). While the adoption and implementation of these interventions
reflects only part of the drug policy field, they can be considered as indicators of
convergence over time in national drug policies (Hedrich, Pirona, and Weissing
2008).
The Diversity of Drug Use in Europe: Prevalence Levels and Specific Patterns
The proportion of European citizens who use illicit drugs differs widely between
countries, even though the national figures remain in general lower than in
comparable countries such as Australia, Canada or the United States. Figure 11.1
shows the prevalence of cannabis use during the last year among young adults
aged 15–34 years, as recorded in general population surveys. The prevalence of
 The prevalence of drug use is estimated for different age groups and for different
timeframes. In this chapter we consider lifetime use among 15- to 16-year-old schoolchildren, which reflects mainly levels of experimental use but also more regular use in this
group, and last year use among 15-34-year-olds, which reflects recent use—occasional or
regular—among young people in general.
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Figure 11.1 Prevalence of Last Year Cannabis Use Among Young Adults
(Aged 15–34) in Europe and Comparable Countries
cannabis use varies widely between European countries, from about 1 percent
to more than 20 percent among this age group. Differences between countries
are also reported for most of the other drugs. For example, data from population
surveys show that last year prevalence of cocaine use among young adults ranges
from 0.1 percent to 5.5 percent. Another example is the prevalence of problem
opioid use, measured by indirect means, which varies from about 0.1 percent to
0.6 percent among all adults aged 15–64 years in the countries with recent data
(EMCDDA 2009a). All these figures show that the Europe is far from uniform
regarding the prevalence of drug use.
In addition, when countries report similar prevalence levels, it is generally
difficult to understand why exactly this is the case. A closer look at a sample of
four countries which are among those reporting the highest prevalence levels of
cannabis use in Europe (United Kingdom, Spain, Czech Republic, Denmark) shows
that they are located in different geographical parts of the region, their citizens
speak different languages, they have different political, social and health systems,
and the prevalence levels for the use of other drugs often differ. Similarities in the
levels of cannabis use might yet be associated with other common characteristics
such as youth culture, level of urbanization, alcohol use and cannabis markets, but
it has not been determined what factor or combination of factors can explain why
  Estimating the prevalence of the more problematic forms of drug use requires,
because of the social situation of the users, methods that are different from school and
telephone surveys (EMCDDA 2009e).
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these countries report similar prevalence levels and other countries do not. It might
also be envisaged that this common characteristic in drug use levels is in reality
the outcome of four very different contexts and processes.
Another example of the diversity in Europe’s drug situations can be found
in some of the specific drug use patterns which can be encountered, at least at a
significant level, only in a small number of countries. Methamphetamine, a drug of
major concern in several regions of the world (North America, Asia, Australia, and
New Zealand), is a good example of such specificities. Until now, the use of this
drug has remained very limited in Europe, with the notable exception of the Czech
Republic and, more recently, Slovakia. This is due to a specific development in
that part of Europe, as illicit methamphetamine was already being produced in
Czechoslovakia in the 1970s. In the late 1980s, it was estimated that there were
25,000–30,000 problem methamphetamine users in that country, a figure which is
similar to the one estimated today in the Czech Republic (Griffiths et al. 2008).
With the collapse of the communist bloc, the production of methamphetamine,
formerly small-scale and by users, became more organized, with some connections
to the international trade in illicit drugs. Today, the use of methamphetamine is
still a major component of the drug problem in the Czech Republic and Slovakia,
but it has not spread significantly to other parts of Europe.
Other examples of specific patterns are the injection of amphetamine and the
use of some synthetic opioids. Amphetamine injection is reported in different
locations, but only in a few countries—notably Finland and Sweden—has it
become a core element of the drug problem (EMCDDA 2008a). Similarly, synthetic
opioids constitute a significant part of the drug problem only in a few countries.
Estonia and Latvia, for example, have recently reported about the availability of
the synthetic opioid fentanyl, most likely produced illicitly outside the European
Union. Fentanyl is considerably more potent than heroin10 and was linked with
over 70 fatal poisonings in Estonia in 2006 (Ojanperä et al. 2008).
Looking at Common Features: The Geography of Drug Use in Europe
The examples mentioned here—methamphetamine in the Czech Republic and
Slovakia, amphetamine injection in Scandinavian countries, and fentanyl use in
some Baltic States—already suggest that a country’s levels and patterns of drug
use can be associated with its geographical location within Europe. This might
be because of common cultural influences regarding drug use levels and patterns.
More simply, it could also be a consequence of the countries’ location regarding
illicit drug trafficking routes and production sites.
 Recent reports of methamphetamine seizures in Nordic countries, of the dismantling
of a few large labs in Europe and of the use of this drug in some EU neighbouring countries
such as Ukraine indicate, however, that vigilance is still required (EMCDDA 2009a).
10 See the EMCDDA’s drug profile on Fentanyl (EMCDDA 2009f).
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The availability and use of illicit stimulants is a classical example of
geographical differences in Europe. In several countries located in the west and in
the south of Europe, cocaine use has rapidly grown during the last decade with a
parallel increase in the quantities seized, which reached a record amount of more
than 120 tons of cocaine seized in Europe in 2006 (EMCDDA 2008a). Spain and
Portugal reported together almost 70 percent of that total, reflecting the importance
of the Iberian Peninsula as a point of entry for cocaine shipments into Europe via
the three identified trafficking routes from South America—the direct route, the
Caribbean route and the West African route (EMCDDA 2008b).
At the other end of Europe, in the ten EU Member States that were part of the
Soviet Union and of the former communist bloc, the combined cocaine seizures in
2006 were just above 200 kg, less than 0.2 percent of the total seized in Europe that
year. Similarly, in all the countries providing data, the prevalence of cocaine use
among young adults in Eastern Europe was below the European average. Being far
from the main cocaine trafficking routes and located in an area of Europe that has a

Figure 11.2 Stimulant Markets in the EU—The Relative Prevalence of
Cocaine vs. Amphetamines in Seizures and Population Surveys,
and Proportion of Drug Users in Treatment Reporting these
Substance as Primary Drugs
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longer history of amphetamine use explains why the profiles of illicit stimulant use
in these countries differ from those of countries in Western and Southern Europe,
but are similar to those found in Northern Europe (Figure 11.2).
Cannabis use provides another example of geographical and geopolitical
differences. Recent school surveys (Hibell et al. 2009) and general population
surveys indicate that the prevalence of cannabis use is becoming more similar
between Central and Eastern Europe and Western Europe, and that both groups
have countries among those with the highest (e.g., Spain, Czech Republic) and

Figure 11.3 Last Year Prevalence of Cannabis by Age Group in Some
Member States, Measured by National Population Surveys
(Image A—Western Europe/Image B—Eastern Europe)
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with the lowest prevalence levels (e.g., Sweden, Romania). A different look at the
data shows, however, that there are still some geographical differences (Figures
11.3a and 11.3b). In western countries cannabis use is often reported among almost
all age groups but, in some eastern countries, there is almost no reported cannabis
use among those aged 35 and over, and even among young people aged 25–34
years the prevalence levels are comparatively very low.
Different reasons might explain the rapidly declining prevalence levels from
younger to older age groups in some countries of Central and Eastern Europe. One
of these must be the political history of the countries, which has seen them exposed
to certain drug use and drug trafficking trends only recently. This translates into a
cohort effect whereby older generations, who have not been initiated into cannabis
use in their youth, report much lower prevalence levels than their counterparts in
Western Europe. Similar phenomena can be observed in other areas. For instance,
a review of local and national studies among drug injectors in Europe shows that
it is in countries in Central and Eastern Europe that higher proportions of young
people (under 25) among injectors are most often reported (EMCDDA 2008a).
This could reflect that injecting drug use in this part of the EU is at a different stage
of development compared to Western Europe, where young injectors were very
numerous one or two decades ago.
Towards Shared Models and Trends: The Diffusion of Drug Use and the
Marketing of New Drugs
Historical differences in the prevalence of cannabis use between Eastern and
Western Europe have been diminishing and could disappear in the coming years.
Cocaine use may also, in the near future, develop in parts of Eastern and Northern
Europe where it has been very limited up to now. This is because drug trends of
a certain size, and which are occurring in a relatively large number of countries,
often reach most parts of Europe, although with different levels. The classical
example is heroin use, notably heroin injection, which rapidly developed in most
of Western Europe during the 1980s and early 1990s, before doing the same in the
second half of the 1990s and the early 2000s, after the fall of the Iron Curtain, in
Central and Eastern Europe.
The diffusion of ecstasy use is a different example of how a drug spreads
between countries. Two decades ago MDMA was a substance known only to a
limited number of drug users and drug specialists; nowadays it can be found almost
everywhere in Europe. About two million (1.6 percent) young Europeans aged
15–34 report having used ecstasy during the last year, and a total of 22 million
tablets were seized by European law enforcement authorities in 2007 (EMCDDA
2009a). Part of this development can be explained by the association of this drug
with a wide-reaching cultural and recreational movement—rave parties and techno
music—that has rapidly spread to many parts of the world. The growing popularity
of cocaine use in some societies in Western Europe might reflect a similar, though
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Figure 11.4	Trends in Last Year Prevalence of Ecstasy Among Young Adults
(Aged 15–34)—Countries with Three Surveys or More
possibly more complex association between the use of a drug and changes in
society. And, as seen with ecstasy (Figure 11.4), such developments can remain
fairly stable over time, indicating that once a drug becomes established, it rarely
vanishes rapidly.
Ecstasy-like global phenomena are, however, infrequent. Several notifications
of new illicit psychoactive drugs are made every year to the European early-warning
system (EMCDDA 2010b), but for most of the reported substances, use remains
limited to very small subgroups of drug users in a few countries. The development
of new drugs has, however, transformed in recent years making use of a new
marketing paradigm centred on online shops selling so-called “legal highs.”
A recent survey, using the Google search engine and keywords in six
languages,11 has identified about 70 online shops which were selling “legal highs”
in Europe (EMCDDA 2008a). Most of these shops had websites registered in
the United Kingdom or in the Netherlands. A more in-depth look at the products
offered by a representative sample of 27 shops showed that they advertised
collectively more than 200 different psychoactive substances packaged in 500
different products sold as “legal highs,” but also as other products not explicitly
sold for their psychoactive effects such as incenses and room odorizers. The most
frequently found substances were plants or extracts from plants which are known
for their psychoactive effect. This also included mixtures of plants such as “Spice”
(EMCDDA 2009b).
11 English, French, German, Dutch, Portuguese, and Spanish.
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“Spice” products have now been reported in about one-third of European
countries. Furthermore, chemical analysis revealed that the producers have added
synthetic cannabinoids to certain batches of the product. These cannabinoids are
usually more potent than THC, the active ingredient of cannabis, and up to now
they had been used only for pharmacological and fundamental research (EMCDDA
2009b). The production of these substances and their addition to smoking mixtures
is likely to reflect the producer’s intention to offer cannabis users, the widest
drug using population, a product with psychoactive effects similar to those they
are familiar with. An attractive packaging, competitive price and availability
through purchases on the internet are other elements of this paradigm shift in drug
marketing, which is now common to many European countries.
Combining National Specificities, Geographical Differences and Overall
Trends and Models in Europe: The Example of Cannabis Use
The examples provided in this chapter illustrate how the European countries’
drug situations are characterized simultaneously by national and geographical
differences, on the one hand, and by European and even global models and
trends, on the other hand. To understand Europe’s diverse national drug situations,
however, it is essential to know how these elements interact in practice. And, while
it is beyond the scope of this chapter to come up with a model or theory for such
interactions, a first look at how national, geographical, Europe-wide and global
factors combine can be given with cannabis use, the most widespread form of
illicit drug use in Europe.
It has already been mentioned that the prevalence of cannabis use varies greatly
within Europe and that some of the variations can be explained by geographical and
geopolitical differences. However, data also show that cannabis use has increased
in most countries in Europe over the last 15 years, a trend that has been observed
in other parts of the world. The existence of such global trends is borne out by
the most recent data, which describe a pattern of stabilization and progressive
decline in the use of cannabis in Australia, the USA and many European countries
(EMCDDA 2009a).
School survey data on lifetime cannabis use among young people aged 15–16
years old12 can offer valuable insights into the interactions between global trends and
national or sub-regional specificities in cannabis use. Figure 11.5 is a first attempt
at grouping countries according to their prevalence levels and trends in cannabis
use, but also according to their geographical location. One group of countries, all
located either in the north or in the south-east of Europe, have reported low and
relatively stable levels of lifetime cannabis use prevalence over a period of 12
12 While lifetime prevalence is not a good indicator of drug use and drug-related
problems, it can be considered as a valuable indicator to study experimentation of drug use
and age of initiation among teenagers.

Drug Use in Europe

205

Figure 11.5	Trends in Lifetime Prevalence of Cannabis Use Among 15 to
16-year-old School Students: Low Prevalence Countries, East
and Central European Countries, West European Countries,
Slovenia, and Croatia
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years. National and geographical particularities seem to prevail in these countries,
while the influence of global trends has been limited. In contrast, in most countries
in Western Europe as well as Croatia and Slovenia, lifetime prevalence levels have
been either very high between 1995 and 2003, or have rapidly increased during
this period. Between 2003 and 2007, the trend in cannabis use in this group of
countries has been downward or stable. Thus, high levels of use on the one hand,
and global trends of cannabis use on the other hand, have brought countries to
report prevalence levels which are now more similar than they were 12 years ago.
Finally, in Eastern Europe there has been an increasing trend since 1995 in a set of
countries with now very different levels of cannabis use. Here, global trends seem
to have accentuated pre-existing national differences. Nevertheless, in all of these
countries the trend seems to be moving towards a more stable situation.
The typology described here is just one of the possible ways of grouping
the countries, and other groupings might also help to tease apart the combined
influences of global trends and national or geographical differences. The analysis
presented here shows, however, that there is a range of combinations and that,
globally, nothing suggests the overall dominance of one of the elements over the
others. Current combinations appear to be diverse and dynamic, and drug use in
Europe seems to develop as a complex mixture of specificities linked to culture,
history and geography, and common trends which reflect the globalization of
youth culture and drug markets.
National Specificities and Shared Models in European Drug Policies
National drug policies in Europe point to a situation that is not very different from
the one observed with drug use: national and geographical specificities and broader
European and international models interact in different types of combinations. Drug
treatment for opioid users might be one of the best examples to show this. Drugfree treatment exists in all European countries and opioid substitution treatment in
all but one (EMCDDA 2009a). Substitution treatment was first introduced in some
countries in the 1960s, but it was not until the 1990s that that this treatment option
was widely adopted in many European countries (Figure 11.6).
The introduction of this type of treatment translated, however, into very different
levels of provision, with some countries placing opioid substitution (mainly using
methadone and buprenorphine) at the core of their treatment system, sometimes
extending it to the medical prescription of heroin (Germany, Netherlands, Spain,
United Kingdom), and others developing it as a relatively small-scale intervention
to complement other types of treatment. This is the case in many countries in
Central and Eastern Europe, where figures on opioid substitution treatment remain
generally low (EMCDDA 2009a). Similar observations can be made for needle
and syringe exchange programmes, with some countries developing it as an
important policy measure, sometimes including the provision of supervised drug
consumption rooms (Germany, Luxembourg, Netherlands, Norway, Spain), and
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Figure 11.6	Year of Introduction of Methadone Maintenance and High
Dosage Buprenorphine Treatment in 26 EU Member States and
Norway
others as a restricted complementary measure in some locations. Here the divide
between east and west, with some few exceptions, also exists. It must, however, be
added that differences in service provision might reflect not only policy decisions
but also the financial and organizational capacities of some of the countries.
Another example of progressive convergence between European countries
is given by national drug laws and sentencing practices. These increasingly
distinguish between drug users, generally seen as in need of assistance, and drug
traffickers, seen as serious criminals. Countries differ however in how they draw
line between trafficker and user. The distinction may be on amount of drug, on the
harm a substance may cause, or on both. The level of the judicial system at which
the distinction is made can also be different from one country to another. Yet,
across Europe the outcomes can be broadly similar. For example, cannabis users in
most European countries are now only fined or warned, while sanctions involving
prison appear to be rare and limited to a few countries only (EMCDDA 2009c).
Convergence in national drug policies is partly supported by the adoption,
since 1990, of successive EU drug strategies and action plans which set objectives
and actions to be collectively reached and implemented by the Member States
of the European Union (EMCDDA 2006, 2009g). Almost all of these have now
adopted national drug strategies and action plans (EMCDDA 2008a), that usually
reflect, at least partially, the decisions adopted at EU level, and are based on a
comprehensive and balanced approach that aims to reduce both drug supply and
drug demand, and on the need for research and evaluation to build evidence-
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driven interventions and policies. Information exchange and participation in EU
institutions and organizations such as Europol and the EMCDDA also contribute
to an ongoing collective learning process which brings the countries’ policies
closer together.
Areas that have not yet been addressed at European level can show a high level
of heterogeneity among Member States. An example of this is the linkage between
drugs and alcohol strategies. While some countries have a strategy only for illicit
drugs and none for alcohol, most now have two separate strategies, but there is
also a small group of countries that have developed single strategies covering
both types of substances. With high levels of polydrug use in Europe (EMCDDA
2009d), linking these policies is likely to remain on the agenda in the coming
years. Differences in alcohol use patterns and in alcohol production at national
level, as well as a reluctance to associate this substance with illicit drugs, could be
obstacles to European convergence towards a single substance misuse strategy.
While differences can be noted and convergence can be observed in some
areas (Bergeron and Griffths 2006), there has been little research into how national
and geographical specificities combine with broader regional and global13 models
to form Europe’s national drug policies. In addition, drug policy typologies
remain, with few exceptions (Cattacin, Lucas, and Vetter 1995), still insufficiently
developed and their content closely associated with drug policy coalitions and
debates. This calls for new approaches, in particular for a broader perspective that
looks at the links between drug policies and other policy areas such as social, health
and security policies, which can differ strongly between European countries. Such
an enlarged perspective could, in our view, support a better understanding of the
differences and similarities in national drug policies in Europe.
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Chapter 12

Modernity and Anti-Modernity:
Drug Policy and Political Culture in the
United States and Europe in the Nineteenth
and Twentieth Centuries
David T. Courtwright and Timothy A. Hickman

The general movement toward the restriction of drug commerce in western nations
in the late nineteenth and early twentieth centuries grew out of a set of ideas, values,
and scientific insights that are specific to, and in fact constitutive of, modernity.
This essay will sketch the modern origins of restriction and prohibition and then
move on to a second, and perhaps more timely, concern: Why did European and
US drug policy diverge over sentencing and harm reduction in the last two decades
of the twentieth century? This too had to do with modernity—more specifically,
with a religious and conservative-populist ambivalence about modernity that lay
at the heart of the “culture war” that typified American domestic politics in the
late-twentieth century.
Regulating the Products of Modernity
Global drug commerce arose in the early modern world in tandem with European
transoceanic empires. Jared Diamond (1999) might as well have called his famous
book Drugs, Guns, Germs, and Steel. European colonizers and merchants profited
mightily from psychoactive commerce. Once production increased, and novel,
imported drugs ceased to be expensive medical curiosities, they brought pleasure
and solace to millions of ordinary people. Their appeal was both social and
biological. Drugs offered opportunities for conviviality and recreation as well as
dopamine reward. Best of all, they were quickly consumed, speedily replaced by
habitual users, and, because of tolerance, consumed in increasingly larger doses.
Sales tended to increase over time.
In addition to ordinary commercial profits, psychoactive trade induced native
peoples to trade their furs, negotiate away their lands, and sell their captives into
slavery. Drug commerce was a perpetual-motion machine. Drugs bought slaves,
and slaves made drugs, which were used to buy more slaves to make still more
drugs. Opium, alcohol, tobacco, and coca were also used to numb, stimulate,
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placate, indebt, or otherwise exploit day laborers, soldiers, prostitutes, and other
nominally free workers. Governing elites in both European nations and their
colonies depended heavily on drug taxes for revenue. The most important form of
drug smuggling in the eighteenth and nineteenth centuries had nothing to do with
“prohibition” and everything to do with evading taxes. William Pitt the Younger
guessed that less than half the tea consumed in Britain in the early 1780s yielded
any duty, the rest having been smuggled into the country (Cross 1928: 27). Indeed,
the biggest problem historians have in estimating past drug consumption is that of
not knowing the volume of duty-avoidance smuggling.
During the nineteenth century, though, three things became clear. First, the
price of drug commodities was dropping, thanks to expanded production and
more efficient transportation and manufacturing. Second, the volume of drug
consumption was fast increasing. Third, drug-related problems were getting
worse, and in ways that threatened the social order as well as individuals. Medical
researchers, using the statistical techniques pioneered by the French physician
Pierre-Charles-Alexandre Louis, became increasingly adept at documenting the
health risks of drug use, particularly of alcohol and narcotics. Political economists
became increasingly aware of the social costs generated by drug commerce—
more hospital and asylum cases, more accidents, and so on. Even in France, a
country in which alcohol was central to the economy and the culture, experts
were having second thoughts. Annual per capita consumption of pure alcohol
had increased from 18 liters in 1840 to about 30 liters in 1914, prompting a
coalition of physicians, hygienists, and reformers to campaign against excessive
drinking. Their slogan was “Alcohol: national wealth; Alcoholism: national peril”
(Prestwich 1988).
Many nineteenth-century experts described the rise in drug-related problems
in terms drawn from broader discussions of modernity as a cultural crisis.
Narcotic addiction in particular came to symbolize the demise of Kant’s ideal of
autonomous, self-legislating bourgeois individuals. These hardy souls had lost
their independence to the bureaucracies and corporations that now dominated
the economic landscape. The pace, stress, and competition of modern economic
life had left them with frazzled nerves and greater vulnerability to intoxicants.
The saddest cases had sacrificed all that remained of their agency and dignity
on the altar of narcotic addiction, ironically abetted by another modern gadget,
the hypodermic syringe. As such, narcotic addiction began to look very much
like modernity’s worst-case scenario. It offered a tangible example of the way
that humans might become enslaved by their own inventions. The regulatory
response to the growing addiction threat was, in this sense, a subset of the much
larger progressive regulatory response to modern capitalism and technology
(Hickman 2007).
To be sure, religious beliefs also colored the response to drug commerce.
Evangelical Protestantism, in the form that we see it today, had its roots in the
wave of Christian revivals that swept the US in the 1820s and 1830s, especially
in and around upstate New York. A variety of preachers set out on the road,
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using “new measures” to create “excitements” that could rouse and inspire errant
congregations to accept Jesus into their lives and thus to be born again through the
experience of conversion. The new measures included dramatic sermons preached
in vernacular English, loud public praying, intense emotionality, and theatrical
displays intended to spark an emotional response in each of the individual
congregants. These were meant to inspire the individual seeker to choose—freely
and willingly—to accept Jesus Christ as his or her own personal savior. The most
distinctive theological contribution of the Evangelical revivals was precisely this
element of individual choice: One had only to decide, to accept, to say yes to Jesus.
As such, any obstacle to the volition of the intending, independent subject—to the
freedom that empowered individual decision making—could be understood not
just as a nuisance, but rather as sinful.
The Evangelical message caught fire in a population whose national rhetoric
was notable for its loud, though incomplete, declarations of individualism, of
freedom and independence. As Paul E. Johnson has shown, a broad set of social
changes rooted in economic transformation disrupted many lives and contributed
to the appeal of this theology of individual choice during the 1830s (Johnson
2004). What matters most for this essay, however, is the Evangelicals’ attitude to
those things that hindered choice, to practices that impaired and infringed upon the
autonomous individual’s capacity to apprehend truth and to act accordingly. For
instance, slave masters, by definition, interfered with the agency of their slaves.
It is thus no surprise that Evangelicals played leading roles in the organizations
that sought to abolish the institution of slavery. Even a tyrannical husband might
be seen as a hindrance to choice, and thus we see a large Evangelical presence in
the nineteenth-century Woman Movement. But even more strongly than either
of these, the tyranny of the whiskey bottle seemed to cancel the capacity for
individual decision making. Unsurprisingly, Evangelicals flocked to the temperance
movement—arguably the most influential grassroots political movement of the
nineteenth century. The Evangelical rhetoric of temperance and of abolition
animated the description of the threat allegedly born by narcotic use, which was
unmistakable in US culture by the 1880s. Evangelical missionaries did their best
to spread that rhetoric to much of the world by the end of the nineteenth century.
Ethnic and racial prejudices also influenced the increasing regulation of the
drug market. That was why, for example, smoking opium, associated with Chinese
“coolie” laborers, was outlawed in Australia and the US before more potent and
dangerous forms of narcotics. What is important to bear in mind, however, is that,
despite these religious and ethnocentric impulses, the legislative and diplomatic
attempts to impose restrictions were fundamentally rational and progressive
responses to a real and growing problem. It was also often a nationalistic response,
as when Ho Chi Minh accused the French of foisting opium and alcohol on the
Vietnamese people.
The relationship between drugs and modernity was thus paradoxical. Legal drug
commerce laid the foundations of the modern world system by serving as the fiscal
cornerstone of the nation-state, the basis of Europe’s trading empires, and the means
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to finance western expansion. Drugs paid for Diamond’s guns and steel. Alcohol
taxes alone raised enough revenue to finance Imperial Russia’s military operations.
Yet, like the genie escaped from the bottle, drug commerce also wreaked great and
growing mischief. Individual health and social relations were most obviously harmed
by intoxication and addiction, but at a more abstract level, it seemed that the products
of modernity had begun to undermine the agency of the autonomous, independent
human subject upon which modern society was built. Religious reformers were often
the first to condemn those harms, seeking to defend the modern subject’s capacity
for “free will” by regulating the products of modernity. They were joined by secular
reformers who saw the problem through various utilitarian, socialist, scientific,
eugenic, and nationalist lenses. Their response, an international movement toward
restriction and selective prohibition, was the homeostatic mechanism by which drug
commerce was brought back into line (more or less) with the social needs and medical
requirements of a functional, “modern” world.
The forms regulation took are well known. There were laws and treaties, such as
prescription requirements and manufacturing quotas, designed to limit consumption
to expert-determined medical purposes. There were retail prohibitions, such as no
sales to minors or no drinking after hours, designed to minimize harm, particularly
among the young. Special wartime legislation, such as the French prohibition of
absinthe in 1914 or the Russian ban on distilling to preserve grain, served military
purposes.
It is true that there were significant legal differences among western nations.
The best known historical example was the refusal, after 1919, of US authorities
to allow legal maintenance of opiate addicts, or those among them who were
not obviously medical cases. It is also true that there was an international
double standard. For cultural, economic, and political reasons, alcohol and
tobacco, both formidable drugs, were less strictly regulated than other types of
drugs—a pharmacologically irrational privileging common to all western nations
(Courtwright 2001: Chapter 10).
Yet, over time, even these differences began to diminish. Maintenance arrived
in America, along with a more liberal therapeutic approach to addiction, during
the methadone revolution of the late 1960s and early 1970s. Better scientific
understanding of addiction’s common mechanisms, the growing awareness of
tobacco’s harms, and the new public health approach to alcohol problems chipped
away at the alcohol-tobacco double standard during the last third of the twentieth
century. Looking back to the seminal Shanghai Opium Conference of 1909, the
trend has been toward an international convergence of drug policy over the last
century. That convergence, of course, has been given formal expression in treaties
such as the 1971 Convention on Psychotropic Substances or the WHO Framework
Convention on Tobacco Control, adopted in 2003.
Among western nations, however, there is at least one important exception
to this general rule of convergence. It is to this exception that we now turn.
As Henri Bergeron (2005) has observed, an increase in drug consumption,
particularly by occasional, non-addicted users, and the spread of HIV/AIDS
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in the 1980s and 1990s encouraged most European nations to move toward
harm-reduction policies. Though there is no EU capability to impose a unified
drugs policy on member states, the 1990 French-instigated foundation of the
European Committee to Combat Drugs signified a growing sense that illicit
drug use and its attendant social and health problems might best be tackled
by a Europe-wide strategy. In 1993 the Treaty of Maastricht came into force,
but it contained no unified European drugs policy. Instead, Article 235 of the
treaty—a broad flexibility clause that enables the Union to act in a variety of
unspecified areas—was invoked in the founding of the European Monitoring
Centre for Drugs and Drug Addiction (EMCDDA) in 1993. The Monitoring
Centre was founded on the belief that epidemiological data drawn from across
Europe, combined with comparative analyses of policy and treatment could
help generate more reasonable and effective drug-control programs. The Centre
disseminates epidemiological data, organises expert workshops, distributes
manuals on best practice and constructs empirical models whose methods and
definitions are widely shared across national boundaries. As Bergeron notes,
these practices have tended to promote a standard perception of the issue, even
if the identification of a unified “European Drugs Policy” is premature.. As
such, the 15 years between 1990 and 2005 saw the growing acceptance of a
“minimum common base of health, social and legal measures” in the drugs
policies of the various EU member states (Bergeron 2005: 182). These tended
to be epidemiologically based public-health measures whose general trend
was toward the adoption of harm-reduction strategies, despite the lack of a
federal mechanism for imposing such uniform practice. Over the same period,
however, officials in the United States proved much more resistant to publichealth and harm-reduction approaches. The predominant American trend, in
both the federal and state governments, was to increase criminal sanctions for
drug abuse and to lock up more users and dealers for longer periods of time.
What accounts for this fundamental difference?
Drugs and the Culture War
The answer is to be found, not so much in culture, but in cultural conflict. The
phrase “culture war” describes a sustained political reaction against permissiveness
and the liberal policies that allegedly fostered it. Ultimately rooted in the conflict
between revealed religion and the Enlightenment dream of social engineering,
illiberal moral reaction had long been a factor in twentieth-century American
politics. In the late 1930s, for example, suspicious Catholic bishops had accused
New Deal liberals of plotting to communize American social and family life,
going so far as to oppose the seemingly beneficent (but governmentally intrusive)
Fair Labor Standards Act. But this sort of conservative reaction did not really
become a significant force until the late 1960s, when rising crime, race riots,
campus protests, youth rebellion, and the rapid expansion of a heavily publicized
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counterculture convinced large numbers of Americans that there was something
fundamentally wrong with the social and political order. Dubbed “backlash
voters,” “the religious right,” “social conservatives,” and “the New Right,” they
took out their anger on the Democratic Party. The Democrats had been the party
of economic liberalism since the New Deal of the 1930s. From 1972 on, they were
also the party of moral liberalism. The party’s Enlightenment characteristics—
secularity, tolerance, relativism, and self-assertiveness, not to mention sympathy
to gay and feminist causes—were anathema to moral conservatives of all
denominations.
The reaction against “soft” moral liberalism created a golden opportunity
for Republicans. Ronald Reagan, a former Hollywood actor, first exploited it in
1966, when he won the California governorship by a million votes. Reagan had
dressed up his conventional economic conservatism with vows to keep the death
penalty for murderers and to sort out the troublemakers on the Berkeley campus.
Richard Nixon made similar appeals to law and order during his successful 1968
presidential campaign. As the White House tapes reveal, he regarded moral issues
as an important part of his grand strategy to retain the presidency in 1972. He
knew that his likeliest Democratic opponents would be vulnerable on issues like
crime, obscenity, student protest, and drugs. And so they were.
But Nixon had a problem, one that he shared with all the other Republican
presidents after Eisenhower. The problem was that he could run for office as a
moral reactionary, but he could not govern as one. If he or any other Republican
had actually tried to deliver on the full program of moral and religious reaction—
the recriminalization of abortion, full state support for religious education,
repression of homosexuals, policies to discourage women working outside the
home, designation of America as a Christian nation, and so on—he would have
quickly lost majority support.
America is a more secular nation than its image in the European press suggests.
The same is true of Republican presidents and politicians. Their biographies and
archival papers show them to be calculating modern men of affairs who, thanks to
the reaction against the 1960s and the two-party system, happened to have a large
and politically important constituency within their party whose attitude toward
modernity was at best ambivalent. While this group embraced the ostensible
independence of the modern subject, they rejected the products and practices
of modernity that allegedly compromised it. The trick was to appease this
conservative activist constituency in a way that did not alienate more moderate
and independent voters. Since 1968, the holy grail of Republican social politics
has been safe reactionary issues that both placate the activist base of the party and
appeal to a broad spectrum of centrist voters.
Issues associated with race, class, and threats to the young have been safer
and more potent than issues associated with adult sexuality and gender roles. It
is true that religious conservatives resisted changes in sex and gender norms and
despised abortion, pornography, homosexuality, and feminism. But the majority
of voters were more concerned with the immediate threats of street crime, welfare
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dependency, child victimization, and drug abuse. This was why American drug
policy moved to the right: the political incentives lay in that direction, and not just
for Republicans. Democrats knew they had to compete with Republicans on these
issues, or risk being called weak and permissive. That same fear explains why
Democrats, once they regained power, were reluctant to reverse the punitive thrust
of drug policy and move toward harm-control policies.
Consider the single most dramatic moment in the American drug war, the
speech that President and Mrs Reagan gave on the evening of September 14,
1986. First, some background. Nancy Reagan had already scored political points
by leading a campaign against youthful marijuana smoking, the issue of greatest
concern to middle-class voters. Though surveys showed teenage marijuana
smoking had declined since 1980, cocaine use had continued to increase. Twentyfive million Americans had tried cocaine by 1985, and perhaps three million had
become compulsive users. Crack smoking had caught on in slum neighborhoods
in Los Angeles, Houston, and Miami, and spread to other cities. The media picked
up the crack story in late 1985 and early 1986.
Then, on June 11, 1986, an even bigger story, the cocaine-overdose death of
Len Bias, hit the news. Just 22 years old and a basketball star at the University
of Maryland, Bias’s death put an exclamation point to the cocaine threat. This
drug could kill anybody. Democrat Thomas P. “Tip” O’Neill, the Speaker of
the House, told his committee chairmen that he wanted anti-drug legislation
before the November elections. What he got was a mélange of stepped-up law
enforcement, diplomatic pressure, and military interdiction, with some additional
funding for education, treatment, and research. The emphasis—consistent with the
larger, ongoing severity revolution in American criminal justice—was on supply
reduction and punishment. Mandatory minimum sentences were determined by
drug weight. Crack was singled out for the harshest sentences, five grams leading
to a sentence of five years without parole.
The White House, finding itself in what amounted to a drug-policy bidding
war, announced its own agenda. This included a drug-free federal workplace—
the president himself submitted a urine sample—as well as drug-free schools,
more treatment and prevention, more public awareness, more international
control, and still more prison time for dealers. What he wanted, Reagan
announced, was “a sustained, relentless effort to rid America of this scourge
by mobilizing every segment of our society against drug abuse” (Reagan 1986:
1046).
This idea of a national crusade—or “war”—figured prominently in the
September television address with Nancy Reagan. The speech was at once
moralistic and nostalgic. Americans had to come together the way they had during
World War II. Drugs were the new fascism, an existential threat to the nation’s
security because a primal threat to its young. Victory was essential, Reagan said,
and neutrality impossible. What is of interest here is the public reaction, which
pollsters judged to be the most favorable to any of Reagan’s speeches. As it
happened, the only complaints, voiced by 44 of the first 229 viewers who called
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the White House, was that Reagan had not proposed strict enough penalties. Here
indeed was a safe issue.
President George H.W. Bush, Reagan’s successor, pushed the issue just as
hard. Bush devoted his first televised national address to the drug peril, holding
up a bag of crack cocaine that purportedly had been seized just across the street
from the White House. Bush proposed the largest one-year drug-budget increase
in history, $2.2 billion, with three-quarters of the new money going to supply
reduction. Senator Joe Biden gave the Democrat’s televised response. He called
Bush’s proposals insufficiently tough and demanded still more money for police,
prosecutors, judges, and prison cells.
What happened to drug policy in the 1980s looks a lot like what happened
to the death penalty—another area in which Europe diverged sharply from the
United States. In Europe, as sociologist David Garland argues, officials were less
constrained by federalism and more insulated from populist pressure. National
political and judicial elites, who regarded execution as a relic of a barbarous past,
did not have to advocate capital punishment to retain office (Garland 2005). They
did not require sacrificial victims. American politicians, caught up in the midst of a
culture war, did require them. Those who committed heinous crimes were obvious
candidates. But so were drug traffickers and drug users. “Tough criminal penalties
and increased user accountability,” Bush drug czar William Bennett pointed out
in a 1989 memo, had united Republicans and divided their enemies. Democrats
who balked had made themselves “vulnerable to charges of softness on crime.”
The only danger, he thought, was that the Democrats would somehow get their act
together and outbid the Republicans on drugs.
By the late 1980s, then, the Republicans had established themselves as the party
of hard drug policy and the Democrats were struggling to keep up. This explains
why there were no major shifts in federal policy after the Democrats recaptured
the White House in 1992. Indeed, one reason President Clinton fired his surgeon
general, Jocelyn Elders, in December 1994 was that she had made controversial
remarks about studying drug legalization, followed by even more controversial
remarks about teaching masturbation in school. In culture-war politics, two strikes
and you’re out.
Clinton had another problem: Drug abuse was apparently rising again. In
1992 surveys of teenage cannabis smoking began showing increases. Heroin
and amphetamines—including club drugs, amphetamines with psychedelic
properties—made headline-grabbing comebacks. Editorials in conservative
  Donald Regan to Ken Khachigian, September 16, 1986, and Joan De Cain to
Anne Higgins, September 14, 1986, subject file SP 1091, Reagan Library, Simi Valley,
California.
  Biden speech transcript (TS, September 5, 1989), box II:979, Daniel Patrick
Moynihan Papers, Library of Congress Manuscript Division, Washington, DC.
  William Bennett to John Sununu, July 26, 1989, John Sununu Files, folder 01807,
Bush Library, College Station, Texas.
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newspapers warned against drug-war retreat. Cartoonists depicted Clinton and his
Food and Drug Administration director, David Kessler, as being more concerned
with tobacco than with hard drugs. This sort of mocking criticism, coupled with
the big Republican gains in the 1994 congressional elections, meant that Clinton
was in no position to implement reforms.
Instead, he avoided them. When the United States Sentencing Commission
recommended reduced penalties for crack distribution and money laundering,
he rejected both, saying in October 1995, “We have to send a constant message
to our children that drugs are illegal, drugs are dangerous, drugs may cost you
your life—and the penalties for dealing drugs are severe.” African-American
community activists challenged the administration’s position by pointing out the
lack of comparably punitive sentencing guidelines for the more expensive powder
cocaine used by wealthier whites. This discrepancy, they argued, was racist, and
the administration found itself on the horns of a dilemma. How could it defuse
charges of racism and placate its African-American constituency without easing
its support of mandatory sentencing and looking soft on drugs? One answer was
to go after a drug associated with poor whites. On April 29, 1996, Clinton told a
Coral Gables, Florida, audience that it was now time for the federal government
to get tough on methamphetamine. The press did its part, informing the American
public of the threat carried by an imminent methamphetamine epidemic spread by
poor whites.
Clinton had meanwhile appointed a new drug czar. General Barry McCaffrey,
who took the position in January 1996, also had a message he wanted to send.
Despite his military background, McCaffrey was not particularly hawkish on drug
policy. In fact, he disliked the drug-war metaphor. He often said that fighting drugs
was like fighting cancer—something sustained, holistic, and guided by medical
advice. He recommended reducing the crack sentencing disparity and he backed
drug courts as a way to get users into treatment. However, he drew the line at
federal funding of needle-exchange programs. This put McCaffrey on a collision
course with Clinton’s health advisers, who wanted to distribute sterile needles to
prevent HIV and other infections. In April 1998 every senior federal scientific
official concerned with the issue, including the surgeon general, director of the
National Institutes of Health (NIH), acting director of the Center for Disease
Control (CDC), and the director of National Institute on Drug Abuse (NIDA),
signed a memorandum declaring that needle exchange worked, that it needed to
be part of a comprehensive HIV prevention strategy, and that it could be structured
in a way that active injectors were brought into treatment and counseling. The
president should therefore “certify that needle exchange programs are effective in
  Bennett transcript from This Week with David Brinkley (TS, September 22, 1996),
box II:980, Daniel Patrick Moynihan Papers, Library of Congress Manuscript Division,
Washington, DC; White House press release, October 30, 1995, box 71, Domestic Policy
Council: Bruce Reed: Crime Series, William Jefferson Clinton Library, Little Rock,
Arkansas.
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reducing the transmission of HIV and do not encourage the use of illegal drugs,
and that the Congressional test regarding the use of Federal HIV prevention funds
for needle exchange programs has been met.”
McCaffrey told Clinton that certification would be a terrible idea. He claimed
that the jury was still out on the science, and that dispensing needles would
send the wrong message. “Presently, we are spending over $195 million to wage
a national campaign aimed at educating kids that ‘drugs are wrong, and they
can kill you,’” he reminded the president “The dramatic inconsistency between,
on the one hand, telling our children that drugs are wrong, and, on the other
hand, facilitating drug use, imperils our ability to reach our children” . Yes,
the government had a moral obligation to provide drug treatment, but, no, that
obligation did not extend to providing drug paraphernalia. Besides, the longterm public-health consequences were by no means certain. If clean needles
meant fewer HIV infections but more heroin users, the risks might ultimately
outweigh the benefits.
One can reject McCaffrey’s premises, yet still recognize the rationality of his
utilitarian argument. McCaffrey knew, however, that Clinton would be making
a risk-benefit political decision as well as a risk-benefit health decision. And it
was in the political realm—specifically, in the realm of culture-war politics—
that McCaffrey held his best cards. “Opposition is passionate and widespread,”
he warned the president. To demonstrate this opposition, he forwarded a raft
of letters from abstinence-oriented drug-policy groups, treatment providers,
concerned-parent organizations, police authorities, and religious conservatives
who saw needle exchange as, among other things, welfare for junkies, a subsidy
for immorality, and a sop to the AIDS crowd. Nor was this just crank mail. Three
of the most powerful and feared organizations of the religious right, the Christian
Coalition, Focus on the Family, and the Family Research Council, all weighed in
against needle exchange.
Clinton, one of the most poll-driven of all modern presidents, had also collected
his own worrisome information. His pollster told him that 57 percent of the public
strongly opposed the proposal (Harris 2005: 331). The timing of the decision,
in April 1998, created added pressure. That January the Monica Lewinsky sex
scandal had exploded in the press. Though Clinton had denied the affair, he
was in the midst of what would turn out to be a fight for his political life. Moral
conservatives already disdained him as a draft-dodging, counterculture-loving
adulterer. Saying yes to federal funding of needle-exchange programs would
make him a draft-dodging, counterculture-loving adulterer who coddled addicts.
  David Sacher et al. to Donna Shalala and Shalala to President Clinton, both April
10, 1998, box 122, Domestic Policy Council: Bruce Reed: Subject File, William Jefferson
Clinton Library, Little Rock, Arkansas.
  McCaffrey to President Clinton, April 9, 1998, and McCaffrey to Bruce Reed, April
10, 1998, box 122, Domestic Policy Council: Bruce Reed: Subject File, William Jefferson
Clinton Library, Little Rock, Arkansas.
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It would be playing, fatally, to moral-left type. So he said no, reluctantly. “There’s
just no way we could have done it,” Clinton said later (Clinton 2006). He chose
political realism over public-health realism. The price of this choice was a rate of
new HIV infections twice what it would have been had the government backed
needle-exchange (Rasmussen 2008: 256–7).
In sum, during the 1980s and 1990s American drug policy got caught in the
current of competitive moral politics and then shot over the falls of legislative
reaction. This was the opposite of what happened in Europe, where the increase in
drug use and the AIDS crisis together pushed drug policy toward more pragmatic
public-health approaches. But European politicians did not confront what their
American counterparts had to confront daily, a bitter, polarizing, and increasingly
institutionalized struggle over fundamental moral principles that made drug
policy both relatively “data-proof ” and exploitable as a gesture of reactionary
toughness.
This is ironic, insofar as the first great legal crackdown on drug commerce,
in the late nineteenth and early twentieth centuries, generally found secular and
religious reformers on the same progressive side. Missionaries and medical men
alike favored regulations that, while allowing for therapeutic use, would make it
harder for entrepreneurs and governments to poison masses of people for the sake
of profit. By the late twentieth century, however, cultural divisions had produced
a fierce fight over the details of US drug policy, with ambivalently anti-modernist
conservatives favoring a punitive, abstinence-oriented, personal-responsibility
position and modernist liberals favoring a public-health, pro-maintenance, and
harm-reduction position. That is pretty much where the battle lines remain today.
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Chapter 13

Assessing Global Drug Problems,
Policies, and Reform Proposals
Peter Reuter

In 1998 the United Nations General Assembly Special Session (universally
referred to as UNGASS) resolved that the global drug problem would be
eliminated or substantially reduced within ten years (UNGASS 1998). The 2009
debate on UNGASS 1998 was much anticipated as an opportunity for a discussion
about the shape of drug policy throughout the world. It was clear that a discussion
was needed but in fact there was a marked reluctance by governments to engage
in one. Except with respect to marijuana in Latin America, there is a stasis on
drug policy in most of the world, with some subtle shifts. This chapter begins by
briefly summarizing changes in global drug problems and drug policies of the last
ten years. It then discusses what might be regarded as the major ideas for reform
that are currently in play. Finally it argues that prevalence, the major indicator in
many countries, is insensitive to policy and that there is a strong argument for less
enforcement of drug prohibitions.
Readers should be warned that the breadth of the description of problems
and policies ensures that nuances will be missing. For example, statements about
global trends do not include the Middle East and Africa, for which epidemiologic
and other data are particularly thin. Similarly, broad statements about Western
drug policies obscure differences for example in the quality of services offered to
those with drug problems.
In brief, the consumption of illegal drugs in the world has mostly stabilized, as
a result of the interaction of epidemic forces, culture and economic development.
Supply has become more concentrated geographically and the menu of drugs has
changed surprisingly slowly. Drug policy is shifting in surprisingly consistent
fashion. More countries are adopting less aggressive policies toward drug users,
while becoming somewhat more aggressive toward sellers and traffickers. The
most prominent innovations under discussion have limited potential effects (heroin
maintenance), have as yet been unproductive of policy interventions (“addiction
is a brain disease”) or have no political appeal (legalization). The option with
the most scope is increased effort at diverting arrested drug users out of criminal
justice systems. None of prevention, treatment or enforcement have demonstrated
an ability to affect the extent of drug use and addiction; the best that government
interventions can do is to reduce the damaging consequences of drug use and drug
control.
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Drug Problems
Consumption
In most of the world, drug use has changed only modestly in the last ten years.
Heroin use has stabilized throughout the rich world at least since 2000 (Reuter and
Trautmann 2009) and has actually declined markedly in Australia, a medium-sized
country (20 million population) which had a large heroin problem in the late 1990s
(Degenhardt et al. 2004). China’s heroin problems seem to be fairly stable, confined
to some large western provinces but not yet showing up in the rich Eastern cities,
where stimulants are emerging, perhaps as a sign of modernity (Hao et al. 2004).
The big heroin event of this decade was the conclusion of a major epidemic in
Russia and Central Asia (United Nations Office on Drugs and Crime [UNODC]
annual). Like most heroin epidemics, it did not last many years but has left those
countries with major problems of heroin addiction and HIV, though probably not
much additional crime. Cocaine is spreading in Europe, particularly the UK and
Spain (European Monitoring Centre on Drugs and Drug Abuse [EMCDDA] 2007)
but does not seem likely to reach US prevalence levels, themselves now declining.
Cannabis, though its prevalence is declining in most Western nations, remains by
far the most widely used drug throughout the Western world; on the other hand it
is fairly rare in many Asian nations (Fischer et al. 2010).
The development of large middle classes in many Asian nations has not
been accompanied by the expected epidemics of drug use. Cultural factors seem
important. For example, Japanese teenagers may be the early adopters of every
new technology and fashion but they have shown the traditional Japanese lack of
interest in exotic forms of intoxication. The same holds for Korea and, perhaps for
India. Stimulant consumption is a moderately important exception in some Asian
countries (UNODC annual).
One puzzle is why more new drugs don’t make it in the marketplace. There
is a constant flow of new products that seem very attractive. Some, like MDMA,
get a measurable share of the market but then generally fade within a few years
(Substance Abuse and Mental Health Services Administration 2008). Occasionally
an indigenous psychoactive drug moves out from its traditional use populations, as
khat has done in the last decade (Klein, Beckerleg, and Hailu 2009); however these
are episodic and small scale events. Apart from some diverted pharmaceuticals,
  The quality of data from China is sufficiently low, that this statement has to be made
cautiously. Nonetheless there is a dearth of reports suggesting major heroin dependent
populations elsewhere in China.
  It is difficult to date the beginning of the upturn in Russia but it was probably around
1995; see Paoli (2001) for details of changes through 2000.
  For India a number of national surveys are summarized by Paoli, Greenfield, and
Reuter (2009), Chapter 7. The country is large enough that even a low prevalence rate can
generate an absolutely large number of dependent users but the rates are indeed low.
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like OxyContin, that are now widely trafficked in the US (Compton and Volkow
2006), the mix of drugs being sold illegally has been fairly stable.
Supply
Drug production, always concentrated in a few nations, has become still more
concentrated. Afghanistan is no longer one of two large opium producers; it is
instead the sole large producer, now accounting for over 90 percent of the world
market (Paoli, Greenfield, and Reuter 2009). Burma has seen large falls in opium
production, mostly the result of coercive policies of an authoritarian separatist
group the United War State Army (Compton and Volkow 2006). Colombia has
come and gone as a niche heroin producer for the US market (United States
Department of State 2008). Stimulants pour out of poor countries in Asia
(UNODC 2008). Cocaine is now mostly produced in Colombia from local leaf,
with Peru and Bolivia, previously the dominant producers, consigned to secondary
status even for growing (United States Department of State 2008). The US drug
supply problem can be summarized in two words: Colombia and Mexico. These
two nations dominate the production and/or trafficking of cocaine, heroin and
methamphetamine entering the US. They are high cost producers but low cost
smugglers.
Trafficking problems have clearly spread and intensified. Mexico’s drug gang
violence was horrifying ten years ago; it is much worse now with perhaps as many
as 5,000 drug-related homicides in 2008 (McKinley 2008). There is a concern,
not yet documented, that the killings are with guns imported from the United
State through the same channels that exported the drugs. The Central Asia heroin
epidemics are a consequence of the development of new trafficking routes from
Afghanistan to Russia. Trafficking does not always generate this kind of problem.
For example, Turkey, the corridor for most of Europe’s heroin, has seen if anything
a decline in its modest domestic heroin market (Atasoy 2004). Similarly, Mexico’s
drug use rates remain surprisingly small, given that it supplies the US with large
quantities of cocaine, heroin, marijuana and methamphetamine.
Governments are seizing an increasing share of the drugs that are shipped.
In the case of cocaine, at least one third is interdicted; it might even be one half
(UNODC annual). Heroin seizures are also much higher than ten years earlier
throughout the world; the 2008 World Drug Report estimates the share seized at 13
percent in 1996 and 23 percent in 2006. Higher seizure rates make little difference
to price in Europe and the US because the drugs when seized near the production
 In the United States, the diverted legitimate pharmaceuticals now account for more
acutely related deaths than do cocaine and heroin. However they do not yet generate many
of the other harms of those drugs, particularly related to distribution (violence, disorder, and
large black market incomes).
 Afghanistan is important to US policy but not because the country is a major source
of heroin for the US market.
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countries are cheap to replace. In Iran (which interdicts more heroin and morphine
in most years than any other country) a kilo that is seized will cost only $5,000 to
replace but will sell for more than $100,000 in retail units (less than 1 gram) on the
streets of London (Paoli, Greenfield, and Reuter 2009).
The nearly relentless decline in retail prices of cocaine and heroin in the West
has continued. For example, in the US, heroin prices in 1998 were barely one third
of their 1988 levels; by 2004 they had fallen another 30 percent (Office of National
Drug Control Policy [ONDCP] 2004). In Europe the available data suggest similar
trends, though the Taliban ban on opium did briefly reverse this (EMCDDA 2008).
Cocaine shows very similar trends, though there has apparently been a spike in the
United States since 2007 (ONDCP 2008).
There are two puzzles here. First, why have the prices of drugs declined in
face of increasing toughness in the US, UK and various other countries? Second,
why have rapidly declining prices not triggered a new epidemic? The first is hard
to explain and no one has made much effort to do so; the decline in demand in a
few countries contributes to the price fall but probably only modestly. The second
puzzle is just a reminder how much psychoactive drugs are fashion goods; once
cocaine or heroin has a bad reputation there is not much dealers can do to get new
customers to try the drug.
Drug Policy
Though arrests are generally up, the West has consistently moved toward harm
reduction (Reuter and Trautmann 2009). Even countries with a rhetorical hardline (notably France and Sweden) are now supporting the basic harm reduction
innovations, such as methadone maintenance and needle exchange; the French
shift to substitution treatment for opiate addiction has been particularly dramatic
(Bergeron and Kopp 2002). Portugal has joined Italy and Spain in removing
criminal penalties for possession of any drug for personal use (Tavares et al.
2005). Heroin maintenance experiments are underway in half a dozen countries
and Germany is in the process of following the Netherlands and Switzerland in
introducing Heroin Assisted Therapy as just another treatment option (Fischer
et al. 2007). The European Union is now mostly a single voice at international
meetings, with a strong and explicit harm reduction tone; even though there are
signs of modest retreat from some of the boundaries of harm reduction, such as the
  As analyzed by Paoli, Greenfield, and Reuter (2009, Chapter 4) the price responses
occurred in sequence across the different stages of the distribution chain, first in neighboring
countries (Iran, Tajikistan), then in Turkey’s wholesale market and only 6-12 months later
in Western Europe.
 A small theoretical economics literature develops clever models under which
tougher enforcement lowers price. These models make little effort to provide a credible
account of the actual price data.
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Dutch government cutting of the number of coffee shops licensed to sell cannabis
(Sterling 2008).
Iran, with perhaps the most serious drug use problem in the world (UNODC
annual), has taken important harm reduction measures, such as creating a large
number of methadone maintenance programs (Azarakhsh 2008). Iran now seems
to execute only a few dozen traffickers a year, down from hundreds in the 1990s
but it still has an incarceration rate for drug offenses that is comparable to the
United States (Azarakhsh 2002) Russia, which has a very large heroin problem
seems to have reduced the ferocity of its enforcement effort at low level users but
still resists allowing methadone.
Cannabis continues to generate controversy in many countries, quite out
of proportion to the harms it causes. The UK has already shifted twice, in
opposite directions, on how cannabis possession should be treated legally; the
most recent shift occurred when the Prime Minister toughened the scheduling
of the drug even before the review by the Advisory Council on the Misuse
of Drugs was complete (Reuters 2008). The highest German court effectively
decriminalized marijuana possession in the early 1990s, though the individual
provinces (Laender) handle it in varying ways (Schäfer and Paoli 2006). In
Australia an increasing number of lower level jurisdictions have attempted to
lessen the severity of possession penalties, as well as those for growing cannabis
for personal use. France has quietly stopped arresting users (EMCDDA 2003)
but then the French are quiet about drug policy generally. In Switzerland,
generally seen as a reform nation on drug policy, a cannabis liberalization
proposal was resoundingly defeated in a 2008 referendum. More recently a
number of Latin American nations have made similar changes; these include
Argentina (constitutional court ruling) Brazil and Mexico.
The medical marijuana movement in the US may have achieved some gain for
those who want the drug for therapeutic purpose by the passage of referenda on this
matter in a number of states but it has not changed attitudes toward marijuana use
generally (Khatapoush and Halfors 2004). Recent research showing a connection
between marijuana use and schizophrenia (Degenhardt and Hall 2006), even if
it does not have significant population level implications, will reinforce those
favoring tough enforcement of marijuana prohibitions.
The United States is increasingly an outlier among western nations on drug
policy. The number of people incarcerated for drug offenses has risen relentlessly;
from less than 50,000 in 1980 (including those in local jails) to about 500,000 in
 This is part of a general shift toward a more conservative stance in Dutch social
policy. Drug policy does not happen in a vacuum but is driven by many of the same
influences that determine other social policies.
 Even in Latin America the change has not all been in one direction. In Colombia,
whose constitutional court had held that the state could not criminally prosecute the
possession of small amounts of cannabis, the Urribe government, on its fourth attempt, was
able to pass legislation re-criminalizing the offense.
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2005 (Caulkins and Reuter 2005). This has occurred even as the scale of the US
problem gradually declined, mostly through the natural processes of an epidemic
(Boyum and Reuter 2005).10 The US government has taken an aggressive stance
against harm reduction (most prominently needle exchange) in international
gatherings, continuing its historically dominant role in pushing for tough
prohibition (International Harm Reduction Association 2008).
The Obama administration at the 2010 Commission on Narcotic Drugs (CND)
meetings was less aggressive than previous administrations, though still rejecting
the label of harm reduction.
But in the larger world it is the Europeans who are isolated. Asia is hawkish,
as are the Middle Eastern and African nations (fairly invisible on these issues).
The Chinese national government has permitted methadone maintenance but in
face of local government resistance, the vast majority of heroin users in treatment
are effectively in labor camps (Zhao et al. 2004). Japan is often quite aggressive
in its support of tough policies. Latin America is moving in the harm reduction
direction, though only a few Latin countries (most prominently Brazil) have much
of a drug use problem (UNODC annual).
The Big Ideas
A fair reading is that the stasis on drug policy extends to the reform community.
Apart from legalization (discussed below), fights are mostly focused on a narrow
set of issues affecting injecting drug use (e.g., Syringe Exchange Programs and
Safe Injecting Facilities). These are important interventions but affect relatively
small numbers of people. This narrowness may reflect both the lack of much
ongoing research (as opposed to advocacy) on policy options as well as the distaste
and pessimism about drug policy in the United States, which results in intellectual
disengagement from the issue.
Some of the “big ideas” that are in play at present:
Heroin Maintenance
Heroin maintenance appears to have real potential to transform the lives of current
heroin addicts. There have now been completed experiments in at least five
countries (Canada, Germany, the Netherlands, Spain and Switzerland), all with
positive findings (NAOMI 2008, Fischer et al. 2007) Switzerland now has over
ten years of experience offering the option as a routine to experienced users; one

10 The United States lacks estimates of the number of dependent cocaine and heroin
users post 2000 but the aging of the populations in treatment, particularly for cocaine, are
consistent with the hypothesized decline in the number of individuals who are cocaine
dependent.
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sign of success is that in a November 2008 referendum, 68 percent of voters were
in favor of continuing to provide it.
However the Swiss experience, though positive, suggests it has quite modest
population effects. Only about 5 percent of Switzerland’s addicts are in Heroin
Assisted Therapy, perhaps because it is structured in such an unattractive way
(Reuter 2008). The clinics, to make a bad pun, turn injecting heroin into a sterile
experience, The addict must leave the clinic very promptly after taking his medicine
in a booth on his own; he must turn up at least twice a day during specific and
short time periods. At a minimum one might regard it as undignified; many users
regard it as degrading. The program has made a real contribution to helping the
participants and in reducing Switzerland’s drug problem (including reductions in
the availability of drug selling labor) but it is far from transformational. Whether a
less clinical approach would make much difference is a reasonable question, which
may be tested in the Netherlands where the fact that most clients are smokers
rather than injectors allows for a quite different atmosphere (Reuter 2008).
Moving Arrested Drug Users Out of the Criminal Justice System
This can be viewed as an attempt, within the prohibition framework, to minimize
the dead weight loss of law enforcement against users and user/dealers and to use
the criminal justice system in a paternal way to help users. Somewhat surprisingly,
the US has been the leader, with a number of countries (e.g., Australia and the UK)
starting “drug courts” (where a judge acts very much like a probation or parole
officer in encouraging and monitoring drug using offenders) in imitation of a 20year-old US innovation (Nolan 2003). In the United States, despite the growth in
the number of drug courts, the share of arrestees going through them turn out to
be quite small. The eligibility rules typically exclude those with long and serious
criminal histories, thus ensuring that most of the nation’s aging cocaine and heroin
addicts cannot participate (Bhati, Roman, and Chalfin 2008). Evaluations have
generally found positive effects with the not very serious offender population that
they typically handle (Gottfredson and Exum 2002).
Drug courts can be seen as the most prominent of an array of programs with
the same goal of diverting drug-involved offenders from the criminal justice
system into treatment. In the UK various diversion schemes have contributed
substantially to the doubling of the population in treatment in the last five years
(Reuter and Stevens 2007). The evaluation literature on the various UK programs
has not produced very promising results but that has not stopped the government
from claiming that the simultaneous decline in crime is a consequence of these
placements (Cuppleditch and Evans 2005).
A variant of drug courts with a simpler foundation is Mark Kleiman’s “coerced
abstinence” (Kleiman 1997). This approach takes advantage of the fact that a
substantial share of US consumption of cocaine and heroin is by individuals who
are under community supervision of the criminal justice system (pre-trial release,
probation, post-incarceration parole). Kleiman proposes frequent testing and
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graduated sanctions for detected violators; the hypothesis is that immediate and
appropriate sanctions will provide a clear signal. The results of a large scale trial in
Hawaii (HOPE) have found very substantial reductions in offending and detected
drug use (Hawken and Kleiman 2009).
These innovations have broad appeal politically. For liberals it means that the
criminal sanction is used constructively; for conservatives it combines treatment
with coercion. It does have potential to make a difference in the lives of many
people with drug dependency problems. Drug reformers outside the US are
uncomfortable with the use, and potential misuse, of coercion (Stevens et al. 2005)
but it may still spread broadly, at least in the Western world.
“Addiction is a Brain Disease”
“Addiction is a brain disease,” (Leshner 2001) though easily caricatured (Satel
2001), might be a big idea if only it had generated some useful interventions.
Exciting developments in the understanding of the biological bases of addiction
have not led to any major innovations in treatment. Indeed, it is remarkable
just how stagnant the treatment system is; marginal developments in various
behavioral therapies (e.g., contingency management), a few alternative opiate
substitutes to supplement methadone (most prominently buprenorphine) that have
some advantages for some patients. There is talk of cocaine “vaccines” but that is
far as it has gotten and vaccines raise some difficult ethical problems (Harwood
and Myers 2004).
Legalization
The arguments for legalization are intellectually compelling. Most of what
currently concerns society as the drug problem is the consequence of prohibition
and the policies implementing it; the violence in Mexico, the HIV associated with
needle sharing in Russia and the acquisitive crime of addicts in Britain are all
proximately the result not of drug consumption but of the conditions that have
been created by prohibition. However the unanswerable question is how much
drug use and dependence would increase if prohibitions were removed. Robert
MacCoun and I spent ten years trying to project the consequences of legal change
and believe that there is no way of producing convincing projections (MacCoun
and Reuter 2001). Even if good projections were possible, it would be difficult to
persuade a population that has trouble distinguishing the effects of drugs from the
effects of policies to take the proposition seriously. Without a credible base for
saying that addiction rates would not soar, there is little hope for major changes in
the legal status of drugs such as amphetamines, cocaine, and heroin. Legalization
advocates will remain at the edges of drug policy debates in the near future, with
the exception of cannabis.
This list is of course not comprehensive and not everyone will agree that these
are the most important ideas. For example, human rights issues related to drug
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policy have been given much more prominence in recent CND debates. Resolutions
that the death penalty is never an acceptable penalty for drug trafficking and that
there is a right to treatment for drug addiction are now taken seriously. There
has also been a campaign to allow Afghanistan to enter the legal opiate market
and thus cut the supply to the illegal market, which has a highly questionable
economic logic (Paoli, Greenfield, and Reuter 2009).
Taking Account of the Limits of Policy and Taking Harm Reduction Seriously
as a Concept
Getting governments to do less harm is the big idea that no one takes up. I use the
United Kingdom as a reference here because I have studied its drug problems and
policies closely (Reuter and Stevens 2007) but think that the analysis has broad
application.
It is striking that, despite the longstanding political prominence of the drugs
problem in the UK and despite relatively coherent strategies and substantial public
investment, Britain, particularly England, has fared so poorly. Heroin addiction
rates rose almost without pause from 1975 to 2000 (De Angelis, Hickman, and
Yang 2004). As measured by use and dependence rates, Britain is at the top of the
European ladder. This did not happen as the consequence of one short epidemic
burst but is the result of a steady worsening in the last quarter of the twentieth
century. It is encouraging that the problem does not seem to have worsened since
2000 (Reuter and Stevens 2007), but that is the strongest positive statement one
can make confidently.
This illustrates the most fundamental point about drug policy namely that
once a drug has been prohibited there is little evidence that the government can
influence the number of drug users or the share of users who become dependent.
There is no research showing that any of tougher enforcement, more prevention or
even increased treatment has substantially reduced the number of users or addicts
in a nation (Reuter and Pollack 2006). Numerous other cultural and social factors
appear to be much more important.
What are the principal determinants of rates of drug use? Surely fashion
or popular culture has to be given considerable weight. For example, in most
nations throughout the Western world, from Australia to Finland, there was an
upturn of about one-half in rates of cannabis use among 18-year-olds between
approximately 1992 and 1998, though from very different base rates in the various
countries. Some of those nations had become tougher in their cannabis policies
in that time (e.g., the United States), most made no change and others became
more tolerant (e.g., Australia); the policy stance seemed to have no effect (Fischer
et al. 2010). It is hard to identify which underlying cultural values drove these
changes simultaneously, but their breadth and consistency make it very likely that
the increasingly globalized popular culture has a prominent role. After about 1998,
the growth stopped as abruptly as it started in most of these countries; again there
is no policy intervention that one can turn to for an explanation. The timing of the
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decline varies across nations; for some countries such as France and Switzerland
it did not come till about 2005.
Similarly the timing of epidemics of heroin use in different nations seems
unrelated to government policy and appears to be driven instead by the confluence
of broad demographic, social, and economic changes. Russia, in an era of transition
experienced a major heroin epidemic (Paoli 2001), so did Spain in the early postFranco era. On the other hand in the Netherlands much earlier, the presence of
heroin using American GI’s may have been an important initiating factor, as it was
for a small epidemic in Australia (Paoli, Greenfield, and Reuter 2009).
This suggests that it is simply unreasonable to assess the government’s
performance against measures of the prevalence of drug use, since no one can
offer guidance as to what is likely to reduce prevalence. Yet that is the indicator
to which the public instinctively turns. It has been an important part of the British
government’s own targets (HM Government 2008), despite its emphasis on harm
reduction, as well as those of almost every other country. There is a transparency
to this measure and it connects to the principal drug concern of many people,
particularly parents, which is the risk of their children becoming involved with
dangerous substances.
It is politically implausible to ignore population prevalence measures, but
analysts and advocates should give more weight to other indicators, particularly
related to harm such as drug-related crime and disease. The UK government
developed a Drug Harm Index (MacDonald et al. 2005); it is not very good because
for example it attributes too much crime to drug use (Stevens 2008) but it does
represent an important step forward in focusing policy on the dimensions that the
government can plausibly affect.
More positively, this pessimistic view of policy also has a liberating effect.
The UK government, like many others, emphasizes the importance of not sending
“the wrong message” about drugs. That has been used to justify the current drug
classification scheme, for example keeping ecstasy in Class A (Home Office
2002). But if such classification and programmatic decisions have minimal
consequence for drug use, then the ‘message’ argument fails and the government
is permitted to make these decisions on grounds of justice and efficiency.
Further, as is broadly recognized, there are many unintended negative
consequences of drug policy, particularly enforcement, that have been tolerated
on the basis of the presumed necessity. For example, the use of imprisonment
for all categories of drug offences has increased in the last two decades in the
UK (Reuter and Stevens 2007) The costs of this imprisonment are heavy for the
taxpayer. If as it appears, the majority of these offenders have been in prison for
relatively low level drug offences, then one might reasonably question whether
average sentences of three years are useful. The claim that increasingly tough
enforcement sends a message that will reduce drug use is not supported by the
evidence (Caulkins and Reuter 2005). Moreover, there has been a disproportionate
impact on black people, who are more likely to be arrested and imprisoned for drug
offences (Reuter and Stevens 2007).That is true for minorities in many nations. To
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justify long prison sentences requires a strong showing of community benefit to
compensate for the suffering of the individuals and their families.
The message then is that the protection of society against a flood of drug use
may not require much by way of drug enforcement. Just a little use of criminal
justice system may get most of whatever benefits there are to prohibition. More
than that is both expensive and inhumane without any of the intended gains. The
fact that drug prices in high enforcement settings are no higher than those in low
enforcement settings, though intellectually troubling, provides a reasonable basis
for this claim. This is not to say that major traffickers or dealers who use violence
and corruption in their business should not be subjected to intense enforcement
and severe sentences. But this is about equity and maintaining order rather than
reducing drug consumption.
The Executive Director of the United Nations Office on Drugs and Crime, in
his report to the Commission on Narcotic Drugs in 2008, presented an interesting
analysis of five unintended adverse effects of the existing system. The first three
are straightforward: the creation of a large black market, geographic displacement
and the displacement from less to more dangerous psychoactive drugs (Costa
2008). The other two are more subtle, the displacement from health to criminal
justice in the way that prohibition reshapes how societies deal with drug users, and
increasing the tendency to marginalize and stigmatize them rather than treating
their problems. The demonization of drug sellers, as embodied in tough sentencing,
reinforces both these tendencies that Costa highlights.
That provides further support for the negative big idea; less enforcement.
On the positive side the mantra of treatment advocates is still right. Treatment
works in the sense that it reduces harms; that is true even of not very good drug
treatment, which is the most common type. Treatment is unique in that there is
a strong evidentiary base that it reduces harm (Gerstein et al. 1994). No nation
has succeeded in treating its way out of a major cocaine or heroin problem but
treatment can substantially reduce the health burden of drug abuse-related crime
and the quantity of drugs consumed. It can make only relatively modest reductions
in the number of men and women who misuse drugs, or who have ongoing abuse
or dependence disorders.
There is much discussion of the global regime nowadays, and emphasis that
the regime constrains experimentation (Fischer et al. 2010). The International
Narcotics Control Board has been particularly criticized for its lack of
transparency and for its narrow interpretation of what is allowed under the
international treaties (Bewley-Taylor and Trace 2006). Progress in the creation
of an international framework for tobacco and steps toward a similar treaty for
alcohol suggest that it is possible to make major improvements in the handling
of psychoactive substances at the international level. However, the most
important changes in drug policy will occur at the national level. The desirable
changes for experimental Switzerland are very different from those right for the
doctrinaire United States; this brief essay is accordingly not the place to make
recommendations. But all discussion of policy should pay more attention to how
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few of the intended effects most policy achieves and how many and troubling
are the unintended effects, particularly of tough enforcement.
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Chapter 14

Homelessness, Addiction, and Politically
Structured Suffering in the US War on Drugs
Philippe Bourgois
We’re not allowed to just go in to the [County] Hospital and try to get help. When
I start swelling up with an abscess, I gotta make sure it’s fuckin’ red enough and
infected enough that I got a fever that’s wicked enough for them to take me in and
give me part of the help that I need.

—Scotty
[One month later] Record of Death
City and County of San Francisco
Name: Scott …
Age: 36
Height: 5’7”
Weight: 115
CAUSE OF DEATH was determined to be: POLYPHARMACY
… The body is that of a very slender young Caucasian man …
Diagnoses:
1. CONGESTION AND EDEMA OF LUNGS MODERATE TO
SEVERE
2. CONGESTION OF LIVER, SPLEEN AND KIDNEYS,
MARKED
3. HEPATOMEGALY …
4. SPLENOMEGALY …
5. ACUTE PANCREITIS …
6. INTRAVENOUS DRUG ABUSE … ACUTE AND CHRONIC
—Chief Medical Examiner Coroner’s Report

When mentally ill men and women flooded onto city streets throughout the
United States during the 1960s and 1970s with the closing of state-funded
psychiatric facilities, the “able-bodied” homeless were not yet a common sight.
Deindustrialization, the gentrification of skid row neighborhoods, the loss of
affordable housing, the increased criminalization of the poor (especially ethnic
  Acknowledgements: Research analysis funded by National Institutes of Health
grant DA10164 with comparative material from: DA027204, DA27599, DA0227689 and
the California HIV/AIDS Research Program (CHRP) ID08-SF-049. Laurie Hart’s detailed
critiques were most helpful as was the office assistance of Fernando Montero Castrillo and
Benjamin Hatch.
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minorities), and the gutting of the welfare safety net since the 1980s turned
homelessness into a regular feature of US cityscapes (Marcus 2005: viii, 138–54,
Hopper 2003: 60–65, Snow and Anderson 1993: 17–20, 234–53, Lyon-Callo
2004, Maharidge 1996). In November 1994 with the help of a public health needle
exchange volunteer (Charles Pearson), I befriended a group of homeless men
and women who lived in a warren of back alleys, abandoned warehouses, and
overgrown highway embankments six blocks from my home in San Francisco
(Pearson and Bourgois 1995). They welcomed us into their scene, eager to talk
about their lives and teach us about survival on the street. Over the next 12
years, I developed a warm relationship with them and was joined on this project
of documenting their daily lives by the photographer and ethnographer Jeff
Schonberg (Bourgois and Schonberg 2009). Soon the homeless began introducing
us to outsiders as “This is my professor [or] my photographer who is doing a
book about us.”
At any given moment, the core group of homeless that we befriended consisted
of some two dozen individuals, of whom fewer than half a dozen were women.
In addition to the heroin they injected every day, several times a day, they also
smoked crack and drank two or more bottles of Cisco Berry brand fortified wine
(each one equivalent to five shots of vodka, according to a health warning of the
US Surgeon General [McVea 1994]). They usually divided themselves up into four
or five encampments moving frequently to escape the police. All but two of the
members of this social network of addicts were over 40 years old when we began our
fieldwork, and several were pushing 50. Most of them had begun injecting heroin on
a daily basis during the late 1960s or early 1970s. A separate generational cohort of
younger heroin, speed and/or cocaine injectors also exists in most major US cities,
but these younger injectors represent a smaller proportion of the street scene, and
they maintain themselves in separate social networks (Bourgois, Prince, and Moss
2004). According to national epidemiological statistics, the age and gender profile
of our middle-aged social network of homeless drug users is roughly representative
of the majority of street-based injectors in the United States during the late 1990s
and early 2000s (Hahn et al. 2006, Gfroerer et al. 2003, Golub and Johnson 2001).
Our street scene proved to be remarkably stable despite the precarious income
generating strategies of its members. Most of the homeless survived by engaging
in some combination of panhandling, recycling, garbage scavenging (“dumpster
diving”), petty theft (primarily the burglary of construction sites), and day labor for
local businesses and homeowners. They subordinated everything in their lives—
shelter, sustenance, and family—to injecting heroin. Their suffering was eminently
visible. They endured a chronic pain and anxiety of hunger, exposure, infectious
disease, and social ostracism because of their inability to control their chronic
consumption of heroin and other psychoactive drugs. Abscesses, skin rashes, cuts,
bruises, broken bones, flus, colds, opiate withdrawal symptoms, and the potential
for violent assault were constant features of their lives. But temporary exhilaration
was also often just around the corner. Virtually every day on at least two or three
occasions, and sometimes up to six or seven times, depending upon the success
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of their income generating strategies, most of the homeless heroin injectors in our
scene were able to flood their bloodstreams and jolt their synapses with instant
relief, relaxation, and sometimes a fleeting sense of exhilaration.
To show how the suffering and the destruction of the bodies of homeless
addicts in the United States is exacerbated by neoliberal policies and values,
I have selected a series of ethnographic descriptions taken from our 12 years of
fieldwork notes and interviews. I have edited them to try to reveal how the intimate
experience of pain, distress, and interpersonal conflict interfaces with political
institutional and social structural forces that ultimately manifest in self-abuse (See
discussions in Kleinman, Das, and Lock [1997] on social suffering). The homeless
are superexploited in a labor market that has no long-term, stable productive use
for them. They are pathologized and punished by the social services and related
social welfare policies that are supposed to relieve, reform and discipline them.
They are most severely and immediately brutalized by law enforcement in its
well-funded mission to protect and control public space and private property.
Finally, they maltreat and, for the most part, have been maltreated by their kin
since childhood. They continue these patterns of injurious behavior in most of their
everyday interpersonal relations on the street despite their extreme dependence
on one another. In short, the documentation of the lives of these homeless San
Franciscans reveals how America’s most vulnerable citizens are affected by the
war on drugs, the disappearance of the unionized industrial labor market, and the
punitive dismantling of the welfare safety net imposed by US neoliberal policies.
A Community of Addicted Bodies
Indigent heroin injectors have an exceptionally intense physical and emotional
relationship to their bodies. Their lives are organized around a central physical
and psychological imperative to fill their bloodstream with opiates—often
supplemented by alcohol, crack and benzodiazepines. Their topmost physical and
emotional priority is to obtain heroin, by any means necessary. This imperative
regulates their social relations; gives them a sense of purpose; and allows them
to construct moral authority and interpersonal hierarchies. It creates a community
of addicted bodies. In fact, they describe themselves with ambivalent pride as
“righteous dopefiends.”
Ironically, opiate addiction creates order out of what appears at first sight
to be chaotic lives that have spiraled out of control. Homeless heroin injectors
know exactly what they have to do every morning upon awakening. All of the
superimposed problems of homelessness and lifetimes of disruption—often
including childhood domestic abuse—become irrelevant. A much more physically
overwhelming and immediate pain must be confronted. It erupts at the cellular
level every six hours, when body organs run-amok and when every single cell
screams for the opiate proteins it requires in order to continue operating. Showing
up in court, applying for public assistance, meeting family expectations, obtaining
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shelter, eating nourishing food, finding a job, and seeking medical help for an
infection are rendered trivial by the embodied urgency of addiction. Society’s
opprobrium and personal failure become the least of one’s worries. Psychological
insecurities, personal confusions, memories of family abandonment, unrequited
love, and responsibilities to others fall by the wayside. The craving for heroin
takes over.
Felix looks horrible this morning, his eyes are bloodshot, and he complains of
migraines and sweats. “I can’t pick up my bones. Been throwing up all night.”
He has even defecated in his pants.
He gives me money pleading for me to go buy him a bottle of fortified wine
“to wash out my system.” Yesterday he fought with the storekeeper and is now
forbidden to enter the premises.
He describes how he awoke at 1:00 AM and could not urinate in his
empty bottle because of “the shakes.” He tried to stand up, but fell down the
embankment because his leg muscles were not responding. He had to crawl back
up and spend the rest of the night with heat flashes and a revving heart.
“I thought my heart was going to stop. My knees hurt; my legs are locked;
I can’t hardly walk; I can’t hardly talk; I can’t breathe; I can’t even
think; I feel every nerve in my fingertips, every single one, especially in
my knee. I can’t stand still. I can’t lie down. It sucks. There is nothing
enjoyable about this life.”
Luckily Hank comes by as Felix is describing his withdrawal symptoms to me
and offers to give him a “wet cotton” i.e., the heroin residue from the filter used
in a previous injection. [From Philippe’s field notes]

One simple act instantly solves all Felix’s problems: an injection of heroin. The
homeless in the social network we followed rarely experienced the kind of fullblown “dopesickness” that woke Felix up so dramatically at 1:00 AM. When they
were beset by impending crisis they could usually find a friend or acquaintance
in their social network to give them an emergency injection of a small amount of
heroin to stave off withdrawal symptoms even if it was only the residue from a
pinch of used cotton, such as Hank’s gift to Felix. This enabled them to get back
on their feet and go out and hustle more money for their next injection.
High Tech US Medical Services
From Public Health’s perspective injecting the dregs of heroin trapped on a
used cotton filter in a filthy homeless encampment with no access to running
water is a recipe for ill health. The pragmatic and even moral imperative that
compels Felix and Hank to share unsanitary injections to avoid heroin withdrawal
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symptoms foments the spread of infectious diseases within social networks of
street-based addicts. From biomedicine’s perspective, homeless injectors appear
ignorant, self destructive, or even pathological. They self-inflict hepatitis, HIV,
endocarditis, and abscesses on their bodies in their pursuit of an illegal substance
to get high. They are frustrating patients to try to help because they refuse to stay
sober after receiving urgent medical services and they often return for care a few
weeks or months later with newly ravaged bodies. Intensive care units [ICU] and
emergency rooms of county hospitals have been increasingly overwhelmed since
the 2000s by the infectious diseases of the homeless. The baby boom generation
that turned to injection drug use in the early 1970s entered premature old age in
the 2000s. This crisis is exacerbated by the shrinking of the welfare state during
these same decades and the entrenchment of neoliberal values of self-help and
punitive control. Emergency Departments in public hospitals have emerged as
one of the few remaining publicly funded sites where the homeless, the addicted,
and the mentally ill can seek help during episodes of acute personal crisis (Dohan
2002).
“Frequent Fliers”: Hank and Petey
Most of the homeless in our street scene were hospitalized on multiple occasions.
Usually they were admitted because of abscesses, but sometimes it was for whole
body infections, liver failure or cancer. They are disparagingly called “frequent
flyers” by the medical staff in county hospital emergency rooms all across the
country. This was the case for Hank and Petey, who were “running partners.”
They coordinated all their income generation and most of their drug consumption,
and because they shared everything—money, drugs, needles, companionship,
moments of pleasure and misery—they passed their infectious diseases back and
forth to one another. Both men had hepatitis C and drank heavily in addition to
injecting heroin. Both Hank and Petey were visibly sick but, like Scotty quoted in
the epigram a month before his premature death, there was no place for them to
seek care for their routine ills:
Shifting his weight from foot to foot to ease the ache, Petey gags and heaves a
mouthful of blood into the gutter. His gums have rotted black. He points to the
three or four twisted teeth on the bottom half of his mouth. “I need to get these
pulled.” He thinks this might be why, for the past week, he has been throwing up
when he wakes up. I offer to drive him to the homeless clinic, but he refuses to
leave his panhandling spot. He is scared of being left dopesick, because he thinks
his bleeding gums and chronic nausea will not qualify him as “sick enough” to
warrant admission into the hospital for medical care.
That night as I drive home, I see Petey, still at his spot, flying his sign. He is
standing on one leg, flamingo style, to relieve the ache of his swollen feet. He
is wobbling weakly with his eyes closed. [From Jeff’s field notes]
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Ten days later, Petey’s liver shut down, and he finally qualified unambiguously for
hospitalization:
Hank: He’s laying there in his hammock, not moving around. I figure he’s
dopesick, so first thing is I give him a shot. Then I tell him, “Pick up your
blankets and put them behind the wall in case the police come.”
But he is stumbling, mentally gone, so I took him to the hospital. He
collapsed on the bus. When I picked him up, I realized how light he was. I
undressed him in the emergency room on the gurney to put on his hospital gown.
He was comatose. I couldn’t believe how skinny he is!
A guy can only take so much. What am I, a black widow? I can’t even
keep myself fixed anymore. I’m mentally fucked up. I’m physically fucked up.
I’m just fucked! I don’t even got a blanket. The police came again when I was
visiting Petey in the hospital. I’d only had the blanket for two days. Got it at the
hospital when I brought Petey in. They’ve found the spot where I hide my stuff
[pointing to a crevice in the freeway retaining wall]. They come every day now.
[From Jeff’s field notes]

The county hospital deployed the full force of its remarkable technology, and
Petey was admitted to the ICU, where he remained for six weeks at an estimated
cost of $6,000 per day:
I go with Hank and Sonny to visit Petey in the ICU. Hank rushes to Petey’s
side. Petey’s legs dangle like twigs from his protruding hipbones. He weighs
only 94 pounds. Tubes run through his nose and in and out of his neck and chest
to various machines. A big blue and white tube goes from down his throat to a
machine that suctions his breath.
Hank kneels down and places his cheek next to Petey’s, pleading for “Bubba,
Bubba, my Bubba” to regain consciousness. Sobbing, he gently strokes Petey’s
hair to make it flow neatly back over the crown of his skull. His caresses change
to a playful tussle, the tips of his fingers intermittently massaging and tangling
the hair. “Promise me, Bubba, that you’ll hang in there. Keep your promise to
me. I love you.”
Throughout this, Sonny is holding Hank’s shoulders from behind saying:
“Look Petey, Hank loves you and he’s holding you; and I love you and
Hank; and I’m holding Hank; and Jeff is here too; and he loves you.
Everyone’s rooting for you. Lord, please protect our Petey.”
A pulmonary specialist enters with a resident and an intern, and they use Petey,
with his pneumonia and spiking fevers, as a teaching case. The specialist removes
the tube from Petey’s throat and asks the intern to “reintubate” Petey.
Petey lets out a rasping groan. With a Q-Tip, the nurse gently swabs his lips,
tongue, and the inside of his cheeks with Vaseline. She cannot give him water
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because it might cause the blood clots on his lips, in his mouth, and down his
throat to burst. [From Jeff’s field notes]

During this same period when Petey was in the ICU, Hank was suffering from
a bone disk infection in his lower back. He had sought help several times in the
emergency room, but doctors distrust opiate addicts who complain of excruciating
back pain, because the standard treatment is a prescription for opiates. Hank,
consequently, was refused admission to the hospital through the emergency room
on three or four occasions until finally his bone disc infection spread into his spinal
and brain fluid and knocked him unconscious. He was delivered to the hospital by
an ambulance driver and was immediately admitted to the ICU.
Both Hank and Petey were resuscitated by the County Hospital physicians and
placed on high tech life support. To everyone’s surprise they began recovering in the
hospital. Unfortunately, their dramatic physical respite—eating three meals a day
and bathing regularly—was cut short by the logic of the “managed care” mandate
imposed on county hospitals across the country to reduce medical costs for the
indigent. In 1997, the federal government passed the Balanced Budget Act in order
to reduce the Medicare budget by $112 million over the next five years (Guterman
2000). This initiated a cycle of decreased federal reimbursements for indigent care
to local hospitals. By 1999, the San Francisco General Hospital’s budget shortfall
had risen to $30 million (Brady 1999). Hospital administrators conducted costbenefit audits and the “utilization review” auditors ordered doctors and nurses to
institute aggressive “early release plans” for uninsured, indigent patients. Ironically,
neoliberal logics driving US medical care render the conditions of the homeless
even more expensive and even more painful, creating a revolving door between
the street and the ICU as patients return to the same living conditions that made
them sick in the first place. A more physically painful scenario could not have
been invented on purpose. It is exacerbated by the high tech model of critical care
promoted by the market forces of a health system and a bio-technology scientific
establishment that are dedicated to maximizing profit margins. Inadvertently this
structural logic tortures homeless drug users. Highly paid critical care specialists
frantically attempt to cure their indigent patients with expensive new technology but
do not address their social problems, and preventative public health interventions
remain underfunded. inadvertently tortures homeless drug users by attempting to
cure them without addressing their social problems.
Both Petey and Hank are back living under the freeway overpass and Petey is
now missing all his clinic and SSI appointments.
I find Petey panhandling at his old spot by the exit ramp of the Jack-inthe-Box drive-thru. The scabs on his face have grown, presumably because the
clotting factor of his once again deteriorating liver is weakening. He cannot
talk above a rasping whisper because of the scarring in his throat caused by the
breathing tubes from his six weeks in the Intensive Care Unit, where he served
as a “teaching case” for medical students, practicing intubation techniques.

248

Drugs and Culture
He is soaked; his brown leather jacket, oily and slick from the rain, is taut
against his shrunken, bony frame. I can see the outline of a beer bottle in the side
pocket of his jacket.
He is “flying” a cardboard sign: “Will Work for food … God Bless.” The
cardboard is waterlogged and limp. He does not complain of being wet or cold,
but his teeth are chattering.
“I don’t know what the fuck to do, Jeff. They never told me to return for
an appointment. And I can feel my liver going. My liver is going, Jeff!
They threw me out of the hospital after two months in a coma. The doctor
told the nurse that they needed my bed. ‘Since he can walk around he can
leave.’ They gave me a prescription and told me to move on.”
I ask Petey if he has gone back to drinking. “Only beer” he answers, “I stay away
from the Cisco.” [From Jeff’s field notes]

These notes were written at the height of the dot-com boom that made San
Francisco one of the richest cities in the United States. The Mayor of San
Francisco was celebrating a 102 dollar million surplus even as the county
hospital was instituting draconian cuts (Brady 1999). Sixteen maintenance
workers at the hospital were laid off and one of the pharmacies was closed.
This prompted the hospital to hire four security guards to control the crowds
of impoverished patients now waiting two to four hours in line to receive their
“reduced fee” prescriptions. For the first time in 35 years, a co-payment plan was
instituted, forcing uninsured outpatients to share the cost of their prescriptions.
Coincidentally, at the time, I was chair of a department at the medical school that
staffs the San Francisco county hospital:
The Dean and the Chief Managing Services Officer of the county hospital present
an Armageddon scenario for the crisis in the hospital’s finances. They are having
trouble retaining doctors and nurses because of burnout, and have had to divert
41% of emergency ambulance deliveries due to a shortage of medical staff. There is
no longer any trash pickup in non-patient areas. They had an epidemic of antibioticresistant streptococcus in the ICU and had to shut down cleaning services in the
rest of the hospital in order to assign all the limited cleaning personnel to the ICU.
One of the ICU rooms has been closed down and they are forced now to treat
ICU patients in post-operative care rooms. An internal census revealed that 22%
of patients sick enough to be admitted to the hospital waited eight hours in the
Emergency Room before being assigned to a hospital bed.
Just before his presentation of the “inhumane conditions at San Francisco
General due to federal Medicaid cutbacks” the Dean announces that the University
is raising its mortgage subsidy limit for newly-hired clinical and research faculty
to $900,000 on the grounds that “it is a hardship to oblige someone to relocate to
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San Francisco and be forced to buy a $1.5 million three-bedroom home” on the
open market. [From Philippe’s field notes]

Upon his release from the hospital, Hank’s health deteriorated even more rapidly
than Petey’s. Jeff attempted to broker outpatient services for Hank to prevent his
bone disc infection from spreading once again into his spinal and brain fluid. Jeff
also attempted, in vain, to guide Hank through the bureaucratic maze of applying
for Social Security Disability Insurance (SSDI):
I arranged to meet Hank at the pharmacy at the County Hospital. Petey agrees
to come with me.
There are a hundred or so people waiting in snake coils of lines to get their
prescriptions because the latest rounds of budget-cuts have shut half of the
pharmacy windows.
Hank looks a wreck and he has only been out of the hospital for a week. He
is back to fixing heroin everyday, and today he is so drunk that he is slurring his
words. I am struck by the ripeness of his smell.
After about three hours in line, we finally make it to the Plexiglas pharmacy
window. Hank is handed a piece of paper which outlines his “rights to
medication.” He does not have the $50 co-payment for his prescription—a new
requirement—and neither do I.
Hank goes up to the fourth floor to find his doctor, the young woman intern he
likes so much. He returns with his medication that she somehow was able to obtain
for free. This doctor has also been thoughtful enough to give Hank a letter about his
physical inability to work so that his welfare check can be reinstated. Hank was cut
from public assistance while in the hospital for his failure to show up for work-fare
requirements instituted by President Clinton’s 1996 reform of welfare.
I take Hank to the hospital social worker’s office and wait in front of her desk
until she is able to talk to us about the status of his Social Security application.
It turns out that Hank is missing yet another set of forms that can only be picked
up at the Social Security office downtown. We find out that his “reconsideration
hearing” for missing his last appointment and having an incomplete dossier is
scheduled for the day after tomorrow. [From Jeff’s field notes]

Predictably, Hank missed his next hearing and his “incomplete dossier” was
rejected. He had to start the whole process of applying for SSDI disability from
the beginning once again.
Hank is crying on the corner because Petey is back to drinking fortified wine.
Hank says Petey is throwing up again, and insisting that it is due to the hot sauce
from the Taco Bell. Hank shoplifted some Maalox for him at the Walgreen’s.
Petey has not gained any weight. He and Hank are surviving primarily on the
sandwiches given to them on their outpatient visits to the hospital—most of
which they miss—and the fortified wine they buy on the corner.
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Hank missed his appointment again today because he had the opportunity to
log six hours of work with Andy, the owner of a moving van and occasionally
hires the homeless for $10 an hour. Andy is by far the highest paying day
laborer employer in the homeless scene and everyone vies for his jobs. Hank is
distressed, “It just hurts my back too much. I had to walk off the job. I’m not up
to working for Andy anymore.”
Their new camp, nicknamed “The nest,” is located on the neighborhood’s
main artery under the freeway overpass. It is uncannily camouflaged as a heap
of dirt and garbage. Hank has gathered branches, twigs and dried pine needles,
piling them together with mud and sand, and has molded this into a circular
concave structure that allows their heads to duck below the surface. Less than
two feet above our heads the wheels of speeding cars and trucks reverberate
against the concrete underside of the overpass.
Jeff takes out a pile of papers from Hank’s new batch of SSI applications and
lays them out on the carpet padding lining the bottom of the nest. We give up
because it is much too complicated to complete the forms in the candlelight. Jeff
displays some photos of Petey taken while he was unconscious in the Intensive
Care Unit with breathing tubes down his throat less than a month ago. Hank
bursts into tears again. [From Jeff and Philippe’s field notes]

Hank and Petey are labeled “non-adherent patients” in the politically correct
parlance of liberal medical education, formerly they would have been “noncompliant,” the medical outcome of the “culturally competent” semantic
shift in labels are identical. Even the most devoted medical practitioners
understandably feel frustrated by the ways indigent drug users repeatedly
complicate their already severe medical problems. Furthermore, homeless
injectors also frequently abuse the trust of those who try to help them. They
pilfer hospital supplies when the orderlies and nurses turn their heads, and they
exaggerate their need for opiate painkiller prescriptions. In other words, they
are deeply enmeshed in a mutually adversarial cycle of hostile interactions with
medical institutions, consistent with the bureaucratic institutional violence and
the unforgiving market forces to which they have been prey since childhood,
from school to low wage labor market, to prison.
During the first five years of our fieldwork, for example, the county hospital’s
surgery department aggressively rotated medical students through the ward where
these novices in training were forced to treat the abscesses of indigent addicts. They
routinely inflicted iatrogenic wounds on the bodies of homeless injectors, cutting into
them with a deep carving-and-scraping procedure that required an overnight stay.
Subsequently, this procedure came to an abrupt end when the surgeons discovered
in 2001 that most abscesses could be treated more effectively by a simple incisionand-drain outpatient procedure that does not need to be painful when adequate local
anesthetic is applied. There is no national standard of care in the United States for
treating abscesses. Abscesses are primarily a self-inflicted condition suffered by low
status homeless heroin addicts. Consequently, their treatment is a low-tech, low-
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prestige medical procedure that most researchers and clinicians shun. Abscesses,
however, represent a veritable epidemic of physical suffering among the homeless.
In the year 2000, for example, abscesses represented the single biggest admissions
category (4,000 cases) at the county hospital (Ciccarone et al. 2001).
The hospital’s drastic budget cuts and cost overruns, rather than a humanitarian
concern with appropriate treatment, provided the decisive impetus for reforming
the expensive, disfiguring, and unnecessary surgical procedure for abscesses that
had become routine in the 1990s. To the surprise of the surgeons, the new, cheaper
outpatient incision-and-drain procedure proved superior (Harris and Young 2002).
Healing occurred more rapidly, less painfully, and scarring was minimized. Some
of the senior surgeons grumbled, however, that the outpatient procedure reduced
the opportunities for medical students and interns to learn surgical skills on their
rotations through the county hospital.
All of the homeless we followed spoke positively on the whole about the
care they received at the county’s hospital, but many also told us horror stories
during the pre-2001 years of surgeons cutting into them without anesthesia and
of refusing to prescribe adequate painkillers for aftercare. Sympathetic nurses
at the hospital explained to us that these exceptionally abusive clinicians were
usually medical students on clinical rotations angry at their intoxicated patients
whose infections were self-inflicted. Until the abscess protocol was reformed,
Hank responded to the risk of mistreatment in surgery by lancing his own
abscesses.
With his boxer shorts to his knees, Hank juts out his hip and twists into a
contrapposto stance to reach the abscess festering in his rear. He explains:
“First you feel for a pocket and if it be real kind of mushy like this one
then you know it’s ready. Yesterday I was worried that it was an inverted
abscess with the pus flowing inside me. So I bled it off a little and left it
overnight. Now it’s ready.”
He slowly inserts a pair of manicure scissors into the center of the abscess
pushing the scissors all the way up to the finger holes of the handle. He leaves
the scissors pressed into the tissue for a few seconds, slowly swirling them to
loosen the flesh, as puss dribbles out of the gash like a dripping eye. He then
pulls the scissors out with slow deliberation, squeezing the open gash between
his two thumbs.
After a few seconds of grimacing and squeezing, he grabs a toenail clipper and
places it just inside the surface of the abscess, using it to grab at something.
He reassures me:
“There’s not much pain and that shit basically ends the abscess. But you
gotta get that poison out of your system or it won’t heal.”
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After covering the abscess with ointment and the Sterile Pak bandages given
to him by a harm reduction health care activist, he lifts a full syringe of heroin,
plunging it almost up to its hilt into the side of the freshly bandaged abscess.
Shortly after flushing the heroin he sits down and relaxes his whole body.
No one else in the camp thinks there is anything unusual about this
procedure. This is just another day in the encampment; I am the only one who is
overwhelmed. [From Jeff’s field notes]

Hank’s procedure looks horrible and self-mutilating, but at that time, he was
following an arguably effective logic of self-care in the face of the county
hospital’s deep carving-and-scraping alternative. Most of the injectors postponed
seeking hospital treatment because of the long waits in the emergency room and
the hostile triage for admission. This practice sometimes resulted in generalized
blood infections that escalated into multiple pathologies throughout their bodies
These dysfunctional abscess treatment logics killed Scotty, the homeless man cited
in the epigram. In Hank’s case, postponing treatment may have caused the bone
infection to spread to his spinal and brain fluid.
Unhealthy Law Enforcement
It is easy to criticize the inadequacy of medical care and social services for the
poor in a neoliberal society. It is even easier to dismiss the homeless for being selfdestructive or even pathological in the self-abuse of their bodies. These critiques
however, distract from another more important structural policy dysfunction that
must be emphasized in any discussion of poverty and substance abuse in the
United States: the War on Drugs. Fear of arrest and eviction is a chronic condition
among the homeless. The police and the laws they enforce destabilize the daily
lives of all the members of the social network we followed and cause immediate
negative health effects even when arrests are not made. The illegality of syringes
and drugs forces homeless addicts, driven by the urgency of their physical and
emotional craving for heroin, to seek out filthy nooks and crannies to make their
injections on the run, hidden from public view. More directly the police, especially
the California Highway Patrol [CHP], regularly destroyed the physical shelters
of the people we studied. Patrol officers purposefully confiscated the possessions
most crucial for everyday survival: dry clothes, blankets, tarps, tents, food,
cooking utensils, prescription medicine, and clean syringes. It is not a coincidence
that Scotty’s death occurred within twenty-four hours of the bulldozing of his
encampment by the highway’s patrol (Pearson and Bourgois 1995). In short, the
effects of law enforcement directly contradict the efforts of public health to stem
infectious disease and to save vulnerable lives. More subtly, law enforcement
offensives also indirectly upped the ante of interpersonal violence on the street,
fraying nerves.
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There was another police sweep and Hank looks like absolute hell. His eyes are
so puffy that I ask him if he has been in a fight.
“They wiped me out again last week. I went for a drink at the corner
and when I returned, there was the CHP. I’m tempted to get my gun and
shoot the next patrol car that I see.”
He says that when he asked for his clothes the officer in charge threatened to
arrest him. They would not return any of his clothing.
Worse yet, they took the prescription Fentynal [a synthetic opiate pain killer]
a doctor at the County Hospital had prescribed to relieve the lower back pain
caused by the now irreparable decay of an infected lumbar vertebrae.
“I saw them throw my Fentynal patches in the back of that truck. If I had
a gun, I swear on my mother, I woulda shot them cops straight in their
goddamn head and there wouldn’t have been no proof of arrest. They
said, ‘We’re teachin’ you a lesson. You’re on State Property!’”
Hank is shivering so hard that he is hugging himself across his chest to steady
himself. I am not sure if it is his withdrawal symptoms from losing his supply of
opiate pain killers or his bone infection revving up again. I urge him to go back
to the hospital and offer to take him.
“Why? So they can send me right back out again?”
I suggest calling an ambulance to avoid the three-to-five hour wait for triage in
the emergency room.
Instead he asks me for money to buy a bottle of fortified wine and curses
his running partner Petey for leaving him stranded. He mumbles threats about
“beating Petey’s ass” when he returns tonight.
Max, who has now set up an encampment next to Hank and Petey comes by. He
sees Hank’s condition and recognizes immediately that it is withdrawal symptoms.
He puts his arm around Hank’s shoulder, offering to give him a “taste” of heroin.
We walk through the back alley to the freeway where they inject. Hank has to
borrow Max’s used syringe because the police confiscated his entire supply. The shot
of heroin revives Hank. I offer to take him to the hospital. He agrees that he needs to
see the doctor, but he is embarrassed. “I haven’t showered in over 30 days.”
Max nods. He has been missing his wound clinic follow-up visits for the
abscess on his rear that was so deep and large that it required a skin transfer. He is
too embarrassed. “My ass is too skinny.” [From Jeff’s field notes]

During crisis periods, such as these, when the police increased the tempo of their
evictions and search-and-seizure procedures, the homeless began keeping no more
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than two needles in their possession for fear of being arrested. In California and
many other states where syringes are illegal without a prescription, the police
have the option when they catch someone with three or more needles of enforcing
a discretionary rule whereby they can arrest the injector on a felony charge of
“needle sales” rather than a misdemeanor citation of possession. In San Francisco
judges tend to be left-of-center and usually dismiss charges of needle sales. By the
time addicts are processed through the system, however, they have fallen into fullblown withdrawal symptoms. The punishment, consequently, is the severe heroin
withdrawal symptoms they suffer in jail while waiting to see the judge for a bogus
felony arrest. As one homeless addict explained to us:
The worst is when you in jail. Because they don’t give a shit if you die. You be
in there, curled up in a corner, right? You’re throwing up and shittin’ at the same
time.
You get the heebie-jeebies … It’s like an anxiety attack. A million ants
crawling through your skin and you just want to peel it right off. It’s like someone
is scraping your bones … You try to sit there and grab your knees and rock.
And in prison there are youngsters there in the cell with you, talkin’ shit.
“Oh, you dopefiend.”

Faced with this risk, the homeless stopped carrying large numbers of syringes and
reducing their visits to the needle exchange, which was enforcing a one-for-one
exchange rule at the time. It is simply not worth it to a homeless injector to spend
the time and money to seek out a needle exchange site and only obtain one or two
clean needles. As Frank explained when we asked him why he had stopped visiting
the needle exchange: “Maybe I ain’t got a dollar to catch a bus across town to get
to the exchange. It just ain’t worth it for a couple of needles, especially if you’re
feeling sick.” They began reusing and sharing their needles more frequently, and
their incidence of abscesses increased.
Exploitative Labor Markets in Structural Transformation
The negative health effects and the emotional suffering caused by the US war
on drugs are relatively easy to recognize. More subtle and complicated, and less
linear, are the connections between the experience of suffering of street addicts and
the less visible, macrohistorical forces of the economy, specifically the long-term
restructuring of the US labor market. In 1975, when the homeless in our scene
were in their early twenties, the crucial age for integration into the manual labor
force, a study commissioned by the City of San Francisco noted that the specific
neighborhood we studied was in a “depressed state” and projected a loss of “3,000
jobs by the year 2000” (Arthur D. Little, Inc. 1975). This was part of the long-term
deindustrialization occurring throughout the United States. For example, between
1962 and 1972, the city of San Francisco lost 12,000 manufacturing jobs (Arthur
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D. Little, Inc. 1975). In other words, the homeless and the families they came from
were the obsolete labor force of disappearing industries: dock work, ship building,
steel-milling, metal-smelting and foundry work.
Economies going through major structural adjustment do not forgive
undisciplined, poorly educated workers—especially when they drink and take
drugs. As substance abusers without a college education, homeless heroin injectors
are at the bottom of San Francisco’s hiring queue. The low-wage service industries
of the new, post-industrial US economy are supplied from an enormous pool of
highly disciplined immigrant laborers who are eager to work for low wages. In
California these model workers are primarily of undocumented Mexican, Central
American, and Chinese immigrants who are fleeing poverty, hunger, and/or
violence in their home countries.
The job histories of the homeless we studied reveal how they were structural
victims of the changing economy as well as self-destructive in their drug use. The
oldest members of our network actually worked in unionized positions in the old
industrial economy—primarily shipyards and steel mills in their early youth. In
the late 2000s, however, they found themselves scrambling for day labor jobs
in the dilapidated warehouse districts of abandoned factories. They loaded and
unloaded trucks, or stock merchandise, or swept in front of corner liquor stores.
They strove to develop client-patron relationships with the few still existing small
business owners, in order to eke out a few hours of work per day.
Local business owners often chose a particular homeless person to whom they gave
occasional loans of money and gifts of food. In return, the “lucky addict” would check
in every morning to see if work was available. The result was an efficient delivery of
the kind of “just-in-time” labor that is celebrated by a neoliberal economy. Employers
obtain a cheap, flexible, and a desperately dependent source of labor. The downside of
course, is that the business owners have to accommodate the vicissitudes of the lives
of the homeless. For example, when Scotty (the man profiled in the epigram) died, his
employer, the manager of a construction supplies depot, was left in the lurch. He had
paid Scotty in advance to shovel sandbags. Similarly, Hank walked off a moving job
when his decayed lower back disk caused him too much pain.
The savviest business owners would calculate the size of their favorite addict’s
habit and were careful to pay (or loan) only the precise amount of money needed to
take the edge off of heroin withdrawal symptoms. Any extra cash might precipitate
a binge on crack or alcohol. Ben, for example, the owner of a furniture liquidator
warehouse always paid Al his day’s wage in the morning, and made sure to remain one
day in arrears. In this manner he was guaranteed that Al, driven by heroin withdrawal,
would always show up on time for work each morning eager for the $10 he needed to
placate his early morning withdrawal symptoms. Ben had to give Al only one more
ten dollar bill at midday along with a pack of cigarettes and a bottle of fortified wine
to complete his full day’s wage.
Al has been talking a great deal about wanting to “get clean.” So just before
sunset I visit him where he works, at the furniture liquidator warehouse and
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offer to give him a ride to the treatment center. He is moving furniture back into
the warehouse from the sidewalk where they display it in the path of pedestrian
traffic.
Al is nervous because the welfare department contacted his employer, Ben,
to fill out a form to confirm that he works “part-time” for him, so that he does
not have to participate in the workfare program to receive his check. Ben has
refused to sign anything for fear of being taxed, and probably also because he
pays Al under minimum wage.
Al curses his boss under his breath, complaining about only getting $20 per
day. “It’s like I’m a dog on a leash; he knows I’ll be sick before morning.”
The boss is a burly man in his early fifties with a thick Brooklyn accent.
Abruptly, without even saying hello, he asks “You the guy writing stories about
heroin addicts? Huh?”
The next thing I know he is shouting:
“It’s their responsibility to get off of this shit. Why should society help?
It’s their fuckin’ problem. No one holds a fuckin’ gun to their head and
makes them shoot up! Who got them into the drugs? All they gotta do
is look into the fuckin’ mirror. These guys are habitual criminals. They
don’t need no fuckin’ breaks. Leeches, bloodsuckers and snakes …
They’ll never change. Anything you give ‘em for help they just put right
back into their arms. Welfare, SSI, shoot-up, drink-up, what else they
want for free?”
Throughout the harangue Al shows no emotion. He continues moving the last of
the furniture inside the warehouse. He then sits on the sidewalk waiting for us to
finish, as if the argument has nothing to do with him.
Later that evening, back at his encampment, Al feels compelled to apologize
to me for his boss’ tirade, “I don’t understand why he’s acting like that. I really
don’t. I’m sorry. He was just joking.” [From Jeff’s field notes]

Moralizing Suffering and Abuse
Anthropologists and historians have documented psychotropic drug use—usually
mediated in formally ritualized and religious contexts—in virtually all cultures
throughout the world and throughout history. They distinguish this from the
destructive forms of substance abuse that have escalated under urbanization,
industrialization and incorporation into the global market economy (Courtwright
2001, Goodman, Lovejoy, and Sherratt 1995). Modern day homeless substance
abusers bear more than their share of human anguish. This may be why they are
vulnerable to self-destructive forms of addictive drug use in the first place. In
the United States, drug use among the disenfranchised has become an especially
destructive practice, filling urban streets with social pariahs with ravaged bodies.
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In the United States, the land of immigration, opportunity and economic
abundance, popular common sense does not recognize that individual suffering is
politically structured. Both the rich and the poor adhere to a puritanically inspired
upwardly mobile immigrant tradition of righteous individualism that defines
poverty to be a moral failing of the individual. These judgments are even extended
onto the general population of the uninsured poor in the United States (Becker
2004)—estimated at over 50 million people in 2011 (Wolf 2010). Al’s boss Ben,
the furniture liquidator, was merely expressing in vituperative language, an AllAmerican commonsense.
An analysis that allows us to recognize how larger power relations interact
with individual failings at the intimate level avoids blaming victims and
delegitimizes counterproductive, punitive social policies. At first sight this
is difficult to comprehend because the apparently willful self-destruction of
homeless heroin injectors confuses even sympathetic advocates for the poor. The
lives of homeless injectors are shaped by a total social context of institutions,
policies, macrostructural forces, and cultural values that they do not control.
In short, the socially structured suffering of the homeless in the social network
we studied has been rendered “uselessly” painful (Das 1994, Levinas 1988)
by the neoliberal turn in the United States. Recognizing this unnecessary toll
of suffering imposed on the lives of America’s most vulnerable citizens is
especially important at a moment in history when ever-increasing segments of
the world’s population are being marginalized by global shifts in the economy
and by political ideologies intent on dismantling social services in favor of
punitive neoliberal policies.
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Chapter 15

Knowledge and Policies to Reduce Drug
Supply in France: Some Misunderstandings
Nacer Lalam and Laurent Laniel

Introduction
Drug law enforcement enjoys an aura of prestige in French policing circles. For
several decades, generations of civil servants and others employed in specialized
law enforcement units have implemented their share of drug policy without always
fully controlling the effects of their intervention and much less its causes. Drug
supply reduction by law enforcement has gained a margin of autonomy and tends
to grow in scope. In France, as in much of the rest of the world, seizure and arrest
statistics play a key role in the “ceremony of drug control” (Manning 2004), now
a central component of official discourse about crime and security.
Illicit drug trafficking and the fight against drug supply are a constant source
of popular beliefs and simplifications. There is a clear distortion between this
perception and the knowledge built up. A historical glance at the availability of
illicit drugs on the (local or international) markets suggests two things: the ability
of drug traffickers to evade law enforcement barriers and the permanence of drug
supply structures due to a level of inefficiency of law enforcement linked with the
division of labor in the repressive response (police, justice, and customs). One
could define the reduction measures implemented in the field of drug supply in
Europe as judicial and administrative techniques implemented with financial and
human resources in order to dry up the production and above all the distribution
of illicit drugs.
This chapter attempts to provide a partial answer to the following question:
why don’t drug law enforcement institutions use more of the knowledge available
to them in order to improve their practice against drug supply? Our main
hypothesis is that one of the foremost concerns of drug enforcement institutions
is to maintain and perpetuate the flows of public resources that they receive.
Police and Knowledge: A Discrepancy between Discourses and Practices
A French police superintendent once justified his reluctance to let scholars
and researchers study the police in these words: “researchers don’t have the

262

Drugs and Culture

authority to work on the police but to work for police.” Law enforcement
institutions should view knowledge transformed into recommendation as a
useful resource for their work. Yet in France, even in the present context of
“new public management,” where measures and indicators meant to improve the
efficiency of the public sector have been implemented since the early 2000s, the
question remains problematic as far as law enforcement is concerned. Can the
practices of law enforcement institutions fighting illicit drugs supply be clearly
objectivized?
The Canadian criminologist Jean-Paul Brodeur wrote 25 years ago that “like
criminal behavior, police activity is an object that opposes deliberate resistance to
the project of knowing,” but that, unlike crime, police opposition to knowledge
could be institutionalized by legislations and rules on the secrecy of operations
(Brodeur and Monjardet 2003: 9–10, Brodeur 1984: 9). Brodeur’s assertion has
become widely accepted as a fact by policing scholars the world over. His analysis
is especially relevant in the field of drug supply reduction.
Two decades later, after spending years researching law enforcement
organizations in France, Dominique Monjardet asserted that this resistance
comprised four components, which he listed, “by successive escalation from the
most spontaneous to the most sophisticated,” as:
a. a resistance to intrusive outside observation;
b. a claim on the monopoly of competence and a corresponding denial that
non-professional views may be valid;
c. a view that law enforcement matters are so specific that forms of knowledge
that emerged out of other fields simply cannot be relevant; and
d. a refusal to select and objectivize efficient forms of know-how (Monjardet
2005: 20 [translated from French]).
Monjardet also asserted that the resistance of law enforcement professionals to
“the project of knowing” was stronger in France than in countries such as Britain,
Canada and the United States, and he somewhat uncompromisingly went on to
qualify French police and gendarmerie forces as opaque and insular organizations
(Monjardet 2005: 31). It has further been observed that the opacity characterizing
law enforcement organizations generally increases as far as some of their activities
are concerned, namely criminal investigations, and among those, investigations
of “crime with no apparent victims,” especially drug trafficking by organized
crime (Jobard 2000).

 Institut national des hautes études de sécurité et de justice, archives, Paris, 2010.
  Brodeur’s statement was originally made in French in the following terms: “Comme
le comportement criminel, l’action policière est un objet qui oppose une résistance délibérée
au projet de connaître.”

Knowledge and Policies to Reduce Drug Supply in France

263

Some Methodological Aspects
On the basis of observations made in the field in the mid-1990s, this chapter
explores some issues regarding, on the one hand, information and knowledge
and, on the other hand, the process by which drug laws are enforced in France.
Field observations come from an initial series of precursor studies on drug
trafficking in France that was carried out in the 1990s (Conseil National des Villes
[CNV] 1994). Then the main concern of public decision-makers was, to put it
in the words of some local and national elected officials, “avoiding a drift into
organised crime in the housing estates” of France’s largest metropolitan areas
(Paris, Lyon, Marseille) as a result of the development of drug trafficking. At that
time it was difficult to understand how small-scale drug retailing networks could
establish and maintain connections with groups of traffickers upstream in the
supply networks of cocaine, heroin and cannabis resin. Initial observations during
these early studies made it clear that it was important to understand how drug
law enforcement organizations functioned and what role they played, especially
because they were the sources of a significant proportion of the information used
for the research.
These early studies, and subsequent ones (Colombié, Lalam, and Schiray 2001,
Colombié, Lalam, and Schiray 2000, Lalam and Schiray 1998, Ben Salem, Lalam,
and Schiray 1995) were based on what their authors called “indirect methods
of approach,” which use information obtained from the institutions in charge of
preventing and/or suppressing drug trafficking at the local, national, European
and international levels. Such methods rely on the forms of knowledge acquired
and developed mostly by organizations specializing on drugs or faced with drugs
issues. Police, Gendarmerie and Customs organizations, as well as prosecutors
and other magistrates of the justice system offer various types of information,
including official, published and unpublished, statistical data; specialized files;
intra- or inter-institutional confidential reports; judges’ files on tried cases; and
interviews with police, gendarmerie and customs officers as well as prosecutors
and examining magistrates. It should be noted that the possibility to access such
sources varied across time and space (Ben Salem, Lalam and Schiray 1995). The
data produced and published by French police services are restricted to statistics of
seizures of illicit drugs and of arrests for use and trafficking offences. The Office
central pour la répression du trafic illicite de stupéfiants (OCRTIS) collects and
centralizes all reports of breaches to French drug laws registered by the Police
nationale, the Gendarmerie nationale and Customs.
  CNV 1994 is a collective document gathering together some elements of knowledge
about local drug trafficking scenes and the law enforcement response in France. Different
scholars analyzed different sites from the Paris, Marseille and Lille metropolitan areas,
including Argenteuil, Aubervilliers, Aulnay-sous-bois and Bagneux near Paris; the Northern
Districts of Marseille; and the Hauts-champs in Hem-Roubaix area. These locales were
chosen because they faced severe social problems.
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Drug Supply Reduction Policies and the “New Management of Security” in
France
Illicit drug supply reduction policies at local, regional and international levels faces
many obstacles due to the density of the legislation, its haphazard implementation
and the speed at which social changes occur.
The introduction of the evaluation of the efficiency of public policy in the field
of security is relatively recent in France, and as far as drug law enforcement is
concerned it is likely to raise questions (Mucchielli 2008).
New public management, a growing paradigm in the 1990s, means a public
management centred on performance and a better, more efficient use of public
resources. It entails transformations in the financial procedures and in the methods
of human resources management but these are implemented in a context where
administrative sub-cultures have not disappeared. In other words, the management
by objectives coexists with former practices, and this is especially the case as far
as anti-drug trafficking setups are concerned. Furthermore, the indicators chosen
for the ongoing evaluation are number of drug seizures and quantities of drug
seized and arrests. The choice of indicators involves dissatisfactions, conflicts
of interpretation and bias because of the artificial nature of these tools, and
because they are based on data generated by and within the very institutions that
they are supposed to help evaluate. Facing the new constraints of transparency,
manipulating performance indicators has become a rational strategy to avoid
sanctions. New public management could be viewed more as a political theory
than as an administrative doctrine. Is it merely a tool or a social field getting a real
autonomy?
Accumulation of Norms but No Assessment
One of the particularities of the French justice system is that the judicial investigation
of crimes (crimes) and of some serious offences (délits) and misdemeanors
(contraventions) is performed by an examining magistrate (juges d’instruction).
When the prosecutor (procureur) turns over a case to an examining magistrate,
the latter will delegate some of their powers of investigation and coercion, within
strict limits and under their direct supervision, to police or gendarmerie officers
habilitated to receive such powers.
The adaptability of criminal organizations and drug traffickers to the legislation
brings into question the framework of law enforcement interventions. When
confronting an ever-changing criminal scene, legislators are often faced with a
Scylla and Charybdis situation—rely on obsolete or insufficient laws, or produce
 In 2001, the French parliament has enacted a law that clearly expressed this
inclination to introduce a logic of performance and results and no longer simply a logic of
means (Loi organique n°2001-692 du 1 août 2001 relative aux lois de finances).
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too many laws whose implementation will be slow and that will make public
action less transparent.
The first problem, “not enough laws,” refers to those specific situations where
charges are difficult or impossible to bring given existing laws. These are not to
be confused with the situations where the police lacks resources to bring charges
against some suspects. For example, a study of synthetic drugs trafficking networks
(Colombié, Lalam, and Schiray 2000) has shown that some seasoned manufacturers
who know the legislation well may slightly modify some of the molecules present
in the tablets they make and thereby avoid charges since the chemical compound
that they market is not, or not yet, included on the list of banned psychotropic
substances. So-called “Spice” products (European Monitoring Centre for Drugs
and Drug Addiction [EMCDDA] 2009) and “mephedrone” (EMCDDA and
Europol 2010), which are the cause of a recent outcry in Europe, may largely be
viewed as the ultimate and most sophisticated results of this basic strategy.
Moreover, when a criminal gang has reached a certain level of illegal activity
it often hires specialists (lawyers, accountants, and so on) for two purposes—
defence, to block attacks from the legal system; and attack, to take economic
advantage of legal loopholes.
When investigating individual criminals or criminal organizations whose licit
activities and investments provide dozens of jobs, magistrates may choose to
moderate their zeal for fear of the social cost of more forceful interventions.
The second problem refers to the propensity to produce new laws in reaction
to events causing a public outcry following intense media coverage. Passing new
legislation theoretically enlarges the framework of intervention of magistrates
but there is no guarantee that the new laws will be implemented. The “inflation”
of both written and case law tends to slow down their implementation,
according to magistrates interviewed who said that they used only a fraction of
the available laws.
Furthermore, circularity, that is, the adaptation of law to reality and of reality
to law, involves some inertia, which offenders generally take advantage of. The
“arms race” between magistrates and criminals leads to confusion in the absence
of an overall evaluation of existing laws and their level of implementation.
In important drug trafficking cases, the judicial system focuses on the drugs
in order to materialize the offence, but tends to overlook investigating offenders’
assets and money laundering activities. Reasons for this include a lack of material
and human resources (not enough magistrates trained in financial matters),
time (money laundering investigations are usually long), and mutual assistance
between states. Financial investigations are further hampered when traffickers
use companies established in off-shore centres. Aware that pursuing the money
laundering ramifications of a drugs case requires time and resources, investigating
magistrates often will make an implicit calculation of the costs/probable sentence
ratio. Only if the elements available to them are solid enough will they attempt
to bring money laundering charges. Such costs/benefits analysis is common
throughout the judiciary, both implicitly (magistrates) and explicitly (police).
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Asymmetric Relationships
Observation of the French judiciary suggests that the interventions jointly
implemented by examining magistrates and police officers are unbalanced,
because police officers enjoy magistrates’ powers by delegation. While in most
cases this cooperation works smoothly, some drugs cases have shown that this
is not always so. The main reason is to be found in police practice, which must
often distort procedural rules in order to be able to investigate a case fully. The
use of “informants” is symptomatic of this situation, as is the fact that, for reasons
pertaining to police work, investigating police officers often hold many pieces of
information that they do not wish to share with magistrates. The level of mutual
trust that exists between an examining judge and investigating police officers will
determine in good measure the outcome of a case. This is especially the case since
the geographic mobility of judges is not always welcome by police officers. Such
a situation may be analysed in terms of principal/agent, where the magistrate is
the principal and the police officer the agent. The latter is supposed to perform
different tasks without breaching deontological rules in order to eradicate (or
curb) the drugs trade. In fact, the primacy of the judge-officer couple is put at
risk due to the demands from the chain of command. In other words, the trend at
present is that police officers are more concerned with pleasing their superiors,
so as to promote their career opportunities, than they are with close cooperation
with examining judges. Consequences of this situation include, for instance, that
spectacular “busts” that attract much media coverage may be preferred to long,
painstaking and uncertain investigations. It may be inferred that this problem
is due to a contradiction between the rules and laws that preside over judiciary
interventions and the practice in the field. Judges maximize their objectives when
the case is tried rapidly and the investigations are devoid of formal flaws that
defence lawyers might exploit. Given the human, material and cognitive resources
at their disposal, police officers maximize their own objectives, which essentially
revolve around their careers, when they uncover offences implicating several
offenders and involving the seizure of drugs, money, weapons and different
others objects. Moreover, in highly populated urban jurisdictions, especially along
  Agency theory was initially developed for the analysis of firms and rests on the
principal/agent relationship (Akerlof 1970). It describes relations between the shareholders (principal) and the manager (agent) in a context of information asymmetry (moral
hazard and adverse selection). The principal and the agent have contradictory interests.
While the share-holders’ main goal is to maximize the value of the firm, the manager
strives to maximize their revenue and therefore the size of the firm. Agency theory helps
explain firms’ strategies depending on whether control over the firm rest with the principal
or with the agent. Agency theory may be transposed in many fields, for instance public
administration (Posner 2000). It seems that this theory has not been mobilized in the field
of drug trafficking organization. However, close to this formal theory, some authors, such
as Margherita Turvani (1994), have applied the theory of transaction costs in organized
crime configuration.

Knowledge and Policies to Reduce Drug Supply in France

267

the Lille-Paris-Lyon-Marseille corridor, law enforcement is affected by some
corruption, although this is difficult to quantify. Police officers are the actors most
vulnerable to corruption because they are the closest to the field. For instance,
when large amounts of drugs, cash, jewellery, and so on, are seized, some officers
may keep a small proportion for themselves, viewing this implicitly as a bonus
rewarding the risk that they have taken. This may lead some judges to distrust the
police and impact negatively on the investigations.
This is the background against which judiciary interventions must take place.
Because of this background, the nature and quality of the information contained in
a case file is highly dependent on the degree of trust existing between examining
magistrates and police officers.
Information Loss and Lack of Rationalization
As far as experiences of drug law enforcement are concerned, the qualitative
knowledge of the professionals involved is rarely compiled, or valorized, or
centralized. Once a case has been tried, including all possible appeals, case files
are archived and rarely dug up afterwards in order to detect and analyse potential
patterns of personal connections, modi operandi, and so on. The only potential
link is the criminal record of an individual, which lists offences and associated
sentences. Given the mobility of judges, the knowledge accumulated in a specific
locale, especially the outlook of a local criminal scene, is rarely transmitted among
peers. As a result, much knowledge is lost, hurting the efficiency of the system.
Another well-known flaw is a lack of connections between judges and cases. A
judge may not necessarily establish a connection between two cases investigated
in two locations where the same individual is involved.
The lack of a means by which examining judges could share their experiences
with other judges militates against the emergence of a common culture and
highlights the solitary nature of the profession. The timeframe for action is when
a case is investigated. But once it has been tried, there is no prospective analysis,
for instance concerning the probability of offenders’ reoffending. In conclusion,
the memory of examining judges is rarely used or recorded, due to systemic
compartmentalization and localization.
Faced with the inaccessibility of information on drug supply, especially by
forms of organized crime, public authorities resort to an array of legal resources
including eavesdropping, controlled deliveries, wiretapping, “undercover”
infiltration, and so on.
 In the mid-2000s, a magistrate of Bobigny’s tribunal in the Paris area was indicted
for financial crime and money laundering linked with drug trafficking. In November 2008,
a Police captain (former chief of an anti-drug unit in Strasbourg) has been sentenced to ten
years’ imprisonment for diverting a drug seizure (press reviews of the French Ministry of
Interior, 2007–2008–2009).

268

Drugs and Culture

Effect of Centralization
Finally, let us note that there are asymmetries between the memoranda and
directives drafted at the justice ministry and their implementation at local level.
Centralization means that information flows are almost always top-down only,
so that local specificities are rarely taken into account and that judges see that
changes are imposed on them without explanations as to how they might fit into an
overarching purpose. Although examining judges are independent, the information
that they hold rarely flows up to the central offices. For instance instructions to
improve the fight against money laundering flow from the central offices down to
the local level but in disregard of their practicality, which for instance would require
additional specialized personnel and effective training in international finance for
judges. Similar asymmetries may also be found in the relations between the justice
ministry and prisons. The flows of information from prison managers toward the
ministry are given little attention, illustrating the fact that the system works on the
basis of orders sent down from the centre.
Public security is difficult to analyse due to the silence and compartmentalization
prevailing in law enforcement organizations. However, it seems that there has been a
decrease in the number of own-initiative investigations within the judiciary police in
recent years. This type of investigation is characterized by a concentration of human
and material resources and carefully designed strategies for action. Successfully
dismantling drug supply networks requires performing arrests in flagrante, which
produces solid, undeniable evidence that the offenders have committed the offence.
When such investigations result in heavy sentences for major traffickers, they may
temporarily disrupt the drugs supply system. Police investigations of major traffickers
require the concentration of important human and material resources for several
months (with high real as well as opportunity costs) but may be unsuccessful due
to insufficient evidence. Yet these investigations do produce valuable information
that may become exploitable months later. However, this is rarely taken into account
by the evaluation exercises performed afterwards. Because they imply long-term
observation, these investigations are well suited to assess the degree of adaptability
of traffickers acting individually or within criminal organizations.
By pursuing immediate results, drug law enforcement units privilege
spectacular operations that involve “busting” a few individuals and carrying out
“dry seizures,” but the overall efficiency of such tactics is disputable. This seeming
contradiction may be explained by institutional logics, that is, the competition
between law enforcement organizations, pressure from the chain of command and
the central importance of career promotion. Such logics combine to produce an
haphazard, contradictory and short-sighted form of public action. To this trend
must be added an increasing “bureaucratization” of police work. Paradoxically,
  In French police jargon a “saisie sèche” (literally, ”dry seizure”), is when drugs are
seized and the carrier(s) arrested, but no information about the owner(s) of the drugs and/or
the trafficking networks is obtained.
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the advantages provided by the introduction of information technology have been
accompanied by increased demands for administrative documents (pre-reports,
reports, balance sheets, audits, etc.).
Efficiency may also be hampered by possible differences in the methodologies
used by seasoned officers not very keen on further education and younger ones
eager to implement the theories learnt at the police academy. In this case, it is hard
to say whether both approaches are complementary or substitutable.
The analysis has shown that it is difficult for judiciary institutions to transform
information into solid and updated forms of knowledge. There is a gap between
the centralization of the judicial system and the poor rationalization of information
management. The result is emergency management characterized by the primacy
of the short-term and the “dictatorship” of events. Many of the malfunctions
observed in public action may be traced back to a weakness in multidimensional
and long-term reflexion.
Use and Misuse of Law Enforcement Statistics
Although police statistics are seldom based on scientific grounds, the culture of
statistics has long been a central feature of drug law enforcement. Police data are
a by-product of police activity formatted according to the formal and informal
rules in force in police organizations. Such rules are heterogeneous, changing and
subject to manipulation in some cases.
Though highly controversial, these figures are used as indicators of the activity
of law enforcement departments, which obfuscates qualitative aspects such as
knowledge concerning drug trafficking networks and operators or the destination
of drug profits.
In a critical study based on numerous interviews with anonymous law
enforcement officers and on the “état 4001,” the official table listing all offences
and crimes recorded in France since 1972, sociologists Jean-Hugues Matelly
and Christian Mouhanna (2007) have listed many of the techniques effectively
used within police and gendarmerie forces in order to manipulate statistics. For
instance, the authors show how arresting drug users is a means of improving the
overall clearance rate of a unit because illegal drug use allows to establish a direct,
immediate correspondence between an offence and an offender. For example,
by arresting three young males caught in the act of smoking a joint, a French
urban police unit on night duty will become able to report, all at the same time,
three offences, three remands in custody, and three cases cleared (a 100 percent
clearance rate). Many police managers apparently prefer this form of “statisticsfriendly” drug law enforcement to long, costly and uncertain investigations on
drug trafficking networks, especially when the deadline for handing in a unit’s
statistics approaches. Such tactics may be used as a corrective tool that is brought
to bear in cases where it appears that end-of-year statistics may not meet start-ofyear objectives and need “readjusting.”
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Politicians’ demands for quantifiable results and a well-known propensity of
law enforcement organizations to request ever more resources against the “drugs
scourge” converge to induce an increase in reported drug law offences. When
they become public, official law enforcement statistics may bear on budgetary
decisions and help police forces obtain more resources. But there are flaws in the
system, and the methodology used to produce statistics is not always transparent.
Moreover, statistics may be used for political ends by government ministers
and opposition leaders alike, and politicians rarely take into account, much less
mention, the intricacies of variable interdependence. It may be suggested that law
enforcement statistics on illicit drugs reflect in good measure institutional needs
and circumstances.
By Way of Conclusion
In France, the police reluctance to the project of knowing appears as a consequence
of state centralization and powerful corporatism. The idea is that police knowledge
is wholly empirical and the fruit of experience, it cannot be obtained by one who
is not a police officer. Studies of police work are felt as impertinent unless they
are performed by policemen. This idea is still very much a feature of police
corporatism in France, and it tends to disqualify in principle any external research
on the police as an institution, turning the latter into a type of “black box.”
Law enforcement organizations are quick to classify data regarding their
knowledge as confidential, apparently for fear of potential damages to their
reputation. Yet it is probable that if researchers were allowed to study how law
enforcement carries out its drug supply reduction missions, these would gradually
become more efficient. Instead, it would seem that demands for accountability,
efficiency, and legitimacy in purpose continue to be met by an abundance of
discourse. Public policy analysis would benefit from exploring what remains
of the social effects of political decisions once bureaucracies such as drug law
enforcement organizations have absorbed them and partly drained them of their
initial intent.
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Chapter 16

The Culture of Drug Policy
Henri Bergeron

Introduction
The term culture is used in many ways and has many meanings, but we can define
it, roughly, as follows: a set of spiritual, axiological and cognitive traits (values,
norms, knowledge, meanings, representations), which, together with material
ones (arts, traditions, techniques, and so on), are shared to varying degrees by
a community of individuals and work to shape specific, distinctive ways of
thinking, judging and acting. Understood in these terms, culture is a valid means
of distinguishing between widely varying social entities. We readily speak, for
example, of national cultures, professional cultures, subcultures (cultures of subgroups), and company cultures.
To counter common-sense beliefs and analytic reductions that conceive drug
users as all alike (the grim generic figure of the junkie has been an obsessive focus
clouded the vision of public opinion and politicians) and their way of “operating”
as heteronomous (“drug users are anthropologically or biologically different
from ‘us’”), the humanities and social sciences have worked to provide both an
“image of diversity” (Ehrenberg and Mignon 1992) and one of unity: diversity
of users, uses, substances used, ways of using them, contexts in which they are
used, meanings attributed to them, and so on, yet anthropological unity, in that
users ultimately prove to have the same abilities and skills as the rest of humanity.
“Cultural variables” are often called on to support these two observations. The
social and human sciences have explored in great detail the role of culture (cultures)
in producing not just national or regional singularities and differences, but also
differences among social groups. They have been at equal pains to resituate “drugusers” within the human community, by showing that their culture (or subculture),
social practices and worlds, despite their variability and particularities, in fact
reveal the existence of anthropological invariants.
The social sciences have also investigated singularities and differences
in collective regulation and social control frameworks and arrangements, and
cultural determinants have once again been abundantly cited. There are many
ways of attending to the notion of culture in this area. Some authors have shown
that certain public policies and policy instruments could be thought of as means
of controlling and resisting against what was thought of as a “cultural threat”;
 Translation by Amy Jacobs.
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in this category we can mention studies of drug laws that targeted practices of
ethnic minorities (Szasz 1976, Musto 1973) and studies of interventions by public
authorities against social groups laying claim to a counter-culture (Bergeron
1999, Pinell and Zafiropoulos 1982) or belonging to what some analysts have
called subcultures. Others have pointed up the cultural particularities of “moral
entrepreneurs”: tightly united and convinced of the universality of their values
and norms, such groups carry out genuine “crusades to impose their values and
norms on an entire community” (Mathieu 2005). Still others, while not neglecting
the importance of strictly economic and commercial determinants, have chosen
to emphasize the role of institutional and political habituses when it comes to
developing policy responses; for example, specific political values, a highly
particular notion of citizenship, how the given political system is organized,
how institutions operate and how relations are mediated between the state and
society (neo-corporatism, pluralism), specific legal and administrative traditions
and stable institutional power balances, the role of expertise and the weight of
science in shaping/framing public policy, varying degrees of independence and
involvement on the part of the medical profession and pharmacists, how much
access social movements have to the locus of public power and how legitimate
their actions are, and so on. Many studies have claimed that the particularities of
national public policies were due primarily to such singularities, which, in the
last analysis, reflect cultural habitus. Berridge (1996) points out that common
historical patterns can be discerned in the policies and policy instruments used in
European countries (e.g., the laws passed against drug use and sale in the 1920s,
then again in the 1970s, and those passed in the 1980s and 1990s in response
to the AIDS epidemic), but most existing studies have emphasized instead the
formal diversity of these relatively synchronous policy responses.
Two major, relatively recent policy phenomena deserve new attention today.
The first is the development of a genuinely European policy discourse, a relatively
new social fact that sociologists need to be able to handle. Overall, that discourse
as practiced in the various countries concurs on a few main principles to be abided
by and a set of interventions to be practiced in the framework of drug policies.
The second pertains to the relative convergence of policies actually under way
in the various European Union states. As in any scientific operation purporting to
demonstrate the validity of such claims, it is important to specify carefully the level
at which convergence is occurring and the dimensions used to evaluate it. I will
assess convergence here by considering two fundamental political dimensions:
legal attitudes and practices toward “simple” drug-users (i.e., who use without
intention to distribute or sell), and the political acceptability of harm risk-reduction
measures.
The hypothesis here is that movements of convergence can be identified for EU
member-states on these two dimensions. I show a) the existence of legal attitudes
 This chapter presents a condensed version of selected analyses developed in some
of my earlier publications (Bergeron 2005, 2006, 2009, Bergeron and Griffiths 2006).
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and practices that favor treating and socially reintegrating drug-users, and b) the
political acceptability and relatively extensive implementation, in many European
Union countries (a large majority of them if we limit the scope to the original
15 member states), of policy measures that reflect the harm and risk-reduction
paradigm. Though other criteria or dimensions could be used to demonstrate the
opposite point, that is, that the national policies of European Union countries
continue to be fundamentally different from each other, the two dimensions I
have chosen to examine are of particular symbolic importance from a policy and
political standpoint: they are particularly deserving of study, as they involve policy
and political positions and solution choices that implicate the very representation
of what a “drug-user” is and, conversely, of what we mean or think we mean by the
word “citizen.” It is no accident that these are precisely the dimensions chosen by
Courtwright and Hickman in this volume (Chapter 12) to contrast American policy
with policies developed in Europe.
Convergent does not mean identical, and any conscientious observer of policies
in European Union states knows how much they can still differ from each other. It
was not at all complicated to reach political consensus on the legitimacy of harsh
repression for drug-trafficking or drug-money-laundering, for example; but legal
and political attitudes in Europe toward simple using and harm and risk-reduction
have long remained extremely diverse and indeed conflicting. Those differences
engendered and fuelled many debates and even conflicts among member states;
European nations have regularly invoked the “subsidiarity principle” to prevent any
far-reaching Community action on the matter from being included in the Treaties.
Today, though there is not what could be called outright consensus among European
Union countries, we can say that many policy options are beginning to be shared,
and that those options are now discussed less emotionally, more technically; or that
policy solutions that have not really been debated at the EU level are nevertheless
being implemented—the same ones—in numerous EU countries. It is true that
the convergence among European Union member state policies on these two
dimensions has not precluded some states (particularly some of the countries that
joined the Union in May 2004) from merely resigning themselves to “converging”
and they are still on the look-out for political opportunities that will allow them to
contest the validity of certain measures and instruments. Nonetheless, harm and
risk-reduction measures and a legal attitude that favors treating and reintegrating
  However, as shown by the process of adopting the 2004 framework decision on
drug trafficking, which lays down “minimum provisions for the constituent elements of
criminal acts and penalties in the field of illicit drug trafficking,” this was no easy task. Still,
the principle of making drug-trafficking a heavy criminal offense, in accordance with legal
terms that had been fully debated by the member states through the Council of the European
Union, did seem of obvious normative necessity to most of those states.
 See the debates on the subject in response to initiatives by Members of the European
Parliament MEPs (for instance: Ms Koutsikou and Mr Lamassoure) in connection with the
“convention” for drafting the new European constitution.
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users rather than depriving them of their liberty are today considered politically
and legally legitimate options in the European Union. Though that legitimacy is
fragile for the moment, it is nonetheless real and constraining. It can therefore
reasonably be claimed that there are signs that a European cultural model for drug
policy is emerging, cohesive enough to allow the European Union, its institutions
and its member states to say they have reached shared positions (despite a few
recent failures; cf. the events that took place during the 2008 Commission on
Narcotic Drugs [CND]), even on topics such as needle/syringe exchange that
recently elicited strong disagreement at the wider international level; and singular
enough to produce a policy discourse and actual policies that are distinct from
those in other geographical regions, namely the United States. This is a culturally
distinctive model, then, in that it functions as a shared (cognitive and axiological)
matrix for conceiving and reflecting on the problems of drug use and developing
solutions that member states deem necessary.
To support this hypothesis, I first briefly retrace a few of the main movements
that have recently impacted on drug policy in Europe, attending first and foremost
to the two dimensions indicated above. As we shall see, much of the political
legitimacy and social legitimacy of this cultural model is founded on reasoning in
terms of public health and medical concerns. I conclude the chapter by presenting
some of the meanings and consequences that can be deduced from the existence
of this particular model.
Policies for the Repression of Drug Use in Europe
The Role of Cultural Variables in Explaining Drug Policy
As suggested above, there is not one handbook or research study on EU member
state drug policies that does not mention how distinct and singular they were
for many years. Each policy seemed to answer exclusively to the constraints of
its national political and institutional environment. The policies are thus said
to have been shaped primarily by national cultural demands and requirements,
though each state did come to recognize the validity of a few extremely general
transnational principles, decreed in the international conventions that succeeded
each other throughout the twentieth century. Studies of the genesis of the legal
means for repressing simple drug use (and/or possession for personal use) selected
by European member states in the 1970s show that in order to be adopted, those
means had to comply closely with what Tocqueville called the “general dominant
passions” of the particular countries promulgating them. The history of France’s
law of 1970 on the sale and use of narcotics clearly illustrates the demand that
there be elective affinities between France’s particular notion of citizenship and
its legal instruments. Ehrenberg (1995) has analyzed these points in detail, and
though his works have received substantial publicity and recognition, at least in
the scientific community, it is worthwhile recalling his main thesis. In 1970, in
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a political climate marked by imperious impulses to “take in hand” the mass of
young people who had shaken the French state during the events of May 1968
(Pinell and Zafiropoulos 1982), France, a signatory to the convention of 1961,
passed a piece of exceptional legislation. The few epidemiological data available
at the time did not attest to an “epidemic” of drug use of the sort being declaimed
against in speeches in the Assemblée Nationale or the Sénat and relayed by the
media. What bothered French parliamentarians and politicians was that drugs
were not alcohol. Above and beyond the economic interests implicated in alcohol
and represented by alcohol lobbies capable of mobilizing a vast support network
of French MPs, alcohol in France was thought of as part of the national cultural
heritage—a national identity stimulant, and a lubricant of French sociability (as
long as it was consumed in moderation). According to public perceptions of drugs,
on the other hand, not only could they not be consumed “sensibly” but they were
apprehended in terms of their presumed capability to destroy the social tie. In
the political imaginary of the time, Ehrenberg (1995) explains, taking drugs was
understood as a way of rejecting the social order, society and the rules of which
it was composed. The drug user was perceived as an individual who had dropped
the fundamental quality of being a citizen, a person who refused to participate
in the life of the polis, preferring to withdraw into the private dimension of his
or her life (Ehrenberg 1995). It was incumbent on the state, the guarantor of
social order and the general interest, to reintegrate drug-users into society by
prohibiting and condemning private consumption. This regulatory arrangement
was nonetheless “exceptional” in French law (Ehrenberg 1995). The principle
underlying the legislation was to protect individuals against themselves, so they
would be able once again to “enjoy” or recover what made them citizens (it
should be noted that the argument of protecting others against drug-users’ “bad”
behavior did not have much resonance in the debates of the time). And to this
end, lawmakers and public opinion were ready to accept the idea that individual
freedom could be restricted.
Ensuring protection against the ills that the individual’s behavior could cause
others is more clearly a legitimate strategy for framing social problems in the
United States and getting them on the policy agenda than it is in France. The
issue of smoking illustrates the cultural contrast between France and the United
States on this point. Nathanson (2005, 2007) notes that blaming the tobacco
industry for the social scourge of smoking is actually quite a recent strategy
in the US. At the beginning of what would become the “war on smoking,” the
public health authorities’ strategy for combating the problem was to stress the
individual responsibility of smokers: they themselves could reduce the health
risks of smoking (primarily cardio-vascular problems and cancer of the upper
respiratory and digestive tracts)—simply by quitting. This approach gradually
changed in response to a new kind of activism, which legitimated its cause by
identifying itself with earlier civil rights movements. It demanded recognition
of non-smokers’ right to breath clean, healthy air. A movement entitled Group
Against Smokers’ Pollution (GASP) was created in 1971 and quickly endorsed
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by the American Lung Association. In its attempt to transform the “image”
(Baumgartner and Jones 2009) of smoking by focusing attention on aspects of
the phenomenon that until then had not really been “visible,” this group worked
to get exposure to cigarette smoke perceived as the unintended consequence of
others’ exercise of their freedom. Arguing that the right to breath unpolluted air
was superior to smokers’ individual freedom, they called on the public authorities
to intervene, with the understanding that it was their duty to arbitrate between
these competing interests (if not to speak justice and truth). The industry itself was
essentially left in peace during these debates and clashes, and it was not until the
mid-1990s that it began to be systematically demonized. In France, anti-tobacco
activists acted within the framework of much smaller, tighter (not to say “elitist”)
social groups (Berlivet 2000)—in striking contrast to the vast social movement in
America, likewise described by Gusfield (1981) for the case of “drinking-driving.”
French anti-tobacco policies were supported by a few cancerologists (cf. the role
played by Dr Tubiana, who had close ties to the then-health minister Simone Veil
[Berlivet 2005]), respiratory disease specialists and public health academics, all of
whom enjoyed privileged access to the highest powers of the state (Berlivet 2000).
But it was primarily on the state’s initiative, by way of the Loi Veil (Padioleau
1977), that the combat against smoking was put on the policy agenda, in what may
has also been described as a process of “agenda-setting at the top” (Berlivet 2005).
France’s anti-tobacco associations were small; the few members they had were
often looked down upon or thought of as “fanatics.” Not much attention was paid
to individual smokers, and passive inhalation never played the role it did in the
United States, though it was one source of controversy at the time. French debate
more readily centered on how to find the right balance between individual liberty
and the government’s responsibility to protect public health.
How can we account for such sharply opposed ways of publicizing issues?
Nathanson (2007) holds that in the centralized country of France, the public
authorities are cut off from the demands expressed by social actors, and that
initiatives tend to be taken by and within the state itself. In matters such as those
implicated in the Loi Veil of 1976 and the Loi Evin of 1991 (on alcohol and tobacco
advertising), the government’s moral responsibility and duty to intervene was
simply taken for granted: it was up to the state to protect the common good against
particular interests, namely economic ones, even when economic interests and
state interests coincide (the SEITA [Société d’Exploitation Industrielle des Tabacs
et des Allumettes] was a national state enterprise at the time). In the United States,
on the other hand, state structure is conducive to decentralization; executive power
at both federal and state levels is relatively weak, and federal power is horizontally
split due to the sharp separation of powers (reiterated at the level of the individual
states). For Nathanson (2007), these characteristics were designed to give social
 The American Cancer Society did not get involved in the “battle” until the late
1980s, when it decided to go against its Southern conservative supporters, many of whom/
who had strong interests in the tobacco industry.
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forces maximum access to “the gatekeepers” and to minimize the federal state’s
ability to act. Policy entrepreneurs in Congress or the Senate choose to endorse
causes that will bring them broad national support (Padioleau 1977). The American
political system thus offers social movements more and wider “points of entry”;
such movements are understood to have a legitimate role to play in shaping public
policy decisions. The number of Congressional committees that can hold hearings
on a particular subject and the way committees compete to extend their sway to
as many issues as possible translate into opportunities for social actors—social
movements and lobbies alike (Baumgartner and Jones 2009)—to impact on policy.
This political system, according to Nathanson provides social actors with more
incentives to develop or join social movements than any other democratic system.
This in turn means that when supporters of a given cause take up activist arms
for it, they adapt their strategies to the perception they have of the institutional
structures and political/policy culture that legitimates them. In a country that
balks at the idea of state intervention, taking up arms against the tobacco industry
was not a preferred option during most of the anti-smoking campaign. The way
the smoking issue was constructed in the United States, that is, in terms of the
competing rights of smokers and non-smokers rather than as a public health issue,
was thus in part determined by the institutional opportunity structure.
Finally, for drugs and tobacco alike, we see how deep the mark of national
political and institutional cultures is, not only on the socio-political processes
that govern policymaking and policy action but also on what form policies,
instruments and legislation actually take. In the matter of drugs, this is particularly
true for policies on use. Use of narcotics long seemed to belong to the set of
subjects (including abortion, homosexuality, and euthanasia perhaps) that were
so sensitive that in trying to deal with them, states were strongly inclined to
return to their most singular national traditions (Bergeron 1999).
Recent Convergence of Legal Policies and Instruments
National institutional arrangements have not disappeared, and they continue to
orient and shape the course of political and social processes for producing national
policies and legislation. Political scientists, particularly those of the institutionalist
approach, incessantly point to what is considered in that field a well-established
fact: the inertia of institutions and their generally incremental ability to change.
Nonetheless, well-informed analysts of drug policy in the European Union will
surely have observed that the legislative arrangements of a significant number
of EU countries, while recently developing in different ways, yet show certain
convergent, highly significant results, which I will now examine.
Modes for handling the legal offense of using substances classified as narcotics
or, in countries that do not punish use, possessing such substances for personal
use still vary greatly from one member state to another (OEDT [Observatoire
Européen des Drogues et des Toxicomanies, 2005a; Cesoni 2000, Derks, van
Kalmthout, and Albrecht 1999). This fact reveals the substantial nature of national
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juridical traditions (OEDT 2009). However, it is not incompatible with the
observation that a number of recent movements within those systems, movements
that are likewise quite varied but all in comparable directions (this is particularly
applicable to the 15 initial member states), attest to a tendency to think of use
as an offense that should no longer be punished by a prison sentence, or at least
should only be so punished as infrequently as possible (OEDT 2005a), with the
complementary understanding that treatment and reintegration measures are to be
preferred. In Spain (from 1991), Italy (from 1992), Portugal (from 2001) and the
Czech Republic (from 1999) for all narcotics, and in Belgium (from 2003), Ireland
(from as early as1977), and Luxembourg (from 2001) for marijuana/cannabis
only, the legal measures applied for the offense of use (or possession of small
quantities for personal use) involve very little in the way of freedom deprivation
if there are no aggravating circumstances or if the accused/user is not a repeat
offender. The laws provide for punishing these offenses with a vast range of other
sanctions instead: warnings, fines, driving license suspension or, for foreigners,
cancellation/suspension of residence permit (Italy). Other countries (Austria [law
passed in 1998], Germany [in 1994 and 1998], France [1999], Denmark [1992],
and Hungary [2003] and the United Kingdom [2004]) have chosen to pass or
amend laws or edicts or else to use all sorts of other legal instruments in order
either to restrict the possibility of incarceration to particular, strictly defined
situations or give “greater evaluating power” to the public authorities (OEDT
2005a) in deciding whether or not to punish, the point being to avoid punishing
drug use by prison sentences.
It cannot be inferred from the changes in these legal dispositions that there
is no longer any will to control simple use in any European Union country. The
principle of prohibiting simple use or possession of small quantities for personal
use has in no way been called into question/contested in Europe, and there are still
countries (see second group above) where users can be given prison sentences (and
some are). Moreover, the new arrangements have not been stabilized everywhere;
some countries, such as Italy recently and Denmark in 2004, periodically submit
them to harsh critical reexamination. However, it can reasonably be claimed that in
many European Union countries, regardless of the legal technique chosen (passing
a new law abolishing penalties that deprive of liberty, amending an existing law so
as to limit the conditions in which prison sentences may be issued, no change to an
existing law but a decree specifying how it is to be applied, and so on), drug use is
increasingly less likely to be perceived as an offense serious enough to deserve the
harshest sanction allowed by the legislative systems of democratic European Union
countries (i.e., incarceration), whereas treatment and reintegration are clearly put
forward as the most legitimate solutions for handling an arrested user/user.
Recent Convergence of Judicial and Police Practices
While the number of possible offenses against drug laws has considerably increased
since the mid-1980s in most EU countries, particularly for marijuana/cannabis use
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(OEDT 2008), a sign that use is being heavily policed, use-repression policy in
some countries can be said to have undergone relative de facto (by opposition
to de jure) de-penalization, a process that can be defined as what happens when
it becomes highly unlikely for legally punishable behavior to be punished with a
court sentence (Cesoni and Devresse 2007). De-penalization occurred in France
in the 1980s and 1990s. Numerous expert studies show that few cases involving
persons taken in for questioning on a charge of use were actually handed over to
the Parquet [rough equivalent of the public prosecutor’s office] while offenders
in other cases that the Parquet had left it up to the police to handle, were released,
usually after being issued nothing more than a warning (Barré, Froment, and
Aubusson de Cavarlay 1994). Only 15 percent of all persons who had committed
the offense of simple use in France (figure for 1999) were given penal convictions
(Simmat-Durant 2004; see also Aubusson de Cavarlay 1997). These figures were
due to procureurs de la République [public prosecutors] making intensive use of
their right to dismiss cases. Some authors interpret them as reflecting magistrates’
resistance against legislators’ choices—specifically, against the move to criminalize
simple use (Cesoni and Devresse 2007), which magistrates deemed an ill-adapted
response if it led to imprisonment. Thus, while the policy in place called for heavy
police pressure on use, manifested by a high number of arrests—particularly in
what are called “sensitive” neighborhoods or districts on the outskirts of major
urban centers—these arrests were also quite unlikely to lead to conviction by the
penal system, and even less likely to involve prison sentences.
Turning from the French case to the situation in other EU countries, we
actually find a number of similar responses (OEDT 2005a), though state-tostate comparison is made difficult by the fact that legal concepts (definitions and
terminologies) and data-collecting methods (units studied, counting procedure)
differ greatly from country to country (OEDT 2009). Some comparative studies
(on the first 15 EU member states) seem to suggest, without really managing
to demonstrate it, that “police activity (i.e., on the streets) seems concentrated
on dissuading people from using by a high number of arrests, especially for
marijuana/cannabis-related offences, while at the judiciary level (i.e., vis-à-vis
users) there seems a tendency to dismiss cases or suspend procedures involving
probation orders (at least for first offenders) or, if necessary, to require the user to
get treatment and even psychological help” (OEDT 2005a: 19). A more recent
study confirms this trend: “many use-related offences—often the majority—do
 Relative in the sense that it varies in intensity from one territory to another and does
not preclude penal conviction.
  While recent French laws (e.g., the law of June 23, 1999, on alternative penal
sanctions, and the crime law of March 2007) triggered a process of “re-penalizing” simple
drug use, deprivation of liberty is not a sentencing priority.
  This point of course depends entirely on national legal configurations and principles,
since certain countries operate in accordance with the legality principle, others with the
principle of responding most appropriately to the particular case at hand.
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not reach court, as they are dealt with at an earlier stage” (OEDT 2009: 13). This
same comparative study suggests that of the 13 countries able to provide data
“for personal use offences, six countries were most likely to issue a fine” (Czech
Republic, Denmark, Germany, France, Latvia, Netherlands); “five reported
warnings or suspended processes as the predominant outcomes” (Italy, Austria,
Portugal, Slovakia, and United Kingdom); that “warnings or suspended processes”
in these countries seem to be “the predominant outcomes” and “two were mostly
likely to issue a suspended prison sentence” (Poland and Croatia) (OEDT 2009:
12). In four countries that could not provide precise data (Ireland, Luxembourg,
Hungary and Sweden), it was estimated that “fines were used frequently” (OEDT
2009: 12). In eight of the nine countries for which the figure could be calculated,
only 4 percent to 12 percent of cases that “reach court” involved “immediate
prison sentences” (OEDT 2009: 12).10 The conclusion is that “the majority of
countries would give fines (some warnings, some community work orders) for
personal use offences, but in Central and Eastern European countries … there
was a clear preference for suspended prison sentences” (OEDT 2009: 14). On
this point, the situation in the United States seems radically different. In the mid1970s, the Nixon administration (see Courtwright and Hickman, this volume
[Chapter 12]) developed and energetically applied an extremely aggressive policy,
often termed “the war on drugs,” that primarily targeted dealers but was likewise
hard on users. Analysts such as Wacquant (1998) say that the tendency to imprison
persons having committed minor offenses against drug laws, including simple use,
explains in large part why the prison population in the United States quadrupled
between 1975 and 1995.
We can therefore hypothesize (though the claim would have to be further
documented) that there now exists “something” like an emerging model of
regulation policy, and that it is characterized by practices that tend to avoid
issuing sentences that would deprive simple users of their freedom while favoring
therapeutic or integrative measures for them (though these practices are unevenly
distributed within/among member states and their regions). A regulation model
of this sort is called “emerging” because it has not been explicitly or objectively
recognized or officially, collectively appropriated at the level of European Union
institutions—in contrast to preventive, therapeutic and harm and risk-reduction
type policies, as we shall see—or by the set of member states; that is, there are no
legal instruments or policy documents that either constrain or provide incentive
  The eight countries are the Czech Republic, Denmark, Germany, France, Poland,
Slovakia, the United Kingdom and Norway (Norway is not part of the EU but a member of
the EMCDDA [European Monitoring Centre for Drugs and Drug Addiction).
10 It should be added that repeat offenders are the most likely to be issued “immediate”
prison sentences (OEDT 2009). These sentences therefore do not reflect the legal attitude
toward first-time simple use without aggravating circumstances. And it has been estimated
that prison sentences are often issued to individuals for whom “use” is a pretext offense
when not enough evidence can be found to prove other offenses.
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to members to act similarly on this point.11 On the contrary, many member states
declare publicly that it would be very hard to reach an agreement on the matter, and
that this is an area that must be left to national jurisdiction.12 Still, the afore-cited
relatively convergent practices, which, taken together, may be said to constitute an
emerging regulation model, are a remarkable policy and political phenomenon.
Public Health Policies
There also seems to be a discernible regulation model for public health policy, the
other instrument for socially controlling drug use. Sociologists are well aware that
choosing to medicalize a practice does not mean that there is no longer any will to
socially control it, as Peter Conrad’s text here demonstrates.
A Medicalization Process That Has Long Remained Incomplete
The first attempts to medicalize drug use were made long ago. According to Castel
and colleagues (1998), the late nineteenth-century appearance of “deregulated
uses” marked the start of a process of publicizing the drug problem and elicited the
first attempts to medicalize compulsive, dependent use. But as several authors have
shown (for example, Bachmann and Coppel 1989), the contours of the nosological
entity of drug addiction long remained uncertain. At times it was considered a kind
of intoxication/poisoning; at others, a matter of madness, insanity. And at first,
few doctors and psychiatrists chose to treat or study addicts; not many specialized
in the problem. There was no career to be made in addiction, either the drug or
alcohol variety, in contrast to clinical bacteriology, for example, which in the early
nineteenth century was recognized as a specialty and institutionalized in many
sanitoriums and by way of chairs at important hospitals (Dargelos 2005). The first
efforts to medicalize—specifically, to“psychopathologize” (Yvorel 1992)—drug
addiction were made in the shadow of what would long remain primarily judicial
and police regulation. It was not until the 1960s and only really in the 1970s that
many European countries promulgated laws on the matter—some providing for
11 However, European Union action plans and strategies, that are unanimously
adopted by the member states through the Council (plans for 2005–2008 and 2009–2012),
do exhort those states to develop alternative measures to prison, particularly therapeutic
treatment measures.
12 The European Union framework decision adopted in 2004 defines trafficking and
dealing offenses, but Article 2.2 specifies that the decision does not apply to any activities
that offenders carry out “exclusively for the purposes of personal consumption as defined
by national legislation.” This may be interpreted either as a way of leaving broad latitude to
member states who refuse to accept any shared position on legal treatment of simple drug
use (or detention for personal use), and/or as kind of recognition that a dependent user can
often only meet his consumption needs by selling drugs but that this does not necessarily
make him a dealer.
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therapeutic measures as an alternative to conviction or an integral part of court
sentences—and that public authorities first expressed the wish to develop more
substantial health treatment policies.
It will come as no surprise that, like use-repression policies, public health
policies on drugs and treatment facilities began developing in European countries
within the framework of institutional and cultural habitus that shaped them in
particular ways. In the 1980s and 1990s in Europe, four main etiological models
dominated the “scientific” market for explanations of drug use and addiction (Lert
and Fombonne 1989). First came theories of metabolic deficiencies, holding that
drug addiction pointed to an organic defect in certain individuals that should be
treated first and foremost by opiate substitutes such as methadone. Then there
was the “family” theory, wherein drug-taking and addiction were understood as
symptoms whose meaning could only be understood by taking into account the
family context in which those practices took place. This theory held that there
could be no therapy without including relevant members of the drug-addict’s
family. Psychoanalytic theories, meanwhile, conceived of drug addiction as a
symptom of mental suffering that in turn implied “defects in ego organization
and narcissistic disturbances” (Lert and Fombonne 1989: 67). Lastly, there was
the psychosocial model, which assigned decisive importance to theories of social
conditioning (behaviorism) and the psychoactive properties of the substances,
particularly their ability to induce euphoria; here drug use and addiction were
understood to involve a temporal process characterized by the experience of many
“positive reinforcements,” not the least of which was the pleasure procured by the
substance. These specific theories were associated with paradigms that were also
specific—and not always compatible with each other. They inspired the therapeutic
initiatives and local clinical approaches developed on the ground by the first drug
addiction care-givers and were aimed primarily at opiate users. Some caregivers
favored using normative pressure from the community group as a kind of “sinew”
in the therapy “war”; others emphasized the substitution substance as the essential
ingredient of the cure, while still others envisaged treatment in the form of a dual,
long-lasting relationship in which the drug addict was to “work through” the
events that marked his or her early childhood and primary socialization process.
What is important here is that at the time, these therapeutic approaches were all
considered to be about equally effective (Lert and Fombonne 1989) when it came
to attaining the goal of abstinence prescribed by many public health policies. In
a situation of such strong scientific indeterminacy, the choice of a “technique”
was more ritual than rational in Weber’s sense (de Kervasdoué 1979). In most
European countries, it was decisively conditioned by political and institutional
variables, particularly those pertaining to the institutional arrangements structuring
the medical profession, the profession’s commitment to working on certain
approaches to the problem rather than others, the professional dynamic of medical
specialties, and the degree to which the profession could act independently of
the political authorities. Great Britain, where the medical profession was deeply
involved—contrary to the situation in the United States at the time (see Conrad
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and Mackie this volume [Chapter 4])—drew on its tradition of opiate prescribing
as a means of developing methadone use (Berridge 1996). France, in the shadow
of the ubiquitous Jacques Lacan and in the context of a radical transformation of
the psychiatric field (Bergeron 1999), fell for psychoanalysis. The Netherlands
developed various solutions, including harm and risk-reduction measures, while
Italy wove a vast network of therapeutic communities.
The Beginning of Convergence
It is now clear to all (not just to conscientious observers of drug policies in
European Union countries) that the sudden appearance of AIDS in the mid-1980s
considerably upset the health and therapy policy situation, specifically and perhaps
most profoundly in the area of drug policy, which had been slowly stabilizing
over the preceding 20 years. It gradually became clear in European countries that
the strategic option of requiring that treatment cure drug addiction and, in some
countries, the maniacal attempt to require abstinence (France [Bergeron 1999] and
Sweden [Tham 1995] among others) were not compatible with the risks implied
by the growing AIDS epidemic.
Though national paces varied greatly and the public health traditions and
systems in place were part of differing welfare-state models (Cattacin and Lucas
1999, Cattacin, Lucas, and Vetter 1996), many European countries began deciding
to develop and apply more strictly preventive and palliative policies. Specific
attention was paid to both obvious and possible consequences of opiate use. What
political scientist call “advocacy coalitions” (Kübler 2000, Sabatier and JenkinsSmith 1993) or “public policy communities” (Grange 2005) began to form in
a great many countries; vast networks of actors from diverse backgrounds and
activities (physicians working for humanitarian associations, associations of
former drug-users, addiction treatment professionals, physicians specialized in
preventing HIV infection and treating AIDS, sociologists, and so on), all with
relatively similar views on what kinds of public health and treatment policies
should be designed and implemented. These actors argued that it was necessary
to reorder the priorities of therapeutic policy: it was now largely preferable to
apply “consequentialist” policy rather than the “causalist” variety that had long
prevailed in Europe (Gusfield’s distinction [1981]).
Taking advantage of support from anti-AIDS activists who had been able
to obtain positions of political influence, these actors succeeded in putting the
so-called “harm and risk reduction” model—first developed in the Netherlands
(Boekout van Solinge 2004, Derksen and van de Wijngaart 1996; Kaplan and
Gelder 1992)—on the policy agenda, first in Great Britain, Switzerland and
Holland (mid-1980s), ultimately (mid or late 1990s) in the most resistant countries
(France and Sweden, among others). There is no need to examine these policy
and political events and processes in detail here, but it should be pointed out that
a number of important harm and risk-reduction instruments (distribution of sterile
injection equipment, extensive distribution of substitution substances [methadone,
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and in some countries buprenorphine and other medicines], “low threshold”
treatment centers, targeted prevention campaigns, and so on) have now become
part of the “legitimate” strategy of most member states, including in new member
states (though to a lower extend),13 to the point where a significant number of them
ratified the necessity of such measures by making them part of their laws.14 The
European Union, meanwhile, officially recognized the importance of them by way
of a Council recommendation, unanimously adopted in 2003.
It is true that the implementation level for these policies (i.e., degree to which
user populations are covered) and the accessibility of their programs still vary by
country and “setting” (e.g., prison). Some measures are still subjects of controversy,
such as controlled distribution of heroin or medically supervised injection centers.
Moreover, in some member states actors are quick to contest these policies as
unsound as soon as the political context allows (this recently occurred in France).
Still, the diverse measures do represent an overall policy approach that it would be
difficult to fully contest today, an approach that has been implemented throughout
the European Union, according to annual OEDT annual reports, including in the
new member states that joined the Union in 2004 and after: the 2003 European
Council recommendation, just to take this emblematic example, is part of the
acquis communautaire that new member states had to have transposed into their
national contexts before this admission to the Union in 2004.15 This overall policy
approach clearly signifies that member states have recognized—and that (to
varying degrees) they are willing to assume the political consequences of that
recognition—that drug use is not, as was thought in the 1970s and 1980s, some
sudden fever that could be “knocked out” of the “patient” but indeed a lasting
anthropological fact in western societies, and that not only its causes but also its
risk-heavy consequences should be dealt with.
The development of risk-reduction policies should therefore be thought of as a
process whereby a problem once grasped and defined otherwise—namely in terms
of public order and security—was transformed (also) into a public health problem.
This process was the result of a “twofold operation: translating social phenomena
into public health language, and fitting this new reality into public space” (Fassin
1998: 15). It has not been without impact on representations of drugs, users, and
uses. The new public health grammar has worked to fit drugs and drug use into an
overall understanding in terms of risk: there are now high- and lower-risk drugs,
just as there are types of behavior that can be characterized as high- and lower13 Figures and evidence about the large diffusion of harm reduction measures and
instruments can not be extensively presented in this chapter, but are readily accessible on
the EMCDDA’s website.
14 See the EMCDDA’s European Legal Database on Drugs (ELDD) tables, particularly
the “topic overviews” entitled “Legal Framework of Needle and Syringe Programmes” and
“Legal Framework of Opioid Substitution Treatment.”
15 However, we should not delude ourselves about whether they were fully
implementing this acquis at the time they joined.
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risk. There was a time when “drugs” was a generic term encompassing multiple
substances and any and all types of drug use were equally demonized. As has
occurred for many other problems (Borraz 2008), risk has become the unit by
which drugs and ways of using are ranked and classified; as Peretti-Watel points
out (2004 and Chapter 3 in this volume), drugs and uses are now part of a vast
continent of “high-risk/risky behaviors” or “risk factors.” This development
unquestionably reflects the domination of epidemiology, a favored academic
idiom for assigning causes in the area of public health.
As drug problems came to be cast in terms of risk and public health, the
medicalizing of addiction became stronger. While the extensive distribution of
methadone has been interpreted by several analysts as a move to medicalize anomic
uses, in that a social state is now being regulated by administering a medicine, it
is also important to point out the rise of etiological explanations directly linked
to biomedicine, particularly neurobiology. In several European countries, there
is now a greater will among policymakers, at least those working in the area
of public health, to conceive of use of illicit drugs, psychoactive medicines,
alcohol and tobacco as all likely to lead to risky practices, even to dependence.
A number of scientific studies have obtained unprecedented political success by
insisting on the fact that addictions of any kind, regardless of the substance or
behavior (gambling, bulimia, and so on), should be understood to result from
chronic neurobiological dysfunction (based indifferently on innate or acquired
vulnerability). The understanding is that the same neurobiological (dopaminergic)
pathways are implicated in all types of addiction. Though there are at present no
more than a few public policies providing for comprehensive therapeutic treatment
centers that would handle every kind of addictive behavior (France and Spain
have such policies), prevention policies have been developed that synoptically
target all substances (Zobel, Ramstein, and Arnaud 2004). “Biologization” of this
sort is having the effect of further medicalizing the types of drug policy that got
under way with the advent of AIDS, and casting them even more fully in terms of
public health, by undermining bases for legal distinctions between licit and illicit
substances together with the exceptional status of drug use regulation, all in the
name of medical thinking and “biolegitimacy” (Fassin 1998).
Conclusion
A European Model of Public Regulation
What can be learned from this historical overview? First, though public policy
long seemed to be defined in the framework of fundamentally national approaches
and specificities, the development by which drug problems came to be seen first
and foremost as medical and public health problems, upon the advent of the AIDS
epidemic, worked to efface some of the most salient policies differences among
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European Union countries.16 In the 1990s and 2000s, the policies decided on and
implemented in European Union states seem to have gradually come to resemble
each other against certain important dimensions, a consequence of the increasing
recognition that prevention, treatment and above all risk-reduction were crucial
components of “proper” anti-drug strategies and the combined rejection of
prison as appropriate punishment for simple use and recognition that treating and
reintegrating the user are more appropriate solutions. Though it is hard to prove
that the change in legal attitudes toward users is due to penetration by public health
and medical ideas into the judiciary arena, that is an attractive hypothesis, one that
deserves more systematic exploration than it has been given thus far (Bergeron
[forthcoming]).
Berridge, in 1996, established a strong contrast between the “liberal” policy
of the Dutch and the German policy in effect at the same time, known for its
strict adherence to the abstinence model. It would be hard today to demonstrate
any such differentiation for the two dimensions I have chosen to base this
comparison on, though once again, the move toward convergence in drug
policy leaves significant maneuvering room to member states; that is, on other,
more specific dimensions. Of course differences still exist between “first” and
“new” member states: to some extent, the integration of Eastern Europe into the
“old” EU renders the conclusions of this chapter weaker. Yet, it would also be
hazardous to conclude at the existence of two very different European regions:
if they exist substantial legal differences regarding drug use offense between
some of the new comers and the rest of the EU, the figures and the analysis that
have been presented in the section on judicial and police practices relate as well
to new member states at large; and the remaining differences regarding harmreduction policies pertain, for a great part of them, to the level of implementation
of responses, rather than to the legitimacy of those policies.
This case of gradual policy convergence seems to have followed a bottomup model, the reverse of the Europeanization process, though the European
Commission, by way of a series of “drug programs,” did begin strongly encouraging
adoption of the model in the early 1990s (Bergeron 2005, Grange 2005). At the
time, the Union seemed to be acting on a modest scale. Today there are a great
16 The social and political processes by which such progressive policy convergence
has been made possible cannot be presented here: they are being explored by the author
of this chapter and disserve a chapter or even a book for themselves. In this chapter, we
(attempt to) describe more than we explain European drug policy convergence. In that
respect, we may consider that AIDS has prompted European policies to tackle the health
dimensions of drug use and the need to reframe it as a public health issue; yet one must be
wary of an interpretation that postulates the existence of a simple causal and mechanical
link between problems, their definition, and their political management; if the appearance
of aids can certainly be understood as one of the main causes of the changes occurred, one
still has to understand what were the mechanisms and processes that helped to pave way
towards the specific type of change that has been observed.
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many policy and regulation initiatives on the part of Union-level services and
institutions, and these are now deepening the afore-cited development. Many EU
legal instruments and policy documents (Strategies, action plans, and so on) even
assume and promote publicly and officially this model and the principles on which
it is based. The extra-national space of national drug policies has often and long
been viewed through the prism of international agreements. Researchers have
often cited such agreements as at least partly responsible for synchronized passing
of national laws and regulations. Today we can circumscribe an intermediate space
that is nonetheless situated at the European Union level and that is helping to
promote policy convergence in this matter and to institutionalize (by becoming
one of its primary resonance chambers) what has almost spontaneously (at least at
the outset) become a political—and therefore cultural—model of regulating and
controlling drug use in Europe.
That model becomes clearer and its contours more readily identifiable if we
compare European policies to American ones. As suggested above, some analysts
claim that in the United States the state is no longer “social” but “penal” (Wacquant
1998), the idea being that the strictly penal response there increased as socially
oriented “supply” declined. This analysis does not apply to the European situation,
or at least not perfectly. To borrow Wacquant’s terms, we could say that in Europe,
harsh penal treatment in the form of prison sentences for drug use has gradually
acquired a negative symbolic connotation, whereas the medical and social
“welfare” approach has gradually acquired a positive one. But this development
in drug use regulation has not prevented an increase in arrests (already massive)
of simple users in many countries, or attempts to maximize the judiciary response
to drug use (avoiding as much as possible imprisonment, however) in others,
such as France, or general maintenance of the prohibition principle. In the case
of Europe, then, it is more accurate to speak of a juxtaposition phenomenon: the
social welfare state and the repressive state (for some countries, the penal state)
can be said to operate alongside each other rather than compensating for each
other (Bergeron 2009).
A Culture of the Individual
In any case, we have been seeing a remarkable movement to medicalize drug
policies in Europe and to focus them on public health. Drug use is of course
symbolically associated with drug-dealing/trafficking, and drug-dealing/trafficking
with issues of public order. Policies for combating public nuisances and ensuring
the security of public space are of course operative in many countries (OEDT
2005b), reminding us that public security and social order remain fundamental
political and policy issues. But it is notable that in both the political and policy
fields and the public space of European societies, biomedicine and epidemiology
too have become preferred idioms for presenting and debating drug use issues.
In this context, it is important to note that biomedicine together with
public health and its preferred academic language—epidemiology—tend
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to focus attention on individuals, on risks and risk factors as they pertain to
individuals, despite precautions against this kind of selective attention. There
are different ways of doing this. In biomedical research into both genetics and
neurobiology, the various use behaviors are understood in terms of the individual
in that specialists exploring pathogenic mechanisms tend to interpret potentially
addictive practices (dependence, of course, but also use and abuse) in terms
of bodily functions and, in neurobiology, brain function. Peretti-Watel (2004
and Chapter 3 in this volume) has analyzed in detail the discursive mechanisms
underlying this tendency in epidemiology. In both fields and despite calls (that
are often merely rhetorical) to take into account extra-individual causes, drug
use, abuse and dependence are readily thought of without reference either to
the collective interdependencies that shape them or to their socio-economic
determinants. However, sociologists, anthropologists, and some epidemiological
researchers, all of whom insist on the importance of socio-economic variables
in the genesis of addictive practices, know full well what drug use owes to
the instituting of collective norms, particularly those of individualism and
performance (Ehrenberg 1995), and/or to social inequalities, social domination
and social structure (Bourgois 2001).
As suggested in this chapter, those academic languages ineluctably shape
policy thinking and influence how policy instruments are designed. To think of
different use behaviors and risky practices as involving factors that are ultimately
individual (biological states, psychological traits, individual behaviors, lifestyles)17
works to give priority to the individual—usually the individual’s mind—as locus
of policy action. In many prevention and risk-reduction policies and policies
focused on health and health improvement, what is really being applied is a social
attempt to persuade by informing, to use information/images to transform beliefs
and attitudes, to help the citizen, conceived as autonomous or capable of becoming
so, to develop reflexes for his own behavior and assert her capacity for self-control
and vigilance. Whether the point is to convince people that certain behaviors can
“potentialize” a genetic or neurobiological vulnerability or that other behaviors
and practices, which together constitute a particular lifestyle, might (risk factor)
lead them to take drugs or risks, or to give them substitution substances so they
can improve their health and get reintegrated, the individual has clearly become
the main adjustment variable in public prevention, health promotion and riskreduction policies. So we are faced with an emerging paradox: a political culture
that in some cases (bio-medicine) naturalizes eminently social behavior and in
all cases individualizes behavior that is in reality strongly affected by collective
independencies and social structural factors; a culture that “downplay material
constraints on individual human agency” (Moore and Fraser 2006). I am not
denying the beneficial effects that such policies have helped to bring about, but
17 Significantly, the Commission’s most recent call for research (Framework
Programme 7) includes a section called “Addictions and lifestyles in contemporary
European societies.”
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rather pointing up the existence of an atomist policy fiction according to which
“lifestyles” can be thought of as somehow independent of the social and economic
forces that shape and restrict them; a political/policy culture that is helping to
develop instruments of “agentization” (Levay 2009) at a fairly low economic—
and therefore political—cost compared to the economic and political cost of
instruments aimed at reducing social inequalities. Though the “social welfare” state
has gradually come to establish itself alongside the repressive state in Europe, this
particular “welfare” model is increasingly emphasizing individual responsibility
rather than drawing on collective solidarity.
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