
Alcohol II Lecture
 
 
1) Functionalism – seeks rational purpose of alcohol 
consumption: 
 
  social integration 
 
  self-medication of anxiety 
 
 
 Problems with functionalism: 
 
  how to disprove such an interpretation? 
 

How to account for cultural differences around alcohol 
– all functional? 

 
How to illuminate & critique irrational behavior 
around alcohol? 

 
  Why does dysfunctional behavior survive? 
 
  If behavior is functional, how  why does it change? 
 
 
2) Brazilian case: 
 

Does Leacock believe cult dancers are possessed when drink 
alcohol? 

 
 How would he write differently if did? 
 
  
 How does Encantado cure alcoholics?  Is it like AA? 
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3) Native American case: 
 
 alcoholism = social, not solitary 
 
 

What keeps them drinking, even though they say it’s 
dysfunctional behavior? 
 

 
Biological v social explanations for Native American 
alcoholism (Genes v social anomie due to colonialism) 
 

 
Do we hold Native Americans responsible, or is this blaming 
the victim? 
 

In South Africa farmers deliberately addicted workers 
to alcohol to control them (Scully) 
 

 
“Balanced reciprocity” – alcohol as medium of exchange and 
solidarity for poor Native Americans 
 

 
Carol Stack (“All Our Kin”) argues poor share (money, 
alcohol). 
 

To accumulate wealth, give up alcohol, have to 
withdraw from network 
 

 
 McKnight & Australian aboriginee case: 
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Introduction of alcohol corresponds to radical social 
collapse: 
 
 Suicide 
 
 Homicide 
 
 Rapes 
 
 Petty crime 
 
 Indebtedness 
 
McKnight wants to ban alcohol.  Feasible? 
 
 
Like Erdrich’s rage over FAS & desire to incarcerate 
pregnant women who drink 

 
 
4) Alcoholics Anonymous (AA) 
 
 Why does it work? 
 
 Why do American want to think alcoholism is “disease”? 
 
 Note alcoholism in Japan: 
 
  Very gendered 
 
  Women as enablers 
 
  alcohol differently integrated to society 
 
  To question alcohol patterns is to question society 
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Alcohol
 
1) Lender and Martin: “Neorepublican.”   
 
 -- America as model of virtue 
 
 
2) Drugs & feared immigrants: 
 

• alcohol & Irish 
• opium & Chinese 
• marijuana & Mexicans 

 
Can lead to affirmative negative identity formation: embrace what 
stigmatizes the group: 
 
 
 * alcohol & Irish 
 * blacks and “bad” 
 * gays & “queer.” 
 
 
3)  Substory about alcohol & capitalism: 
 
 

• early capitalism moves women into domestic role 
o women in vanguard of temperance movement 

 
• need for thrift & discipline: build savings & disciplined 

workforce 
o alcohol consumption undermined both 

 
• E.P. Thompson (“Time, Work Discipline and Industrial 

Capitalism”) & restructuring of time  
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o Coffee as preferred drug of bourgeoisie 
 

• then worries about industrial safety 
o drunk workers & machinery don’t mix 

 
• major industrialists support Prohibition (1920) 

o Ford, Carnegie etc 
 
• later capitalism (Ford et al now favored repeal):   

o jobs in alcohol production 
o tax revenue from alcohol sales 
o emphasis on consumption more than production 

 
 

 
4) Protestant Temperance movement v Catholicism 
 
 
5) Alcohol & emergence of new social identities: 
 

 German beer drinkers 
 Irish whisky drinkers 
 Teetotalers 
 Washingtonians & AA members 
 MADD 
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Cocaine Lecture 
 
 
I cocaine recreational or medicinal? 
 
 
 Like marijuana in ambiguity 
 
 
 

1) Latin American peasants largely use coca in religious 
ceremonies & by chewing leaves or drinking in tea 

 
  – suppresses hunger & gives energy, euphoria  

 
  -- anesthetic 
 
  -- not so addictive 
 
  
 But through processes Morales describes, can be purified in 
 process involving lime, sodium carbonate, sulfuric acid & 
 kerosene 
 
 
 Then becomes powder to be snorted 
 
 
 If freebased or turned to crack, can be smoked 
 
 
 
 Weil warns purified substances more addictive, & snorting or 
 smoking gives more powerful rush than eating 
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 Relatively short duration of high also dangerous 
 
 
 Users get caught in seeking rush as good as first time 
 
 
  & in taking more to avoid depressing crash 
 
 
  It’s ultimate binge drug 
 
 
  Rats will keep pressing lever & not eat til die 
 
 
  Humans will take til nose bleeds, til crash in exhaustion 
 
 
 
 Health hazards: heart attacks 
 
    Damages nose 
 
    Paranoia 
 
    Social isolation & depression 
 
    Addiction & ruin: very hard to treat 
  
 
 
 
2) Archaeological evidence suggests coca used 2,000 years ago in 
Ecuador & Chile 
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Also used in Peru before Spanish as anesthetic before trepanning 
(drilling hole in skull) 
 
 
 
3) Spanish didn’t like coca, especially because offered to native 
deities.  Saw it as pagan drug 
 
 
But found it increased efficiency of silver-miners at high altitudes 
 
 
So allowed its use out of colonial pragmatism 
 
 
(Compare Pamela Scully on South African farmers using wine to 
control workers) 
 
 
 
4) European use: 
 
First reported 1570s by Spanish, but no interest in Europe 
 
 
Interesting question: why wasn’t it brought to Europe like tobacco, 
coffee, tea, sugar 
 
 Largely because  leaf loses potency as travels. 
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1859 Fredrich Wohler (German chemist) figured out how to 
extract & purify cocaine from leaves 
 
 
1870s Angelo Mariana developed coca wine tonic, soon imitated in 
US 
 
 

 endorsed by popes Leo XIII & Pius V & Pres. McKinley 
 
 
coca tonics popular at end of century 
 
 
 
When Atlanta banned alcohol 1885, Pemberton’s coca tonic (coca-
cola) became very popular 
 
 

 cocaine removed from coca-cola 1903 
 
 
Karl Koller in 1880s = German opthamologist who realized 
cocaine could be anesthetic 
 
 
American surgeon William Halsted had performed 2,000 
operations with cocaine by 1887 
 
 

 but became addicted! 
 Had to be removed from operating theater cos of shaking 
hands 

 Cured cocaine addiction by becoming addicted to 
morphine! 
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Cocaine is still used today as anesthetic in dentistry 
 
 
1880s saw cocaine tooth drops, asthma cures & hemorrhoid 
remedies & cocaine bandaids 
 
 
Faced with demand, American chemist Henry Rusby figured out 
how to make paste – easily transportable 
 
 
2 Victorians really popularized: 
 
  Arthur Conan Doyle (a doctor) took it & had Sherlock  
   Holmes use it 
 
 
  Freud wrote an essay celebrating it as a miracle drug 
 
 
5) You read Freud 
 
 
A few comments: 
 
 
 a) Scientific discourse: tried it on himself & noted effects 
 
  Like Leary in 60s, Shulgin in 80s 
 
 
 b) Frequent pattern: early enchantment  later disillusion 
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  almost like cycle of a person’s drug addiction 
 
 
  Freud represents early stage 
 
 
  Sees as miraculous source of energy (“cost savings”) 
 

Weil: energy that is borrowed must be paid back: 
euphoria will be followed by crash 

 
 
 
 c) Freud doesn’t see addiction as problem – though evidence 
 that he was engaged in denial 
 
 
  even presents cocaine as cure for morphine addiction 
 
 
 

Now our culture is at the opposite extreme: one puff of crack 
& you’re hooked 

 
 
 
6) Outlawing 
 
As cocaine tonics spread, so did toxic side effects 
 
 
In midst of race scare (cocaine made blacks uncontrollable), 1914 
Harrison Narcotic Act banned cocaine & opium, unless 
prescribed by doctor 
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7) 1980s 
 
Interesting question why US mass market for cocaine didn’t 
emerge til 1980s 
 
 
Crack/cocaine seized by DEA:1

 
 
 1983: 4000,000 lbs 
 

1986 12,000,000 lbs 
 

1987 24,000,000 lbs 
 
 1989    36,000,000 lbs 
 
 
 
Increased migration of Latin Americans to US created human 
infrastructure for cocaine trade 
 
 
Absorption of Latin America to global markets 
 
 
That’s supply end 
 
 
On demand end, Lenson would argue emergence of certain kind of 
rampant shallow consumerism in the U.S. was also implicated 

                                                 
1 Isabel Wilkerson, “Crack’s Legacy of Guns and deaths lives on.”  NYT 12/13/94:A1). 
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Cocaine consumption as parody of Reaganism, consumerism 
 
 
 
As cocaine became fashionable drug, social emulation kicked in 
(as it had earlier in Europe for coffee and sugar) 
 
  
 
 
8) By mid-80s: crack epidemic 
 
 epidemic of violence in ghetto 
 
 
 racial disparities in sentencing: 
 
  5-year mandatory minimum for 5 grams crack, 500  
  grams powder 
 
  110-1 sentencing disparity!! 
 
  Blacks = 88% crack users, 23% powder users 
 
  1986 law codified this disparity 
 

1997 Supreme Court denied the law was racially biased 
& upheld it. 

 
 
 
9) In Latin America, cocaine transformed economies 
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Peru, Bolivia, Colombia 
 
Roldan & Morales give sense: 
 
 
 Most profitable cash crop for peasants 
 
 
 Still most profitable, even with confiscations 
 
 

Arguably did more for development in these countries than 
IMF & World Bank 

 
 
 New elites Roldan describes 
 
  Often building schools & clinics 
 
 
 Using diaspora in US 
 
 
 But narco-states: 
 
  Concentration of wealth  assassinations of politicians 
 
 
  Corruption or assassination of judges 
 
 
  Corruption of military & police (Morales) 
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  Insurgencies and paramilitaries fuelled by drug money 
 
 
In fact Reagan rumored to have used to help Contras (See Gary 
Webb’s controversial stories in the San Jose Mercury, as well as 
Alexander Cockburn,  Whiteout)
 
 
 
9) Eradication 
 
Plan Colombia, developed under second Clinton Administration 
 
 
Funded at $1.3 billion 
 
 
smokescreen for counterinsurgency was under guise of war on 
drugs? 
 
 
Toxicity of crop eradication agents? 
 
 
Minimal effect on drug supply 
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LSD Lecture
 
n.b.) “Hallucinogens” versus “psychedelics.” 
 
Users prefer latter, which means “mind-manifesting.”  
“Hallucinogenic” implies craziness-inducing. 
 
 
1) Early History of LSD 
 
There may be precursors to LSD in ergot on rye 

 
Were these responsible for mass possessions in Middle 
Ages? 

 
 
1938 Albert Hoffman synthesized LSD in Swiss Lab 
 
 
Not looking for psychedelic, looking for circulatory drug 
 
 
Accidentally absorbed through skin 1943 and had very strange 
bike trip 
 
 
25 micrograms (often on blotter paper)  10-12 hour trip 
 
 
 
2) Other hallucinogens 
 
magic mushrooms (also experimented with by Leary) 
 
  -- psilocybin (used by Mexican shamans) 
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morning glory seeds  (Commercial ones often poisoned) 
 
 
ibogaine – Africa 
 

 treatment for opium addiction 
 
 
DMT (popularized by Terence McKenna) 
 
 

 South American Indians 
 Broken down in stomach, so snorted or smoked 
 15-30 minute “businessman’s trip” 
 found in toads too 

 
 
Yage – amazon drink 
 

 lasts 6 hours 
 
 
Peyote 
 

 active ingredient mescaline 
 Aldous Huxley = proponent 
 Huxley’s Doors of Perception celebrates it 
 Huxley requested mascaline on death bed 

 
 
 
3) LSD’s Use in CIA mind-control experiments 
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CIA saw it as instrument for interrogation & brainwashing 
 
 
Lee & Schlain (Acid Dreams): LSD “has been used both as a 
weapon and as a sacrament.” 
 
 
Jon Marks, Search for the Manchurian Candidate tells the story of 
CIA mind-control experiments with LSD 
 
 
Fear of mind control gap in context of Korean War 
 

American POWs seemed brainwashed when condemned US 
on TV 

 
 
MKULTRA program = CIA’s response 
 
 
US became what it feared Russians & Chinese were! 
 
 
LSD & mushrooms as solution 
 
 
Also tried marijuana, cocaine, PCP, DMT, amyl nitrate, speed, 
heroin (in latter case, used withdrawal as adjunct to interrogation) 
 
 
Nazi drs had tried mescaline at Dachau 
 
 
CIA abducted foreign agents & used LSD to interrogate them 
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CIA agents spiked each others’ drinks – one had psychotic break & 
jumped out window 
 

hidden from his family til Ford apologized on TV 
 

 
Got prostitutes in San Francisco to slip LSD to clients while CIA 
agents watched through one-way mirrors 
 
 
 
Dr. Ewan Cameron directed Allan Memorial psychiatric hospital  
(McGill) in Canada in 1950s. 
 
  
 Was President American Psychiatric Association 1953 
 
 
 1st President of World Psychiatric Association. 
 
 

Skeptical of Freudian talk therapy; interested in reconditioning 
neurotics. 

 
 
  

CIA's interest in reconditioning people too: Manchurian 
candidate (enemy agent brainwashed to do your bidding) 

 
 

CIA secretly funding Cameron to develop brainwashing 
techniques 
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experimenting with schizophrenics & depressives - without 
their or kin's knowledge or consent 

 
 
 usually women 
 
 
 
 Depatterning: 
 
 

15-30 days of "sleep therapy" ("sleep cocktails" of 
thorazine, nembutal, seconal etc 3 times a day) 

 
 
  electroshock therapy: 110 volts once/ day = normal 
 
 
  Cameron did higher doses for longer intervals 3   
  times a day 
 
 
  Patients became disoriented & terrified of sleep rooms. 
 
 

He locked some people up for days in sensory 
deprivation boxes 

 
 

Psychic driving: continuous tape for 16 hours/ day, 
several weeks.  Speakers often under pillows: 

 
 
   Quote p.136, Search for Manchurian Candidate
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CIA interested in effects of LSD, so gave patients LSD 
while listened to tapes.  Didn't tell them what was. 

 
 
  Experimented with curare too: paralysis. 
 
 

Result: (Cameron's words): "an extremely interesting 
constriction of the range of recollections which one 
ordinarily brings in to modify & enrich one's 
statements... There is complete amnesia for all events in 
his life." 

 
 
 

After Cameron retired, his work was investigated by 
Allan Memorial hospital. One member of committee 
said:  

 
"I probably shouldn't talk about this... God, we talk about 
concentration camps.  I don't want to make this 
comparison, but God, you talk about 'we didn't know it 
was happening,' and it was - right in our back yard." 

 
 
 
4) Emergence of counterculture 
 
 
For long time, LSD had no legal status (til ’68) 
 
2 streams fed in: 
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(a) Much liked MDMA in early 80s, avant garde elite 
 experimenting in 50s/early 60s 

 
 
   Leary, Alpert, Huxley, Stanford circle 
 
   Harvard experiments part of this strand 
 
 

(b) CIA paid Kesey to take LSD as part of moind-control 
experiments.  He liked LSD and decided to turn his 
friends onto it.  Kesey &  Leary disillusioned with  elite 
approach.  Wanted LSD as goad to revolution 

 
 
 
In context of civil rights & antiwar movements already turning US 
upside down, emergence of youth culture 
 
 
LSD added to mix 
 
 
1965 Owsley (Son of Southern Senator) became master chemist of 
LSD 
 
 
Leary’s mantra: “turn on, tune in, drop out.” 
 
 
Leary: “America will be an LSD country within 15 years.” 
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Kesey’s Merry Pranksters toured country in rainbow bus, 
administering “acid test.”  (See Tom Wolfe’s Electric Kool-Aid 
Acid test). 
 
 
Grateful Dead came out of this milieu 
 
 
1968 Leary testified to Senate that there should be LSD pilot’s 
license  
 

Senate rejected idea & made LSD illegal 
 
 
Radical movement splitting  political activists & hippies, each 
with own excesses 
 
 
 1966: 15,000 hippies in Haight-Ashbury 
 
 
 Beats as hippie ancestors 
 
 

Political types losing spirituality, hippies losing social 
involvement 

 
 
 Haight-Ashbury full of young kids not ready for LSD, lots of 
 bad trips, ugliness 
 
 
Some now turning to Eastern religion: Ram Dass (formerly Leary’s 
Harvard colleague, Richard Alpert). 
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5) Timothy Leary 
 
1968 Leary ran for CA governor saying he’d camp on lawn & let 
Reagan do actual governing 
 
 
Leary also talking about founding own country – getting crazier & 
crazier 
 
 
Jay Stevens (Storming Heaven) calls Leary a “storefront messiah” 
with “paranoid self-importance.” 
 
 
1968 Leary jailed, but broken out by Weathermen! 
 
 
Leary: “to shoot a genocidal robot policeman is a sacred act.” 
 
 
Kesey condemned Leary: “if they can plant a deep enough rage in 
you, they make of you an ally.” 
 
 
Leary  Algeria with Black Panthers, but eventually got in conflict 
with htem over his drug use 
 
 
Leary left for Switzerland, where he was re-arrested (sold out by 
heiress girlfiend?) 
 
 
Bail = $5 million 
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25-year sentence 
 
 
Informed on others for lighter sentence 
 
 
In 1990s Leary made a sort of comeback as an apostle of 
cyberculture 
 
 What are affinities of psychedelic and cyberculture? 
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Peyote lecture 
 
Reading: Barbara Myeroff, Peyote Hunt
 
 

1) Social Structure of Huichol Indians (in Mexico): 
 

• Nuclear families 
 
 

• Ranchos – extended families – scattered.  1 mara’akame 
(shaman) for 8-10 families 

 
 

• Rancherias – loosely related, 1 ritual dancing plaza & 
ancestor crystals 

 
 

• 5 communities – “acephalous”  
 
 
2) Subsistence 
 
Historically, colonial powers wrestled with indigenous disinterest 
in market, accumulation.  Preference for leisure 
 
Marshall Sahlins: hunter-gatherers as “original affluent society” 
(rich in time, if poor in goods) 
 
 
 

3) Religion 
 
Mara’akame = priest, theologian, curer, shaman, artist, psychiatrist 
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4) Functionalism v Symbolic Anthropology 
 
Mandelbaum & Leacock would say Huichol live far apart & 
pilgrimage & peyote give sense of integration 
 
 
Pilgrimages esp. of interest to Victor Turner, but for meaning 
rather than function 
 
 
What parallels can you think of? 
 
 Mecca 
 Grateful Dead 
 Bikers  DC 
 Vision quest 
 Full Moon party 
 Anti-nuclear protests 
 Burning Man 
 Spring break? 
 
 
 
Pilgrimages & other rituals have 3 parts: 
 
 Disengagement from profane 
 

Among Huichol: confession, tying knots, water 
purification 
 

 
 Now in vulnerable & powerful “liminal” state 
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  Communitas/ collective effervescence 
 
 
  Identity changes (in rites of passage) – wedding,   
  baptism, funeral, circumcision 
 
  
  Mystical experiences, insights, bonding 
 
 

Reinsertion to normal life – run from Wirikuta, stop language 
reversals,  back to mundane 

 
 
 
Symbolic anthros interested in actual symbolic content of system 
in all its richness 
 
 
In final chapter, Myerhoff plays with us: shows us Geertzian, 
Turnerian, Jungian, Freudian explanations for ritual and 
symbolism 
 
 
Then tells us that even they’re not rich enough 
 
 
They = manifestations of Western habit of thought of breaking 
things apart, of looking for unseen, underlying explanation to 
which surface can be reduced 
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We think she’s going to explain Huichol cosmology in terms of a 
Western theory 
 
 
Instead she uses Huichol cosmology to critique Western theory-
making! 
 
 
pp.256-7 fuses ancient Greek thought, Buddhism, Christianity and 
Huichol religion 
 
 
Given that she’s told us Huichol cosmology is about reconciling 
opposites, this = Huichol move 
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Pharma Lecture
 
Would it be ok for me to take $500 from Shering-Plough to begin 
lecture with plug for Clarinex? 
 
 
Are Ray etc – the crack dealers in Bourgois’ In Search of Respect 
any worse than Pharmaceutical industry? 
 
 
 All pushers 
 
 
 & interesting overlap in techniques (cheap introductory offers 
 to get hooked) 
 
 
 
Marcia Angell wrote polemic, and I’m sure we’d find nice people 
work for Pfizer etc… 
 
 
But… 
 
 
Angell (former editor, New England Journal of Medicine) shows… 
 
 

1) Clinical Trials 
 
a) Rigged through all sorts of tricks: 
 
 (i) compare new drugs with placebos, not real rivals 
 
 (ii) compare v rigged dose of rival 
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 (iii) use partial data – cf Celebrex 6 months instead of full 
 year of data they had 
 
      
 VIOXX the same 
 
 
 (iv) Use young subjects with few side effects 
 
 
new drugs may actually be worse than old cheaper ones – as with 
diuretics for hypertension 
 
 
b) Clinical trials not really run by doctors anymore 
 
Doctors often paid bounty on subjects they recruit – so incentive to 
cut corners 
 
CROs (Contract Research Organizations) subcontract to doctors & 
control study design, analysis etc 
 
 See Le Carre’s The Constant Gardener on CROs 
 
 
Often written up by drug Companies & doctors paid to sign, edit 
 
 
Adriana Petryna studies CROs 
 
 Looking at techniques for manipulation 
 
 Many find subjects in Ukraine & E. Europe – drug trials have 
 become kind of surrogate health care 
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  Go there for lax regulations 
 
 
  What owed to these subjects once trials over? 
 
 
 “professional Guinea pigs” 
 
 
 
c) Contract clauses to prevent publication 
 
 Betty Dong (UCSF) & synthroid (hyperthyroidism) Boots 
 invoked confidentiality clause to prevent her from phblishing 
 her finding that synthroid no more effective than cheaper 
 generic 
 
 
 Nancy Olivieri, L1 & Apotex – similar situation 
 
  See Rachel Schuchman, The Drug Trial 
 
 
Scientific authority invoked in drug studies, but actual practice of 
science being hollowed out 
 
 
d) Only convenient trials declared 
 
 
medical journals now asking for trials to be registered at outset, so 
can’t be hidden 
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2) FDA
 
a) Underfunded to look at drug ads, safety issues 
 
 
b) Reliance on user fees from drug companies to review clinical 
trial data.   (New since mid-90s). 
 
  
 Is Angell right that “he who pays the piper…”? 
 
 
c) Many on FDA panels also consult for Drug Companies 
  
 Similar issue for NIH employees, amny of whom consult for 
 pharmaceutical companies 
 
 
 NIH used to be public service.  Now danger its mainly route 
 to stock options, consulting fees – real source of wealth 
 
 
 Cf. Congressional staffers who endure long hours and low 
 wages so they can get to work for lobbying firms 
 
 
 Hijacking of meaning of public service: regulatory job now  
 avenue to private wealth 
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3) Medical Journals
 
a) Have had weak conflict of interest policies 
 
  until recently, didn’t know interests of authors 
  
 
 Sheldon Krimsky found often still undeclared 
 
 
b) Don’t ask who really wrote articles 
 
 
c) Hard to find unbiased referees & editorialists because everyone 
funded by some corner of the pharmaceutical industry 
 
 Krimsky (Science in the Private Interest) found clear effects 
 of sponsorship on judgment 
 
 
 
DSM: 56% authors have financial ties to Pharmaceutical industry, 
80% for psychiatric disorders like PMDD, anxiety disorders etci

 
 
d) Ad revenue from Pharmaceutical companies vital to medical 
journals 
 
 
 
4) Marketing
 
 
a) According to Angell, 30% costs – added to sticker price 
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b) US one of only 2 countries with Direct To Consumer ads 
 
 
 really about disease construction, not informing public 
 
 
 1997 provision about advertising side effects watered down – 
 now just direct public to a website. 
 
 
  (Note much of the evisceration of regulations done by  
  Clinton – this isn’t a  Republican v Democratic issue) 
 
 
 Direct to Consumer ads increased by three times 1997-2001 
 
 
c) corruption of Doctors 
 
 detailers (salespeople)– often former cheerleaders 
 
 
 free mugs, lunches, vacations, conferences etc for doctors 
 
 
 pharmaceutical companies give free seminars for doctors’ 
 required continuing education 
 
 
  Marcel Mauss & gift theory: “no gift is given but in  
  the expectation of a return.” 
 
 
 free samples for doctors & patients til hooked 
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 prescription tracking to test doctor compliance 
 
 
  recent direct mail episode re antidepressants (patients  
  getting direct mail solicitation to change anti-depressant 
  brand). 
 
 
   Privacy issues 
 
 
 
Kaiser Permanente has forbidden much of this to drsii

 
 
5) Patents & Generics
 
a) Techniques to fend off generics 
 
 test on kids – worth extra 6 months 
 
 
 challenge generic in court – worth 30-month delay 
 
 
  repeat above over & over for multiple patents 
 
 
 pay off generic manufacturer not to produce 
 
  1999 Abbott offered Zenith $2 million/month not to  
  make hytrin – blood pressure drugiii
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 repatent as new drug: clarinex v Claritin 
 
     Prozac v Serafem 
 
 
 
 repatent for new illness: PMDD, social anxiety disorder 
 
 
 
Trent Lott has bill to reform system & speed generic approvals 
 
 Supported by many states, generic Companie & big 
 Companies like GM (worried about health care costs of 
 workers) 
 
 Opposed by Pharmaceutical companies 
 
 
6) Overall dysfunctional situation
 
You’d think market system would unleash entrepreneurship & be 
best at meeting public health needs  
 
 
Instead, we have these bizarre dysfunctions, many because we 
don’t really have free market system but system where large 
Companies have used lobbying power to enter into alliance with 
state & use public resources against interests of consumers: 
 
 
Incidentally, over 34,000 registered lobbyists in DC – doubled 
since 2000 
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 65 for each Congressman 
 
 
 starting salaries can be $300,000iv

 
 
a) Companies pick up public research on cheap, don’t do enough 
R&D of own 
 
taxpayer pays twice:     through NIH, NCI, NSF 
 
              through medicare, Medicaid 
 
 
Not getting many innovative new drugs, just “me-toos” for large 
chronic markets for statins, anti-arthritis drugs 
 
 
 
b) 30% on marketing v 15% on R&D 
 
 paying to be made to want drugs that may not work & may 
 not need 
 
 
c) Wildly different prices for same drugs 
 
 
 You’re in trouble if no HMO to bargain for you 
   
 
 Those too poor to afford health insurance lack bargaining 
 power:  “poor pay more”  
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d) Shortage of drugs we really need: 
 
 few new antibiotics because they cure you quickly, so little 
 profit to be made 
 
 kids’ vaccines, flu vaccine (lasts one year) 
 
 malaria drugs (because malaria largely afflicts Third World 
 where people can’t afford drugs) 
 
 
 Bill Gates is the workaround solution: his foundation now 
 funding research on malaria 
 
 
 
e) Can’t even get cheaper drugs from Canada 
 
 
 recent warning notes in parcels 
 
 
 lobbyists have blocked free trade with spurious safety 
 arguments 
 
 
These dysfunctions concealed by propagandistic rhetoric about 
amazing new drugs 
 
 
 
 
7) Public (or at least media) beginning to perceive problems re 
drugs & health care: 
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a) Outcome problems 
 
 U.S. ranks about 23 in life expectancyv

 

 “Among 33 industrialized nations, the United States is tied with Hungary, Malta, Poland 
 and Slovakia with a death rate of nearly 5 per 1,000 babies, according to a new report. 
 Latvia's rate is 6 per 1,000.”vi

 “In 2002 the United States spent $5,267 per person on health care. Canada spent 
 $2,931; Germany spent $2,817; Britain spent only $2,160. Yet the United States has 
 lower life expectancy and higher infant mortality than any of these countries.”vii

 
 
 Yet pays 50-100% more per capita than other industrial 
 countries for health care 
 
 
 40 million uninsured 
 
 
 bizarre insurance rules: will pay for diabetes amputations but 
 not preventive care to forestall them! 
 
 
b) Industrial competitiveness issues 
 
 $2,000 of your GM car for health insurance 
 
 
 not an issue in Japan, Germany etc, where there is universal 
 health care 
 
 Paul Krugman arguing lack of single-payer health care 
 dragging US industry down 
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 Then, there are free riders: Walmart externalizes health care 
 costs to taxpayer to maintain economic competitiveness 
 
 

c) Medicare drug benefit largely written by pharma lobbyists 
 
 Congress told it would cost $400 million, then news leaked 
 that Admin deliberately concealed real price  
 
 
 & many seniors will be no better off because of “donut” 
 
 
 unpopular with seniors & deficit hawks 
 
 
 
 
Possible Reforms
 
Clinical trials that compare new with established drugs 
 
 
Stricter rules for granting patents 
 
 
Repeal Prescription Drug User Fee & strengthen FDA 
 
 
No more industry shills on FDA committees 
 
 
Independent clinical trials run by universities through NIH 
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Ban Direct To Consumer ads 
 
 
Ban drug reps in operating rooms etc 
 
 
Ban drug Company subventions of continuing education of doctors 
 
 
Charge everyone the same for same drug – with subsidies for poor 
 
 
Limit Companiess to 1 30-month stay for patent litigation 
 
 
Forbid generic Company collusion with big pharmaceutical 
companies – bribes not to produce. 
 
 
 
                                                 
i Dan Vergano, “Study: medical manual’s authors often tied to drug makers” USA Today 4/20/06. 
 
ii Gardiner Harris, “In Article, Doctors back ban on drug companies’ gifts” NYT 1/25/06:A11) 
iii Sheryl Gay Stolberg & Jeff Gerth, “how companies stall generics and keep themselves healthy”  NYT 
7/23/00:A1). 

iv Restoring the Public Trust  
    By Bill Moyers  
    TomPaine.com     Friday 24 February 2006  

 
v Christopher Shea, “Primary Paths.”  BG 1/1/06 C4 

vi US Newborn Survival Rate Ranks Low  
    By Lindsey Tanner  
    The Associated Press  

    Tuesday 09 May 2006  
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vii Pride, Prejudice, Insurance 
    By Paul Krugman 
    The New York Times    Monday 07 November 2005 
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Prozac, The Pill, Viagra
 
With all of these drugs similar narrative: at first, they’re miracle 
drugs, then problems show up & questions are asked about social 
consequences 
 
 
The Pill 
 
 
Contains synthetic estrogens & progestins (chemical analogues of 
natural hormones) that work primarily by preventing ovulation 
 
 
Developed in 1950s with $$ from Katherine McCormick (given to 
Worcester Foundation at urging of Margaret Sanger) 
 
 (MIT’s McCormick Hall named for her family) 
 
 
Carl Djerassi claims to be father of pill, but there’s rival narrative 
– as so often in history of science & technology 
 
 
1st clinical trials in Puerto Rico – high doses with strong side 
effects for some (controversial – why Puerto Rico??  Looking for 
Third World guinea pigs?) 
 
 
Licensed by FDA 1960 
 
 
Comstock laws of 1873 had prohibited dissemination of 
contraceptives & educational material about them as obscene 
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But, as you read in Andrea Tone, plenty of contraception going on 
 
 
 Incidentally, medical advice of time – which got safe period 
 completely wrong -- makes you wonder what doctors today 
 get wrong) 
 
 
1961 Griswold v CT allowed married women to use contraception 
 
 
1972 Eisenstadt v Baird allowed unmarried to use as well 
 
 
No coincidence this = year before Roe v Wade, as  
”right to privacy” = key to these decisions 
 
 
The Pill not approved in Japan til 1999! 
 
 
 Concern about safety & STDs 
 
 
 Only when Viagra was approved were Japnese women able 
to argue there was a double standard & get the Pill approved. 
 
  
 But still need to see doctor for STD test & pelvic exam every 
 3 months if using Pill in Japan 
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Lower dose pills now, but still side effects: 
 
 Heart attacks (tho less risky than pregnancy) 
 
 
 Weight gain 
 
 
 Headaches 
 
 
 (irony) decreased desire! 
 
 
Attributed social effects:
 
Sexual revolution 
 
 
Women  workplace 
 
 
Generally seen as good for women’s rights, though Tone raises 
some questions about that narrative 
 
 
Tone argues it’s been a middle class drug 
 
 
Poor often seen as lacking discipline to take it  
 
 
In 3rd world Depo-provera or sterilization popular for this reason 
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 Similar argument on why Africans shouldn’t get protease 
 inhibitors for AIDS, but recent studies found Africans more 
 disciplined in use of protease inhibitors than Westerners. 
 
 
 

Viagra (Sildenafil) 

 
Discovered by accident in 90s 
 
 
Originally thought to treat high blood pressure & heart disease 
 
 
Failed clinical trials, but interesting side effect observed 
 
 
Redefined with side effect as desired effect 
 
 
Name from Sanskrit "vyāghra" (tiger). 
 
 
 & connotations of Niagara 
 
 
 & “V” for vigor & virile 
 
 
Popularized by Bob Dole 
 
 
Now on Big Love, HBO series (product placement fee?) 
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Did $1 billion in sales first year 
 
 
Since joined by Cialis & Levitra 
 
 
More covered by insurance than Pill! 
 
 
Part of veteran’s benefits 
 
 
Congress voted 2005 that Medicare & Medicaid shouldn’t cover 
“lifestyle drugs” such as Viagra (some found to be going to sex 
offenders!) 
 
 
 But are arthritis drugs lifestyle drugs?  (They let you play 
 golf). 
 
 
 Where does a “lifestyle drug” begin and end? 
 
 
 
 
Side effects
 
132 US men died in first year from heart attacks – esp if used with 
poppers 
 
 
blue vision in some cases 
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helped rhinoceroses, tigers – traditional sources of aphrodisiacs 
 
 
 
 
Some experiments with Viagra pills, patch & creams for women – 
for female “sexual dysfunction” (i.e. failure to be aroused) 
 
 
Leaking to recreational area: 
 
 
 Gays use Viagra with methamphetamine or poppers 
 
 
 Viagra & ecstasy too 
 
 
 Viagra as counterweight to libido-dulling of Prozac 
 
 
 
Brief word on Prozac (Fluoxetine) 
 
 
Patented by Eli Lilly 1987 for depression 
 
 
Selective Serotonin Reuptake Inhibitor (SSRI) 
 
 
Replaced Tricyclics 
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Blockbuster, touted as wonder drug (largely thanks to Peter 
Kramer & Lauren Slater), but recent surveys suggest no more 
effective than Tricyclics – just less side effects 
 
 
 
Side effects of Prozac:
 
Nausea 
 
Diarrhea 
 
 
Decreased libido 
 
 
headaches 
 
 
suicide?  Homicide? 
 
 
Questions about long term use, effects on fetus (Slater’s later 
book) 
 
 
 
As Prozac came off patent protection, Eli Lilly sought new 
diseases: 
 
 
 PMMD, e.g. 
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 Social anexiety syndrome 
 
 
 
 
 
General Questions:
 
  Loe talks of  “medical expansion” 
 Kramer coins “cosmetic psychopharmacology” 
 Slater worries about “psychic steroids” 
   
 
Question: what’s the boundary between medical & social 
conditions? 
 
 
Should HMOs, medicare pay for these “lifestyle drugs”? 
 
 
Is depression an illness or weakness of will? 
 
 
Is ADD a disease or social dysfunction caused by bad parenting, 
too much sugar, TV etc (as Peter Breggin argues)? 
 
 
Do Ritalin & prozac enable “cheating”? 
 
 
Is sex in your 60s “unnatural”? 
 
 
I can’t answer these questions, but do know that these drugs are 
part of: 
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(1) Medicalization of human condition – shift to biological 
determinism and away from social activism 
 
 
(2) Rise of Pharmaceutical industry to most profitable sector in US 
economy 
 
 
(3) Emergence of postmodern body: fluid, malleable, object of 
choice not ground of being 
 
 
(4) Reconfiguration of procreative body that allows sex without 
procreation (Pill & Viagra – after menopause), & procreation 
without sex (in vitro – mechanical wombs next?) 
 
Sex being redefined as for pleasure – though source of huge 
contestation in our society 
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War on Drugs Lecture
 
1)  China 
 
We associated opium with dangerous Chinese immigrants in 19th C 
 
 
Chinese associated opium with barbarian Westerners in 19th C 
 
 
Chinese story = interesting counterpoint to cocaine & Colombia 
 
 
 E. India Co = Medellin Cartel, with Westerners as drug 
 dealers 
 
 
 British MPs (& Queen Victoria) = Pablo Escobar 
 
 
 Opium trafficking solved British balance of payments 
 problem (how to pay the Chinese in something other than 
 silver for the tea the British were massively importing from 
 China). 
 
 
 BUT China lost 90% silver reserves 1793-1820 
 
  (while Colombia gained $$$ from cocaine trade in 80s  
  & 90s) 
 
 
 & opium trade caused huge problems for Chinese state: 
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  (1) addiction – 1% population, but 90% in coastal areas 
 
 
  (2) corruption 
 
 
  (3) Losing practical control of coastal ports 
 
 
   they lost Hong Kong here 
 
   (Hence death sentence for teaching Chinese to  
   foreigners) 
 
   Opium wars (1840 1st of series) drove home   
   state’s weakness in defending its territory 
 
 
 
 Again, we see how drug trade can compromise integrity of 
 state, its territorial control 
 
 
 & it excites draconian, repressive measures: executions in 
 China 
 
 
  & in US…. 
 
 
 
2) David Musto (Yale) 
 
 
Assigned for historical perspective 
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We tend to freeze current judgments about licit & illicit drugs 
 
 
 
His piece makes clear that opium, cocaine & marijuana have been 
treated more tolerantly in past 
 
 
 
That there’s rhythm to American drug laws 
 
 
 
That there are intermittent moral panics often tied to ethnic fears & 
fear about borders (cf. McCarthyism) 
 
 
 
That Prohibition of alcohol in 20s is not stand-alone story but part 
of wider story involving opium, cocaine, marijuana 
 
 
 Interestingly, at that time sales of opium & cocaine allowed 
(albeit restricted), but not alcohol 
 
 
 
3) Let’s look at regulatory history 
 
19th C marijuana unknown, but cocaine & opium popular 
 
 
syringe = breakthrough of late 19th C 
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You heard before about Freud & Conan-Doyle on cocaine 
 
 
Coleridge (Kubla Khan) used opium 
 
 
De Quincy (Confessions of an English Opium Eater) 
 
 
no regulation 
 
 
1906 Pure Food & Drug Act – mandated labeling of cocaine & 
opiates 
 
 
1912 Hague Opium Convention (signed by 12 countries) 
 
 
1914 Harrison Act (mandated by Hague), limited narcotics to 
medicine 
 
 
 Musto presents this as beginning of state control of 
 recreational drugs.   It was also beginning of state regulation 
 of pharmaceutical industry. 
 
 
1919 Supreme court rules doctors can’t maintain addiction of 
patients – that’s illicit, non-medical use of cocaine & opiates 
 
 
 drawing line between medicine & recreation 
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 Doctors now prosecuted for prescribing to addicts 
 
 
 
1920s opium & cocaine use largely die out (coincident with 
Prohibition) 
 
 
 interesting to ask why 
 
 
1920s Mexicans bring marijuana to US 
 
 marijuana used by humans for at least 5,000 years 
 
 
 also used in 19th C to treat insomnia, pain, coughs, headaches 
 
 
 had been grown for hemp since 18th C – grown by 
 George Washington! 
 
 
 
 
Mexicans introduced psychoactive use 
 
 
 
Spread to blacks & avant-garde musicians 
 
 
Reefer Madness movie as response 
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William Randolph Hearst campaigned against marijuana 
 
 Interest as timber owner in stamping out rival source of paper 
 
 
1937 Marihuana Tax Act: had to have transfer tax to sell 
marijuana– never granted 
 
 
1960s saw resurgence of marijuana & heroin  
 
 
 (partly coming from SE Asia via veterans– connection of 
 drugs & war = interesting topic) 
 
 
Faced with mass disobedience to law… 
 
 
1970 Drug Abuse Prevention & Control Act separated marijuana 
from narcotics & reduced penalties 
 
 
1972 Presidential Commission on Marihuana recommended 
legalization 
 
 infuriated Nixon 
 
 
11 states decriminalized marijuana in 70s 
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1980s tide turned back to punishment & proscription 
 
 
Reagan had first Drug Czar 
 
 
1986 Drug Abuse Act: mandatory minimums established 
 
 
Some other countries kept moving to decriminalization 
 
 
 Netherlands – soft v hard drugs (cf. 1970 legislation) 
 
 
 UK under Blair decriminalized marijuana 
 
 
 Switzerland: “harm reduction” 
 
 
 British Columbia has decriminalized marijuana 
 
 Canada set to follow suit, but new conservative prime 
 minister derailing full decriminalization 
 
 
 
US approach based on war metaphor and state prosecution 
 
 
Marijuana as Schedule 1 drug 
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You read in Schlosser about legal penalties – worse than murder or 
child molestation,  
 
 
Penalties vary by state (fair??), but trouble if Feds involved 
 
 
Also:  asset forfeiture (without right of appeal) 
 
 
 Lose driving license (even if not driving the car where 
 marijuana found) 
 
 
 Lose college aid 
 
 
 Lose public housing access 
 
 
 Drug tests in workplace & for after school activities 
 
 
 Thermal imaging allowed by courts 
 
 
 Courts generous with warrants 
 
 
 Madatory minimums have transferred power from judges  
 DAs 
 
 
 Highest penalties for those with least info (therefore least 
 plea bargaining power) 
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In meantime, growers more sophisticated 
 
 
 80s border controls  more domestic growing 
 
 
sophisticated breeding techniques to increase THC 
 
 
indoor hydroponics 
 
 
remote growing (with nutrients on timers) so not caught 
 
 
 story of technology interesting 
 
 
 
Some pushback: 
 
 Medical marijuana approved in several states in recent years 
 (but Supreme Court overruled these initiatives, saying 
 Federal government has sole control over safety 
 determinations and medical use determinations for drugs) 
 
 
 Some from right advocate legalization: Milton Friedman, 
 George Shultz, Gary Johnson 
 
 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

61
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



Beavers and Prozac:

Antidepressants at MIT


Although there are different subcultures across the United States, popular American 

culture highly values stoicism and productivity. Americans are discouraged to show emotion and 

there are many traditions that reflect this trend. The cowboy, one of the most iconic of American 

figures, is usually depicted as a brave, tough loner who always keeps his emotions in check. 

Public figures are revered for their stoicism when confronted with tragedy. Also, North 

Americans are known to be much less physically affectionate to friends and relatives than Latin 

Americans and Southern Europeans. 

American culture is perhaps more well known for its focus on productivity and intense 

work environments. Americans work twenty-eight percent more hours a week than the French 

and twenty-five percent more hours than the Germans.1 Americans are accustomed to the 

convenience of twenty-four hour grocery stores and drugs stores that never close. In other 

countries, even large metropolitan areas close down for a few hours a day and vacations last 

longer than in the United States. In order to be successful employees, Americans have to put in 

as many hours as their colleagues, perpetuating the high output standard. 

Thus, when a person living in the United States becomes afflicted with depression, it can 

be especially hard to keep up. Depression is a highly debilitating disease, characterized by feeling 

anxious, miserable, unmotivated, and/or irritable. Sufferers can find it difficult to sleep and may 

spend hours a day crying. It often renders those that suffer from it wholly unproductive. 

Depression sufferers can feel alienated from the general public and sink deeper into the disease. 

Furthermore, the symptoms of depression are highly visible, running directly against the tradition 

of American stoicism. It is perhaps because of these reasons that Prozac and other similar 

1 James Surowiecki, “No Work and No Play” New Yorker, 2005-11-28. 
1 
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antidepressants continue to rise in popularity in the United States. Prozac is a Selective 

Serotonin Re-uptake Inhibitor (SSRI) meaning it selectively prevents the brain from removing a 

pleasure related chemical. Antidepressant use nearly tripled between 1988-1994 and 1999-2000.2 

Prozac enjoyed unprecedented success when it was first introduced to the American public, soon 

there were 650,000 prescriptions per month.3 There was a need in the market that was not being 

satisfied. Americans wanted to put an end to their depression.  

In his book Listening to Prozac, Peter Kramer explores the rising popularity of Prozac 

and its effects on “the modern sense of self.”4 Kramer writes that many of his patients (and those 

of his colleagues) experienced radical improvements in their mood and often feel that Prozac 

helped them discover their “true self.” Kramer also profiled patients that were prescribed 

antidepressants despite indications that they were not clinically depressed. Patients reported 

feeling “better than well,” a result Kramer refers to as “cosmetic psychopharmacology.”  Prozac 

not only allowed these patients to overcome their depression but enabled them to “[acquire] extra 

energy and [become] socially attractive.”5 

In many ways, the Massachusetts Institute of Technology is a focused microcosm of the 

United States. MIT has the reputation for being an incredibly demanding technical university. 

One routinely mentioned analogy is that going to MIT is like “trying to drink from the fire hose,” 

alluding to the amount of information administered to the students. Undergraduates must be 

incredibly productive students in order to graduate from MIT, routinely working over sixty 

hours a week. Suffering from depression can render a person wholly unproductive, and MIT’s 

frenetic schedule is not conducive to periods of inactivity. Based on some of the testimonies in 

Listening to Prozac, one could assume that depressed MIT students would welcome the 
2 NCHS 2004 News Release. www.cdc.gov/nchs/pressroom/04news/hus04.htm. Accessed May 12, 

2006.

3 Peter Kramer. Listening to Prozac. (Penguin Books, New York: 1993) pp xvii.

4 Peter Kramer. Listening to Prozac. (Penguin Books, New York: 1993) pp xix.

5 Peter Kramer. Listening to Prozac. (Penguin Books, New York: 1993) pp xvi.


2 
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opportunity to take an SSRI. An antidepressant would increase productivity and enable students 

to have better interpersonal skills. This raises the question, how do MIT undergraduates interact 

with antidepressants? Are SSRIs such as Prozac as popular in the MIT undergraduate 

population as they appear to be in the general public? Do students who take antidepressants feel 

as Dr. Kramer’s patients do, that they have finally found their true self? Because of privacy 

laws, information on MIT undergraduate antidepressant usage is not readily available; my goal 

was to attempt to address these questions through personal interviews with fellow 

undergraduates and alumni that had experienced depression and/or taken antidepressants. 

I contacted multiple mailing lists on campus, requesting interviews with people that had 

taken antidepressants while at MIT. I promised anonymity and alluded to my own personal 

experiences with depression and medication, hoping it would encourage others to speak with me 

candidly about their own experiences. I was surprised by the amount of responses my e-mail 

elicited, many students were more than willing to talk about their interactions with SSRIs. I had 

interacted with some of those that responded either through working together or living in the 

same location. But there were also students with which I had not interacted previously who 

volunteered for an interview. 

I was also surprised by the number of students that responded with negative opinions of 

antidepressants. A few contacted me to say that they were prescribed or recommended SSRIs 

yet refuse to take them. These students had strong convictions against the drugs. Mary, a 

sophomore, can not stand the “idea of not being in full control of [her] mind.” She stresses that 

nothing could convince her to take the medication despite “most likely needing them.” Although 

Mary’s doctor at MIT Mental Health is comfortable with her decision, the doctor still alludes to 

the possibility of taking antidepressants from time to time. 

Catherine, a senior, also refuses to take antidepressants although she admits to being 
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chronically depressed and “badly so.” She was prescribed Prozac by an independent (of MIT) 

psychiatrist but fears she would lose her creativity. Catherine is a very talented artist and feels 

most creative when she is feeling slightly melancholic. Losing her creativity would greatly 

outweigh any positive effect she would feel from Prozac. Her doctor stresses that not every 

person reacts to Prozac in the same way and Catherine could theoretically still maintain her 

creativity. Catherine still is not convinced. 

As Catherine describes her distrust of Prozac to me, she contradicts herself a few times. 

She regards her ability to function as “pretty fragile” and fears that changing her personality or 

creativity could set her back farther than her depression ever has. But at the same time she 

doubts that medication would change her social anxiety since her “social awkwardness” extends 

“even beyond the depression.” On one hand, Catherine seems to believe that Prozac could 

drastically alter her personality, yet she also identifies characteristics she believes to be 

immutable. Catherine’s conflicting comments echo the concerns raised by Kramer in Listening to 

Prozac about the construction of the self. 

It is unclear where Catherine and Mary first developed their impressions of 

antidepressants since the drugs have been in the public eye for over half of their (our) lives. But 

it is clear that many other students fear the potential side effects of antidepressants. When I was 

first recommended to take antidepressants, I was afraid that the drug would severely alter my 

personality. The “success stories” where people realized who they really were struck fear into 

my heart. Although depression can be distressing, at least there is a level of familiarity. In 

Catherine’s words, “as long as I'm able to half-function without medication, I will.” 

All of the students I spoke with expressed some reluctance to begin antidepressants. 

Some of the reluctance stemmed from the manner in which the drugs were prescribed. 

Consistently, students feel that the MIT Mental Health service “pushed” the medication and too 
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quickly identified their symptoms as depression. Violet, an alum, claims she was always handed 

a prescription after thirty minutes of consultation with a doctor. It was not until she spent three 

months in therapy with an independent doctor that she felt comfortable enough to (begrudgingly) 

begin taking Celexa. Violet reacted favorably to the medication and says it helped her “not fall to 

pieces.” Violet was being treated for depression, self mutilation and anxiety. She generally liked 

the medication although initially felt that her emotions were somewhat artificial. This feeling 

eventually subsided. She stopped taking the antidepressant after graduation because she could no 

longer afford the drug, but she would have continued had she been able to. 

Since Violet had a generally positive response to antidepressants, I asked her what she 

thought of the statement  “when I am on Prozac, I am my real self.” Violet did not agree with the 

statement and likened it to a person believing they were their true self while on the antihistamine 

Benadryl. She continued, 

“Prozac controls some chemicals in your brain, but doesn't alter who you are. 
While on Celexa, I'd still have the same thoughts and ideas, I'd just handle them 
better and not get so emotional about them.” 

No person I spoke with agreed with the sentiments expressed by many of Kramer’s patients. 

With the exception of Violet, every student welcomed the idea of an antidepressant free life, 

some even ceasing treatment earlier than recommended. Two students prematurely quit the drug 

because they did not like the way the drug made them feel. Another student quit the drug because 

she did not like the side effects and decided to risk depression. 

I think part of the reason MIT students can be particularly averse to the idea of 

antidepressants stems from their treatment at MIT Mental Health services. Liza, another alum, 

said she only took Prozac for one semester her sophomore year because she hated her 

psychiatrist so much she did not want to return. Mental Health services discouraged her from 

switching doctors and suggested that Liza and her doctor “work it out.” Liza first was 
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recommended to visit Mental Health after visiting counseling deans and complaining of a lack of 

motivation. She described feeling overly stressed and distant, having no sleep schedule and 

generally feeling “bad.” She was immediately told that she was clearly depressed and had to seek 

help. 

In her first visit to the campus mental health service, Liza was told she did not 

“understand her own feelings” and did not use enough “feeling words.” Liza refused to schedule 

another appointment and tried to “just tough it out.” Her symptoms progressed and her grades 

worsened. Months later Liza returned to the service and was prescribed Prozac. This time Liza 

accepted the drugs since without the medication she would have likely had to leave MIT because 

of low grades. I asked Liza if in retrospect she agreed with the doctor’s depression diagnosis. 

Liza replied that she is still unsure, and that she was never in talk therapy enough to find out. 

Besides, it did not really matter, because Prozac made her feel better in either case. It gave her 

more energy and allowed her to get a grasp on her studies. 

Liza is not sure why, but the doctor then increased her dosage. One afternoon, she felt the 

urge to “tap dance on [her] chair.” Liza got up onto her chair and proceeded to dance. A friend 

walked in and asked Liza what she was doing, Liza reports having no idea. She complained she 

felt manic and that she was not herself, something was “a little off.” Her dosage was lowered but 

eventually Liza chose to quit the medication at the end of the semester. She admits she probably 

should have stayed on the medication because she did not do well at her job over the summer. 

Liza is not the only person I have spoken to that quit her medication because of a poor 

relationship with a therapist. Others describe friends that have had negative reactions to 

antidepressants prescribed from MIT, one student reports her first panic attack came after 

beginning Celexa. When she addressed the issue with the doctor at MIT, the doctor responded 

that they would just lower the dose without addressing the student’s distrust of the medication. 
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Many people comment that MIT Mental Health heavily encourages prescription drugs, adopting 

the “it can’t really hurt” mentality. Often, all a student has to do is ask for a medication and the 

doctors will write a prescription. Mary’s opinion is that her refusal to begin medication makes it 

more difficult for the doctors, or “I don't think [the doctor] really knows what to do about me.” 

Students on campus seem to be more comfortable with antidepressants if they are 

recommended by an outside source. Frank, a sophomore, was originally prescribed Zoloft for 

depression by a doctor at MIT. He quit taking it after the drug made him feel “bland and 

emotionless.” Months later he was prescribed another SSRI, Effexor, but this time the 

prescription came from a pain clinic as part of a treatment for carpal tunnel syndrome. The drug 

is intended to reduce Frank’s chronic pain, but he would not be surprised to know that it also 

helps his mood. He still experiences a lot of negative side effects, but will not cease to take 

Effexor until the pain in his wrists goes away. 

From personal experience, I know how detrimental depression can be to a person’s level 

of productivity. I found it interesting how many students choose to try to function with 

depression rather than take a medication that could aid their ability to work. I asked students that 

had taken or are taking SSRIs if they felt the medication helped their performance in class. Some, 

like Liza, responded positively; the drugs had helped considerably. Yet others deny that the 

medication greatly improved their productivity. Violet admits the drugs helped her spend more 

time on class work instead of spending time crying or worrying but that her grades did not 

change one way or another. Frank said the side effects outweighed any benefit the drugs could 

have given his grades. 

Information shows that high level stress environments can trigger or cause depression. 

Giving MIT’s reputation for being a highly stressful experience, I asked those that I interviewed 

how they felt MIT affected their depression. Most of the students responded that being at MIT 
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did in fact trigger their depression but was not the cause. They believe that no matter where they 

went to school, they would have eventually become depressed though perhaps for different 

reasons. A few students admit that in retrospect they showed signs of depression in junior high 

and high school, yet never felt the need to address the symptoms. Frank admits that no matter 

where he is, he works himself “into a frenzy” and begins to feel bored and listless if he does not 

have interesting things to focus on. He conjectured that maybe MIT’s heavy course load helps 

prevent more depression rather than deepen it. Liza offered a similar comment, she thinks she 

would have eventually spoken to a therapist somewhere though perhaps “not for depression but 

for alienation.” The social network she found at MIT helped her feel welcomed and she doubts 

she would have fit as well in another school. 

As Liza’s comment indicates, classes and work are not the only important aspects of life 

at MIT. As is the case in other universities, MIT students enjoy a healthy social life; many feel 

that they have finally found people they can finally relate to. Despite those sentiments, not 

everyone immediately acclimates to the social groups on campus and still feel alienated. I 

approached these issues during my interviews, and asked how antidepressant usage changes 

affects interpersonal relationships. Once again, most people went against what I had expected 

and reported little to no change in their interpersonal relationships. Violet for example, said that 

Prozac never made her feel better enough to make new friends but it did help a little when people 

were around. Frank said he had no idea how Effexor changed his relationships. Another student 

reported that while Zoloft helped her interact with more people, she found her behavior was a bit 

too abrasive which “rubbed people the wrong way.” There was effectively no net gain from the 

drug. 

While people were willing to talk about their experiences with classes, doctors and 

interpersonal relationships, they were considerably less willing to talk about antidepressants’ 
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sexual side effects. In some people, antidepressants can severely diminish sexual ability and/or 

desire. Hence, some doctors use SSRIs to treat sexual deviance. The medications’ libido reducing 

abilities are no longer seen as unwanted side effects but as the intended goal. This has prompted 

some to refer to antidepressants as “chemical castrators.”6 Others quickly dismiss this reputation 

and deny that the side effects are that severe.  

Most likely because of the sensitive nature of the subject, it was difficult for me to get an 

accurate idea of the extent antidepressants affected sexual performance in the students I 

interviewed. Violet mentioned in passing that the antidepressant made it more difficult for her to 

orgasm during sex but no other student approached the topic of sexual side effects. Frank 

mentioned that Effexor had a lot of side effects, when I pressed him to elaborate he responded 

“drowsiness and a few others.” It was unclear from our conversation if the “few others” included 

sexual side effects. I have, however, spoken to a few friends outside the context of this paper 

who have complained of decreased sexual ability or enjoyment. One was particularly distressed 

by the side effect and commented that he would prefer depression to dysfunction. Another friend 

once joked that although he had finally ceased to be afraid to meet girls, it did not matter because 

he could “not do anything about it.” Some students see sex as an important part of their college 

experience; some subcultures on campus pressure students to have sex. These students would 

likely be troubled by losing the ability to enjoy sex, much like Catherine feared losing her 

creativity. Despite this importance, doctors often skirt the issue of sexual side effects when 

discussing antidepressants. Frank humorously describes his doctor explaining Effexor’s side 

effects, quickly adding that there was a “teensy, teensy, teensy, teensy chance it will be harder to 

orgasm” and then abruptly changing the subject. One student reported asking a doctor about the 

sexual side effects and being told that perhaps the student should not worry about sex “at a time 

6 Lauren Slater. Sex and Serotonin. Prozac as a Way of Life. Carl Elliot, Tod Chambers, eds. (University of 
North Carolina Press: 2004) pp 93. 
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like this.” Needless to say, the student was not satisfied with the comment. The Washington Post 

recently an printed an article reporting that erectile dysfunction was on the rise among college 

students and listed MIT as one of the colleges studied. Lifestyle choices were cited as 

contributing factors to the rise, but the main cause seems to be the increased usage of 

antidepressants among undergraduates.7 

I think an important factor in MIT students’ relationships with depression, medication 

and the Mental Health center is MIT’s history of student suicides. In recent years a handful of 

parents have accused MIT of neglect when dealing with their child’s depression. These high 

profile lawsuits attract nationwide attention and even more attention on campus. Thus, MIT has 

a reputation for triggering depression. MIT Mental Health obviously strives to prevent suicides, 

and has a limited number of therapists and social workers on staff. The staff can seem over 

zealous or overly cautious in their attempts to prevent suicide. In order to cover their bases, so to 

speak, they over prescribe antidepressants. Many of the students I spoke with felt that MIT 

Mental Health did not treat them as an individual but rather as yet another depressed student. 

This leads to animosity towards the doctor and hinders the ability for therapy to be effective. 

Kramer briefly approaches the question of psychopharamacology and undergraduates in 

Listening to Prozac. According to Kramer, undergraduates with minor emotional distress are “just 

the people for whom certain forms of short-term psychotherapy were developed.”8 Kramer 

acknowledges that some students are more predisposed to emotional distress upon entering 

college, particularly those who as children were “bright, or artistically talented, or perhaps just 

‘prematurely mature’.” I think it is safe to say that almost every MIT student had those qualities 

as a child, it is no wonder that the mental health service on campus is so popular.   

Most everyone I spoke to had very similar stories about their experiences and I wonder 
7 Laura Sessions Stepp. “Cupid’s Broken Arrow.” Washington Post. May 7, 2006. 
(http://www.washingtonpost.com/wp-dyn/content/article/2006/05/06/AR2006050601206_pf.html) 
8 Peter Kramer. Listening to Prozac. (Penguin Books, New York: 1993) pp 101. 
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how much was influenced by the students’ residences on campus. MIT’s undergraduate 

dormitories are renowned for their unique personalities; every student I interviewed lives or has 

lived at either East Campus or Senior House dormitory. It would be interesting to see if there are 

different experiences and reputations in other dormitories or fraternities/sororities. I would also 

like to know how unique MIT students are in their antidepressant usage (or lack of usage). Are 

opinions drastically different at universities for which suicide and depression is less of an issue? 

I initially assumed that since MIT is in many ways a more focused version of the United 

States, MIT undergraduates would share many of the beliefs and opinions of the patients 

profiled in Peter Kramer’s Listening to Prozac. I quickly found this not to be the case, some 

students appear to have opinions in direct opposition to Kramer’s patients’. Many students are 

resolutely averse to the possibility of using antidepressants to treat their depressions. It is 

impossible to know where this sentiment stems from without more interviews and more subjects. 

It could be attributed to negative interactions with psychologists, a general sentiment on campus 

or perhaps even due to an inherent trait among MIT students. Clearly this question deserves 

more attention since depression continues to be an important issues in the lives of students at 

MIT. 
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Matt Angle 
STS.062 

Our Other Drug Problem 

Society has long moved in cycles with regard to acceptance of drugs.  Not a hundred years ago, 

in the United States, cocaine and heroin were wonder drugs that were available over the counter at your 

neighborhood pharmacy.  Mere possession of these substances today would likely land you in jail for a 

not insignificant period of time.  In countries such as Taliban-controlled Afghanistan, alcohol was 

expressly forbidden and carried more severe penalties than cocaine or heroin does here, yet opium was 

openly allowed to be sold.  These lines deciding what is acceptable to society have long been drawn 

arbitrarily.  Today, in the U.S., stimulants are being prescribed to treat a variety of behavioral and 

performance problems, primarily attention-deficit/hyperactivity disorder.  As a society, we must ask 

ourselves where this line must be drawn and how much we're willing to deal with. 

Ritalin, as we know it today, was synthesized in Europe in 1944 in an attempt to create a 

stimulant without addiction or tolerance.  The compound synthesized,  methylphenidate hydrochloride, 

failed to achieve these goals.  In 1955, the FDA approved the compound to treat drug-induced lethargy, 

mild depression, and narcolepsy.  It wasn't until the 1961 that it became available under the brand 

Ritalin after being approved by the FDA for geriatric patients to improve their memory as well as to 

young children to improve behavior.  As of 1971, Ritalin was classified as a Schedule II drug.   (Diller 

21-27). 

The Controlled Substances Act, which consisted of Title II and Title III of the Comprehensive 

drug Abuse Prevention and Control Act of 1970 established the scheduling system and gave Ritalin and 

Adderall the Schedule II designation.  To be classified a schedule II drug by the Drug Enforcement 

Agency, a substance must have a high potential for abuse, a currently accepted medical use in treatment 

in the United States or a currently accepted medical use with severe restrictions, and severe 

psychological or physical dependence when abused.  Morphine, phencyclidine (PCP), cocaine, 

methadone, and methamphetamine are all Schedule II drugs <http://www.usdoj.gov/dea/pubs/abuse/1-
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csa.htm>. 

Adderall is similar to Ritalin.  It is also commonly prescribed for Attention-

Deficit/Hyperactivity Disorder.  Instead of methylphenidate hydrochloride, it is amphetamine and 

dextroamphetamine.  Both are classified as central nervous system stimulants.  They are both 

prescribed for ADHD and narcolepsy.  Another use for Adderall is obesity, and Ritalin for depression 

and cancer induced fatigue.  Warning labels reflect schedule II classifications as well as cardiovascular 

risks (Mosby's Drug Consult).  They will be considered the same from here on. 

Amphetamines' effects on behavior in children was first observed by Charles Bradley in 1937. 

He discovered that it had a calming effect on children who had recently undergone a spinal tap.  It was 

thought that by giving it to children, it would help them deal with the headaches associated with such a 

procedure.  In practice, it did little to prevent headaches,  Bradley observed that children who would 

previously play with toys for a very short period of time before moving on were spending more time 

with each.  He described the effect as, “decreasing [a child's] activity level while increasing their 

compliance and  academic performance 'in a spectacular fashion.'”  The idea didn't catch on until after 

studies of Ritalin and a close relative, Dexedrine, were published in 1961 (Diller 24-25).  Here's where 

the debate began. 

A natural comparison of an academic performance enhancing drug is an athletic performance 

enhancing drug.  The 1996 Summer Olympics were considered the cleanest ever, with only two 

positive drug tests out of 2000.  Pressure on athletes to use substances such as steroids or EPO (a drug 

that increases red blood cell count, significantly improving endurance) is immense.  A survey 

conducted in 1995 of 198 U.S. Olympic level athletes asking whether they would take a drug that 

would guarantee victory and be undetectable in a drug test produced two “no” responses.  A follow up 

question added a five year guarantee of victory with the side effect of death within five years after. 

More than half still answered yes (Haugen 67).  

The implications of such ideas are broad.  Diller refers to a slippery slope of performance 
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enhancement.  Once one athlete is using performance enhancing drugs, others feel they must just to 

keep up (Diller 324).  Kramer quotes Thomas Murray in terming this “free choice under pressure” 

(272). Since steroids harm both body and mind with such use, they are banned.  If one disregards the 

logical step of banning them on their physical effects alone, there is still the coercion of other athletes 

that must be taken into consideration, along with the relegation of competition to the chemistry labs, as 

well as the loss of achievement on the part of athletes. 

A slightly less relevant argument which Kramer raises is the prevalence of breast implants in 

the modeling industry.  First a few models had them, then large breasts on a small frame became that 

standard that all models aspired to, and it became almost a requirement to stay competitive in, or even 

enter, the industry (Kramer 273). 

More directly, Ritalin itself is an athletic performance enhancing drug.  As an amphetamine, it 

gives a person more energy to compete.  A 1962 study by Weiss and Laties, titled, “The enhancement 

of Human Performance by Caffeine & the Amphetamines,”   found that amphetamines can give an 

athlete a 3-4% increase in speed.  (Diller 22) This may not sound like much, but let's examine one 

quick case.  The mile in Olympic level swimming is a 1500m race swum in a 50m pool.  It takes almost 

exactly fifteen minutes for the fastest men in the world to complete it (the world record is currently 

14:34).  If we shave 3% of of this time, we're looking at fourteen minutes and thirty-three seconds.  The 

swimmer taking Ritalin would be finishing just as the rest of the field would be coming of the turn for 

the last lap, a huge gap that is rarely seen among the top eight swimmers who make an Olympic final 

heat. 

Curiously, the U.S. and International Olympic Committees forbid Ritalin specifically, while the 

NCAA allows it (Diller 14).  Here we have an interesting conflict of interest.  In colleges we have 

people taking the drug for ADHD and reaping the benefits in athletic competition.  These same 

athletes, should they be able to go on to higher levels of competition, must discontinue their use of the 

drug before doing so.  One can imagine the athlete who depended on the drug to get himself to that 
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level and the ensuing fall from grace once he quits taking the drug that helped him get there. 

We accept that steroids are bad for a person.  They are banned because of these health effects 

despite their known performance advantages and their ability to allow a person to arguably improve 

himself or herself.  On the academic side of things, the line gets a little blurred.  In Diller's words, we 

are “medicating for performance.”  “And our children, whether we realize it or not, have been serving 

as a proving ground for the premise of medicating to enhance performance.” (17)  There are no clear 

adverse physical effects from a stimulant such as Ritalin.  As such, it is not quite clear where the line of 

acceptable use should be drawn. 

Ritalin works.  Among those with attention, behavioral, or social problems, more than 90% 

show improvement when taking Ritalin (Diller 25).  The benefits are seen not just in those with 

ADHD.  A 1978 study on the effects of Dexedrine, and amphetamine very closely related to Ritalin and 

Adderall, showed equal improvement in normal and “hyperactive” children.  It was given to both 

groups and then observed that all exhibited diminished physical activity and increased academic 

performance (Diller 32).  Studies done by Swanson indicate the in the short term, for everyone, Ritalin 

improves concentration and effort, decreases motor activity and impulsivity, though there is no long 

term improvement in terms of school dropout rates, arrest rates, job success, etc. (Diller 313-314). 

Clearly, it does wonders in the short term, “And Ritalin can improve academic performance as 

measured by grades.” (Diller 324)  So far, we have a wonder drug, one useful for helping so called 

ADHD children to sit still, concentrate, and function in school, as well as one that can increase the 

performance of normal people in both the athletic and academic worlds. 

While Ritalin has dramatic advantages, there are a few downsides, the first of which being 

physical. It is well known that it can cause insomnia and decreased appetite.  While bothersome, these 

are by no means serious side effects when weighed against the benefits (Diller 23).  Orr's point that 

“Ritalin is so new that we have no idea what long-term effects it may have,” (15) may be a little off 

given that is has a fifty year safety record, but when we're giving it to ever younger children in ever 
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increasing doses, it attains a distinct relevance. 

More recently, new side effects have been observed.  Starting on February 9, 2006, the FDA 

placed a black box on stimulant containers, warning of cardiovascular risks, specifically in adults. 

Ritalin can aggravate preexisting heart conditions, resulting in death.  Twenty five people to date have 

died in this manner from taking the drug.  It seems apparent that a stimulant would have this property, 

but apparently the drug lobbyists have succeeded in keeping the warning labels off of the packaging for 

this long (Harris A19). 

Another interesting recent side effect is hallucinations.  Some children have reported seeing 

thing while on the drug.  They usually complain of insects, snakes, or worms crawling on or around 

them.  The symptoms have been linked to Ritalin by stopping treatment and observing a cessation of 

symptoms and their reappearance upon taking the drug again (Harris A19).  It is entertaining that these 

effects are just now being observed fifty years. 

Tolerance and addiction are drawbacks to amphetamine use that have been known since they 

became widespread.  In young children, this is not normally a problem.  Children often object to taking 

it and don't readily associate its use with academic performance enhancement. Additionally, there is 

very little chance for abuse because caretakers are dispensing the drug to them.  Adults, on the other 

hand, are another matter entirely.  Adult ADHD is a shift from a behavior problem to a performance 

problem.  Adults seek out the diagnosis to get drugs that will help them complete their required tasks. 

With this comes potential for abuse.  While the child is medicated constantly by a caretaker to improve 

behavior all the time, an adult self administers the medication and may find that he only needs it when 

he is expected to perform, and realizes that higher doses improve his ability to perform.  At higher 

doses, the drug causes tolerance and and withdrawal (Diller 263-279). 

Following this argument that adults are more likely to abuse the substance, it has the potential to 

be a gateway drug.  “Ritalin has the potential to be the entry-level pharmaceutical-grade drug – the 

inoculum, as it were, for a much larger stimulant abuse epidemic.” (Diller 42)  Though studies have not 
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supported its function as a gateway drug, that may well be changing in recent years (Diller 42-44). 

While physical symptoms are arguably not terribly severe, psychological symptoms deserve an 

additional look.  Diller raises the situation where a child is given the medication only for events such as 

family gatherings.  Over the years, the medication gains association with such behavior at these events. 

Is the child then able to behave at these events later in life without the medication he has come to 

associate with the events?  How about the college student who associates his good grades with Ritalin 

use?  Can he then continue to do as well without the drug despite expectations?  Is there an unshakable 

idea that such performance is not possible without chemical assistance?  The answer is not clear.  There 

may very well be a strong psychological dependence on a drug to continue performance later in life 

(Diller 256-257). 

Another concern being brought up by parents is what it does to a person's personality.  An 

article by Orr mentions parent's observations that their children become “personality-free zombies.” 

They come to miss the deviant streak in their children that made them who they were.  Orr also notes 

the general sentiment that that, “There is something repellent about children's moods being 

manipulated by drugs.”  This is something we see in addicts.  They are specifically seeking to change 

their moods chemically.  The thought that giving children Ritalin against their informed consent is not 

terribly different or even worse is difficult to shake (Orr 15). 

After examining many of the preceding points, Diller says, “The question I find myself asking 

most often is not who should get Ritalin, but who shouldn't.” (319)  Ritalin has side effects that don't 

seem all that destructive when set beside its benefits.  The line society draws for Ritalin clearly cannot 

be drawn based on harmful physical side effects the way it is in the athletic world.  This forces us to 

take a closer look at the moral aspects of taking such a drug than we do with the “free choice under 

pressure” argument on the athletic side.  The precedent for beginning to take a drug such as Ritalin was 

fluoxetine, better known as Prozac (Diller 108).  The moral aspects have been examined briefly in the 

context of athletic performance enhancing drugs, but they are perhaps better addressed in the long-
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running debate about Prozac.  

Peter Kramer's Listening to Prozac spends a decent amount of time debating this very question. 

He begins by quoting Robert Aranow's term, “mood brightener, ” and proceeds with Aranow's analysis 

of the subject.  Prozac has a distinct effect on the mood of a person without serious side effects.  It 

seems to violate the so-called “conservation of mood” that is apparent with other drugs.  By this, he 

means the accompanying crash after the high of a stimulant wears off, or the withdrawal symptoms of 

some narcotics.  With Prozac, one can achieve the same psuedo-euphoria, a simply elevated mood, 

without an inevitable crash later on.  It permanently brightens mood, rather than just temporarily.  This 

shifts the debate over to the moral arena.  There is something that just seems wrong about doing this, 

but identifying it proves to be tough (Kramer 251). 

The first of which is something we can directly relate to Ritalin.  The fact that there is a drug 

that treats a collection of symptoms collectively known as ADHD or depression encourages renaming 

these symptoms as an illness, when in fact, they may be caused by something else entirely.  ADHD 

could be problems with parenting, a natural streak in a person's personality, or a mere overabundance 

of energy.  If we treat the symptoms of depression or Obsessive Compulsive Disorder, as in the case of 

Lauren Slater, we may miss the root cause of the illness to begin with (Kramer 255). 

Prozac obviates the need to feel emotional pain in patients who take it.  One way to rectify this 

feeling that there is actually something wrong with taking a drug which enhances mood with no 

apparent side effects is to consider that it takes away the ability to feel pain.  As pain is a natural human 

emotion, with distinct purpose, it seems wrong to take it away.  Kramer classifies this as a loss of 

autonomy.  Pain is there to tell a person something is wrong and needs to be fixed.  Without this, 

important things may go unnoticed (Kramer 256).  

Another possibility, which both Kramer and Slater bring up is that by taking away pain, Prozac 

will “rob us of what is distinctly human,” (Kramer 299).  Slater corroborates this, mentioning her 

previous comfort in the writings of Frankl about pain and suffering, saying that the dignity of pain is 
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what makes us human.  She feels lost without these feelings.  What used to drive her has now been 

replaced by an emptiness (Slater 28-29).  In the academic world, with Ritalin, a similar argument 

applies.  “According to psychoanalysts, to lose pain without quest or struggle is to lose self.” (Kramer 

277) Can this not also be applied to a math test?  Has a student who took Ritalin to study for such a 

test robbed himself of what is distinctly human about toiling over the books in conflict with his 

undrugged, distractable self to try to pass the test?  The student has arguably lost pain (having to force 

himself to study for the test) without struggle with himself. 

A common occurrence is an uneasiness in the person taking such drugs as to the changes they 

observe in themselves.  Kramer has a patient he refers to as Philip, who is discomforted in his ability to 

feel what he thinks is justifiable anger.  His issues with other members at an elite private school he 

attended had not been resolved before he first started taking Prozac.  This was not a disabling 

discomfort, but it was a side effect of the medicine (Kramer 291).  Slater herself tells her doctor, “I'm 

worrying unobsessively about the medication.” (48)  Does an ADHD conscious person, i.e. a person 

diagnosed with it past the age of fifteen or so, not question whether the medication is a good thing? 

Just as the parents of ADHD children miss their personality quirks that Ritalin dampens, Slater speaks 

of missing her counting and touching obsessions.  She feels that she's missing a significant part of her 

former self, and this disturbs her (44). 

We then move to talk about an unfair advantage given to a person on such a drug.  Slater seems 

competent to speak on such a subject as she holds a Harvard Masters and a BU PhD on the subject and 

took Prozac throughout her studies. She characterizes her internal struggle by saying, “I am also aware 

that on the days Prozac works for me, the days when I am free of obsessions and depression, I am 

powered beyond me, pushed into a realm where unfair advantage becomes mine.”  She mentions a 

friend who tells her that she would like to be sick enough to need Prozac and says that she justifies it to 

herself by saying that she learned that because of the hardships she endured earlier in life (194).  This 

unfair advantage is akin to the “free choice under pressure” mentioned with athletics.  
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Perhaps today's society has set this line so as to benefit itself.  It has been said that today, 

society creates ADHD-like symptoms in each of us by loading us to the point where we're unable to 

maintain focus.  In a way, we all have performance problems because society expects us to function at 

such a high level.  Our pressure to perform drives us to medication to help.  In school age children, this 

affects them in a different way.  The American Dream is to have your children do better than you did. 

Today, a good entry level job requires at minimum a college degree and often graduate school.  Getting 

here requires exemplary grades at ever decreasing ages (Diller 78-95).  ADHD has perhaps become our 

diagnosis for not performing at a desired level.  Practically, given such pressures on children, what 

parent would deny a child chemical assistance? 

Society also expects conformity.  On a basic level, a child is expected to fit in with his grade 

school or even kindergarden class.  The outliers, on both ends, make teaching the class hard for a 

teacher, and as such, schools attempt to eliminate them.  Ritalin has been shown to be capable of taking 

the most unruly child and making him into a zombie capable of sitting and paying attention at some 

dose (Diller 317).  This accounts for teacher referrals to doctors for ADHD diagnosises.  Diller also 

touches on Ritalin as a cost saving option between the medical and education industries in that it 

reduces the need for staff to deal with these children (Diller 171).   

Kramer's thoughts on society's effects are close to this.  When talking about women and Prozac, 

he says, “The success of Prozac says that today's high-tech capitalism values a very different 

temperament.  Confidence, flexibility, quickness, and energy- the positive aspects of hyperthymia- are 

at a premium.” (297)  Society values, even expects, a temperament such as this from women.  The 

effects of the drug have become society's expectation.  While one may tenably argue that society has 

done this on its own, the more interesting question arises when we ask what continued use of Ritalin 

may do society-wide.  Do we want to face an academic world that is chemically enhanced?  It seems, 

that between  the conformity society expects and the “American Dream,” the “free choice under 

pressure” really becomes coercion.  It is that much stronger in the academic realm.  
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Kramer's words, that Prozac “robs us of what is distinctly human,” (299) as well as Slater's 

thought,  “I am sorry for my dependence, because I don't think it's right to ingest psychic steroids.  I 

can blame our culture and say that, all in all, if we were less competitive, that steroids and strength 

would not be such an issue.  That sits well cerebrally, but not in my gut.  No one wants to be 

dependent, but more than that, no one wants to be a cheater.  No one wants to be a fake,” (195) point a 

bleak picture of such drugs.  In my mind, these are the two most important ideas I came across.  Slater's 

words encompass society's impact, which we cannot ignore, as well as her sense of guilt because of her 

“cheating.” 

I can only imagine how much faster I could have written this had I had access to such drugs. 

Peers tell me of its ability to let you tune out all distractions and just get work done.  If I could have 

ignored only instant messenger and winamp throughout this time, this would have been done days ago. 

Do I think taking such a drug is cheating? Yes.  From the swimming world, I can attest to the pressure 

exerted by those on performance enhancing drugs on those who don't to be significant.  I see it creeping 

up at MIT in the academic side of things.  Ritalin imparts an unfair advantage on those who choose to 

pursue it.  The thought of increasing society's expectations in the academic world frightens me, as this 

already seems stressful enough.  We don't need chemical enhancers out there artificially causing 

expectations to increase faster.  Finally, I have a deviant streak to me that I'm sure would have been 

chemically removed from my personality with Ritalin long ago had some people had their way.  I value 

those times that were emotionally tough where Prozac could have helped.  I get a real sense of 

accomplishment when I'm able to block out distractions and complete work on my own, without 

chemical assistance.  They're not something I'd choose to give up, and I'll keep taking longer to finish 

papers such as this if that's what it takes to keep them.  I don't ever want to have to convince myself I'm 

not a cheater.  
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May 18, 2006 
Truth or DARE? 

Sex and drugs are perhaps the two most taboo subjects in modern American society. Our 

government has chosen to deal with these two subjects in similar ways: teach kids to stay away 

from them as long as possible, even though most will end up having sex and doing drugs 

frequently. Abstinence-only programs designed to modify adolescent behavior with regards to 

both of them do not seem to work very well. A controversy is currently raging over abstinence-

only sex education programs, but studies seem to have settled the fact that they are ineffective.1 

The largest problem, though, is that in addition to being ineffective, abstinence-only programs 

endanger their students by leaving them unprepared for and unable to safely handle the 

inevitable. This is true not only for sex education, but for drug education as well, such as that 

provided by Drug Awareness Resistance Education (DARE). The nation’s largest anti-drug 

program, DARE presents drug users as people with self-esteem problems and teaches 

adolescents that they should “just say no” to drugs, exaggerates the dangers of drugs by 

associating their users with gangs and violence, and provides its students with no information on 

how to use drugs casually while avoiding abuse, as many of them will try to do—again, just like 

its sex-education counterpart, failing miserably to produce any positive results. DARE is 

ineffective because it gives its students messages that conflict with reality—all non-prescription 

drugs should be avoided, and any amount of drug use is irresponsible—and they soon realize this 

and discount the lessons of the entire program. DARE continues to receive funding because of its 

popularity among parents and police officers—it has become just another arm of the misguided 

war on drugs. 

1 
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Founded in 1983 by Daryl Gates, then chief of the Los Angeles Police Department, 

DARE quickly soared in popularity and spread throughout the country. Today, the program is 

implemented internationally—36 million students in 43 countries participate in it annually.2 The 

program employs local police officers, who give elementary, middle, and high school students 

seventeen weekly one-hour lessons on the dangers of drugs and how to say “no” to drugs, gangs, 

and violence—not how to deal responsibly with such things, but how to avoid them entirely.  

The program is incredibly popular. Its presence in 80% of the nation’s school districts is 

bolstered by parents’ high approval ratings: a survey of participating schools in Illinois showed 

that 94.5% of parents recommend the program based on their children’s responses to it, and the 

vast majority of schoolteachers and principals believe it achieves its goal of preventing 

adolescent drug use.3 However, popularity does not gauge whether a program has been 

successful. Although DARE relies on these statistics as proof that it meets its goals, DARE 

materials cite only one study showing that its graduates were less likely to smoke than their 

peers. This study shows a decrease in smoking rates of fifth-graders shortly after graduating from 

the program, but its authors note that it is well-documented that DARE’s effects last for only one 

to two years.4 Study after study has shown that in the long term, DARE graduates are not less 

likely to use drugs,5,6 including one by the United States General Accounting Office.7 Given that 

DARE’s goal is to keep kids off drugs, it seems to have failed. 

DARE’s popularity has been fueled by the concurrent rise in intensity of the war on 

drugs.8 In an environment in which the government and the mainstream media have painted 

drugs as an evil that must be defeated, it is difficult for anyone—politicians and parents alike—to 

oppose a program that has managed to bill itself as a necessary tool in the war to defeat them. 

Consequently, writes Everett Rogers, “even if DARE programs do not have very powerful 
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effects, local communities can point to their DARE program with pride, to show that they are 

doing something about the drug problem.”8 This false feeling of satisfaction comes at price, 

though: in 1997, 80% of DARE’s annual $750 million budget came from federal, state, and local 

tax dollars.9 

Given all the studies that have been done, and the money being poured into DARE, why 

hasn’t it improved? The problem is that DARE is unwilling to modify its program in response to 

constructive criticism and studies that show its ineffectiveness; in fact, it is so successful in 

silencing its critics that most people have no idea that DARE is such a failure.  In 1991, the 

National Institute of Justice, which provides substantial funds for DARE, hired Research 

Triangle Institute (RTI) to analyze a slew of past studies and once and for all determine DARE’s 

effectiveness. DARE initially supported the effort, writing that the results would provide 

“ammunition to respond to critics who charge that DARE has not proven its effectiveness.”9 

However, the study found that DARE was ineffective compared to more interactive drug-

prevention programs, and provided evidence that DARE graduates are actually slightly more 

likely to smoke marijuana than students who receive no formal drug education.6 DARE’s 

response was to try to prevent RTI from publishing its results. An internal memo showed that the 

organization took legal action and spent at least $41,000 trying to prevent RTI from presenting 

its data at conferences.9 When the National Institute of Justice succumbed to pressure from 

DARE and refused to publish the study it had funded, RTI submitted it to the American Journal 

of Public Health. Once again, DARE attempted to block the paper’s publication; the journal’s 

editor, Sabine Beisler, said DARE “tried to interfere with the publication of this…they tried to 

intimidate us.”10 In response, DARE’s executive director, Glenn Levant, claimed that science can 

sometimes be wrong: “Scientists will tell you bumble bees can’t fly, but we know they can.”11 

3 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

86
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



DARE also claimed the study was inapplicable because its findings were based on an older 

version of the curriculum. If DARE had actually overhauled its curriculum, then this might have 

been a reasonable claim; however, far from being substantive, its curriculum changes were 

superficial. DARE’s website proudly states, “Never satisfied, D.A.R.E. America is moving 

forward with an even better and improved D.A.R.E. program. In fact, it is in the tenth revision of 

the program.”2 Ten revisions in the program’s 23-year likely means the curriculum has almost 

constantly undergone revisions, perhaps so that every new study criticizing DARE can be easily 

deflected. While these revisions may sound impressive, they ignore the fundamental criticism of 

DARE: its “just say no” approach does not decrease drug use. The curriculum needs to be 

overhauled rather than just tweaked. 

Evidence for the gross inaccuracies that DARE teaches is available on its website, where 

DARE posts what are presumably the best of the essays that its elementary school students write 

during their 16th lesson. “Marijuana causes short-term memory loss and lack of knowledge,” 

“addicts become criminals who steal to get drugs,” “taking drugs is a life decision…and there’s 

no second chance,” “all the drugs can cause different types of cancer,” and “no matter what you 

do after the first try with drugs, they can take over and become the ruler of you” are just a few 

examples of inaccurate things that these children have learned from DARE.12 The extent to 

which these students embrace determinism is striking: rather than believing that drugs might ruin 

their lives, these students believe that drugs will ruin them. One student writes, “The drugs that I 

learned about and their out comes [sic] are cigarettes, marijuana, cocaine, and beer.”12 Most 

people, when writing the names of these four drugs, would write them in order of perceived 

danger (“beer, marijuana, cigarettes, and cocaine”), or couple this with their legality (“beer, 

cigarettes, marijuana, and cocaine”). This student’s insertion of cocaine in between marijuana 
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and beer indicates her ignorance of the relative dangers of these drugs; her sandwiching of two 

illegal drugs between two legal ones underscores this. While she is probably aware of each 

drug’s legal status, this doesn’t register when she thinks about them—all that matters is that they 

are all drugs, so they are all bad. 

By characterizing all drug use as contemptible, DARE blurs the boundaries between 

drugs; to the many impressionable DARE graduates who don’t bother to memorize the harmful 

effects of each drug, marijuana is just as bad for them as crack. These students will eventually 

find that there is a difference between why marijuana users’ and crack users’ lives are ruined: in 

the rare event that marijuana use destroys people’s lives, it is likely because the government has 

handed them long jail sentences and seized their assets,13 whereas crack more often contributes 

to personal problems because of the economic effects of its addictiveness coupled with its harsh 

withdrawal symptoms. Upon realizing that DARE has exaggerated the health effects of safer 

drugs such as alcohol and marijuana—the sheer number of people who they will observe using 

these drugs without any significant health repercussions speaks volumes about their safety— 

adolescents will likely discount the lessons of the entire program. Joel Brown of the Center for 

Educational Research and Development notes this reduction in DARE’s credibility: 

“There is a severe emotional disturbance in kids that’s raised by the conflict 
between the just-say-no messages they receive in school versus a variety of 
people using a variety of substances with different effects outside of school. We 
are quite sure now that that emotional conflict results in a reduction in educator 
credibility…if students don’t receive honest, accurate and complete information, 
they develop a basis for the belief that educators are lying to them.”14 

The problem is that after disregarding everything they have learned in DARE, students will be 

more likely to use more dangerous, addictive drugs, believing that their dangers have also been 

exaggerated. In the introduction to Buzzed: The Straight Facts About the Most Used and Abused 

Drugs from Alcohol to Ecstasy, two college students express their generation’s frustration with 
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drug education. These students ask, “Before you start lumping everything from smoking 

cigarettes to shooting heroin together, could we have a little more information?…Each drug 

works differently in the brain, and there are very different issues to consider with each drug.”15 

In condemning all drug use, DARE also eliminates the notion of accepted boundaries 

between use and abuse. In fact, the concept of drug abuse is not taught in DARE—the 

organization takes an implicit “use equals abuse” attitude by focusing on preventing drug use 

rather than the harmful subsection of use that constitutes abuse. Particularly, DARE officers’ 

failure to distinguish functional adults who occasionally drink from alcoholics undermines their 

credibility. It is foolish to tell children that drug use of any kind is wrong when they might go 

home and, a few hours later, observe their parents enjoying a glass of wine with dinner. Most 

children already know that moderate drinking is widely accepted; they will therefore be aware 

that DARE is misleading them, and will naturally be skeptical of the program’s other lessons. In 

the early 1990s, Brown conducted a three-year study evaluating DARE in California schools and 

solicited the students there for feedback on how the program could be improved.16 Children 

realized that the DARE curriculum lacked the use/abuse concept even at the elementary school 

level: 

Respondent: [first] It’s just kind of like the person, like, see my uncle, he can 
drink and he won’t get drunk and then my other uncle he can drink a couple of 
beers and he will get drunk and get into stuff… 
R: [second] Like my dad he can drink like three or four beers and he doesn’t 
really get drunk, he gets kind of weird, but he doesn’t get drunk…So, it just kind 
of depends on the attitude of the person before they drink, too, because if they’re 
already violent then if they drink they might get even more violent and then if it 
doesn’t bother them, you know. 
Interviewer: Does the DARE officer teach you those things? 
R: [third] No, not really. 
R: [different respondent, hard to identify] I don’t think so. 
I: So how did you come to know that? Just by watching? 
R: [second] You just kind of know it…You know just by observing your 
surroundings and you can tell how people act. I mean, all families have different 
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examples of stuff but you can just about get any family with somebody that 
drinks. 

Even at the high school level, students are taught that what they consider safe drug use is bad: 

R: If my mom gets drunk, I don’t care! On Mothers Day she totally had a good 
time, but she didn’t drive home. She felt sick in the morning, but she had a good 
time and that’s fine. If I knew she was an alcoholic, I’d get her help! But, yeah, 
she gets drunk, but not every day! Not once a week! 
I: Okay. 
R: She does have drinks though. 
I: Is that what they teach you in the classes? 
R: No…They teach us that everything is bad…it’s just flat out bad. 

It is evident in the students’ comments, though, that they understand the distinction between use 

and abuse. They are disappointed in the rigid DARE approach which states that all use is “just 

flat out bad.” 

DARE is unique as an anti-drug program in that local police officers teach its lessons. 

This may initially seem beneficial when it comes to a subject like drugs—younger students 

frequently befriend their officers, some of whom even spend extra time at the school and chat 

with kids during lunch,8 and receiving information about drugs from law enforcement officials 

reinforces the concept that getting caught using drugs has serious legal consequences. However, 

given that the goal of drug education should be to keep adolescents safe, a law enforcement 

perspective is not beneficial to them. Drugs should be presented as a health and safety issue 

rather than a law enforcement issue, and teachers, not police officers, are best equipped to do 

this. In addition to not being as qualified to teach about drugs as classroom teachers, police 

officers also use their position as DARE instructors to find out about illicit drug use. Throughout 

the 17-week period, students are encouraged to submit anonymous questions to the “DARE 

box,” whose contents the class’s police officer will read out loud and answer. Young students in 

several states have used this box as a means of exposing their parents’ illegal drug use,9 
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effectively allowing the DARE program to provide increased local drug surveillance. Charging 

parents with drug possession likely has a relatively high success rate in keeping local children off 

drugs. It is ironic that what is perhaps DARE’s most (unintentionally) successful program is also 

its most problematic in that it can cause considerable family and financial difficulties for the 

students who are affected by it. 

DARE clearly has many educational problems: it categorizes all drugs as evil, fails to 

distinguish use from abuse, and presents itself from a law enforcement rather than a health 

perspective. Given that DARE has not been successful over the last 20 years, the “just say no” 

approach to drugs with adolescents seems doomed to failure. A much more beneficial approach 

would be to steer adolescents away from abuse by discussing the distinction between use and 

abuse and negative health aspects of abuse. The focus of any drug education program should be 

on keeping its students safe. Some might argue that the government would not fund discussion of 

safe drug use and simultaneously outlaw drugs, but this is exactly what it does in other areas 

regarding adolescent health. In driver’s education classes, students are told not to drink until they 

are 21, but just in case they do, are suggested a host of alternatives to driving drunk. This is also 

done in comprehensive sex education classes: even though it is illegal for students to have sex 

before the age of consent, they are still given information about contraception and sexually 

transmitted diseases so that they can make safe choices should they decide to break the law. 

Even if adolescents who have gone through these comprehensive education programs perform 

the relevant illicit activities at a higher rate (whether or not this is the case is disputed), they still 

come out safer at the end of it. The same principles apply to drug education—knowledge of what 

constitutes responsible use, how to avoid abuse, and real-world examples of the consequences of 
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abuse will not bring harm to adolescents. In his study, Brown found that students felt their 

materials did nothing for them: 

I: Who do you think should be teaching you about alcohol, tobacco, and drugs? 
R: Someone outside the school…someone who has been through it. [several 
voices speak at once, sounds as if they are in agreement with this statement] 
I: Recovering addicts? 
R: They know the most because they have been through it. They know how it 
feels. 
R: Their stories are interesting and you want to hear about it. You know when 
you’re sitting in the class and you’re reading out of a book, you know, cigarettes 
cause emphysema, it’s like that’s great…it’s so boring, just like the other school 
classes. I mean, but we already know about it and that’s not going to help us. 
I: So you agree with him that it needs to be an experiential thing… 
R: [several voices at once] Yes. 
R: If somebody does drugs…you’re not going to stop unless something happens 
to you or you see something happen to…one of your close friends. 
R: We’re interested in someone who really has been through it and to see that is a 
lot more interesting, it does give you more which will probably make you not do 
it than just reading out of a textbook. 

Brown’s high school students also agreed that DARE alienates current drug users with its 

rhetoric rather than providing them with the supportive environment they need to be able to 

recover: 

R: I think the problem with education is—this kind of education is that you’re 
constantly being shoved down your throat it’s so wrong, if you do it you’re a 
terrible, evil person, instead of just educating saying I know some of you people 
do it, why do you do it, let’s try to help you so you don’t do it anymore. If it is 
shoved into you that you’re a terrible person when you do this, you know, you 
kind of want to back away from the education process because they’ve already 
made a judgment upon you. 

To summarize, anti-drug curricula should be more focused on showing adolescents real 

consequences of abuse so that they can relate to them and so that they won’t feel like they’re 

being lied to; they should provide facts about the real dangers of drugs—not the scare tactics of 

what drugs may do, but scientific evidence showing the likelihood of certain health problems; 

and they should provide information to students that is conducive to rehabilitation, rather than 
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adhering to slogans such as “users are losers.” While individual schools could be left to decide 

their own curricula based on this model, a change in DARE’s curriculum would expedite the 

process because of its large national and international presence. 

Why have no serious efforts been made to fix DARE’s curriculum by responding to 

student or academic suggestions? Overhauling DARE’s curriculum as suggested would eliminate 

its unique identity among anti-drug programs. Additionally, it would be difficult for the 

government to justify continued funding for DARE at such a large level if the organization were 

to acknowledge that its curriculum needed such drastic changes. To that end, DARE goes to 

extensive lengths in order to protect its image. Aside from the RTI study mentioned previously, 

DARE has forced changes and prevented publication of critical stories produced by major media 

outlets such as The Washington Post and NBC.9 If DARE does not change its attitude towards 

criticism, no progress can be made in fixing drug education. Hopefully, an effective alternative 

to DARE with the capacity to institute a national curriculum will arise, so that parents and 

politicians can continue to fight the war on drugs while adolescents learn how to use drugs 

responsibly. 
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Brian Chase 

Why in baseball is using steroids considered cheating? 

May 18, 2006 

 In 2004, an Associated Press poll found of 865 baseball fans surveyed, 61 percent 

thought those who had tested for steroids should be banned from the game.1 Another poll 

in April 2005 found that two-thirds of the people surveyed thought players testing 

positive for steroids should be banned from the hall of fame.2 Clearly, the majority of 

baseball fans consider taking steroids cheating. Why is that? Based on articles in today’s 

sports magazines and various public displays at games, most baseball fans think that 

steroids give some players an unfair competitive advantage over others. But this response 

stems from the faulty underlying assumption that players have some “innate” ability or 

talent which is not dependent upon their environment. In fact, the only way steroids are 

different from other performance enhancers like protein shakes or nutritional supplements 

is because their side effects are worse and their performance enhancing effects are large. 

This efficacy, and the “steroid body” that goes with it, triggers fans’ pharmacological 

Calvinism, the belief that taking a pill for any reason is bad, and leads to the media 

labeling the steroid culture and users as alien, which are the factors that truly keep 

steroids on the wrong side of public opinion and MLB policy.  

 Steroids, like many other drugs, have gone through waves of pubic opinion in 

their existence. Steroids and concern about them have been around since the early 70s, 

according to congressional testimony by Henry Waxman, a representative from 

California who is a member of the House Committee for Interstate and Foreign 

Commerce, which dealt with the steroid issue.3 At that time, the use of steroids in 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

95
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



baseball was kept from the public, ostensibly to keep kids from using drugs as well.3 By 

the late 1980s, according to a celebrated article on steroids by Tom Verducci in the June 

3, 2002 issue of Sports Illustrated, steroids entered public consciousness as the drugs of a 

“renegade fringe” and Jose Canseco, who has now admitted to steroid use and written a 

confessional book about using, lost an endorsement deal because of steroid rumors.4 

Waxman reports that, similar to Barry Bonds today, fans “chanted the phrase ‘steroids’ 

when [Canseco] came to bat.” In 1991, Faye Vincent, commissioner of baseball at the 

time, issued a policy that labeled steroids illegal when taken for the purpose of enhancing 

performance. However, no major league testing of steroids was established, so players 

continued to use and reap the benefits.3 At the same time as Vincent’s proclamation, 

Canseco was gracing SI as the “King of Swing” and he and his teammate Mark McGwire 

were glorified as the “Bash Brothers.”5  

By the late 1990s, baseball’s inattention to steroids transferred to the fans as well. 

When McGuire and Sammy Sosa carried out the “Home Run Race” of 1998, they were 

chosen by SI as Sportsmen of the Year, and placed on the magazine’s cover as Greek 

gods, resplendent in togas and victory laurels.6 The cover was representative of the 

feeling of the time: the increased slugging and home runs were cheered and glorified. At 

the time, McGwire was acknowledged to be taking andro, a supplement which is 

converted to a steroid once it is absorbed in the body, and has since been banned in 

baseball.7,8 However, he was celebrated with each home run, and graced newspapers and 

magazine covers the country over as a good father and role model.9 Compare that to 

Bonds today, who has not failed a drug test and is vilified at each city he plays in. 

According to Matt Morris in Sports Illustrated, who was McGwire’s teammate in 1998 
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and is on Bonds’ team now, “The only time people ever booed Mark McGwire in 1998 – 

anywhere - was when he bunted the first pitch of batting practice. People loved him. . . . 

With Bonds, people are upset and are not happy for him.”10  

Steroids became vilified again by 2002, due to several factors: one, as early as 

1995 stories like Verducci’s began to come out, stressing the widespread nature of steroid 

use and the harmful and graphic side effects (one of the more memorable quotes from 

Verducci’s piece comes from former MVP Ken Caminiti, who reports that after sustained 

steroid use, “it took four months to get my nuts to drop on their own.”). Eventually, these 

articles, which labeled steroids as cheating and a huge problem in baseball, slowly raised 

the public perception of steroids as a problem again. Two, by this point steroids had 

become rampant in high school athletics, and parents concerned for their children also 

raised the cultural awareness of steroids.3  

Today, the pendulum of steroid tolerance has swung back the other way. The 

MLB established testing of major leaguer players for steroids in 2002, and toughened the 

policy in 2004 after 5 to 7 percent of players tested positive.3 Besides the Associated 

press polls quoted above, there are countless public displays of fan hatred of steroids. 

When Barry Bonds played in Philadelphia on Sunday May 7, people held foam syringes 

with “Cheater” labeled on them, signs that said “Bonds Cheats” and “Fraud.”10 These 

allegations refer to the 2003 trial of Victor Conte, an alleged steroid distributor, and his 

company BALCO which saw several players go before a grand jury to testify about their 

steroid use, among them Jason Giambi and Bonds.11 The leaking of that testimony in 

early January of 2005 caused the media phenomenon that was the “steroid scandal.” 

Congress took time from its busy schedule to deal with the scourge of steroids, holding a 
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congressional hearing on March 17, 2005 with former and current MLB players Rafael 

Palmeiro, Sammy Sosa, Curt Schilling, Frank Thomas, Jose Canseco and Mark McGuire. 

Palmeiro, during that hearing, shook his finger at Congress and declared that “I have 

never used steroids, period.”12 A few months later, on Aug. 1, Palmeiro was suspended 

from baseball for 10 games for testing positive for steroids.13

If Congress is taking the time to study steroids in baseball, there must be a strong 

groundswell of outrage among the voting populace. So why do so many consider steroids 

cheating today? The first and most basic reason people view steroids as cheating is 

because they feel it gives players abilities that they otherwise would not have had. This is 

the position of every poll or article researched for this essay in the national sports media 

over the last four years. Again, the signs displayed in Philadelphia are representative. One 

60-foot long sign said “Babe Ruth did it on Hotdogs and Beer. Aaron did it with class. 

How did you do it?”10 This question rests on the assumption that Bonds’ steroid use 

differentiates him from Aaron and Ruth, who set career home run records without 

steroids.  

But to simply say steroids enhancers players’ performance is easy. The deeper 

question behind that answer is “Why does that matter?” That question involves a number 

of different aspects of what it means to be a baseball fan. First among them, perhaps, is 

the notion of fairness. The US culture in general holds fairness as one of its central tenets, 

as part of the Puritan Work ethic and the capitalist ideal: everyone must deal fairly, so 

everyone has their shot to succeed if they work hard enough. That ideal is held to as 

strongly in baseball as any other sport. The problem with steroids, then, is not just that 

users have an unfair advantage over non-users. Widespread steroid use limits the free 
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choice of non-users, because if they want to make a living they are almost forced to start 

taking injections, and having to deal with the side effects. This is called “free choice 

under pressure” by Thomas Murray (as reported by Peter Kramer).14

There is certainly supporting evidence for Murray’s complaint. Caminiti provided 

a quote in the Verducci article that would make Murray shudder: "If a young player were 

to ask me what to do, I'm not going to tell him it's bad. Look at all the money in the 

game: You have a chance to set your family up, to get your daughter into a better 

school.... So I can't say, 'Don't do it,' not when the guy next to you is as big as a house 

and he's going to take your job and make the money." A minor leaguer named “Pete” to 

hide his identity also admitted he was forced into steroids: "Listen, this is not my choice. 

I'd rather not [use]. I discussed it with my wife, and she understands. When you want to 

get to a higher level of competition, it's pretty obvious that it's worth trying."4 Even the 

most talented baseball stars are not immune. According to Mark Fainaru-Wade and 

Lance Williams, the writers of Game of Shadows, a book that documents Barry Bonds’ 

alleged steroid use, Bonds started steroids after witnessing Mark McGwire’s popularity 

during his home run chase and wanting that kind of adulation for himself. At the time, he 

was a well-rounded player who did not hit as many home runs per year as McGwire, but 

allegedly using steroids, he remade himself to be a home run machine who eventually 

broke McGwire’s home run record in 2001.15  

There’s no question, then, that the more players use steroids, the harder it is for 

others to stay clean. What are the implications of that for players, and what are players’ 

responses? At the physical level, this spiral of steroids forces players to endure the side 

effects of steroids when they otherwise might not. At the level of consciousness, players 
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have their free choice limited by steroid-fueled competition, and free choice is also 

something this country values. How do players respond to these concerns? By claiming 

that steroid use supports American values.  

For example, a value much appreciated in sports is the desire to win above all 

else. Players that have that desire, like Michael Jordan in basketball, are often revered. So 

a baseball player might argue that he simply wants to win at all cost, even sacrificing his 

body to steroids to win. Just because another, non-user does not want to win enough to 

take steroids, that doesn’t mean the user should be punished for it. This argument pops up 

a lot among players defending steroid use, like Jose Canseco or Caminiti in the Verducci 

interview.4 And there is a parallel case: players often hurt their quality of life in sports 

due to injuries but consider it worth it for the success they had. Curt Schilling chose this 

path when he underwent damaging surgery to freeze a tendon in place so he could pitch 

in the 2004 World Series.16 And old football players, especially running backs and large 

linemen, are reported to have horrible health issues after retirement, due to the beating 

they take from football, and the weight they put on to play it, yet we do not discourage 

youth from playing football or baseball so they have healthier lives.17 So why take that 

position with steroids? As far as Murray’s argument about limiting free choice, that 

sword swings two ways: players quoted in the Verducci article talk about how using 

steroids is a player’s personal choice.4 So are you going to limit the user’s choice to use, 

or the non-users choice not to use? Either you do not have free choice or have it under 

pressure. Which is better? Those who need marijuana for medical conditions would 

definitely say free choice under pressure. 
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There are other problems with the argument that using steroids is cheating 

because they give a competitive advantage. The biggest fault with it is that steroids are 

not the only thing in baseball that gives a competitive advantage when there was none 

before. Revenue and payroll differences and environmental factors like the skill of the 

training staff and the quality of the facilities can cause “unfair” competitive advantages 

between teams and players as well, but those discrepancies are considered part of the 

game. The responses to this argument are that taking a substance is fundamentally 

different from working out more or on better facilities because you do not have to work 

as hard to get the same results as someone not on steroids. But some players use a good 

diet to get into better shape, or take legal supplements to make their workouts more 

effective. This is exactly the way steroids work – they help to build muscle faster in 

conjunction with exercise and weightlifting, so those that work out the most are going to 

get the most out of steroids. Should the MLB disallow all possible supplements and 

mandate player diet and workout regimens to eliminate the possible advantage? 

Ultimately, you cannot justify getting rid of steroids because they give a competitive 

advantage, because baseball operates by identifying and using competitive advantages. 

This argument applies to a side issue of the steroid debate, which is the sanctity of 

statistics. There is a national debate right now whether baseball statistics and records set 

during the “steroid era” of the last 15 or so years should have an asterisk placed next to 

them, denoting that they were made by players on steroids. It has been publicized by SI,18 

and fans jeering Bonds in Philly last weekend held up asterisks to protest his passing of 

Babe Ruth in the career home run standings.19 But as has been brought up by several 

online journalists, Ruth’s record should have an asterisk too, because during his career, 
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black players were not allowed to play with whites. If the talent pool for baseball was 

expanded to include blacks in Ruth’s day, would the subsequent increase in pitching 

quality have decreased his home run totals? Probably, given that immensely talented 

pitchers like Satchel Paige later came out of the Negro Leagues. You cannot divest a 

baseball statistic from the time it was created in, and you cannot ever completely 

compare performances from wildly different eras because the context always matters. 

Steroids are a part of today’s context just as segregation was a part of Ruth’s. Any notion 

to the contrary is silly. 

Despite the arguments above, most people would remain convinced that taking 

steroids was cheating. Why is that? There are three primary reasons: one is the notion of 

pharmacological Calvinism, two is the influence of the press on public perception of 

steroids, and three is the labeling of drugs in general and those who take them as alien. 

These are the real reasons that taking steroids in baseball is considered cheating today.  

A brief aside before examining each of these factors in turn is that the policies of 

the MLB are not on that list. This is because the history of steroids clearly shows that 

even when the MLB declared steroids illegal, it was not until public perception and 

alienation of them was established that the MLB responded with major league steroids 

testing. At the time of the Home Run Race, even though steroids were illegal, the issue of 

testing was so low-key that no one really paid attention to or protested them. I maintain 

that public perception is the dog that wags the tail of MLB policies, and not the other way 

around. 

 Pharmacological Calvinism is the belief that taking a pill or drug is morally 

wrong, because hard work, suffering and pain are essential parts of human existence. The 
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concept figures prominently in Kramer’s discussion of Prozac as a way of explaining the 

public’s response to the drug, and the same can be said of fans and baseball players. This 

phenomenon can be seen in baseball lingo: someone who is “clean” is someone who is 

off steroids.4 This terminology might come from the MLB policies, but it probably comes 

from larger drug culture, and reflects the idea that even though it is tough to argue against 

steroids ideologically, there is still a taint to taking steroids, the sense that a player who 

takes them has lost some purity they might have off steroids. This also might be why 

players like Jose Canseco are ridiculed and reviled when they talk about steroids being 

the standard throughout the league: they are deliberately taking a stance against 

pharmacological Calvinism, and so automatically people hearing them want to reject the 

idea without listening to their analysis, which often is more logical than people care to 

admit. 

 Another effect of pharmacological Calvinism is that news reporters looking to 

cover steroids automatically assume a negative stance towards them, although that is also 

influenced by the dangerous side effects. Verducci shows this in an online article 

recently. A reader asked whether or not cheating by faking a tag out was the same as 

steroids cheating. Verducci’s response: “Equating a missed tag play at the plate with 

sticking a needle full of illegal performance-enhancing drugs into your body? . . . 

Because baseball tradition winks at Lo Duca making a phantom tag we're supposed to 

just say, ‘Oh, what the heck, juice up, boys!’ ‘Cheating’ is a lot like crime: it comes in all 

shapes and sizes.”20 This response clearly betrays a sense of pharmacological Calvinism: 

although both acts are cheating, the drug use is inherently worse. And Verducci’s 

response is representative of writers around national sports.   
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The articles written by reporters who take this view form the next reason why 

steroids are considered cheating. Sports journalism is very pervasive. Every fan has to get 

their scores and results from somewhere, often on a daily basis. Sports fans also tend to 

spend a lot of time discussing sports, so ideas and opinions they read get discussed and 

argued about in their social circle. Thus sports journalism pieces that vilify steroids and 

are meant to shock readers into caring about the issue go a long way towards defining fan 

attitudes towards it. In the congressional testimony, Waxman cites these articles as a 

reason that people eventually realized how pervasive steroids were, and how much of a 

problem they were.3 Since the Verducci piece, SI has run other exposes on steroids, as 

has ESPN the magazine. All these sources automatically take the stance of vilifying 

steroids, and its proponents, like Jose Canseco, are ridiculed. Is it any wonder, then, that 

steroids are dismissed out of hand as cheating? 

 The final reason steroids are considered cheating is because they work so well. 

And because they work so well, and so many ballplayers used them, the build of a user, 

his problems and habits, became commonly known and looked for. What is more, 

because of the negative press steroids got, fans were able to label them an “other” to 

dismiss steroids users as people holding alien values without really looking or 

considering how they might be motivated by the same things as regular fans. This can be 

shown by the massive amount of jokes about “big heads, small balls,” a common side 

effect of steroid use, and the vehemence of the national polls quoted earlier. For fans to 

say that anyone testing positive should be thrown out of the sport is quite harsh, 

considering that there are arrests of ballplayers all the time for a variety of other drug use 

charges and crime, and none of them are thrown out on the first offense. Something that 
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might help explain this position is the legitimate use of steroids. Steroids are not like 

nutritional supplements of protein shakes that people might regularly take to get in shape, 

and they are not petty crimes or drug charges that baseball fans are familiar with or have 

committed themselves. They are treatments for sick people to help survive treatment, 

including treatment of diseases like AIDS, which already is somewhat marginalized in 

mainstream culture. And even in those diseases, steroids are something to avoid if you 

can. So that makes purposeful steroid users in sports all the more alien.  

Ultimately, the reason why taking steroids is considered cheating goes back to the 

chemical properties of steroids themselves: they work too well at helping athletes build 

muscle, and combined with the country’s pharmacological Calvinism, make for bad press 

and public perception. This leads fans to consider steroids “cheating” and justify it by 

saying steroids give an unfair competitive advantage, when the entire sport of baseball is 

built on just such advantages. If steroids were less useful, like nutritional supplements 

today, they would probably be legal, widely used, and just another part of the game, like 

spitting sunflower seeds. Unfortunately, because of the pressure on athletes who will do 

anything to succeed, steroids are only going to get more powerful and hard to detect, 

rather than more benign and legal. But that doesn’t mean the steroid “scandal” won’t go 

away. Already, journalists are trumpeting this baseball season as the post-steroid era. If 

history is any indication, people will think steroids solved, stop caring, only to be 

shocked again when the next great and popular surge of offense turns out to be the result 

of their beloved players using the next generation of performance enhancers. 
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The Cocaine Sentencing Disparity 

 

There is a gross injustice occurring in the United States that needs to be 

addressed. Persons taking part in what is essentially the same illegal act of drug use are 

being sentenced vastly differently. There is a large disparity in the mandatory minimum 

criminal sentencing for the trafficking and possession of crack cocaine and powder 

cocaine. In 1986 and 1988 two federal sentencing laws were passed that established a 

100:1 quantity ratio between the amount of crack cocaine and powder cocaine that would 

prompt mandatory jail sentences1. A person found with 500 grams of powder cocaine will 

likely receive a 5-year prison sentence. A person found with just 5 grams of crack 

cocaine will serve the same sentence. This policy is unfair to crack cocaine offenders and 

must be rewritten. 

The federal government argues that the addictive nature of crack cocaine and 

violence associated with its sale are valid justification for the sentencing disparity. These 

explanations provide no compelling reason to create the enormous difference in 

mandatory minimum jail sentences for nearly identical drugs. There are also blatant racial 

undertones in this policy. The large majority of people sentenced for crack cocaine 

trafficking or possessions are black while the majority of users are, in fact, white2. 

Powder cocaine offenders are much more racially integrated with roughly equal parts 

white, black and Hispanic. Thus, this policy is creating a racial divide in the number of 

minorities sent to prison and it is obvious that the sentencing procedures are racially 

 
1 The Sentencing Project. “Crack Cocaine Sentencing Policy: Unjustified and Unreasonable.” 

http://www.sentencingproject.org/pdfs/1003.pdf, 1. 
2 Webb, Gary, “Flawed Sentencing the Main Reason for Race Disparity,” Mercury News, 20 Aug 

1996.  
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biased. It is time to equalize the sentencing of users or dealers found with either crack or 

powdered cocaine, and recognize the severe consequences present with any drug use 

regardless of who uses what drugs and where they primarily use them. I will show how 

the differences in crack and powder cocaine are negligible (especially when accounting 

for the large difference in sentencing), how this policy is racially motivated and why it 

should be changed to put crack and powdered cocaine dealers and users on the same level 

under the law. 

 To understand why there is a difference in dealing crack versus powder cocaine 

under the law we must first understand the differences between crack and powder 

cocaine. Both crack and powder cocaine are derived from the South American coca plant. 

The cocaine is extracted from the plant and dried in a paste of cocaine sulfate. Finally, the 

cocaine is treated chemically to form a salt known as cocaine hydrochloride, which is a 

white crystalline powder. This is powder cocaine. Crack cocaine is derived from cocaine 

hydrochloride by treating the salt with baking-powder to form a rock which can then be 

smoked (heating up this rock creates a crackling sound, hence the name “crack”)3. The 

psychotropic and physiological effects of crack and cocaine are, in fact, the same. Both 

crack and powder cocaine are stimulants, which induce feelings of alertness, euphoria, 

control and liveliness and they suppress hunger, boredom and fatigue. The body uses up 

energy reserves to give the user this feeling, which is why users often feel very sluggish, 

lethargic and depressed when they come down from the high and have depleted their 

 
3 Weil, Andrew, Winifred Rosen. From Chocolate to Morphine. New York: Houghton Mifflin 

Company, 1993, 45.  
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energy stores4. The main difference between these two forms of the drug is the method of 

administering each one into the body. 

 Powder cocaine is typically snorted into the nostrils where it is absorbed through 

the mucus membranes of the nose and delivered to the bloodstream. This creates a 15 to 

45 minute high5. Crack cocaine is smoked and inhaled into the lungs, where it enters the 

bloodstream via the lung walls. This method allows faster absorption of the drug and will 

allow for a more intense high that is shorter than that obtained from snorting cocaine. It 

will last usually between 5 and 15 minutes. Thus, the physical differences between the 

two versions of the drug are minimal (smoking crack can lead to some respiratory 

problems and snorting the powder can affect the nasal membranes as well). At best, based 

upon the length of the high, crack cocaine is roughly three times as intense as powder 

cocaine. However, the produce the same effects in the body and are therefore both 

classified under the same drug schedules. The major concern cited by the government in 

creating its sentencing policy is the level of addictiveness of each type of cocaine6. 

Cocaine is a highly addictive drug. The body craves more when it comes down because 

of the feelings of depression and sluggishness associated with the absence of the drug. It 

is argued that crack cocaine, giving the user or more intense high, is more addictive than 

the powdered form, which provides a reason for the increased sentence time. 

 While it may be true that crack cocaine is somewhat more addictive than powder 

cocaine, this provides no rational basis for a 100:1 ratio in sentencing. There is no real 

way of quantifying addictiveness and the level of addictiveness is different for every user. 

 
4 Weil. Chocolate, 46.  
5 Hatsukami, DK. “Crack Cocaine and Cocaine Hydrochloride. Are the Differences Myth or 

Reality?” http://cocaine.org/crack/index.html, 13. 
6 Sentencing Project, Crack Cocaine, 2.  
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Some will try one of both of the forms once or twice and never use again. For some, 

addiction will set in with ease and harm them, regardless of the form of cocaine they use. 

There are no absolutes when it comes to drug addiction yet the policy relies on this very 

assumption. If addiction is an argument for harsher sentencing then the judiciary and the 

policy-makers are quantifying the addictive nature of crack at 100 times more than that of 

powder cocaine. This figure has no physical basis and, although, many experts may agree 

that, on the whole, crack can prove more addictive creating a 100:1 ratio based on this is 

simply unethical and unfair to users who happen to buy crack cocaine instead of the 

powdered form. I firmly believe, however, that the government is using the addictive 

nature of cocaine as a guise for their true motivations for creating the sentencing 

disparity. Addictiveness is a weak argument as both drugs are admittedly highly 

addictive, and this fact is different in every user and unquantifiable. 

 Crack is often portrayed as a violence inducing substance. The stereotypical crack 

user is a poor black urbanite who will use any means necessary to get his next fix. 

Powder cocaine, on the other hand, is seen as an upper-class white drug used by 

businessmen and clubbers. This distinction has led policy-makers to justify their 

sentencing recommendations by labeling crack traffickers and users as volatile and 

violent, more so than powder cocaine dealers. In fact, in May 2002 the US Sentencing 

Commission alerted congress that much of the violence associated with crack is 

inaccurate7. In the fiscal year 2000 25.4% of powder cocaine cases were linked with 

weapons involvement and only 35.2% of crack cocaine cases were linked. The weapons 

 
7 Coyle, Michael. “Race and Class Penalties in Crack Cocaine Sentencing,” The Sentencing 

Project. http://www.sentencingproject.org/pdfs/5077.pdf, 4.  
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were only used in 1.2% of powder cocaine offenses and 2.3% of crack cocaine crimes8. 

While there is more weapon use related to crack cocaine cases it is certainly not 100 

times more, proving the excessive nature of the sentencing policy. 

It is unfair to use this fact as a reason for increasing 100 fold the sentences handed 

to users with crack. It is the judiciary’s duty to punish crack users for their possession of 

crack, not for the possibility of violence. It is completely unfair that a poor non-violent 

mother would be sent to jail much longer for buying 5 grams of crack to feed her 

addiction, than for buying 5 grams of powder cocaine which she could not afford. Why 

should she be punished for the violence of others she in no way supports? It is unjust to 

base a practice as serious as jail time on a perceived stereotype for which all users cannot 

be proven to uphold. The United States court system is set up to put the burden of proof 

on the prosecution. Thus, the prosecution should have the responsibility for proving 

violence. The current sentencing policy, however, gives a free pass to the prosecution to 

charge addicted crack users with violence they did not commit while not holding the 

same standard to offenders using powder cocaine, also a violence causing addictive drug. 

 Congress claims that crack cocaine is both more addictive and violence inducing 

than its powdered cousin. Under these claims, they feel that a sentencing disparity is 

warranted to more harshly punish crack cocaine users and peddlers. Their claims are 

outrageous and discriminatory towards crack users. The same drug should receive the 

same punishment. Even so, I have shown how a higher addiction rate does not justify a 

100:1 ratio and how charging crack users with violence ingrained in their convictions 

goes against the American justice system and treats innocent people unfairly, especially 

 
8 Coyle, “Race”, 4.  
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in respect to their powder cocaine counterparts. In other words, powder and crack cocaine 

are not sufficiently distinguishable to justify the 100:1 ratio. The reasons congress puts 

out are simply a cover for the true motivations; racism, elitism and a general 

unwillingness to rehabilitate instead of incarcerate. 

 There racial disparity present among persons convicted of possession or 

trafficking of crack cocaine is obscene and is only aided by the 100:1 ratio. According to 

a report published by The Sentencing Project about 2/3 of crack cocaine users are white 

or Hispanic. However, crack cocaine convictions for possession in 1994 were handed 

primarily to blacks. The defendants in 1994 were 84.5% black, 10.3% while and 5.2% 

Hispanic. For the offense of trafficking the defendants were 88.3% black, 4.1% white and 

7.1% Hispanic. For powder cocaine, in 1994, the defendants of possession were 26.7% 

black, 58% white and 15% Hispanic, and for trafficking, the defendants were 27.4% 

black, 32% white and 39.3% Hispanic9. It is hard to look at these figures without 

questioning the racial motives behind the sentencing policy. 

 This trend has not gone unnoticed in the United States courts. Several challenges 

to the sentencing policy have been made on constitutional grounds. Arguments have been 

set forth that the 100:1 quantity ratio denies equal protection and due process, constitutes 

cruel and unusual punishment, and that the policy is vague under the terms of the 

constitution10. Unfortunately, these arguments have failed in federal appellate court. In 

the case United States v. Armstrong, a motion was granted for dismissal of a case against 

four black defendants convicted of crack offenses. The motion was upheld by the district 

and circuit court after it was found that all 24 crack cocaine cases decided in Los Angeles 

 
9 Sentencing Project, Crack Cocaine, 2.   
10 Sentencing Project, Crack Cocaine, 3.   
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in 1991 involved blacks11. Unfortunately, the federal prosecutor refused to comply with 

the motion and the Supreme Court backed his decision. On the state level there has been 

some support as the Minnesota Supreme Court struck down their 10:3 quantity ratio on 

the grounds that it was unconstitutional under their equal protection clause.   

Unfortunately, in this country we have stereotyped inner-city blacks as poor, 

violent, drug users who are a threat to society. These same stereotypes peg poor blacks as 

prime candidates for crack cocaine use as it is cheaper than the powdered version. Thus, 

to keep the violent addicts of the street the government struck using the very crack that 

kept the users poor. The presence of racism is especially striking when we take note of 

the fact that 2/3 of crack cocaine users are white or Hispanic. If this is so, then the 

defendants for possession of crack cocaine should roughly by 66% white or Hispanic. 

Whites and Hispanics make up only 15.5% of the defendants, though. There is no doubt 

that policy makers are targeting negative stereotypes and the police are carrying out 

orders to remove the stereotypes from the streets. Because of the policies and racist 

undertones the crack users are kept in jail much longer than their rich, white counterparts 

using powder cocaine. 

 Prisoners are not only incarcerated as a form of punishment, but as well as for 

reform and rehabilitation. In the case of cocaine sale and use, prison is supposed to 

prevent the dealers from selling, rehabilitate the addicts by cutting them off from their 

source and reform both parties. However, the government is not doing much in terms of 

helping the users fight their addictions. In 1991, 24.5% of inmates in state prisons and 

15.7% in federal prison were receiving treatment for their addictions. In 1997, those 

 
11 Sentencing Project, Crack Cocaine, 3.   
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figures had dropped to 9.7% in state prisons and 9.2% in federal prisons12. The policy 

that is meant to deter and rehabilitate is actually worsening the condition. These inmates 

are being unfairly incarcerated for extensive amounts of time. They are actually receiving 

less help than they need as time goes on.  

There is also evidence that drug use actually increases in prison13. Because of the 

close quarters within which inmates live and the stress and depression associated with 

prison, many inmates will turn to drugs to ease their suffering. An Irish study of prison 

inmates and drug use reported that 20% of drug users actually began their use while 

incarcerated14. Incarceration approaches uselessness if there is no reform of the prisoners 

when they leave. It is even less useful if they start using drugs or increase their use in the 

prisons. And because the crack users are sentenced for much longer than powder cocaine 

offenders they have a much longer period within which they can become even more 

addicted to the drug and unhealthy. This is unacceptable and must be dealt with, firstly by 

reducing the sentencing guidelines and prisons must then, also be reformed. 

 Several reasons have been given for the justification of the 100:1 ratio and they 

have all proven unfit as validation for the program. It is an unfair, racist program, which 

provides no efforts for reform and even hurts offenders chances for recovery. What then, 

should be done to fix these problems? There have been many efforts over the years 

urging congress to reduce the 100:1 quantity ratio and treat crack offenders fairly and 

equally with powder cocaine offenders. The United States Sentencing Commission was 

established in 1984 to develop sentencing guidelines to recommend to congress for 
 

12 The Sentencing Project. “Drug Policy and the Criminal Justice System,” 
http://www.sentencingproject.org, 5.  

13 Canadian HIV/AIDS Legal Network. “Mandatory Minimum Sentences for Drug Offences: 
Myth vs. Reality. http://www.aidslaw.ca/Media/backgrounders/Backgrounder_20Apr06.pdf, 1.  

14 Canadia, “Mandatory” 1.  
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federal crimes. Part of their mission was to reduce egregious sentencing disparities. In 

1995, the commission recommended to equalize the 100:1 ratio. Congress rejected their 

recommendation, which was the first congressional rejection of any recommendation 

from the sentencing commission, and President Bill Clinton signed the rejection into 

law15. The commissions study advised congress to lower the ratio to at most 20:1 in their 

original report and has since recommended this or lesser ratios several times; all have 

been rejected by congress. 

 Congress will not listen to the heavily researched recommendations set forth in a 

report by a committee they created. There are clearly bigger issues at stake here, such as 

the racism and class issues discussed above. The ratios suggested by the committee still 

gave congress the power to punish crack offenders more harshly than powder cocaine 

defendants. The recommendations support the unfairness and excessive nature of the 

100:1 quantity ratio and looks to equalize how offenders of the substances are viewed 

under the law. In 1997, the sentencing committee recommended a 5:1 ratio by weight and 

in 2002 the commission recommended increasing the amount of crack triggering a five-

year mandatory minimum sentence from 5 grams to at least 25 grams. Along with this, 

they urged congress to repeal any mandatory minimum sentences for simple crack 

cocaine possessions16. This commission has thoroughly done its research, producing 

several detailed reports on the reasoning behind its recommendations. It is time for 

congress to listen sincerely to the commission’s findings and treat crack cocaine 

offenders fairly. 

 
15 Sentencing Project, Crack Cocaine, 4.    
16 Sentencing Project, Crack Cocaine, 4.   
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 Congress cannot be entirely faulted, however, for their unwillingness to shift their 

views on this issue. The United State Sentencing Commission has been altering their 

recommendations since their creation and there are crucial matters at stake, especially in 

the area of public safety. Thus, a policy needs to be created that will be fair to both the 

crack and powder cocaine users as well as the concerned members of congress. I have 

designed a policy that I feel accomplishes both of these goals. It is not flawless, but it 

provides a great foundation and good meeting grounds for both sides. The 100:1 ratio 

needs to be brought down. It is unjustified and grossly out of proportion. A more 

reasonable ratio for trafficking is 3:1 and for possession, 1:1 by quantity. This is a much 

fairer ratio and still allows for the notion of addiction and violence because of the dealers 

to be included. The 3:1 ratio for dealers allows prosecutors to put away the source of the 

crack longer. Cutting off the sources will help alleviate the addiction and the 3:1 ratio is 

fair because crack is more addictive and there is a bit more violence associated with it. 

However, the mandatory minimum quantity of crack triggering jail time should be 

increased from 5 grams to 25 grams. This prevents simple addicts from over-serving jail 

time and equalizes the playing field for crack and powder cocaine users. Finally, to allow 

for punishment of dangerous and violent crack related crimes, the policy should include 

jail time increases for any cases involving the possession or use of a weapon at the 

discretion of the federal prosecutor. Thus, public safety concerns can be taken care of as 

violent offenders will be imprisoned for longer periods of time and simple addicts will 

not have to suffer because of the violent offenders’ mistakes. This proposed policy is fair 

to both sides and also allows for some discretion by the prosecution side to protect the 

safety of the public.  
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 The current sentencing policy is unfair and unproductive. People using the same 

drug are being treated unequally by a factor of one hundred. Minor differences between 

crack cocaine and powder cocaine in no way warrant a factor of 100 difference in 

sentencing. The supposed addictive and violent nature of crack cocaine provide no 

justification. The racist undertones are much too prevalent to ignore. The legislative 

history has not established itself quite yet, but there are certainly precedents alleging to 

government acceptance of a racist system. There have been several recommendations by 

the United States Sentencing Commission to lower the 100:1 ratio and equalize how 

crack and powder cocaine users are viewed under the law. Congress has been unwilling 

to listen to the well researched testimony of the commission and by doing this is only 

supporting the racism and unfairness present in the policy. I have proposed a new policy 

that is both fair and strict. It will allow addicts to reform and punish violent traffickers. It 

is time to reform this policy and treat crack cocaine offenders fairly. 
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The three major components of the United States’ national drug control strategy are 

Stopping Drug Use Before It Starts, Healing America’s Drug Users, and Disrupting Drug 

Markets.1 By educating American citizens about the consequences of drug use, by implementing 

drug testing in the workplace, and by providing treatment options for drug users, the Stopping 

Drug Use Before It Starts and the Healing America’s Drug Users policies have resulted in a 

decreased rate of illicit substance use in the United States during the past twenty years. However, 

the current methods used by the US government to disrupt the drug market have resulted in 

increased quantities of illicit substances available on American streets. Only when the 

government changes its focus, from eradicating international drug trafficking to securing the 

nation’s borders and implementing more treatment facilities, will the United States win the war 

on drugs. 

 One of the major problems with the current drug market disruption strategy is that it does 

not prevent newcomers from becoming drug traffickers. Bertram et al. describe this problem as 

two flaws of the drug control policy: the profit paradox and the hydra effect.2 Every time the 

United States intercepts illegal substances at home or abroad, the black market price of that drug 

increases. While the government believes that interdiction decreases the number of drug users by 

raising the price of the desired substances, drug interception also causes more people to become 

traffickers due to the higher profit margin.3 This profit paradox explains one of the reasons why 

drug interdiction does not disrupt the drug industry: it results in “a guaranteed market, with 

profits kept artificially high by the US government.”4 The drug market also succeeds because it 

has the ability to spread like water. Bertram et al. describe this hydra effect as the drug trade’s 

                                                 
1 National Drug Control Strategy. The White House. Feb 2006. Pp 3. 
2 Betram, E.; Blachman, M.; Sharpe, K.; Andreas, P. Three Fatal Flaws in the War on Drugs. Drug War Politics. 
 UC Press. Pp 13. 
3 Ibid. Pp 12. 
4 Ibid. Pp 15. 
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ability to self-reproduce: every time a government attempts to eliminate drug production or 

smuggling, the traffickers will “tap alternative sources of supply.”5 Therefore, even when the US 

government is successful against one cartel, new smuggling routes will open up and a different 

group of traffickers will gain more of the market share.6 While the profit paradox and the hydra 

effect severely hinder the US drug control policy, the United States must also overcome the 

economic necessity of the drug trade to many foreign nations as it attempts to disrupt the market 

for illegal substances. 

 Another significant problem with the US drug market disruption strategy is that 

American desires for reduced drug trafficking cannot compete with the needs of foreign 

countries. Many foreign governments rely on the drug trade to increase their revenues, causing 

their government officials to disregard any pressure from the United States to prosecute drug 

traffickers. For example, approximately 20% of the Bolivian workforce is involved with drug 

producing and trafficking, resulting in 70% of the country’s gross national product (GNP).7 If 

this market was eliminated from the country, there would be widespread unemployment and 

violence; therefore, the Bolivian government will not assist the United States in capturing any 

drug dealers.8 The connection between the drug trade and a country’s overall economy is not 

present only in South American nations. Vanda Felbab-Brown believes that at least 50% of 

Afghanistan’s GNP comes from the trade of opium and heroin.9 The Afghani government 

attempted to eradicate the farming of poppy plants, but this strategy was unsuccessful because 

the peasants could not feed themselves or pay off their debts without profits from opiate 

                                                 
5 Ibid. Pp 15, 18. 
6 Ibid. Pp 19, 21. 
7 Ibid. Pp 16. 
8 Ibid. Pp 16. 
9 Felbab-Brown, Vanda. Lecture in STS.062J: Drugs, Politics, and Culture. 27 Apr 2006. 
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production.10 Therefore, to keep its economy afloat, the Afghani government must ignore US 

interdiction requests. Even when nations agree to help the United States in eradicating the traffic 

of illicit substances, difficulties arise when foreign government officials are involved with the 

drug trade. While they endorse eradication efforts, these corrupt government officials attempt to 

make personal profits by cutting deals with drug traffickers. For example, government officials 

in Peru will ignore trafficking, even to the extent of allowing smugglers to use army airstrips to 

transport their illicit substances, as long as the traffickers pay them a significant amount of 

money.11 In the 1980s, the entire Panamanian government, including President Manuel Noriega, 

was involved in the drug trade.12 Internal corruption in countries that agree to collaborate with 

the United States in the prevention of drug trafficking, in addition to the formation of national 

economies that are completely dependent on the trade of illicit substances, eliminate the 

possibility that the United States can make any significant change to the global drug market in 

the near future. 

 While efforts to eradicate drugs in foreign countries have not decreased the influx of 

drugs to the United States, the American government continues to spend a large portion of its 

budget on the drug market disruption strategy. Two organizations funded entirely by the United 

States, the US Agency for International Development (AID) and the US Bureau of International 

Narcotics Matters (INM), work with the Peruvian government to reduce the production and 

distribution of cocaine in Peru.13 The AID program promotes “the cultivation of food and cash 

crops other than the coca leaf.”14 Although the United States pledged $18 million between 1981 

                                                 
10 Ibid. 
11 Betram, E.; Blachman, M.; Sharpe, K.; Andreas, P. Three Fatal Flaws in the War on Drugs. Drug War Politics. 
 UC Press. Pp 17. 
12 Ibid. Pp 17. 
13 Morales, Edmundo. Cocaine: White Gold Rush in Peru. Pp 121. 
14 Ibid. Pp 150. 
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and 1985 to implement this strategy, most of the money was used by farmers to plant more coca, 

since they can make a larger profit from it than from other cash crops.15 An INM project, 

Eradication and Control of Coca Leaf Planting in the Upper Huallaga (CORAH) attempted to 

reduce the number of coca plants by removing them from the ground, resulting in unusable soil 

for eight to ten years.16 After the INM spent $11.7 million in Peru (of which $4 million went to 

eradication), only 8% of the total estimated coca plantations had been eliminated.17 The main 

difficulty in removing coca plants arose because “the equivalent of $300 per hectare given as 

compensation to the legal coca planter can barely pay for clearing a new hectare of land or 

compensate for the loss of productive land.”18 Because farmers did not feel a great incentive to 

remove their coca plants, they did not participate in CORAH, and continued to supply coca 

leaves to drug producers. During the 1980s, the AID and the INM programs cost the United 

States approximately $30 million, and resulted in an increased number of coca plants in Peru. 

Nevertheless, the portion of the US budget spent on eradicating the drug supply abroad 

continued to increase. In 1989, President George Bush approved more than $300 million of the 

US budget for combating drug cartels in the Andean region.19 By 1991, the United States spent 

more than $700 million internationally on drug traffic disruption, and throughout the 1990s, the 

amount dedicated to the war on drugs steadily increased.20 During this time period, it was 

believed that the high cost of eliminating drug production in foreign countries was worth it, 

especially if the drug traffic threatened the nation’s security. 

                                                 
15 Ibid. Pp 150. 
16 Ibid. Pp 155, 157. 
17 Ibid. Pp 156. 
18 Ibid. Pp 157-158. 
19 Bowden, Mark. Killing Pablo Escobar: The Hunt For The World’s Greatest Outlaw. New York: Atlantic Monthly 
 Press, 2001. Pp 65. 
20 Ibid. Pp 65. 
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 The steady increase in US anti-drug funding began in 1986 when President Ronald 

Reagan signed a new National Security Decision Directive that declared the trafficking of illicit 

substances to be a threat to national security and allowed the US military to become involved in 

drug eradication.21 With the help of the CIA and the Colombian government, the US military 

assisted in the manhunt for the wealthiest drug smuggler of all time, Pablo Escobar. However, 

during the hunt for Escobar and the slow disintegration of the Medellín cartel, US consumption 

of cocaine did not decrease. As Mark Bowden explains, at this time “regardless of the billions 

spent in the war on drugs, there was more than enough cocaine for everybody in America who 

wanted to buy it.”22 Like the administrations of the past, the current US government spends 

millions of dollars abroad on the Disrupting Drug Markets strategy and continues to believe that 

this policy reduces the presence of drugs on American streets. While the US government 

contributed an increase in aerial eradication of coca plants and a decrease in seizures of Ecstasy 

since 2001 to this disruption strategy, it did not consider that drug producers may have planted 

more coca than was eliminated or found better methods to be undetected as they brought Ecstasy 

into the United States.23 The Bush administration also contributes a 77% decrease in 

methamphetamine “super-lab” seizures to a decrease in the number of these labs in the United 

States.24 However, methamphetamine chemists may have learned to hide their labs carefully so 

that they are overlooked by US officials. In addition, while the number of methamphetamine 

seizures at the US-Mexico border has increased since 2001, it does not necessarily mean that a 

smaller fraction of this drug is making its way to American streets; there may just be a greater 

                                                 
21 Ibid. Pp 54. 
22 Ibid. Pp 271. 
23 National Drug Control Strategy. The White House. Feb 2006. Pp 2. 
24 Ibid. Pp 24. 
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number of smugglers due to an increased profit margin.25 As the United States continues to 

spend large amounts of money on trying to disrupt the drug market, it tells American citizens 

that the expense is one of the necessary costs of fighting the war on terrorism. 

 The United States government uses the ongoing war on terrorism as one of the major 

reasons for spending millions of dollars abroad on drug eradication. According to the Bush 

administration’s National Drug Control Policy, market disruption “contributes to the Global War 

on Terrorism, severing the links between drug traffickers and terrorist organizations in countries 

such as Afghanistan and Colombia.”26 Terrorist groups in Colombia, such as the Revolutionary 

Armed Forces of Colombia (FARC), the United Self-Defense Forces/Group of Colombia (AUC) 

and the National Liberation Army (ELN) rely heavily on drug trafficking in order to support 

their organizations.27 To decrease the drug trade’s ability to fund these Colombian groups, the 

United States spent more than $30 million in 2005 on “spray aircraft for Colombia under the 

Critical Flight Safety program” and on implementing aerial eradication.28 Terrorist organizations 

in Afghanistan also maintain economic stability by supplying opiates to the United States and 

other western nations. To reduce opiate production that would support these terrorists, the US 

Agency for International Development (USAID) paid Afghani farmers a total of approximately 

$2.5 million in 2005 to plant crops other than opiates.29 Overall, greater than $1 billion of the US 

2007 fiscal year budget will be spent on fighting the war on terrorism in foreign countries by the 

eradication of drug trafficking.30 In contrast, only $396 million will be spent in the United States 

on the Stopping Drug Use Before It Starts and Healing America’s Drug Users strategies.31 While 

                                                 
25 Ibid. Pp 26. 
26 Ibid. Pp 19. 
27 Ibid. Pp 21-22. 
28 Ibid. Pp 20. 
29 Ibid. Pp 39. 
30 National Drug Control Strategy: FY 2007 National Budget Summary. The White House. Feb 2006. Pp 3-5. 
31 Ibid. Pp 2-3. 
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a much greater amount of the US budget is spent on disrupting the drug market abroad, this 

strategy has not reduced the availability of illegal drugs to American citizens. In order to make a 

true impact on domestic drug use, the United States should change its drug policy to focus on 

preventing the use and the traffic of illicit substances at home. 

 The United States needs to change its drug market disruption policy from a focus on 

foreign states to a commitment toward reducing the transport of drugs into the United States and 

to decreasing the availability of these illicit substances to America citizens. The government 

should not be focused on eradicating drugs at the source because it does not have control over 

how foreign officials, or even US troops abroad, act toward drug trafficking. Regardless of how 

much money the United States spends on reducing the drug traffic in certain foreign nations, it 

cannot change the way that police in these nations “go after any person who ‘smells’ of money,” 

in order to steal the smuggler’s loot.32 In countries like Peru, there are long waiting lists for 

policemen to be transferred into the jungle regions, simply because the officers know that they 

can make extra income there by capturing drug smugglers and taking their money.33 Trying to 

prevent drug trafficking in these countries by capturing smugglers is not effective because there 

will always be more poor peasants who will become traffickers and more policemen who want 

extra income. In some countries, the US drug market disruption strategy cannot even be 

implemented by American troops. In 2003, American troops in Afghanistan ignored most heroin 

and opium that was discovered during random searches.34 At this time, as James Risen explains, 

“drug trafficking was taking place virtually right in front of the American military.”35 In 

addition, the US government was aware of the locations of numerous heroin warehouses and 

                                                 
32 Morales, Edmundo. Cocaine: White Gold Rush in Peru. Pp 123. 
33 Ibid. Pp 126. 
34 Risen, James. State of War: The Secret History of the CIA and the Bush Administration. New York: Free Press, 
 2006. Pp 157. 
35 Ibid. Pp 158. 
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laboratories in Afghanistan, but did not attempt to intercept these buildings because the 

Department of Defense did not understand the connection between counter-narcotics and the war 

on terrorism.36 This connection was recognized in 2005, resulting in the destruction of some 

drug-related targets by US troops, but this anti-drug effort came too late.37 At that time, the Bush 

administration began to focus on the war in Iraq instead of the drug trade and terrorism problems 

in Afghanistan.38 Because they rely on profits from these substances to live, Afghani farmers 

began to produce and to sell opiates again, erasing all drug eradication efforts previously made 

by the United States. Instead of wasting money on efforts that will not decrease the traffic of 

illicit substances to the United States from foreign nations, all US funds currently dedicated to 

drug eradication abroad should be spent on generating some real change in the domestic drug 

market. 

 The two drug control strategies that operate within the United States, Stopping Drug Use 

Before It Starts and Healing America’s Drug Users, have been more successful than the drug 

market disruption policy in reducing the number of American citizens who use illicit substances. 

Because of programs like the National Youth Anti-Drug Media Campaign and the Partnership 

for a Drug Free America, drug use by American teenagers has decreased.39 Since 2001, the 

number of 8th, 10th, and 12th graders who have tried marijuana decreased by 13%, while steroid 

and methamphetamine use have also decreased by 38% and 34%, respectively.40 Overall, 

approximately 700,000 fewer teenagers are using illicit drugs now than in 2001, a statistic that 

cannot be linked directly to increased eradication efforts abroad, but to a change in American 

                                                 
36 Ibid. Pp 158. 
37 Ibid. Pp 162. 
38 Ibid. Pp 164. 
39 National Drug Control Strategy. The White House. Feb 2006. Pp 8. 
40 Ibid. Pp 2. 
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culture that currently views drug use as unacceptable.41 This cultural change arose not only from 

education but also from the government’s efforts to provide disincentives for using illicit 

substances. Studies have shown that drug use increases the number of absences from work or 

school and makes it more likely that a substance user will be involved in a dangerous accident 

while under the influence.42 Drug screening in schools and in the workplace “deters young 

people from initiating drug use, identifies those who have initiated drug use…and helps identify 

those who have a dependency on drugs so that they can be referred for treatment.”43 While 

employers use drug testing to make sure that all employees work effectively for their companies, 

schools implement drug screening to qualify students for participating in extra-curricular 

activities and to prepare students for working in the real world.44 Because the rate of drug use 

among young people has decreased with the expansion of prevention programs and drug 

screening, as the amount of illicit substances in America has increased, the government should 

continue to focus on the Stopping Drug Use Before It Starts strategy in the future. 

 In addition to preventing people from using drugs, the US government has also helped 

drug addicts through a variety of treatment programs. The intervention strategy called Healing 

America’s Drug Users attempts to treat “users who are on the verge of developing serious 

problems.”45 The Screening, Brief Intervention, Referral, and Treatment (SBIRT) program trains 

health care providers in detecting and treating substance use and abuse.46 In addition, the Access 

to Recovery program offers vouchers to drug users who are willing to join a treatment program, 

but who could not participate otherwise due to financial hardship.47 The government also gives 

                                                 
41 Ibid. Pp 1. 
42 Ibid. Pp 9. 
43 Ibid. Pp 8. 
44 Ibid. Pp 10. 
45 Ibid. Pp 12. 
46 Ibid. Pp 13. 
47 Ibid. Pp 13. 
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Substance Abuse Block Grants to individual states for building and maintaining drug treatment 

and recovery facilities.48 However, treatment programs and facilities alone are not effective in 

eliminating drug use. As Bertram et al. explain, drug abusers desire a normal, conventional life, 

and support from family and friends provide these users with the ability to return to healthy 

lifestyles.49 The US government attempts to provide this environment through the use of drug 

courts. Drug courts “use the power of the courts and the support of family, friends, and 

counselors to bring people to the path of recovery and to help them achieve drug-free lives.”50 

The implementation of this system nationwide has decreased the rate of recidivism from 43.5% 

(untreated drug offenders) to 16.4% (drug court graduates).51 Because of the success of these 

treatment programs in reducing drug use among current users and addicts, the government 

should continue to support current facilities while it begins to implement new ways of reducing 

the number of drug users within the United States. 

 Instead of spending millions of dollars on preventing the manufacture and the traffic of 

illicit substances in foreign countries, the United States should use this money to patrol its 

borders and to prevent and treat drug use of American citizens. Although attacking traffickers at 

the source is believed to be effective in eradicating drug use within the United States, the failure 

of this strategy during the past twenty years has proven this theory invalid. When the US 

government spent millions of dollars on the campaign to capture Pablo Escobar in Colombia, 

cocaine from this region continued to pass through American borders at an alarming rate. In 

1993, the last year of Escobar’s life, 70-80% of the 243-340 tons of cocaine that entered the 

United States came from Colombia, proving that the money spent on killing Escobar did not 

                                                 
48 Ibid. Pp 14. 
49 Betram, E.; Blachman, M.; Sharpe, K.; Andreas, P. Three Fatal Flaws in the War on Drugs. Drug War Politics. 
 UC Press. Pp 30. 
50 National Drug Control Strategy. The White House. Feb 2006. Pp 14. 
51 Ibid. Pp 14. 
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prevent his cartel from transporting cocaine to America streets.52 While intercepting cocaine may 

only affect those involved in the Medellín cartel, eradicating drug production in some countries 

may actually hurt the countries’ entire economies. Some nations, such as Afghanistan and 

Bolivia, rely heavily on the drug trade to keep their economies stable. If Afghani citizens could 

not grow poppy, a war for food and other basic necessities could begin. The USAID program in 

Afghanistan, which pays farmers for removing their poppy plants, is doomed to fail unless the 

United States decides to pay these farmers and their families for the rest of their lives. Countries 

like Afghanistan “cannot afford to give up [their] most important foreign export[s] to join an 

isolated campaign against illicit drug trafficking.”53 If the United States wants to stop the flow of 

drugs from these countries onto American streets, it should use the money from eradication 

abroad to patrol its borders and to verify that fewer people and packages are smuggling or 

containing drugs as they enter the country. While it is unreasonable to believe that every person 

and package can be screened, security at the borders must be expanded. Currently, “customs and 

the DEA interdict no more than a small percentage of the drugs smuggled in every year.”54 If 

more money was spent on preventing drugs from entering the country, not only would the US 

drug problem decrease dramatically, but terrorist groups that rely on the drug trade would lose 

economic stability. Only when the United States increases security at its borders in order to 

prevent drug smuggling will the war on terrorism and the war on drugs be successful.  

 In addition to using funds from current eradication efforts abroad to secure US borders, a 

significant amount of money should be spent on preventing and treating drug use. The United 

States should view Switzerland’s Therapy strategy as a model, by providing similar treatment 

                                                 
52 Bowden, Mark. Killing Pablo: The Hunt For The World’s Greatest Outlaw. New York: Atlantic Monthly Press, 
 2001. Pp 271. 
53 Morales, Edmundo. Cocaine: White Gold Rush in Peru. Pp 149. 
54 Betram, E.; Blachman, M.; Sharpe, K.; Andreas, P. Three Fatal Flaws in the War on Drugs. Drug War Politics. 
 UC Press. Pp 20. 
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options that “reintegrate dependent drug users into society and permit them to lead a largely 

independent life.”55 In addition, the use of drug courts as treatment for drug addicts should 

increase. Instead of infiltrating the nation’s jails with drug users, people caught using illicit 

substances should be sent to drug treatment facilities and taught how to maintain a healthy 

lifestyle. By treating drug users, the United States saves money since every dollar spent on 

treatment prevents $7.50 from being lost due to crime and lost productivity.56 However, no 

matter how hard the US government tries to decrease and to treat drug use in America, it cannot 

prevent everyone from using illicit substances. Nevertheless, by attempting to treat drug users 

and by preventing drugs from entering the country, the United States stops an ever-growing drug 

problem from within and makes it less likely for drug traffickers to attempt to make profits from 

selling illicit substances on American streets. 

 The necessity of the drug trade to some foreign economies and corruption within some 

foreign governments causes the current United States strategy for eradicating drugs by disrupting 

the drug market to be ineffective. However, the United States continues to spend millions of 

dollars annually to try to eliminate drugs at the source. Although the battles may be long and 

difficult, only by fighting drug use at home will the United States observe a significant decrease 

in the number of Americans using illicit substances. By spending the money from current 

eradication efforts abroad on patrolling and increasing security at US borders while developing a 

wider variety of treatment options for current drug users, the United States can win the war on 

drugs. 

                                                 
55 Swiss Drugs Policy. Swiss Federal Office of Public Health. (undated) Pp 16. 
56 National Drug Control Strategy. The White House. Feb 2006. Pp 14. 
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Imagine the following scenario.  Someone has carelessly left a candle burning in an 

empty room and soon the house is consumed by flames.  A helpful neighbor calls the fire 

department which quickly dispatches an engine and several firefighters to the location.  The 

owners of the home run a successful leather retail store.  The firefighters, staunch advocates for 

animal rights and active members of People for the Ethical Treatment of Animals, flatly refuse to 

quell the flames now engulfing the house.  Because of their moral beliefs, they will not perform 

their job. 

Now imagine a similar situation.  A woman enters a pharmacy and requests an 

emergency contraception pill, for which she has a written prescription from her doctor, but 

because of his moral beliefs about the drug, the pharmacist refuses to dispense it.  He is, in 

essence, refusing to perform the duties requisite to his job description because of his own moral 

beliefs.   

The war on emergency contraception began in early 2004 when despite expert advice, the 

Food and Drug Administration refused to authorize the sale of emergency contraception over the 

counter.  Representing more than seventy medical and public health organizations, the Center for 

Reproductive Rights filed a petition with the FDA to grant emergency contraception over-the-
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counter status.  Two advisory panels of the FDA found that the drug met all the criteria necessary 

for the granting of such status and recommended that this change be made.  Typically, after 

having reached such a verdict, the FDA would accept the advice of the scientific advisors and 

approve a drug for over-the-counter status, but with emergency contraception it did not.  

Officials for the FDA issued a statement citing fears of potential teenage promiscuity as the 

reason that over-the-counter status was denied for emergency contraception.  Forty-one members 

of Congress asked the FDA to rescind its decision.1  With no sociological evidence to back up 

this claim, the FDA rejected over-the-counter status for emergency contraception, and faced a 

wave of criticism for it, based on political reasons. 

Once considered a fluke in the pharmaceutical business, pharmacists’ refusal to fill 

prescriptions for emergency contraception is now seen as an immediate threat to women’s 

reproductive health.  Ever since the controversy in which Wal-Mart categorically refused to 

supply the emergency contraception drug Preven, one by one pharmacists around the country 

have exercised what they considered to be their right of refusal on religious or moral grounds to 

supply emergency contraception.  A pharmacist in Denton, Texas refused to fill the prescription 

of a rape survivor for emergency contraception in February 2004.  He cited “religious 

convictions” as the reason for his refusal.2  The problem is ever-increasing.  A study conducted 

                                                 
1 Kaufman, Marc. (2004, May 13). "2 FDA Officials Urged to Resign Over Plan B." The 
Washington Post, p. A3.
2 Austin, Liz. (2004, Feb. 21). “Emergency Contraception Denial Raises Moral, Legal Issues.” 
The Associated Press.  
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on America’s nearly 600 Catholic hospital emergency rooms revealed that only 28 percent 

offered emergency contraception to rape victims.3     

Available for more than twenty-five years, emergency contraception is a method of 

preventing pregnancy after sexual intercourse has occurred.  Emergency contraception comes in 

pill form or, less often, in the form of an intrauterine device, or IUD.  In the latter case, a small 

copper device is implanted into the uterus after intercourse which secretes copper stimulating the 

Fallopian tubes to act as spermicides.4  The IUD is then removed after the next period when it is 

certain a pregnancy has not occurred, or it can be left inside the body as an effective 

contraceptive for up to twelve years.   

The most common form of emergency contraception comes in pill form.  It is generally 

two pills, taken twelve hours apart, which contain much higher doses of the hormones that are 

contained in regular oral contraceptive pills.  Some emergency contraception pills, like Plan B, 

can be taken up to 120 hours after intercourse has taken place.  These pills prevent pregnancy by 

inhibiting ovulation or fertilization.  They cannot stop a pregnancy if it has already occurred; it is 

not an abortifacient. 5   There is some scientific debate about whether or not emergency 

contraception in IUD form can prevent a fertilized embryo from implanting by thinning the 

endometrial lining of the uterus, but there is no sufficient scientific evidence to back up that 

                                                 
3 CFFC – Catholics for a Free Choice. (2002). Second Chance Denied: Emergency 
Contraception in Catholic Hospital Emergency Rooms. Cambridge, MA: Ibis Reproductive 
Health. 
4 Hatcher, Robert A., et al. (2005) A Pocket Guide to Managing Contraception, 2005-2007 
Edition. Tiger, Georgia: Bridging the Gap Foundation.  
5 Grimes, David. (1997) “Emergency Contraception: Expanding Opportunities for Primary 
Prevention.” New England Journal of Medicine. 337(15), 1078-9. 
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claim.6  Even if that were true, the current medical and legal definition of pregnancy is when the 

embryo is implanted into the uterus, not when the sperm meets the ovum.   

There is persistent confusion surrounding emergency contraception and RU-486, even in 

the medical world.  They are two very different drugs, and it is worth pointing out their distinct 

differences.  Emergency contraception cannot do anything about an embryo.  Once fertilization 

takes place, the pills are useless.  They cannot prevent implantation nor can they dislodge an 

already implanted embryo in any way.  They are also not harmful to the embryo should the 

woman decide to proceed with the pregnancy.  To obtain emergency contraception, a woman 

needs a written prescription from her doctor which she must present to a pharmacist.  RU-486, 

on the other hand, is an abortifacient.  If taken within 56 days of the last period, RU-486 can 

successfully abort a fertilized embryo.  When a patient who discovers her pregnancy early 

enough chooses medication abortion, the first step is a methotrexate injection administered by 

her doctor or a mifepristone pill.  The next step is a misoprostol pill that the patient takes at home.  

The first pill causes the breakdown of the uterine lining ending the pregnancy.  The second pill 

causes contraction of the uterus and expulsion of the contents.  The last step in the process is to 

return to the doctor’s office for an ultrasound to make sure the uterus is completely emptied of 

any embryonic remains.7  When a patient needs RU-486, she must go to a doctor.  Side effects 

common after the administration of RU-486 are similar to those of a spontaneous miscarriage 

such as abdominal pain, bleeding, dizziness, fatigue, changes in body temperature or 

                                                 
6 Alvarez, Frank, et al. (1988). “New Insights on the Mode of Action of Intrauterine 
Contraceptive Devices in Women.” Fertility and Sterility, 49(5). 768-73. 
7 “Medication Abortion – Questions and Answers.” Planned Parenthood Federation of America. 
<http://www.ppfa.org/pp2/portal/files/portal/medicalinfo/abortion/pub-medical-abortion.xml> 
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gastrointestinal distress. 8   Risks for patients who chose medication abortion are minimal 

compared to those who wait and choose surgical abortion because there is no longer the risk of 

uterine perforation.  Also, the procedure does not require anesthesia.9  In fifteen years, only 

seven deaths from RU-486 have been reported.10  The patient will not see a pharmacist during 

the entire transaction.   

Activist groups that oppose abortion generally oppose emergency contraception as well 

on the false notion that it can cause an abortion.  Not only does emergency contraception provide 

the obvious benefit of post-coital pregnancy prevention, but it is also perfectly safe for women of 

all age to use.  A whopping 91 percent of 235 women who participated in a study about 

emergency contraception reported that they were satisfied with the results.11  The following 

statistics were obtained from the Alan Guttmacher Institute12: 

 
• About 7 of every 10 women of reproductive age are sexually active and do not want 

to become pregnant. 
• 95% of American women use contraception at some point during their reproductive 

years. 
• 50% of contracepting women use methods which require a prescription. 
• About half of America’s 6 million pregnancies are accidental – of those, about half 

are terminated by abortion. 
• 74-95% of teen pregnancies are unintended. 

                                                 
8 ACOG — American College of Obstetricians and Gynecologists. (2001, April). "Medical 
Management of Abortion."ACOG Practice Bulletin, 26, 1-13.
9 Aguillaume, Claude J. & Louise B. Tyrer. (1995). "Current Status and Future Projections on 
Use of RU-486."Contemporary OB/GYN®, 40(6), 23-40.
10 Creinin, Mitchell D. & Elizabeth AubÉny. (1999). "Medical Abortion in Early Pregnancy." In 
Maureen Paul, et al., Eds.,A Clinician's Guide to Medical and Surgical Abortion. p. 91-106. New 
York: Churchill Livingstone.
11 Harvey, S. Marie, et al. (1999). “Women’s Experience and Satisfaction with Emergency 
Contraception.” Family Planning Perspectives, 31(5), 237-40 & 260. 
12 Alan Guttmacher Institute. <http://www.guttmacher.com> 
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• Emergency contraception could prevent about 1.5 million unintended pregnancies and 
800,000 abortions each year in America. 

 
 

The benefits that could be reaped by widespread availability and usage of emergency 

contraception are inestimable.  It is safe to assume that those who would prevent its use do not 

believe in abortion.  Therefore it is in everyone’s best interest not to impede the dispensation of 

this revolutionary drug.  To reiterate, emergency contraception pills could prevent about 800,000 

abortions every year in America.  Both pro-life groups and advocates of women’s reproductive 

rights would like to see a substantial reduction in the regrettable practice.  Unfortunately, it 

seems that only groups like the Planned Parenthood Federation of America take any realistic and 

productive steps toward reducing the needs for abortion by providing contraceptives, abortions 

and most importantly, honest information.   

Currently, four states (Arkansas, Georgia, Mississippi and South Dakota) have explicit 

legislation that allows pharmacists to refuse to dispense contraception, both emergency and 

otherwise, at their own discretion.  Five other states (Colorado, Florida, Illinois, Maine and 

Tennessee) have broadly-worded legislation that implies pharmacists and pharmacies may refuse 

to fill prescriptions for emergency contraception.13  These laws are unjust.  Someone might liken 

the idea of a pharmacist refusing to supply emergency contraception on moral grounds to the 

right of a Catholic obstetrician-gynecologist to refuse to perform an abortion.  I do not think this 

is a valid analogy.  Emergency contraception does not constitute an abortion and anyone who 

says otherwise refuses to acknowledge the facts.  By supplying this drug the pharmacist is in 

effect preventing the need for an abortion.  A Catholic doctor should not be required to perform 
                                                 
13 Alan Guttmacher Institute.  “Emergency Contraception.”  State Policies in Brief. 1 May 2006. 
< http://www.guttmacher.org/statecenter/spibs/spib_EC.pdf> 
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an abortion because to do so would be to require him or her to actively take a life.  This is not the 

case with emergency contraception.  A more fitting analogy would be a cardiologist refusing to 

treat a patient suffering from a heart attack because the patient is wearing leather and the doctor 

believes leather is murder. 

The relationship between a patient and her doctor is an extremely personal one.  The role of 

the pharmacist is to carry out the doctor’s orders, not to pass judgment.  If everyone were 

allowed to pick and choose what parts of their job they would do on a daily basis because of 

some convoluted idea of morality, there would be a breakdown of basic social services overnight.  

Pharmacists are paid to do a job and their job consists of filling doctor-ordered prescriptions.  No 

one is asking them to murder anyone, just to dispense drugs.  As long as women have a legal 

right to emergency contraception, it is not the decision of the pharmacist to deny them access to 

it.  Denying patients of their legal right to access to healthcare is discrimination and it cannot be 

tolerated.     

In every other paid job, employees are expected to leave their personal issues at the door 

when they come in for work.  If there is an aspect of your job you despise so much that you will 

compromise another individual’s healthcare over it, you should quit or be fired.  At an Eckerd 

pharmacy in Texas, three different pharmacists refused to fill a customer’s prescription for 

emergency contraception.  She was able to fill it later at a Walgreens and those three Eckerd 

pharmacists were later fired. 14   A pharmacist in a Wisconsin K-Mart refused to dispense 

                                                 
14 Austin, Liz. (2004, February 21). "Friend Recounts Rape Victim's Search for Morning-After 
Pill." The Associated Press.
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emergency contraception because he “did not want to commit a sin” and is now on trial for 

violation of the state’s Regulation and Licensing Department’s standards of care.15    

What is perhaps more disturbing than a handful of pharmacists who refuse to dispense 

emergency contraception to women who need it is an increasing trend toward conservatism.  The 

religious right would love to see an America of old when abortion did not happen, where 

conception was a natural and loving process occurring only within the confines of wedded bliss.  

This world they would hope to “return” to never actually existed.  These people refuse to live in 

the world as it is.  Abortions were happening long before Roe v. Wade.  As long as women are 

able to become pregnant, abortions will happen.  It is better to accept that fact and make the 

process as safe and as unnecessary as possible.  Emergency contraception is a key figure in that 

battle.   

Unfortunately, some anti-abortion groups oppose all forms of contraception.  Judie Brown, 

president of the American Life League, says, “The mind-set that invites a couple to use 

contraception is an anti-child mind-set…So when a baby is conceived accidentally, the couple 

already have this negative attitude toward the child. Therefore seeking an abortion is a natural 

outcome. We oppose all forms of contraception.” 16   This kind of ideology is particularly 

dangerous.  While Ms. Brown is perfectly entitled to her own opinion, it is exactly that, her own.  

She, and others who share her views, have no right to force those views on others.  Just as I do 

not have the right to tell others they must have an abortion or they cannot eat meat or they should 

                                                 
15 Weier, Anita. (2004, October 12). "Rx License Is On the Line In Abortion Fight: Pharmacist 
Refused Pill Order Due To Faith." The Capital Times, p. 1A.
16 Shorto, Russell. (2005). “Contra-Contraception.” The New York Times Magazine. May 7. 
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really never wear white after Labor Day, so should others respect women’s right to privacy and 

leave the medical decisions between her and her physician. 

The most important advantage of living in America today is the right to make personal 

decisions about your own body and your own life without anyone else’s intrusion.  Pharmacists 

are not demi-gods and should have no say in what women do with their own bodies regarding 

their own reproductive health.  If emergency contraception actually had the ability to cause an 

abortion, I might feel differently.  If that were the case then I would suggest that doctor’s offices 

be required to stock the drug (provided the doctor felt comfortable handing out the drug).  In 

truth, I believe that emergency contraception should be available to all women who want it over 

the counter.  This would solve the problem of pharmacists who feel they are compromising their 

beliefs and yet women would still be able to make informed reproductive decisions in privacy.   

Some people might counter the suggestion that emergency contraception be available over 

the counter with the fact that some pharmacists would refuse to even stock the drug because of 

their beliefs.  But it is not up to the pharmacist to decide what people will do with the things they 

buy once they go home.  I always found it interesting that a person needs a renewed prescription 

for birth control every six months, but if someone swallowed an entire pack, all that would 

happen would be some serious cramping.  If that same person walked into a pharmacy, 

purchased a pack of Tylenol and swallowed the whole pack at home, she would be dead.  Safety 

is truly not what is concerning the FDA in its refusal to grant emergency contraception over-the-

counter status.       

Emergency contraception truly is a controversial drug, but most of the controversy is clouded 

by misinformation.  The strategy of many religious organizations to put an end to the practices 
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they find offensive is to suppress information and keep the public in ignorance.  I doubt the 

practice of abortion will ever cease whether it is legal or not.  The only way to make it an 

extremely rare procedure is to supply the public with comprehensive sexual education and to 

make birth control as available as possible.  An informed public is integral for a responsible 

society.     
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Introduction 

The United States and the United Kingdom have extensive cultural differences 

despite sharing the same language. One of the most significant differences between the 

two countries is their drinking cultures. The legal drinking age in the United States is 18 

years old while the age is 21 years old in the United Kingdom. The disparity in ages has 

the ability to create a distinct divide in the way children are raised to deal with and view 

alcohol. How do the drinking cultures in the U.S. and U.K. differ? Is one better than the 

other? This paper addresses these two questions in the context of two universities- 

Massachusetts Institute of Technology (MIT) and the University of Cambridge. 

MIT and Cambridge are linked by a strong exchange program called the 

Cambridge-MIT Exchange (CME) Program. About 40 to 60 students are exchanged 

between MIT and Cambridge through CME. In addition to adapting to new academic 

experiences, the exchange students are forced to adapt to a new culture, one which may 

seem alien to their own experiences. In order to answer the broader questions posed 

above, this paper studies the exchange students' perceptions of the drinking culture at 

Cambridge and at MIT. How do Cambridge students view the drinking culture at 

Cambridge, and how do their views compare with MIT students’ views while abroad? 

Likewise, how do Cambridge students’ views on the MIT drinking culture compare with 

those of MIT students? Analyzing a drinking culture from two different angles provides a 

better understanding of the overall structure of the life around alcohol. 

Background of the CME Students 

The interviews were conducted in both individual and group settings, depending 

on the preference of the interviewee. While questions about education and responsibility, 

alcohol’s involvement in social life, and drinking alone were presented, the interviewees 

were allowed to freely direct the conversation. Follow-up questions about their personal 

drinking habits were asked by e-mail for privacy reasons. The views and statistics in this 

paper were all self-reported data, making under-reporting or over-reporting potential 

problems. However, Wechsler claims that “a number of studies have confirmed the 

validity of self-reports of alcohol and substance… [because] if a self-report bias exists, it 

  Wu 2 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

143
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



is largely limited to the heaviest use group” (1676). Thus self-reporting is an adequate 

tool for studying the two alcohol cultures. 

It is necessary to know about the background and drinking habits of the 

interviewed students to understand their views on drinking. Thirteen students were 

interviewed for the paper. Their names are Mark, Charles, Larry, Steve, Julie, Nina, 

Simon, Cindy, Mary, Jack, Mabel, George, and Albert. As shown in Table 1, four 

students were originally from MIT, and nine students were from Cambridge. Three of the 

nine Cambridge students did not have British backgrounds. 
Name Home University Background Country
Mark Cambridge United Kingdom 

Charles Cambridge United Kingdom 
Larry Cambridge United Kingdom 
Steve Cambridge India 
Julie Cambridge Austria 
Nina Cambridge Greece 

Simon Cambridge Poland/U.S./U.K. 
Cindy MIT United States 
Mary MIT United States 
Jack MIT United States 

Mabel MIT United States 
George Cambridge United Kingdom 
Albert Cambridge United Kingdom 
Table 1. Basic Information on CME Students 

Of those interviewed, three students either abstained from drinking or drank very 

little, roughly twice a term. The drinking habits of the interviewed students are in Table 2. 
MIT Cambridge 

Name 
How many 

times a week on 
average do you 

drink? 

How many drinks 
on average do you 
typically consume 

in one setting? 
 

How many 
times a week on 
average do you 

drink? 

How many drinks on 
average do you 

typically consume in 
one setting? 

 
Mark 2 to 3 2 to 8 3 to 4 3 to 8 

Charles 2 to 3 2 1 to 2 2 to 3 
Larry 0.5 2 1 2 
Steve 0.33 2 2 2 
Julie 0 0 0 0 
Nina 1 1 1 1 

Simon 1 0 to 5 1 0 to 5 
Cindy 0 0 0 0 
Mary 2 to 3 2 1 to 2 2 to 3 
Jack 0.5 2 to 3 1 to 2 3 to 4 

Mabel 0 0 0 0 
George 1 5 to 10 2 to 3 5 to 10 
Albert 2 3 4 3 

Table 2. Drinking Habits of CME Students Interviewed 
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The definition of a “drink” was self-defined. Cambridge students tended to define 

a “drink” as one pint of beer or one glass of wine. MIT students, however, did not 

specifically define “drink” and thought in terms of physical drinks, not volume or 

alcoholic percentages. When explicitly asked to provide a definition, MIT students cited a 

similar statistic with Cambridge students, that one drink equaled one glass of wine, one 

mixed drink, or one pint of beer. 

Education and Responsibility 

All students interviewed agreed the concept of alcohol is different between the 

U .S. and the U.K. Julie, for example, states that alcohol is a “luxury with good food” in 

Europe and is a method of “getting yourself drunk off cheap alcohol” in the U.S. The 

drinking age of 21 also places a mysterious quality on alcohol in the U.S. whereas no 

such stigma or power exists for liquor in the U.K. The differing cultures at the two 

universities, MIT and Cambridge, are reflective of the alcohol policies of their respective 

countries. In the U.K., buying alcohol under the age of 18 is illegal but drinking alcohol 

is not. Thus parents could allow their children to have a glass of wine at family dinners 

without any thought or consequences. Going to pub with a parent to have a drink, for 

example, was a treat that Mark cherished as a young kid. On the other hand, in the U.S., a 

stigma exists on alcohol. Children are warned against alcohol in elementary schools, and 

parents feel wrong for allowing their children any alcohol. 

Simon, who has lived in both the U.S. and the U.K. for four years each, believes 

the drinking culture in the United States is more “childish and erratic” because it prevents 

American students from developing responsible drinking habits. In general, other CME 

students share Simon’s view in that students are more likely to binge drink when they 

reach college because suddenly they have somewhat unfettered access to alcohol and 

very little experience with it. However, Cindy, an American, notes that the lower legal 

drinking age means British children start to drink at an earlier age between 11 and 15 

years old. Even though this allows British children to gain experience with alcohol, she 

believes that “childhood should not be impaired by culture.” 

Are students from Cambridge more educated about alcohol than students from 

MIT because they have more experience? George believes so. He states that with less 
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experience, MIT students do not know when their drunken friend is actually in danger or 

not. He feels that both MIT and Cambridge students care equally about their friends, but 

MIT students seem to be more ignorant of the dangers of alcohol. For example, George 

always checks to make sure none of his inebriated friends are sleeping on their backs to 

prevent their choking on vomit. He cannot recall anyone in the fraternity he lives in now 

checking on him. 

Most of the CME students interviewed agree with George in his assertion that 

Cambridge students are more educated about alcohol through experience. However, Julie 

has also observed that MIT places more emphasis on alcohol education by bombarding 

students with information about the dangers of alcohol. Less education occurs at 

Cambridge, Charles argues, because alcohol is a normal part of their culture. 

If Cambridge students seem to be more educated about alcohol, are they more 

responsible? No one interviewed thought being more education created more 

responsibility with alcohol, and the exchange students interviewed had difficulty deciding 

who was more responsible. While Cambridge students were aware of their limits and 

tolerance, Cambridge students tend to drink more. Steve believes this leads to a tendency 

for addiction and believes there are “far more alcoholics in Cambridge undoubtedly” than 

at MIT. 

Simon opposes Steve’s view. He feels that MIT students feel obliged to “drink ‘til 

you drop” after they turn 21 years old. An abundance of alcohol is needed to have a good 

time, and thus drinking becomes a necessary game instead of a relaxing, social event. 

Cindy, who abstains from drinking, also believes Cambridge students are more 

responsible because they can drink socially whereas MIT students will “take ten shots 

and be unable to go home” by themselves. However, she does not know if this is because 

Cambridge students go through their binge drinking, rebellious phrase at a younger age 

so that alcohol loses its novelty by the time they enter college or because those who binge 

drink frequently are less likely to be accepted by the University of Cambridge. Mabel, 

another abstainer, notes that she encounters less students screaming random obscenities 

and urinating in the streets at MIT. However, she does not know if this is because MIT 

students have less freedom or are more responsible. Nina, Julie, and Steve, Cambridge 

students with non-British backgrounds, stated in their individual interviews that they 
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believed MIT and Cambridge students drink the same amount per setting and that MIT 

and Cambridge students are equally responsible and irresponsible. 

Examples that support their views are the two formal dinners held this year by 

Cambridge students at MIT. According to Albert, Cambridge students introduced the 

non-exchange MIT students to pennying at their first formal dinner at MIT. Pennying, a 

common drinking game at Cambridge, occurs when one places a penny into another’s 

wine glass, forcing the person to down their entire glass of wine. Cambridge students, as 

well as MIT students, found themselves unexpectedly drunk later in the evening. The 

aftermath of the event was a mess, and a number of people had to be carried home. A 

similar account of the second formal dinner is told by George and Mark. Bathrooms on 

the first floor were filled with vomit with numerous people passed out from drinking too 

much alcohol. According to Mark, the formals at MIT were “carnage because the last 

time anyone [Cambridge] got drunk was a long time ago.” 

Both the Cambridge and MIT students interviewed agreed that in general, more 

drinking sessions with less drinking occur at Cambridge while fewer drinking sessions 

with more drinking “to make up for it” occur at MIT. Responsibility then becomes a 

function of frequency. The more frequently one drinks, the more likely he will remember 

the drunkenness of previous nights and then drink in smaller quantities. However, if one 

drank less, the student is not aware of his limits or what he regretted last time he became 

inebriated. 

Alcohol and Socializing 

Alcohol is institute endorsed at Cambridge and a visible aspect of academic and 

social life. Nearly everything revolves around alcohol in Cambridge, whether they are 

university-sponsored events or having a drink in a friend’s room. Drinks with academic 

advisors, or directors of studies, are frequent as are formal dinners complemented by 

copious amounts of wine. To drink is the norm, and everyone is assumed to be a drinker 

on some level. 

In contrast, alcohol at MIT is more underground and virtually nonexistent on a 

visible level. Cindy uses “clandestine” to describe the drinking culture at MIT. College 

bars do not exist at MIT, and drinks with professors or other faculty members are very 
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rare. Holding official events with alcohol requires a certain amount of paperwork, 

signatures, and justifications for the alcohol. Thus most of the drinking is hidden, 

occurring in dorms and fraternities where underage drinking can also flourish. 

Although comparisons cannot be drawn between academically-sponsored wet 

events between MIT and Cambridge, social drinking outside academic settings at 

Cambridge and MIT can be studied. Pubs are one example of a regularly frequented place 

at Cambridge. British pubs are not equivalent to American bars, and the CME students 

interviewed place a strong distinction between the two establishments. Cindy, for 

example, cites that pubs are a place to socialize with friend and family while eating 

dinner or having a few drinks. Bars, on the other hand, are places one goes to become 

intoxicated. Pubs have been culturally ingrained as a meeting place in Cambridge. Jack 

was surprised when his interviewer for a summer job wanted to interview him at a pub. 

Mabel has also been asked, “What pub is closest to you?” several times when trying to 

meet someone in Cambridge.  

Jack does not believe social reasons are why Cambridge students drink in pubs. 

He feels going to pubs is simply an expected place to go. However, Simon, like his 

Cambridge peers, describes going to the pub as “going out with my friends and talking 

over beer, sipping away.” Thus alcohol becomes more of a “relaxant and de-stressor than 

a necessity.” Both Julie and Simon believe that MIT students think copious amounts of 

alcohol are necessary for a good time whereas Cambridge students are content in having 

only one drink. 

While most CME students feel MIT is more anti-social compared to Cambridge, 

the majority feels that alcohol would not help loosen the socially awkward MIT students. 

Most CME students have argued that those who go out drinking now are already the 

more social students at MIT. Those who tend to stay in their rooms will most likely still 

stay in their rooms despite the prevalence of alcohol. 

Drinking Alone 

While both Cambridge and MIT students would agree that having a coffee at MIT 

is socially equivalent to having a pint at a local pub in Cambridge, MIT students tend to 

view the “one pint” as an alcoholic beverage whereas Cambridge students do not. This 
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disparity is best demonstrated through their views on drinking alone. The majority of 

Cambridge and MIT students agree that drinking a beer in front of the television is 

acceptable. However, more Cambridge students than MIT students approve of having a 

glass of wine for inspiration and relaxation before writing a paper. 

Most Cambridge students interviewed have had a drink alone and have not felt 

strange or guilty about it. The drink they consume is usually one beer, and they cite 

relaxation as the reason for consuming it. To most Cambridge students, the one drink 

becomes a nonalcoholic drink, like “diet coke” says Nina. Charles states that his one beer 

“ceases to be alcohol” and becomes a normal drink because he would not consume 

alcohol before completing important tasks, such as homework. Mark echoes Charles by 

maintaining, “Having one drink to relax is like drinking coffee; you never have more than 

one if you are just relaxing and going back to work soon.” For Cambridge students, the 

key to acceptability is the quantity of drinks. Having one, maybe two, beers alone is 

socially acceptable and drinking more is not. Two exceptions are Steve and Larry. Steve 

still views the beer as an alcoholic beverage while Larry cites that an occasion is needed 

for the drink. 

All CME students agree that frequent solo drinking is unhealthy, but MIT 

students are more prone to believe that drinking alone is a sign of alcoholism. Cambridge 

students feel that “just because you want a beer now and nobody is around, that doesn't 

mean that you are an alcoholic” (Simon). To Cambridge students, drinking alone as a 

sign of alcoholism is simply a stereotype people have because alcoholics tend to drink 

alone. 

Abstaining from Alcohol 

There exists “residual pressure,” according to Julie, to drink at Cambridge 

because nearly everyone drinks there. At MIT, she argues, it is easier to form friendships 

with people who do not drink and to never be around people who drink. Thus she feels 

more pressure to drink at Cambridge than at MIT. However, Mabel and Cindy believe 

there is less pressure to drink at Cambridge because Cambridge students are more 

concerned with having a good time than getting wasted. Thus they do not notice if 

someone’s cup contains no alcohol. Mabel feels Cambridge students are sympathetic 
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towards non-drinkers, and they “do not know what to do with you since they can’t buy 

you a beer.” However, no Cambridge student has ever reproached her for not drinking 

alcohol. Cindy agrees with Mabel, noting that Cambridge students took her non-drinking 

stance at face value whereas she was repeatedly offered alcohol at MIT instead of being 

left alone. 

Comparisons with Other Studies 

The views of the Cambridge and MIT students were not directly compared with 

other studies of university drinking cultures because Cambridge and MIT are not 

representative colleges in their respective countries. Both are highly competitive 

universities and thus tend to select students with a certain level of educational 

background. State schools, with a better combination of students with different 

backgrounds and cultures, are more representative of a typical college drinking culture. In 

terms of drinking, statistics have also shown that the best universities have the worst 

drinking behavior, another reason why national statistics cannot be compared with this 

paper (Seaman 226). 

Despite these facts, CME students’ views on drinking in Cambridge are aligned 

with drinking at other British universities on three accounts. First, several studies have 

shown that the main reason students drink is for “pleasure…or ‘enjoying the taste’ and 

‘being sociable’” (Gill 114). These same reasons are cited by CME Cambridge students 

for their drinking habits, and MIT students agreed with Cambridge students on the social 

drinking view of Cambridge. Second, alcohol studies have revealed that “binge drinking 

for many [young adults] may be viewed as a normal pattern of alcohol consumption” 

(Gill 119). Cambridge, with its formal dinners, pub crawls, and other social events, 

revolves around alcohol, and MIT students had to adjust to this new level of alcohol 

visibility in Cambridge. In addition, Cambridge students at MIT suddenly had to limit 

their alcohol usage to certain occasions and locations that were apart from academic life. 

 A third observation is that “the most egregious misuse [of alcohol while abroad] 

was by visiting Americans who went nuts at the prospect of unfettered access to alcohol” 

(Seaman 234). While none of the CME students explicitly stated having similar 

experiences, they do believe that the American taboo on drinking empowers alcohol and 

  Wu 9 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

150
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



increases the likelihood of binge drinking to account for the infrequency of drinking 

events. 

Conclusion 

Research has shown that CME students have similar general views on the 

drinking culture at Cambridge and MIT. While anthropologist Dwight Heath argues, “In 

a ‘wet culture’ where young people are early socialized to drinking, they simultaneously 

learn how to drink moderately, how and why to avoid drunkenness, not to expect magical 

transformations from drink, and to view excesses as inappropriate and illustrative of 

weakness,” CME students understand that this is not necessarily the case (Seaman 237). 

Based on their own experiences, CME students believe that experience does not 

necessarily entail more responsibility or education. While students at Cambridge have 

more drinking sessions with less drinking, MIT students have fewer drinking sessions but 

drink more. However, a Cambridge student at MIT may unexpectedly drink more than he 

intended, instead of carrying over his experiences in Cambridge. 

Two surprising results are the conflicting opinions between drinkers and 

abstainers and between the U.K. and U.S. against other European countries. Abstainers 

tend to have more conservative views on alcohol, whether they are from Cambridge or 

MIT. They judged drinking alone more harshly and also consciously set themselves away 

from the drinking culture at MIT. The three students of a non-British background 

perceived the MIT and Cambridge drinking cultures to be relatively similar in terms of 

quantity of alcohol consumed whereas British Cambridge students and MIT students felt 

more differences existed between their two cultures. 

The drinking culture at MIT is distinct from the culture at Cambridge, and 

national politics and history have a heavy role in defining these differences. However, 

CME students could not determine which one was better. Both cultures have their own 

promises of encouraging safe drinking habits, and both have their own flaws of 

unintentionally promoting binge drinking. 
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Appendix 

Questions asked in all interviews: 

1) What do you think of the drinking culture at MIT? At Cambridge? 

2) What do you think of the drinking age of 18 versus 21? 

3) Do you think Cambridge or MIT students are better educated about alcohol? 

4) Do you think Cambridge or MIT students are more responsible with alcohol? 

5) Would you still have respect for a professor who became drunk with you at a 

formal dinner (with wine)? 

6) If you were to drink only one can of beer in front of a television, for example, 

would you consider that drink equivalent to a can of soda or would you view 

yourself as drinking alcohol? 

7) Name drinking games you frequently take part in as well as the type of alcohol it 

involves. 

8) What do you think about drinking alone? 

 

Follow up questions: 

1) How many times a week on average did you drink at Cambridge? At MIT? 

2) How many drinks do you typically consume in one setting at Cambridge? At 

MIT? 

3) When did you first start drinking? 

4) What was your first drink (beer, spirits, cider, alcopops, etc.)? 

5) Where were you when you had your first drink and who gave it to you? 
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May 18, 2006 
Drugs, Politics, and Culture: Final Paper 

Methamphetamine: Dangerous Drug Craze and Toxic Pollutant 

According to the Office of National Drug Control Policy, methamphetamine is the most 

prevalent synthetic drug on the streets of America today (McEwan 2003). It creates an intensely 

pleasurable and relatively long-lasting high, making it attractive to addicts. Methamphetamine, 

also called meth, crystal meth, speed, ice, and several other street names, can be manufactured 

cheaply through easily-obtained, store-bought materials, which makes it a popular drug to be 

synthesized by those with no knowledge of or experience with chemicals. As a result, meth labs 

have surfaced all over the United States. Though they are currently more concentrated in the 

western part of the country, especially California, they are quickly spreading to encompass even 

the eastern half (National Institute on Drug Abuse 2006). The consequences of the spread of 

meth labs are dire, not only because of the drug’s unpleasant effects on its users, but because of 

the environmental hazards (natural and human) of every methamphetamine lab. This paper will 

discuss background on methamphetamine and the labs where it is produced; the hazards 

surrounding its production; and finally the cleanup of existing labs and the prevention of new 

labs. 

Methamphetamine is a Schedule II drug, which means that it has high potential for abuse, 

has few medical uses (it is sometimes prescribed for narcolepsy, attention deficit disorder, and on 

occasion obesity), and is available only through a non-refillable prescription. When taken 

recreationally, it is generally ingested, sniffed, smoked, or injected, with ingestion having the 

least potent effects and injection having the most. Chemically, meth stimulates an excessive 
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release of dopamine in the brain, creating a high for its user that lasts several hours and is 

followed by an agitated state that can sometimes lead to violent behavior. Prolonged use has 

numerous negative medical effects (National Institute on Drug Abuse 2006). 

In the short term, meth causes a rush (extreme euphoria), followed by a high which lasts 

several hours. Users usually encounter increased wakefulness, a higher level of physical activity, 

and decreased appetite (hence methamphetamine’s occasional prescription as an anti-obesity 

drug). People who are using meth often feel an increased sense of well-being (National Institute 

on Drug Abuse 2006). 

Users may binge on meth to try to prolong the euphoria that they experience in the first 

few minutes of administering the drug, often suffering from serious effects. High doses of meth 

can elevate the body temperature to dangerous levels and cause convulsions, as well as damage 

nerve terminals in dopamine-containing regions of the brain. Other negative effects of meth use 

in the short term include general irritability, anxiety, and apprehension (O’Dea 1997), and meth 

also destroys tooth enamel, giving users “meth-mouth” (Jefferson 2005). 

Users who continue to use meth for long periods of time experience addiction. Since they 

build up a tolerance to the drug, addicts may increase the amount or potency of their drug 

dosage, administer the drug more frequently, or change the method of administering the drug (if 

sniffing the drug no longer gets them high, they may begin to inject themselves). Addicts also 

exhibit violent behavior and repetitive motor activity, become continually anxious or confused, 

and suffer from insomnia. Prolonged excessive use of meth could result in cardiovascular 

problems such as rapid heart rate, increased blood pressure, irregular heartbeat, inflammation of 

the heart, or damage to small blood vessels in the brain, eventually causing stroke (National 

Institute on Drug Abuse 2006). 
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Constant binging by meth users can produce intense paranoia, visual and auditory 

hallucinations, rage, and violence. Many meth users also experience psychosis that involves 

general paranoia and hallucinations, formication (the feeling of insects crawling on the skin), 

mood disturbances, and delusions. For some addicts psychosis could result in suicidal or 

homicidal thoughts. Up to 50% of the user’s dopamine-producing brain cells could be damaged, 

and there is also damage to the serotonin-producing brain cells. Users who try to quit using meth 

after prolonged use suffer from withdrawal symptoms such as depression, anxiety, fatigue, 

paranoia, aggression, and intense cravings (National Institute on Drug Abuse 2006). 

Despite the slew of negative effects it can bring about, meth and its counterparts – such 

as ice, a purified form of meth that is smoked in a glass pipe, has even more intense effects than 

meth, and provides the user with a high that can last up to twelve hours -- has become and 

remains a popular drug because of its availability, relatively low cost, and intensely euphoric 

effects. In fact, as of 2000, 4% of the American population, or 12 million people, had tried 

methamphetamine (National Institute on Drug Abuse 2006). One of the reasons why meth is so 

popular is because it is synthetically produced, and can be produced by anyone with access to a 

drugstore, even people with little or no chemistry knowledge. 

Meth is usually produced in secret underground laboratories, of which there are two 

types: super labs and mom and pop labs. Super labs produce 80% of the methamphetamine that 

is sold, while mom and pop labs generally produce small amounts for use by the producers and 

their close friends. Mom and pop labs are much more dangerous because they are generally run 

by people with little or no experience with chemicals, are much less organized than super labs, 

and are generally located in the producers’ homes or in tents or trailers they have obtained for 

that purpose. Since labs can be built anywhere (kitchens in homes, trailers, underground vaults, 
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garages) and since they are so easily assembled and disassembled, they are difficult to detect. 

They are also usually located in remote areas; this is to avoid detection because of their strong 

chemical odors and to provide the meth producers with a sparsely-populated dumping ground for 

the toxic waste the labs produce (McEwan 2003). 

The producers of methamphetamine are called “cooks.” Though most of them do not 

have any chemistry experience or background, they learn to manufacture meth by watching other 

meth cooks, by reading underground publications, or while in prison (McEwan 2003). Meth 

recipes are also easily accessed online (see Appendix A for an example). In California, where 

meth production is a booming business, Mexican traffickers are taking over drug production and 

distribution. These operations, which are highly organized and produce huge amounts of meth, 

are taking over the business of the Californian mom and pop meth labs, and may even start 

replacing other, larger suppliers. Their size and clout among drug traffickers has enabled them to 

assemble a highly organized way to obtain chemicals, produce the drug, and distribute it to 

addicts. Because they are so well connected (often, they have so many contacts in the drug world 

that they produce more than one type of drug), the Drug Enforcement Administration (DEA) 

considers them to be the biggest danger to the drug trade (McEwan 2003). 

The basic method for making methamphetamine involves extracting the pseudoephedrine 

from cold medicine and combining it with a number of chemicals such as iodine crystals, 

muriatic acid, and red phosphorous. (For a complete list of chemicals that methamphetamine 

contains, see Appendix B.) All of the chemicals in meth are toxic and extremely dangerous, but 

all can be extracted from pharmaceutical drugs, cleaning fluids, and other substances that are 

readily available in drug and hardware stores. When “cooked” together, the chemicals produce 

the highly addictive, potentially lethal drug that is methamphetamine. 
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The combination of uneducated cooks, unregulated meth recipes, and highly toxic and 

dangerous ingredients makes methamphetamine labs dangerous for anyone who comes in contact 

with them or the waste they produce. This includes the cooks themselves, their children or others 

who live in their homes, people who live near the meth labs, and law enforcement officials who 

approach or enter the labs. 

Many of the chemicals that are used in the production of methamphetamine are explosive 

and if not handled properly could result in serious physical injury to the meth cooks; they endure 

explosions, chemical burns, fires, chemical spills, and toxic fumes to continue their illegal drug 

production (McEwan 2003). Chemical fumes, which are highly concentrated inside a meth lab 

because the windows are often kept sealed to increase privacy and prevent odors from leaving 

the lab, can be absorbed through the skin and lungs, so being surrounded by these fumes causes 

fainting, sickness, severe damage to vital organs and the central nervous system, or even death 

(O’Dea 1997). As shown in more detail in Appendix B, exposure to the compounds used to 

manufacture meth cause ailments from kidney damage and reproductive disorders to liver 

damage and cancer. The presence of chemical fumes also dramatically increases the risk of fires 

and explosions; even a spark from plugging in an appliance could set off a fire (Arizona Drug 

2006). By making the decision to manufacture methamphetamine, meth cooks are deciding to 

subject themselves to potentially lethal health problems. 

While meth cooks are deciding to expose themselves to the dangers of meth, others in 

their households are being forced to do the same. Children who live in the households of meth 

cooks are considered to be at especially high risk, perhaps even higher risk than the adults who 

are cooking the meth. Children absorb chemical fumes through their skin and lungs at a higher 

rate than adults because of their faster respiratory and metabolic rates. They may also be exposed 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

158
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



6 

to toxic wastes, byproducts of meth production, that are present in the lab or have been dumped 

outside. Children who are exposed to chemical fumes and toxic wastes may suffer from ailments 

like anemia, neurological damage, and respiratory problems. In addition, a child living in a home 

that has been converted into a methamphetamine will be surrounded by dangerous chemicals and 

objects (like drug paraphernalia or weapons used by meth cooks to defend their labs) which 

could be mistaken by a child for edible items or playthings. Children being raised by meth cooks 

are usually neglected or abused, since their parents are generally addicted to the drug and are 

unable to provide them with adequate care (Arizona Drug 2006). 

Those living near a meth lab are at risk from the chemical fumes and potential explosions 

that could occur in the lab. Anyone who responds to an incident (an explosion or fire) without 

knowing that there is a meth lab present is in great danger (McEwan 2003). Meth labs are so 

dangerous that federal law requires that anyone who knowingly approaches a meth lab must be a 

federally trained agent wearing protective, fire-proof clothing and an oxygen mask (Illinois 

Attorney General 2006). 

Methamphetamine labs also endanger the health of law enforcement officials, especially 

those who are unaware of the presence of a particular lab. Law enforcement officials who 

approach a lab may be maimed or killed by the drug producers, who are anxious to protect their 

labs and would go to a great extent to do so; in fact, when when labs are cleaned up, it is not 

uncommon to find firearms or explosives that the drug producers had planned to use for this 

purpose (O’Dea 1997). Some mom and pop lab cooks also use booby traps made of exposed 

nails or explosives to protect their labs (Arizona Drug 2006). If law enforcement officials do 

manage to enter a meth lab unharmed, they still face the danger of being exposed to chemical 
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vapors and highly volatile substances. Most injuries of law enforcement officials occur because 

of inhalation of dangerous chemicals (Illinois Attorney General 2006). 

Besides posing health risks to the meth cooks, their housemates and neighbors, and law 

enforcement agents, methamphetamine labs also have hazardous effects on the environment and 

on people who might be using nearby resources. For each pound of methamphetamine produced, 

five to six pounds of toxic waste (including lye, red phosphorous, hydriodic acid, iodine, 

contaminated meth cooking utensils, and tools for administering drugs like hypodermic needles) 

are produced. Most waste is dumped by the meth cooks into rivers, streams, sewage areas, and 

other open areas (Helson 2000), and sometimes the waste is also buried, causing pollution of 

groundwater (O’Dea 1997). 

The dumping of toxic waste in bodies of water and open areas causes the contamination 

of ground and surface water, posing a major hazard to anyone whose water supply is piped from 

these sources. Crops located on nearby farmland could become contaminated, and though the 

impact on local agriculture is as yet unknown, it is thought to be significant (Guevara 2003). In 

California, toxic waste from meth labs has been known to kill livestock and large areas of trees 

and vegetation. The waste is also harmful to anyone who might accidentally stumble upon a 

dumping site (Illinois Attorney General 2006). 

As dangerous as proximity to a meth lab is the cleanup of one. Standards of the cleanup 

of meth labs is often dictated on a state-by-state basis, as for the state of Colorado. There are 

eight major steps in the cleanup of a meth lab according to the Colorado Department of Public 

Health and Environment: airing out of the lab, gross cleanup of the lab, removal of contaminated 

items, detergent water washing of the lab, cleanup of the ventilation system, encapsulation 
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(sealing) of the area, decontamination of the plumbing system, and cleanup or disposal of 

personal belongings (Colorado Department of Public Health 2003). 

Airing out before cleanup begins is an important step because it allows the toxic fumes of 

volatile chemicals that have been contained in the lab to dissipate. The lab should also be aired 

out for three to five days after cleanup is completed, and then tested for persistent signs of 

chemicals. If chemicals are still present at this time, cleanup needs to be repeated. Gross cleanup 

of the lab refers to the testing of liquids for corrosive qualities and the safe absorption and 

packaging of noncorrosive liquids; neutralization of acids and bases so that they can be safely 

transported away from the site; and the testing of septic tanks to see if there are meth byproducts 

present. During the next step, removal of contaminated items, any contaminated items that were 

used during meth production should be disposed of safely. Next, during detergent water washing 

of the lab, all surfaces should be washed thoroughly and the waste water should be disposed of as 

though it is a toxic waste. The ventilation system at the site should be thoroughly cleaned as 

well, since chemical particles clog the air filters and will continue to be released into the air 

unless filters are replaced. Internal surfaces should be repainted so that any chemical residue that 

remains on the walls will be sealed and can no longer become airborne and inhaled; if, after a 

few days, stains reappear on the walls through the paint, more thorough cleaning of the site’s 

interior may be required. The plumbing system must be flushed with large amounts of water to 

reduce the concentration of chemicals that has been disposed of through the system, since toxic 

wastes are often flushed down the toilet or drain. This portion of the cleanup is very dangerous 

because there are sometimes chemicals that have been disposed of in the plumbing system which 

are highly explosive when they come in contact with air, and so people cleaning the plumbing 
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system must take extra precautions. Finally, any personal belongings left behind at the site must 

be either cleaned thoroughly or disposed of (Colorado Department of Public Health 2003). 

Because methamphetamine labs are so dangerous, and, as just described, their cleanup 

must be very thorough and conducted by specially-trained individuals, the cost of cleanup is very 

high. When a meth lab is seized, companies from the private sector who specialize in meth lab 

cleanup are hired by the DEA to dispose of the hazardous waste. The DEA’s hazardous waste 

cleanup program, along with the Office of Community Oriented Policing Services (COPS), 

supports and funds most lab cleanup operations in the United States. From 1992 to 2002 the 

number of lab cleanups jumped from 394 to over 7,000, and as of 2003 the average cleanup cost 

for a single lab was $1,900, which includes only the cleanup of waste like chemical containers 

and waste products and not the removal of contaminated septic tanks or soil or decontamination 

of buildings and homes (Guevara 2003; O’Dea 1997). 

Besides helping to fund cleanup efforts alongside the DEA, COPS pays for various 

training courses for law enforcement officials and civilians and gives grants to various agencies 

in the US that are fighting to stop meth abuse. In 1998, the organization conducted research to 

determine the most effective ways to improve anti-methamphetamine law enforcement and 

increase the number of meth labs that are found and cleaned up each year. The study conducted 

found that education of law enforcement officials is critical, as educated officials are more easily 

able to pinpoint clandestine meth labs and clean them up without getting hurt. Training public 

works and hotel and motel staff was found to be helpful because they are more likely and able to 

identify incidents as being meth-related and report them while keeping themselves safe. Finally, 

the study reported that general community awareness courses for civilians are helpful because 
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people are more equipped with the knowledge to identify meth labs, which increases the number 

of labs which are reported to the authorities (McEwan 2003). 

Methamphetamine is a dangerous drug, not only to those who use or produce it, but also 

to anyone who is exposed to labs where it is produced. Its toxic byproducts harm the 

environment, polluting watersheds and causing deforestation. Unfortunately, the destruction that 

methamphetamine brings with it is not enough to stop the meth craze from continuing its 

eastward sweep  across the United States, and even the millions of dollars spent each year on 

meth abuse prevention and lab cleanup is doing little to slow the growth of the population of 

meth users. Hopefully, the realization that all people, not just users, are affected by meth will 

amass a larger group of activists to fight the spread of this toxic drug. 

10
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Appendix A


One of the many online recipes for cooking methamphetamine. The availability of such 
documents and all of the ingredients needed has fueled the cooking of methamphetamine by lay 
people in their homes, which has led to a high incidence of lab explosions and other hazards. 

How To Manufacture Meth -- True Iodine 

Recipe 

by MethodMan 

NOTICE: TO ALL CONCERNED Certain text files and messages contained on this site deal 
with activities and devices which would be in violation of various Federal, State, and local laws 
if actually carried out or constructed. The webmasters of this site do not advocate the breaking of 
any law. Our text files and message bases are for informational purposes only. We recommend 
that you contact your local law enforcement officials before undertaking any project based upon 
any information obtained from this or any other web site. We do not guarantee that any of the 
information contained on this system is correct, workable, or factual. We are not responsible for, 
nor do we assume any liability for, damages resulting from the use of any information on this 
site.  

No lies here folks this recipe will manufacture methamphetamine this will get you into trouble if 
you do this BE CAREFUL! 

First of all let's talk about supplies: 

• 1 Case Regular Pint size Mason Jars ( Used for canning) 
• 2 Boxes Contact 12 hour time released tablets.  
• 3 Bottles of Heet.  
• 4 feet of surgical tubing. 
• 1 Bottle of Rubbing Alchohol.  
• 1 Gallon Muriatic Acid ( Used for cleaning concrete) 
• 1 Gallon of Coleman's Fuel 
• 1 Gallon of Aceton  
• 1 Pack of Coffee Filters 
• 1 Electric Skillet ( If you don't know what iam talking about i will have pics later) 
• 4 Bottles Iodine Tincture 2% (don't get the declorized it won't work) 
• 2 Bottles of Hydrogen peroxide 
• 3 20 0z Coke Bottles (Plastic type)(with Lids/caps) 
• 1 Can Red Devils Lye 
• 1 Pair of sharp scissors 
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• 4 Boxes Book Matches (try to get the ones with brown/red striker pads) 
• 1 pyrodex baking dish  
• 1 Box execto razor blades single sided  
• 1 digital scale that reads grams 
• 2 gallons distilled water \ 
• 1 Roll Aluminum foil tape 

That's what you would have to go buy if you wanted to make meth. 

First things first -- the Iodine Crystals. Take one 20 oz, plastic Coke Bottle and pour 4 Bottles 
2% tincture into it. 

Add Hydrogen Peroxide to this. Use only 1/2 a bottle of Hydrogen peroxide. After this you 
know, the gallon jug that the Muriatic acid comes in take the cap off and fill this cap level with 
the acid. Add the acid to the coke bottle (Place in a freezer for at least 30 mins). 

While the Iodine crystals are being made we are going to extract the Phsuedo from the Contacts. 
You are going to need a towel for this so go get one. Take the pills out of one box, add it to one 
of the mason jars fill with rubbing alchohol just enough to cover the pills let set for 3 minutes. 
Remove pills and take the towel and wipe the top coating off the pills this will remove the wax. 
Do the same with the other box of Contacts as well, after this add those wiped off pills only 10 to 
a clean mason jar. On top of this add 1 bottle of Heat do the same for the other box of Contact. 
Let theese two mason jars with pills, heat stand for 30 minutes. Then shake the jars till pills are 
completly broke down then let the jars sit again for 4 hours or until the Heats is completly clear . 
Once clear cyphon the heat off (Not the powder stuff at the Bottom you don't want this it will 
fuck your dope up). 

Well anyway syphon the heat off with a piece of the sergical tubing syphon this into a pyrodex 
baking dish place in microwave on high till the heat is almost evaporated. Take out of 
microwave. Now plug up your electric plate set the pyrodex dish on this on about 180 deg 
continue evaporating till you get a white powder on the pyrodex (Carefull not the burn the 
phsudo if it turns yellow it's burned) after you get it dried take a razor blade and scrape this 
powder up. (put this asside for later use) 

Now we are going to get the red phosphorus from the book matches take a pair of scissors and 
cut along the edge of the phosphorus do the whole four boxes of match book matches then take 1 
small coffee cup will work to this coffee cup add about 1/4 the way with Acetone dip the match 
book strike pads into the acetone for 10 seconds this will loosen the phosphorus so it will be 
easier to scrape with the razor blades. ( put the phosphorus in an empty match book box to let 
dry. Now it's time to get the iodine crystals get a clean mason jar on top of this place 1 coffee 
filter and pour the contents of the iodine +muriatic+Hydrogen Peroxide into the filter ( do it 
slowly don't over pour) well once you get though with the filtering on top of the coffee filter will 
be a black substance ( This is iodine crystals) dry them by wraping in more coffee filters till you 
get a pretty good thick pile around the original filter place on ground and step on it to get the rest 
of the liquids off save this for the cook. 
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next take your digital scales wiegh your pills first say you had 2 grams of pill powder then weigh 
out an equal amount of iodine crystals then for the phosphorus devide the total weight of pills by 
3 3 will go into 2 1 time so if you had 2 grams pill powder you should have 2 grams iodine 
crystal 1 gram phosphorus Now its time to make the cook jars you will need 2 clean mason jars 
with lids 1 foot surgical tubing poke a hole in both jar lids place one end of the tubing into each 
jar lid and seal with foil tape (buy this at walmart for about $ 1.60 well anyway seal off the tubes 
as well as you can so you should have 2 mason jars with lids that have surgical tubing foiled 
taped and sealed. ok this is the cook in one mason jar add distilled water in it fill it half way close 
the lid on it. now get you hotplate hot first at 180 degreese F when the plate get hot then its time 
to add the Iodine+pill powder to the other mason jar not the one with water in it once you get 
both Iodine and pill powder to the jar add 6-10 drops of distilled water to this place it on the 
hotplate now add the phosphorus once you put this in the jar there is going to be a 
imediatereaction place the other lid with hose onto the jar screw on tightly then turn your 
hotplate up to 400 degrees f let this cook for 1 hour to an hour and a half the best way to tell 
when it is done is when the contents of the cook jar doesn't boil anymore once this has happened 
turn the hotplate off and let the jar cool so you can touch it now its time to see if we have dope 
once it has cooled open the lid and you should smell rotten egg like smell if it has this smell 
congrads you have dope now we have to remove the dope from the black goey substance to this 
jar add about 1/4 cup of distilled water and seal the jar with a lid that has no holes in it and shake 
the jar till all the substance on the botom of the jar has come off into the water 

next take another clean mason jar and place a coffee filter and filter the cook jars contents though 
the filter now on the filter is your phosphorus save this for another cook later on just putt it in a 
dry coffee filter and put it somewhere dry and safe now you have a jar filled with a yellow honey 
looking substance if its this color you have done good at cooking the dope now to this add 
colemans fuel fill the jar about full just leave anough room for shaking now add 1-2 table spoons 
red devil lye let the jar sit for about 5 mins then place lid on the jar and shake the hell out of it 
then sit the jar somewhere to rest for about 30 mins Now we are going to pull the dope out of the 
coleman fuel and the product is going to be 90% methamphetamine to do this fallow what i say 
exactly syphon the coleman fuel into an empty 20 oz coke bottle syphon off much as you can 
trying not to get the substance off the bottom of the jar once you have the coleman fuel in the 
coke bottle add about 4-6 coke bottle caps of water to this now add one drop of muriatic acid to 
the coke bottle place lid on bottle and shake the hell out of it place upside down so it want fall 
and get your hotplate hot 400 degrees f on top of the hotplate place a clean pyrodex bowl on it 
now take the coke bottle still upside down and loosen up on the cap let the water drain into the 
pan don't get any coleman fuel into the pyrodex bowl now the water will evaporate while it is 
doing this take a coffee cup add acetone to it fill it 1/4 the way up now once the water has dried 
on the plate take plate off with gloves and add a small amount of acetone to the pyrodex bowl it 
will sizzle swirl it arouund and if all works out good ther will be cirle crystals all over the 
pyrodex bowl scrape up with a razor and enjoy Methamphetamine :-) This with 2 boxes of 
Contacts will make anywhere from 2-3 grams meth....  
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Appendix B 

Typical chemicals found in lab sites, their legitimate uses, and the health hazards associated with 
them. 

Typical 
Common Common 

Chemicals Toxic Skin 

Found in Lab 
Legitimate 

Uses 

Poison Flammable 
Vapors 

Explosive Corrosive 
Absorption 

Health 

Hazards 
Sites 

Fingernail 

Acetone 
polish 
remover, 

X X X X 
Reproductive 
Disorders 

solvents 

Methanol 
Brake 
cleaner fluid, 
fuel 

X X X X 
Blindness, 
eye damage 

Ammonia Disinfectants X X X X 
Blistering, 
lung damage 

Benzene 
Dye, 
varnishes, 
lacquers 

X X X X X 
Carcinogen, 
Leukemia 

Starters 
Ether fluid, X X X Respiratory 

anesthetic 

Freon 
Refrigerant, 
propellants 

X X X 
Frostbite, 
Lung 
damage 

Hydriodic Acid 
Driveway 
cleaner 

X X X X 
Burns, 
Thyroid 
damage 

Hydrochloric 
Acid (HCl gas) 

Iron ore 
processing, 
mining 

X X X X 
Respiratory, 
Liver 
damage 

Iodine Crystals 
Antiseptic, 
Catalyst 

X X X X 
Birth defects, 
Kidney 
failure 

Lithium Metal 
Lithium 
batteries 

X X X 
Burns, 
Pulmonary 
edema 

Muriatic Acid 
Swimming 
pool 
cleaners 

X X X 
Burns Toxic 
vapors 

Phosophine 
Gas 

Pesticides X X X 
Respiratory 
failure 

Abuse: 
Pseudophedrine 

Cold 
medicines 

X Health 
damage 

Red 
Phosphorus 

Matches, 
fireworks 

X X X X 
Unstable, 
flammable 
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Sodium 
Hydroxide 

Drain 
cleaners, lye 

X X X X 
Burns, skin 
ulcers 

Burns, 
Sulfuric Acid Battery acid X X X X thyroid 

damage 

Paint Fetal 
Toluene thinners, X X X X X damage, 

solvents pneumonia 

Unknown 
Liquid Lab 
Waste 

None X X X X X X long term 
effects 

Table is from Washington State Department of Health: Division of Environmental Health, Office 

of Environmental Health and Safety. Accessed May 8, 2006. Last updated January 27, 2006. 

Internet. http://www.doh.wa.gov/ehp/ts/CDL/methhazards.htm. 
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Ona Kondrotas 
May 15, 2006 

Speed culture in the digital generation:  
A commentary on amphetamine use at MIT and colleges nationwide  

 
 
Amphetamine is gaining popularity with college students across the nation. 

Diverted prescription stimulants (mainly, amphetamines like Adderall and Dexedrine) are 
second only to marijuana in their popularity with this age group: surveys conducted at 
more than a hundred campuses reveal that speed is illicitly used by approximately 6.9% 
of college students; 2.1% have used it in the last month. Use prevalence estimates vary 
dramatically: while at some campuses no students had used amphetamines in the past 
year, at others as many as 25% reported past year use and 13% reported past month use. 
In fact, amphetamines are far more prevalent at highly selective, highly competitive 
private colleges in the Northeast than at most other schools. Just attending a highly 
selective college doubles your likelihood of using prescription stimulants nonmedically. 1 
Such estimates don’t account for students legitimately prescribed the drugs for attention 
disorders. No doubt schools with the highest illicit use rates also have high rates of 
legitimate prescribed use, for without the generosity of students diagnosed with ADHD 
there would be no speed around for others to use illicitly. It is therefore likely that far 
more than a quarter of the student body at these schools uses amphetamines – enough to 
render amphetamine use and abuse commonplace. 

Harvard and MIT, both colleges located in Cambridge and both in the top five US 
schools, are just the hotbeds of chemical self-enhancement statistics present them as. 
Speed is standard here, and the culture that has formed around its use has little in 
common with the stigmatized marginal groups associated with other drugs.2 And while 
supply here never entirely satisfies demand (at times falling so notably short that it 
prompts small factions of students to seek immediate treatment for attention problems), it 
is hardly surprising that more Adderall is prescribed in Massachusetts than in any other 
state.3 Writes David Lenson, “the current sympathy and overlap between drug takers and 
hackers are based on their common perception that the reprogramming of consciousness, 
whether human or electronic, promises a quasi-evolutionary leap.”4 If so, what campus 
better reflects the amphetamine phenomenon than MIT’s? 

MIT students’ drug use invokes a developing relationship between young, 
educated Americans and the medical establishment as a drug dispensing mechanism. For 
although amphetamine’s current popularity parallels rates and use patterns seen in the 60s 
and 70s, the broader context of attitudes toward drug use is entirely different today. 
Instead of touting drugs as a symbol of political rebellion, today’s youth bypass the 
politics of the drug war altogether, allying themselves with the medical establishment to 

                                                 
1 McCabe, SE, JR Knight, CJ Teter, H Wechsler. (2005). Non-medical use of prescription stimulants 
among US college students: Prevalence and Correlates from a national survey. Addiction, 100 (96). 
2 for a recent overview of the situation at Harvard, see “Harvard on Speed”, a feature published in the 
Harvard Crimson of May 3rd, 2006. 
3 Weber, Rebecca. (2004, November 3). A drug kids take in search of better grades. The Christian Science 
Monitor, available online. 
4 Lenson, David. (1995). On Drugs. Minnesota: Minnesota Press. 
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achieve their ends. The current attitude is one of opportunism, not opposition, so while 
amphetamines themselves haven’t changed, 60s-era connotations of crime and speed 
freak are absent today. Rather, students feel justified in their desire for drugs that make 
their work salient and absorbing, allowing them to push limits of academic aptitude, 
efficiency, and exhaustion. In fact, speed is hardly a drug anymore – it’s a tool. 
 
Background 
 

Amphetamine, a synthetic stimulant, was invented in 1887 and has since amassed 
a wide variety of users worldwide, from students to world leaders5 to truck drivers. 
‘Speed’, as amphetamine is termed, reduces hunger and fatigue while improving mental 
focus, making stimuli more salient, and creating a profound sense of well-being. Over the 
past century, the drug has waxed and waned in popularity in a number of countries.  

In the United States, pharmaceutical amphetamine use descended during the ‘70s 
from a peak in the late ‘60s, and the drug lay dormant for a few decades. Then, in the 
early ‘90s, amphetamine became once again a popular medication, prescribed mainly to 
treat attention-deficit hyperactivity disorder (ADHD) in children. US amphetamine 
production rose by 5,767% in the years 1993 to 2001 – this not including 
methylphenidate, a similar stimulant drug, production of which increased by 900% in the 
year 1999-2000 alone6. Thanks to ADHD, amphetamines were in business again. 

Although the condition was first documented early in the 20th century, it was not 
until the ‘90s that ADHD became a popular diagnosis for hyperactive children, from 
preschool on. In 1990, the American Psychological Association expanded ADHD 
diagnostic criteria, increasing its prevalence in the population and drawing attention of 
media, doctors, and parents. The disorder was at first seen mainly in boys, but gender 
differences in both ADHD diagnosis and stimulant prescription fell over the following 
decade, as girls were labeled ADHD increasingly more often.7 The end of the 20th 
century also saw greater public acceptance of biological explanations for behavior and 
affect, ensuring a ready market for stimulant drugs that treated a ‘neurobiological’ 
condition (as all behavioral predispositions by definition are). 8 In result, 17% of white 
boys in grades 2 through 5 are prescribed stimulants today.9 According to another data 
source, while 3.4% of all children fit ADHD diagnostic criteria, 7.3% of children in the 
US are prescribed stimulants.10 As amphetamines produce immediate behavioral 
‘improvements’ in children both with ADHD and without, their overprescription is hardly 
surprising. Or, as Harvard researcher Lester Grinspoon points out in Speed Culture: 
Amphetamine Use and Abuse in America, drug advertising is premised on the idea that 

                                                 
5 It is common knowledge that Winston Churchill, JF Kennedy, and Adolf Hitler, among others, all heavily 
relied on amphetamines. 
6 Hall KM, Irwin MM, Bowman KA, Frankenberger W, Jewett DC. (2005). Illicit use of prescribed 
stimulant medication among college students. J Am College Health, 53 (4). 
7 Zito JM, DJ Safer, S dosReis, JF Gardner, M Boles, F Lynch. (2000). Trends in the prescribing of 
psychotropic medications to preschoolers. JAMA, 283 (8), 1025-30. 
8 Ibid. 
9 Hall KM, Irwin MM, Bowman KA, Frankenberger W, Jewett DC. (2005). Illicit use of prescribed 
stimulant medication among college students. J Am College Health, 53 (4). 
10 Angold A, A Erkanli, HL Egger, J Costello. (2000). Stimulant treatment for children: a community 
perspective. J Acad Child Adolesc Psychiatr, 39, 975-984. 
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“human life itself is a drug deficiency disease.”11 Amphetamine overprescription reveals 
just how drug-deficient we feel. 

A study at a Midwestern college found that 3% of students were diagnosed with 
ADHD and the same percent also prescribed stimulants. Yet 13.7% of students at the 
college said they had tried the drugs illicitly. This gives us estimate of how commonly  
stimulant medications are distributed to illicit users by those who are prescribed them. 
The so-called ‘gray market’ of pharmaceutical diversion appears robust indeed. At MIT, 
amphetamines are highly desired commodities - supply never catches up with demand - 
yet their market is a muddy one, for friends often give the drugs away for free while 
acquaintances may charge, with prices varying based on proximity of exams, competition 
with other customers, and the distributor’s whim. Certainly, tension between those with 
prescriptions and those who want the drug can be palpable, although it is a tensoon 
characterized by buyers’ utilitarian urgency rather than the type of murky dealings 
expected of a drug underworld.  

Especially interesting is the blurring of lines between legitimate amphetamine 
users and illicit users. For instance, at one college, of those students who had a stimulant 
prescription, 40% also reported lifetime illicit, or un-medical, use of amphetamines. That 
is to say, they had already used these drugs before being prescribed them, or else they 
now used them in patterns, doses, or routes of administration that they were not 
prescribed (such as snorting crushed pills).12 According to another college study, 14% of 
all illicit amphetamine users had been prescribed the drugs at some point in the past. 
Furthermore, the motives of use in this ‘semi-legitimate’ subgroup did not differ from 
those reported by illicit users who had never had their own prescriptions – that is, people 
who had once been prescribed the drugs were just as likely to use them to ‘get high’ as 
were totally illicit users.13  

The populations of prescribed and non-prescribed users overlap and intermingle: 
90% of all illicit users get the drugs from peers or friends who have prescriptions. Around 
half the college students who are prescribed stimulants are approached by others to sell 
them.14 The normalcy of prescription exchanges testifies to students’ collective attitudes 
toward the drugs, the disorder, and the medical profession in general: use, misuse, and 
abuse become semantic issues; students confidently defy doctors by taking responsibility 
for their own use patterns or giving the drugs to peers; the line between ADHD and 
normality is also seen as arbitrary and flexible. At MIT, students make no effort to 
conceal their orange prescription pill bottles; at some living groups, it’s not uncommon to 
find empty ones littering shelves and desks of rooms. Being on medication no longer 
implies disease or abnormality – sometimes, in fact, the prescription bottles serve almost 
a status symbol, sure to incite curiosity and often envy of onlookers. At one gathering, an 
orange prescription bottle makes its way around a group of users, followed by a ‘pill-
crusher’ – bought at a corner drugstore, it conveniently grinds drugs into powder that can 
                                                 
11 Grinspoon, Lester, and Hedblom, Peter. (1975). The Speed Culture: Amphetamine Use and Abuse in 
America. Cambridge, MA: Harvard University Press. 
12 Hall KM, Irwin MM, Bowman KA, Frankenberger W, Jewett DC. (2005). Illicit use of prescribed 
stimulant medication among college students. J Am College Health, 53 (4). 
13 Teter et al. (2005). Prevalence and motives for illicit use of prescription stimulants in an undergraduate 
student sample. J Am College Health, 53 (6). 
14 McCabe, SE, JR Knight, CJ Teter, H Wechsler. (2005). Non-medical use of prescription stimulants 
among US college students: Prevalence and Correlates from a national survey. Addiction, 100 (96). 
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be snorted (package instructions suggest the crusher is for children and the elderly, who 
cannot swallow pills whole). In these settings, to be disordered and to receive medication  
– especially stimulants – is not stigmatized but admired, and ‘productive’ psychiatrist 
visits are recounted in heroic tones. 
 
Speed: a new phenomenon? 
 

Current rates of student amphetamine use are strikingly similar to those of the 
1960s and ‘70s. Indeed, as the hippie-dominated Haight-Ashbury became “speed capital 
of the world” in 1968, amphetamine use soared all over the US.15 In 1967, 178 million 
amphetamine prescriptions were issued, despite expert opinion that a few thousand would 
have sufficed to cover true medical need.16 Indeed, illicit amphetamine use soared that 
year among students, exceeding even marijuana’s popularity. According to Grinspoon, 
“by 1970 it had become clear that abuse of the drug was epidemic on many campuses.” 
That year, an unprecedented 10 billion amphetamine tablets were legally produced.17 By 
the end of 1971, almost half of Massachusetts’ high school seniors had tried the drug.18 In 
1972, NIDA estimated that 30% of pharma-made amphetamine was diverted into the 
black market; NIMH reported that 21% of the nation’s college students had taken these 
drugs illicitly. Finally, federal quotas on amphetamine production were imposed that year 
and stimulant use fell sharply over the next few decades. Today’s statistics mirror those 
seen at the peak of amphetamine’s popularity in the late 60s and early 70s. Now, as then, 
a surplus of prescription stimulants has resulted in sweeping illicit use among students – 
estimated at around 20% of the entire college population.  

Despite numerical similarities, do the two amphetamine cultures – that of the 60s 
and that of today - differ from each other? They do. Current users look to ADHD as the 
‘ticket’ to getting speed; a surprisingly large number of students are diagnosed with 
ADHD for the first time in college. It seems especially incongruous that many students 
receive the diagnosis of a learning disorder after they have gotten in to a selective and 
competitive school like MIT, without the aid of medication. Indeed, a few get prescribed 
stimulants by faking symptoms of ADHD once here. But many more try the drugs 
illicitly, find that they help them work, and therefore assume they must have really the 
disorder. Armed with this new disease self-identity, they have no problems convincing 
campus doctors to dole out medication: “she’s a psychiatrist – it’s her job to give you the 
drugs you want,” counsels one MIT senior with an Adderall prescription to a freshman 
who now thinks he may have ADHD. Still other students don’t bother to get their own 
meds because they have enough friends with ADHD to borrow some from when work 
builds up. Regardless, there is among students a sense of alliance with the medical 
establishment: they advise being honest with psychiatrists and stress the importance of 
presenting your case in a way that will make it easiest get prescribed the drugs you want. 

                                                 
15 Grinspoon, Lester, and Hedblom, Peter. (1975). The Speed Culture: Amphetamine Use and Abuse in 
America. Cambridge, MA: Harvard University Press. 
16 Graham, James M. (1972). Amphetamine politics on capitol hill. Transaction, 9 (3). 
17 Grinspoon, Lester, and Hedblom, Peter. (1975). The Speed Culture: Amphetamine Use and Abuse in 
America. Cambridge, MA: Harvard University Press. 
18 Ibid. 
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When they tell their psychiatrists that they don’t think they’re concentrating as well as 
they could be, or that their friends seem able to work longer hours, they aren’t lying. 

It seems, looking back, that in the ‘60s drugs often served as a symbol of 
counterculture and political rebellion. Amphetamine use among students was part of this 
cultural opposition. Although those using the drug mostly maintained high GPAs, they 
also, as a ruke, did not participate in any kind of organized groups, societies, or 
extracurriculars on campus.19 Amphetamines were not generally prescribed as study aid, 
and so the using student was a renegade, if only for his motives of use.  

Today’s students, meanwhile, are not united politically or in social opposition 
through drugs. They work with institutions to get what they want, both doctors and 
students couching drug use in disease and treatment rhetoric. For instance, an article 
called “Don’t leave ADHD untreated” writes that “teenagers with untreated attention 
deficit hyperactivity disorder will seek activities that give them an adrenaline rush 
because it focuses their mind,” and that “addiction is also a big risk, from drugs to 
computers to gambling. Not only are teens with the disorder more likely to smoke and 
drink, they're also prone to abuse drugs like marijuana, heroin and methamphetamine.” 
The article promotes long-acting formulations of stimulants as treatment, reminding that 
the condition cannot be cured, but the symptoms can be eliminated: “the best bet for 
success is medication.”20 In effect this report defines ADHD by, among other things, 
patients’ desire for an adrenaline rush, warning that addiction to drugs like meth can be a 
consequence of leaving this desire untreated. To avoid this risk, it recommends daily use 
of practically identical, equally addictive amphetamines (as long as they are dispensed by 
a doctor), yet does not see this as a form of dependence in its own right.  

The message here is one that students at top colleges have absorbed: if you are 
bored by your work and see cocaine as a more interesting alternative, you match criteria 
for a condition that is best treated with what is, for all intents and purposes, a longer 
lasting, pharma-grade, synthetic cocaine. And while it’s easy to be ironic about this, the 
bottom line is that of course the treatment works: the drugs improve performance and 
they decrease chances of (illicit) ‘substance abuse’. 

Indeed, as one student’s campus psychiatrist put it: “you shouldn’t think of 
yourself as someone who is diseased or abnormal – think of yourself rather as someone 
who benefits from this medication.” Many students at our top colleges already do.  
 
Social Attitudes 
 

Kids with ADHD are at increased risk for stimulant abuse, so we shortcut the 
problem by prescribing them stimulants as medicine. The issue at stake isn’t what drugs 
the kids are taking, but who is distributing them and why. Says Lenson, “any user could 
make a medical (rather than hedonistic) case for her or his drug of choice… 
Medicalization will force these users back into the drug companies’ market, and will 
artificially escalate ‘demand’ for all sorts of new product, which, on the model of 
methadone, will be prescribed as part of ‘treatment.’”21 Even the detached Grinspoon 
concedes there is no real distinction between medical use of amphetamines and “behavior 

                                                 
19 Ibid. 
20 (2006, March 18). Don’t leave ADHD untreated. The Record. available online. 
21 Lenson, David. (1995). On Drugs. Minnesota: Minnesota Press. 
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generally recognized as drug misuse or abuse.”22 The difference lies not in the behavior 
but in the physician distributor, the legal market, and the positive social attitude toward 
the drug. 

A comparison of prescription amphetamines with meth drives this point home. 
Meth, too, is experiencing a resurgence in the US right now, but in the black market and 
with lower-class, unemployed, white users.23 Unsurprisingly, media horror stories 
abound, with a Newsweek cover emphasizing that “the drug has an insatiable pull” and 
that even first-time users are instantly hooked (never mind that the same story reports 
both that 12 million Americans have tried the drug, and that meth addicts number less 
than 2 million)24. The Drug Enforcement Agency spent $151.4 million in 2004 alone in 
combating meth– a sum of similar magnitude to pharma companies’ annual profits from 
selling their approved amphetamines. 25   

According to Lenson, soon “the distinction between scripted and back-alley 
medicaments will be based more than ever on marketing and profit rather than 
efficacy.”26 Indeed, methamphetamine is legally prescribed in treatment of ADHD as the 
drug Desoxyn (methamphetamine hydrochloride) made by Ovation Pharmaceuticals. Yet 
the drug’s stigma discourages most doctors from prescribing Desoxyn - despite copious 
evidence of its greater therapeutic efficacy and lesser side effect profile compared to 
amphetamine.27 Meth is highly efficacious because it acts preferentially on the central 
nervous system; d-amphetamine targets both the peripheral and central nervous systems, 
resulting in more peripheral side effects like increased heart rate or hypertension. 
Nevertheless, marketing, profit, and drug propaganda all ensure d-amphetamine’s 
dominance in the legal speed market. 

So how did amphetamine manage to avoid meth’s sinister reputation? In 1972, 
congressional hearings were held on The Controlled Dangerous Substances Act, intended 
to curb drug abuse. In response to amphetamine’s diversion and addiction potential, an 
amendment proposed to move this entire group of drugs from their Schedule III 
classification to the much more restricted and regulated Schedule II. The move was 
vehemently opposed by the pharmaceutical lobby, with many industry representatives 
speaking at the hearings and staff from the American Pharmaceutical Association sitting 
in on Justice Department conferences on the bill’s drafting.28 The industry was able to 
retain amphetamines’ schedule III standing, in part by encouraging the move of injectable 
methamphetamine alone (which was not nearly as profitable as oral preparations) to 
Schedule II. Images of the ‘speed freak’ – a marginalized, emaciated, and violent addict 
who shot up speed and subsisted on crime – were invoked to emphasize the difference 
between oral amphetamines – “the drug of the white American with money to spend”29 – 

                                                 
22 Grinspoon, Lester, and Hedblom, Peter. (1975). The Speed Culture: Amphetamine Use and Abuse in 
America. Cambridge, MA: Harvard University Press. 
23 Treatment admissions continue to rise for methamphetamine and prescribed narcotics.  (2006, April 24). 
SAMHSA: press release. Available at http://www.samhsa.gov/news/newsreleases/060424_admissions.htm 
24 Jefferson, David. (2005, August 8). America’s most dangerous drug. Newsweek.
25 Ibid. 
26 Lenson, David. (1995). On Drugs. Minnesota: Minnesota Press. 
27 Desoxyn (date unknown). Wikipedia encyclopedia entry. Retrieved May 02, 2006 from 
http://en.wikipedia.org/wiki/Desoxyn 
28 Graham, James M. (1972). Amphetamine politics on capitol hill. Transaction, 9 (3). 
29 Ibid. 
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and meth, convincing legislators that the unlimited pharmaceutical manufacture of speed 
pills was warranted. “Lawmakers who have declared that possession of marijuana is a 
serious crime have simultaneously defended and protected the profits of the amphetamine 
pill-makers,” writes Graham. The industry triumphed over medical experts’ opinion that 
precisely because the pills are so embedded in American culture,  “amphetamine 
addiction is more widespread, more incapacitating, more dangerous, and socially 
disrupting than narcotic addiction.”30  Students today seem to have fully bought into the 
amphetamine vs meth myth. Many I spoke to believed that amphetamines should be 
available over-the-counter and felt little threat from the drug, yet were violently 
disapproving of methamphetamine, much less its users.  

The divergent images of the two amphetamines reveal social norming at work. 
According to most media sources, the meth user is a willing exile from the community, 
not only defying social expectations but working actively to bring ruin upon the 
community (by polluting the environment with chemicals, committing crime, 
endangering children, encouraging deviant sex, and so on). Even the contemporary 
‘humanitarian’ spin on the issue presents the addict as powerless victim to the drug, 
which causes his despicable behavior and ruins his life. Yet people with ADHD are given 
the very same drug to make them more like others, to compensate for a deficit and bring 
their lifestyles closer to ‘the norm’. The drug is again said to be responsible for this 
transformation – amphetamines are portrayed as a blessing, a god-given tool to let 
disordered people lead ‘normal’ lives. These paradoxical attitudes toward the same drug 
are so deeply entrenched in contemporary culture that their absurdity never occurs to 
most. 
 
Implications of student amphetamine use 
 

Expert TC McCormick wrote in the 70s, “no other group of drugs can affect or 
change personality to a greater degree than the amphetamines.”31 If this is true, then how 
will widespread and culturally endorsed amphetamine use impact society as a whole? 
And what does the upsurge in speed use say about our generation? Talking to users, it is 
evident that each sees his or her own use as highly personalized – a private relationship 
between self and chemical that partly defines the user’s identity. But judging from the 
number of articles on student stimulant abuse published and the number of prescriptions 
dispensed and diverted, the taking of speed is a group event – a social construct, even. 
The need to take speed to do well (which users often describe) seems largely an illusory 
yet conventional and collective feeling, as is the belief that pressures are harder on this 
generation than they have been on any before it and that it is therefore impossible to keep 
up or schedule time in a way that won’t necessitate taking amphetamines. Research 
shows that knowing an illicit amphetamine user is the strongest predictor of one’s own 
illicit use.32 Amphetamine’s popularity spreads as both the drug and its social acceptance 

                                                 
30 Ibid. 
31 Grinspoon, Lester, and Hedblom, Peter. (1975). The Speed Culture: Amphetamine Use and Abuse in 
America. Cambridge, MA: Harvard University Press. 
32 Hall KM, Irwin MM, Bowman KA, Frankenberger W, Jewett DC. (2005). Illicit use of prescribed 
stimulant medication among college students. J Am College Health, 53 (4). 
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travel from person and person, and the phenomenon is predicted to only increase in 
magnitude.33

In general, amphetamine use – and likely abuse – remains linked to upper or 
educated socioeconomic classes. It is most prevalent among whites at private elite 
Northeastern colleges. Stimulants are a natural drug of choice for the achievment-
oriented and ambitious, yet amphetamine use in this group may not impact culture or 
shape the future generation’s personality as much as reflect our preexisting desires for 
superhuman capacity. Amphetamines don’t create the Ivy League atmosphere – the Ivy 
League creates amphetamine demand. This group’s goals and behaviors are not likely to 
be altered by amphetamine because it is already, from the outset, devoted to an insomniac 
pipe dream of hyper-efficiency and performance: there is no rest for the weary here 
because nobody admits to being weary. Amphetamine is just the last touch to this modern 
persona; it makes it easier to play the required role, but it didn’t create the role and it 
doesn’t fuel it.  

Furthermore, amphetamines’ (moderate) use is inconspicuous and encourages 
behaviors and thought patterns that are in keeping with an industrious post-puritan work 
ethic. Even when addiction interferes with productive life patterns in the high-dose 
abuser, the user himself may continue to interpret his characteristic feelings of 
restlessness, hyperawareness, and insomnia as productivity, goal-orientation, and 
attentiveness. Amphetamine makes a person feel good in and of itself; the relentlessly 
deconstructing, hair-splitting, and assertive thought patterns it induces make many feel 
better than they ever will without it. Comments one MIT student at a party: “I used speed 
often a few years ago, although not much recently… It was different than all the other 
drugs. Cocaine is fun, but you get over it; but I know I haven’t ever really been happy 
since I felt what happiness was on speed.” Amphetamine is pleasurable, but its socially 
approved (initial) effects transform that pleasure further into self-confidence, guilt-free 
satisfaction – authentic happiness, for as long as it lasts.  

 Amphetamine is the ultimate anti-apathy agent – whether one actually becomes 
hyper-productive on it or not, one feels that one’s new amphetamine-persona is 
fundamentally accepted – one is at one’s best. In amphetamines we’ve created a 
reinforcing drug without the trade-off of social marginalization. Amphetamine notably 
lacks the subculture symbology and manifestos of other drugs: there is no equivalent to 
the cannabis-leaf image to signal membership to the speed club; there is no ritual or time 
of day associated with its use; despite the legions of celebrities and notables who have 
used speed, no Bob Marleys or William Burroughs’ have emerged to vindicate this user 
lifestyle. There has been no need for such: amphetamine has fit so seamlessly into the 
fabric of twentieth century society that, ultimately, it has gone unnoticed as a hard drug. 
There are globally more amphetamine users than those of cocaine and heroin combined,34 
but nobody is disturbed because in a sense we all want to be on amphetamine: even those 
of who don’t have access to the drug or haven’t heard of it cultivate an amphetamine 
hyperreality of dedication, drive, and saliency.  

 

                                                 
33 Ibid. 
34 Drug Enforcement Agency (2006, May 9). Prepared remarks of DEA administrator Karen P. Tandy at 
IDEC opening ceremony, Montreal, Canada. Speech. Retrieved May 11 2006 from 
http://www.dea.gov/speeches/s050906.html. 
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Amphetamine use among college students has recently risen and is becoming 
normative as more students are diagnosed with ADHD and prescribed stimulant drugs as 
treatment. This trend points to a collective fascination with what is quintessentially 
amphetamine – charisma, assertion, organization, relentlessness. Widespread use of 
amphetamine won’t change our social fabric as much as coveting the amphetamine 
personality already has: above all, we want to be digital: we want to be natural-born 
speed freaks. So it’s hardly surprising that those of us with good medical insurances use 
drugs to aid us in this self-actualization.  

Amphetamines highlight also our generation’s friendly alliance with the medical 
establishment and its pharmacopoeia. This relationship is facilitated by our circular 
disease rhetoric. if the psychiatric drug ‘helps’ you (that is, if you like its effects), you are 
assumed to have had the attendant neurochemical disease and to now be cured, for as 
long as you stay on the drug. Diagnosis has thus become an addendum more than the 
cause for treatment. Young Americans have finally stumbled upon a system that benefits 
everyone involved: the doctors who caters to their customers, the companies that provide 
the drugs, and, of course, the consumers themselves. We’ve finally won back a clean and 
unstigmatized way to get high, conflating with it concepts of work, enjoyment, treatment, 
enhancement, authenticity, and artifice. Medicine’s obligation to serve the interests of the 
community have taken on an entirely different flavor, and it’s one you can’t miss: little 
orange pill bottles rattling with pharma-grade, candy-colored speed are coming soon to 
drugstores near you. 
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Pharmacists, in increasing numbers, are refusing to fill prescriptions for emergency 

contraception, commonly known as the “morning-after pill,” citing a conscientious objection 

to the drug.  The morning-after pill thus creates an inherent clash between the rights of 

women and the rights of pharmacists.  All issues related to abortion are rife with conflict and 

are characterized by strong, unwavering opinions.  The morning-after pill has become one 

such battleground between pro-life and pro-choice supporters.  While a legal over-the-counter 

medication, emergency contraception is laden with moral issues.  Some see the morning-after 

pill as equivalent to an abortion – or the murder of an unborn child; while others see it as a 

legitimate – and legal – solution to a problem.  So is refusing to sell the morning after pill a 

justifiable expression of personal belief or is it merely a threat to women’s rights?  While 

compelling arguments can be made for both sides of this issue, the integrally democratic 

aspect of conscientious objection, the right to exercise one’s own judgment, and the right to 

adhere to one’s moral beliefs outweigh the other considerations.   

The morning-after pill was first developed in the 1960’s as a solution for rape victims.  

It is now commonly used as emergency contraception for women at risk of unintended 

pregnancy.1  The most common forms of the pill are Preven and Plan B.  According to the 

Food and Drug Administration, morning-after pills are 80 percent effective in preventing 

pregnancy.  Though there is some controversy over exactly how the pills work, the Mayo 

Clinic explains that the morning-after pill prevents sperm from reaching the egg, stops the 

ovaries from releasing eggs that can be fertilized, and keeps already fertilized eggs from 

attaching to the walls of the uterus (known as implantation).  It must be taken with 72 hours of 

sexual intercourse, and is only available by prescription in most states.  The morning-after pill 

                                                 
1 Planned Parenthood Federation of America, Inc – “A Brief History of Emergency Hormonal Contraception” 
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is different from the “abortion pills,” in that abortion pills terminate already established 

pregnancies, while emergency contraceptive prevents pregnancy.2  Despite this, some still 

consider taking the morning-after pill to be tantamount to an abortion because they believe 

that life begins at fertilization, and not implantation.  Others simply have moral or religious 

objections to the use of any form of contraceptives.  It is because of these reasons that some 

pharmacists conscientiously object to filling prescriptions for morning-after pills. 

The United States has a long history of allowing for conscientious objection.  Since 

the American Revolutionary War, exemptions have been allowed for people who had a 

conscientious objection to participating in a war.  During World War I, conscientious 

objectors were permitted to serve in noncombatant military roles in deference to their beliefs; 

and in 1970, the Supreme Court ruled that it was not even necessary for a conscientious 

objector to have a religious basis for their beliefs.3  The right to conscientiously object is an 

incredibly democratic freedom, and one that is inherently necessary for a culture of freedom 

and tolerance to exist.  Similar to draftees, who by following the dictates of their consciences, 

objected to participating in armed conflicts, pharmacists who refuse to fill prescriptions for 

emergency contraceptives are merely adhering to their morals and should be accorded the 

same rights and privileges.   

News reports of pharmacists’ refusals to dispense emergency contraception date back 

to 1991, with accounts becoming more prevalent after 2000.  “An increasing number of 

clashes are occurring in drugstores across the country. Pharmacists often risk dismissal or 

other disciplinary action to stand up for their beliefs, while shaken teenage girls and women 

                                                 
2 The Mayo Clinic – “Morning-after pill: How does it work?”  -- http://www.mayoclinic.com/health/morning-
after-pill/AN00592 
3 Conscientious Objectors: A History of National Service in America, Peter Shapiro, Ed.  1994 
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desperately call their doctors, frequently late at night, after being turned away by sometimes-

lecturing men and women in white coats.”4   

Several states have already begun to take official action to resolve this issue.  Thirteen 

states have passed laws legalizing “conscientious objection” and allowing health care 

providers to refuse to prescribe and/or dispense contraception and services related to 

contraception without penalty.  Forty-nine states have existing “conscience clauses” written 

into their state legislation that allow health care providers to refuse to provide certain services 

on the basis of their religious beliefs.5  On the other side of the issue, some groups have begun 

to push to make emergency contraception available without a prescription to eliminate the 

need for pharmacist interaction.  The FDA recently rejected an application that would grant 

Plan B, one of the most common forms of emergency contraceptive, over-the-counter status in 

order to bypass pharmacists.6  As of now, all emergency contraception is still only available 

with a prescription. 

The media has continued to broadcast numerous stories about the pharmacist/morning-

after pill struggle.  These stories, which are usually written with a deliberate and obvious 

slant, mainly serve to divide people along pro-choice and pro-life lines on this issue.  This 

only serves to confuse the issue by inflaming people on each of these sides.  The issue at hand 

is not whether abortion is right or wrong, or should be legal or illegal.  Rather, the issue is 

whether a person has the right to use their judgment and follow their moral convictions while 

performing their jobs. 

                                                 
4 “Rape victim: ‘Morning after’ pill denied”, Carla McClain, Arizona Daily Star, Published 10.23.2005 
5 Planned Parenthood Federation of America, Inc – “Refusal Clauses:  A Threat to Reproductive Right”  -- 
http://www.plannedparenthood.org/pp2/portal/files/portal/medicalinfo/birthcontrol/fact-041217-refusal-
reproductive.xml 
6 AMSA – “Emergency Contraception: A Brief History”  --  
http://www.amsa.org/hp/ECD.ppt#256,1,Emergency Contraception 
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One of the most commonly cited reasons for why pharmacists should be required to 

honor valid prescriptions for emergency contraceptive is that it is “part of their jobs.”  

According to the American Pharmacists Association, “pharmacists are health care 

professionals who fill an essential role in the health care system, serving as gatekeepers to 

prescription medications, and more broadly, as experts on improving medication use to 

advance patient care.”7  The primary job of a pharmacist, therefore, should be to provide 

accurate, safe, and timely dispensations of medications prescribed by doctors.  The refusal to 

do so would thus be a failure to perform the most basic responsibilities of their jobs.  This 

argument, however, shows only a superficial understanding of the issue. 

Pharmacists, as health care professionals, have to abide by the Hippocratic Oath.  The 

original Hippocratic Oath even forbade abortion: “I will neither give a deadly drug to 

anybody who asked for it, nor will I make a suggestion to this effect.  Similarly I will not give 

to a woman an abortive remedy.”8  While the modern version no longer contains this clause, it 

still forbids the doing of harm.  Therefore a pharmacist who honestly believes that emergency 

contraception is the destruction of a human life is actually “doing his or her job” by refusing 

to fill the prescription.    

The other aspect of the pharmacists should merely follow orders and do their jobs 

argument is that the prescriptions are written by doctors, who by the nature of the profession, 

are more informed about their patient and his or her interests.  If the physician decides that a 

medicine is needed, the pharmacist should simply dispense that medication and not impose 

                                                 
7 American Pharmacists Association: Improving Medication Use. Advancing Patient Care.  --  
http://www.aphanet.org//AM/Template.cfm?Section=Home 
8 PBS – “Hippocratic Oath – Classical Version”  --  http://www.pbs.org/wgbh/nova/doctors/oath_classical.html 
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his or her own judgment on the matter.  In this scenario, the pharmacist is no more than a 

lackey whose sole function is to mindlessly perform the doctor’s orders.   

In reality, pharmacists are well-educated professionals who are actually responsible 

for instructing patients on the appropriate use of medications and for ensuring the safety of 

drugs prescribed in combination.9  Their duty is to safeguard the health of their clients.  Some 

pharmacists view a pregnant customer as two clients – and want to ensure the safety of each.  

Thus, as pharmacists are knowledgeable professionals with a commitment to their patients, “it 

seems inappropriate and condescending to question a pharmacist’s right to exercise personal 

judgment in refusing to fill certain prescriptions.”10   

In addition, pharmacists have a clear responsibility to follow their judgment and abide 

by what they believe is right.  Following orders is not a valid excuse for abandoning what one 

believes is right.  For pharmacists who refuse to fill prescriptions for morning-after pills, 

abortion is viewed as murder – a clear and obvious crime.  The Nuremberg Defense11 - if 

someone is only following orders, they are not responsible for his or her crimes - has not been 

considered a valid defense against charges of crimes.  In fact, the United States military has 

included a rule explicitly stating that American military personnel are allowed to refuse 

unlawful orders.  Similarly, pharmacists should be allowed to refuse to fill prescriptions that 

they believe are tantamount to aiding and abetting in criminal activities regardless of whether 

they are facing orders to the contrary.   

                                                 
9 American Pharmacists Association: Improving Medication Use. Advancing Patient Care.  --  
http://www.aphanet.org//AM/Template.cfm?Section=Home 
10 Julie Cantor and Ken Baum – “The Limits of Conscientious Objection – May Pharmacists Refuse to Fill 
Prescriptions for Emergency Contraception?” – The New England Journal of Medicine 
11 “Famous World Trials: Nuremberg Trials 1945-1949”, Douglas Linder 
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The argument generally used to counteract this contention is that, if a pharmacist is not 

willing to provide these legal drugs, then maybe they should find new jobs.  This does not 

seem to be a feasible solution to the problem.  According to the American Pharmacist 

Association, “physicians and nurses are not required to participate in activities they find 

objectionable, and limiting entrance into [the pharmacological] profession to those with a 

specific belief system is hardly an appropriate answer. Pharmacists are individuals, and no 

pharmacist should be forced to participate in an activity he or she finds objectionable, 

particularly when other alternatives exist.”12  Julie Cantor and Ken Baum also note in their 

paper on this debate that professionals should not have to forsake their morals as a condition 

of employment, citing the examples of lawyers who can choose the clients and issues they 

represent and physicians who can choose their patients.13  Forty-nine states have clauses 

written into their state legislation that allow health-care providers to opt out of certain 

procedures, such as abortions.  Pharmacists, as health care providers, should be afforded that 

same consideration when it comes to the morning-after pill.  Their aversion to providing a 

drug that they see as causing an abortion should not force them out of their chosen profession.     

Along the same lines as the argument that pharmacists should simply do their jobs is 

the argument that, because FDA rulings have kept emergency contraceptive available only 

through prescription, pharmacists are needed to supply it.  The morning-after pill is a legal, 

physician prescribed drug, and the pharmacist is an essential link in order for the patient to 

receive the drug.  To ensure that patients receive their prescribed medication, it is therefore 

necessary for pharmacists to do their jobs.  If pharmacists are allowed to decline to fill these 

                                                 
12 Susan C. Winckler and John A. Gans – “Conscientious Objection and Collaborative Practice: Conflicting or 
Complementary Initiatives?”  -- American Pharmacists Association 2006 
13 Julie Cantor and Ken Baum – “The Limits of Conscientious Objection – May Pharmacists Refuse to Fill 
Prescriptions for Emergency Contraception?” – The New England Journal of Medicine 
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prescriptions, access to a legal medicine is severely limited.  The news is filled with accounts 

of rape victims and other women spending “frantic days trying to obtain the drug to prevent a 

pregnancy, know that each passing day lower[s] the chance the drug w[ill] work.”14  In some 

rural or poorer areas where there are few pharmacies, allowing pharmacists to refuse to 

provide the pill would severely limit the women in these areas from being able to obtain it.  

Studies by the Mayo Clinic have shown that emergency contraceptive needs to be taken as 

soon as possible within three days of unprotected sex.15  Clearly, in order for the drug to be 

effective, it is important that it is easily accessible and readily available. 

Difficulty in obtaining a legal, doctor-prescribed medication, especially one where 

time is of the essence, does seem to be a good argument for forcing pharmacists to fill the 

prescriptions.  The argument, however, fails to take into account that if it did become illegal 

for pharmacists to refuse to fill those prescriptions, some pharmacies might simply decide not 

to stock the product at all in an attempt to avoid the problem and the controversy.  In fact, the 

Arizona Family Planning Council survey found that “only 43 percent of Arizona pharmacies 

keep [emergency contraceptives] in stock, while most that do not - nearly 60 percent - cited 

lack of demand as the reason. Another 10 percent cited moral reasons.” 16  Another study 

done by the Planned Parenthood Federation of America found that, contrary to the claims of 

the other studies, demand for emergency contraceptive is in fact increasing.17  This seems to 

indicate that the controversy surrounding forcing pharmacists to fill emergency 

contraceptives, and the lawsuits and negative publicity that can result, is already discouraging 
                                                 
14 “Rape victim: ‘Morning after’ pill denied”, Carla McClain, Arizona Daily Star, Published 10.23.2005 
15 Mayo Clinic – “Emergency Birth Control”  -- http://www.mayoclinic.com/health/birth-
control/BI99999/PAGE=BI00040 
16 “Rape victim: ‘Morning after’ pill denied”, Carla McClain, Arizona Daily Star, Published 10.23.2005 
17 Planned Parenthood Federation of America, Inc – “Refusal Clauses:  A Threat to Reproductive Right”  -- 
http://www.plannedparenthood.org/pp2/portal/files/portal/medicalinfo/birthcontrol/fact-041217-refusal-
reproductive.xml 
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pharmacies from stocking these drugs – making the drugs actually more difficult to find.  

Clearly, not allowing pharmacists to “conscientiously object” is not the solution for making 

the drug more accessible. 

The other argument commonly used when attempting to make a case for forcing all 

pharmacists, regardless of their moral convictions, to provide the morning-after pill is that the 

morning-after pill is not an abortion – and actually serves to prevent abortions.  A ready 

supply of the drug would, therefore, decrease the number of abortions performed.  According 

to statistics provided by the Planned Parenthood Federation of America, emergency 

contraception “could prevent 1.5 million unintended pregnancies and 800,000 abortions each 

year in the U.S.” 18  Thus, both pro-choice and pro-life groups should embrace this drug.   

While this argument makes sense if life is considered to start at implantation, it makes 

no sense at all if life is believed to start at fertilization.  Many people vary on their belief on 

when life actually starts and on what constitutes a human life.  The religious beliefs of many, 

and for others – just common sense, dictate that life begins at fertilization – a belief also held 

by the founder of embryology19.  According to a study by Kischer, “virtually every human 

embryologist and every major textbook of Human Embryology states that fertilization marks 

the beginning of life of the new individual human being.”20  So even though implantation is 

the current medical and legal definition for pregnancy, to the many people who believe that 

life begins at fertilization, emergency contraception, which has the possibility of preventing 

implantation of an already fertilized egg, is an abortion.  The argument that emergency 

                                                 
18 Planned Parenthood Federation of America, Inc – “A Brief History of Emergency Hormonal Contraception” 
19 “When Does Human Life Begin?  The Final Answer” – C. Ward Kischer --
http://www.lifeissues.net/writers/kisc/kisc_04whenlifebegins1.html 
20 “The Code for Human Life” – Frederick T. Zugibe, M.S., M.D., Ph.D., FCAP,  FACC,  FAAFS --
http://www.e-forensicmedicine.net/code.htm 
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contraceptive prevents abortions, therefore, does not work.  The issue here is not when life 

begins, it is what the pharmacist believes; and if the pharmacist believes that life begins at 

fertilization, then for them to provide the morning-after pill is for them to enable an abortion – 

which they may view as a murder.   

The debate over the morning-after pill is closely aligned with the ongoing debates over 

abortion.  Women’s rights are constantly touted as being violated by the pharmacists’ refusal 

to provide emergency contraceptive.  Some women believe that they should have complete 

control over their bodies, and see the pharmacists’ refusal as a violation of their rights as 

women.  The struggle over the morning-after pill does result in a struggle between the rights 

of women and the rights of pharmacists.  The debate over pharmacists refusing to fill 

prescriptions for emergency contraceptives, however, should not become a debate over 

whether or not abortion is murder or even whether or not abortion should be legal.   

Abortion is a controversial issue that will probably never be completely resolved.  

Whether abortion is the murder of an unborn child or not, these pharmacists believe that it is, 

and they have a strong moral aversion to providing the emergency contraception that would 

enable the abortion.  Therefore, the issue should instead be whether a person has the right to 

conscientiously object to selling a product.   

The United States prides itself on being a land of freedoms and choices.  In order for 

this culture of choice and tolerance to exist, people’s opinions and ideals must be respected.  

The ability to object based on one’s conscience is a long standing democratic principle and 

one of the hallmarks of this country.  In fact, with the emphasis that the pro-choice movement 

places on choice, “denying choice for pharmacists in matters of reproductive rights and 

 10
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abortion seems ironic.”21  In this country where freedom and choice are so treasured, the right 

of pharmacists to make decisions based on their moral convictions should not be taken away.  

Probably the most compelling argument in favor of forcing pharmacists to honor 

morning-after pill prescriptions is that it could lead to an abuse of power.  “Pharmacists are 

privy to personal information through prescriptions.  A customer who fills prescriptions for 

zidovudine, didanosine, and indinavir is logically assumed to be infected with HIV.  If 

pharmacists can reject prescriptions that conflict with their morals, someone who believes that 

HIV-positive people must have engaged in immoral behavior could refuse to fill those 

prescriptions…Such objections go beyond ‘conscientious’ to become invasive.”22  This 

argument does pose a legitimate concern and worry.  Allowing a pharmacist to deny 

medication on the basis of their morals could quite possibly be a slippery slope that would 

enable them to deny other medications to other patients.   

While this is a real concern, the arguments in favor of allowing pharmacists to refuse 

to fill emergency contraceptive prescriptions still seem to outweigh it.  Forcing pharmacists to 

sell the drug will not solve the problem, and could simply lead to further shortages.  From a 

simple supply and demand point of view, for as long as emergency contraceptive, and any 

other drug, is legal, there will be pharmacies willing and able to stock and sell it – so 

individual pharmacists should not be required, against their will, to provide them.  

Pharmacists, like other health-care professionals, must be accorded certain rights.  While 

patients are also entitled to certain things, these should not be at the expense of the 

pharmacists’ morals and freedoms.   

                                                 
21 Julie Cantor and Ken Baum – “The Limits of Conscientious Objection – May Pharmacists Refuse to Fill 
Prescriptions for Emergency Contraception?” – The New England Journal of Medicine 
22 Julie Cantor and Ken Baum – “The Limits of Conscientious Objection – May Pharmacists Refuse to Fill 
Prescriptions for Emergency Contraception?” – The New England Journal of Medicine 
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A woman’s right to have access to emergency contraception has to be weighed against 

the right of a pharmacist to stick to their moral convictions.  Pharmacists should be accorded 

the same rights as other professionals when it comes to having the freedom to use their 

personal judgment when making decisions.  The United States, with its long history of 

allowing for conscientious objection and its support of religious freedoms, should respect the 

moral beliefs of pharmacists and allow them to opt out of situations that they are morally 

opposed to without fear of repercussions.  In addition, forcing all pharmacists to provide 

emergency contraceptive would probably limit access to the drug since some pharmacies 

would simply choose to stop carrying the products rather than face the lawsuits and 

controversies that would result.  Without passing a moral judgment on abortion or the use of 

the morning-after pill, the democratic nature of being able to conscientiously object, the right 

of professionals to exercise their own judgment, the right to adhere to one’s moral beliefs, and 

the negative consequences that would result if pharmacists were forced to provide all 

prescribed medications outweigh the other concerns; and therefore, pharmacists should have 

the right to refuse to fill prescriptions for the morning-after pill.  

 12
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21A.344/ STS.062 Quiz 1 
 
March 6, 2006 
 
 
Your Name____________________________________ 
 
 
 
1) In a sentence or two, what does David Lenson mean by “neo-empiricist 
consumerism”?   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2) David Lenson gives the following genres of drug writing: clinical, pharmacological, 
social/historical, fictional, confessional, recovery, mystical. 
 
Under which heading would you put the following (you may combine categories if you 
wish): 
 

(a) Koren Zailckas 
 
 
(b) Henry Wechsler 

 
 

(c) Rick Doblin 
 
 
      (d) Michael Taussig 
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3) According to Schivelbusch, the drug that complemented emergent capitalism was: 
 

a) cocaine 
b) coffee 
c) tobacco 
d) speed 

 
 
4) In a sentence or two, what is the importance of “set” and “setting” for drug use? 
 
 
 
 
 
 
 
 
 
 
 
 
5) According to Becker, what are the three primary steps towards becoming a marijuana 
user?  
 
 
 
 
 
 
 
 
 
 
 
 
 
6) What, according to Adler (as described by Lenson), is the “pharmacological fallacy” 
and why is it important?  
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7) In a sentence or two, describe how Shivelbusch uses the concept of the potlatch to 
explain public drinking behavior.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
8) The eighteenth amendment was repealed in  
 

a) 1919 
b) 1933 
c) 1939 
d) 1882 
 
 

9) Which of the following statements is incorrect: 
 

a) The WCTU was a temperance organization 
b) Henry Ford supported Prohibition 
c) The temperance movement favored moderation in drinking for many years 

before shifting to support complete Prohibition 
d) The Volstead Act allowed the sale of light beer 
e) Under prohibition people were allowed to drink in private in their own 

homes 
 

10) How does Henry Wechsler define binge drinking? 
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11) Which of the following statements is untrue: 
 

f) The Camba of Bolivia routinely drink til they pass out. 
g) In the Afro-Brazilian cult described by Leacock, devotees did not drink 

until they were possessed by a deity. 
h) The Native Americans profiled by Spicer felt deeply ambivalent about 

their drinking. 
i) Alcoholics Anonymous has made no inroads into Japan. 

 
 
12) Name three of the twelve steps. 
 
 
 
 
 
 
 
 
 
13)  Louise Erdrich argues: 
 

a) FAS is the price we have to pay for our freedoms 
b) Pregnant women who drink to excess should be forced to have abortions 
c) Pregnant women who drink to excess should be incarcerated. 

 
 
14) The situation with regard to Native American use of peyote in religious rituals is as 
follows: 
 

a) For the last century the U.S. has always exempted from drug enforcement 
laws legitimate religious use of otherwise controlled substances, including 
peyote. 

b) Since the Supreme Court decision of 1993 there has been no religious 
exemption for peyote use. 

c) In 1993 the Supreme Court ruled against a religious exemption for peyote use, 
but Congress acted promptly to restore the right. 

 
 
15) Which of the following does Barbara Myerhoff NOT argue: 
 

a) The mara’akame is a mixture of a healer, a priest, a shaman and a musician. 
b) Symbols derive their force from their ability to unite ideas and feelings. 
c) When confronted with novel symbols or rituals, anthropologists should ignore 

the inner logic of these symbols and rituals and ask instead what their latent 
function is. 

d) At the height of the Huichol pilgrimage to Wirikuta sacred time is marked by  
a series of ritual reversals. 
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16) Timothy Leary's earliest experiments with psychedelics at Harvard focused on the 
use of:  
 
 a) LSD 
 b) Psilocybin 
 c) Marijuana 
 d) Peyote 
 
 
17) According to Barbara Myerhoff, what was the significance of the peyote-deer-maize 
for the Huichol Indians?  
 
 
 
 
 
 
 
 
18) The Free Speech Movement of the 1960s began in:  
 
 a) Washington DC 
 b) Chicago 
 c) Berkeley  
 d) Boston  
 
 
19) Augustus Owsley Stanley the Third was:  
 
 a) A leader of the Free Speech Movement 
 b) A Harvard Professor  
 c) An underground chemist  
 d) A Beat poet  
 
 
20) What was the response of British brewing firms to the growing popularity of Ecstasy?  
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21) In anthropology, what is functionalism?  
 
 
 
 
 
 
 
 
22) In Japanese language and culture, what is a “lukewarm water situation?”  
 
 
 
 
 
23) What is the Tot System?   
 
 
 
 
 
24) The Batuque see alcohol consumption as:  
 
 a) A rite of passage 
 b) A chance to forget about their desk jobs 
 c) A way to commune with ancestors  
 d) A rite involving spirit possession  
 
 
25) What percentage of college students are "binge" drinkers, according to Wechsler?  
 
 a) 25% 
 b) 62% 
 c) 44% 
 d) 75%  
 
 
26) What was the Volstead Act?  
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27) Who was William Griffith Wilson?  
 
  
 
 
 
 
 
28) Which of the following does Rick Doblin say he does not use: 
 
 a) Alcohol 
 b) MDMA 
 c) marijuana 
 d) LSD 
 
 
29) Rick Doblin said that trials are already underway: 
 
 a) In the US to explore the therapeutic potential of LSD for rape victims 
 b) In Israel to explore the therapeutic potential of MDMA for post-traumatic 
 stress disorder victims 
 c) In the Netherlands to explore the potential of morning glory seeds as a 
 treatment for alcoholism 
  
 
30) Mary Roldan argues that cocaine in Medellin has 
 
 a) Strengthened the position of the traditional elite 
 b) Ended social inequality between the poor and the rich 
 c) Led to the rise of a group of nouveau riche thugs 
 
 
31) Morales argues that 
 

a) cocaine could easily be eliminated from Peru if the U.S. increased foreign aid 
by  50% 

b) the Peruvian cocaine economy is isolated from that of neighboring countries 
in Latin America 

c) because cocaine production requires large fixed processing facilities, it should 
be easy to root out 

d) Peruvian peasants and others make so much from cocaine that it will be very 
hard to eliminate its cultivation and production 
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21A.344/ STS.062 Second Quiz   
 
 
May 4, 2006 
 
 
1) The term “cultural capital” was coined by: 
 

a) Pierre Bourdieu 
b) Oscar Lewis 
c) Daniel Patrick Moynihan 
d) Paul Willis 

        (1 point) 
 
 
2) Philippe Bourgois argues that crack dealers like Ray and Primo cannot make it in 
mainstream American society because of: 
 

a) Racial prejudice 
b) The exodus of good working class jobs from New York City 
c) Their own lack of cultural capital 
d) All of the above 

        (1 point) 
 
 
3) Name three policy recommendations offered by Phillipe Bourgois in his book, In 
Search of Respect.      (3 points) 
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4) In 2 or 3 sentences, who was Pablo Escobar?  (3 points) 
 
 
 
 
 
 
 
 
 
 
 
5) Sigmund Freud: 
 

a) Never tried cocaine himself 
b) Tried it and saw it as a multi-purpose wonder drug 
c) Tried it, thought it had medicinal potential, but worried that it was highly 

addictive 
d) Thought cocaine would have no applications beyond its use as an anesthetic 

        (1 point) 
 
 
6) What are the four major strategic keystones of Switzerland's drug policy?  
 
        (4 points) 
 
 
 
 
 
 
 
 
 
 
 
 
 
7) David Lenson: 
 

a) Sees cocaine use as a parody of consumerism in late capitalist society 
b) Condemns the disparity in sentencing for cocaine and crack possession 
c) Celebrates cocaine because it has transferred so much American wealth to 

Latin America 
         (1 point) 
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8) “Pharmakos” is: 
 

a) A drug 
b) The scapegoat 
c) A pharmacy 
d) An ancient Greek hero 

         (1 point) 
 
 
9) Lenson says the War on Drugs: 
 

a) Is as old as the Republic 
b) Was started by Ronald and Nancy Reagan 
c) Was started by Richard Nixon as the Vietnam War was ending 
d) Was started by George H.W. Bush as the Cold War was ending 

 
         (1 point) 
 
 
10) Marez argues that: 
 

a) The media have largely been on the sidelines of the war on drugs. 
b) Mainstream media have largely been a tool of government ideology in the war 

on drugs, while rap musicians have more often been in an oppositional mode. 
c) Hollywood, mainstream TV and rap musicians have created a united front 

against drugs. 
d) Scarface embodies and celebrates the worldview of druglords.   

 
         (1 point) 
 
 
11) According to Bertram, Blachman, Sharpe, and Andreas, what are the three fatal flaws 
in the War on Drugs?       (3 points) 
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12) Why did efforts at opium eradication fail in Afghanistan, according to James Risen?  

         (3 points) 
 
 
 
 
 
 
 

 
 
 
 
13) What prompted the outbreak of the Opium War?   (2 points) 
 
 
 
 
 
 
 
 
 
 
14)  What are the characteristics of a "Schedule I" drug, according to the US 
government?         (2 points) 
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15) Why did the East India Company view opium sales to China as necessary?  
         (2 points) 
 
 
 
 
 
 
 
 
 
 
 
 
16) According to Vanda Felbab-Brown, what percentage of Afghanistan's economy is 
composed by the trade in opium poppies?     (1 point) 
 
a) 10% 
b) 50% 
c) 33% 
d) 75% 
 
 
17)  What is a jibaro?        (1 point) 
 
 
 
 
 
 
 
18) What is "smurfing" according to the Frontline documentary on meth?  
         (1 point) 
 
 
 
 
 
 
 
19)  Who are the FARC?       (1 point) 
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20) When was the Harrison Act passed and what did it do?  (3 points) 
 
 
 
 
 
 
 
 
 
 
 
21) What is pharmacological Calvinism?    (3 points) 
 
 
 
 
 
 
 
 
 
 
 
 
22) Kramer argues that we value prozac because it helps produce these qualities valued in 
our society today: 
 

a) Methodical care – the “anal character” 
b) Aggressiveness 
c) Confidence, flexibility, quickness and energy 
d) Creative mood swings that lead to great art  

         (1 point) 
 
23) Eric Schlosser argues that the war on drugs shifts punitive authority to the hands of: 
 

a) judges 
b) juries 
c) District attorneys 
        (1 point) 

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

204
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN


	MSW201.pdf (p.1-3)
	MSW202.pdf (p.4-5)
	MSW203.pdf (p.6-15)
	MSW204.pdf (p.16-25)
	MSW205.pdf (p.26-29)
	MSW206.pdf (p.30-43)
	MSW207.pdf (p.44-52)
	MSW208.pdf (p.53-61)
	MSW209.pdf (p.62-72)
	MSW210.pdf (p.73-83)
	MSW211.pdf (p.84-94)
	MSW212.pdf (p.95-106)
	MSW213.pdf (p.107-118)
	MSW214.pdf (p.119-131)
	MSW215.pdf (p.132-141)
	MSW216.pdf (p.142-153)
	MSW217.pdf (p.154-170)
	MSW218.pdf (p.171-179)
	MSW219.pdf (p.180-191)
	MSW220.pdf (p.192-198)
	MSW221.pdf (p.199-204)

