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TERMS OF REFERENCE

Terms of reference are the basis from which a Royal Commission works.
They define the task to be undertaken. A Commission cannor itself alter
its terms of reference, but it can request that the Government do this.
Therefore, we thoughrt it useful in the first place to seek comments from
the South Australian public upon our terms of reference. Were they
misleading in any way? Did they contain implicit assumptions which
should be brought to light?

The exclusion of alcohol and nicotine from our terms of reference was
indeed seen by many as undesirable, and by some as possibly dangerous.
The point was made repeatedly that alcohol use creates social problems of
enormous magnitude, which makes the abuse of such drugs as
amphetamines, analgesics and narcotics pale into relative insignificance.
The omission is taken by some respondents to reflect the social approval
(or at least no disapproval) of drinking and smoking, while the
Commission is required to investigate the “abuse” of other substances of
dependence. Most submissions which deal with this matter point out that,
on any analysis, alcohol and nicotine are drugs of dependence. While
acknowledging the force of these comments, we have felt thar the
exclusion of alcohol and nicotine from direct consideration does not
prevent comparisons being made with these substances and with their use
and effects in the community whenever required in considering the non-
medical use of other drugs.

Certainly the comments on our terms of reference have made us
conscious of the need to place the question of drug use in context, and to
make the appropriate social, historical and statistical comparisons. This
can be done in relation to alcohol by comparisons in such areas as patterns
of consumption, addictive potential, behavioural effects, and so on.
Further, we have become aware of how far value judgments (including
ours) intrude into the way in which issues are perceived, terms defined and
solutions suggested. There are implicit and occasionally explicit
assumptions within our terms of reference to which some people have
objected. For example, it has been argued that the concept of “abuse™ of
drugs is not a valid one, since drug-taking can be seen as a response to
certain pressures, psychological and social, which means that even heavy
use of the drugs may not in itself be “abuse”.

Similarly, one of the terms of reference requires us “to recommend such
changes to ... the provision of such education and preventive ...
programmes” as we think appropriate. The assumption implicit here is
that educational and preventive programmes are important in reducing
the incidence of non-medical drug use in the community. The assumption
may of course be correct, but there were some who were not quite so sure.
Similarly, the notion of treatment may be assuming too readily that drug
dependence is an “illness”, and that if so, it is *‘treatable”.

The most common assumption is that drug use in our community is a
problem, requiring, among other rthings, a Royal Commission to
investigate it. |






THE DRUGS

In general, as a result of public responses, we have become aware that the
terms “‘drug” and “drugs” are used in very different ways by different
people in the community. One way or another, all submissions define the
term “‘drug”, either explicitly or by implication.

Some people take the very broad basic definition that “a drug is any
chemical or narural substance which changes the way the body works™.
This definition will include even oxygen and foods (or at least those
components of food which are capable of chemical definition). A related
point which has been put to us is that chemical food additives widely used
by manufacturers for colouring, preserving or flavouring food products
are in fact a non-medical use of ““drugs” injurious to the health of some
people, and should therefore be considered within our terms of reference.

Most of the definitions adopted in submissions are very narrow. Some
assume thar we are concerned only with the question of cannabis. Those
with an organisational or individual interest in only one drug tend to
confine their submissions accordingly. We can contrast such submissions
with the very wide areas of concern proposed in our booklet Some
Questions, which details the range of drugs which we see as needing
consideration.

It is apparent that no simple view of “drugs”™ is possible, and this 1s
where popular usage of words and distinctions are still very confusing to
many, because they oversimplify the issues. The fields of biology and
human behaviour, in which the consideration of drugs is set, are full of
variables. We have received evidence that any one drug can have effects on
a person that vary according to dose, time, social setting and expectations.
The same drug can have different effects on another person under the
same conditions. This is particularly true of the psychotropic drugs. In
addition, people can experience effects associated with cerrain drugs (for
example, the “high™ associated with cannabis) when the substance they
are consuming, unknown to them, has no psychoactive properties ar all,
This “placebo effect” is a common and well-documented phenomenon in
medicine.

Confusion regarding the terms used in any discussion of drug use has
resulted in definitions which are strongly influenced by the values of those
making the definitions. For those who regard drug use as necessarily
sinister or bad, the term is defined so as to reinforce that notion. Hence
some submissions assume that the drugs with which we should be
concerned are those which it is now illegal to cultivate, manufacture,
distribute or possess. For people who are concerned to show that all of us
take drugs of one kind or another, and that the label of illegality has been
imposed arbitrarily on certain categories of drugs, the emphasis is on
defining drugs as broadly as possible.

Some people see a difference between a “medicine” (or a “‘remedy”) and
a “‘drug”, believing the first always to be good and safe, and the second
always to be bad and dangerous. So simple a view breaks down when
faced with the fact that there are many substances which must then be
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MEDICAL AND NON-MEDICAL USE

Most respondents seem to accept that the distinction between “medical”
and “non-medical™ use of a drug is clear enough in a general way. At first
glance, too, it may seem that “non-medical® is pretty well the equivalent
of “illegal™, until one reflects that using alcohol, tobacco or coffee is non-
medical but legal, and that medically prescribed drugs can be illegally
used—for example, by people u}btammg prescnptmns from several
doctors for the same drugs, or by a patient “conning” a doctor with a
story in order to obtain a drug which that doctor might not otherwise
prescribe. Also, legally available drugs can be used non-medically for
suicide or attempts at suicide. Drugs commonly used for this purpose are
barbiturates and analgesics. Although some mention was made at the
hearings of the dangers of accidental poisoning from medical drugs, very
little was said about the role of drugs in suicide.

It is not always realised that “medical” does not mean “scientific” or
“strictly defined”. There is considerable room in medical practice for
differing opinions and judgments by doctors and, increasingly, for
different relationships between doctors and patients, and between the
medical profession and the public. It is difficult to say precisely what is
“medical” in the sense of its being part of “accepted medical practice”,
particularly when dealing with the grey area of psychological stress in
everyday life. For this reason, we have taken an interest in the fringe area
between “medical” and “non-medical” use.

Drug-taking, according to many, is behaviour that is learned.
Consequently on this view, the extensive, perhaps sometimes careless, use
of drugs in official medicine may set a social example that is partly
responsible for wide non-medical use of drugs. If that is true, then to
reduce the non-medical use of drugs it might be necessary, as some
submissions suggest, to try to reduce the level of drugs prescribed for
medical purposes.

We have heard from doctors who believe that the prescribing patterns
in general practice ought to change towards more counselling and fewer
drugs for those patients experiencing difficulty in coping with life
problems. At the same time they tell us that many of their patients have so
great an expectation of receiving a prescription that withourt it the
doctor/patient relationship does not continue. It was frequently said, both
in submissions and in the hearings, that diazepam for example has been
too readily prescribed by doctors in the past, and that the use of this drug
by ‘““patients”, who are psychologically dependent on ir, is non-medical.
Yet other patients, alarmed by a rising public belief that drugs are
undesirable, have to be persuaded that they should take a drug in
circumstances where medical opinion is clear that treatment by drugs is
required.

Again, we are told that many patients who obtain drugs on their
doctor’s advice do not then take them according to thar advice. It is
believed that about one-third of patients do not comply with their doctor’s
instructions. There may be reasons for this. A doctor may be unable or
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may neglect to follow through his treatment by inquiries or visits designed
to monitor the use of the drugs he has prescribed. The patient may nort
wish to pay for further care, or may live in a remote part of the country
and therefore be unable to visit his doctor regularly. We are informed that
people frequently themselves decide at a later stage to use some drug thar a
docror has prescribed on an earlier occasion, or to give it to some other
member of the family or to a friend. We see therefore a gap between the
docror’s prescription and the patient making up his own mind as to how
the prescribed drug is to be used. It may be that in this area medical
practice is not sufficiently comprehensive in its cover, and that some
members of the health team, not necessarily the doctors, should have a
clearer role in taking care of the consequences of prescribing drugs.

Many of these questions revolve around the safe use of drugs, and the
proposition that the clearer the knowledge concerning action and side
effects available to a user or to his adviser, the safer will be the use of the
drug.

A drug used illegally (and therefore **non-medically”) may not cause
harm if used with full technical knowledge. But illegality greatly
complicates the safery question because a drug which comes from
clandestine sources may be impure or of unknown strength. And there is
also in that case much less reliable information about its effects, because
the illegal status of the drug suppresses the open canvassing, testing,
publishing and discussion of such information. This has led to one
suggestion that, even assuming the continued legal controls on drugs such
as heroin and cannabis, there should be a centre to which users could
come, without fear of legal liability, ro have the purity and strength of
their drugs assessed.

Again, an illegal drug may be branded as “dangerous” by those who
disapprove of its use; but those who may be using it secretly (and in their
view and perhaps in their actual experience withour danger) then feel that
the disapprovers are uninformed and biased in their assessment.

Both medical and non-medical uses of drugs have risks associated with
them, as do most of the activities people undertake in the ordinary course
of life. The problem is to determine which levels of risk are acceptable,
and which are so serious as to warrant close regulation or even
prohibition of the risky activity. For example, we are told that the
excessive use of compound analgesics, which are freely available, destroys
the kidneys of about 15 South Australians each year, putting their lives in
jeopardy, and significantly injures the kidneys of about 10 times as many
again, though not to the point of being fatal. On the other hand, each year
over 100 000 South Australians use compound analgesics, not necessarily
excessively, presumably for some perceived benefits in their health or state
of well-being. Kidney specialists recommend to us thar these drugs should
be withdrawn from open sale. Bodies such as the Proprietary Association
of Australia claim, however, that the disadvantages resulting from
restrictions on the availability of compound analgesics will far outweigh
any likely advantages.

No deaths at all have been reported to us as having resulted solely from
the use of marijuana, burt it is suggested by some thar the heavy and
prolonged use of marijuana has harmful effects on the health of the user
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THE USERS

Submissions concerning the characteristics of users of drugs have been
made to us by persons identifying themselves as users, by educationists,
social workers, medical practitioners and health authorities. However, no
evidence has been given to suggest that it is possible to make useful
predictions about the likelihood that a particular person will become
dependent upon drugs. Neither have respondents contended that generic
factors play an important part in determining a predisposition to
dependence on drugs, including alcohol. On the other hand, there is
evidence that vulnerable groups can be identified. For example, there are
said to be familial tendencies which probably operate by way of
upbringing, and psychological example. Children of heavy drug rakers,
including alcohol and tobacco, are, we told, more likely to become
habitual drug users themselves. Analgesic-taking mothers tend to pass the
habit on to their daughters. Alcoholic fathers have children who may be
more likely to use alcohol and, these days, other drugs along the way.
Introduction to drug use and the establishment of drug-raking habits may
therefore be seen as a part of the total drug behaviour of our society.

Submissions point out that the path to “harder™ drugs is often opened
through the use of analgesics, prescribed drugs (such as sleeping tablets),
alcohol and tobacco, in the sense that people who have got into the habit
of taking these substances may find it easier to move on to “harder”
drugs. The cannabis debate raises the claim that cannabis use leads to
“harder” drugs, usually heroin or other narcotics. The connection
between the use of these drugs—and it is said that most heroin users have
used marijuana—is claimed by many to have been greatly exaggerated,
since the vast majority of cannabis users do not proceed to the narcotics
and most narcotic users have experienced more drugs than just cannabis.
There is no cross-tolerance or pharmacological or chemical similarity
between cannabis (or its derivatives) and the opiates. It is also said that
insofar as there is any relationship between cannabis use and narcotics, it
is more closely related to the illegal status of both drugs than to any
intrinsic pharmacological attribute of cannabis.

The reasons for non-medical use of drugs are said to vary greatly from
user to user. Moreover, the explanations for drug use rend to be different
according to the perspective of the observer: the psychiatrist’s explanation
tends to be different from that of the churchman, and the criminologist’s
different from that of the police officer.

Some people will use a drug in an attempt to exchange disagreeable
feelings for agreeable ones, or simply to undertake a new experience
altogether; others perhaps in an attempt to escape from working in
situations which they find intolerable or to overcome the stresses
associated with difficult personal relationships.

Many who use medically prescribed drugs or tobacco or alcohol for just
the same reasons may not, so we are told, see themselves as being “on
drugs™ at all. This highlights the great differences berween “‘using” (and
therefore between “the users” of) drugs which are socially approved, and

17






using those that are not approved. It was explained to us that if a
community, or a group within a community, defines the use of a particular
drug as ‘‘dangerous”, “forbidden™, or “destructive to self”’, then those
who wish to protest or deviate from the general views of that communirty
or group may well use that drug as a symbol of their protest rather than
for its own sake. Or again, those who through curiosity or disposition are
attracted to taking risks may use the drug if it is available in a situation
perceived by them to be risky. In this way, social or legal disapproval may
actually induce some people to use drugs which otherwise would be
unattractive to them.

It is apparent to us then, from the responses that have been made so far,
that unless the term ““drug” is given an unduly restrictive meaning, the
category ‘“‘drug user” can be applied to almost everybody in the
community. It is not possible to classify “drug users” as psychologically or
socially abnormal, and they certainly cannot be distinguished as groups,
or as psychological types from the rest of the community in any practical
way. At the same time there are others, though not a majority, who either
because of prolonged compulsive use of a particularly active drug which
has chronically affected their mental health, or because drug use is merely
an aspect of an otherwise deviant, destructive, violent or psychopathic
personality, can be classified to some extent as psychologically or socially
“abnormal”. Even here, it is necessary to be cautious. We have been
reminded by, among others, the wisiting American psychiatrist,
Dr Thomas Szasz, of the need to consider the implications of the “mental
illness” label, whether applied to drug users or to others. Also during the
hearings witnesses who attributed personality disorders in patients within
their clinical experience to the patients’ use of drugs usually accepted that
it was not easy to determine that the drug use had caused the personality
disorder, or whether other circumstances may have been the cause of both
the mental disorder and the drug use, or indeed whether the mental
disorder itself caused the drug use.

We have become aware that any view of “drug users™ is coloured by
whether the observer believes drug-taking to be a *drug problem” or a
“people problem”. The first view puts greater stress on the properties of
drugs and on control of their distribution and availability. This view
forms at least part of the basis for the criminal model of dealing with the
“drug problem” which directs sanctions ar persons possessing,
distributing or dealing in certain drugs. The second view considers it a
problem of human behaviour and sees solutions in either the pragmatic
adjustment of human relationships, or the application of the social and
behavioural sciences. This view forms the basis of what is often described
as the psychosocial model for dealing with the problem.

Not every drug user, of course, uses the same drug or drugs, nor at the
same rate. Too simple a view of drug use can be unfortunate, if for
example, it places in the same category a school child who has once
smoked marijuana or once taken a supposed mood-altering tablet, and a
person who has been dependent on heroin administered intravenously for
ten years. Many of the submissions to us, understandably enough, do not
appear to realise the differences in intensity and quality of the behaviour
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or experiences resulting from the use of different drugs or from the same
drugs in different quantities or on different occasions.

The question of multi-drug use arises here, too. We are told that this is
an increasing phenomenon within the drug “scene”. It means that heavy
drug users are not necessarily confined to one drug, or one category of
drug, and that they may move from one drug to another quite readily,
parricularly if supplies of their drug of choice are cut off. We have heard
evidence that narcotics users switch ro hypnotics or barbiturates if
narcorics supplies are hard to obrtain, or of poor quality. We are also told
(although this is more difficult to assess) that some marijuana users may
turn to heroin if there is a ““drought”. It appears that the change from drug
to drug occurs across the spectrum of all the drugs which have been
broughrt to our atrention—from alcohol and nicotine through other legally
available (and acceptable) medically prescribed or over-the-counter drugs,
to illegal drugs.

A ser of categories of non-medical users of drugs, taken from Drugs
Demystified, by Helen Nowlis (Unesco Press, 1975), a bookler which was
recommended to us by the Education Department of South Australia in its
submission, divides users into four groups, based on rate of usage:

e Experimental users, who have tried the particular drug only once or
twice. The experience satisfies curiosity and gains status with peers. The
effects are nort privately perceived as a benefit and so they are not privately
regarded as worth the risks. We are told, though we have as yet no direct
empirical evidence, that by far the greatest level of drug “‘use” among the
young is of this kind.

e Casual users, who take the drug once or twice a month. Such users
may use a drug only when others make it available in an acceprable social
context, They tell us that they do not see such drug use as a very
significant event in their lives; it is a form of social relaxation and
amusement.,

e Regular users, who use the drug weekly or several rimes a week. This
rate of use implies at least psychological if not growing physical
dependence on the drug—that is, failure to obrain the drug will engender
significant disappointment if not actual “withdrawal symptoms”. Here
we see the edge of “the drug problem”, and at this level of regular use
much depends on the nature of the user’s personality and of the drug being
used. To eiucidate the marter further one may now ask the gquestion
“What does this behaviour mean to this person?” as well as noting, for
example, whether the drug is a depressant (such as alcohol, the
barbiturates and cerrain opiates), a stimulant (such as caffeine,
amphetamines and cocaine), a modifier of mood or perception {5ur.:h as
amitryptiline or cannabis), or whether it relieves pain (such as the opiates
and non-narcoric analgesics).

e Heavy users, who use the drug daily. In the case of dr‘ugs kpﬂwn to
produce physical addiction, daily use is very likely to bring this about
sooner rather than later, which then often leads to bad health and social
deterioration for various reasons. Numerous respondents have provided
evidence that this is the core of the “drug problem”. We are informed that
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by far the largest number in this group are alcoholics, who are using a
socially approved drug that falls outside our terms of reference.

Various administrators in different parts of Australia who deal with both
alcohol and other drug dependencies have explained that the social effects
of alcohol, measured in various ways (number of persons, social and
administrative costs, etc.) are from five times to twenty times greater than
the effects of other drug dependencies.

We think it is of considerable importance to determine fairly precisely
the level in the community of the actual use of any drug such as cannabis
whose approval status is perhaps in an uncertain stage of social transition.
Such information can help a changing society which has a problem of
“retreating from an entrenched moral position” (as a Christian very
experienced in drug problems expressed it to us). Putting it another way,
most people do not use a substance their culture prohibits; users of such a
substance represent a threat to the consensus of that culture; burt if the
number of users is so great as to constitute a real threat to the consensus,
the culture may have to change to accommodate the use of the substance,
rather than risk the threatened break. In any event, information of this
nature is important if we are to answer our terms of reference, and
accordingly we have undertaken a detailed empirical study of the extent of
drug use in South Australia, which covers a range of drugs, both legal and
illegal. The results are not yet available.

Generally, the evidence we have so far indicates that heavy use of drugs
in Australia, measured by the harm to the individual users themselves and
to the community as a whole, involves these categories:

e Heavy use of alcohol, which is characteristic of the Australian
community, and which, as the submissions make clear, is accepted by
many groups as normal behaviour. Consequently, even very heavy alcohol
use may not be regarded as reprehensible or deviant behaviour by most
people, regardless of the devasting effects it may have on individuals and
the communirty.

e Heavy use of tobacco among adults, which although it is now less
acceptable in some quarters than it was, is still tolerated to a great extent.
It is also currently tolerated among the young.

e Heavy use of analgesics, which is common particularly among middle-
aged women, although the proportion of users suffering analgesic-induced
kidney damage is not necessarily high.

e Heavy use of sedatives and minor tranquillisers among middle-aged
women, elderly men and women, and among small numbers of young
people who may be taking other drugs as well. Such use is related to
medical prescribing patterns and although still accepted, is a martter of
increasing concern within the community but not necessarily of outright
disapproval.

e Heavy use of opiates among small numbers of people in their !atc teens
to early 20s, and a larger group using opiates experimentally. Estimates of
just how many in either of the groups vary enormously. The discrepancy
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may result from a failure to differentiate between experimental,
occcasional and regular use.

e Heavy multi-drug use involving some or all the drugs already referred
to, together with other psychotropic drugs including barbiturates, other
hypnotics and amphetamines.

It is worth remembering here that there is experimental, casual and
regular use of all the drugs mentioned above. Evidence alse indicates that
the use of drugs within these categories is widespread in the community,
but that, relatively speaking, few people use narcortics either singly or in
combination with other drugs of dependence.

In addition, many respondents see the extent of use of cannabis as the
major problem. The indicaticns to us so far are that cannabis is regularly
(rather than heavily) used, and approved, in South Australia by people in
their teens and 20s, and casuaily used by older pecple who are usually
professional, educated and well-to-do. Experimental use occurs in both
groups. As already mentioned, we are undertaking a random sample of
the population of Adelaide, which will in due course determine with
reasonable precision the extent to which cannabis is used in South
Australia, and the regularity of its use.

Cannabis use is a good example of behaviour which is seen as “deviant”
by non-users. Thus there is wide social disapproval of cannabis use,
particularly by the middle-aged and elderly who have little or no direct
experience of it, and who do not distinguish between experimental,
occasional and regular use. On the other hand, heavy and regular users of
the drug do not see themselves as engaging in reprehensible or deviant
behaviour and resent both the law’s characterisation of their conducr as
illegal, and the labelling by others of their behaviour as deviant. Indeed rhe
same view is taken by experimental and casual users. Yert it is interesting
to note that regular users of marijuana often describe users of hard drugs
in terms similar to those employed by opponents of marijuana when
describing the marijuana-using population.

As has been the experience of other Commissions concerned with this
issue, we have conflicting evidence as to whether cannabis, a psychotropic
drug, has itself caused serious harm to Australian users. Evidence has been
put to us that prolonged cannabis use may cause serious harm to the user.
For example, some opponents of cannabis assert thar prolonged use of
cannabis leads to brain damage. Other witnesses atrack these conclusions
and interprer the available scientific and medical evidence in a very
different way.

Much of this conflicting evidence reflects the facr, which orher
Commissions have noriced, that the cannabis debate provokes passionare
advocates on either side of the controversy and that nor all the material
presented as “scientific”” evidence withstands close examination. This is
not to say that cannabis is free of risk. lIts relatively recent popularity in
Western communities, its slow elimination from the body, and its effects
on the psychomortor performance of some, must all qualify any estimate of
the risks associated with its use. Some submissions, however, argue that
the greatest risks to the user of cannabis are those associated with its

illegality.
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DEPENDENCE

We have been surprised to discover frem much of the material presented
to us that the concepts of “addiction” and “dependence” are not at all
specific or capable of simple definition. For some, the term “drug addict”
means pretty well the equivalent of social outcast. Others often loosely
(and wrongly) apply the term “addict” to experimental users of opiates
and to regular marijuana users, neither of whom suffer physical
withdrawal symptoms if they cease using those drugs. Similarly, people
“addicted” to minor analgesics can withdraw, on their doctor’s advice,
without suffering any physical discomfort whatsoever.

We have heard “addiction™ used as a synonym for habit, compulsion
and mild dependence. However, certain substances, particularly caffeine,
nicotine, alcohol, barbiturates and opiates when used in sufficient
quantities at sufficient rates apparently produce physical changes in a
human or other organism so that its behaviour for a time becomes unusual
if that drug is not continually vsed. This is the “withdrawal syndrome”.
This process in a human being is a disturbance of the reflex nervous
system accompanied by a felt hunger for the drug. How long such physical
“addiction” and craving then lasts (in the sense thar, like sexual hunger, it
can thereafter readily be re-awakened) seems to be unknown. It varies
with the drug and the person and the route of administration to the body.
Just as drugs can be graded roughly in a range of potential addictiveness,
so evidently can different people be ranged for their addictability. But this
can be done in retrospect only. and thus cannot yet be forecast. This varies
according to the drug and the personal and social sitvarion of the
individual. Addictiveness is a complex phenomenon, relating not only to
the pharmacological properties of the drug, but also the characteristics of
the user, his beliefs, and the expectations of his group. Merely using a drug
once, even heroin, is not in itself capable of producing compulsive
addiction. On the other hand, many people would be surprised to learn of
the addictive porential of certain drugs. In recent years it has become clear
that even minor tranquillisers can produce dependency, and certainly
terminating the heavy use of barbiturates creates a withdrawal syndrome.

Varying opinions have been expressed to us about the severity of the
“withdrawal syndrome” associared with narcotics. Dr J. W. Gabry-
nowicz, Medical Director of the Alcohol and Drug Addicts Treatment
Board of South Australia, says, for example:

It is rare nowadays to see a case of even mild withdrawal sickness from drugs
(apart from alcohol, diazepam and tobacco). It is an estabilished clinical fact
that no-one has ever died due to uncomplicated withdrawal from narcotics . . .

Dr W. S. Salter, then Superintendent of Hillcrest Hospital, purs forward
another view:

. it’s easy to get off drugs, quite easy. It is a matter of covering the
withdrawal symptoms with non-addictive drugs and then gradually reducing
them ... but that isn’t just the problem. Many addicts are taken off them
forcibly, cold turkey in prison, if they happen to get there, which means that
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they just suffer it out. I don’t know if you can die from it ... but they go
through a very unpleasant time.

Discussions with narcotics users indicate that even after the withdrawal
phase has been completed, a craving for the drug often remains, perhaps
for years. This, coupled with the lifestyle and reinforcing friendship
patterns of users and the conditioned responses to old scenes and signals,
contributes to the extraordinarily high “relapse” rate by users who seem
otherwise determined to abstain from narcotics.

The term “dependence” tends to be used as a synonym for
“psychological dependence™ in regular users who nevertheless do not
suffer physical withdrawal symptoms if they cannot use their drug. For
them the drug meets some strong psychological need, and inability to
obtain it may lead to extremely strong feelings of disappointment.

Medical use of drugs shows thar dependence on a drug may not
necessarily be a bad thing. Drug use may play a long-term, perhaps
permanent part in the medical management of blood pressure, epilepsy,
diabetes, schizophrenia, depression and neurosis, and the individuals so
treated are in many cases physically or psychologically dependent on the
drugs prescribed. Psychological dependence, when well established, may
for some drugs progress from a habit to a compulsion, and then to
physical dependence (as described above), which makes the drug more
desirable still to the user because of its now added ability to relieve the
unpleasant physical sensations associated with withdrawal. Physical
dependence may also precede, or not be accompanied by, psychological
dependence.

There is 2 poorly understood phenomenon known as “maturing out”,
where at least some who from their youth have been compulsive users of
narcotics, will, providing they stay in good health and avoid
complications such as infection and malnutrition, more or less
spontaneously cease to use the drug when they reach an age of about
thirty to forty years. Sometimes “maturing out” is associated with a
change in lifestyle or companions. “Maturing out” may be related to the
fact that some delinquent behaviour patterns are known to be a
phenomenon of youth which disappears with age or “marurity”. So far as
narcotic addiction is concerned, “‘maturing out” indicates that for some,
at least, the natural history of addiction is that it need not be lifelong or
fatal.

Another aspect of drug use which we are required ro examine is
tolerance. “Tolerance” to a drug means that larger and larger doses are
needed for the same effect to be obtained, and thart tolerant individuals
can survive doses of a drug that would otherwise prove fatal. Tolerance
disappears if an individual stops using the drug for a period. Some
addicted heroin users deliberately withdraw from the drug for a time, even
though this causes unpleasant symptoms, for the sake of returning to a
pre-tolerant state where they can experience desired effects from smaller
doses.

Cross-tolerance means that tolerance to one drug produces tolerance to
another, even though the second has not been used. There is cross-
tolerance among the opiates, and cross-tolerance between alcohol and the
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EFFECTS OF THE USE OF DRUGS

As already mentioned, we are arranging a compilation of the
pharmacological effects of those drugs which are used non-medically in
South Australia. Such knowledge, however, is unlikely to cover all the
“effects” with which the use of such drugs may be associated, either in
respect of an individual user or of the society of which he is a parr.

The effects directly desired by drug users are, variously, the relief of
pain by dulling it or eliminating the perception of it; a reduction of mental
activity or experience such as anxiety or aggressiveness; an increase of
mental activity or experience to provide feelings of energy or capacity, or
to counter fatigue or depression; a change in the ways of perceiving the
self or the environment; and inner subjective experiences of joy, certainty
or ecstasy. We have been assured that similar experiences and effects can
usually be obtained without chemical mediation by a range of practices
and activities such as holidays, scientific discovery, games, sleep, group
interactions, isolation, yoga, social achievements, rewards, discipline,
artistic experiences or achievements, hypnotism, psychiatric trearment,
transcendental mediration, acupuncture, prayer, fasting, religious
experience or conversion, twirling, over-breathing, going without sleep,
and falling in or making love.

Generally we are aware thar this area “beyond pharmacology” is
difficult and confused. It contains clouded concepts and generalisations.
When any claim is made on a basis of personal experience it can be hard to
counter or confirm. The placebo effect, mentioned earlier, is one
explanation for this difficulty.

The direct effects of the drugs used are for the most part not dangerous.
It is true that some psychotropic substances are very toxic, that is to say
that the dose which will provide the psychotropic effect is very close to a
higher dose which will provide undesirable and dangerous effects. And all
drugs (alcohol is a good and familiar example) will, in sufficient doses,
produce effects bevond those thar are desired by the individuals or those
that will perhaps be tolerated in him by the community. In practice
though, the toxic dose has to be many times greater than the effective dose
if the substance is to be use safely without expert technical supervision.

Therefore, highly toxic drugs cannot be used widely by the illegal drug
culture, and never for very long, for the simple reason that their toxicity
eliminates the users through death or disability and the reputation of that
drug then falls. Such drugs as are generally used illegally will for that
reason not usually have acutely toxic properties at the doses used because
the users will be seeking psychotropic rather than toxic effects. Whatever
undesired side effects these users will experience, they are therefore likely
to be of the kind that develop slowly, inconsistently, later, or as a result of
social or accidental consequences that are not part of the scientific
pharmacology of the drug. Of course, some may use either legally or
illegally available drugs specifically for their toxic effects—in suicide
attempts or gestures. :

The psychotropic effects of drugs may, according to the drug used, alrer
the mood and the mental processes of the user. This does not have to be
for the worse: it may mitigate the impact of personal problems created by

bereavement, loss, failure, unemployment or peer pressures, all of which
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are a natural part of the social environment and interpersonal
relationships. It may increase, though it may also decrease, an individual’s
capacity to perform certain tasks, depending on what they are. The effects
of a drug upon the ability to drive a car, and the consequences of this, are
familiar to everyone because of the communiry’s experience with alcohol.
Most depressants of the central nervous system could be expected to have
similar effects according to dose, but the same does not apply necessarily
to all psychotropic drugs. There is evidence that acute cannabis
intoxication significantly impairs driving skills, and this is suggested to us
as a major argument for reraining the prohibition of cannabis use. The
state of knowledge relating to the effects of cannabis use on driving
performance is imperfect and we are gathering as much information on
this topic as we can.

A drug may increase, or indeed decrease, an individual’s rendency to act
destructively or aggressively. Submissions point out that drug use may
uncover, or as some argue, bring about psychotic or other mental activity
that inhibits an individual's capacity to continue as an accepted co-
operating member of his social group or of society. Generally speaking,
this applies to all psychotropic drugs (including alcohol) whether used
medically or non-medically. Non-medical use, however, has associated
effects that are specially related to drugs that are illegal and socially
disapproved.

Illegality and social disapproval make the drugs available only on a
black marker where they become scarce, highly priced and of doubtful
purity. People seeking and using them may suffer social “effects” not
associated with the drugs’ chemical properties—arrest and social
stigmatisation for possession of the drugs; blackmail; the results of
committing other crimes or going without food in order to obtain drugs or
money to buy them at black marker prices, and so on. The small bulk of
the drugs, which makes them easy to conceal, and the strong compulsions
of some individuals to use them has made it impossible for Western
countries to police their communities to the point where the substances
can be rorally excluded, and we have been informed that as a general rule
in such countries only about 5 per cent of illegally used drugs are likely to
be seized and destroyed by police or customs officials. Such are the
dilemmas and personal and social consequences of “prohibition”, which
were thoroughly exemplified by the United Srates’ experience in relation
to alcohol over forty years ago.

Intravenous administration (*‘mainlining”) of a drug in an illegal setting
has associated “effects’ related to inexpert use of substitute or unsterilised
needles and syringes. Sepric, irritant, foreign or lethal marterial can be
introduced into veins, leading to effects such as thrombosis, phlebitis,
infection of the heart valves or general virus infections of the hepatitis
type. Such complications can cause rapid deterioration in the well-being
or health of the user of illegal drugs, and may occasionally cause death. In
general, these socially created effects on users of illegal drugs are as greata
cause of ill-health as the direct toxic effects of the drugs themselves.

There are also the “mental” effects of the dangers, consequences,
threats and narrow escapes thar often surround illegal drug-taking. These
are themselves a thrilling attraction for certain personalities, though for
many they must become, sooner or later, disincentives.
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EXTENT AND CAUSES OF THE USE OF
DRUGS

Determining the extent of use of drugs in this country with any degree of
precision requires very careful examination of published figures from a
variety of sources and, given the lack of data in Australia, the conduct of
extensive empirical surveys. As mentioned elsewhere, the survey being
undertaken by the Commission should provide more detailed information
on the extent of the use of certain drugs within South Australia. The
submissions and hearings did include estimates from people with expertise
in the field, although necessarily these often involved a substantial element
of guesswork. The imprecision of the estimates is increased by the
difficulty of distinguishing between casual and moderate and heavy use of
drugs.

It has been suggested, for example, that perhaps one in 700 of the South
Australian population has had some fleeting or occasional experience with
heroin, but that only about one in 3500 is currently dependent on the
drug. These figures need to be treated with special caution because of the
inevitable clandestine nature of the activity and the mobility of the drug-
using population. In contrast, estimates of the proportion of the
population having had at least occasional experience of marijuana vary
from 1% to as high as 30%. Our survey, in addition to producing more
reliable tigures, is likely to indicate substantally different patterns of use
among different age groups in the community. It has also been suggested
that as much as 10% to 16% of the adult population uses simple or
compound analgesics daily—thar is, at a level which is seen by some
commentators as amounting to abuse. As the recent report of the Senate
Standing Committee on Social Welfare shows, the evidence of published
surveys indicates that the patterns of consumption of analgesics vary
considerably from region to region in Australia and care must be taken
not to assume that the level of use in one place reflects behaviour
elsewhere. The report of the Senate Committee is valuable because
(among other reasons) it gathers rogether the available empirical research
in Australia on extent of use of marijuana and analgesics. The report also
provides figures on the consumption and effects of alcohol and tobacco,
which provide a basis for comparison with other drugs. The report
indicates, for example, that over one quarter of a million Australians can
be classified as alcoholics, and that tobacco, particularly in the form of
cigarettes, contributes each year to the death of perhaps 8000 people from
heart disease and 3500 from lung cancer.

Relatively few submissions concentrate on the causes of drug use,
perhaps reflecting the fact that no single theory is likely to provide a
satisfactory explanation for the phenomenon and that the causes will vary
from one individual to another and from one group to another. Moreover,
explanations for drug use tend to vary according to the perspective of the
observer. For example, some submissions make the point, implicitly at
least, that people who use drugs non-medically, on a regular basis, do so
essentially because there is something wrong with them—that is, they are
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thought to be suffering from a physical or mental disorder of some kind.
Others, particularly people identifying themselves as drug users, reject this
proposition, contending that the major factor in the use of certain drugs
(marijuana is most frequently mentioned) is simply the pleasure derived
from the experience. Sometimes the pleasure argument is taken further,
users contending that the drugs allow them, for example, to reach a
capacity for self-awareness and for the appreciation of objects and
experiences that otherwise they would not have.

Emphasis was laid by some on the pressures of everyday life as a
principal cause of heavy drug use. These respondents, while perhaps
acknowledging that no simple cause could be identified, point to such
factors as unemployment, repetitive and soul-destroying work, loneliness,
boredom and frustration. Peer group pressure is regarded by many as an
important cause of drug use, (and not merely for the young) both in
relation to the initial foray into drugs and the continued use after the stage
of experimentation. To some the whole society is geared towards drug use
—as indicated by the consumption of large quantities of alcohol, and the
reliance on legally available drugs to alleviate unpleasant feelings. On this
view a successful approach to drug use requires fundamental changes in
community attitudes.

A common theme was that the level of drug use is directly related to the
availability of drugs. On this approach, if a drug is readily available,
whether through legal or illegal sources, more people will tend to use it
and more people will use it heavily than if the drug is difficult to obtain.
The implication, in relation to drugs obtainable only through illegal sales
on the “black market”, is that if the police, customs authorities, public
health officials and other law enforcement agencies are sufficiently
strengthened, the consumption of those drugs can be reduced. The
argument is, however, not confined to illegal drugs. Some contend thar the
heavy use of legally available drugs is encouraged by the ease with which
they can be obrained and the effects of advertising—whether directed to
the public (as in the case of analgesics) or to the medical profession (as in
the case of prescription drugs). Accordingly, it has been suggested that the
availability of drugs which are prone to heavy non-medical use should be
limited, for example, by changing their legal classification and therefore
the applicable controls (as was done some years ago with the
amphetamines, apparently with the result that the level of use fell
dramatically), or by restricting advertising. These suggestions are resisted
by some respondents, usually because a different view is taken of the
relationship between availability and advertising, and parterns of
consumption. Sometimes it is also argued that limiting availability is not a
complete answer, since the forces that encouraged the use of the (now)
restricted drug will simply produce an increase in the consumption of
other drugs.
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TREATMENT

We have already referred at the beginning of this booklet to the
assumptions about drug dependency which are implied in the notion of
“treatment”. Does this imply “sickness™? Are all users of illegal drugs
“sick™? If so, is the sickness treatable?

There seems to be a quite widespread attitude which lumps together all
users of illegal drugs as “addicts™. Against this is set the professional view
of workers in the treatment areas who tend mainly to see narcotics users,
especially heavy users, and who take a much narrower view of the scope
of treatment. It seems clear that if all illegal drug users had to be
“treated”, as some comments to us suggest, the treatment services would
be inundated by thousands of cannabis users who, we understand, have
neither withdrawal symptoms nor signs of disease.

On the other hand, there are also very many people who have become
dependent on certain legally available drugs, such as analgesics,
tranquillisers, sedartives and hypnotics, and who are being treated within
the general medical services, not in specialised drug clinics or institutions.
They are therefore not stigmatised as drug users or addicts in need of
treatment any more than those who are addicted to robacco.

It is against this background that we have received evidence regarding
“treatment”’, most of which has concerned narcotics users and the range
of treatment facilities available to them. The variety of these facilities and
the differing opinions expressed as to their quality perhaps indicate that
none of these facilities is particularly effective. Increasingly it is seen that
drug dependency, like alcoholism, is not a simple medical “disease™ for
which some straight-forward medical “treatment” may be suitable. We
are advised by workers in the field, and by others who are in contact with
drug dependency, that the community should look primarily to prevention
and early detection of drug use rather than late treatment, and to
rehabilitation methods that are more socially supportive of the drug-
dependent person and less purely “clinical”. Looking at “treatment™ from
a broader perspective, it seems that treatment of drug dependence may
move to include education of children and adults concerning the use of
drugs, community prevention, personal care and social support for the
dependent person, and rehabilitation with no stigmatisation.

If the priorities for treatment programmes relating to drug use were to
be determined by the costs to society and the costs to the physical and
psychological well-being of the user (and of those close to him), then it
seems from what we have heard so far that the problems warranting
attention in order of priority are:

1. heavy use of alcohol; :
2. heavy use of analgesic, tranquillising, sedative and hypnotic drugs;

3. heavy use of narcotics;
4. heavy use of other illicit drugs.

As mentioned earlier, most of the evidence we have heard about present
treatment practices has concerned the treatment of narcotics users, rather






than of the numerically greater number of people who are dependent upon
legally available drugs. In part this reflects the exclusions from our terms
of reference. It also may reflect the fact that heavy narcotics users, like
alcoholics, are treated in clinics separate from other patients in treatment.
These treatment facilities are socially stigmatised to a certain exrent,
through popular association with “skid-row’ alcoholism and the image of
the “drug addict™ as a dangerous or crazed person. Indeed those who run
drug dependency clinics sometimes give them neutral names so that people
nr:cf:]ing help with a drug problem are not deterred from seeking
assistance,

Two of the questions which particularly interest us are these: when is a
drug user seen as sick and needing treatment, and why does such a person
seek treatment?

Some have told us that drug users require treatment as soon as their use
of drugs interferes with their day-to-day functioning, measured by their
capacity for work and their ability to maintain personal relationships, as
well as their physical and mental well-being. The user himself may realise
his need for treatment in these terms, or the need may first become
apparent to a spouse, relative or some other person close to him. Another
view is that a drug user is sick only when suffering from a medically
classifiable condition, such as hepatitis or a drug-induced psychosis.
Again, some reject altogether the “sick™ label for a drug-dependent
person, and prefer to see drug dependency as a behavioural problem,
maybe a learned response, or just another way of coping with a life
situation. A related theme is that heavy drug users are essentially bad
people who are not in need of treatment at all, but rather deserving of
punishment, although this view seems to be less prevalent than it once
was.

We understand there are at lease three main ways in which a heavy drug
user may come into contact with a treatment facility. He may himself
decide that his drug use is beyond his control, or is interfering with his life
to an intolerable extent, and so he seeks help. He may suffer from a
complication associated with his drug use, for example hepatitis or kidney
damage, and seek treatment for that side effect, or his use of an illegal
drug may cause him to come into conflict with the authorities and to be
referred for assessment to a treatment centre by a court or the probation
service. Alternatively, the user himself may seek treatment at that stage in
an effort to minimise any penalty that may be imposed by a court, or to
avoid threatened action.

More than one person involved in treatment has suggested to us that a
person dependent on drugs changes his habits or seeks treatrment only
when he faces some crisis in his life that forces him to make a decision
about the drug use. This crisis may be precipitated by a criminal charge,
marital disharmony or an obvious threat to his work or health. It has also
been suggested thar if laws concefning illegal drug use were relaxed there
~ would be less motivation for drug-dependent persons to consider and to
seek treatment. On the other hand, sonie respondents contend that users
in need of assistance may not seek trearment because they fear that the
police will hear of their illegal drug use and take action against them at
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some stage. The point is not so much whether or not the fear is justified
(the police contend that it is not) burt that it exists. Many respondents
point out that users who seek treatment for narcotic addiction often do so,
not to stop using drugs, but either to reduce the level of tolerance so that it
does not then cost so much to maintain the habit, or to tide them over
periods when street drugs are in short supply.

In practice, as noted earlier, “treatment” for drug users is organised on
an institutional basis only for alcoholics and narcotic addicts. There are
several such treatment facilities available in South Australia. They include
the out-patient methadone programme of Hillcrest Hospital, which was
recently catering for about 60 narcotic addicts, each attending daily.
There are also the various facilities of the Alcohol and Drug Addicts
Treatmenrt Board (St Christopher’s, 5t Anthony’s, Osmond Terrace Clinic
and Elura). Hillcrest Hospital and the Treatrment Board are both State
Government agencies and together handle the largest number of narcotics
users. General hospitals also see many users, who, while perhaps not
wanting assistance to stop their drug use, need medical help for related
conditions such as drug overdose or hepariris.

There are also several non-government agencies and practitioners who
may not see many drug users but who feel they have something to offer in
this area and who have given evidence to us. These include
hypnotherapists, teachers of transcendental meditation, psychiatrists,
psychologists and members of agencies such as Grow and Narconon. The
role of private medical practitioners in this field is limited basically to
treatment other than with narcotics since they are prevented by law from
prescribing narcotics (such as methadone) without permission from the
Department of Public Health. Most doctors who have spoken to us think
that this restriction is reasonable and are happy to leave the treatment of
narcotic addicts to specialist agencies. However, some general
practitioners have put the view that they should be able to prescribe
narcotics to addicts during the course of treatment if they consider this
appropriate for their patients.

In addition, we have been told that a significant proportion of the
prison population has a history of heavy use of illegal drugs, although not
all of these imprisoned drug users have necessarily been convicred of
offences directly related to drugs. The role of prisons as *“treatment”
agencies should not, therefore, be overlooked.

We have been told that there are several criteria by which the
effectiveness of treatment of narcotic addiction may be measured. The
area is contentious, but some of the criteria put forward include dtICIEEFSE
or cessation of illicit drug-taking, decrease in criminal or antisocial
behaviour, improved work record, improvements in relationships wirh
non-drug users and an increased feeling of well-being by the user.

The effectiveness of programmes in Australia and in other comparable
countries in “curing” narcotic addicts of their drug-raking seems to be
very low. From what we have been told, the programmes in South
Australia are no different from those elsewhere. However, there appears
to have been no thorough long-term evaluation of the effactijveness of any
programmes available here and assessments of the “success™ rate appear
to be based only on anecdotal reports or the impressions of staff.

47



The suggestions | propose [for limiting the use of
a methadone clinic] are firstly, that patients who
attend here provide proof of identity and also
provide a signed phorograph. Secondly thar we
establish a clear state of physical dependence
before methadone is considered, and at the
minimum this would mean the administration of
a Narcan test. Thirdly, that initial physical
examination and appropriate investigations be
done and that provision of repeat physical
assessments at regular intervals occur . . . there is
quite a lot of literature ... abour the medical
status of opiate addicts, and how their health
profile would be similar to rhar of a man in his
late middle age. Fourthly, I suggest that we should
really have only daily attendance for receiving
methadone rather than have rthem raking
methadone away from the hospital. Fifthly thar
all new patients were to have an adequate trial of
drug-free management before being considered
for methadone management. Sixth, that there be a
temporary banning from treatment if they were
found to be using or trading in illicit drugs, or
trading in our prescribed drugs. Seven, that
patients be managed under a contract system
where they are aware of treatment policies and
know the consequences of breaking that contract.
Eight, random urine rests with no appeal against
the results. Just expanding on this, there is,
apparently, a means where urine tests can be done
with an instantaneous result given on the premises
. «» Nine, that provision of inpatient treatment be
perhaps obligatory for new partients. Ten,
geographical separation of partients artending for
methadone medication and those endeavouring to
become drug-free.

Meeting, Hillcrest Hospital
medical staff, transcript, pp. 5-6

Merhadone has become a replacement treatment
based on the fallacious assumption thar some
drug abusers cannot live without synthetic
opiates. It is common knowledge that many
young drug abusers, who might never have been
really addicted to any drugs, have become
addicted to methadone, which has become the

panacea for the addict and has béen grossly
misused.

Dr J. W. Gabrynowicz,
submission, pp. 7-8
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My own personal view of methadone is thart if you
look at variables such as future employment and
arrest rate, then methadone is a clear winner, and
I think people who object to it seem to be
objecting more on ideological grounds that these
people are remaining addicts. Well, so what? If
their addiction is not causing them problems and
they are able to maintain a job and stay out of
gaol, that’s a plus.

Meeting, Hillcrest Hospital
medical statf, transcripr, p. 11

I would like to point out that as a drug of

treatment [methadone] is a compromising second

choice—with the logical first choice being the
drug to which the individual is addicted.

Mr M. A. Griffiths,

submission, p. 10

Methadone is often used as a kind of bait to keep

[the addict] in ‘some kind of therapeutic
relationship with the treatment agencies.

Miss Rosemary Taylor,

social worker, public

hearing, transcript, p. 686

There is no such thing as [methadone] block-
ade. . . Ir i1s analogous ro giving somebody with a
drinking problem a bottle and a half of Scotch a
day. If he then goes out and thinks “I will sneak
up and have a glass of beer that they don’t know
about™. . . he is unlikely to notice any effect from
IT.
Dr G. Milner, public
hearing, transcript, p. 944

My feeling about [methadone] is that what it is

doing is providing a drug for people who are

saying they want to get off drugs, and thar seems
to be a contradiction in terms.

Miss Rosemary Taylor,

public hearing, transcript, p. 868



Each method or programme seems to be successful with a small
percentage of narcotic-dependent people and it has been suggested that
having a wide choice of programmes is desirable, since it maximises the
chance that each patient will find his way to a programme suited to his
particular needs. From what we have been told the choice of the general
method of trearment to be used in each case of narcotic addiction is made
by the individual concerned. Most narcotic addicts in South Australia
know, or know how to find out, what trearment is available at each
agency and they select accordingly. Thus if a narcotics user wants a
methadone programme he goes to Hillcrest rather than to St
Christopher’s; if he wishes to attempt a drug-free regime he is more likely
to contact St Christopher’s. It has been suggested that a more effective use
of resources might result from coordination between agencies, especially if
there were a central assessment panel which, in consultation with the user
himself, could determine which method of treatment would be
appropriate for that user.

There are several areas of controversy in the treatment of narcoric
dependency, and submissions to the Commission have reflected this.

There is the question of the use of methadone. Methadone is a synthetic
narcotic, which is given to narcotic addicts in controlled doses and which
is said to remove the need for other narcotics (including heroin), thereby
providing an opportunity for the user to stabilise his life. Opponents of
methadone tell us that it only re-emphasises to the user his need for drugs
if he is to lead a ““normal”’ life; that if methadone is used incorrectly it can
create addicts where there were not real addicts before; and thart it is
difficult to modify anyone’s behaviour when they are under the influence
of a psychoactive drug. On the other hand, supporters of methadone say
that it is not meant to be a curative agent but a stabilising legal drug which
can be taken while addicts consider and improve other areas of their lives
without having to worry about obtaining supplies of illegal drugs.

Another controversial issue that has been raised is whether facilities for
the treatment of drug users should be segregated from those for alcoholics
or from those provided for general health care. Supporters of providing
integrated facilities say that a segregated facility tends to isolate and
stigmatise the users, reinforcing group behaviour and the negative self-
image that many of them have. They also say that if a drug user can go for
treatment to a general health facility he is less likely to be socially
stigmatised as an addict and may therefore present for trearment at an
earlier stage. Supporters of segregated services suggest that treatment of
drug users requires special skills and so should be regarded as an area of
specialisation. They also suggest that drug treatment may receive a higher
priority in funding if it is not viewed as part of an overall health care
programme.

We have been told about the so-called “diversion™ programme that is
operating experimentally in some Magistrates’ Courts in New South
Wales. Under this programme, which began as a new approach to the
problem of drinking drivers and was extended to narcotics users, persons
convicted of certain offences related to narcotics are given the choice of
either being sentenced in the usual manner or being remanded after
conviction for eight weeks. During this remand period the offender is
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SOURCES AND DISTRIBUTION OF DRUGS

The Commission is advised that drugs and substances of dependence that
are used in the ways envisaged in our terms of reference come mainly from
the following sources:

e Drugs prescribed in good faith by doctors but then diverted to non-
medical use, including use to maintain a dependency created by the
prescribed drugs.

e Drugs legally available for open sale.

e Drugs obtained by forged or otherwise fraudulently obtained
prescriptions.

e Drugs improperly supplied by doctors or pharmacists.

e Drugs stolen from doctors, pharmacists, wholesalers or manufactur-
ers’ stores, or while in transit.

e Drugs illegally manufactured within Australia.
e Plant materials illegally grown in Australia.
e Plant materials growing naturally in the wild in Australia.

e Substances (such as petrol or solvents) that are legally available for the
purposes of industry or commerce.

e Drugs or substances (particularly cannabis and heroin) that are
illegally imported into Australia.

We have considerable evidence on the legal and administrative controls
which apply to the importing and distribution of pharmaceutical
substances that are used medically in Australia. These controls are
managed through a combination of Commonwealth and State agencies
and committees. Apparently, the controls have served to limit large-scale
losses or pilfering at the wholesale level, although some claim thar the
controls are insufficient.

We are informed that narcotics, cannabis, amphetamines, barbiturates
and psychotropic drugs are smuggled into Australia. For the most part
these do not enter through South Australia because it is not the first port
of call for overseas ships, neither does it have an international airport, nor
is it near enough to South-East Asia for the purpose of illicit visits by small
aircraft or boats. The main source of illegal opium is an area of Burma,
Thailand and Laos, and it is illegally processed into heroin in the same
area or in other parts of Asia. A few illicit heroin manufacturing
laboratories have been found in Australia, but none in South Australia.

Heroin is distributed in Australia and in South Australia by clandestine
organisations that cannot readily be penetrated by the conventional law
enforcement and police methods. But the drug passes to the lower levels of
illegal distribution by street dealers who are more open to police detection
and arrest. Heroin is “cut” or adulterated with inert powders or other
impurities as it passes down the lines of illegal dealers, and what was a
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fairly pure product may finally reach the street at only 5% to 15% of its
original strength. Because of this enormous variation in strength when it
reaches the street level, the dangers of overdosing through ignorance of
the true strength of the djug are increased; on the other hand, many
people have bought “heroin” which contains little or no heroin.

Practically all users of heroin are dealers to some extent—they buy a
small amount and sell it, sometimes at a profit, sometimes not, to support
their own habit. However, they cannot be classified as pushers in the sense
in which that word seems to be commonly used. This distinction is a
difficult one to apply, particularly in terms of legislation, and the figures
of arrests and convictions given by the police here probably do not match
the true situation. As noted elsewhere, the police point out that it is
difficult to distinguish between the user/dealer and the true pusher at
street level, and doubly difficult to prove a trafficking offence to the
satisfaction of a court.

We are informed that some cannabis leaf and other cannabis products
such as hashish oil are smuggled into Australia, but that most cannabis
used in this country is grown here. The Australian climate is very suitable
for it. There have been major cultivations detected in all States, including
South Australia, though the largest crops are believed to be in New South
Wales and Queensland. There has been no direct evidence given to the
Commission that “lacing” of marijuana occurs, although it is frequently
alleged by users thar some marijuana has been adulterated with foreign
substances, ranging from heroin to rat poison. However, the evidence
from State and Federal government analysts does not appear to support
the allegations. Other evidence suggests that variation in the strength of
the active constituents of the drug might account for most of these claims.

Some submissions to the Commission have assumed that the traffickers
of narcotics are the same people who sell marijuana. Consequently they
argue that users of marijuana are likely to become users of narcotics
because the supplier is the same, and pressure will be brought to bear, if
there is a shortage of marijuana, for heroin or other narcortics to be bought
instead. Others dispute this, claiming that, for the most part, illegal
dealing in cannabis is largely through organisations separate from those
dealing in narcotics. There is some evidence that the black markets which
handle prohibited substances tend to be surrounded by the types of crime
(bribery, standover tactics and violence) that were associated with the
period of prohibition of alcohol in the U.S.A. However, the scale of these
activities in South Australia seems to be small compared with some other
Australian States, even taking account of differences in population.
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GOVERNMENT POLICY

Most people would say that the principal justification for establishing a
Commission such as ours is the need to formulate a coherent government
policy relating to the non-medical use of drugs. Indeed the fact that so
many governments in the Western world have in recent years established
similar Commissions is itself evidence that governments everywhere are
searching for more satisfactory drug policies.

Very few of the submissions made to us direct their attention to the
basic questions of the goals that the South Australian Government should
seek to achieve in framing its policies on drugs. The reason for this is clear
enough. It is extraordinarily difficult to make sense of existing
government policies relating to drug use and perhaps even more difficult
to develop a philosophy which is capable of being applied consistently in
practice. Time and again we are told that it is inconsistent for
governments to forbid the sale and use of marijuana on the ground that
the substance is harmful to the user, vet at the same time actually tolerate
the heavy consumption of alcohol and tobacco which can be very much
more harmful both to the individual user and, ultimately, to other people
in the community. Others argue that it makes little sense for governments
on the one hand to act as though narcotic addicts are sick people in need
of sympathetic and supportive treatrment and on the other to impose harsh
penalties on them for conduct which is the direct product of their
addiction. Professor F. A. Whitlock of the University of Queensland
points to a paradox created by the suppression of narcotics use.

If opiates are taken regularly in known dosage, and if injected with proper
aseptic precautions, the risk to life and health is remarkably small. But the more
government restricts the supplies, the greater is the need for the addict to obtain
them illegally; with far greater hazard to his health as a consequence.

Most submissions suggest changes in particular aspects of government
policy. Many are detailed and well reasoned. However, not surprisingly,
they do not always fully analyse the consequences of their proposals in the
broader context. Proponents of the decriminalisation or legalisation of
marijuana rely on the importance of protecting the freedom of the user but
sometimes appear willing to limit the freedom of users of other
substances, such as analgesics, in order to curb abuse. Those who argue
that the solution lies mainly in applying more severe criminal penalties to
“pushers” and users tend to overlook the difficulties of enforcing the
criminal law, the failure of imprisonment as such to “cure” addiction, and
the fact that an almost limitless variety of substances can be abused by
anyone who is sufficiently determined to do so. Submissions emphasising
the treatment approach are sometimes unsure about the proper
relationship between treatment programmes and the criminal justice
system, and the role, if any, of compulsion in the treatment of drug users.
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Despite the difficulties, there seems to be a measure of agreement on
some important questions. No one' seriously argues that J. S. Mill’s
famous dictum, thar the

n'nl‘}rr purpose for which power can be rightly exercised over any member of a
civilised community, against his will, is to prevent harm to others,

should be used as the sole basis for government policy, without some
qualification. It seems to be generally accepted thar restrictions can and
should be placed on the supply and use of substances sufficiently
dangerous to the user, although not necessarily by means of the criminal
law. On the other hand few express support for an absolutist moral
position which implies that the criminal law should be used to enforce
moral standards, without the need for further justification.

A common positive theme in submissions is the desirability of achieving
a reduction in the level of drug use in the community. Some express this
narrowly, confining their concern to the illegal consumption of drugs.
Others put the argument more broadly, relying on overseas studies
suggesting that the level of use of all drugs may be related to the degree of
abuse of drugs, legal and illegal. The belief that drug use should be
reduced is not necessarily linked with an expectation that government
action of itself could or should bring about this result. It is frequently
suggested that the drug “problem™ is basically one of human behaviour
responses to particular social or psychological pressures—which can be
controlled only by changes in attitudes to drug use and to the accepted
means of meeting the needs now served by drugs. This approach places
less importance on government policies relating to the availability of
drugs, law enforcement and treatment, than on changes in lifestyle, in
which education programmes may play an important role.

Most of the submissions which focus on a single drug concern
themselves with cannabis. Here there is much confusion of language,
submissions employing the terms legalisation and decriminalisation in a
variety of senses. Not all sought reform, but those that did had suggestions
that ranged as follows:

e Allowing cannabis to be produced, sold and advertised commercially
in the same way as alcohol and tobacco.

e Establishing a government-controlled production and distribution
system designed to achieve quality control and to avoid the dangers of
commercial exploitation of the drug.

e Removing criminal penalties attached to the cultivation or possession
of marijuana for personal use and to the limited distribution of the drug
without financial gain.

e Removing criminal penalties for the conduct referred to above, but
imposing standardised “civil penalties”, such as relatively small fines,
instead. This appears to be what most submissions refer to as
decriminalisation, and, broadly speaking what is advocated by the Senate
Standing Committee on Social Welfare, in its 1977 report, mentioned

previously.
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ENFORCEMENT OF THE LAW

Some submissions make comments on the difficulties of detecting and
successfully prosecuting persons involved in the illegal cultivation,
production, distribution, possession and consumption of drugs. Both
South Australia and the Commonwealth have legislation governing these
matters; the principal South Australian legislation is the Narcotic and
Psychotropic Drugs Act 1934-1977, and the principal Federal legislation
is the Customs Act 1901. Mostly the legislation concerns itself with illegal
possession of, or other dealings with specified drugs, including the forging
of prescriptions. But there are also offences such as theft from pharmacies,
or unlawful attempts to obtain money in order to buy narcotics, while
although directly related to drug use are in fact covered by other general
areas of the law. These are all important and within our area of interest.
The South Australian Police Department made a detailed submission to
us, but the authorities directly responsible for enforcing Federal legislation
did not. The problem of law enforcement from a national perspective is
one of the matters now under consideration by the Australian Royal
Commission of Inquiry into Drugs, chaired by Mr Justice Williams.
The South Australian Police point out that it is very difficult to detect
those primarily responsible for illegal trafficking in drugs of dependence,
particularly narcotics. This is partly because of the relative ease with
which valuable but not bulky consignments can be smuggled into the
country and transported within it, and partly because of the difficulty in
distinguishing between dealer and user at lower levels of distribution. The
network of distribution is said to be structured so as to make it very
difficult to pinpoint the key persons, whose identities vary over time,
engaged in trafficking. Since there are no “victims of crime” in the usual
sense the police cannot rely on complaints to give them leads, and
information provided by informers tends to be unreliable. “Covert
observations” are undertaken, and information exchanged between law
enforcement agencies, but the South Australian Police Department
indicates that these pracrices are not as successful as they would like.
The police, while recognising that their powers are reasonably
extensive, suggest that they would be asisted by rather broader powers to
search for drugs. They also contend that it is difficult to persuade the
courts to impose suitable penalties on offenders known to the police to be
engaged in extensive trafficking. This is because the police only rarely
apprehend a person with a quantity of drugs sufficient to demonstrate that
person’s role as a dealer. Consequently, in the opinion of the pUllCF, a
person known to be a dealer is treated by the courts as a mere user, since
the quantity of drugs detected is relatively small. Individual police officers
also complain, sometimes with feeling, of the ability of offenders at the
time of sentencing to claim mitigating circumstances, which the police
believe to be false but cannot disprove.
One theme in submissions, not confined to the Police Department, is
that the “drug problem™ has grown to its present proportions precisely
because courts do not impose sufficiently severe penalties on offenders.
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ATTITUDES IN THE COMMUNITY

We took evidence and held public and private meetings in different parts
of South Australia. A list of the public meetings and the hearings held by
us appears in Appendices B and C. We used informal meetings and
arrangements so as to be as accessible las we could to the public, and to
any individuals or groups who wished to see us.

Some general attitudes were expressed to us many times. Inevirably
these represent the views of some members of the community, and it is
difficult for a Commission like this, with limited resources, to become
aware of the whole of the community’s views on so wide and diverse an
issue as the proper use of drugs.

The views we have regularly encountered are:

e A widespread belief thar medical drugs are good and non-medical
drugs are bad, although this is often combined, somewhat inconsistently,
with a belief thar doctors tend to over-prescribe.

e A reluctance to recognise that alcohol and tobacco are as harmful or
more harmful than presently illegal drugs. Of course this view is not
universal, as indicated by the comments concerning the exclusion of
alcohol and nicotine from our terms of reference.

e An anxious concern about illegal drug use among the young, most
often expressed by thoughtful middle-aged people, usually with children
of their own. Mostly the people expressing concern have not come into
contact with illegal drugs and do not believe that their children have,
although they fear this may happen. These worries of parents are
accentuated by media stories concerning drug use.

e A belief, particularly among younger people, that cannabis has been
incorrectly classified as a dangerous drug and that this classification
should be corrected.

e A willingness to distinguish between the users of iliegal drugs, who are
usually regarded with some symparhy, and the “pushers”, who are seen as
the real cause of the drug problem.

We have also heard many minority arttitudes. In fact we think we have
encountered almost every possible belief, ranging from the view that drug
traffickers should be summarily shot, and users transported to offshore
islands, to the opinion, not really pressed, that there should be no legal
restrictions on the supply and use of any drugs. But such beliefs are held
by the few.

Some respondents conclude that the imposition of criminal sanctions,
by forcing the user outside the ordinary limits of sociery and labelling him
a criminal, may be counterproductive. Once labelled as a criminal the user
may find it extraordinarily difficult ro retain or regain employment and to
function as a “normal’ member of the community; after a rime he may
acquire a self-image as a criminal and act accordingly. In other words, on
this view, to impose criminal sanctions on the drug user, because the
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This carries with it, perhaps, the implication thart if there were no drugs
the people satisfying their needs through drug-taking might have to find
other outlets.

If it is accepted that education may provide a solution, one must then
ask to whom this education should be directed. Many submissions see the
drug problem as one affecting only youth, and so for them drug education
means solely the education of young children. In this connection school
teachers tell us that currently they have special difficulty with two issues
when discussing drug-related questions with their classes. On each they

suspect there is divided opinion among the parents and indeed among
teachers themselves.

The first issue is whether total abstinence, or simply care and wisdom in
relation to the opportunity to experience drugs, is the better approach to
encourage. The second is whether to state that alcohol and nicotine are
drugs too, and thar artitudes to them should be consistent with arttitudes to
other drugs.

The South Australian Education Department is developing a health
education program for schools which is structured around ten areas:
QOurselves and Others; Consumer Health; Work and Leisure; Use and
Abuse of Drugs; Mental and Emotional Health; Sex and Family Life;
Disease and Disability; Safety; Environmental Health; and Food, Rest and
Activity. This program is still being developed and tested, and given
sufficient funding, will be taught generally in South Australian State
schools by 1980. The Department is conducting an evaluation of its health
education curriculum in terms of its “success’” from the point of view of
both teachers and students.

A question facing the Department, and us, is whether the health
education program should be confined to school students, or should be
extended to the wider community. One view is that such topics as drug
education and sex education should at least be extended to parents of
school children, to inform them of the objectives of the school program
and ro assist them in understanding their own responsibilities in health
education. However, it has been pointed out that the extension of drug
education into the community is no easy task, as the issues involved in
drug use are complex and controversial. By the same token there are
education programs designed to reach all groups within the community.
One such program is conducted by a sub-commirtee of the National
Standing Control Committee on Drugs of Dependence. This National
Drug Education Program is currently funded at the rate of $1 000 000 a
year, which is, as has been pointed out, a very small sum compared with
that spent by the advertisers of alcohol and tobacco.

Another approach to community education involves lectures or group
discussions for special groups with an important role themselves to play in
educating the public. For example, the pharmaceutical inspector in the
South Australian Department of Public Health spends quite a large
portion of his time providing information for medical and pharmacy
students, nurses, trainee teachers and other target groups. At the
Commonwealth level, a National Drug Information Service is being
developed by the Department of Health to provide computerised
information retrieval about drugs, including poisons and narcotics, for
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COMPARISONS WITH OTHER COUNTRIES

Relatively few submissions make any detailed reference to the experience
of overseas countries in relation to drugs. Consequently, most of the
information we have is in the form of printed documents and reports,
primarily from English-speaking countries. However, mention is
frequently made, and different interpretations offered, of the actions of
nine American States in decriminalising the possession of marijuana for
personal use. Some of the more detailed contributions also refer to the
British approach to narcortic use, under which registered addicts have been
able to obtain, through treatment centres, supplies of the drugs to which
they are addicted. Again interpretations vary. Some argue that the British
“medical” model is a far more civilised and effective method of rackling
the problem of addiction than the punitive/criminal law approach
exemplified by the United States. Others contend that although the British
treatment centres were relatively effective for a long time in keeping the
level of addiction under control, there is now a continuing, serious and
slowly worsening problem.

Material from other countries must be applied with caution to
Australia, since the social, legal and political structure may be different.
Nevertheless, the work of eminent Commissions and other bodies
inquiring into the non-medical use of drugs is often extremely helpful and
we have been assisted by the approach and conclusions of some of those
bodies. One of the earliest reports was the Indian Hemp Drugs
Commission Report of 1894, which should have dispelled some of the
myths which later grew up concerning the effects of marijuana. More
recently, the extremely thorough report of the Canadian Commission of
Inquiry Into the Non-Medical Use of Drugs (the Le Dain Commission) has
provided us in its series of reports (1970-1973), with a sound starting
point for many of our inquiries. The First Report of the United States
National Commission on Marijuana and Drug Abuse (the Shafer
Commission), Marijuana: A Signal of Misunderstanding (1972), provides
some important material on marijuana. ‘Of course Australia, too, is
building up a body of reports on drug use, including the Report of the
Senate Select Committee of Drug Trafficking and Drug Abuse (1971), the
interim report of the New South Wales Joint Committee of the Legislative
Council and Legislative Assembly upon Drugs (1977) and the report of
the Senate Standing Committee on Social Welfare, Drug Problems in
Australia—An Intoxicated Society? (1977). All these reports are proving
to be very helpful to us.
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