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Abstract—The current exaggerated rhetoric concerning cocaine is part of a long history of demonization. In a recent speech, we proposed replacing it with a harm reduction philosophy.  More specifically, we proposed two harm reduction strategies for intravenous cocaine misusers in Vancouver--A stimulant mainenance program, and non-restrictive meeting places. We used medical, psychological, and historical data to show (1) that although cocaine and other stimulants can be dangerous and addictive, they have also been safely used in a a variety of medical and social contexts for centuries; (2) that recently-established maintenance programs with stimulant drugs have decreased  harm associated with illicit stimulant use in a number of locales; and (3) that the conditions for experimentation with stimulant maintenance and non-restrictive meeting places are promising in Vancouver.  However, the experimentation cannot begin until some of the exaggerated fears that society holds about cocaine and other stimulants have been overcome, so we have addressed these at the outset.


Today we are meeting in one of the most beautiful cities on the planet.  However, just outside the tent that shelters us from this cold rain, thousands of people, many of them drug addicts, live in misery and squalor.  Their desolate lifestyles, rather than the mountains and the sea, are the background scenery of Downtown Eastside Vancouver.  Their problems are urgent and concrete: Some will die this week or this month, some will contract AIDS, many will experience violence or self-hate.  All will feel, correctly, that they are despised by their society.


We propose two relatively inexpensive harm reduction measures that can mitigate the suffering that surrounds us.  One is providing safe, fairly priced maintenance doses of the stimulant drugs that many drug users find essential to their existence. Methadone is already available here, but it cannot fulfill this need. The second is providing warm, dry meeting places where local drug users can gather--straight or otherwise--to get organized, both individually and as a community. Whereas, these two intervention may not seem to be related, we hope to show that they are.


There are many reasons for introducing these simple interventions.  The primary one is compassionate. Canada must always seek new opportunities for those who have not yet found a way to flourish within it, and new ways to mitigate the suffering of those who never do.  Otherwise, it will become ugly and trivial in the mind of its own citizens and will merit only a forlorn chapter in future history books.

On a more concrete level, the measures that we are proposing can reduce the transmission of AIDS, which is facillitated by needle sharing. Despite the facts that Vancouver’s needle exchange program, established in 1988, is the largest in North America and that Vancouver injecting drug users can buy syringes at local pharmacies without a prescription (Archibald, et al., 1998), the prevalence of HIV-1 amongst Vancouver injection drug users was estimated at 27% in 1997, and the incidence of new HIV infections was much higher than that of Baltimore, Montral, Amsterdam, and New York (Strathdee et al., 1997a).  These investigators also found that cocaine (rather than heroin) was the most frequently injected drug for nearly 70% of the injection drug users in Vancouver’s downtown eastside and that HIV-1-infected injection drug users were somewhat more likely to frequently inject cocaine than heroin (72% vs. 62%).  These investigators raise the possibility that the preference for cocaine is a primary cause of the epidemic spread of HIV in downtown eastside Vancouver.

 It is firmly established that heroin addicts have lower rates of HIV conversion when they shift from illegal injection to oral administration of methadone (National Consensus Development Panel on Effective Medical Treatment of Opiate Addiction, 1998).  For the same reasons, people who inject cocaine can be expected to lower their HIV conversion rate if they shift to oral administration of a cocaine substitute. The team of researchers at the British Columbia Centre for Excellence in HIV/AIDS have stated, “it would be worthwhile evaluating the medical delivery of non-injectable substances to help users gain better control over their addiction while reducing harm from injection”   (Patrick et al., 1997, p. 442).   We believe that the potential for success in such an innovation can be increased if the cocaine misusers can be provided social space in which to organize a “maintenance culture” to take the place of the criminal culture in which they now live. The measures we are proposing can also reduce crime emanating from addicts’ attempts to gain illiicit drugs, and can encourage association with other social service agencies that may direct addicted individuals towards safer lifestyles in the future. 

We acknowledge that drug addiction is not a simple problem that lends itself to quick-fix solutions.  The most-needed interventions, however, are very expensive.  These entail reorganizing society so that it offers a better opportunities for stable families, decent jobs, a secure "safety net", and a meaningful vision of the future (Alexander, 1998).  We believe that “harm reduction” measures, in conjuction with psychotherapy and good policing, can mitigate problems in the short run and save lives (Marks, 1996; Erickson et. al., 1997; Nadelmann, 1997).


The chief obstacle to the useful and relatively inexpensive interventions that we propose today is an irrational fear of cocaine.  The effects of cocaine have been distorted, exaggerated  and, in fact, demonized by our culture since the 1970s (Gold, 1984; Trebach, 1987; Alexander, 1990).  (There was also an earlier period of demonization as well, which lasted from about 1885 to 1930).  How can we provide a meeting place for street people if they might use cocaine or "crack" there?  Those guys are paranoid maniacs!  Not in my back yard!  Similarly, how can we provide maintenance drugs for cocaine addicts, as we do for heroin addicts?  Cocaine users never get enough!  Let them take methadone or abstain!


According to the demonic view, anyone who uses cocaine more than a few times becomes addicted, and anyone who becomes addicted becomes depraved, debauched, and devoid of human compassion, unless they meet instant death from heart failure. All this horror is said to be multiplied when cocaine is used in the form of "crack".  If these exaggerated  sentiments were true, the only plausible response to cocaine would be forceful, uncompromising eradication.  Anything less would risk the spread of a pharmacologic demon amongst that part of the population that has not yet been possessed.  But the scientific evidence is now complete; the demonic view is exaggerated and distorted; the demon is imaginary (Wong & Alexander, 1991; Reinarman & Levine, 1997; Peele & DeGrandpre, 1998). Eugene Oscapella (1998) has eloquently summed up the absurdity of drug demonization as "Chemical McCarthyism".


In the past, western culture has demonized various groups, sometimes for centuries, because they symbolized problems that were too fearsome to face up to.  Heretics, witches, Indians, junkies, Chinese immigrants, communists, and homosexuals have all provoked universal fear and endured sustained persecution of their characteristic practices.  Eventually, in every case, society realizes that it cannot overcome its problems by propaganda and mass coercion and it turns to laborious, expensive, but potentially effective solutions.  In every case, later citizens have to live down their society's earlier demonization.


Societies turn to the guidance of their wisest members to spells of demonization.  Over a century ago, Charles Dickens helped English society to understand the foolishness of demonizing gin and gin drinkers.  Working as a free lance journalist in London in the 1830s under the pen name of "Boz," Dickens acknowleded the tragedy of brilliantly illuminated, splendid gin "palaces" in the most miserable slums of the city.  But he chastised the middle-class temperance societies which were ranting uselessly about the demonic properties of distilled liquor and the moral weakness of those who succumbed to its lure:


Gin-drinking is a great  vice in England, but wretchedness and dirt are a greater; and until you improve the homes of the poor, or persuade a half-famished wretch not to seek relief in the temporary oblivion of his own misery, with the pittance which, divided among his family, would furnish a morsel of bread for each, gin-shops will increase in number and splendor.  If the Temperance Societies would suggest an antidote against hunger, filth, and foul air, or could establish dispensaries for the gratuitous distribution of bottles of Lethe-water, gin-palaces would be numbered among the things that were. (cited by Perrine 1996, pp. 115-116).


Thanks to Dickens and other humanitarians, we can now laugh at the well-intentioned misunderstandings of alcohol that made up the temperance literature.  People can enjoy drinking without shame, and those who drink excessively can be understood and helped without moralization.

We have also relinquished some of our past demonization of drugs, inspired by community leaders, judicious politicians, and the international "harm reduction" philosophy.  Sixty years ago people took films like "Reefer Madness" seriously.  Today, Vancouverites who enjoy marijuana know they can smoke it safely in their homes and trade it discretely with their friends without fear of arrest.  Vancouver even has its "Amsterdam cafe" and "Cannabis Cafe", where marijuana users gather peacefully in public, and its "Compassion Club" where people who need marijuana as a medicine can obtain it without fear of the police.  Many other steps towards a rational acceptance of the benefits and dangers of marijuana use have gradually have been made as well.  We are beating the Devil Drug marijuana because we are able to "un-demonize" it in our minds, which is where all demons live.


The same thing appears to be happening with heroin.  Seventy-five years ago, Canadians across the nation were enthralled by a popular author who dubbed herself “Janey Canuck” (actually an Edmonton judge named Emily Murphy).  Quoting various police magistrates, Janey Canuck wrote in one of her popular diatribes about "heroin slavery" that:

...people under its influence have no more idea of responsibility or what is right or wrong than an animal...People in every stratum of society are afflicted with this malady, which is a scourge so dreadful in its effects that it threatens the very foundations of civilization. (Murphy, 1922)


Yet today society allows people suffering from postsurgical pain to dispense morphine (which is virtually identical to heroin) at their own rate in Vancouver hospitals, doctors dispense methadone, also virtually identical to heroin, to addicts, with less restrictions than ever before.  And, thanks to the leadership of the Swiss (Uchtenhagen, 1998), Australians (Bammer, 1998; 1999) and Dutch (Central Committee on the Treatment of Heroin Addicts, 1998), politicians are seriously contemplating a trial of heroin maintenance in Vancouver. There has been increasing public acceptance of the fact that moderate use of heroin typically does not lead to ill-health, violence, or addiction (LeDain, 1972, pp. 299-331; Alexander, 1990)


Unfortunately, we have not made similar progress with cocaine, although Vancouver's needle exchanges and residences which tolerate cocaine use may mark the point of origin of the long road society will eventually have to follow. On the other hand, many people still believe that "crack" is instantly addictive, that all users of cocaine are addicts, and that all cocaine addicts are inevitably vicious.  These ideas are still actively promoted by some media, politicians, corporate leaders, and doctors (cite DeVlaming's letter).[ALL PUBLICATIONS BY STAN DEVLAMING AND RAY BAKER].


We cannot say with confidence that it is finally the time that we can un-demonize cocaine and deal with it realistically, as we do with gin, marijuana, and, it seems, heroin.  But we do predict confidently that we will not have any effective policy for dealing with the suffering in Downtown Eastide Vancouver or the increasing rate of infection with AIDS and other horrid diseases until we un-demonize cocaine.  We also predict that decades from now, people will look back on most of what is said about cocaine by today’s newspapers, television, and politicians with the same sort of amusement that we have for the demonizations of "Reefer Madness", "Janey Canuck", and the Temperance fanatics of long ago.


Today we hope to establish three major points.  First, that cocaine is not a demon drug, but rather an ordinary stimulant that is most frequently used for its practical benefits both in medical practice and in everyday society.  Second, that maintenance programs for stimulant users using a variety of stimulant drugs and modes of administration are showing promising results in Europe and South America.  Such maintenance programs depend not only on the availablity of a stimulant drug, but also on space for addicts to form mutually supportive “patient groups” to replace “junkie groups”.  Third, that experiments with as-yet-untried harm reduction measures can be undertaken in Vancouver once cocaine is no longer demonized by society.  Our overall aim is not to repeal laws that prohibit stimulant drugs, but to deal soberly with the adverse effects both of stimulant drugs and the laws that prohibit them.   

I. A Fresh Look  at Cocaine and Other Stimulants

Cocaine use can have dire effects, and these are well documented in the popular and scientific literature.   Today, however, we will discuss the other side of this coin.  We will examine cocaine and other stimulants as ordinary drugs with desirable effects as well as risks and harmful side effects.  We hope to put cocaine in a perspective that is neither demonic nor angelic.  The important distinction to draw, we think, is between cocaine use and misuse.  The purpose of exploring cocaine’s benefits is not to promote cocaine and other stimulants as a “wonder drugs”, but rather to illustrate that, in addition to thier dangers, they can provide important services for society, when used judiciously.  In this first section of the talk we will discuss the pharmacological effects of cocaine and similar stimulants, draw a distinction between cocaine use and misuse, and document the multiple uses of cocaine and other stimulants in medical and social domains.

Three similar drugs.


There are many stimulant drugs in existence, and they are surprisingly similar both in their useful and their harmful effects.  Figure 1 is a picture of three stimulant molecules.  It is easy to see that they are chemically similar.  Decades of research  have shown that they are even more similar in their physiological and psychological effects.

-----------------------------------------

Figure 1 here

-----------------------------------------


Yet these three molecules have totally different meanings in everyday conversation.  One is cocaine, the demon drug.  We teach our children that it causes addiction and depravity, and we almost never acknowledge that it has any beneficial effects.  The second is lidocaine, a beneficial drug which the dentist uses (in a preparation called Xylocaine) to “freeze” your tooth before he drills or excavates a root canal.  The third molecule is also a beneficial drug called methylphenidate (Brand name Ritalin), which we administer daily to some of our most vulnerable children so that they will concentrate better in school.


These dramatically different cultural meanings are misleading.  All stimulants, including these three, are most often used beneficially, although some users of all of them do indeed become addicted, and some of these are indeed depraved and vicious.  If lidocaine is used in the dentist office, it provides welcome, safe relief for the suffering patient.  If it is snorted or injected into a vein, it is a stimulant exactly like cocaine.  In fact, VanDyke and Byck (1982) demonstrated that experienced cocaine users could not tell the two apart when they snorted them in laboratory tests.  When cocaine is expensive and lidocaine is cheap, as was the case in Miami, Florida for many years, street “cocaine” was often composed partly or wholly of lidocaine (Wetli & Wright, 1979; Klatt et al., 1986).  Therefore some of the most notorious "cocaine addicts" portrayed in the popular media of the day were partly or wholly lidocaine addicts.


Methylphenidate is a valuable drug that enables many hyperactive children to attend school successfully until they settle down.  However, like cocaine and lidocaine, methylphenidate is a stimulant that is used in a recreational way by many people and in a harmful way by street addicts (Jaffe, 1991).  The "high" produced by intravenous administration of methylphenidate is indistinguishable from that produced by cocaine and both drugs are equally reinforcing to laboratory rats (Volkow et al. 1996)  Market prices provide one way of measuring the desirability of consumer goods.  Methyphenidate is currently sold in the Downtown Eastside Vancouver, sometimes alone and, more usually, in a mixture called "Ts & Rs" (Talwin and Ritalin).   The price for a single dose of Ritalin by itself this week varies around $10-20, whereas the price for a single dose of cocaine (either powder or crack) is around $9 or 10 (Personal communication, Paul Alexander, Colleen Erickson, Melissa Eror)


The long term effects of methylphenidate in addictive use are at least as dire as the long term effects of cocaine.  Parran & Jasinski (1991 abstract only read) report that, whereas the "abuse pattern" of 22 methylphenidate abusing cases in Baltimore was similar to that of cocaine and amphetamine addicts, 3 of the 22  methylphenidate addicts died during the study, proportionally more than died amongst their cocaine or amphetamine addicts .  Parran & Jasinski (1991) state flatly:

"Our experience in a general internal medicine practice and a medically directed chemical dependency unit has indicated that methylphenidate is widely abused and is associated with greater systemic toxicity than the abuse of other related drugs--notably cocaine and amphetamine." (p. 781)


The difference in death rates probably occurred because methylphenidate (known as “poor man's cocaine” in Baltimore), was in fact a low status drug, used by people with long histories of drug abuse, many of whom had been on Ritalin as children.  When used without appropriate preparation, Ritalin is more dangerous than cocaine or amphetamine because it contains an insoluble element that caused visible “peripheral venous sclerosis” in 20 of 22 patients along with varying degrees of “pulmonary morbidity”.


All stimulants, including cocaine, lidocaine, and methylphenidate cause extreme agitation or psychotic-like behaviour when used in excess. This is true of hundreds of other stimulants as well.  Here is a textbook description of the behaviour produced by another stimulant that is best known for its beneficial effects, that, in other situations, may actually show this effect to an exaggerated  degree:

...Indeed, caffeine is the only drug used by humans that, when adminsistered in large quantities to rats, will cause them to physically attack themselves or one another...In one 1967 study, caffeine-crazed rats were seen to bite themselves and chew off their feet; some continued this frenetic self-mutilation until they died of hemorrhagic shock.  (Perrine, 1996, p. 181)


Of course there are some cocaine misusers who are as depraved and pitiless as these rats.  However, such depravity is extremely rare among recreational users and unusual even among addicts to cocaine (Erickson, et al., 1994; Matthews et al. 1994; Reinarman & Levine 1997).  In fact, there are no demon drugs, except in the imagination of cultures that have lost the courage to face their problems realistically. All drugs have beneficial effects as well as risks and side effects.  The history of depravity in western culture is much, much older than the use of cocaine, and the wisest scholars have never fallen into the trap of over-simplifying its cause (see,for example, Plato, 375bc/1955).

Cocaine Use and Misuse
Although cocaine use causes  devastating harm to some people’s lives and kills others, many more people use cocaine recreationally, without significant harm and often with observable benefits such as increased energy, talkativeness, and self-confidence (Erickson et al., 1994, p. 120). Of course, the larger number of Canadians never try it and do not repeat it if they do (Alexander, 1990).  Field researchers are close to unanimous on the topic of recreational use.  A World Health Organization study of cocaine use in 22 cities in 19 countries, reputed to be "the largest global study on cocaine ever," states unambiguously:


By far the most popular use of coca products worldwide is the snorting of cocaine hydrochloride.  This is viewed as a glamorous leisure activity of the social elite in many countries.  It is often associated with majority ethnic groups, the well-educated, "intellectuals" such as artists and academics, and wealthy professionals such as business managers.


Snorting cocaine was also most identified with casual, recreational, low-dosage users who take cocaine for leisure or diversion, at social gatherings or during sessions of sexual intercourse...Most participating countries and sites did not report significant cocaine-related problems among this group of users. (WHO/UNICRI 1995)

Similar findings have been reported in individual research studies from various countries including Canada (Erickson et al., 1994) the United States (Reinarman & Levine, 1997), the Netherlands (Cohen & Sas, 1993), and Australia (Mugford & Cohen, 1989).  The fact that some cocaine users do terrible harm to themselves and others, does not mean that cocaine turns people into monsters.  The people who become violent under the influence of cocaine are generally people who are erratic and dangerous when they do not have access to cocaine (See Matthews et al., 1995, section on violence).  A great deal of the violence that has been associated with cocaine is not an effect of the drug, but a result of people desperately trying to become rich selling the drug.  Goldstein et al. (1997) have shown that only 3% of a sample of New York City homicides in which “crack” was involved were cases were “psychopharmacological”, i.e., cases where people were acting erratically as a result of using the drug.  Eighty-five per cent of these homicides were “systemic”, i.e., territorrial disputes among dealers,robbery of dealers, collection of drug debts, etc. at times when neither the murderers nor their victimes were under the influence of the drug.


To keep our language consistent, we will refer to those who harm themselves and others in conjunction with cocaine use as "cocaine misusers".  We will refer to the more inclusive group that includes the misuser minority and a majority which suffer no discernible damage and do not behave erratically, as well as intermediate cases, as "cocaine users".  Many of the people who populate the streets in Downtown Eastside Vancouver can validly be called cocaine misusers, and for some of them, cocaine is their preferred drug. 

Traditional use of cocaine in the Andes: Safe and prosocial.

It is well known that coca leaves contain about 1% alkaloidal cocaine, the exact  same form of the cocaine molecule that is known as "crack" in the street of Vancouver or New York.  Andean natives have chewed these leaves for thousands of years, either intermittently or on a daily basis (Grinspoon & Bakalar 1976; Morales 1989).  Although the amount of cocaine in the blood stream of these indigenous users is about the same as that in the blood stream of North American recreational users (Paly et al., 1980), there is no sign of long term damage, among either the young or the aged.


A Bolivian doctor and psychiatrist, Jorge Hurtado Gumucio (1995), has confirmed much of the earlier research  on this topic and provided provided new perspectives as well.  Dr. Gumucio lived with coca farmers for three years while working for the Bolivian government's "Industrialization of Coca Leaves" Project.  He observed that in many Andean highland areas, over three quarters of the male and female population chews coca leaves every day.  The average consumption could be as high as 500mg of cocaine per day, although it could be considerably less.  (Measurement is currently impossible, because an uncertain portion of the cocaine content of the coca leaf is absorbed through the bucchal mucosa).  This substantial daily intake produces no sign of mental or physical impairment.  When people are abruptly withdrawn, for example if they are hospitalized, there is no sign of withdrawal or any other undue distress.  "In general, the desire to chew coca can be abandoned indefinitely, without suffering physical or psychological effects, or the appearance of compulsive behavior to alleviate the desire" (Gumucio, 1995, p. 24).


Cocaine use in this situation is not only safe, it is an integral part of a powerfully supportive tradition that affects economic, social, work, and ritual aspects of local culture.  With respect to work, for example, Gumucio reports:

Before starting work on the farm, together with their relatives, friends and community members who work with the owner (and will reciprocate their cooperation in the future), coca, drinks and cigarettes will be passed around.  They all give thanks for the gift, choose three leaves blowing into the direction of a mountain which will protect them and the community, and pray to the spirits.  Then, slowly, they begin to chew the leaves.  The owner will pay homage to the ancestors and to Mother Earth, burying some coca, cigarettes, and candy in the ground, invoking their ancestors...


In the Andes, the work day is divided into three or four shifts, with a break between shifts when coca is chewed after their meals.  The same is done when performing community work, where their authorities will hand out the coca leaves.  In the Bolivian Yungas, thanks to the leaf, the anyi or reciprocal institution has been extended considerably because coca is a permanent crop which requires good care for the future.  Under the anyi, the work performed for others is done with the same care as for their own property.  The harvest under the reciprocation system is done by the women and this is the social event par excellance, they don theri best clothing, blue skirts in contrast with the green coca fields and reddish brown earth.  The young men of the community look for a suitable partner, the women flirt about, there is laughter, tales, and gossip.  The harvest is the major workshop for social control by the community. (Gumucio, 1995, p. 18)

Medical use of cocaine and other stimulants.


Medical use of cocaine and of other stimulants that have essentially identical effects is a shocking anomaly in the midst of a “War on Drugs”.  Wherever it occurs it has been officially discouraged. However, it has proven impossible to eliminate cocaine and other stimulants from medicine, because there are numrous applications where these drugs are important to preserving people’s health and safer than the alternatives.   Where the medical use of these drugs has not been eliminated, it has been carefully ignored by the mainstream media. Some past and present medical uses of cocaine and other stimulants are described here. 

Folk Medicine.  Cocaine has been the major folk medicine in large regions of South America for over a thousand years.  Currently it remains the preferred herb for symptoms of hunger and cold, for stomach pains, for a depression-like condition called el Soka, for a wasting disease called el Fiero, for colic, for diarrhea, cramps and nausea.  Coca tea is almost universally used amongst local residents and tourists to combat altitude sickness in the high Andes. (Grinspoon & Bakalar, 1981; Gumucio, 1995).


Western Medicine—Local Anaesthetic. Cocaine was injected for decades by dentists to control pain during routine drilling and extractions, although it has now been replaced by lidocaine, procaine, and tetracaine.  But cocaine remains the local anaesthetic of choice in nasal surgery, because of its vasoconstrictive properties that are not shared by other stimulants.  The amounts applied to nasal tissues before surgery (often 200mg or more) are comprarable to those used by recreational users.  As a consequence, patients have blood levels of cocaine that are about the same as those of recreational users (Alexander, 1990) and, to their distress, register positive on drug screens for cocaine for at least a day after surgery (Reichman & Otto, 1992).  The safety record of cocaine in this application is excellent [EXPLAIN MORE]  (Feehan & Mancusi-Ungaro, 1976;  ).

Western Medicine—General Anaesthetic.  Nasal application of  cocaine has been used in New York to treat general pain such as that produced by headaches, backaches, and ringing ears.  The treatment was begun fifty years ago by a single physician, Dr. Milton Reder, and had spread to 19 other physicians by the time it came to the attention of the New York State Health Department.  Although many patients applauded the method, it was banned by the state on the grounds that it might cause addiction (although no case of addiction could be found among the patients).  Dr. Reder, who is 89 years old, was undeterred by the ban:

 
“Dr. Reder, a graduate of New York University Medical School, said Wednesday that he was not worried about the possibility of legal action.


It’s worth it to get people better from terrible diseases,” he said as patients, most of them elderly, croweded into his small office at 555 Park Avenue to receive the $25 treatments.” (Lee, 1989).

[BARRE, FELIX (1982).  COCAINE AS AN ABORTIVE AGENT IN CLUSTER HEADACHE.  HEADACHE, 22, 69-73.  CAN WE GET THIS ONE?]



Western Medicine—Depression.  Many stimulants have been used in the treatment of depression, with mixed success.  There were a number of positive reports of the effect of cocaine on "melancholia" and other conditions reminiscent of depression in the 19th century (see Mortimer, 1901, pp. 492-504), but the 20th century reports have not been as promising. Post, Kotin, and Goodwin (1974) found that cocaine provided temporary relief to some depressed patients, provided that the doses were not too high, But was not helpful for others 


The stimulant, amphetamine, was a standard drug used in the treatment of depression in the 1930s and 1940s, prior to the invention of the tricyclic antidepressants (drugs like imiprimine) in the 1950s.  Some years later, the Prozac revolution changed medical thinking again.  In the 1990s it is becoming clear, in spite of the advertising blitz of the last 10 years, that neither the tricyclic antidepressants nor the selective serotonin re-uptake inhibitors (drugs like Prozac) are the magic bullet for depression (Foss, 1998REREAD THIS).  In the current spirit of pragmatism, some physicians are again using amphetamine in the treatment of depression (Frierson, Wey, & Tabler, 1991).  These physicians demonstrate that amphetamine has proven the best available pharmacological treatment for some cases of depression , with little problem of side effects and minimal risk of addiction.  Methylphenidate is also being used successfully in treatment of depression (Frierson, Wey & Tabler, 1991; Frye, 1997; Thase & Rush, 1995, cited by Perrine, 1996, p. 197) as is another unexceptional stimulant, bupropion, which is tradenamed "Wellbutrin" (Perrine 1996 p. 237).


It is clear that depression is name for a variety of psychological conditions, and that different drug treatments are useful for different kinds.  One variety for which cocaine has proved especially useful is the depression of old people who suffer from chronic rheumatoid arthritis.  A small group of doctors in California in the 1970s reported very good success in relieving the pain and depression of this cruel disease with a commercial preparation called "Esterine" which is simply crack cocaine prepared for nasal application.  In this form, crack is released slowly into the blood stream.  The arthritis sufferers recovered some strength and  showed some reduction of inflammation.  In the most sucessful cases, bedridden patients were able to sometimes resume dancing and other normal activities that they had given up forever years before, and were ecstatic over improvement that they had never expected.  Every one of the two hundred or more patients was a good patient in the sense that they used the drug only as directed, even though they did experience a mild euphoria from it (see Artritis News Today, 1980).  Ronald Siegal (1989, p. 308-312) who reviewed the effects on the entire patient population reported that Esterine seemed to have the same effect as chewing coca leaves, which is not surprising, since the main active ingredient in coca leaves is the molecule that we demonize as "crack".


When the Esterene story hit the news papers, there were two immediate and predictable responses.  One is that the government shut down the California clinic where Esterene was being administered and disciplined the doctors who were prescribing it, without investigating its efficacy.  The other is that sufferers from rheumatoid arthritis began to experiment with Esterene outside of the medical setting.  Siegel (1989) was able to track down 175 illegal users of Esterene in the Los Angeles area:

Surprisingly most were not experiencing problems.  The reported antifatigue effects, as well as suppression of chronic pain and discomfort, but they failed to experience the rapid and reinforcing euphoria that gives cocaine its addictive potential.  Unlike daily cocaine hydrochloride users who repeatedly dose themselves throughout the day, people sniffing cocaine free base administered the drug infrequently and did not show signs of dependendcy.  Some had financial or legal problems associated with their use; several also experiencews loss of appetite or sleep.  Yet their ability to maintain daily doses as high as 1,000 milligrams without severe dysfunction suggested that safe use was possible even in nonmedical settings. (pp. 310-311).


I have personally made the acquaintance of a Canadian man who prefers coca tea to Prozac, when he is in Peru, but who will not take cocaine in Canada, for legal reasons.  It is generally the case that depressed people differ amongst themselves in the kinds of drugs that bring them relief.

"Horse fever."  There is only one known case of this rare disease.  She is an eighty year old woman who always had a "snuffly nose".  As a child, her doctor told her to call this irritating problem "horse fever".  At age 25, around the year 1935, her doctor prescribed cocaine drops to dry up her still persisting problem.  This prescription was not as frivolous as the name "horse fever"; cocaine was widely used in the treatment of headcolds in the 19th century, and had previously been named as the medication of choice by the American Hay Fever Association (Grinspoon & Bakalar, 1981).


The patient has continued the treatment ever since, gradually increasing the dose over the 55 year period.  By 1989 she was receiving 3.15g of cocaine in solution per week.  Occasionally her prescription runs out, and she reports no depression or craving even if it is several days before the prescription is renewed, although "she has taken an aspirin as a substitute".  She reports no euphoria when she resumes the treatment.  Over the 55 years prior to the publication of the medical report on her case in the British Journal of Addiction (Brown and Middlefell, 1989) she has:

"consulted (and outlived) several Ear, Nose and Throat surgeons in England and France in an attmept to cure her nasal irritation and on occasions to gain support for an increase in the dose of Nubulized Cocaine Hydrochloride.  At no time has she developed any nasal septal complications...She appears to have sufferend no ill effects from the prolonged use of cocaine in physical, psychological or social terms" (p. 946)

"Tonic".  Coca tea and chewed coca leaves have served as a pick-me-up, antidote to altitude sickness, and appetite suppressant in Peru and Bolivia for centuries.  Prescribed by doctors as well as by folklore, the drug is still widely used and causes no unusual problems (Morales, 1989; Nash, 1991).  The amount of cocaine that reaches the blood stream of everyday South American users is comparable to the amount that reaches the blood stream of North American recreational users (Paley et al., 1980).


Cocaine served the same function in North America and Europe late in the 19th century.  Perrine summarizes the history of Vin Mariani and later imitations including Pemberton's French Wine of Coca, and ultimately Coca-Cola, which contained cocaine until 1906 (Allen, 1994).  [I need to review this material on Coca Cola from the source he used, Allen (1994).]  Gumucio (1995) discusses the widespread use of geriatric tonics containing procaine, which is another stimulant that is similar in most ways to cocaine, but is more familiar under its dental tradename of "Novocaine." [CAN WE FIND ANYTHING ON PROCAINE TONICS?]

Methylphenidate in Psychiatric Medicine.   The standard pharmacological treatment for ADD or ADHD in children and, increasingly in adults, is the stimulant methylphenidate, trade name Ritalin.  By 1999, about 2,000,000 American children were “on Ritalin” in the United States, which consumes 80-90% of the world’s supply (DeGrandpre, 1999).  Canada was following the American lead [CANADIAN RITALIN CONSUMPTION FIGURES?].

Many children are “on Ritalin”, but big boys take it too:

...William F. Buckley, Jr., has been taking methylphenidate daily for more than 30 years--with no deleterious consequences and with apparent benefit--because, in his words, after fainting his "first and last time," his doctor said that his blood pressure "was so low that I should either take a quarter pound of chocolate in mid afternoon, or a Ritalin.  Big deal!  I doubt, by the way, that a doctor would nowadays say that because some people are affected adversely by Ritalin."  (Perrine, 1996, p. 197)

In fact, Ritalin is now a standard treatment for a condition that is becoming known as “adult ADD” (Levin et al, 1998; Riordan et al., 1999; Maté, 1999).  Ritalin is not the only stimulant that is used to treat ADD.  Amphetamine is also in a preparation called Adderall (Findling, 1996) as is bromocriptine, a weak dopamine agonist (Cocores et al., 1987) and another stimulant called bupropion, which is marketed as an antidepressant under the tradename "Wellbutrin".  Wellbutrin has been described as follows:

...The antidepressant action of bupripion (Wellbutrin) is comparable to that of the tricyclics and MAOIs.  However, its structure is unrelated to any of the other antidepressants, it has a stimulant rather than a sedative activity, and it seems to be less likely than the tricyclics to precipitate mania when given to patients with bipolar disorder in their depressed phase.  The structure of bupropion actually is quite close to that of amphetamine and the psychostimulants.  (Perrine 1996, p. 237)

II. Stimulant Maintenance: Promising Results from England and South America


Since stimulants, have proven valuable in modern medicine, despite the demonization to which some of them have been subjected, there is no medical reason to rule out stimulant maintenance for treatment of stimulant abusers.  It can be argued that cocaine users are too unstable to be suitable for maintenance treatment, but this depends on dubious logic.  Heroin and cocaine users are very often the same people, and heroin/cocaine users have responded well to methadone maintenance treatment in Vancouver and elsewhere.  Moreover, as this section will show, stimulant maintenance has been tried, successfully, on stimulant-using populations in Europe and South America. This section will review the literature on this topic, to show that stimulant maintenance with medically furnished, orally-administered drugs can can move cocaine users from an intrinsically criminal lifestyle towards reintegration into society, and simultaneously lower the risk of infections, including AIDS, that are associated with needle use.  The third section of this speech will show why stimulant maintenance should be tried specifically on Vancouver’s Downtown Eastside cocaine misusers in conjunction with expanded availability of meeting places to facilitatetheformation of a maintenance culture. 

Amphetamine Maintenance


Like cocaine, lidocaine, and methylphenidate discussed earlier, amphetamine is an "unexceptional stimulant".   The subjective effects produced by amphetamine, and its close relatives such as dextroamphetamine, and methylamphetamine are essentially identical to those of cocaine in equivalent doses. In some laboratory tests, experienced cocaine users were unable to tell the initial effects of amphetamine from those of cocaine (Fischman et al., 1976), although the two can easily be distinguished later on because cocaine is a much shorter acting drug.  Likewise, the typical pathological pattern amongst heavy misusers, of binge use and eventual psychotic toxicity, is the same as that of cocaine and the other stimulants. Amphetamine, like the other stimulants, produces few physical withdrawal symptoms even following long periods of heavy use, although craving can be intense (Perrine, 1996, p. 193.)

In the 1960s, amphetamine, then widely known as “speed”, became prominent in the illicit drug culture across Canada.  When stringent controls were applied to the medical distribution of amphetamine in 1973, its use fell dramatically, but cocaine use increased to take its place (see Alexander, 1990, p. 53).  


Because of the great similarity of amphetamine and cocaine, it is reasonable to suppose that amphetamine might be used as a maintenance treatment for cocaine in Canada.  Amphetamine maintenance might work because amphetamine is not subject to the same degree of demonization, is much longer acting, thus requiring fewer doses and making it possible to insist on oral administration, as with methadone.  It is also inexpensive.  The limitation of amphetamine maintenance in Vancouver is that many of the addicts use cocaine and other stimulants for the “rush” that follows injection, and that would not be available to them on an oral maintenance program.  For this reason, oral amphetamine maintenance could only be useful for a sub-set of Vancouver cocaine misusers.  This limited applicability, however, is the case with methadone as well, and for that matter for all forms of addiction treatment and harm reduction [CAN WE GET A REFERENCE FOR THIS?]


Amphetamine has been widely prescribed for maintenance of stimulant misusers in England since 1988 (Fleming, 1998; Fleming & Roberts, 1994; Merrill 1998).  Recently, Fleming has gathered reports from over 200 English doctors on their experiences.  About 1000 patients are currently receiving amphetamine maintenance as treatment for stimulant addiction.  Many of these prescriptions are for injectable amphetamine, but the majority of presriptions are for the oral form of the drug.  There are no well controlled studies to document how well amphetamine prescribing works, but the large sample of doctors surveyed by Fleming generally regarded it as clinically successful.


The British pattern of stimulant use is different in important respects from that in Downtown Eastside Vancouver.  Although cocaine is not widely available, amphetamine is the second biggest illicit drug after cannabis.  Amphetamine use has become part of working class culture in the U.K.  Most users are not considered dependent or addicted, but some are (Merrill, 1998).  People who use as much as 1 gram per day are said to be involved in "heavy problemmatic use".  However, there are few impoverished, sick, amphetamine junkies directly comparable to the cocaine misusing population in Downtown Eastside Vancouver.


Cocaine addiction is not unknown in Britain, although the lifestyle is generally dissimilar to that of the cocaine misusers in Downtown Eastside Vancouver.  Fleming (personal communication, 1998) has prescribed amphetamine maintenance for cocaine dependence three times, of which two were successful treatments.  His colleague John Merrill (personal communication, 1998) has prescribed amphetamine maintenance for a single cocaine misuser, successfully.SHORTEN

Coca Leaf Maintenance


In Bolivia, there is no record of overdose or drug addiction associated with chewing coca leaves in the traditional manner, even in the coca producing regions where virtually every person is a chewer (Gumucio, 1995).  However, there is a great deal of misery associated with the use of semi-purified cocaine sulphate paste that is locally called, "pasta" or "merca".  The paste is about 30% cocaine and contains a variety of impurities including residues of sulphuric acid and kerosene.  Most paste users appear to go through a cycle of increasingly frequent use, and eventual paranoid reactions.  There is also a small amount of purified cocaine hydrochloride available in Bolivia, mostly used by the urban upper and middle classes.  Most use is recreational and not problemmatic, but some people become addicted.


Gumucio (1995) reports the treatment of 50 outpatients in urban Bolivia for whom he prescribed coca leaf chewing.  Some of the patients found it difficult to learn the technique, which is complicated, and distasteful to some Bolivians, because it is associated with the lower classes.  Three of Gumucio's patients were Americans, who experienced no distaste for chewing leaves, probably because it had no cultural associations for them.  The patients continued the treatment for an average of 2 years.  Of the 50 patients, 36 attained either a "good" or a "fair" level of coca leaf chewing.  Of the 50 patients, 1 was rated with a "good mental state" at the beginning of treatment, and 18 had a "good mental state" after treatment.  Twentyseven had a "bad mental state" at the beginning of treatment, and 16 had a "bad mental state" at the end of treatment.  Many of the patients continued to use cocaine after treatment, but generally at a lower level.  Some patients abstained completely, and reported that they would chew some leaves whenever they felt a craving to use either "pasta" or cocaine hydrochloride.


Currently, Gumucio (1998) is experimenting with "sweets" that contain pulverized coca leaves, with the idea that they will overcome the reluctance of some people to use the leaves.  Ethan Nadelmann has advocated the use of cocaine lozenges or gum for a similar purpose (Freedman, undated)

Coca Tea maintenance.

There have been several published reports of coca tea being used by cocaine abusers as a substitute for cocaine (see Siegel et al, 1986; Llosa, 1991).   Llosa, (1994; 1995) has reported the results of using coca tea as a maintenance drug for coca paste smokers in Peru.  The patients were smoking about 20 coca paste cigarettes per day, which amounts to 1900 mg  of cocaine for each person.  The treatment was perfectly simple; Go to the supermarket, buy coca tea bags, which are legal in Bolivia, and drink two cups of coca tea per day (less than 5 g of cocaine per cup) for at least three months.  In addition, the 23 coca paste smokers attended one counselling sessions per week during the first three months of treatment and one counselling session every other week for the following 9 months.  They always brought a family member with them to counselling.  The job of the family member was to confirm or disconfirm the patients self-reports.


Eighteen of the 23 patients completed all 360 days of treatment; 15 of the 23 patients improved to the point of achieving 6 months of abstinence from cocaine smokingduring the treatment.  Three patients remained in treatment, although they relapsed frequently.  

Methylphenidate Maintenance and ADD.


As a stimulant with proven medical efficacy, methylphenidate is a logical possibility for use as maintenance treatment of cocaine addiction.  Several small clinical trials have already been reported.

The possibility that methylphenidate might serve as a maintenace drug for  injecting cocaine addicts is enhanced by the fact that there is a close association between cocaine addiction and ADD, which is typically treated with methylphenidate.  Levin et al., (1998) report that 35% of people seeking treatment for cocaine abuse have a childhood history of ADD, and 15% have been diagnosed with adult ADD. Maté (1999) in a clinical analysis of ADD patients, points out that a significant proportion of adults diagnosed with ADD have addictions to drugs, including stimulants or to other pursuits. If cocaine addiction and ADD are regarded  as separate medical conditions with a substantial degree of co-morbidity, then it is a fortunate coincidence that a medical treatment that relieves one might also serve as a maintenance treatment for the other.  

Both the medical models of ADD and of addiction are controversial, however.  It seems to us more likely that both ADD and addiction have the same root cause, which can be mitigated with stimulants.  Maté (1999) speaks of “the common origins” of addiction and ADD (p. 304).  He describes addiction to drugs and other pursuits as a way of coping with the distractability and impulsiveness that is caused by the developmentally retarded “ADD brain” (p. 298).  It is possible that dual-diagnosis of ADD and addiction may simply be applying two different labels to the same underlying malaise, which can be relieved by regular doses of methylphenidate, no matter what it is called.

Grabowski et al. (1997, [ABSTRACT ONLY READ]) have used methylphenidate as replacement therapy for cocaine addicts, although without success.  Twenty four subject recieved 11 weeks of either methylphenidate or placebo.  There were no significant differences between the two groups in retention in treatment or in cocaine-dirty urines.  Nor were there signficant adverse effects of the methylphenidate.  "Additional medications with different effects profiles are being studied to further evaluate the replacement model in cocaine dependence".


Schubiner et al. (1995) found that adults with ADHD were very likely to be substance abusers, and that they responded to maintenance treatment with methylphenidate by becoming abstinent from drugs.  [more details needed].  These authors did not look at this intervention as maintenance for drug addicts, but as medical treatment of ADHD with methylphenidate, although to us, one interpretation seems as plausible as the other.


Levin et al. (1998) administered sustained-release methylphenidate pills, along with a weekly relapse-prevention therapy session, for at least 8 weeks to 10 patients who met DSM-IV criteria for both cocaine dependence and adult ADD.  Cocaine use declined significantly, as measured by both self report and urinalysis.  Symptoms of ADD also declined signficantly.  The authors reported doubt about whether the combination of methylphenidate and relapse-prevention therapy would would with cocaine addicts who did not have ADD. 
Other Possibilities


Perrine (1996) has suggested many other stimulants that could be considered as substitutes for cocaine, including pemoline, phenmetrazine, fenfluramine, phentermine, phenylpropanolamine, ephedrine, etc.  The most interesting is perhaps Qat, whose principle igredient is cathinone. The drug is chewed in North Africa by large numbers ofpeople.  Although cathinone is a strong stimulant, whose effects in the animal lab are much like cocaine, the Qat culture is quiet and respectful.
The Buprenorphine Alternative: Opioid Maintenance for Stimulant addiction
Maintenance of cocaine misusers with buprenorphine, an opiate drug, could be an alternative to stimulant maintenance, but we do not think this is a promising possibility.  Buprenorphine is a semi-synthetic opioid with both agonist and antagonist properties that can be administered orally (sublinually).  It is therefore a promising candidate as a maintenance drug for opiate addictions (Cowan & Lewis, 1995; San et al., 1993; Oliveto & Kosten, 1997).  Research has established that buprenorphine is safe and has some advantages over methadone in this context (Negus & Woods, 1995; Schottenfeld et al., 1998; Teoh et al., 1993). Buprenorphine is now used extensively in maintenance treatment of heroin addiction. In France there are about 50,000 buprenorphine patients compared to 6000 methadone patients. Generally, buprenorphine works about as well as methadone (Auriacombe, 1998).

 In addition to buprenorphine’s use in treatment of heroin addiction, there has been a growing interest in the efficacy of buprenorphine on concurrent heroin and cocaine dependence (Foltin & Fischman, 1996; Kosten et al., 1992; Mello & Mendelson, 1995; Schottenfeld et al., 1997).  Although initial interest grew from animal research (Perrine, 1996, p. 203), we will limit our discussion to the human research.  The results have been inconsistent.  We will first discuss the more positive ones.

Kosten et al., 1989 investigated the effects of buprenorphine on intravenous cocaine abuse on 138 concurrent heroin and cocaine users. The subjects were assigned to three treatment groups, methadone, naltrexone, or buprenorphine.  Cocaine use was monitored over the subsequent six months. The researchers concluded that cocaine positive urine tests were "substantially" higher among methadone patients, compared to buprenorphine and naltrexone patients. Gastfriend et al., (1993) conducted an open trial of 22 chronic concurrent heroin and cocaine dependent men and reported that daily doses of buprenorphine reduced opiate use, cocaine use, needle use, needle sharing, and addiction. Researchers from the same group reported in another paper that buprenorphine significantly reduced both opiate and cocaine abuse (Mello et al., 1993).  Foltin and Fischman (1996) studied 12 methadone-maintained research volunteers (with a history of i.v. cocaine and heroin use) and placed the subjects in a situation where they could choose between a cocaine injection or $5 reward. The researchers concluded that buprenorphine maintenance significantly reduced both cocaine craving (measured on an "I want cocaine" scale) and cocaine self-administration. There was some indication that subjects on buprenorphine were less reinforced by the cocaine.  Avants et al. (1998) reported a preliminary study in which six HIV-seropositive drug users were provided a 12-week “comprehensive pharmacologic-psychosocial” program. The program involved maintaining subjects on buprenorphine (12mg/day), bupropion (150mg/day) as well as two group therapy sessions each week. The researchers reported that the subjects significantly decreased intravenous cocaine use, cocaine craving, and symptoms of depression (post-hoc comparison to eight HIV-seropositive patients receiving methadone maintenance).  Eder et al. (1998) reported that buprenorphine was as effective a maintenance drug as methadone. The researchers studied 34 opiate dependent subjects and found that the buprenorphine group showed more negative urine samples for opioids, cocaine, and benzodiapines than the methadone group. The authors noted that cocaine urine samples were particularly reduced in the buprenorphine group relative to the methadone group (although not statistically significant). [I DON’T FOLLOW THIS SENTENCE.  WHAT DOES “PARTICULARLY REDUCED” MEAN IF IT WASN’T STATISTICALLY SIGNIFICANT?]

Other studies investigating the efficacy of buprenorphine on reducing cocaine use, have not found significant differences between methadone and buprenorphine treatment (Kosten et al., 1992; O’Connor et al., 1998; Strain et al., 1994a, 1994b). Mello and Mendelson (1995) concluded that buprenorphine appears to be a safe and effective pharmacological treatment for heroin abuse, or dual dependence on cocaine and opiates. While the authors optimistically discussed buprenorphine as a potential pharmacotherapy, they also acknowledged that little is known regarding how the drug reduces cocaine self-administration in polydrug abusers.  Compton et al. (1995) reviewed the evidence in support of buprenorphine as treatment for cocaine abuse and concluded that clinical evidence for buprenorphine’s efficacy has not been demonstrated.  Schottenfeld et al. (1997) conducted a 24-week clinical trial that involved 116 concurrent opiate and cocaine abusers randomly assigned to four treatment groups (12 or 4 mg of buprenorphine and 65 or 20 mg of methadone).  High doses of both drugs kept subjects away from opiates better than low doses, but there was no significant difference between buprenorphine and methadone on cocaine use. Schottenfeld et al. point out that the initial promising results in which buprenorphine reduced cocaine consumption better than methadone were in 1989 and results have been inconclusive since then.   

The fact that both methadone and buprenorphine have some efficacy in the treatment of people who misuse both heroin and cocaine indicates that some polydrug users will be content with a regular supply of opiates and will therefore decrease their use of cocaine. Buprenorphine could be a useful drug in the downtown Eastside as there is some indication that many of the drug misusers in Vancouver who are likely to borrow needles for their drugs are polydrug users (Strathdee et al., 1997b).  On the other hand, research to date provides little reason to think that buprenorphine will be more successful for polydrug misusers than a good methadone program, which is already in place.  Moreover, Shewan, et al., (1998) found that street drug users in Glasgow who had experienced neither addiction treatment nor jail reported enjoying the effects of buprenorphine considerably less than those of methadone.  This does not bode well for buprenorphine replacing methadone, or even supplementing its effects in Vancouver by much.

G. Addict Residences.  The most famous is Roma, which was originally described by Arnold Trebach in his famous book,     (See Trebach)

III.  The conditions for experimentation with stimulant maintenance and non-restrictive meeting places are promising in Vancouver.


Once cocaine is shorn of the demonic attributes that have been attributed to it by the “war on drugs”, we will be better able to comprehend the tragic and intractable lifestyles of downtown eastside residents more clearly, and to better understand the role that cocaine plays in them.   It will thereby become possible to broaden the range and deepen the analysis of interventions that can be made available.  Un-demonizing cocaine will allow us to experiment with new types of intervention more freely, by relieving us of excessive fear of those who use cocaine or of the maintenance drugs that might be supplied to them.  Our concern today is with stimulant maintenance and meeting sites as new and promising harm reduction measures
The reason that these two measures are interrelated is that, in addition to the safety that an effective stimulant maintenance program could provide, it may take the anti-social mystique out of cocaine use.  A maintained user becomes a medical patient, instead of a brave misadventurer.  Maintenance patients are likely to be more acceptable to the larger society and inwardly closer to adopting other aspects of the mainstream lifestyle.  Thus, entering a stimulant maintenance program could provide the beginnings of a bridge on both sides of the chasm that separates cocaine misusers from their society.  But maintained users need encouragement in adopting the role of medical patients.  They need space where they have the opportunity to meet as responsible adults participating in legitimate medical treatment, and sharing a common interest in improving their lives.

Meeting Places


Drug users in the Downtown Eastside need places to organize themselves and sort out their individual and community problems.  To provide a good working atmosphere, such places need to be off the streets, out of the beerhalls, and out of view of police and other professionals.  To be inclusive, such places need to be open to people who are intoxicated or carrying illegal drugs--including cocaine--as well as those who are straight.  The cost of such spaces would be relatively small, since modest rooms and some minimum staffing and protection against violence would suffice.  But is important that only a bare minimum of outside supervision be provided.  If people should traffick or use illegal drugs in such sites, nothing is lost—the streets are awash in drugs anyway.  If on the other hand, the users of these places should decide to impose some minimum standards of decorum on themselve during their meetings, this should, I think, be viewed as a step towards building up community standards.


Some important steps in this dirction have been made by the Vancouver Area Network of Drug Users (VANDU), with the support of the Vancouver-Richmond Health Board.  Other steps are being considered by the Methadone Advisory Committee of the Ministry of Health.  But the situation is urgent.  The slow progress in filling this simple need is unconscionable and will become moreso if an opiate maintenance program is established.


In addition to the experiments with stimulant maintenance that I have already described, there is another fund of knowledge to consult in considering the possibility of maintenance for stimulant users in Downtown Eastside Vancouver.  The data from decades of maintenance treatment for heroin users with methadone and other opiates provides well founded knowledge about what maintenance can and cannot accomplish, what kinds of people are suitable candidates for maintenance treatment, and the best ways to establish a "maintenance culture".  Contempation of maintenance for cocaine misusers in Downtown Eastside Vancouver should be informed by consideration of this fund of knowledge.


Methadone maintenance never converts a city's junkies into a group of successful businessmen, homeowners, or members of parliament.  Rather, it helps some junkies take a step towards reintegration in mainstream culture.  Methadone maintenance is only useful for those junkies who are at a stage in their career where the glamour and adventure of street life has faded and where a move in the direction of normalcy is possible.


I believe that methadone maintenance is best understood as a realistic compromise between a society that absolutely prohibits heroin and some of the people who value the society but are absolutely unwilling to live without it.  Society compromises by giving up the attempt to enforce absolute prohibition, i.e., allowing some deviant drug users to have access to the heroin they need.  Heroin users in a maintenance program compromise by giving up their wish to use their drug in unregulated quantities and circumstances and in combination with many other illicit drugs.  Both the society and the drug users gain, because there is a reduction in harm caused by the injection of impure street drugs under completely uncontrolled circumstances.  Both the society and the drugs users also benefit from a degree of rapprochement--a despised and deviant group of people is moved a bit closer to normalcy, and the door is open for further progress in this direction.  A tear in the social fabric is partly rewoven.


There is a certain intrinsic tension in all compromises.  In the maintenance compromise, society always wants to impose conditions (e.g., "clean" urines, legitimate employment) that are unacceptable to the recipients of maintenance, and the recipients of maintenance always want to be treated with greater dignity and repsect than the society is willing to give to those who disdain its taboos.


Methadone maintenance is not a treatment that is suitable for all opiate users.  Maintenance most frequently works for people with a relatively long career as addicts who are exausted from the rigours of steet hustling, but cannot give up their chemical crutches.  Whereas there are many opiate addicts who fit this description, there is also a group of violent and anti-social opiate users to whom maintenance, as it is currently understood, is not likely to be offered (or accepted).


I believe that much of the opposition to stimulant  maintenance arises from a failure to consider the specific groups of drug users for whom it is proposed.  For this reasone, I propose to assemble some cases studies of cocaine misusers in Downtown Eastside cocaine as the next step in exploring the possibilities of stimulant miantennce here.  

C.  Supporting Maintenance Culture.

In British Columbia, something that might be called "maintenance culture" has been developing over the years with users of methadone, and something similar is conceivable for cocaine misusers in the future.


Methadone is used by former heroin users who want to switch over from the "junkie" lifestyle, in the direction of greater social acceptability.  Legally prescribed methadone provides an avenue, since the methadone patient is no longer dependent on illegal supplier for their drug.  However, additional support is often needed for the former junkie to adapt to the methadone program and to find some anchors in the straight world.


Historically, the province has made this difficult by surrounding methadone prescription with a series of rules that make the methadone users into second class medical patients (who, for example must present urine samples to show that they are "clean" in order to receive their medication, which they need whether they are "clean" or not) and making rules designed to make it difficult for them to congregate in the areas of clinics and pharmacies where they receive their methadone.


Some methadone users have responded by creating informal user groups and also legally constituted associations, such as the "Concerned Citizen's Drug Study and Education Society" (CCDSES) that existed over a twenty year period before its eventual demise.  Currently there is a new association that is struggling to find a place for methadone users, the "Methadone Patients Association" (MPA).  Members of this fledgling association are seeking to develop a positive, prosocial atmosphere amongst the members and to achieve some level of support and recognition from the larger society.  There are signs of progress in both of these directions.  Strong leadership has emerged, including Melissa Eror, Brenda Schneider, and Randy Drew, among the methadone users and the provincial government through its methadone advisory committee has indicated some willingness to provide modest financial support.


As a member of the CCDSES for most of its life and as a supporter of the MPA in its efforts to obtain governmental support and recognition, I have been able to see the value of these organizations (in spite of their many failures) and, I believe, the therapeutic value to individual ex-junkies who find themselves in the role of community organizers and advocates.


There can be a maintenance culture for cocaine users as well.  In fact, it seems to me that the degree to which cocaine maintenance will be a benefit has a great deal to do with the evolution of a cocaine maintenance culture.


It is at this point that the two proposals that I am making today come together.  As soon as people begin receiving a particular kind of medical treatment, they develop a common interest in the quality of the service they receive, and in dealing with whatever cultural stereotypes might affect them as receivers of that service.  This is also true of people who will recieve stimulant maintenance.  It is important that every encouragement be given to stimulant maintenance patients to get together and develop an appreciation of each others views on their shared problems.  Although it may not be comfortable to the people who prescribe stimulants to them, it is probably that a good portion of their discussion will be complaints about the quality of the service they receive.  This may not be the best basis for a constructive conversation but it is an easy starting point that can lead to organization of societies, the emergence of leaders, and the development of identities other than that of street people, addicts, and losers.

D. Choosing Maintenance Drugs.

Several prescribed drugs have been used as substitutes for cocaine in clinical practice.  It is very difficult to guess from the limited data available which of these is the most generally applicable.  In fact, the general rule of pharmacology is that people respond differently to drugs, so it is to be expected that different drugs would work better with different patients.


On the other hand, if it were necessary to chose a single alternative for a trial, cocaine itself is the most promising.  One reason for this is that cocaine still carries an aura of elegance and mystery that is especially important to users who have little in their lives that is not shabby.  A second reason is that it is the least expensive.  The third is that it lends itself most naturally to the development of a "maintenance culture"


The results of Gumucio (1995) seem especially instructive, showing that long-term, high dose smokers of coca paste can often move to chewing coca leaves as a substitute, with a great reduction in use of coca paste and a great increase in socially acceptable behaviour and psychological stability.  


Of course the experiences of Andean people and cultures are remote from our own, but we can learn from the general principle they have demonstrated and we can import the form of cocaine that they use so successfully, the coca leaf.


I think we could successfully experiment with coca leaf in a form that is more familiar in our culture than chewing the leaf and becoming "pico verdes" or green mouths.  I think we could think of providing a coca leaf gum, or a coca wine similar to Vin Mariani or a soft drink like the real "classic" Coca Cola.


Of course any such starting point would have to evolve as it became clearer what vehicles are culturally acceptable.  It is not beyond the limits of contemplation, I believe, that at some point an emerging maintenance culture might acquire the wisdom and social acceptance to influence this process.

E. Other stimulants


A healthy drug culture can not only attract cocaine users, but users of other stimulants as well.

-----------------------------------------------
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E. Tackling underlying issues.

Harm reduction, like prohibition, is only a bandaid.  The larger problem is dislocation, which always leads to social disintegration and personal degradation. (Alexander 1998; Polanyi 1944)

6. Dealing with the real problems of harm reduction measures

A. Unsuitable people.

Maybe deVlaming is right to the extent that there are bingers who can never get enough.  They of course can be excluded from a maintenance program for other addicts, but maybe something can be done for them too.  What?

B. Discouraging results

C. Dislocation

D. Logic.

Why should addicts be drawn to maintenance treatment when cheap stimulants are already available to them, like amphetamine and Ritalin?  (What is the relative price of amphetamine, ritalin, and cocaine).  I guess the value of maintenance is that it gives the addict a chance to identify with a non-deviant community, i.e., the community of medical patients, which can be a re-entry to legitimate society.

7. Why we continue to demonize cocaine? Some contributing causes.

Historians know that demonization, i.e., witch-hunts and moral panics, arise predictably under certain kinds of social stress.  Psychologists know that the people who are most active in these movements are unusually heavily burdened by certain kinds of internal problems.  Out of this psychohistorical analysis grows several explanations for the cause of the long-lived demonization of cocaine, and it seems likely that each contributes to the phenomenon.

A. Scapegoating and the insatiable appetite for anti-depressants.

It is a fact of history that human beings periodically defend themselves against that which they fear most by harshly punishing a relatively small number of victims or scapegoats.  For a long time we have treated cocaine users like scapegoats, but what could we have to fear?


If there is an growing epidemic in the late 20th century in the developed world, it is clinical depression.(  ).  Incredible numbers of people are so depressed that it is impossible for them to continue lives that are, to all outward appearances, normal and tolerable.  Many of these people are able to carry on with the aid of chemicals like Prozac.  Prozac and its cousins are far from perfect anti-depressants, but they are adequate to keep many of depressed people going quite well.  Severely depressed people who are being helped by anti-depressants are absolutely adamant about not quitting them, in spite of the expense, and the loss of self-respect that inevitably goes with being dependent on a drug.


All the stimulant drugs, including cocaine, have been used in the past as treatments for depression.  Like the SSRIs, they are not perfectly successful, but for some people they are adequate and for these people they become essential.


In this epidemic of depression, it is reasonable to fear depency on stimulants, and cocaine users are an ideal scapegoat.  They use the stimulant which has been arbitrarily singled out as the worst of all.  We can blame those who succumb to cocaine for the dependency that threatens us all and in that way symbollically defend ourselves against our own weakness.  For most people it is not necessary to fear stimulants however.  It is a well established fact that the majority of people who experiment with cocaine do not find the experience interesting, and the great majority of recreational users do not experience addiction or any other serious problem as a result of their cocaine use.

B. The insatiable need to explain human wreckage


Why are so many people homeless?  Why do people refuse to work?  Why will students not study?  Why do children disdain their parents good advice?  It could be that there is a malaise affecting society and that we must be prepared to change it and sacrifice some of our own material well-being for the common good.  But that might not be necessary, because we can credibly imagine that the cause is external, that it lies in the demon drugs that lure otherwise happy and productive people from the benefical paths that are open to them.  Or we could imagine that some people are just predisposed by constitutional flaw to be unable to do what is good for them.  It is much easier in difficult times to demonize the human beings who fail to accept the unwholesome alternatives that are open to them than to face the problems of remaking society so that it is more fit for human habitation.

C. The pharmaceutical company and the insatiable appetite for money

Profit for drug companies.  Cocaine used to be the cureall.  Now methylphenidate is used, or is being tested for use, as treatment for ADHD in preschoolers, children, adolescents,and adults, ADHD in combination with epilepsy, mental retardation, and Tourette's syndrome, as well as narcolepsy, hemineglect, depression (e.g., Frye, 1997), dementia, HIV-1 cognitive impairment, William's syndrome, barbiturate overdose (Wax, 1997), kleptomania, bulimia, coma, brain injury, recurrent neurocariogenic syncope, giggle incontinence,breast tumors, apathy, 


Cocaine has to be made horrible, because methylphenidate has got lots of problems.  ADHD children treated with methylphenidate often grow up to be drug addicts (Levin & Kleber, 1995).  Methylphenidate doesn't cure, generally, but makes patients manageable.  Thus it must very often be taken for extended periods, or possibly forever.  A disproportionate number of kids treated with ADHD grow up to be cocaine addicts (e.g., Handen, Janowsky, & McAuliffe, 1997). Some of them grow up to be Ritalin addicts (Parran & Jasinski Parran & Jasinski, 1991).  There are indications that methylphenidate, like cocaine, is damaging to the heart (Henderson & Fischer, 1995).


More and more adults are being diagnosed as ADHD (e.g., Murphy, 1996).  This raises the interesting possibility that adults who might become cocaine addicts can get themselves diagnosed as ADHD and go onto methylphenidate maintenance instead!  Some people are being diagnosed with both major depression and ADHD (Findling, 1996)


Buchanan & Wallack (1998) explored the Partnership for a Drug Free America, an American advertising group that spends hundreds of millions of dollars a year "unselling" illegal drugs to the American public.  By 1992, the PDFA had spent over $1.5 billion, primarily of television ads designed to instill fear in the viewer, such as the famous "fried-egg" ad.  The entire budget is contributed by American corporations, and the largest cash contributers in 1992, the only year for which the numbers have become available, were tobacco, alcohol, and pharmaceutical companies.  The largest single cash contributor was a foundation funded by the Johnson & Johnson company, which manufactures Valium, Librium, Tylenol-3, and numerous other painkillers.  The CEO of FDFA is the former chairman of Johnson & Johnson.  Since 1994, in response to public pressure, the PDFA has ceased accepting contributions from alcohol and tobacco companies, but "they steadfastly defend their ongoing acceptance of funding from the pharmaceutical industry" (p. 349)(The lion's share of the PDFA budget is not cash, but advertising time and talent, which is primarily donated by advertising agencies and media outlets).

Many private citizens in Canada support the anti-drug movement, but financing appears to come mainly from big business and government.  For example, PRIDE Canada, ostensibly a parent's group, receives a part of its $400,000 annual budget from "a wide range of corporate donors" (Coates, 1992).  It named 42 sponsors for its 1992 national conference, of which at least 12 are major pharmaceutical manufacturing companies and the majority of the remainder are large corporations and government agencies (PRIDE Canada, 1992:60).

D. Global politics and the insatiable appetite for power

E. Massive publicity, censorship, and manipulation of scientific production.

Reasonable people routinely lie about cocaine, and feel justified about doing it.  Greg Middleton, Reginald Smart, Stan deVlaming.

F. 
Sometimes these people justify the punitive aspects of Canadian drug policy by saying that it is more "liberal" than that of the United States, but this is a frail argument.  There is no developed nation on earth with a more harmful drug policy than the U.S.  The evidence for this includes the American prison population, the largest per capita of any country in the world except China, the AIDS infection rate among American intravenous drug users (Christina), which is, for example, 30 times that of Great Britain (Trebach), and also in what the Americans call their "scientific" drug literature, which blatantly censors material which is not compatable with its War on Drugs, especially as it deals with cocaine (Trebach?; WHO study).  To think ourselves successful because we have a better drug policy than the U.S. in the 1990s would be like thinking that we were not anti-semitic in the 1930s because we had no extermination camps like Germany's.

This is because of the great harm that is caused by the very high rate of self-injection in this group and because of the uncontrollable availability of impure, unsafe stimulants.  At this point, we are proposing stimulant maintenance for only this group of cocaine misusers. 


It is important to bear in mind the special nature of this Downtown Eastside Vancouver cocaine using population.  Cocaine misusers in the Downtown Eastside Vancouver occupy the very bottom rung of the city's social ladder.  Many are old, impoverished, chronically ill, and psychologically deranged. Many are street drug dealers and/or prostitutes if they have the opportunity, but are generally unfit for more active forms are criminality.  In addition to injecting and/or smoking cocaine, they generally also use heroin, alcohol and whatever other drugs will alleviate their depression and pain.  Cocaine injection is a particularly harmful aspect of their wretched lifestyle because cocaine is a short acting drug that requires many injections per day to produce the desired effect.  Injecting at this rate, sometimes in a frenzy of binging in which normal precautions are forgotten, leads to a high risk of overdose death, and probably contributes to the spread of AIDS that has occurred in Downtown Eastside Vancouver despite a well organized needle exchange system (Strathdee et al., 1997; Archibald et al., 1998).


We are proposing only a limited venture into stimulant intervention for a .  Most British Columbia cocaine users do not fit this description, since there are many different cocaine using lifestyles in the province (Matthews et al. 1994).  Likewise, in England cocaine users currently appear to be younger and either wealthier or more actively criminal than the Vancouver population (  ).  Very different interventions may be appropriate in different populations of cocaine users.

8. How does demonization end? 


We must understand the phenomonon of demonization itself.  There is nothing complicated here.  All that is lacking is courage.  We can never beat the devil by persecuting the wretched.  He has a different address.


Civilizations survive because they eventually find ways to solve the problems that produce an unbearable burden of misery and human wreckage in their midst. It is often the case that before this is done they try to rid themselves of these problems my demonizing scapegoats and persecuting them or afflicting them with miracle cures.  Many times in the past western civilization has turned away from demonic analyses and miraculous solutions.  We can only act on the assumption that, in this way, we will eventually beat the devil once again.
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Methylphenidate has the same site of action as cocaine, and it clears more slowly. (Volkow &  Ding, 1995).  Cocaine and methylphenidate compete for the same binding sites, although it would seem that cocaine is the stronger binder since, "pretreatment with methylphenidate decreased binding only in striatum (40%) (Volkow, Ding, Fowler, Bang, Logan, Gatley, Dewey, Ashby, Liebermann, & Hitzemann, 1995, abstract only read).  Although the high from a methylphenidate injection is past in 60 minutes, and human subjects experience a second high from a second injection, there is an 80% "residual [dopamine] transporter occupancy" from the first dose (Volkow, Wang, Fowler, Gatley, Ding, Logan, Dewey, Hitzemann,& Lieberman, 1996, abstract only read).  Thus methylphenidate self-administration may not be self-limiting as this group of researchers proposed in their 1995 article.  Of course this is not a problem if it is maintenance that is being proposed.

1. Depression.  Perrine points out that bupropion (Wellbutrin) is a good antidepressant, although it is a stimulant, rather than a antidepressant in the normal sense:

. Demonizing cocaine has done more harm than good.

A. The failure of force and fear

1.  Failure of the War on Drugs for cocaine.  Lana Harrison.

2.  The "war on drugs" no longer commands an overwhelming popular majority, and it now is maintained by infusions of money from drug companies and other vested interests.  [See JDI article on Partnership for Drug Free America.]  My taxi driver in Sommerville, Massachusetts, a man of about 35, was, out of the blue, giving me a lecture on how stupid it was to arrest people for smoking marijuana.  Remembering that I was in the home of the drug war, I asked him who supported these bad drug laws.  He looked at me startled and said, "Nobody, man!"  He must have realized that didn't seem to make sense so he thought for a minute and said, "Well, there must be some right wing Christians who do."

Our results suggest that he was a bit off for the U.S. as a whole (although very possibly right about his own local subculture).  Roughly half of American university students that we interviewed do seem to support some form of War on Drugs, as do about a quarter of Canadian University students.(Alexander & van de Wijngaart, 1997)

B. The failure of miracle cures.

1. Immunotherapy.  It is now possible to produce catalytic antibodies for cocaine by injecting cocaine-protein conjugates into experimental animals.  Catalytic antibodies can destroy repeated large doses of the drug without themselves being destroyed, producing a immunization to the positive effects of cocaine that could last a month or longer (Fox et al. 1996; Landry, 1997).  "Vaccinations" of this sort have not yet been tried on human beings.

2. AA type programmes.  They only work for a few.

3. Weak competitive agonists of cocaine at the D2 receptor site.  These could take the place that cocaine normally occupies in the brain, but produce a much weaker effect.  Weak competitive agonists include bromocriptine, lisuride, terguride, SDZ208911, SDZ208912, and preclamol:

"The rationale for the use of partial agonists is that the effect of this class of drugs depends on the level of occupancy of the receptor by full agonists.  They can act as agonists in conditions of low receptor occupancy (as is the case in withdrawal from psychostimulants, when the craving is presumend to come from abnormally low levels of endogenous dopamine) but as antagonists in the presence of high levels of agonist (as during use of cocaine or amphetamines)"....(Perrine, 1996, p. 204)

4. Naltrexone.  Its sucks.

5. Ibogane

C. The corrupting effects of demonization.

Great harm has been done in the attempt to beat the devil by force.

1. The drug war has become a vehicle for American domination of the third world.  Colombia.

2. We have lost sight of the real causes of the problems that we blame on cocaine.

An Anecdote for Sam's Amusement


Are illicit drugs unduly harmful to their users' health?  Although the medical literature, read with an open mind, says "no", this is hard for almost anybody to believe, including me.


Four octogenarians put the issue in perspective for me in a June 1998 "lunch" meeting in a hotel restaurant (this lunch lasted 4 and one half hours).  I, a mere lad of 58, was there because I had befriended one of them, who, having recently given up his drivers liscense (at 83), needed a ride.  Besides three of the four were aware of a book I had written condemning the drug war, and therefore didn't mind my presence.  But they were not much interested in me; rather it was a time to reminisce.


All four, three men and a woman, could be called "LSD therapists".They reminisced about their former clients ("She's threatening to write a book about me..."), about their former colleagues in LSD therapy ("oh yes, he's still alive, he's doing fine on Vancouver Island..."), about their children, grandchildren, and great grandchildren.  All four had successful marriages (one's wife had died), all were financially secure, all were in conspicuously good health for their age.    They had been used LSD and other illegal psychedelics as part of their psychotherapy practices in Canada and/or the U.S. since the 1950s.  Although now retired or semi-retired, all still used illicit drugs on occasions--not just well known ones like marijuana and LSD, but new ones with acronyms for names, MDMA, 2CB, DMT, etc.  None is or has been addicted or even mildly concerned about the possibility.


There is no need for me to exaggerate the well being of these four octogenarians to make my point; there had been tragedies in their long lives and their bodies are giving out, but relatively speaking they were clearly among the winners in life.  I had a moment of envy remembering the two octogenarians in my family, my mother and aged aunt who are both mentally incompetent most of the time, in poor health, and visibly closer to death than these four.  My mother and aunt would have been afraid to take any of the drugs that these four thrived on, because of the risk to their health.


Because of the madness of our times, I cannot name the participants in this meeting.  All four are subject to arrest and life imprisonment under current Canadian drug laws for possession, cultivation, trafficking "illegal substances".


Since the health claims that justify this drug law are totally bogus, something elso must sustain the law and the costly war on drugs that is based upon it.

What we can't criticise we demonize.

The fear that maintenance will increase the number of addicts is based on an outmoded conception of a disease that is caused by drugs.

Erickson, P.G., Riley, D.M., Cheung, Y.W., & O'Hare, P.A. (1997).  Harm reduction: A new direction for drug policies and probrams.  Toronto: Univ. of Toronto Press.

To me, harm reduction as they describe it is managerial pragmatism.  It attempts to be theory and value free, although it is hard for me to think that is possible.  They are choosing a particular type of harm and saying that reducing it is more important than either theoretical understanding or reducing other types of harm (such as the harm caused by the existing drug laws):


The three models discussed above [prohibitionist, legalizer, and medical] differ greatly in how they define drug use, the user, the consequences of drug ue, and what the appropriate societal reactions should be.  Their limitations are such that they are by no means the ideal basis for the formulation of drug policy.  The Harm Reduction Model is not another attempt to provide a new set of definitions of drug use that would exacerbate existing confusions in approaches to drug policy.  Rather, it seeks ot avoid falling into the snares of moral, legal, and madeical-reductionist biases exhibited by the other approaches.  In fact, it is an approach to reducing drug-related harm 'with no strings attached'. By not associating itself with specific moral, legal, or medical interpretations of the phenomenon of drug use, the Harm Reduction Model releases itself from many of the unnecessary constraints on drug strategies set by existing approaches. (p. 6).

However, Erickson et al. do not identify their model with management, but with public health.

[The Harm Reduction Model] has many parallels with the current approach in the 'new' public health and the 'healthy cities' movement.  Early public-health efforts, concerned primarily with prevention work such as sanitation and control of contagious diseases, were based the above-mentioned medical model.  Since the 1960s, public health has evolved into a broader perspective that embraces factors at the psychological, social, and environmental levels (...)...


Since this latest version of public health accords an active and conscious, rather than passive and mechanical, role to the  actor, recognizes the importance of interaction among physical, psychological, social, and cultural factors in shaping prevention and intervention outcomes, and makes no assumptions about the moral and legal natures of drug use, it is no wonder that Harm Reductionists found this 'new public health' approach appealing right at the beginning of the harm reduciton initiatives, and looked to this approach for insights in building the conceptual and practica bases for the Harm Reduction Model.  Indeed, harm reduction was inspired by the positive outcomes due to public-health measures such as the control of alcohol availability (...), public education on the health risks of tobacco use (...), methadone maintenance programs for opioid dependence (...), and, more recently, needle-exchange programs for injection drug users for the reduction of the risk of HIV infection (...). (p. 7).

Harm reduction is supposed to be not only theory free but value free.  The following is a list of the "major features" and "common themes" of the "Harm-Reduction Model" at the "Conceptual Level":

1/A value-neutral view of drug use:

Harm reduction attaches no moral, legal, or medical-reductionist string to drug use.  Just like the use of 'licit' drugs, and just like other lifestyle practices, the use of 'illicit' drugs is not intrinsically immoral, criminal, or medically deviant.  Drug use is one of many behaviours exhibited by individuals and populations that ranges from experimentation to problematic expressions.

2/A value-neutral view of the user:

Since use of drugs is 'normal' behaviour, the user is a normal person rather than a morally , criminally, or medically deviant person. (p. 8)

3/Focus on problem: 

Since drug use and the user are not defined as intrinsically problematic, the focus of harm reduction is on problems, or harmful consequences, resulting from use rather than on use per se.

4/The irrelevance of abstinence: 

Harm reduction does not attach the requirement of abstinence to the user in treatment programs.  Although harm reduction is not inconsistent with the long-term goal of abstinence, harm reduction accepts the fact that the user will continue to use drugs while in a drug program or in the community. 

5/User's role in harm reduction:

The user is regarded as an active rather than a passive entity, capable of making choices about his/her own life, taking responsibility for these choices, and playing an important role in prevention, treatment, and the recovery process. (p. 8)

At the practical level, the additional value of immediacy becomes evident:

1/Prioritization of goals:

Harm reduction gives priority to strategies that can achieve more immediate and realizable goals of reduction of drug-related harm, rather than to those that are preoccupies with long-term intervention outcomes such as abstinence. (p. 8)

Putting all these "major features" together gives me a sense of the management view of large corporations, more than public health, which I believe has no necessary priority for immediately effective interventions.

Erickson et al. are clearly aware of the ambiguity problem:

...An approach based on doing many different things in order to reduce the ever-changing nature of the adverse consequences of substance use is bound to be dynamic and difficult to pigeon-hole.  This dynamism and pragmatism are also part of the very nature of harm reduction.  Its flexibility also poses the risk that harm reduction may become all things to all people and lose its distinctive features. (p. 11).

