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FOREWORD

It has been the author’s lot not only to write a few books and
to publish a number of scientific articles, but also to review
more of both. One disastrous consequence of the reviewing
activity has been a tendency to develop rationalization in it. A
fly-by of the first chapter, a swift reconnoiter of a middle page
or two, followed by a precocious crib of the summary at the
end, have, sad to relate, often been the sum total of real work
put into a review article.

There is a deal of truth in the statement that it is not neces-
sary to drink a whole barrel of beer in order to be in a posi-
tion to judge the quality of it. A drop will do — assuming that
the contents of the barrel are really homogeneous.

However, in a complex subject (like that of drug abuse, for
example) homogeneity is sometime difficult to arrange for.
There are often so many aspects of the problems to be con-
sidered that the “one drop” technique of testing (i.e. reading)
for quality is likely to give bizarre results. I myself have read
some fifteen or twenty reviews in German, French and
English on Monod’s best seller “Chance and Necessity”. One
would scarcely guess that some of these reviews were dealing
with the same book. In fact, I have a sneaking suspicion, judg-
ing from the discontinuity of content of the fifteen or twenty
articles on “Chance and Necessity”, that some of the illustri-
ous reviewers had not a clue on what the more illustrious
author was really talking about. I fear, too, that the “one drop
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technique” (here a little and there a little) is at least partly at
fault, but the reviewers examined, unfortunately, different
drops. This technique can lead to some remarkable discrepan-
cies in dealing with the complex technical literature of today.

The problem of drug abuse is no exception to the above. It
is, to say the least, highly complex, and also very widespread
in Western culture. It is Problem No. 1 of the NATO forces the
world over, to say nothing of the problem of universities and
other institutions dealing predominantly with the younger
generation. The NATO forces have set up immensely costly
programs to deal with drug abuse. Searches of whole military
bases for drugs, with the help of specialists and police dogs,
are the order of the day in the attempt to control drug abuse.
First of all, scare tactics were used by the authorities to fright-
en people off drugs. Hair-raising stories were retailed by
“experts” who often had little first hand information on the
subject. But they repeated them so often that in the end they
themselves began to believe what they said. However, as the
association between lung cancer and cigarette smoking has
shown, this tactic does not show much success even though
the scares may be well based. The quiet hashish smoker has
had no experience of the subject of the scare.

After scare tactics, threats have been used — draconian
measures have been threatened and put into effect for posses-
sion of small amounts of marijuana. But threats did not work
either. People in hundreds, mostly youngsters, have been sent
to jail for long periods for little other crime than possession.
The law and its threats did not solve the problem. Then
amnesties have been used. If a military man turns himself in
for help in drug abuse, he is guaranteed freedom from pun-
ishment. All the same, it is, of course, impossible to avoid dis-
crimination against him, for he must be removed from certain
jobs if he has exposed himself to LSD and similar drugs. Thus
his amnesty will often result in his sweeping the floors instead
of doing his skilled job.

On top of all this there is the most serious problem of all —
the alcohol problem, bringing with it decreased efficiency at
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work, increases accident rate, broken families, cirrhotic liv-
ers, violence and personality changes. The alcohol drug is
legal, though dangerous to some. But other drugs, sometimes
more dangerous and sometimes less so, are definitely illegal.
The user of the illegal drug feels bitter in the extreme that the
establishment colonel can have his particular pet (and poten-
tially dangerous) drug like alcohol or nicotine, whereas he
(the user of the proscribed drug) may not. This fact produces,
quite naturally, alienation — which is, to say the least, a bad
thing in any highly integrated society.

It is clear that we have on our hands a pharmacological
problem, but one which is inextricably mixed up with human
and psychological complications. The fact is that the whole
problem of drug abuse is almost hopelessly complicated. Yet
we believe from our own experience that there are, in spite of
the complexity, relatively simple, practical solutions. This
being the case, one can scarcely expect this particular barrel
of beer to be homogeneous. It is highly stratified, to say the
least.

May the author then suggest, in all humility, that the partic-
ular beer and fare offered in this book cannot be sampled on
the one drop basis without grave risk to the value of the whole
menu and the reader’s digestion. It is intended that the aperi-
tif be taken at the beginning, in chapter one. The red and the
white wines are offered towards the middle, and the coffee is
served at the end. Cheating the cook by sipping the closing
coffee at the beginning, mixed with aperitif, can have unpleas-
ant reactions even (and perhaps especially) on the trained
palate! A sequence of menu has to be offered to treat a sub-
ject such as that of drug abuse. Destruction of the sequence
will destroy the work of even the best cook, who has had the
palate and the digestion of his dinners assiduously in view in
working out his varied but easily spoiled menu sequence.
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CHAPTER |
THE DRUG CULTURE AND ALIENATION IN SOCIETY

We all know that Western society is passing through an
unprecedented wave of drug culture. But not everyone seems
to be able to give a coherent account of any real, concrete,
causative reasons that there might be behind society leading
towards drugs so suddenly. For drugs of most types, including
the psychedelic ones, are almost as old as man. Yet it is only
recently that affluent Western society has become a hotbed for
the epidemic growth of psychedelic and other drug cultures.

We have not forgotten about the use of cannabis (psyche-
delic drug) in ancient and modern societies, particularly in the
Orient. We certainly have not forgotten that the West’s most
serious drug problem is still alcohol. Both opium (opiates)
and hashish (psychedelics) were popular in ancient Chinese
cultures. Cannabis preparations have been as popular in India
in the past and today as tea is in England now. We realize too
that heroin and cocaine cultures have long existed in the big
cities of the West. The mescaline (psychedelic) type of drug is
still an integral part of the religious culture of certain
American Indian tribes, and is officially allowed by the
United States government for this purpose. The natives of the
Andes chew cocoa leaf (cocaine) as an anti-fatigue drug, just
as the Westerner will drop an amphetamine for the same end.
However, specifically psychedelic drugs are relative newcom-
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ers to Western culture. This in particular is the new and strik-
ing factor in Western drug abuse.

PsYCHEDELIC DRUGS

Western culture (in contrast to certain Oriental cultures) has
developed to an unprecedented degree of complexity and
prosperity until recently without the use of psychedelic drugs
being an integral part of its way of life. Again, we realize that
alcohol and nicotine have long been a part of Western culture,
but neither of them are psychedelic in nature. Western culture
developed by and large without the use of psychedelics.
Indeed, the West has got on quite well without the use of
drugs for its cultural purposes, excepting, as noted, for nico-
tine and alcohol. Its medicine has used practically everything
in the way of active substances for drug purposes, perhaps
more than any previous culture. But, in general, Western cul-
ture has made almost no use of specifically psychedelic drugs
for non-medical ends. And in this point it has differed from
many Oriental cultures — and religions.

Generally speaking, the Establishment in the West regards
the cultural use of drugs (excepting nicotine and alcohol), to
say nothing of their religious use, as rather primitive, disgust-
ing and perhaps decadent as well. Many regard such drug use
as a reversion to primitive, oriental native practices, and
prophesy doom on the modern Western drug culture as a
result. The Western Establishment certainly feels threatened
by the new phenomenon. In fact, the threat to its own order is
taken so seriously that widespread international policing
schemes costing millions of dollars yearly have been worked
out and put into practice.

These schemes try to stop the drug sub-culture from func-
tioning by cutting off the supplies of the drugs it needs to sur-
vive. And yet about half of all American college students
today have had personal experience of at least the mild psy-
chedelic marijuana or hashish. A large number use it on a reg-
ular basis, in spite of the serious complications which can
arise with the law if they are caught with the drug.!
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But precisely why does the Establishment feel itself so
threatened by this new epidemic psychedelic drug culture
when its old alcohol problem is worse? There are many very
good reasons, of course, but one is surely that we often fear
what we do not understand. the lack of comprehension of the
meaning of the (for Western culture) new psychedelic drug
epidemic, as evidenced by the widespread use of the relative-
ly new social drug marijuana, certainly plays a part in the gen-
eration of the fear and panic at present being manifested by
the Establishment, and as evidenced in the draconian mea-
sures it has been working out against it and putting into prac-
tice.

Again, we are not speaking of the older types of drug cul-
ture involving heroin and cocaine, which may produce serious
drug dependence or other toxic consequences. This type of
drug abuse is, medically and sociologically speaking, certain-
ly grave in its consequences. Nor are we speaking of “speed-
ing” which, as everyone knows, kills. We are speaking of the
extraordinary fear of mild psychedelics such as marijuana.
Plain fear often leads to unreasonable actions on the part of
the fearful. What could better illustrate the consequences of
unreasonable fear than the imposing of ten or even twenty
years imprisonment for mere possession of a non-habit form-
ing drug which is relatively non-toxic if not used chronically,
while at the same time legalizing a quite toxic habit forming
drug like tobacco, which produces not only circulatory and
pulmonary disturbances but is also associated with cancer of
the lung when used chronically? Why legalize a drug like
alcohol, which is not only very powerful and may produce in
certain people severe personality changes together with liver
cirrhosis, but is also habit forming? Both alcohol and tobacco
are quite dangerous dependence producing substances, while
the relatively new social drug is not. The toxicity of tobacco
is now so well established that the Surgeon General of the
USA has had to order a reference to that fact to be printed on
every packet of cigarettes.

The question we shall have to examine in the following
pages is whether fear of the new drug is justified or not.
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Without wishing to anticipate the following chapters, it can be
fairly stated that almost all social drugs would be better avoid-
ed if possible. Let us use drugs to correct pathological condi-
tions that can be corrected by drugs. We have been, however,
so anxious to avoid the introduction of yet another toxic fac-
tor to our social environment that marijuana is certainly over
much feared. As a consequence, propaganda against the drug
has been produced to such an extent that the youngsters with
practical experience of the drug just laugh at it, and believe it
no longer. Of course, toxicity is present, but this fact has not
been presented in an unbiased, credible and acceptable way.

MARIJUANA EFFECTS AND THE MILITARY

Military commanders whom I have consulted concerning
drug abuse are worried about the social use of drugs in their
commands. Of the GI's in Europe I have spoken to confiden-
tially on drug abuse, some 70% had psychedelic drug experi-
ence. 20% of the men who came to me after demonstrations
in Europe had psychedelic drug experience on the same day
that they came to me. Yet, in spite of this and its seriousness
in affecting certain aspects of the efficiency of military com-
mands (to be discussed later), the colonels and generals have
usually informed me that what worried them even more than
the social use of hashish was plain alcohol abuse. It was caus-
ing violence and personality changes as well as car and other
accidents. The general opinion was that while marijuana and
hashish amotivated the men, made them passive, at times
slovenly (though not always), while sometimes producing the
“omnipotence syndrome,” alcohol was the most acute prob-
lem in causing positive social harm. The fact is, of course, that
the Establishment has legalized its own particular drugs, alco-
hol and tobacco, while forbidding the “new” social drug
cannabis. This fact causes resentment and alienation among
the younger members of the new psychedelic drug culture,
who feel they are being discriminated against. This resent-
ment comes out especially on days when the military com-
mander celebrates some feat of athletics, or some good result
of an inspection in which his command has turned out well.
In his magnanimity he orders free beer for all! Naturally
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enough the young marijuana users, who sometimes do not
appreciate beer and alcohol, feel hurt that the Establishment’s
social drug is doled out free as a reward, while they are threat-
ened with dire disciplinary action if they are caught using
their own social drug.

The fact is that the Establishment drugs, alcohol and tobac-
co (both of which are quite toxic as well as dependence pro-
ducing from a physiological viewpoint, while one, alcohol,
causes personality changes as well) are permitted, although
society would probably be much better without either of them,
while the social drug of the “new” subculture, cannabis
(hashish, marijuana) is banned. Furthermore, the
Establishment has obviously invented all sorts of scare stories
to frighten the new subculture away from its social drug of
choice. Of course, those with experience of their drug just
laugh in the face of the scare mongers, whose stories do not
line up with their own experience. The resulting credibility
gap leads to alienation between the cultures. The establish-
ment and the new subculture do not take one another serious-
ly any more, which is, to say the least, a bad thing. For alien-
ation between layers of society disrupts that society. One only
needs to note the success of a book like “The Greening of
America” by Charles A. Reich,2 describing this alienation, to
understand the process. The book has certainly caught on and
its message of alienation is spreading rapidly.

In addition to this threat of pure alienation resulting from
differing views on drugs and their culture, there comes a sec-
ond, even more disconcerting threat to the Establishment. It is
the threat of a flourishing subculture in its midst which has
diametrically opposed ideals and aims in life to its own. The
ruling Western culture has always worked on the principle and
ideal of merit based on personal competition. Competition
between individuals and merit have always been the basis of
American and Western industry and society. From its merit
and competition based industry, America has supplied the
world with goods and become wealthy and prosperous in the
process. The new drug culture, however, generally rejects the
whole concept of competition, especially that based on per-
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sonal competition. Deridingly, it dubs the Establishment a
meritocracy. Accordingly, the new culture is interested in ban-
ning all competitive examinations at school, college and in
industry. A good treatment of the whole subjects is to be
found in Charles A. Reich’s book mentioned above.

This attack on competitiveness, if it is successful, must have
grave consequences for a society whose whole business,
political and academic structure is squarely based on compet-
itiveness. The effect on the military will be just as marked, for
the system of military promotion is based on just the same
principle. Its removal would damage the military power of the
Establishment. Thus, a foundation stone of Establishment
society which is, in the last analysis, founded on military and
police force, is being attacked. No wonder, then. that fearful-
ness abounds where the new social drug is concerned.

What is to be put in the place of competitiveness in society’s
hierarchy? The answer is simply that everything is to function
on the basis on non-competitiveness. Expressed otherwise,
laissez-faire, just let things drift, they will sort themselves out
all right in the end. If we consider, in the light of the above,
the fact that precisely the social use hashish in Oriental cul-
tures over centuries has accompanied just this same attitude of
lethargy, laissez-faire, amotivation, we have cause for serious
thought. Hash and cannabis in fact generally produce and
reinforce the symptoms of lethargy and non-competitiveness.

The attitude of the new drug culture to science also differs
from that of the Establishment. There has been in most
Western cultures in recent years a quite massive turning away
from science and technology. One can understand this swing
when one remembers that it has been science and technology
which have been used to fight the two most destructive wars
in history, while producing at the same time the “consumer
society.” It has been science and technology which have given
the Establishment the power, at home and abroad, with which
to rule over others. the race to the moon highlighted the fruits
of scientific and technical superiority. Western technology
and Western medicine certainly demonstrated their superiori-
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ty over their Communist counterparts in this race. They got
men to the moon and back safely many times, whereas the
Communists did not succeed even once.

But things are changing today. Science and technology are
waning in their reputations. Allegedly they destroy our envi-
ronment. They are certainly no longer worshipped. Indeed,
they are hardly even respected in some circles now. This shift
in wide sections of the public in the United States has even
cost the country the doubtful advantage of being the first into
the market with a supersonic passenger aircraft. Certainly the
members of Charles A. Rich’s Consciousness III are with this
swing away from science and technology as ends in them-
selves — although the members intend to use science and
technology to build up their own paradise on earth.

But the swing away from science and technology even in the
Establishment is here. Consciousness III is right in the center
of this swing. The older generation knows that its power rests
in its own use of science and technology for its own ends, for
they consolidate their own power over the culture. If, howev-
er, Consciousness III could corner the application of some of
the power residing in science and technology, then the
Establishment’s power would be reduced. The Establishment
therefore fears Consciousness III when it calls for science, as
a means to Establishment might, to be unceremoniously
thrown out.

RESEARCH AND PSYCHEDELIC DRUGS

But again, why the swing away from science? Many exam-
ples could be cited to illustrate the reasons for this swing, but
let us take one that will be of interest to those concerned with
the meaning of the drug culture.

Dozens of articles are now appearing in scientific literature
describing the pharmacological, physiological and psycholog-
ical effects of taking tetrahydrocannabinol and other drugs
which alter the state of consciousness (ASC drugs). These sci-
entific research projects have usually been very well endowed
with Federal, that is, with taxpayers’ money. Their authors get
promoted in their scientific careers for having been entrusted
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with the often lavish grants. The more money received, the
greater the degree of promotion that follows and the more
important a person the grantee is — whether he wastes the
money or not!

When the work carried out comes up for publication, its sci-
entific content can usually be summed up in terms of the
measurement of increases in heart rate, reddening of the eyes,
increased appetite and (often) difficulty with memory, after
smoking marijuana. All this information is tied up in some-
times rather superior scientific jargon, giving involved
accounts of responses to I. Q. and other tests to which volun-
teers were submitted while they were stoned. Usually there
are remarks to the effect that no acute or chronic toxicity
could be observed, owing to the short term nature of the par-
ticular test.

Now the young regular user of marijuana or other ASC
drug, who is quite likely to be an intelligent college student,
on reading expensive solemn scientific reports of the above
nature on the effects of getting stoned, either simply laughs
with genuine mirth at them or he sneers at the obviously
incredibly low 1. Q. of Establishment science manifested in
setting about the problem of investigating marijuana. For
every line of the jargon on the report betrays to the amused
marijuana initiate that the poor Establishment scientist has not
the slightest notion of what being stoned is all about.3 Being
stoned has precious little to do with pulse rate, red eyes,
appetite or even with memory! Thus science becomes slight-
ly ridiculous in the adept’s eyes. It measures blood pressures
and pulse rates as a valid measure of being stoned!

For the marijuana initiate, the slight rise in pulse rate with
no perceptible change in blood pressure, the increased
appetite, the reddening of the eyes and the difficulty with
memory under the use of cannabis are the merest of mere
irrelevant side effects which have nothing whatsoever to do
with the meaning of the psychopharmacology of cannabis and
getting stoned with its help! Who but a prepubertal castrate
would ever go about investigating or describing the meaning



The Drug Culture and Alienation in Society 15

of orgasm in terms of increased appetite, reddening of the
eyes and maybe increased pulse rate? And, says the marijuana
initiate, who would ever try to describe the ecstasy, the mys-
tical union, the rapture, the space and time transcendency and
trans-personal knowledge experienced by the stoned adept in
such terms as blood pressure, increased appetite and conjunc-
tivitis? He concludes, therefore, that the present
Establishment culture has “prepubertally castrated” the
humanity of the Establishment and its science, thus robbing
them for ever of the experience of the rapture mediated by
ASC drugs under some conditions. Rapture is not measured
in terms of mere blood pressure, though rapture may alter
blood pressure!

So the marijuana user is, on reading the scientific investiga-
tions on his drug of choice, just confirmed in his view that
Establishment society blindly fears him and his culture just
because it does not, indeed cannot, understand either. It does
not know anything about the beatific vision of the psychedel-
ic peak — just as the prepubertal castrate knows nothing of
the hidden world of sex and its heavens or hells! The very fact
that the “scientific castrate” is asked to investigate ASC drugs
without understanding altered states of consciousness, just
confirms the drug initiate in his view that the old forms of
society are incorrigible as well as ignorant. By their own stan-
dards, he argues, they ought to be at least competitive and not
just waste millions of their own taxpayers’ money on foolish
attempts to elucidate something they know precisely nothing
about first hand. Our “prepubertal castrate” could describe
sexual intercourse and its joys better than they will ever
describe the psychopharmacology of being stoned — that is
their view.

This means that the adept has become convinced that noth-
ing much can be done to help a society and its science so inca-
pable of understanding the new ASC drug culture. Thus the
alienation gap between him and the society that bore him
widens. He begins to despise his rulers and their scientists as
his rather ignorant adversaries so much that he will risk huge
fines and imprisonment by continued drug use. He feels sure
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that the enemy fires will, in the course of time, burn them-
selves out — as they always have done when new knowledge
appeared. The initiate will even risk his personal career to
obtain the “in” feeling, the ecstasy, rest, peace and beatific
vision of the ASC drug about which his peers and surround-
ing society know nothing — and want to know nothing. He
becomes a member of an esoteric society in “barbarian”
enemy territory.

Thus one can begin to understand the alienation which char-
acterizes relationships between the Establishment and the new
drug subculture. Communications are progressively deterio-
rating. In the end the young adept just drops out in despera-
tion or disgust, simply giving up the hopeless job of trying to
get the others to see his point — and allow him his drug expe-
rience. When he does this, the Establishment promptly does
him one further injustice by saying that the whole exercise of
dropping out is just one of “escapism”. If it is really an escape
to transcendence and ecstasy from the rat race, who can blame
the young adept?

THE SWING TO PSYCHEDELIC DRUGS

The Establishment does not, then, really understand why the
younger generation is taking to ASC drugs. It thinks it knows,
maybe, why people take to alcohol. For alcohol is an anes-
thetic (as well as, in very low dosage, a tranquilizer) and, in
high dosage, with it a man drowns his troubles in oblivion
after he has experienced his initial “high”. The same applies
to other dependence producing drugs such as the opiates,
including heroin, morphine, codeine and the barbiturates.
They offer a pleasant way of anesthetizing oneself and reach-
ing a pharmacological “nirvana”. The end of the drinker’s
booze up is unconsciousness under the table. And the end of
the heroin addict’s spree, after a “high” which he could only
really obtain in the early stages of addiction, is “coasting” or
“going on the nod”, that is, anesthesia, analgesia.

But the younger generation does not possess the same tastes
in drug experience as the older generation. The younger gen-
eration wants really to experience more, not less — not anes-
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thesia, such as the older generation wanted. It does not want
oblivion, but more and new consciousness. In fact, the
younger generation wants not only increased consciousness
but changed, altered, increased and transcendent conscious-
ness — that is, a better and altered state of consciousness, not
the unconsciousness of the older generation.

The Establishment today knows little even about the
changed consciousness state which occurs by means of reli-
gion and religious exercises without drug use. It rarely, if ever,
fasts and prays, perhaps, as little as it decently can. It there-
fore does not know even the “natural” changed consciousness
state of transcendent experience such as is regularly enjoyed
in and after Christian conversion, and about which a good
minority in any Western society knew and had experienced
practically and personally in generations gone by. There was
always a reservoir of individuals, particularly in England and
the United States, who knew first hand about “all things
becoming new for him who is in Christ.”4 They knew from
personal experience that the words of the hymn were express-
ing true experience when a man saw the “sky as never so blue
and the earth as never so green” after the mystical union with
Christ in conversion and full surrender.

NATURAL ALTERED STATES OF CONSCIOUSNESS

Thanks to the superficial, mass preaching of the “gospel” in
Western countries, which often consists of more soul “mas-
sage” than of real repentance followed by real mystical union
with Christ, this reservoir of “natural”, religious ecstatic
“high” experience has largely disappeared in our culture — at
least in Continental Europe this is the case. Very few individ-
uals today know much about the mystical experiences
described by the prophets of old, including the Biblical
prophets. If they do, they are too often classified as “sectari-
ans” lacking in sobriety. There are two most important conse-
quences of this state of affairs which we must now examine.

In the first place the general public has gradually come to
regard any “natural” mystical experience and altered state of
consciousness as a sure sign of approaching insanity. It knows
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nothing of such states itself, and therefore rejects them with
disgust in others. It forgets, of course, that day dreaming as
well as ordinary night dreaming both belong to the category
of the altered consciousness experience which it reflects.
Nevertheless the reaction is only to be expected, for most peo-
ple have a tendency to reject what they do not understand and
have not personally experienced.

The second matter is more important. From experiments on
dreaming coupled with rapid eye movement (REM), we know
that the altered state of consciousness known as dreaming at
night is helpful in maintaining normal sanity. Steal a man his
dreams (ASC) by waking him every time he betrays that he is
dreaming (that is, in an altered state of consciousness) by
showing REM, and after a few days, or at most weeks, he will
become abnormal, restless and slip into an anxiety state.’ That
is, the ASC state known as dreaming is vital to mental health.
It would seem that religious mystical experience, representing
(like dreaming) an altered state of consciousness). And the
Bible promises to make him whole (mentally and physically)
in providing him with just these joys now and for evermore at
God’s right hand.6

If, now, a whole society reaches a state of starvation and
deprivation with respect to transcendent joy and ecstatic expe-
rience, which are essential to it, that society will become sick
and therefore attempt to get what it needs in the way of ASC
by any available means. Thus, our present materialistic soci-
ety is a sick society suffering form lack of transcendent (non-
materialistic) experience. As such it will try to satisfy this
deprivation either by getting natural ASC in religious revivals,
such as we see in the Jesus people and other movements, or in
unnatural, synthetic opiate or psychedelic drug experience.

Our current European religious leaders do not give much
evidence of knowledge or even wisdom concerning ASC. The
result is that parents have never been in a position to introduce
their children to these matters — for the simple reason that
parents themselves have seldom had any such experience and
cannot therefore pass it on to their offspring. Thus, not only
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the older generation, but the younger one too, is desperately
deprived in this area. The more adventurous of them go off to
the ASC drug culture (usually not the opiate, barbiturate or
alcohol culture) to find out about the sources of experience of
this nature for themselves. It would be ridiculous to suppose
that youngsters do not exchange notes on their ASC experi-
ences under psychedelic drugs. If one talks about beef steak
to a starving man, his desire for that form of nourishment is
going to get ravenous. As soon as the starved, deprived young
man or girl of the rat-race hears of transcendent experiences,
a bell is rung in his or her psyche and both know that this is
for them.

Aldous Huxley, in his famous book entitled, “The Doors of
Perception”, brought to the notice of a wider public how he,
following the example of some orientals, had obtained his
transcendent ASC ecstatic experience by means of psychedel-
ic drugs. Such experiences are just what the younger genera-
tion has long been looking for — as indeed Huxley himself
admits — starved as they have been of transcendent joy by
having known little but the rat-race run by their fathers and
mothers before them. Their purely materialistic upbringing in
homes, schools and universities had taken good care of this
for generations. They discovered, therefore, just what they
needed when they sensed what Huxley’s experiences
undoubtedly helped to touch off; the psychedelic drug epi-
demic in the West, for the circumstances — scientific materi-
alism for a century — were just ripe. A transcendentally
deprived generation was, quite unconsciously, just ready for
the psychedelic drug to give him the “religious” experience of
which he and two or three generations before him had been
starved. Thus, the ASC conflagration is great. The hay was
dry and the spark, the drug (LSD, Mescaline, Hashish,
Psilocybin), was handy.

SUMMARY

In summary we conclude that some of the alienation exist-
ing between the generations arises at least partially from the
fact that the older generation needs the joy and ecstasy of
ASC but has not found out how to get it in the normal healthy
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channels of religion or culture. For this deprivation the reli-
gious and cultural leaders are doubtless at least partly guilty.
The result has been that a joy-deprived generation has arisen
which genuinely is at a loss to know how to supply what both
it and its children desperately need — real joy. A vastly mate-
rially wealthy older generation is desperately poor in quality
of life — poor but not in gadgets, telephones, radios, TV,
music, food or clothing, but in quality of experiential living.
It is literally stuffed full of goods but starved of meaningful
transcendent joyous experience of life. The consequences are
the malaise and alienation which afflict all aspects of life in
well-to-do, affluent society.

The younger generation, being the heir of the older genera-
tion, is of course, deprived too. Its science has robbed it of any
belief in the transcendent or Divine at all — Darwinism and
Neo—Darwinism have long since taken care of that. In the
East, the official state religion is, in fact, atheism, based
entirely on the Neo—Darwinism developed in the West. But
even though our generation thinks it cannot believe in God, it
is nostalgic after transcendency, eternity, meaning and beauty.
This nostalgia has made it sick, as it were, unto death. Parents
and teachers cannot supply the medicine of eternity it needs,
so the young people turn to drugs to help them out. The older
generation seeks a solution in drowning consciousness and
nostalgia in alcohol, opiates, nicotine and barbiturates, while
the younger generation guesses better what is wrong with it
from simple deduction. It has tried the remedy offered — syn-
thetic ASC — and finds that it works and meets its needs,
even though there may be some undesirable side effects.

However, due to the current alienation between the two cul-
tures — for that is what it amounts to today, a culture alien-
ation — the older generation thinks that the youngsters are
going to the dogs because it equates ASC drugs with opiates
like heroin or with amphetamines or barbiturates. It has no
means of understanding the youngster who experiences an
ASC by the use of psychedelic drugs, because it has never
experienced for itself a natural, genuine altered state of con-
sciousness of any kind — except that of dreaming or day
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dreaming, perhaps. The problem is the same as we have
already mentioned. A prepubertal castrate cannot appreciate
the joys of sexual intercourse for the simple reason that he is
by castration a deprived person and cannot have that experi-
ence. No amount of explanation is going to really help him to
understand the joy of sex either. Similarly, our culture is
almost exclusively materialistic, and as such has therefore and
thereby “castrated” man of the very idea of the transcendent
and its ASC.

‘THE REACTION OF SOCIETY

The reaction of society to the ASC drug culture is pre-
dictable. It does not understand. It cannot understand. It has
been “castrated” from having been deprived of natural ASC
for too long. Since it cannot understand because it has no per-
sonal experience, it therefore fears the secrets of others. It
warns about the ‘killer drugs” and tries to scare the young-
sters off their ASC drugs, which it confuses with opiates and
barbiturates.

Of course, it is absolutely useless for society to adopt this
attitude. For society itself knows that scaring rarely is effec-
tive. Every pack of cigarettes smoked by society in the USA
and UK today is marked with “Cigarette smoking may be haz-
ardous to your health.” Yet people risk cancer of the lip and
lung by smoking. Scaring does not work. In fact, manufactur-
ers use the government toxicity warning as an advertisement
today to prove their tobacco’s potency!

Let us face it, the tranquilization produced by tobacco is, in
their own view, worth the risk of a terrible, agonizing, chok-
ing to death by drowning in one’s own blood as a result of
lung cancer. I myself have seen relatives visit patients dying a
shocking death from lung cancer, and immediately after leav-
ing the bed of agony, disgusting agony, light up a cigarette
themselves. Why try, then, anything as ineffectual and fatuous
as scaring, to combat the drug culture? To resort to scaring
shows that the scarer believes the persons he wants to scare
are often more rational than the scarer himself is! For scarers
of ASC drugs are often smokers themselves, and only a quite
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small minority do allow themselves to be scared out of ciga-
rette smoking. How can we expect the marijuana smoker to
react differently or more rationally than the cigarette smoker?

It is, then, quite useless for the Establishment to warn and
scare about “blowing one’s mind” by using ASC drugs. The
adepts know more intimately about this than the
Establishment. Yet they are still willing to risk it for the sake
of the transcendent experience and “El Kif” (the great peace)
which they do not know how to get except by their drugs.
They are, in fact, experimental idealists, taking the calculated
risk of psychosis by ASC drugs in much the same way that the
ordinary person takes the risk of air travel, tobacco smoking
or alcohol drinking. The air traveler does what he can, insures
himself and so on. So does the ASC drug user. He often car-
ries thorazine in his pocket to abort a “bummer” if necessary.
But the fact that some people do get psychotic, irreversibly
psychotic, influences the adept about as much as the fact that
people do get killed, horribly killed too, in airplane accidents.
When the ordinary traveler wants to go some place in hours
instead of weeks, he will take upon himself all the risk of air
travel for the sake of convenient and rapid transit. Nobody
labels him as mad for taking such risks. The psychedelic drug
user takes the same kind of risk in order to get the “travel”
(trip) he so desperately wants but cannot get in today’s reli-
gion and culture — the trip into the transcendent.

We must remember, however, that the ASC adept does
regard the Establishment as totally mad for being willing to
carry on in the deadly boring rat-race (“castrating” with
respect to transcendency) year after year with no prospects of
reward in the shape of transcendent joy and ecstasy. Thus,
when each side regards the other as mad or hopeless, the
chances of productive communication are very slim indeed.
One can see this clearly in the attitude of chief executives who
receive expert medical reports on the relative harmlessness of
the cannabis type of drug, recommending legalization in the
same way as for tobacco, alcohol and other drugs. The answer
on the part of executives has been to date more or less that of
“over my dead body” before cannabis is legalized. Reason can
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play no role as long as both sides suffer from a real break-
down of communications which is largely due to fear and
ignorance on both sides. And so the alienation and communi-
cations breakdown continues.

DRUG AVAILABILITY AND TURKISH OPIUM & HASHISH

A further exacerbation of the alienation between the cul-
tures in our society is being caused by the Establishment pol-
icy on drug availability. The Establishment theory is, and
always has been, that if drugs are not available, then people
will not be able to take them. A quite masterly and compelling
piece of simple logical theorizing. The United States govern-
ment is totally committed to this example of supreme logic
and has accordingly offered to pay the Turkish government, to
judge by radio reports, some $35 million per annum to subsi-
dize the Turkish peasant not to produce the poppy for opium
any more’, and so to make heroin and morphine not available.
there was a crisis at the time in Turkish government circles
over just this problem. The Turkish peasant is, however, sim-
ply unwilling to give up the growing of the poppy because it
is, firstly, lucrative, and secondly it is in his eyes medically
highly useful. He knows full well that morphine is easily con-
verted into heroin which is then abused. But he also knows
that few synthetic morphines can approach morphine in gen-
eral medical usefulness, especially in the last stages of cancer.
The peasant usually does not himself abuse the opium he pro-
duces and does not see why more advanced cultures than his
should either. He certainly does not see why he should stop
producing opium just because some Americans in far away
America abuse heroin, while few Turks do.

One Turkish laboratory assistant of mine once said to me,
albeit with a twinkle in his eye, that he was seriously thinking
of writing to Detroit to request the motor manufacturers there
to stop producing their annual crop of new high powered cars.
These cars were dangerous and were being mortally abused
by the simple Turks who just could not manage them. He was
willing to pay the people at Detroit three billion Turkish
pounds annually to halt the production of these powerful cars
which were causing thousands of Turks, young and old, to die
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in car accidents related to the abuse of Detroit—made cars. The
use of these cars was, additionally, “addictive,” people just
could not leave them alone! If the cars were not available in
turkey, the people could not abuse them there! This was his
simple but entirely compelling logic!

An American professor, who happened to be in my office at
the time, protested and said that the answer lay not in stopping
the production of high powered Detroit-made cars but in the
teaching of the Turks how to use them properly and how to
stop abusing such useful products! Whereupon the Turks just
roared with laughter, and between gasps of merriment at hav-
ing been so subtle as to exceed the faculty for humor of the
American (who was not amused but very puzzled) they
explained that their point had been that his American coun-
trymen ought to be taught how to use and not abuse high pow-
ered Turkish opium — and, for good measure, hashish too!
Both Fords and papaver somniferum are useful products but
both need people who can use them properly for the maxi-
mum advantage of society! Perhaps Western culture need not
so much forbid useful drug production, but rather learn how
not to abuse it!

The fact is, of course, that the apparently simple piece of
logic: “make a drug not available and it will not be abused” is
not so simple. Anyone who has studied the history of
Prohibition should know that. The whole idea behind that
noble effort to cure the alcohol problem was based on just that
simple piece of transparent logic. Make alcohol non-available
and it will not be abused!

The difficulty is that this simple logic does not work out in
practice. The reason is the following: Once a “needed” drug
and its “useful” effects (the effects of alcohol or nicotine for
example) are widely known, having been experienced by
many, there will be a strong demand for that drug. If, now, the
authorities decide that the drug is harmful and therefore, in
order to protect their people from themselves (which all
authorities must do), make it not available, then that drug
becomes automatically an even more desirable product and its
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price rises. If the price rises, then the distribution of the for-
bidden drug becomes more profitable. The stricter the regula-
tions become against traffic in the drug, the higher the drug
price and the greater the incentive to push it. The drug
becomes more and more interesting and costly. Man, in his
present state of mind, will usually be quite unable to suppress
his desire for quick and high profits. So Prohibition had the
direct effect of increasing the price of alcohol as well as
decreasing its purity and therefore safety. It certainly did not
make alcohol unavailable.

Thereupon the authorities increased the police force in an
effort to enforce the non-availability of alcohol. This merely
increased the organization of the rum runners in their efforts
to circumvent the work of the police. In the end the nation
became (with slight exaggeration) a nation of cops fighting a
nation of rum runners. This battle absorbed far too much
energy in society, so that the nation began to suffer under the
shocking consequences of the transparent piece of logic:
“make a drug non-available if one wants to stop its abuse.” It
was on the profits of rum-running that the crime syndicates
and the gangsters based their nefarious activities — and suc-
ceeded in corrupting the police too!

Cannabis sativa (hashish, marijuana) has become widely
known and used as a social drug, replacing to some extent
alcohol and tobacco. The toxicity of all three drugs are differ-
ent. Both alcohol and tobacco are productive of addiction
(dependence both physical and psychological) whereas
cannabis sativa is allegedly not. Alcohol will produce a cir-
rhotic liver and delirium tremens, tobacco will produce circu-
latory disturbances besides cancer of the lip, gum and lung.
Cannabis sativa may produce flashbacks (especially with
LSD), psychosis, synaesthesia and conjunctivitis. All three
drugs are, in my personal view as a pharmacologist, better
done without, for there are other ways of getting the desirable
drug effects of all three drugs by non-drug means. but to try
to control any of the three drugs mentioned, all of which are
well known and their pharmacological effect considered by
many as desirable, by making them simply non-available, will



26 Causes & Cure of the Drug Epidemic

produce the identical effect of non-availability seen with
respect to alcohol during Prohibition.

In fact, one sees this already in the case of marijuana. In
spite of superhuman efforts on the part of the police to make
it non-available, half of all college students in the USA have
smoked it, and a good percentage do so on a regular basis. The
horrendous penalties for being caught in possession have
done little to stop either availability or smoking. Perhaps the
penalties have actually increased abuse. For the younger gen-
eration likes a thrill — and enjoys baiting the man (tyrant?)
who relies on force to rule instead of intelligence and reason.
Besides this, non-availability of one drug leads to abuse of
another. Drug users habitually swap one drug for another
according to availability.

If non-availability does not work in controlling drug abuse,
what method can be tried? It is fairly clear that, to date, prac-
tically no methods of control for ASC drugs are known or
applied except the non-availability and punitive ones. There is
no known social or pharmacological method of curing a man
or woman of marijuana abuse. One is not physically depen-
dent upon it, and many believe that there is little psychologi-
cal dependence either. There are no withdrawal symptoms
upon stopping smoking hashish, and certainly none on with-
drawing LSD. Perhaps a majority try marijuana and then drop
it altogether. Others smoke it for longer periods and then
“mature out”. But there is, as far as I am aware, no means of
“treating” or “curing” a person who gets his pleasure from
cannabis or other type of psychedelic drug. For he is not
addicted or dependent. What can or should one treat medical-
ly? The cannabis user may get amotivated?, lethargic and even
drop out. But that would seem to be a social problem as well
as a drug one. Thus, if drug availability reduction, iogether
with punitive measures do not stop the ASC drug epidemic,
what will?

From these observations it is pretty sure that “stopping”
drug availability and increasing punishment will probably
merely exacerbate the problem. So what have we left on hand
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with which to treat the problem? The answer is that since the
problem is primarily neither medical nor pharmacological, we
have only the individual and his personal problems as such,

that we can treat. What about treating him as a person

ri f real in life? t t treati

his affluence and materialism? For psychedelic drug epi-
mics ar 1 iat ith both affl materi-
alism. About this we shall have more to say later.

Non-availability and punitive measures are being applied to
control the opiate and barbiturate epidemic too. The fact that
the method is not doing very well is proved by the figures on
opiate and barbiturate addiction published regularly in most
Western countries. The same applies to abuse of the amphet-
amine type of drug.

This being the case, we may well ask what can be done? The
following chapter will deal among other subjects with some
pharmacological and other possibilities.
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CHAPTER 11
PHARMACOLOGICAL CONSIDERATIONS OPERATING
IN DRUG ABUSE

CURRENT DRUG ABUSE

The current drug epidemic is merely one symptom of the
general malaise afflicting Western society. The phenomenon
is widespread and complex. Simple answers should, accord-
ingly, not be entertained. Like most disorders of an organic
type, drug abuse is in some sort of equilibrium with the soci-
ety on which it nourishes itself. This means that society will
influence the drug epidemic and the drug epidemic will in its
turn influence society. Again, this means that the type of soci-
ety in which drug abuse is taking place will modify the type
of treatment to be prescribed. For example, treatment of drug
abuse in a hierarchical, chain of command type of society
such as is found in the military, will be different from that
possible in a democratic society where commands cannot just
be given in the knowledge that they will be obeyed. A gener-
al can have every soldier searched for drugs twice a week. But
one cannot do that to free citizens and get away with it in a
democratic free society. So social circumstances certainly will
modify the type of measures taken to get a society off drugs.

In the West we have to deal with the democratic way of life,
so that even the police have to be careful about trespassing
against the citizen’s liberty too much, even when they are
dealing with illegal drugs. Theoretically at least, the people
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are sovereign, not the police. This brings with it the fact that,
again theoretically, the laws that are made reflect the wishes
and will of the people of the society making them. The con-
sequences of these facts are quite grave in so far as drug abuse
is concerned, but are commonly overlooked by our rulers. We
must look into some of these consequences.

Ideally, a free democratic society decides to make and abide
by laws which are good for it and will benefit it. Stealing,
lying, murdering and embezzling are damaging to society at
large, so that the laws of society will proscribe such practices.
Minorities in society will not normally protest against a
majority which passes laws against practices as damaging to
society as those mentioned.

However, there are other practices which are not so clearly
cut as being bad or good for society. For example, the United
States before and during World War I developed and acute
alcohol problem, so that society there decided to do some-
thing about it. The majority opinion concluded that the best
way to solve the alcohol problem was the one we have already
mentioned, which was quite simple: make the drug (alcohol)
simply not available, then people could not abuse it and get
drunk. On this simple piece of logic, as we have noted before,
Prohibition was founded.

Apart from not solving the real problem in the least (the
psychological need for alcohol and the removal of the need)
the social consequences of that piece of simple logic were dis-
astrous. Prohibition very nearly turned the country into a
nation of cops and rum runners, besides reducing the purity of
alcohol, thus causing generalized toxic reactions up to and
including blindness. At the same time it denied to the majori-
ty of citizens a pleasure which was, to them, harmless.

Take the question of abortion as another example of the role
public opinion plays in law-making in a democratic society. A
generation ago, life in the womb was considered to be sacred;
abortion was permitted only under urgent medical indica-
tions. Today, as a result of the loosening of sex relationships
and the general loss of appreciation of the Christian meaning
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of sex, abortion — that is, in some cases, the carving up of the
living fetus in its mother’s womb — is permitted and general-
ly practiced for no other reason than that the mother and
father have said “yes” to sex but “no” to its natural conse-
quences. Thousands of helpless healthy unborn babies are
slaughtered this way weekly in London and other cities. This
destruction of life would have been unthinkable on a legal
public basis a generation ago, for the laws laying down the
will of society at that time forbade the taking of helpless life
if there were no better reason than that the mother did not
wish to bear her child. Incidentally, hospitals practicing abor-
tion today on a mass scale and for non-medical reasons are
having difficulty in obtaining doctors and nurses to carry out
the abortions — they say, quite understandably, that they are
unnerved by living babies hopping and jumping around in the
womb while they slaughter them. The practice directly con-
travenes the Hippocratic oath.

The point of these examples is, that if a society has no
longer any absolute standard on which to build its laws, then
that society will, if really democratic, make its laws on the
basis of its wishes — which of course may, and indeed will,
change from generation to generation. In years gone by, the
laws of Western society were based on the unchanging Book.
Today they are not. They are based on the sovereign will of
the people making the laws. And therein lies the snag in so far
as laws against drug abuse are concerned.

A generation ago, the taking of psychedelic drugs to attain
religious experiences would have been met — at least in
Anglo Saxon society — with incredulity. (I know of a leader
of a temperance society in Germany who is still in this posi-
tion today!) Probably it would have been considered to be
primitive, incredible and maybe blasphemous into the bar-
gain. The leader mentioned thinks so. The Book, the former
foundation rock of Western law and order, formally and
specifically forbids the taking of drugs to produce spells and
trances. It calls such practices “sorcery by drugs” (“phar-
makeia”) which was punished in the Old Testament by the
death penalty (see also Galatians 5:20). Today, a large per-
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centage of our students studying at universities and colleges
thinks quite differently about ASC drugs (which produce
trances or trips). In fact they regularly use them themselves
for these purposes, even though they are still forbidden by law
to do so. Their attitude to the old anchor of society’s law, the
Book, has changed. The consequence is that their attitude to
free sex and abortion, as well as to drugs has changed at the
same time. They now practice all three, though a generation
or two ago all were on the proscribed list. What will be the
consequences of these trends and changes of attitude?

The answer is easy to give. Democratic society has learned
to make laws which reflect its own standards, and not those of
the Book which was formerly the standard (at least in theory).
This means that if in the near future, as seems highly likely,
the generation today which resorts to psychedelic drugs to get
its religious experiences and its pleasures reaches a majority,
a voting majority, in our Western society, then that society
will legalize its own new religion and its new drug pleasures.

The fact is that even though authorities are agreed that alco-
hol (and tobacco) is today a serious medical problem, causing
not only personality changes and cirrhotic livers, but also traf-
fic accidents, violence and poverty, it is a source of pleasure
to the majority in our society. Since the users of alcohol and
tobacco obtain their pleasure form these drugs, even though it
is at the expense of their health — as well as at the expense of
the governments which have to provide “free” health services
to cure them of their drug-induced illnesses — no democrat-
ic government is ever going to risk putting these two pleasure
giving but dangerous and addictive drugs on the proscribed
list. It would be against the will of the people! The govern-
ment would be thrown out of office immediately if it did not
fuifiil its mandaie — that of doing the sovereign will of the
people. Society is going to see that its pleasures, harmless or
otherwise, are not taken from it under any circumstances.
Even when governments put notices on cigarette packs to the
effect that smoking the contents may be injurious to the smok-
er’s health, manufactures use this very toxicity notice to
advertise the real pleasure-giving activity of their wares! If
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the tobacco is not toxic, it cannot give you pleasure either!
The implication is, that if the tobacco destroys you, it will at
least first of all give you pleasure. So have your pleasure at
any cost, even if it destroys you! The tobacco companies’
advertisements demonstrate in a very practical way that soci-
ety is prepared to risk destroying itself for pleasure.

We come then to the conclusion that if the majority in a
democratic society finds its pleasure in any drug, it will not
suffer that pleasure to be taken from it by any democratic gov-
ernment, even though that pleasure may involve self-destruc-
tion. This can only mean that, if in our Western society we do
reach the state in which a majority decides to obtain its plea-
sure in ASC drugs (rather than in culture and transcendent
religion as we have known them up till now), then no democ-
ratic power on earth can stop them from securing the legal
right to obtain their pleasure, no matter how detrimental that
pleasure may be to themselves or to themselves or to society.
If a head of state were to say the people would get ASC drugs
legally “over his dead body”, then, of course, democracy has
been forsaken and dictatorship, maybe of the patriarchal type,
has in practice taken over the reins of government. Under
such circumstances, democracy would be really only a hollow
hypocritical form.

If the majority happens to have been wrong in its wants and
therefore in its resultant laws, then, in the long run, that soci-
ety will damage or destroy itself by its own laws and prac-
tices. Precisely this process has happened to civilizations
which flourished before our own. It certainly looks as if his-
tory will repeat itself in our Western society if present trends
continue. Police force and non-availability programs are quite
powerless against these destructive processes because demo-
cratic society may make legal the very forces of destruction.

Once a democratic society has become a lover of its plea-
sures at any cost, that society is irrevocably doomed to decay.
The built-in democratic mechanism which allows just what
the majority likes and what gives it pleasure, regardless of
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whether or not it is destructive, takes care of the irresistible
trend to decadence.

Once a democratic society decides it wants to use its
democracy to obtain its pleasures even though they may dam-
age it — it is not important whether the consequences of those
pleasures are cancer, psychoses, arteriosclerosis, cardiac
arrest, venereal disease, dissolution, or even the fatalism asso-
ciated with certain Eastern religions and some psychedelic
drugs (cannabis) — no power in a democratic society can stop
the damage or the trend to decadence. One way of stopping
the process is to rob that society of the right to make its laws
to suit its pleasures which lead to its own destruction. But this
means the loss of democratic freedom in order to save society.
We seem very near indeed to this point in the history of
Western culture right now. Another way of stopping the trend
to decadence is that of a spiritual revival which cures a soci-
ety of wanting to use its freedom to make legal that which
must destroy it. This has happened in Western history before
now — and it works precisely as it did in John and Charles
Wesley’s England

Before a democratic society reaches a state of total deca-
dence, a vigorous program of education may help to warn of
the danger and avert it. But a spiritual revival to give 3 new
sense of values is an essential part of the process. Thus, law
making will be put back on to the basis of contriving laws not
just so that the majority can obtain all its pleasures in free sex,
drugs and affluence regardless of the real welfare of society,
but rather that society begins to see its meaning, not in plea-
sure alone, but in some transcendent as well as temporal pur-
pose behind life which in itself brings overwhelming pleasure.

That is, the only bulwark against the built-in trend to decay
in a democratic society is that of a spiritual quickening and
reevaluation of life. As we shall see later, the present psyche-
delic drug epidemic is an indication that society could take
the road of renewal, if only it were given the correct leading
from renewed men and women who discern the real state of
present affairs in Western society. For our younger generation
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does not, apparently, really wish for ASC drugs as such but
does crave, urgently, the meaning of transcendency — that is,
of genuine spiritual experience. ASC drugs are doing some-
thing in this direction in that they show the needs of men,
although they themselves offer, in our opinion, only a pseudo
solution.

Before we can go into this aspect of the meaning of the psy-
chedelic drug epidemic, it will be necessary to spend a little
time with some purely pharmacological aspects of the ASC
drug.

VARrIOUS DRUG TYPES

The principal drugs involved in the current drug epidemic
are so called psycho—active (ASC) drugs. There are (1) the
anesthetics and tranquilizers, including nicotine and alcohol
(2) the amphetamines or CNS (= central nervous system)
stimulating drugs, (3) the barbiturates (= CNS depressant
drugs, anesthetics), (4) the opiates or analgesics which also
depress the CNS and the sense of pain and (5) the so-called
psychedelic drugs which reputedly expand the mind, produce
ASC and induce a state of “instant mysticism”.

Thus the psycho—active type of drug includes at least five
distinct types of agents which should not be confused with
one another, even though they are all psycho—active or con-
sciousness state altering substances. Of course, the bound-
aries between the various classification are not always clearly
defined. Indeed, in some cases, a drug which is generally clas-
sified as not psycho—active may turn out to be psycho—active,
as for example in the case of some local anesthetics.
Lidocaine will produce hypnosis or sleep, besides local anes-
thesia. Normally these latter are not, as ordinarily used (for
local anesthesia), psycho—active. But several local anesthetics
can act as CNS depressants (that is, as psycho—active drugs)
under certain special circumstances.

Of the psycho—active drugs, the so-called psychedelic
agents are used to induce trance-like state or “trips” involving
hallucinations, psychedelic peaks and awareness of transcen-
dency, often accompanied by a loss of time and space sense.
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They may produce a kind of mystical trance-like state referred
to as “instant mysticism”, with some of the accompanying
experiences belonging to mysticism. Of course, they can pro-
duce, too, plain psychotic disturbances according to the dose,
the individual taking the drug and his set and setting at the
time in ingestion. For a description of the precise effects of
the psychedelic drugs, see my book “The Drug Users: the
Psychopharmacology of Turning On.!”

Amphetamines also produce, besides plain CNS stimula-
tion, hallucinations and psychosis in some cases. But there is
little true psychedelic effect. Opiates produce a euphoria,
besides the depressant effects on the CNS and digestive sys-
tem. But the euphoria is followed by depression and “coast-
ing”. There is no developed psychedelic effect.

The above summary of the types of drug lumped together
under the classification “psycho—active” gives a slight idea of
the complexity of the drug epidemic, at the bottom of which
are all the various types of psycho—-active drug mentioned.
Over and above this diversity of drugs is the fact that the per-
son who is today dependent on heroin will probably have tried
barbiturates and other psycho—active drugs first. If he cannot
obtain his fix of heroin, he may make do with a barbiturate or
other drug. The acme of addictions usually considered to have
been reached when an abuser takes cocaine, which is a stim-
ulant and at the same time an anesthetic substance, together
with a depressant (with euphoric properties) such as heroin.
Degeneration of character is often rapid under such a regime.
It is important to recognize this overlapping of both drug
types and drug users, for it seriously complicates the whole
problem of the drug epidemic.

The users of psychedelic drugs, such as cannabis and LSD
or mescaline, usually consider the use of opiates such as mor-
phine or heroin to attain their ASC as “bad style” or “bad
technique”. For, as we have pointed out already, the real
“instant mystics” desire more and varied consciousness, not
“nirvana” or oblivion (less consciousness) such as is obtain-
able with the anesthesia or analgesia of opiates or barbitu-
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rates. Thus it is a fact that the use of cannabis or LSD does not
necessarily lead to heroin and all its undesirable conse-
quences for the individual and the society in which he lives.
Many psychedelic drug users would never consider using opi-
ates. Opiates do not give the kind of trips they want. The use
of LSD or cannabis does not then lead inevitably on to opiate
and heroin addiction; this is a myth which has been carefully
cultivated in the interests of the “scare technique”. Of course,
if a person starts to experiment “blindly” with any one drug
he may well go on to experiment with any others. If his first
drug is cannabis he may well move on to amphetamine or to
heroin. But psychedelics do not inevitably lead to heroin —
the hundreds of thousands of cannabis user who, after years
of experience do not use heroin, prove this point.

The present day drug culture includes, then, the use of all
types of psycho—active drugs — opiates, amphetamines., bar-
biturates, tranquilizers, as well as psychedelic drugs. But it is
important to recognize the cardinal fact that the drugs which
induce mystic experiences and psychedelic peaks are quite
different from practically all other psycho—active drugs: they
do not produce dependence or, to use the old terminology,
addiction. Amphetamines, opiates, barbiturates and to some
extent tranquilizers may produce dependent states. But the
least dangerous drugs in this respect are certainly the psy-
cho-active drugs which are psychedelic and producers of
“instant mysticism”. To be quite specific, LSD, cannabis,
mescaline, psilocybin — and even adenochrome — are not
dangerous as dependence producing agents. Their danger lies
elsewhere in the area of psychoses associated with “bum-
mers”. It is important to keep this distinction in mind because
officialdom sometimes classifies some psychedelic drugs as
“narcotics” and talks as if there were a danger of “getting
hooked” on them. The drug adept, of course, just laughs at
such clumsy efforts to scare and muddy the pharmacological
waters.

Drugs of the LSD type cannot be used very often owing to
the rapid development of tolerance (not dependence). An
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interval of about a week between doses is required to reacti-
vate the LSD effect.

In the following we intend to examine the options there are
at present on hand of treating the ASC drug epidemic by
means other than that of non-availability. Since, however,
some psycho—active drugs (the opiates plus cocaine, barbitu-
rates, amphetamines, alcohol, tobacco and to a small extent
the tranquilizers) produce habituation and dependence,
whereas the second class (the psychedelics) does not, we will
treat the options we have open to us on each class separately.

COCAINE

This substance has recently become one of the most com-
mon of abused drugs. It is also a most lethal drug. It is rather
in a class by itself, pharmacologically speaking. It is a strong
local anesthetic and therefore a depressant, but at the same
time a short acting mood elevant producing a euphoria,
decrease in hunger, indifference to fatigue and to pain. It is
reputedly the most potent anti—fatigue agent known, produc-
ing a feeling of great muscular and mental strength so that the
user overestimates his powers. It produces its euphoria, just as
amphetamine does, in otherwise quite normal persons with no
personality disturbances. The natives in the Andes chew the
cocoa leaf, which contains a bound form of cocaine, to over-
come fatigue. Because of its short duration of action, many
doses have to be administered over a few hours to maintain
the euphoria. On overdosing, anxiety and hallucinations like
those produced by amphetamines supervene. Death may
occur from seizure and respiratory failure. Death by cardiac
failure is relatively common in cocaine users.

The picture of the depraved drug fiend, often inappropriate-
ly used of opiate users, is more fitting to the cocaine user.
Some individuals can use it for long periods, however, with-
out the toxic symptoms developing, whole others suffer from
them after one single spree. But, as cocaine is now widely
used in Western culture, we need give further details here. As
previously noted it is widely used in the Andes as an
anti—fatigue agent.
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It is proposed to investigate the options open to us for treat-
ing alcohol abuse first (as being most prevalent) and then pro-
ceed onwards to our options on the treatment of abuse of opi-
ates, amphetamines, tranquilizers, barbiturates, and finally of
the psychedelic group of drugs.

PHARMACOLOGICAL OPTIONS ON TREATING
THE DRUG ABUSE EPIDEMIC
A) WITHDRAWAL OF ALCOHOL

If the simple procedure of making an addictive or other drug
non-available on the market does not in practice stop its use.
What other options are open to us to stem drug abuse?
Obviously one can make the drug, when ingested into the
body, non-available to the body by pharmacological means.
That is, the drug user is allowed to physically take the drug,
but by giving other drugs one can “neutralize” the harmful
drug in the body so that the taker does not “profit” from swal-
lowing or injecting his drug. This is the basis of a number of
attempts to “block” drugs such as the barbiturates which have
been worked on with the same end in view. Results
are less convincing. We must look into these methods since
they represent a very considerable area of endeavor by phar-
macologists today.

Pharmacology and therapeutics have introduced the idea of
treating addiction to, or dependence on, opiates and other
drugs by administering secondary drugs to block the action of
the first. Thus antabuse has been used for treating alcoholism.
It works by inducing undesirable side effects such as nausea
and vomiting if the patient on antabuse takes a drink of his
favorite drug alcohol. The idea was popular for a time, but
seems to be falling out of favor today. We must examine it,
however, a little further for the light it sheds on the blocking
action of secondary drugs.

ANTABUSE OR TETRAETHYLTHIURAM DISULFIDE (DISULFIRAM,
AVERSAN, ABSTINY, REFUSAL, TETD)

It was noted during the late nineteen thirties by Williams?2
that individuals exposed to tetramethylthiuram disulfide
developed a hypersensitivity to ethanol. His advice that the
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substance be tried for controlling alcoholism was neglected at
first, but acted upon later, when the tetraethyl derivative rather
than the tetramethyl compound was investigated. The
tetracthylthiuram disulfide was available commercially since
it is used in the rubber industry as an antioxidant. Its effec-
tiveness in producing a hypersensitivity to alcohol was noted
by two Danish physicians who had taken the disulfide in some
tests to evaluate its potential as an antihelmintic. They both
became ill at a cocktail party and recognized that the TETD
was the cause of the illness after drinking alcohol. Other sub-
stances, such as cyanamide, produce a similar altered
response to alcohol. Ingestion of animal charcoal produces a
parallel effect.

TETD is a relatively non-toxic substance when taken alone.
However, if alcohol is ingested after TETD, the intermediary
metabolism of the former is changed, with the result that the
blood acetaldehyde concentration is raised between five and
ten times the normal amount. This produces the acetaldehyde
syndrome. Within a few minutes the face feels hot and rapid-
ly becomes flushed or scarlet. Vasodilation occurs with
intense throbbing and pain in the head and neck. This is fol-
lowed by vomiting, sweating, headache, hypotension, faint-
ness and syncope. Blurred vision and mental confusion are
also prominent.

All these symptoms are thought to be due to increased
acetaldehyde in the blood, which is caused by the fact that the
oxidation chain leading from alcohol via acetaldehyde to
acetic acid and carbon dioxide is interrupted at the acetalde-
hyde stage. The oxidation of alcohol to acetaldehyde is cat-
alyzed by alcohol dehydrogenase. The second stage involving
the oxidation of acetaldehyde is catalyzed by the enzyme
aldehyde dehydrogenase and becomes blocked due to compe-
tition. Thus the concentration of acetaldehyde rises in the
blood and causes at least some of the symptoms described
above. Indeed, injection of acetaldehyde into the blood stream
of normal person produces some of the effects of taking
TETD followed by alcohol ingestion. There are some differ-
ences, however, between injecting acetaldehyde and taking
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TETD and alcohol. Acetaldehyde alone produces hyperten-
sion, for example, whereas TETD and alcohol produce
hypotension. Thus TETD produces effects which are not
entirely due to the accumulation of acetaldehyde in the blood.

TETD is not exactly innocuous for it may produce skin
eruptions, allergic dermatitis, urticaria, reduced sexual poten-
cy, headache and dizziness. It also produces an unpleasant
garlic like taste in the mouth, and some complain of a metal-
lic taste after its use. But the effects of taking TETD followed
by alcohol are sometimes so alarming that its use has been
called in question by some. Respiratory depression, cardio-
vascular collapse and cardiac arrhythmias restrict its use.
Careful medical and nursing attention is necessary before
attempting to apply the drug in chronic alcoholism. TETD
should be administered only by a physician and usually in a
hospital.

TETD is not a cure for alcoholism, but is intended for use
as a therapeutic crutch by volunteers, by means of which the
desire to stop drinking is fortified. Owing to the dangerous
toxic symptoms, TETD is not used today so much as former-
ly.

Summary

The TETD-method can be summed up as one depending
upon making the drug of addiction unpleasantly toxic and
therefore undesirable to the individual dependent on the drug.
There are other methods, however, of controlling, or rather
attempting to control, a drug which is dependence producing
by giving a second drug. One of the applications of this latter
method has recently come much to the fore in the attempted
treatment of heroin dependence by administration of a second
drug. It is known as the methadone method and must be
briefly described since it is at the moment so popular, and has
enjoyed so much publicity — and public moneys. it will, in
the future, almost certainly fall into disfavor again for reasons
we will attempt to set out below.
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B) WITHDRAWAL OF OPIATES — METHADONE SUBSTITUTION

Methadone is a synthetic opiate showing similar analgesic
properties to those of morphine and heroin. It is addictive but
less so than heroin. It is also active by mouth, giving it an
advantage over morphine and heroin which may be intro-
duced parenterally or intravenously. Withdrawal symptoms to
methadone appear rather later than those appearing after with-
drawal of heroin or morphine from a dependent individual.
Patients primarily addicted to methadone may show no with-
drawal symptoms until 48—72 hours after the last dose. For
other opiates, withdrawal symptoms usually appear within 36
hours of the last dose if significant dependence has devel-
oped.

The morphine withdrawal symptoms — also known as
“cold turkey” to addicts — are very much feared among opi-
ates users, who will do almost anything to get a “fix” or a new
dose of the required opiate to prevent the withdrawal symp-
toms from appearing or to remove them. This craving for a
repeat dose helps to drive the addict to crime and violence in
attempts to obtain the euphoria he so much appreciated in the
early days of his opiate experience.

It has been the finding of many dealing with opiate depen-
dence that the withdrawal symptoms arising by withholding
heroin from a heroin addict can be suppressed by methadone.
The same applies to morphine and opium addiction among
the natural opiates (heroin is the acetyl derivative of morphine
and is therefore a semisynthetic opiate) as well as to meperi-
dine, and other synthetic opiate dependence. The withdrawal
of morphine or heroin from individuals dependent on them is,
in contrast to barbiturate withdrawal, seldom fatal. But it is
exceedingly uncomfortable and the patient suffers agony in
the process. Thus, it was found that by repiacing the heroin or
morphine by methadone, the withdrawal symptoms, which
are so undesirable, could be suppressed.

One further point was noted during work with methadone
withdrawal. The heroin addict on methadone treatment
allegedly becomes incapable of getting “high” on heroin or
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morphine3. Indeed, it has been stated* that heroin produces
euphoria but methadone does not. On the face of things it
looked, in early work at least, as if methadone was a drug
which would block heroin, morphine and other opiate eupho-
ria without producing the undesirable side effects of natural
opiates. But is this the case? Today there is a rapidly growing
conviction among experts that methadone is merely a legal
form of the heroin type of drug which is, however, orally
active and slower acting. It has less weight for weight activity
than heroin or morphine.

The following facts are emerging which are seriously under-
mining the confidence of experts in the usefulness of
methadone in “blocking” heroin and morphine addiction.
Firstly, the belief that heroin produces euphoria, whereas
methadone does not, will have to be modified. The truth is
that heroin and methadone are very similar drugs pharmaco-
logically speaking. When either is taken into the body by the
oral route, absorption is slower than when injected into the
vein. The result is that the body can deal with both drugs more
easily when they are given orally, because in both cases the
blood concentrations rise slowly. Thus, neither heroin nor
methadone produce a “rush” of euphoria when given orally,
but both produce euphoria fairly quickly if given intravenous-
ly. It is true that methadone, being the weaker drug, is less
effective, but effective it is.

The second point is that, over the course of time, the use of
both drugs produces a tolerance. The body “learns” how to
metabolize both of them so that more and more of each drug
is required to produce a given euphoric effect. Once tolerance
to either has been established, it is difficult to produce eupho-
ria at all, except very fleetingly by very quick injection of
large doses. This means that the claim that methadone pro-
duces no euphoria may be due to the fact that neither heroin
nor methadone will easily produce euphoria in the already tol-
erant individual. Most people given methadone treatment for
heroin are, of course, already tolerant — and therefore toler-
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ant to both methadone and heroin — if one is tolerant to one
drug, one is also tolerant to the other.

Thirdly, the “blockade” effect, by which it is alleged that
under methadone treatment no “high” can be obtained by giv-
ing heroin, is easily explicable. The dose of methadone rec-
ommended for treating the heroin dependent person is very
high — much higher than the dose formerly recommended for
the methadone treatment of pain in cancer patients. When the
body is swamped with this huge amount of methadone it does
not respond to smaller amounts of heroin and is thus
“blocked” to heroin and to any other opiate. But if a person
had been given a relatively high dose of heroin in the first
place and was still under its influence, neither would he
respond much to an additional extra dose of heroin given on
top of the first dose. Heroin and methadone are very similar
opiate drugs, so that a large dose of heroin followed by a small
dose of heroin acts like a large dose of heroin followed by a
large dose of methadone. The effect of the second dose of any
opiate is “blocked” by the first. That this is the case is shown
by the heroin fact that a really massive overdose of heroin
after methadone will produce euphoric effects experimentally
— just like massive doses of methadone will.

These considerations are borne out by a recent publication
on methadone, where it was found that patients on that drug
did use other drugs to reinforce their methadone maintenance
dose. Thus non-opiates such as barbiturates, amphetamines
and alcohol, were all used with this end in view. For it must
be remembered that there is no cross tolerance between opi-
ates and barbiturates, amphetamines or alcohol. Heroin users
(not only methadone users) employ the same non-opiates to
increase the effect of heroin when tolerance to the latter is set-
ting in. Chambers and Taylor found ihat of 40 patienis on
methadone maintenance, 77% of the total group had used
heroin concurrently with methadone and 25% used ampheta-
mines while on methadone,

It is being currently claimed that methadone maintains the
heroin addict in much the same way as insulin maintains the
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diabetic. That this is an entirely false analogy is shown by the
fact that many insulin patients can be controlled by dieting
alone, which fact could scarcely be maintained in the case of
the heroin addict! Further, it is a fact that methadone does
produce the somnolence of opiates, so that the patient on
methadone maintenance can scarcely be said to be maintained
in a normal state by the drug — as is the case with insulin. In
fact, many of the typical heroin/morphine side effects turn up
on methadone maintenance. Thus the patient becomes consti-
pated, he perspires, sexual impotence may occur (especially in
older men) and his reflex reactions become abnormal. On
withdrawal from methadone, severe muscle cramps are com-
mon, and hospitalization sometimes becomes necessary.
Because methadone is longer acting than heroin, withdrawal
sets in more slowly and lasts longer. Many patients on oral
methadone “maintenance” therapy now inject (“mainline”) it
and obtain a “high” similar to that of heroin.

We can summarize by pointing out that methadone may
reduce the heroin hunger of the heroin dependent person. But
it does that by supplying him with an orally active type of
heroin — methadone. The later affects the patient’s respira-
tion (morphine and heroin both depress respiration just as
does methadone), his digestion and his sexual behavior.
Furthermore, methadone influences a patient socially and
psychologically just as all opiates do. It dampens feeling and
response and “narrows the range of human experience.” This
means that the whole family of the methadone maintenance
patient, including his children, are exposed to the user of a
potent narcotic day and night — and that legally.

The large scale use of methadone, legally promoted by
some states in the USA, means that there is going to be, in
effect, the influence in society of large scale legal use of hero-
in. Does society want the large scale legal use of heroin. The
only real difference will be that the methadone is obtainable
at the clinic whereas the heroin is not except in the UK.

What this approximates to is the so-called “British System”,
under which the registered addict can obtain his maintenance
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dose of the opiate on which he is dependent for a nominal
charge. If this is the case, then there is no case for methadone
at all, pharmacologically it is a form of heroin or morphine.
Replace it by the British System and give the opiate depen-
dent person the heroin or morphine he needs, and give the
heroin addict his morphine or heroin legally, and keep him
comfortable and quiet! This method admits the heroin prob-
lem, but does nothing to solve it — its makes it legal and
chronic.

One thing should be clear by this time. It is that the
methadone “maintenance” method should under no circum-
stances be paraded as a “cure” for opiate dependence. It does
not “block” opiates like heroin. It is really an admission that
one will have to give the opiate dependent person his opiate
drug to keep him comfortable and that there is, pharmacolog-
ically speaking, no cure available to date.

HEROIN HISTORY

In 1898, morphine was successfully acetylated to produce
acetyl morphine, otherwise known as heroin. The early clini-
cal trials showed that heroin “cured” both morphine and
opium addiction!” There was such enthusiasm developed for
the new drug that it was named from “hero”— it “cured” the
opium and morphine scourge! The methadone maintenance
method amounts pharmacologically to precisely the same
thing. It treats opiate addiction by giving more opiate — with
all the consequences.

The continued use of the method will only undermine law
and order since it is, in effect, legalizing an opiate type of
drug while forbidding the similar opiate heroin. In that case,
why should heroin be a “bad” opiate and methadone a “good”
one? The drug abusers (and some pharmacologists too) are
coming to the conclusion that the drug legalizers or banners
work on arbitrary principles — or that they are just ignorant of
the facts of the case by not doing their pharmacological and
historical homework.



Pharmacological Considerations Operating in Drug Abuse 47

CRIME

One final point must be made on the methadone attempt to
“cure” the opiate problem. A good deal of the crime associat-
ed with opiate use is caused by the financial necessity of
obtaining the drug which, on the black market, is expensive.
But not all the crime is financial in origin. This is apparent
from the fact that in crimes of violence due to alcohol,
finance is not the primary trigger. Either the pharmacology of
the drug itself is the trigger, or the personality of the criminal
under drug influence is the cause. Or both factors may play
their part in the crime. It has, however, been noted that a good
percentage of addicts arrested for criminal acts had been pre-
viously arrested — before they became drug addicts. That is,
a real cause of the criminal attitude lay in the personality. The
criminality was there before the criminal took to drugs, and
was decisive probably in at least some cases in causing the
addiction.

One comes to the conclusion once more that the drug prob-
lem is primarily a human problem — and not primarily a
problem of drugs alone. In fact, in England, some 34% of
addicts arrested for crime had been able to obtain their drugs
legally and without difficulty. But they had turned to criminal
activities none the less. Thus, the making of opiate drugs eas-
ily available (either methadone or morphine) to avoid the
black market will not solve the drug/crime problem. Of
course, if the black market is made unnecessary by making
opiates legally available, drug purity becomes controllable,
which is of great therapeutic advantage. For if a patient has
taken an impure drug with unknown constituents, how can a
physician know how to treat him in an emergency?

NOTE ON DRUG TREATMENT OF HEROIN ADDICTION

The newspaper Berner Tagblatt dated 29th May 1972, page
2, carried a note to the effect that a certain plant was being
cultivated in Persia (Iran) which is reputedly active in helping
withdrawal in opiate addicts. The German word used for
“addict” is “Rauschigiftsiichtige” which can mean people
addicted to any type of psychoactive drug. The plant named is
“papaver brakte atom” to quote the newspaper. It is stated def-
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initely that the plant “heals” addicts dependent specifically on
morphine, heroin and opium without producing any new
addiction. The Iranians are, according to the report, carrying
out cultivation experiments preparatory to exporting the plant
on a grand scale to countries plagued with heroin addiction.
No chemical substance is named as being a product of the
poppy species cited.

The author has seen to date (Summer 1993) no further
developments in this field.
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CHAPTER III
DRUG DEPENDENCE AND WITHDRAWAL

WITHDRAWAL OF AMPHETAMINES (AND COCAINE)

Amphetamines and sympathomimetic amines in general are
used medically to aid dieting. They all reduce appetite as well
as decrease the sense of fatigue. At the same time they
increase mental alertness and induce a sense of general well
being. Under certain circumstances, such as overdosing, they
may produce anxiety and jitteriness. This latter may be
reduced by giving barbiturates concurrently which, as we
shall see, is a potentially highly dangerous practice. It is com-
monly believed that the barbiturate increases amphetamine
euphoria.

Actually, the increased amphetamine euphoria in the pres-
ence of barbiturates is probably due to the fact that the barbi-
turate neutralizes the central nervous stimulation (CNS stim-
ulation) due to the amphetamine euphoria. Amphetamine
addicts describe their euphoria in terms almost identical to
those used by cocaine users. This is not surprising in view of
the fact that both amphetamines and cocaine are CNS stimu-
lants. As would be expected from its CNS stimulating proper-
ties, cocaine also produces a marked decrease in hunger and
loss of the sense of fatigue. Thus amphetamines and cocaine
have much in common in their properties. They both induce
an exaggerated feeling of muscular strength and of mental
capacity. Neither amphetamine nor cocaine need a disturbed
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personality in which to show their properties; perfectly nor-
mal individuals experience the same effects of both drugs. Of
course, cocaine possesses strong local anesthetic properties
not shown by amphetamines.

The standard textbooks! state that addiction to ampheta-
mine is not rampant — in fact, that it is relatively uncommon.
While this has undoubtedly been the case in England and the
United States, Scandinavia, particularly Sweden, experienced
recently serious Preludin (Phenmetrazine) abuse. In the
nineties the abuse of cocaine has exploded in Europe and the
USA.

Preludin is an appetite controlling drug which is a chemi-
cally disguised type of amphetamine. Its stimulative proper-
ties are said to be less than those of ordinary amphetamine,
but the appetite controlling effect greater. However,
Phenmetrazine certainly possesses many of the properties of
dextroamphetamine.

Medically the amphetamine type of drug is used for treating
obesity, keeping the user mentally awake during long spells of
duty, treating narcolepsy (uncontrollable, paroxysmal sleep)
and sometimes for nocturnal bedwetting (nocturnal enuresis)
in children. The amphetamines are often abused by gangs of
youngsters who want to keep going a whole weekend without
the necessity of having to hire a hotel bedroom or of going to
sleep. Used socially in this way — as opposed to medically —
amphetamines produce psychic malleability or the follow my
leader type of mentality. This state is perhaps best described,
and its dangers illustrated, by the following type of experi-
ment, which may conveniently be used before large or small
audiences in drug abuse lectures and demonstrations.

DEMONSTRATION OF AMPHETAMINE EFFECTS IN MICE

It is not always appreciated that amphetamines are much
less toxic on a weight for weight basis if taken individually
than when taken in groups socially. The social abuse of
amphetamines is accompanied by enhanced dangers of lethal-
ity which are not present when the drug is used strictly med-
ically and individually. This fact may easily be demonstrated
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as follows. The LDg() (dose of amphetamine required to kill
50% of the experimental animals used) is determined in mice
by intraperitoneal injection of graded doses of amphetamine
in the standard manner. Litter mates of between 25 and 30
gms. each are used, and each treated animal is kept after injec-
tion in a separate cage. The dose required to kill 50% of the
mice is then verified, the treated animals all being kept in sep-
arate cages until the end of the experiment — about 3-4 hours.
Normally about 120 mg, amphetamine/Kg. body weight i.p.
according to the concentration of the solution used, the tech-
nique, the strain of mice and their weight, is required to kill
about 50% of the animals when kept in separate cages, with
one mouse per cage.

Having demonstrated this fact while lecturing, a second
batch of about 50 mice of the same strain and individual
weight is taken and treated in exactly the same way, with the
same dose ranges of amphetamine i.p. Only one difference is
observed. Forty of the treated mice are placed in a small over-
crowded cage, while the remaining ten are put again in sepa-
rate cages as in the first toxicity determination. It is found
after one to two hours that most of the mice in the crowded
cage, which had been treated with 10 mg./Kg. body weight
amphetamine die in convulsions, while few or none of the
mice treated with the same dose but put in separate cages suc-
cumb, or show even much excitement. The mice in the crowd-
ed cage exhibit spectacular acrobatic jumping activity.

The reason for this state of affairs is that in the overcrowd-
ed cages the mice are so close together that they continually
stimulate one another — they bite, push, attack and generally
irritate one another until convulsions, exhaustion and death
follow. The drug increases the inter-mouse interaction, that is,
it induces psychic malleability in the mouse. The drug itself
in the dose given seldom kills an isolated mouse, but the
mutual stimulation under the influence of the amphetamine in
the crowded cage wears the animals out. They literally run,
bite, attack and irritate one another to death. The experiment
illustrates clearly how much the influence of a drug is depen-
dent on the “set” and “setting” of the organism taking it.
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Taken socially, and taken individually, amphetamines act
almost as two distinct drugs. Socially, “Speed” (ampheta-
mine) is a “killer”, while when used medically and individu-
ally, it is a much less toxic drug.

Amphetamine addiction, as opposed to mere weekend thrill
seeking, very often occurs in individuals who show a family
history of alcoholism or major psychopathology. Where
addiction is concerned, it has been found that the drug users
usually did not obtain the drug from a physician for the treat-
ment of some medical condition such as depression or obesi-
ty, but that the drug had been procured illegally, strictly for the
purpose of a thrill, Amphetamines used to be obtained from
nasal inhalers, which are easily bought in some countries out-
side the United Kingdom and the United States without a pre-
scription. In Turkey, amphetamines can be obtained for the
asking over the counter. They are cheap, too, being govern-
ment subsidized. The usual type of inhaler contains about 500
mgs. amphetamine sulfate, and amphetamine users will con-
sume the contents of several inhalers a day in a bout which
often ends up in a psychosis.

Mice having suffered an overdose of amphetamine and sub-
mitted to overstimulation in overcrowded cages often assume
queer attitudes which are reminiscent of the symptoms one
sees in human psychosis. These attitudes and stances are often
followed by convulsions and seizures. They offer instructive
material for drug abuse demonstrations.

It is quite common for a drug user to consume up to 2 gms.
of amphetamine over a two days’ spree. The oral route is
effective, and the intravenous route is less common.

WITHDRAWAL SYMPTOMS (AMPHETAMINE)

After amphetamine withdrawal there is a high relapse rate,
The incidence of suicide and psychosis after withdrawal is
much higher than that in the general population, showing that
psychosis and suicide are a sequel related to amphetamine
withdrawal. A few addicts seem to be able to stabilize them-
selves on a set maintenance dose. The majority of addicts
show deterioration of personality concomitant with their
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amphetamine abuse; such patients are usually frequently in
hospital for treatment of toxic psychosis.

Tolerance to the stimulatory effect of amphetamines devel-
ops. The addict responds to this tolerance by increasing the
dose, which may be raised to several hundred mgs. daily or
even more. If tolerance develops to one amphetamine there is
a cross tolerance to all. However, although tolerance to the
stimulatory effects develops, tolerance to the purely CNS
toxic effects does not develop. The result of this fact is, that,
as tolerance to the stimulation develops and the dose is
accordingly increased, the toxic limit is rapidly reached, pro-
ducing psychosis. This may occur a few weeks or months
after commencing abuse.

Amphetamine psychosis is often accompanied by auditory
and visual hallucinations. The paranoid symptoms resemble
those of schizophrenia. The psychotic symptoms are slower in
appearing than those due to cocaine, although, after large
doses of amphetamine, they may appear after two to three
days. Since large doses of dextroamphetamine (and ampheta-
mines in general) are slowly excreted over the course of about
one week, the danger of accumulation is real and may account
for the slow appearance of psychosis by slow cumulation. For
the same reason (slow excretion), amphetamine psychoses
usually disappear slowly if no more drug is ingested.

It used to be thought that amphetamines showed no genuine
withdrawal symptoms except for tiredness, craving and
depression. If however, EEG patterns after abrupt withdrawal
are definitely changed, they are normalized only on giving the
required maintenance dose of amphetamine. This is interpret-
ed to mean that the changed EEG is a genuine withdrawal
symptom. Although there is tiredness, depression and craving
as described above, there is nothing comparable to opiate
withdrawal symptoms on abruptly withholding ampheta-
mines. Thus, the best method of withdrawing amphetamines
in cases of addiction is total and abrupt withdrawal, under
appropriate medical care if large doses have been involved.
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The depression following withdrawal should be carefully
observed in case of suicidal tendencies.

ENERGY RELATIONSHIPS AND AMPHETAMINE USE

Many users of amphetamines with whom I have talked do
not seem to realize that the drug itself supplies no energy or
calories to the body. The doses of amphetamines used are mil-
ligram-wise much too small to contribute to the body’s fuel
supply. The hyperactivity the amphetamines produce is cer-
tainly not fueled by the burning of amphetamine molecules. It
is not as though they acted the same way as, say, sugar or fats
in the body, both of which are burned in the organism to lib-
erate energy for activities.

Amphetamines act by lowering the threshold at which the
organism responds to outside stimuli. Whereas a normal
mouse may need a stimulus of, say, x grams before it will
react to it, under amphetamine it will react to a minute outside
stimulus of, say, x/10 grams. This means that the animal is
continually reacting to trivial stimuli, and by so doing wastes
its hidden stores of energy. Actually, the mechanisms for the
release of energy are overworked under amphetamine.

Every organism contains an invisible reservoir of available
energy which may be liberated to react to outside stimulation.
The animal or man possesses, as it were, an “energy tank”
from which the body carefully rations out energy to meet its
needs. Under normal circumstances, every organism takes
care that it always has sufficient energy on reserve to meet its
foreseeable energy requirements — it keeps, as it were, the
energy reserve tank fairly full, so that it can react to emer-
gencies. To this end, the animal normally does not waste ener-
gy by reacting to every trivial stimulus which comes its way,
but reacts only to the major survival— important stimuli. If it
did react to every trivial stimulus, it would rapidly empty its
energy tank and go into “physiological energy reserve bank-
ruptcy”.

Amphetamines lower the threshold at which an animal
reacts to a stimulus. Under their influence, the animal begins
to over-react to every minor stimulus, so that the organism
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rapidly goes into “energy reserve bankruptcy”.
Amphetamines turn, as it were, the energy “taps” on at the
“bottom” of the animal’s energy reserve tank, and let out the
energy stores in a ceaseless, wasteful, and often pointless
activity. The animal will run and jump on the slightest provo-
cation. The human will laugh, giggle, react, move restlessly
around and generally fritter away his energy reserves until he
becomes exhausted, ending up in energy bankruptcy. He may
then go into seizures, hallucinations or convulsions, of which
he may finally die.

On dying in this manner, the human or the animal immedi-
ately goes into rigor mortis, the stiffness of death. The fact
that the animal or man goes into rigor mortis almost immedi-
ately on death shows that it or he was in exhaustion when
death occurred. The waste products of metabolism were not
washed out of the overworked muscles quickly enough before
the circulation stopped. These waste products produced by
over activity cause the muscle proteins to coagulate immedi-
ately on death, just like egg proteins go hard on putting them
into boiling water. If an animal dies under barbiturate poison-
ing and has lain a long time at rest before its breathing stops,
that animal has few products of metabolism in its muscles and
takes much longer to go into rigor mortis on dying. Thus, the
fact that animals dying under the influence of amphetamines
go so rapidly into rigor mortis is evidence that they died in
energy bankruptcy. They were exhausted, and their muscles
full of the waste products of over activity resulting from
amphetamine overreaction.

During my many demonstrations of this effect (“Speed”
kills) before military audiences, I have often been asked ques-
tions like the following: If one takes the amphetamine treated
mouse which is being overstimulated in the crowded cage out
of the crowded cage, will it calm down when it finds itself in
a cage alone and therefore not over stimulate itself to death?
The answer is partly in the affirmative. If the animal is
removed from the overcrowding, and therefore overstimula-
tion, early enough in the experiment, one can often save it.
But once convulsions have set in, the animal usually dies,
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even though it may be treated with sedative and anticonvul-
sive agents like barbiturates.

The second type of question put me by military audiences
concerns medication designed to save animals from the lethal
effects of “Speed”. It is: can a sedative like barbiturate neu-
tralize the stimulative effects of the amphetamine, and thus
save the animal? The answer is that a barbiturate will often
stop convulsions, and certainly quiet an animal in ampheta-
mine seizure But the animal, in my experience, nearly always
dies in spite of the treatment, if it has been in severe convul-
sions beforehand. Barbiturates may decrease or increase the
toxicity of amphetamines, according to the physiological state
of the animal at the time of barbiturate dosage. A fter amphet-
amine stimulation, the rebound or opposite reaction, that is,
depression, sets in. If an animal or human is in the rebound
depressive stage of amphetamine intoxication and is then
given a barbiturate, the latter depresses and thus increases the
rebound effect, and so raises the amphetamine toxicity. If a
barbiturate is given before the rebound effect has set in, it will
often help the animal or human to quiet down, conserve ener-
gy supplies, and thus recover from the amphetamine intoxica-
tion. But corrective medication in amphetamine intoxication
is a very tricky matter indeed, and can easily cause more harm
than good.

Another question frequently turns up, especially in military
audiences. It is: If the mouse is in energy deficit due to over-
stimulation from amphetamine, why not give it some sugar as
a fuel to make up for the lost energy? It should thus be able to
refill its “energy tank” and recover from the amphetamine
energy exhaustion syndrome.

This certainly sounds reasonable enough. The only difficul-
ty is that it does not work out in practice. The reasons are the
following: If one takes a new car, fills it up with gasoline,
takes it to the car park and then lets the engine roar by putting
one’s foot on the gas pedal while it is not in gear, it will take
a number of hours to empty the fuel tank (if the engine does
not blow up and put a piston through the cylinder head, or
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throw a conrod). When finally, assuming no accidents have
happened, the engine coughs to a stop due to lack of fuel, it
may be quite easy to get it going again. One fills up again
with gasoline and repeats performance. Every time the motor
dies of fuel exhaustion it is theoretically possible to correct
the exhaustion by putting in more — provided, of course, that
the crankshaft or something else as vital stands up to this kind
of treatment. The really critical point in an experiment of this
type is not the fuel supply, but whether the engine itself will
stand the strain of such treatment.

Amphetamines do something to the body comparable to
what the above treatment would do to a motor. They let the
biological motor, the cell, just rip and roar and burn up its fuel
too quickly without real load. The fuel supply is not actually
the really critical matter. It is the strain put on the motor, the
cell, when it is asked to burn such enormous quantities of fuel
in such a short time. Its enzyme systems — its metabolic
motors — get damaged under the amphetamine treatment just
as the new car engine is liable to get ruined if one lets it roar
in the car park without load. The enzyme mechanisms of the
cells, which are exceedingly delicate, become damaged under
the overstimulation produced by amphetamines. Giving the
cell more fuel — more sugar or fat — will not help the cell to
recover from the effects of the energy bankruptcy produced
under amphetamine stimulation. The energy bankruptcy
under amphetamines comes really from damage done to the
cell motor, so that it has difficulty in burning the fuel left at
its disposal to liberate more energy. The best hope of recovery
after amphetamine exhaustion is rest and sleep.

WITHDRAWAL OF TRANQUILIZERS

Among the so-called major tranquilizers, the phenoth-
iazines belong perhaps to the most important. The oldest phe-
nothiazine is thorazine (chlorpromazine, largactil, etc.). It is
still a most useful drug. The phenothiazine type of tranquiliz-
er lacks the euphoriant factor in its pharmacology; as a result,
the group is not generally considered to be addictive in nature.
This fact stands in contradistinction to other substances, such
as alcohol and barbiturates, which both possess mild “tran-
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quilizing” properties but are addictive. In spite of the fact that
no euphoriant properties are present in the phenothiazine
class of tranquilizer, a certain special type of physical depen-
dence on them may occur in certain cases.

Accordingly, abrupt withdrawal of thorazine may cause
exacerbation of psychotic conditions for which the drug is
being given. Also, muscle pain and insomnia have been
reported for a few days after abrupt withdrawal. This occurs
even in spite of the fact that thorazine is only slowly elimi-
nated from the body via the kidney, so that blood levels fall
only gradually when no more drug is ingested. The conclusion
one must reach, therefore, is that, in the human, although the
euphoriant factor is lacking in the pharmacology of thorazine
and no addiction in the usual sense of the term arises, some
physical dependence may occur. This is in contradistinction to
alcohol and barbiturates, which both possess very mild “tran-
quilizing” properties but also a definite euphoriant factor,
which is associated with dependence? .

In psychiatric patients treated for a long time with tho-
razine, tolerance to its sedative properties develops. Thus
patients may at first feel drowsy on thorazine, but in the
course of time they overcome this result of the drug’s sedative
action.

Besides its use as a tranquillizer, thorazine is sometimes
used to control hiccoughs under general anesthesia. Small
doses (25 mgs./70 Kg. body weight) may also be used to con-
trol vomiting. The ordinary dose of thorazine used in general
practice may vary between 100 and 1000 mgs./70 Kg. body
weight, with 5000 mg. as a very high dose.

Side reactions to thorazine are parkinsonism, dyskinesia,
akathisia (urge to move about), faintness, palpitation, nasal
stuffiness, dry mouth, constipation, coldness, drowsiness,
orthostatic hypotension sometimes followed by syncope,
hypothermia and jaundice (in 2-4 % of patients treated). An
important point to be remembered — and one which still
seems to be regularly forgotten in prescribing — is that all
major tranquilizers increase conditioned reflex reaction times,
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and are therefore all potentially dangerous for persons depen-
dent upon conditioned reflex reaction times. Thus, patients
driving automobiles or using machinery dependent on learned
reflexes should be warned of the interference of the drug with
their reaction times. It is believed that many automobile acci-
dents are caused annually by neglecting to give patients this
information.

From the point of view of drug abuse it should be noted that
thorazine, in common with most other phenothiazine tran-
quilizers, potentiates the action of alcohol, barbiturates and
opiates. The effect of an over—diluted (“cut”) dose of heroin
can be boosted by this means. In the drug culture today, many
deaths have been caused by taking a glass of alcoholic drink
after having swallowed a barbiturate. Some time ago, a mem-
ber of one of the pop groups lost his life by drowning in his
swimming pool as a result of the potentiating action of barbi-
turates on alcohol. Thorazine aggravates this potentiation.

The potentiating action of thorazine on alcohol, barbiturates
and opiates is probably due to depression of the rate of metab-
olism of these in the presence of thorazine due to competition
for the metabolic enzymes concerned. It is very often found
that chronic drug users are addicted to both alcohol, morphine
and barbiturates for the reason that they use any drug they can
find to boost the action of their diluted heroin or morphine.
As we have already noted, amphetamines and barbiturates are
often used together to increase the amphetamine euphoria
desired. In a similar manner, thorazine enhances the action of
meperidine, particularly its action in depressing the respirato-
ry center.

It should be realized that, although the phenothiazines are
often abused today, medically they are of paramount impor-
tance. This is especially the case in the treatment of psychot-
ic disease. Prior to 1953, an atmosphere of therapeutic
nihilism prevailed in the area of the therapeutic treatment of
the severely mentally ill. Physical restraint, isolation and pre-
frontal lobotomy were the order of the day. ECT and insulin
shock were regular methodology. It is fair to state that the
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introduction of thorazine revolutionized the therapy of the
severely mentally ill, and allowed many patients to be treated
at home, or even to go back to useful work. Thorazine opened
the locked doors of mental institutions, and released patients
from physical restraint.

We are now in a position to allow ourselves to make an esti-
mate of the effect of sudden withdrawal of thorazine in cases
of drug abuse. From the foregoing it will be clear that no
direct addiction to thorazine occurs as a rule, there being no
euphoriant factor in its pharmacology. But the drug is used
together with addiction producing drugs, so that withdrawal
will usually involve dependence on a number of other drugs
(often including thorazine) at the same time. Compulsive use
of thorazine alone does not occur, but its use is connected
with the compulsive abuse of other drugs. Thus, in withdraw-
ing thorazine, one must take into account the potentiating
action of thorazine on the withdrawal symptoms of the second
or third drug which has been abused at the same time.

In the second place, thorazine is used to aid patients suffer-
ing from the discomfort of withdrawal of addictive drugs.
Some years ago, thorazine was given to alcohol and to barbi-
turate patients in withdrawal, but today many doubt the use-
fulness of the procedure.

Thirdly, thorazine is widely used in a rather novel with-
drawal context. Adepts in the use of psychedelic drugs know
that thorazine is useful in aborting a bad trip due to cannabis,
LSD, psilocybin and/or to mescaline. In fact, one can often
recognize students who regularly use the psychedelic drugs
by the fact that they carry on their persons a supply of tho-
razine. It probably works in this context by general depression
of cerebration processes. There will be more to say about this
aspect later.

Gootnoles

1" Goodman and Gillman, Jerome H. Jaffe, 3rd Edition, 1965, p. 298.
2 See Appendix




CHAPTER IV
TRANQUILIZERS AND MODERN
MECHANIZED SOCIETY

TRANQUILIZERS AND SKILLS

We have mentioned above that tranquilizers increase the
reaction time required for conditioned reflexes. This fact is so
important that it warrants an extra section of its own.

The following will illustrate what one needs to know about
the common effects of tranquilizers. If a dog is trained to
expect a rump steak every time a bell is rung (as Pavlov
showed years ago to be possible), when the bell is rung but no
steak is given, its mouth will water all the same. A condi-
tioned reflex — salivation on ringing a bell - has been estab-
lished.

If, now, a dog, which has been conditioned to salivate on
hearing the bell rung, is treated with a major tranquilizer
(such as reserpine or a phenothiazine type of tranquilizer such
as thorazine (chlorpromazine), the dog will salivate but weak-
ly or not at all, on hearing the bell rung. That is, a major tran-
quilizer extinguishes or weakens an established conditioned
reflex. This occurs in animals as well as in man.

Let us do the experiment another way round. If an uncondi-
tioned dog (one that has not been taught to salivate on ringing
a bell, for example) is treated with a major tranquilizer such
as thorazine or reserpine first and then subjected to bell ring-
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ing followed by feeding with rump steak, then the dog will
become conditioned to associating the ringing of the bell with
the feeding of steak much more slowly than in the case of a
normal, untreated dog — or he may not learn the conditioned
reflex at all, if the dose of tranquilizer is sufficiently high.
This means that the learning of conditioned reflexes (that is,
of learned skills) is made much more difficult or indeed
impossible after therapy with major tranquilizers.

To sum up: major tranquilizers tend to extinguish already
established conditioned reflexes (or learned skills) and also to
prevent them from being learned. This reduction of the
“power” of learned reflexes applies to skills and reflexes we
learn and use every day, and includes automobile driving
skills as well as other skills necessary in handling machinery.
They are all reduced or lost under major tranquilizer therapy.

There is a hidden practical danger in all this. It is that the
patient himself does not have the slightest idea that the tran-
quilizer has blunted his learned skills and reflexes. The car
driver may have been a very skilled man indeed — before he
took that little white or pink pill containing the tranquilizer.
But after he has taken it, you might as well put a man who has
scarcely learned to drive at all behind the steering wheel. But
the same man notices no difference at all after he has taken
the pill. He is not in the least intoxicated, his gait is perfectly
steady and normal. He is certainly not “groggy”. It is true that
he may feel just a little tired and have a tendency to doze off
to sleep if he is left quiet for a while. But he is not by any
means “drugged”— he can wake up immediately from any lit-
tle nap he is indulging in. And that is perfectly normal for
anyone who has been working hard and has had too little
sleep. So he feels that nothing abnormal at all has happened
to him. He is absolutely unaware of the fact that his learned
driving or other skills have been reduced or even extinguished
by the little white or pink tranquilizer pill he has taken.

Let us look at this remarkable phenomenon a little further.
A small dose of alcohol — say a large glass or two of beer —
producing anywhere between 0.1—0.5 mgs. of alcohol in the



Tranquilizers and Modern Mechanized Society 63

blood of the drinker, does not make anyone drunk or even
unsteady in his gait. Such a person is certainly not intoxicat-
ed after his drink. His breath is not heavy with alcohol vapor,
nor is his speech thick or his tongue “loosened”. He may feel
just a little “relaxed” and “comfortable” but nothing more.
Certainly his ordinary unconditioned (unlearned) reflexes
(righting reflexes etc.) are not extinguished or even reduced
for that matter. His gait is steady and normal.

However, it has been observed that at the low blood alcohol
concentrations mentioned, small doses of alcoholic beverages
(concentrations quite insufficient to “intoxicate” or “inebri-
ate”) do produce a true tranquilizing effect. That is, these low
alcohol concentrations in the blood depress the conditioned
reflexes in a similar way to that produced by the major tran-
quilizers, though, of course, to a lesser degree. The conse-
quence of this fact is that even very low concentrations of
alcohol in the blood depress driving or other machine skills
and learned reflexes just as all substances possessing tran-
quilizing properties do. This means that even the lowest con-
centrations of alcohol in the blood tend to increase accident
proneness in that they tranquilize and thereby reduce learned
skills without the owner being aware of the fact. The conse-
quence is that he overestimates his skills, driving or other-
wise, and has more accidents as a result.

It is for this reason — the tranquilizing effect of even low
concentrations of alcohol in the blood — that the glass of beer
before driving home is at the bottom of many driving acci-
dents. These accidents are not due to the intoxicating effects
of alcohol. The intoxicating effect only begins to show itself
after the tranquilizing effects of alcohol have been overtaken.
The early effect of low doses of alcohol is that of tranquiliza-
tion, slowing down the learned skills or reflexes without the
drinker of the alcohol knowing or even suspecting it. This
tranquilizing effect is then swamped later if the blood alcohol
concentration rises further, and is replaced by the anesthetiz-
ing or intoxicating effect of higher concentrations. This later
effect causes the unsteady gait, the slurred speech and the
uncoordinated movements. It is very important indeed to
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notice the two perfectly distinct pharmacological effects of
alcohol, the tranquilizing and the anesthetizing effect produc-
ing “drunkenness”. They are two distinct effects, though, of
course, they run one into the other. The tranquilizing effect
tends to extinguish the conditioned or learned reflexes, while
the anesthetizing effect (“intoxication”) tends to extinguish
both the conditioned or learned reflexes as well as the uncon-
ditioned or unlearned reflexes (on which gait, speech, eyelid
blinking etc. depend). The latter effect produces the thick,
slurred speech, the unsteady gait and finally the total physical
collapse — the inebriation.

A tranquilizer is, for the above reasons, defined in the text
books as a substance which tends to extinguish the condi-
tioned reflexes selectively while leaving the unconditioned
reflexes untouched. Anesthetic substances (including alcohol,
which is both a tranquilizer, at low dose, and an anesthetic, at
high dose) depress both types of reflex, that is, the condi-
tioned as well as the unconditioned reflex.

It is important at this stage to realize that most drug effects,
including even the tranquilizer effect, can be produced with-
out the use of a drug if one knows how. This applies to tran-
quilizers as well as to other drugs.

Most Drug Effects can be produced without the Aid of a
Drug — if one knows how.

This fact will perhaps be best illustrated by giving a practi-
cal example.

If one tranquilizes a rabbit by giving it 1 mg. per Kg. body
weight Reserpine intravenously, it is noticed that, after about
half an hour, the rabbit will hyperventilate (pant) even though
it is lying quite still and has no outward reason for being out
of breath. This panting is due to the liberation of adrenaline
(epinephrine) from the adrenals by the Reserpine. The reac-
tion is a sort of pseudo stress reaction.

After a time one can mold the rabbit’s limbs into all sorts of
uncomfortable shapes and positions without objection being
taken by the animal, which is awake all the time. It just does
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not seem to be bothered about itself at all. If the animal is left
quiet for any length of time it will drop off to sleep. But it can
be wakened up immediately without the slightest difficulty —
it is not in any sort of “drug stupor” in the commonly accept-
ed meaning of the term. If one drops the animal which has
fallen asleep on the experimenter’s arm, on to the table, it
wakes up immediately and catches itself perfectly on four feet
just like an undrugged cat will do when dropped. If one holds
the animal upside down in one’s hands, allowing its head to
hang free, the head will begin to drop backwards slowly, but
surely, as the animal, even in this position, falls asleep in spite
of its precarious position upside down on the experimenter’s
arm. If it is allowed to drop on to the table from its upside-
down position, the rabbit will give one mighty wriggle and
land perfectly on all four legs, showing that its unconditioned
righting reflexes are absolutely untouched by the major tran-
quilizer Reserpine which it has been given. But the animal’s
learned reflexes (if it has any) would be depressed or extin-
guished by the tranquilizer. One cannot easily demonstrate
this latter effect in the present experiment.

The effect produced by the tranquilizer — that of falling off
to sleep at the slightest opportunity, while at the same time
being very easily awakened — can be effectively demonstrat-
ed even before large audiences. One allows the Reserpine
treated rabbit (about one hour after 1 mg./Kg. body weight i.v.
into the ear vein) to fall off to sleep while being held upside
on its back by the experimenter. Its head falls back and hangs
down, a fact which everyone in the audience can easily see. Its
eyes close as it naps in this precarious position. If dropped
without any warning from this situation, the rabbit will right
itself instantly and fall lightly on all four legs. This effect can
be demonstrated as often as one wishes.

The rabbit on Reserpine gives the impression of being tired
and of napping at every opportunity, just like tired people do,
and is a typical symptom of tranquilization. However, exactly
the same symptom can be produced without giving any tran-
quilizer at all if a person or an animal is kept in sleep deficit.
Say a person needs 8 hours’ sleep a night in order to be fresh
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(some people need less sleep and some need more) but gets in
actual practice 4 hours. The following day he will nap at any
opportunity. His sleep deficit produces in him exactly the
same type of symptoms as Reserpine the major tranquilizer
does. In fact, if a person is in sleep deficit, he is physiologi-
cally tranquilized. Sleep deficit tranquilizes just as tranquiliz-
ers do.

This means that sleep deficit depresses the learned reflexes
and skills, while not affecting the unconditioned reflexes
(such as righting reflexes), just as tranquilizers do. And just as
tranquilization by drugs produces accident proneness by
extinguishing learned reflexes while not affecting uncondi-
tioned ones, so sleep deficit produces the same condition. The
man who has had less sleep than he genuinely needs will tend
to be accident prone. He will nod off to sleep whenever he
can, but one can wake him again just as easily as one can
wake a Reserpine tranquilized rabbit. His ordinary uncondi-
tioned reflexes are perfectly normal and he has no idea that
his skills have been reduced by his tranquilization due to sleep
deficit. This makes him a dangerous person in a car or with
any other machine requiring skilled learned reflexes.

Only the other day I learned of some military men driving
down an autostrada in Italy. The road was perfectly straight
and wide and there was little traffic on it in the early morning.
They drove at over 90 m. p. h. into the back of a truck mov-
ing in the same direction as they were, but at about 40 m.p.h.
All were killed. They had driven some 9 hours without stop-
ping, were in sleep deficit and therefore had napped under the
tranquilizing influence of that sleep deficit.

OTHER TRANQUILIZERS (VALIUM, LIBRIUM, MEPROBAMATE
ETC.)

It has commonly been assumed that tranquilizers are useful
as well as safe substances. A high percentage of persons con-
sult their physicians for disturbances connected with anxiety,
or psychosomatic illness such as stomach or duodenal ulcers
connected with overstress. In these areas the tranquilizers
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have proved to be sovereign and are prescribed on a huge
scale today.

Besides being used for minor psychosomatic disturbances,
tranquilizers have been and are used in more grave mental
diseases such as schizophrenia. It is safe to say that it was the
tranquilizer which opened the doors to the padded cell and set
the prisoner of the mental institution free.

However, beside all these justifiable uses, the tranquilizer is,
today, being prescribed in a manner which can only be
described as an abuse. Let us look at some examples, for by
so doing we shall gain some insight into one of the precondi-
tions for some aspects of the drug epidemic. In recent years
the population of the West has been led to believe that there is
a pill to cure everything from a headache to schizophrenia.

I was recently talking to some parents of a hyperactive
child. He was such a “wriggle breeches” that he did not learn
much at school. He was always fiddling with something or
another instead of paying attention to what the teacher was
saying. His physician had prescribed for the boy a moderate-
ly powerful tranquilizer — just to help him learn! Now, the
idea was good, but pharmacologically it was the purest of
nonsense. The physician hoped to quiet the overactive child
by tranquilizing him. This he certainly did, for the child had
become so altered in his character (lethargic, lazy) that the
parents were disturbed at the change. But at the same time the
physician prevented the child from retaining any learned
reflexes or skills, and certainly hindered him from learning
anything new at all.

Patients themselves are partly responsible for overprescrib-
ing on the part of their physician. For if the physician tells
them to resolve some of their discords in their married or fam-
ily life rather than expect a pill to cure every headache and
generally to do everything for them, then those patients
become dissatisfied with their physician. If he gives them a
pill — even sometimes a sugar placebo — they are often
delighted at such an understanding physician. People want
everything done for them by a pill. Why should we wonder
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then at the drug epidemic? The psychedelic drug epidemic
only goes to prove that youngsters want even their transcen-
dent religious experiences to be pill mediated, instead of
resulting from fasting, praying and getting right with God and
their neighbor. We shall have more to say about this at an
appropriate place later.

The result of this “drug orientated climate” in our society is
that today Librium, Valium, Meprobamate, Thorazine,
Haloperidol and even some barbiturates with a tranquilizing
as well as an anesthetic action are abused by prescription on a
huge scale. By definition as tranquilizers they all reduce or
extinguish conditioned reflexes and learned skills while leav-
ing unconditioned, unlearned reflexes untouched.
Consequently, the patient emerges from the physician’s office
with the bottle or prescription in his hands which will silent-
ly and unobtrusively not only undo his learned skills but will
also hinder him from learning any more. This state of affairs
applies to the hapless overactive child sitting in school and
trying hard to learn some skills in mathematics, history or
woodwork, as well as to the harassed mother, nerves all on
edge, who is trying to cook a nice dinner for some guests
coming in for the evening. She breaks some dishes, burns her-
self on the hot plate and generally loses her skills as an effi-
cient housewife — thanks to her beautiful tranquilizer.

Some years ago I met an old friend on the Chicago and
Northwestern Railway in Chicago. He was bandaged from
head to foot. I inquired what he was “on”, at which he was
annoyed. He was, he said, “on” nothing at all. (He thought I
had implied he was on the booze.) It emerged that his wife
had left him and his young children. The father was a busy
business man. In trying to run both his business and his home
he had overdone it and had a serious nervous breakdown. As
a result his physician had ordered him some medication,
which had quieted him down enough to allow him to carry on.
Unfortunately and incidentally, he had smashed up three new
cars that same year just to add to his worries. He put every-
thing down to the fact that his marriage had broken up. The
car accidents were just the result of anxiety, in his view.
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As tactfully as I could I asked him if he would mind show-
ing me his prescription. No, he had no prescription on him,
but he pulled out of his pocket a little bottle, well and truly
labeled as “thorazine”, a major tranquilizer. I then asked him
if his physician had warned him to take any precautions. He
was taking three quite large doses daily. No, his physician had
said he might, in the initial stages of the therapy, feel a little
tired, but that would wear off as he became tolerant to the hyp-
notic action of the drug.

I then broke the news to him. No doubt, his broken marriage
had robbed him of sleep and made him accident prone, which
would help to account for the three smashed up new cars. But
the chief cause of his accidents lay squarely in the major tran-
quilizer thorazine, which he was daily ingesting in highly
effective therapeutic doses. He should not get behind a steer-
ing wheel for at least one month after he had taken the last
dose, since the substance was notoriously slowly excreted
from the body. It therefore remained for a very long time in
the blood stream, depressing his learned reflexes, that is, his
driving and other skills. I never found out how many people
he had injured or even killed as a result of not being warned
about the perfectly straightforward pharmacological action of
any tranquilizer.

A RESEARCH ARTICLE ON TRANQUILIZERS

A research article appeared recently in the British Medical
Journal (4, [1972] p. 580, compare also The New Scientist 14/
12/72 p. 622) describing the effects of Librium, Amyl tran-
quilizers (a hypnotic, sleep-producing drug possessing tran-
quilizing properties), Trifloperazine (Stelazine), Haloperidol
and a placebo (an inactive sugar pill) in human subjects. Each
subject was given a pill of one of the active substances or the
placebo 36 hours before taking a car driving test.

The results of the tests showed that with the exception of
Haloperidol and the placebo, all the tranquilizers mentioned
reduced driving skills (conditioned reflexes). The amount of
reduction of skill was dependent on the dose taken and the
time elapsing before the test was taken. However, not one dri-
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ver tested in this way had the slightest inkling of the fact that
his skills had been reduced by the drug he had ingested. Even
when serious reductions of skills had been produced by the
tranquilizers, the driver was completely unaware of that fact
and often thought he had been given a placebo instead of an
active drug. This emphasizes the human subject s total inabil-
ity to detect his own loss of skills under the influence of a
tranquilizing drug. After two or three glasses of wine you will
feel perfectly safe, but you are nevertheless tranquilized and
therefore accident prone.

The conclusion one reaches is that the so-called safe inter-
mediate tranquilizers (as opposed to the so-called minor tran-
quilizers) are potentially highly dangerous drugs when used
in subjects whose lives and safety depend on their ability to
use conditioned reflexes.

Recently I was interested in investigating a new method of
training and teaching medical students at a new medical
school on the North American continent. Naturally, I inquired
very carefully about instruction in pharmacology (drug sci-
ence), particularly as the physician today is armed with the
most powerful drugs ever available to mankind. The physician
should obviously be thoroughly trained in the use of such
powerful weapons, for their power for good is about equally
matched by their power for evil, just depending on how they
are used. However, in the new medical school there were to be
no formal lectures in pharmacology and no public examina-
tions.

This may be a better system than that of imparting knowl-
edge by bad lectures. Since the promotion of a professor in his
career does not depend much today on his lecturing ability but
rather on his skill in obtaining federal and other research and
training grants, it is obvious that lecturing skills have serious-
ly deteriorated in recent years. The consequence is that any-
thing, or any form of instruction, may be better than that given
by a professor who does not care in the least about his lectur-
ing ability. However, the same can be said of any system in
which the professor is not correctly motivated in imparting
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knowledge. If his imparting of knowledge, either by lectures
or by private tutorials (this was what was to replace the formal
lecture), does not decide his professional future, then the like-
lihood is that neither lectures nor tutorials will help to impart
much knowledge to young physicians.

The consequence is that we are getting stronger and
stronger pharmacological and pharmaceutical tools put into
our physicians’ hands with less and less guarantee (judging
from personal experience) that physicians have gained ade-
quate skill in using the new pharmacological “atomic
weapons”. One certainly hopes that, in the future, fewer
young men will be let loose on their patients, determined to
give an overactive child a tranquilizer “to help it learn its
skills a bit more easily.”

WITHDRAWAL OF BARBITURATES (GENERAL)

The general pharmacology of barbiturates resembles in
many ways that of alcohol, though their potencies, duration of
action and other specific factors vary. In an effort to avoid
barbiturate abuse, chloral hydrate or its derivatives are still
quite widely used, at least in Europe. However, the abuse of
barbiturates, glutethimide and other sedatives is probably
more extensive in Europe than even the abuse of opiates. As
in the case of thorazine and amphetamines, barbiturates are
often used in combination with other drugs, particularly opi-
ates and amphetamines, to potentiate and otherwise modify
their action. Thus dependence on barbiturates is often accom-
panied by concomitant dependence on other drugs.

DEPENDENCE AND TOXICITY

Repeated use of barbiturates and/or other general central
depressants can produce physiological and psychological
dependence. Small doses of phenobarbital can, however, be
taken almost indefinitely in some cases with no dependence
production. Psychological dependence or habituation results
from the individual learning to feel that the effects produced
by the drug are necessary to maintain a state of well being.
This may lead to compulsive drug use.
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Compulsive drug use is often, though not always, associat-
ed with tolerance and physical dependence. Increasing doses
are required to produce the same (or an even smaller) drug
effect. Repeated administration is necessary to prevent the
occurrence of the withdrawal or abstinence syndrome which
is characteristic for each type of drug involved.

Tolerance to a drug is due partly to the activation of drug
metabolizing enzyme systems in the liver by the drug. The
presence of the drug causes the destroyers of the drug to
become more active in destroying it. Thus, the more often the
drug is given, the more quickly the drug is destroyed. This
again means that more drug will be required to produce the
same drug effect in the body. More and more barbiturate will
be required to produce the same sleeping time as the barbitu-
rate user gets more tolerant to the drug.

Consequences of Withdrawal

What is often forgotten is that the corollary to this state of
affairs applies too. For, if the drug to which a person has
become tolerant is abstained from for a period of time, the
liver enzyme systems responsible for destroying the drug
“forget” how to destroy it as quickly as they did when the drug
was being taken regularly. The consequence is that a depen-
dent person may be able to tolerate, say, 1000 mgs. of a drug
after he has been using it for, say, three months. However,
after giving the drug up for, say, three months, his liver
enzyme systems “forget” how to destroy the drug as quickly
as they “knew” how to when they were working at it every
day. If now after say, six weeks of abstinence the person takes
1000 mgs. once more, he may die of toxicity effects, since the
liver enzyme systems cannot remove the substance as rapidly
as they once “knew” how. Toxicity and tolerance do not
remain constant but are dependent on usage.

The “forgetting” process does not really involve memory, of
course. The presence of the drug causes more enzyme to be
synthesized, so that there is more of it to destroy the drug after
the drug has been used for a time. And after abstaining from
the drug, the amount of enzyme system in the liver decreases,
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so that there is less of it when no drug is being taken. This is
particularly the case with opiates. Barbiturates and their toxi-
city’s remain more constant, though tolerance is an important
factor. The important point is that the degree of toxicity to a
drug depends to some extent on the immediate past drug his-
tory of the patient.

An individual may in the course of time become tolerant to
up to 1.2 gm. phenobarbital per day and show little sign of
toxicity on this dose. But, if the dose is raised even only
slightly by, say, 100 mgs. daily, toxic signs may ensue.

One other point needs to be mentioned at this juncture.
Tolerance to the sedative and intoxicating effects of barbitu-
rates easily arises. But, in spite of the more rapid rate of
destruction of the barbiturate in the livers of barbiturate users,
the toxic dose level does not always rise correspondingly.
Thus, as the dose for effectiveness rises with tolerance emer-
gence, the toxic dose level does not keep pace, and toxicity
overtakes effectiveness. The toxicity slope is steeper than the
tolerance slope.

WITHDRAWAL SYMPTOMS

Withdrawal or abstinence symptoms are similar in all gen-
eral depressants of the barbiturate and related drug types. In
early mild cases, the only signs are those related to paroxys-
mal EEG abnormalities. Later on, where greater dependence
is present, tremor, anxiety, weakness and insomnia result. In
severe cases, grand mal seizures and delirium may result.

On withdrawal of short acting barbiturates, the withdrawal
symptoms—abdominal cramps, nausea, vomiting, fainting
due to orthostatic hypotension, weakness etc., — usually
occur within one to three days. During this period convulsions
may occur. Where longer acting substances are concerned —
such as phenobarbital and chlordiazepoxide (Librium) — the
withdrawal symptoms set in more slowly. Once delirium
occurs it may not be easily reversed by giving even large
doses of the habituating drug.

If the phenobarbital type of drug is to be withdrawn, this
process must never be carried out abruptly. If withdrawal is
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effected abruptly, seizures or even status epilepticus may fol-
low. If morphine or any other opiate has been taken together
with a barbiturate — many morphine addicts take barbitu-
rates, or indeed any other drug available, when they find they
cannot obtain their “fix” of opiate — then both drugs are nec-
essary to prevent the occurrence of withdrawal symptoms.
Similarly, alcohol and barbiturates are often used together.
Indeed, some alcoholics may even give up their alcohol sim-
ply because they get to like barbiturate better than alcohol. If
addiction to both alcohol and barbiturate has occurred, then
both drugs may be required to prevent withdrawal symptoms
in some cases.

In the psychoneurotic patient, the addiction to barbiturates
usually originates in a physician’s prescription. The patient
continues to take the drug to counteract his insomnia or anx-
iety. On the other hand, the morphine addict only rarely makes
his acquaintance with opiates through a physician’s prescrip-
tion — in the case of medical or para-medical personnel, con-
tact with the opiate often comes in the execution of their
duties. The constitutional psychopath is usually introduced to
barbiturates by his friends. He does not seek relief from ten-
sion so much as an acute intoxication. Therefore he often
takes very large doses within the first few weeks of starting
his drug experiences. It is this type of person who learns to
neutralize his large doses of depressive barbiturates with stim-
ulative amphetamines. If he takes too much amphetamine he
may, conversely, neutralize it with barbiturate. This practice
results in a serious pharmacological situation similar to that
precipitated by using opiates (depressants) in the presence of
cocaine (a stimulant drug). Grave addiction is often the
result.!

From the above it will be realized that withdrawal from gen-
eral depressants such as barbiturates is not without danger. It
is certainly more dangerous than withdrawal from opiates.
Relapse in both kinds of withdrawal is very common.
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MENTAL CHANGES UNDER BARBITURATES

Under the influence of general depressants such as barbitu-
rates, changes occur which include mental and physical slug-
gishness, slow speech and understanding of sentences, poor
memory, reduction of attention, exaggeration of personality
traits, emotional lability, irritability, slovenliness, paranoid
ideas with tendency to suicide. Immaturity and infantility may
reach such a stage that the addict becomes unable to look after
himself. Toxic psychoses sometimes develop which may end
in visual hallucinations. Disturbances of vision and difficulty
with visual accommodation are common. Fainting due to
orthostatic hypotension has been mentioned.2

As previously pointed out, abrupt withdrawal of general
depressants such as barbiturates is dangerous in cases of
severe addiction. In less severe cases, only anxiety and weak-
ness may be experienced. During the first day or so, accord-
ing to whether short acting or long acting drugs have been
used, improvement is seen. This improvement may be fol-
lowed by anxiety, weakness and tremor, followed by insom-
nia, abdominal cramps, nausea, vomiting and rapid loss of
weight. Usually the patient feels so weak that he stays in bed
and begs for relief and his barbiturate. Uncontrollable shaking
of the limbs may occur and may precede grand mal seizures
which sometimes follow between two and seven days after
withdrawing the drug.

Particularly elderly or exhausted patients are the ones that
risk death most during withdrawal. But normally, withdrawal
may be completed in several weeks. Hallucinations after with-
drawal may continue for as long as two months after comple-
tion.

WITHDRAWAL AND TREATMENT

It is generally recognized that there are two cardinal points
which must be respected during withdrawal from central
depressive agents like barbiturates:

(1) Never abruptly withdraw the central depressant.
(2) Hospitalize the patient during treatment and withdrawal.

To commence treatment and withdrawal, a minimal mainte-
nance dose of a short acting barbiturate is determined which



76 Causes & Cure of the Drug Epidemic

will just maintain the patient in a state of mild intoxication,
free of irritability, insomnia, tremor or anxiety. The patient
being thus stabilized is then treated daily with 0.1 gm. less of
the barbiturate, until half the original stabilizing dose has
been reached. This half dose is then kept unchanged for two
to three days, after which the dose is again reduced gradually
by 0.1 gm. daily until one quarter of the original stabilizing
dose has been reached. A rest is then introduced once more
and the dose kept constant at one quarter of the original for
two or three days, or until all withdrawal symptoms have dis-
appeared. If any severe withdrawal symptoms do appear, a
single extra dose of 0.2 gm. barbiturate usually removes them.
Total withdrawal is attained after two to four weeks.

Hospital care with sympathetic nursing are essentials in
treatment of this kind. Care in preventing any smuggling of
drugs is, of course, mandatory, as addicts will lie and deceive
to any degree to get their drug. Any taking of extra drug doses
during withdrawal renders the whole procedure pointless.
After withdrawal is complete, psychiatric therapy is essential.
Without it relapse is to be expected. Even with good psychi-
atric therapy, relapse is the order of the day in spite of most
careful physical withdrawal. The same remarks about relapse
apply to alcohol and opiate withdrawal, though, of course, in
the latter cases many favor abrupt and total withdrawal of all
drug. With alcohol and opiates, withdrawal is accompanied by
less real danger.

The disturbances accompanying addiction of the kind dis-
cussed above lie at a deep level in the psyche of the patient,
who needs a thorough and complete remotivation if physical
withdrawal of the drug is not to be followed by relapse. This
aspect of the treatment of drug abuse will be discussed in a
following chapter.

Gootunoles

1 See Appendix
2 For an excellent full description of this subject see Goodman and Gillman, 2nd
Edition, 1954, p. 151.




CHAPTER V
SomE BAsIC FACTORS CONTROLLING DRUG
ACTION AND STATES OF CONSCIOUSNESS

GENERAL CONSIDERATIONS

There are at least six basic factors to be considered which
control the action of any drug in any organism. According to
the aspect from which one regards drug action, there are, of
course, more. But for our present purposes the following six
will suffice:

a) The nature of the drug in question. Its chemistry and its
physical properties are all of first class importance —
whether it contains double bonds (carbon to carbon), benzene
rings, long aliphatic side chains, amide groups, certain hete-
rocyclic rings, nitrogen, phosphorus atoms etc., and the pure-
ly chemical stability. All these factors play a role. To these
factors must be added those of stereochemistry — the shape
of the molecule, whether it is right handed or left handed
(optically active) — and whether or not the molecule is easi-
ly ionized in contact with biological fluids. Further, the sta-
bility of the molecule in the presence of body enzymes must
be considered. The mere size of the drug molecule also is
important. Physical properties such as solubility, vapor pres-
sure and surface tension must be added to the above list to
complete it.

b) The genetic make-up of the organism taking the drug. It
is important to realize that many drugs “combine” chemical-
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ly with the organism in which they produce an effect. If
hydrogen combines with oxygen, a new compound with prop-
erties differing from those of uncombined hydrogen and oxy-
gen is formed, namely water. If hydrogen combines with sul-
fur instead of oxygen, water is not formed but hydrogen sul-
fide — an entirely different compound with different proper-
ties. Similarly, if morphine “combines” with a mouse, the
mouse will be stimulated by the “morphine-mouse” combina-
tion, But if the morphine “combines” with a rabbit, the “mor-
phine-rabbit” compound depresses the rabbit. The genetic
make-up of the mouse is different from that of the rabbit. The
“compound” morphine-rabbit differs from the “compound”
morphine-mouse. Some women react to morphine or similar
opiates by being quieted and relieved of their pain. Other
women may react with stimulation and may show “sham
rage”. The “morphine-woman-A compound” is different from
the “morphine-woman-B compound”.

c) The Setting. The circumstances surrounding an organism
or person when under the influence of the drug. This factor is
sometimes called “the setting”, and is particularly important
where psychoactive and psychedelic drugs are concerned. If,
for example, a person takes LSD or even a cannabis drug such
as a mere marijuana joint in pleasant architectural and social
surroundings with congenial people, his chances of a “bum-
mer” (a bad trip) are less than if his “setting” is unpleasant
and he himself is plagued with anxiety. If a person is suffer-
ing from violent toothache, his reaction to barbiturate is dif-
ferent from what it would be if he had no toothache.
Barbiturates given in the presence of pain will often cause
hallucination and stimulation in the human, instead of depres-
sion followed by sleep. Morphine given in the presence of
pain causes euphoria and contentment. In the absence of pain
it may cause dysphoria and vomiting. In fact, the physiologi-
cal antidote to morphine is pain. Hashish smoked socially in
pleasant company without anxiety may produce euphoria. It is
almost a different drug when smoked solitarily. Thus marijua-
na is usually smoked socially, as we all know.
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d) The Set. The fourth factor influencing drug action is the
attitude of the person taking the drug experience. This is
known as the “set” and is, of course, closely related to “set-
ting”. Since one’s attitude to the drug experience is also relat-
ed to genetic make-up, liability to depression etc., it will also
be related to the factor we have described under b). A fearful
and depressed attitude when entering on an LSD trip may be
disastrous, even in a person who normally (when cheerful)
has experienced little but good trips.

¢) Physical Condition. The physical condition in which a
person finds himself at the time of the drug experience may
considerably modify drug action. Thus, if a person’s liver
function is depressed and his enzyme systems are not detoxi-
fying drugs normally, by chemically degrading them, less
drug will be eliminated from the body per minute than in a
person whose liver function is good. That means that the drug
will remain longer in the body than usual. The longer a drug
remains in the body, the more time it will have to act phar-
macologically and toxicologically. All this adds up to the fact
that if the body’s scavenging and elimination systems (the
liver, kidney and the enzyme systems) are not up to par, then
a drug will act more strongly in that person and will be at the
same time more toxic.

Thus, if a person’s enzyme systems in the liver or kidney are
depressed by illness, poor nutrition, old age — or extreme
youth, as in the new born — then the dose of drug required
for pharmacological and toxicological effects is reduced.
Smaller doses than normal are tolerated in such organisms.

f) Time. The length of time a drug is allowed to act on the
body. This factor is obviously connected to factor €) but does
not entirely overlap it. The effect may best be understood by
taking an actual example. It may take six to twelve months of
regular application of the tar obtained from smoking ciga-
rettes to the shaved back of a mouse before a malignancy
(cancer) can be produced. This means that “carcinogenic
tobacco tar plus back of mouse plus time equals cancer.” The
time offered to the drug to react with mouse tissue to produce
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a cancer is important. For if too short a time is offered to the
drug and to the back of the mouse, no cancer will result.

It may take twenty years of cigarette smoking to produce a
pulmonary cancer in man. Shorter periods of cigarette smok-
ing may produce no visible effect at all. All this adds up to the
fact that the most dangerous period in the life history of any
organism (man or animal) is that period which offers to any
toxic drug to which it is exposed the most time for toxic
effects to emerge. Obviously, if a boy starts smoking ciga-
rettes at ten years of age and then continues the habit at the
rate of a pack a day for thirty years, that boy is more likely to
develop the overt signs of tobacco tar malignancy (lung can-
cer) than if he had started smoking when he was sixty years
of age and continued until he was seventy five, when he died
of, say, kidney failure.

Thus, any organism is likely to show more drug toxicity the
carlier that organism is exposed to it. This means that the most
dangerous time in the life history of any organism, the human
one included, is the time when the organism can offer the drug
the maximal time during which toxicity can be developed.
Now, when can any organism offer any drug the maximal time
for toxicity to emerge? Surely when it is youngest. And when
is one youngest? Surely immediately after conception. Thus it
comes about that the first three months after conception are
critical, with respect to drug toxicity, in the life history of us
all.

The synthetic female sex hormone known as diethylstilboe-
strol is used by quite a large percentage of physicians on their
female patients as a “morning after the night before” contra-
ceptive. If a woman has exposed herself to a man, but has
omitted taking contraceptive measures, she may fear a preg-
nancy and ask for a contraceptive which works retrospective-
ly. On consulting certain physicians, she may be given a large
dose of diethylstilboestrol, which is effective in quite a high
percentage of cases in preventing pregnancy.

However, in some cases pregnancy does still ensue in spite
of the synthetic female sex hormone. If this is the case, and if
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the babe is female, it has been shown that a high percentage
of female babes born after large doses of diethylstilboestrol
had been given after conception, developed vaginal cancer
some twenty or twenty five years later. That is, the baby girl
who was exposed to diethylstilboestrol while still little more
than a fertilized egg in her mother, never “forgets” this chem-
ical “insult.” After storing the “insult” for twenty or so years
she develops vaginal cancer. This fact illustrates the para-
mount importance of protecting the young from exposure to
drugs and toxic chemicals. When the young are exposed to
drugs, they can offer the drug the long time span sometimes
needed to produce a toxic effect. This is the case even though
the young are never again exposed to drugs after the first
exposure.

The same principle applies to women who smoke or take
other drugs while pregnant. They expose their unborn babies
through their own blood stream to the toxic drugs, to which
the child is much more sensitive than the mother. This fact
follows, since the unborn babe is much younger than the
mother, which means that the drug has longer to work in the
babe than in the mother who has less long to live than her
child. The same principle applies not only to nicotine but also
to a host of other drugs and toxic chemicals to which we may
expose ourselves.

Some time ago, one of the leading British medical journals
published an article describing an experiment carried out by
some London physicians. They divided up several thousands
of expectant mothers into two groups, those who had smoked
and those who had not smoked. Then the life histories of the
babies born by these mothers were followed for a number of
years. The babies of the mothers that smoked weighed on the
average less and were subject to more general illness than the
children born by mothers who abstained totally from smok-
ing. Here the long term toxicity of tobacco smoking emerges
in a quite spectacular way.

Factor (f) brings out the need for care that women during
child bearing age should exercise in taking any drugs at all.
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The Thalidomide (Contergan) catastrophe in England and
Germany underlines the necessity for extra special caution at
this age. Thalidomide was an apparently non-toxic drug in the
adult, and one which proved to be useful in treating the morn-
ing sickness of pregnancy which so often occurs in the first
trimester. However, no one had tested out the toxicity of
Thalidomide (Contergan) in the human fetus (or for that mat-
ter in animal fetuses either) in the first three months of
intrauterine life. Thalidomide turned out to have a specific
affinity for developing limb buds, and prevents or hinders
their development. The result of this property was that thou-
sands of children were born showing underdeveloped arms
and/or legs.

It is feared in some quarters that the chronic use of certain
psychedelic drugs such as LSD might show serious damage to
the cell’s hereditary mechanisms. “In vitro” tests have shown
that in certain cases chromosome breakage may occur under
the influence of high concentrations of the drug. There is no
evidence that the drug can produce this effect when taken in
ordinary “therapeutic” doses “in vivo”. As far as is known at
present, LSD taken by a pregnant woman does get passed on
through the umbilical cord to her fetus, but whether damage
occurs in doses ordinarily taken is not known for certain.
Chronic users of LSD and hashish maintain that children have
been begotten and brought up exposed to both, without dam-
age occurring to the child. Timothy Leary maintains this in his
book “The Politics of Ecstasy”. Knowing (from experience)
the effect of the chronic use of the cannabis type of drug in
countries such as Egypt, where it is regularly used in large
sections of the population, one cannot help but doubt the
statement by Leary. LSD being a much more powerful drug
than cannabis, one would expect its effects, especially on the
young, to be more serious than those produced by cannabis.

With these six factors in mind we are now in a position to
proceed to a consideration of the effects of psychedelic drugs
in general.
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EFFECTS OF PSYCHEDELIC DRUGS

During the following discussion, we must restrict ourselves
strictly to the effects of psychedelic drugs (mind expanding
drugs) and omit the actions of other psychoactive drugs. Thus
it is proposed here to go into the effects of drugs such as LSD,
mescaline, psilocybin, tetrahydrocannabinol and ade-
nochrome, while omitting the effects of psychoactive drugs
such as general anesthetics, hypnotics, tranquilizers, opiates
(such as morphine, heroin etc.) and central stimulants such as
amphetamines, cocaine and similar agents.

Some of the properties of the psychedelic drugs overlap
those shown by other categories. For example. alcohol will,
under some circumstances, produce hallucinations similar to
those shown by amphetamines and the psychedelics. The
reverie often exhibited after taking LSD may appear similar to
the tranquilization produced by thorazine. Thus, in consider-
ing any of these categories of drugs, one must take the com-
plete picture and not any isolated symptoms. Alcohol will, as
mentioned, under certain circumstances cause hallucinations
(as in delirium tremens) although in general it would not be
classed as an hallucinatory agent. In small doses, alcohol does
suppress conditioned reflexes, leaving unconditioned reflexes
untouched. That is, at these doses, alcohol is acting like a tran-
quilizer. In larger doses it acts as a perfectly good anesthetic
and depresses both conditioned and unconditioned reflexes.
Again, by inhibiting inhibitory processes, alcohol may act as
a stimulant instead of as a depressant. Dose given, genetic
make-up of the organism taking the dose, together with set
and setting — all these factors may add up to modify the class
in which we place a drug and its pharmacology.

To return now to the psychedelic type of drug. It is reputed
to enlarge or stretch the mind, although there are some who
object to this description. Under the effect of the psychedelic
drug, the mind of the experimenter does experience at least
what may be called an altered (if not an enlarged) state of con-
sciousness. Under some circumstances, one may call this
ASC an hallucination, so that it is to the mechanism and func-
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tion of hallucination and hallucinatory action that we must
now turn.

HALLUCINATION

Hallucination can occur as a side effect of many drugs.
Indeed, certain physiological states are often accompanied by
hallucination without the aid of any drug at all. In fact, the
condition known as sensory deprivation, as we shall see later,
will produce hallucinatory effects. Amphetamines may pro-
voke hallucination at certain stages. Certain illnesses, partic-
ularly fevers, may be accompanied by hallucinations. Stress
and/or hunger and thirst may do the same. We shall touch on
the mechanism of hallucination of several types in the course
of this section.

In health, every normal person experiences hallucination
regularly in the guise of dreaming (sometimes day dreaming
too). Indeed, if a person is deprived of his normal dreaming
activities during the night by waking him every time he
dreams, that person will rapidly go into an anxiety state. So,
in order to maintain normal mental health, we have hallucina-
tions most nights in our dreams. We become, in effect,
“insane” in our dreams so as to remain sane by day!!

Hallucination may be described as a wandering in mind, or
as a subjective experience of something which does not exist
in material reality. Or, it may be described as an altered state
of consciousness — one in which the image of three dimen-
sional reality becomes distorted in the psychospace.

In order to understand the altered state of consciousness, it
is necessary to understand how normal consciousness is expe-
rienced first. Then we can go on to show how aberrations of
consciousness occur, with and without the presence of drugs.

MECHANISM OF CONSCIOUSNESS

Let it be stated clearly at the outset that consciousness itself,
the nature of consciousness, is not understood. I have gone
into some of the most recent research on this subject in my
book “The Drug Users”,2 to which reference may be made for
further information. On the other hand, the mechanism by
which the outside world gets transmitted to our “psycho-
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space”, by which nerve impulses reach the bottom of the
brain, there to be decoded, is somewhat better understood.
That is, the nature of consciousness is not clearly understood,
though the mechanism by which nerve signals reach the brain
and thus consciousness from our nerve endings is better
known. It is a knowledge of this latter mechanism which will
suffice us in our discussions on ASC and hallucination, even
though we still know little or nothing of the actual nature of
consciousness itself. We can start off by asking ourselves how
we become conscious of, say, light around us. In the retina of
the eye there are embedded innumerable photosensitive cells
known as rods and cones. When light falls on them they send
electrical impulses through the optic nerve back into the
decoding center under the brain, where the impulses are
decoded in such a way that the brain or consciousness “sees”
a flash of light. Many organized flashes of light build up a
complete optical picture of reality round about us in the form
of a an electronically “simulated reality” of photonically
expressed light in the psychospace (or in the “mind”).
Somehow or another our consciousness within the brain is
then able to “look” at an electronically simulated picture of
reality outside of the body, inside its own psychospace.

Every quantum of light (photon) which falls on a retinal
light sensitive cell produces the same sort of electrical dis-
charge, which is then interpreted as a flash of light. Thus the
light the consciousness “sees” is not the real light which fell
on the retina of the eye, but rather an electronic interpretation
of the same. This is seen to be the case when a blow on the eye
is registered as “seeing stars” or seeing “flashes of light”.
There were no real flashes of light falling on the eye when one
acquired the black eye. The stimulus of the blow (pressure) on
the retinal light sensitive cells was registered as light, for the
simple reason that any stimulus of the light sensitive cells by
either light or pressure (or other means) produces the same
electronic response which is then registered as a flash of light
in the psychospace.

The same principles apply to not only the sense of sight, but
also to the other four main senses by which we experience a
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sense of our surroundings (proprioception). There are certain
nerve endings which register a sense of “cold”. If one stimu-
lates those endings by touching them, they register “cold” and
not “touch”. The reason is that these cells produce the same
sort of electronic response no matter whether stimulated by
temperature changes or by touch. So the decoding center
under the brain registers any message coming from such cells
as “cold”.

Some taste buds register a sense of “saltiness” on the
tongue. If one stimulates such cells by pressure, they will pro-
duce a response which is interpreted as “saltiness” in the con-
sciousness. Stimulation of certain cells of the ear register
“sound” whether it really was sound that produced the stimu-
lation or not. Some nerve endings when stimulated produce
an unpleasant sense of pain. Stimulating such pain endings
with warm water (otherwise not in the least painful) will pro-
duce a sense of pain.

Thus, the nervous system of the body, which communicates
to our consciousness center the happenings round about us in
the outside world, does so by converting piecemeal all the
impulses that reality round about us makes on us into standard
electronic impulses (responses). These are so decoded in the
brain that they simulate reality surrounding us in a picture
projected into the psychospace. It is as though the body were
a camera which looks out on to reality round about it, and pro-
jects that view of external reality into the “darkness” of its
own interior in the form of an electronic image. Our own inte-
rior consciousness then reads off this view, thus transmitting
electronically what is happening round about the body so that
it can react to reality in an appropriate manner.

There are some consequences of this system of reporting
electronically on external reality internally. These we must
look at next.
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ALL THE FIVE SENSES ARE IN COMPETITION WITH ONE
ANOTHER

The five senses we have been discussing all report to the
same decoding center under the brain. This fact brings with it
a competition, which is highly important, as we shall now see.

Let us first of all take an example to prove that the compe-
tition between the senses exists. If one has a severe abscess
under, say, a molar tooth, something needs to be done about
the pain while the dentist either does a root treatment or
extracts the tooth. Let us assume that the dentist resolves to
extract. Usually he will block the pain reporting system from
the tooth to the decoding center under the brain by one of two
methods He may carry out a nerve trunk block by injecting a
local anesthetic into the nerve running from the tooth to the
brain, thus stopping the pain impulses from getting past the
blocked length of nerve trunk. Thus, although the pain is still
present under the tooth, the brain and its consciousness knows
nothing about it. Usually the dentist will also anesthetize the
tissue surface round the tooth, so that no impulses from them
leak through to the consciousness center by way of other
routes. Thus pain is there all round the tooth, but the impuls-
es simulating the pain cannot penetrate the blockade of the
nerve paths brought about by the local anesthetic.

A similar overall effect can be achieved by giving a general
anesthetic, by means of which the impulse routes in the brain
itself, which lead to consciousness of the pain impulses, are
blocked. In both methods, the pain is still there in absolutely
undiminished form and intensity, but the routes of its simu-
lated impulses are either blocked on the way to the brain
(local anesthetic) or in the brain itself (general anesthesia).

There is still another way of blocking the pain of an abscess
under a tooth. This way does not make use of a blocking agent
such as a local or general anesthetic. It depends on the princi-
ple we wish to explain, namely that of competition between
the various five senses of proprioception. This principle is
vital for any understanding of hallucinatory drugs. How does
it work?
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The pain impulses from the abscessed tooth are so intense
that they are taking up most of the available space in the
decoding center of the brain — the pain is so intense that
one’s whole consciousness is filled with nothing but pain.
One can appreciate little else and is distracted by it. How can
one stop this state of affairs without the use of an anesthetic?
The dentist could do the following experiment (I do not
advise submitting to it, for local anesthesia is much more
comfortable): He places a pair of headphones over the ears
and connects them to an amplifier which feeds in white noise
or music. He tells his patient that as he begins to extract the
tooth (if he has decided on that method of approach to your
problem) and the pain mounts, he is to turn up the volume
control on the amplifier. The more he hurts, the louder the
patient turns up the input to the headphones until by the time
he has nearly blown his head off with noise, he does not notice
that the tooth has gone. The noise anesthetized him. How?

The pain impulses were going up from the tooth abscess to
the decoding center under the brain where they were taking up
a good deal of the available space. These pain impulses were
so strong that one could barely appreciate other sense impuls-
es. They were pushed aside by the pain impulses so that the
“line” to the brain was maximally “busy” with pain messages.
If, now, one forcibly feeds into the ears so much noise or loud
music that the auditory nerve becomes so flooded with the
sound produced impulses that they flood the decoding center
with their messages, there will be less “space” there for it to
deal with the pain impulses. The line becomes so busy with
noise impulses from the auditory nerve that it cannot deal
with any more business at all — not even with pain from a
tooth. Thus the pain messages arrived all right at the decoding
center but could not be dealt with by that organ, which was
cluttered up with business from the auditory nerve. Thus it
had to leave the pain messages undecoded. This is another
way of saying that the consciousness was anesthetized to pain
by the noise.

The above is actually an everyday experience, even though
we often do not recognize it as such. I was once playing in a
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Rugby football match, my position being in the scrum. One of
my colleagues had set himself the task of getting a try in that
match, come what might. He was playing all out, as it were.
He, too, was in the scrum. The scrum wheeled in such a way
that his ear lobe got caught up in the belt buckle of the boy in
front of him and part of the lobe was ripped out. But he was
playing with all his might and did not notice the pain — or the
blood. His five senses were so busy reporting on the position
of his body in the game, the positions of the opposite team
members, the flight of the ball, in short they were so busy
reporting on the heat of the battle that the boy’s decoding cen-
ter was much too busy with other matters and did not decode
the pain impulses. The running, the dodging and the general
heat of the “battle” flooded the decoding center so much that
it was just unable to cope with the pain impulses which there-
fore went unregistered. “Battle” anesthetized him to pain.
However, as soon as he was taken to the touch line and was
hors de combat, Rugby footballwise, this flooding of the
decoding center stopped abruptly. The decoding center busi-
ness was vastly diminished with the consequence that the pain
impulses, which had been there all the time, could now be
handled by the decoding center. The result was that the boy
immediately fainted from pain and had to be given an opiate
to deal with it.

We all know that a soldier when he is fighting for dear life
may suffer serious injury. He may have a toe or a finger blown
off. But in the battle he hardly notices it. His decoding center
is so busy dealing with the incoming impulses from reality
round about him which must be properly decoded if he is to
survive, that there is no room on it to deal with the pain from
the finger or toe. But take the soldier out of battle and he will
need morphine to cope with the pain which gets through the
moment the overloading of the decoding center (caused by the
battle) stops. The heat of the battle is removed, and with it the
millions of impulses coming in from proprioception. This
leaves space in the decoding center for dealing with pain,
which then becomes intolerable.




90 Causes & Cure of the Drug Epidemic

We all know of cases such as the one I recently encountered:
A lady slipped on a patch of ice in the road and broke her leg.
It was a multiple fracture, and she had to have a number of
screws put in until the bone had joined. She tells me now that
she has no pain at all during the day. The trouble always starts
at night. The reason is that the load on her “telephone
exchange” under the brain is much reduced at night — she is
not hobbling around doing what house work she can. The
“exchange” is not busy and has more time for analyzing and
recording in detail the messages from her broken leg.
“Keeping busy” anesthetized her effectively with respect to
the pain. Strong activity will anesthetize even strong pain, and
weak activity will anesthetize weak pain impulses. She has
pain during the day, but does not register it. She is too busy to
do that!

Sometimes we husbands have to hang pictures for our
wives, and sometimes we hit our thumbs with the hammer,
instead of the tack. When this happens, we do not quietly and
simply murmur, “Dear, I have hit my thumb nail. It really
looks as if it is going to go blue. How very interesting to
watch.” No, we jump off the ladder, say all sorts of things we
ought never to say, we shake our hands and arms and run fran-
tically around. The rational explanation of this behavior is
perfectly simple. The pain impulses (after hitting our thumb)
reaching the decoding center are overwhelming, so that one
can pay attention to nothing but the fact that one has hit one’s
thumb nail with a hammer. If now one rushes around and
shouts all sorts of unpremeditated poems, shakes one’s hand
and doubles up one’s body, one is by these actions feeding
into the decoding center millions of extra impulses from pro-
prioception which will overload the decoding center. If the
center is overloaded by non-pain impulses from a writhing
body, shaking hand and a vociferous mouth, then the pain
impulses will get through to consciousness less well than if
they had the decoding center all to themselves, as it were.

Thus, the five senses are all in competition with one anoth-
er. The equilibrium between them all is dynamic, and mes-
sages get through on the basis of business volume and priori-
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ties on the decoding center. This competitive principle is vital
to the understanding of psychedelic and other drug action.

There is another important point w<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>