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Pleasure and Suffering: Theorising Normal Drug Use

Richard Hammersley

Abstract

This editorial introduces and justifies this special issue on theorising normal drug use. It first criticises reductionism and explains why normal drug use is problematic for principally biological theories of addiction, which rely upon primary reinforcement as the main cause of drug use. Then, it develops an alternative based on pleasure and suffering. The latter is a much broader revision of the sick role. Finally, it sets the importance of normal substance use in contemporary context. 

Pleasure and Suffering: Theorising Normal Drug Use

Richard Hammersley

The existence of normal patterns of drug use that do not become pathological remains questionable, even offensive, to many people. Indeed, the evidence for such patterns of use is scant compared to the body of evidence documenting the harms that befall, or could befall, drug users. However, there is only a tiny amount of research designed to entertain the possibility of normal patterns of drug use. The papers in this special issue make various contributions to documenting and theorising normal drug use. Why is this important?

The papers show normal drug use in the sense of use that is not unusual, rare, or restricted to deviant subcultures. Normalisation has made the boundaries between different subcultures more permeable and focussing on minority use patterns rather than majority ones is essentially prejudice (see Hammersley & Reid, 2002). 

Also, normal use in the sense of use that is integrated into the users’ lives and, to some extent, accommodated, tolerated or ignored by society. Also, in the sense of use that is seen as normal, acceptable, or sadly unavoidable (Levy & Anderson, 2005) by users. Finally, use that is normal in the sense of involving patterns of activity that are not exclusively problematic and that can be explained by normal psychological and social processes. Indeed, drug use is not always the defining feature of drug users’ lives. It would trivialise the research described here to make sweeping statements, but all the papers appreciate that drug use cannot be understood or tackled except as being situated in wider understandings of people and society. 

In contrast, most previous drugs research has focussed upon identifying specific factors that promote pathological or harmful use, as well as documenting and classifying the harms that occur. There are also studies into the psychopharmacology of drug reinforcement and it is widely assumed that potent reinforcement suffices to explain normal use. There has been marked progress in developing a detailed psychopharmacology of the mechanisms that sustain drug-using behaviour (e.g., Behavioural Pharmacology, 2002). Yet, psychopharmacology only sets the boundaries and basic parameters of drug use. In most research, consumer enjoyment is under-theorised and taken for granted, consequently no further explanation of mere drug use is sought. This editorial will argue the importance of understanding normal drug use, criticise the biomedical disease domination of drugs research and map out some of the alternative ways that drug enjoyment and drug problems might be understood.

There is, perhaps obviously, a difficulty with ‘normality’. At one end there is a purely actuarial sense of what is normal; what the statistics show. At the other end ‘normality’ is socially constructed. It is far easier to create a seemingly objective definition of deviance or abnormality than of normality, because the tacit assumptions underlying the normal need not be questioned. In the UK, abnormal drug users are ‘addicts’, on the register of notified addicts, dependent or, ‘Problematic Drug Users’ (Drugs Strategy Directorate, 2002).  Other countries have slightly different methods of defining, listing and labelling drug deviance. These definitions have been honed until they appear objective unless one looks at the background assumptions; those about normality. 

 ‘Normal’ substance use can only seem unproblematic if one does not look too carefully, or question the methods by which statistics are gathered. With alcohol, Kreitman (1986) pointed out the preventative paradox; because there are many times more non dependent drinkers than dependent ones, most alcohol related problems – in absolute numbers – come from non dependent drinkers. As drug use has become more prevalent, the same is likely to apply to drugs. For example, it is possible that some occasional heroin users steal to buy (still expensive) heroin.  They will probably not steal as often as daily, dependent users, but if caught either may seem like ‘addicts’, or not, depending upon how they are labelled and how they present themselves. As arrestees they may ‘test positive’ and inflate the apparent heroin dependence-crime relationship. In general population surveys they many deny using heroin at all because they feel that they are not real (or proper) users, causing under-reporting and systematic bias against ‘harder’ drugs (see Patton, 2003). Once the epidemiological data, looked at in depth, fail to produce straightforward definitions of normality and abnormality, or workable cut-offs – such as. the definition of obesity –  then only a social constructionist approach of some kind can offer an explanation of understandings of normal and abnormal drug use. 

This is frustrating, because drugs clearly have consistent material effects at a number of levels from the neuropsychopharmacological to the social systemic. Unfortunately, these effects do not lead to predictable and consistent consequences. There is a theoretical problem, or tendency, in drugs research and drugs policy to oscillate, sometimes wildly, between biological reductionism and social constructionism. Biology determines drug use, but it is also the product of the deviant ‘other’ who operates in a subculture where use is normal (Whiteacre, 2005). Instead, as will be seen, plural approaches are required. Generally, those who seek a unified approach invoke some form of reductionism or determinism to justify it, so in part this editorial has to be a critique of reductionism. This is not to reject the importance of biology, but to insist that other forms of theory are also important.

Pleasure

People use drugs because they feel that they enjoy or otherwise benefit from some of the effects of use. This truism is often confused with the technical assertion that drugs are reinforcing, but ‘enjoyment’ does not necessarily involve primary biological reinforcement mechanisms.  Drug use can include using substances where there may be little or no actual effect or benefit to the user. Vitamin supplements taken by the well nourished is one example. The injecting of ‘heroin’ too dilute to be psychoactive has also been documented (Johnson, et al., 1985) and there are also ‘addictions’ to activities with unspecific arousing effects on the brain, such as gambling, sex and eating/ restraining eating (Orford, 2000). Also, the brain pathways affected by drugs tend to be quite general and implicated in a wide range of other activities too (see Hammersley & Reid, 1997 for further discussion and Behavioural Pharmacology, 2002 for examples of current understandings).  

It is not safe to assume that experimental and animal models of neuropsychopharmacology have ecological validity for humans. Even basic data about dose-response curves is often lacking. A drug’s primary effects on brain pathways linked to reinforcement may not be necessary to explain drug enjoyment. Instead various secondary
 reinforcement mechanisms may be sufficient explanation under natural conditions of ingestion, even if it can be demonstrated that the drug has primary reinforcing effects under some experimental conditions (see also Davis, 1992).  

Most drugs of concern do have specific, probably primary, effects, but even then the effects are often mixed and include effects and consequences that are not positive or reinforcing. The most popular drugs induce euphoria – that is they can make people feel happy and might be said to be reinforcing. These include alcohol, heroin, cocaine, amphetamines, cannabis, LSD and ecstasy (the primary mood-enhancing consequences of nicotine are more uncertain). Feeling happier may be what users seek, but drugs that can induce euphoria do not always successfully do so and sometimes the euphoric effects come with unpleasant effects of various kinds. Several widely used drugs, including alcohol, nicotine, opiates and cannabis, can lead to nausea and novice users must learn to deal with, habituate to or avoid it. Many drugs affect arousal, either causing drowsiness or over stimulation, in ways that seem like undesirable side effects in some contexts of use, if amongst the wanted effects in other contexts. Many other positive effects of drugs can also be re-described as negative effects, notably hallucinogenic and psychedelic effects. For example near-death experiences (Dalgarno & Shewan, 2004) may be what some users seek but might be traumatic for others. Some drugs commonly used by humans are readily used by animals and seem reinforcing in the behaviourist sense of making repeated use more likely. For others, including alcohol, special experimental conditions have to be engineered to get animals to self-administer the drug at all. 

We remain beguiled by a fifty-year-old stereotype of drug ‘addiction’ as akin to tapping directly into the pleasure centres of the brain, leaving the ‘addict’ obsessively consuming in mental ecstasy but physical squalor.  Supposedly, certain drugs are ‘so’ reinforcing that this is the result. This dramatic tableau has been widely perpetuated, but its negative excitement and sheer repetition do not make it accurate, nor explain how and when people avoid, or arrive at, this condition. 

Zinberg (1974) proposed that drug properties, the mindset of the user and the setting of use contribute to the drug experience. The mindset and setting may often suffice to explain use, without any particular drug properties being required. Amongst the more perplexing mind-sets, users can deliberately use drugs that they believe to be potentially dangerous – although not too dangerous
 – harmful and to be widely disapproved of. Disapproval alone can have serious social consequences for the user, but some people choose to use the drugs anyway. For humans, drug use and drug effects have meaning and those meanings influence use. For example, see the growing work on alcohol expectancies (Jones, Corbin & Fromme, 2001). 

Beyond Reinforcement

To assume that primary drug reinforcement is so potent that it generally over-rides set and setting is to over-simplify the problem and to beg many questions. Yet, this assumption remains the central pillar of the dominant biomedical paradigm for understanding drug use. “Drug reinforcement” here is used to refer to theories that emphasise the specific neuropsychopharmacological effects of drugs in making repeated drug administration more likely. 

Drug reinforcement and the consequent development of drug dependence clearly make one pillar of addiction research, particularly in its modern sophisticated form, but it cannot support the entire edifice. If drug reinforcement were the predominant explanation for all drug use, then surely most users would eventually become drug dependent. This key prediction appears to be false, so to support the paradigm it has been necessary to ignore normal use, minimize it as ‘experimentation’, or challenge research that documents that normal drug use occurs. 

For normal drug use suggests the need for further pillars of understanding along with “reinforcement causing dependence”. Additional pillars will include an understanding how drug use fits into contemporary culture, how the relevant issues are constructed and discussed within that culture, what the personal and social benefits (as well as disadvantages) are of using drugs, what the meanings are of drug experiences and how and why normal drug enjoyment does not lead to dependence.

Even in their current rudimentary form, those pillars weaken the sometimes over-confident claims made by the single pillar paradigm. For example, at a time when massive trials of substance treatment efficacy are being undertaken (e.g., Gossop et al., 2003; Addiction, 2002), it is easy to forget that many, perhaps most, substance users ‘recover’ unaided and without having taken the stereotypical pathway into dependence and out again (Orford, 2000, Ch 13).  There are still controversial theoretical and practical implications of the very existence of unremarkable drug users, so it not surprising that there is considerable resistance to their study. 

One method of promoting the single pillar paradigm is to study only people who seek help.  This virtually guarantees that they will have, at one time at least, (i) enjoyed the effects of drugs sufficiently to (ii) use sufficient quantities for neuropsychopharmacological effects to become relevant, then (iii) have encountered problems with their use, including problems with families and friends, (iv) have had difficulties managing use themselves and (v) be willing to come forward and identify themselves as drug users or alcoholics. Users who (i) never liked the drug(s) in the first place, or (ii) take very little of them, or only in highly constrained circumstances (e.g. only on skiing trips), or (iii) enjoy them but have not encountered problems, (iv) who can manage use themselves, whose families do not mind, or who (v) are unwilling to identify themselves as users may be quite different.  

Another method of promoting the single pillar paradigm is to use adjustable definitions of substance use and substance use problems, particularly in survey work (see Collins et al., 1983). Because more intense use and more intense problems are relatively rare in the general population, surveys tend to employ relatively broad definitions of ‘heavy’ use or ‘dependence’, which includes people with problems of clinical relevance into a wider group of people who surpass certain cut-offs regarding use or problems, but who do not meet clinical criteria. This approach is necessary for some forms of survey analysis, but it often leads to the blurring of definitions, so all heavy users are referred to as ‘dependent’ and the clinically-relevant problems of a few service users are vaguely assumed to apply also to the liberally-defined many heavy users. This sloppy thinking encourages stereotyping. 

These difficulties are compounded by the problems of estimating drug use. For example, alcohol intake is under-reported by at least a third in surveys, compared even to customs and excise figures (never mind contraband). In other contexts of use there can be problems of over-reporting because of optimism or over-estimating the strength of street drugs of unknown quality, as well as under-reporting (see Patton, 2003). All too often in drugs research reductions in quantifiable error are confused with more accurate measurement, although there is no independent measurement standard and reduced error may simply be due to more systematic bias.

Quantity and frequency are superficially easy to numerate, but there is also a need to understand the social and psychological factors that determine why, when and how drug use occurs. Patterns of use are probably more important than simple but inaccurate quantities. Such patterns of use are social, cultural and political activities with meaning, as well as being biological ones (e.g. Douglas & Isherwood, 1996). 

 For example, just as sports shoes convey a ‘sports’ image (Klein, 2000) so drugs convey a ‘drugs’ image. The physical capabilities of running shoes for running are somewhat irrelevant to a wearer who only walks. The image is the commodity and the nominal practical function of the commodity becomes irrelevant. Sports shoes become street style, then evolve into styles unsuitable for sport such as backless slip-on ‘tennis’ shoes. Similarly, the potential neuropsychopharmacological effects of a drug may be irrelevant for a user who only uses very small doses, or, like President Clinton, did not like it and did not inhale (Hempfiles.com, 2003). Daily users of cannabis may include a person who takes a single non-intoxicating puff from their spouse’s spliff at night, purely for sociability, as well as someone who personally consumes several grams of hash per day. Naturally, the former type of ‘daily’ user is less likely to seek help or even admit to use in surveys. Furthermore, just as athletes advertise shoes worn by couch potatoes, so perhaps drugs imagery is promoted by iconic, but atypical, users.  These include melodramatic ‘street’ addicts, music stars and ‘degenerate’ celebrities.

 Image is just one of many under explored aspects of normal drug use. Image in post (or high or reflexive) modern culture can conceal and confuse things. The sports shoe wearer may want to seem athletic while being unfit. The drug user may want to seem… Well, the answer is a topic for research not a matter of jumping to conclusions. The public image of a drug user is pathologised and stereotyped. For many users, the private image of drugs must be different, but the pathologised public image means that most take steps to manage and conceal their drug use. While the twin spotlights of clinical concern and adverse publicity tend to fall upon drug users who are celebrities or become criminals or patients, there are important reasons for studying those other unobtrusive users who keep their drug use out of the limelight. 

Why is normal drug use important? 

Drug use is prevalent

First of all, drug use has become prevalent. Figures vary from survey to survey and place to place, but conservatively in most European and American countries at least 20% of adults have used some illegal drug or other at some time in their lives. Most common amongst the drugs is cannabis/ marijuana. It is much more difficult to make an accurate guess about how prevalent regular use is, or use of drugs that are regarded as much more serious and are probably less prevalent. Willingness to admit more ‘deviant’ acts is lower (Patton, 2003) and many surveys fail to inquire in sufficient depth about quantity and frequency of use, for this can dominate the entire survey if it is to also cover the range of about 20 drugs that are in common use (the list varies slightly from place to place).There are also ethical and moral concerns about questioning the general population in this way. Furthermore, surveys tend to ask more questions to ascertain the risk factors that predispose to drug problems and the problems that result than questions that consider the non-pathological aspects of drug users lives. Only a few studies have avoided the trend of reporting primarily negative correlates of drug use (e.g., Glassner & Loughlin, 1987; Ditton & Hammersley, 1996). 

If alcohol, tobacco, caffeine products, medically-prescribed and self-prescribed drugs and ‘herbal’ products are counted as drugs, then drug use is majority behaviour in American and European societies and probably still common even in societies where alcohol is heavily controlled and where religious and cultural rules discourage intoxication. Within this broad a definition of drugs, there are very blurred boundaries between different ‘types’ of drug. For example, the ‘herbal’ stimulant guarana is incorporated into commercial soft drinks, but is also sold as a tablet in concentrated form that might be easier to abuse, if such abuse is possible. Codeine is widely abused illegally, yet weak preparations containing codeine are available over-the-counter as medicine in some countries. There is much about normal drug use to study and it is of intrinsic interest because it is a major human activity. 

Normal use contrasts with the pathological

Secondly, understanding normal drug use is essential to understand problematic and pathological use. Even if the advantages of studying non-problematic activities are obvious to individual readers, they are less obvious in collective discourses about drug use, where normal drug use is underemphasized because we are seduced by the pathological image. For instance, it is a widespread practice to use ex-addicts as ‘experts’ to dissuade the young from using drugs and to contribute to anti-drug treatment. In contrast, bankrupts do not teach accountancy. For drugs the pathological is considered normative to the extent that for the most demonised drugs like heroin and cocaine the idea of sensible or controlled use is taken to be intrinsically implausible. How and why is drug use pathologised?  Hammersley and Reid (2002) reject the thesis that this activity is primarily due to ignorance, political opportunism or prejudice and propose instead that pathologising drug use is socially functional in a number of ways. How can an activity be simultaneously pathologised and normalised, sometimes by the same people?

Suffering

One useful theoretical account can be made with the French concept of ‘suffering’ (La soufferance: Fassin et. al., 2001), which can be seen as a radical widening of the ‘sick role’ (Parsons, 1951). La soufferance has been developed to capture how marginalised people interact with social agencies.  Classically, the sick role depends upon a simple understanding of disease as a physical problem that can be cured by time alone, or with appropriate treatment. Drug dependence is supposedly a ‘chronic relapsing disease’ (NIDA, http://www.drugabuse.gov/tools/FAQ.html#Anchor-What-53617, accessed 17.7.2003), but this relies upon the excessively narrow single-pillar paradigm.  Many common life difficulties, such as parenting, working and debit are also becoming understood as suffering (Füredi, 1997). 

 ‘Soufferance’ has religious origins and emphasises the beneficial aspects of this role more than sickness. It is wider and more useful than the sick role in a number of ways. It encompasses more modern malaises, such as stress, which are not analogous to simple physical diseases. Suffering does not involve a set social role, but is rather a way of framing social interactions (Goffman, 1975). The sick role is a temporary lapse from normal identity. Suffering may be identify-forming and can have both positive and negative aspects. It is also open-ended about the time course and prognosis of conditions. In consequence, sufferers are not obliged to get better. Although they should want to get better, they may have to ‘come to terms with’ their condition and accommodate it within their lives. Or they may have to transform their lives entirely to manage their condition. At the same time, sufferers experience social tension as to whether they are victims and patients to be identified and labelled primarily in terms of their suffering, or whether suffering is a transient part of their identities. Sufferers can suffer from physical diseases with understood aetiologies, particularly if the treatment and care is prolonged and potentially relapsing, such as coronary heart disease, some genetic disorders and many cancers. Sufferers can also suffer from less understood disorders and syndromes, including mental and physical disabilities, stress, anxiety, allergic conditions including asthma, dementias, mental illnesses and substance abuse. They may also suffer from conditions that might be caused entirely by psychological and social conditions, such as homosexuality, childhood abuse or racism. Suffering centralises the psychological and social aspects of conditions, rather than making them secondary to the physical disorder. As well as being disadvantaged, sufferers may benefit materially from suffering, become better people or otherwise be personally transformed. While the sick role is a temporary but dominant role, suffering can be indefinitely protracted – even unto being an ‘ex-user’ – but not necessarily dominant in the person’s life.  Some sufferers only suffer in their interactions with certain social institutions. In other contexts their condition may be trivial or irrelevant.

Framing certain forms of experience and social interaction as suffering occurs because suffering is socially functional or personally rewarding in some sense (see also Davies, 1992). However, as well as being directly rewarding, for example financially, framing can also give meaning to life, or facilitate social survival for somebody lacking alternative social capital. While sickness is generally disabling, someone who suffers from a stigmatised condition may actually enjoy aspects of the lifestyle and milieu involved, which applies particularly to drug use (see Feldman et al., 1993/ 2005). Alternatively, suffering may be functional on the surface, but dysfunctional underneath. That is the person may seem to have no choice in the way they operate, but this may be based on the dysfunctional or irrational nature of their underlying schemata (see Wells, 1997, pp9-20 for anxiety disorders). 

The more open-ended nature of suffering means that sufferers may not be relieved from their social obligations, but may be encouraged to struggle with them. The sick role theoretically set simple boundaries, exemplified by judging whether a child is ‘really ill’ and should stay off school, or only malingering. Suffering is more sophisticated and ambivalent. The child truant and cannabis abuser may be suffering at school and may require help of some form, which might include staying off school, or not, or going to school but with special support. Indeed, suffering can require ‘support’ rather than ‘treatment’ and those who suffer have a right to complain if the appropriate support is not forthcoming from others. The rights of others to object that the sufferer is not utilising support appropriately are less clear, unlike the obligations of the sick person to use treatment and expert help to get better. Suffering also recognises tensions between compliance and disempowerment and between the expertise of the sufferer and the expertise of the caring professional. The child caught using cannabis may choose to blame this on their other problems as a mitigating excuse, which can backfire when parents and school define the problems as worthy of intervention.

 Like sickness, suffering is excusable. Suffering is not simply the fault of the sufferer, nor an unavoidable part of the human condition. Instead it becomes the legitimate target of law and regulation to prevent causes such as child abuse, drug problems, accidents, poor parenting, social exclusion, racism and excessive working hours.  Suffering also becomes a legitimate target of the caring professions, of the provision of social support and of self-help. It is also a major source of personal growth.

Those who have suffered have their experience legitimised and become sources of expertise about their complex conditions. This expertise can extend to disputing care and treatment, whereas the sick person is supposed to cooperate with medical practitioners and family in order to get better. In place of accepting ‘mother knows best’ and downing her folk remedy, the sufferer may exclaim ‘you don’t understand my situation’ and refuse to cooperate. Suffering is somehow special and bestows special knowledge, whereas sickness could happen to anyone. Recent developments in patient consultation and involvement with health care reflect a suffering type of perspective on health and illness. Should drug users have the services that they need, or the services that they want? Who defines ‘need’?

One relevant example of legitimisation by suffering is that in the UK Leah Bett’s father became a frequent commentator on drug issues, after his daughter died of excessive water consumption after taking ecstasy. Longer ago in the USA, Betty Ford’s name legitimised a chain of drug treatment centres, because of her status as the former president’s wife and recovered prescribed drug abuser. Those who have merely had fun or experienced misfortune are not legitimised.  Indeed, there are pressures to disallow or marginalize their experiences. It is not a ‘good story’ or the right image to use drugs for a while then stop again for no particular reason. 

Marijuana Anonymous was set up because cannabis users were tired of not being taken seriously in Narcotics Anonymous meetings. Why? Because marijuana is a ‘high bottom’ drug (http://www.marijuana-anonymous.org/Pages/why.html); i.e. marijuana users do not suffer enough for their experiences to fully count at NA. There is now a new wave of research and clinical concern that documents the suffering of cannabis users (see Addiction, 2002), which is leading to better services for them, although perhaps at the cost of pathologising cannabis use. If cannabis use is to be taken seriously, then it has to take on the form of suffering, but there is a risk of slippage from psychosocial condition to biological disease. Not surprisingly, social scientists tend to highlight the importance of psychosocial factors and neuroscientists highlight the importance of biological ones.

Nowadays, service needs are conceptualised around suffering rather than around disease and those who suffer less – whose quality of life is better – require less services. New services are driven by the discovery of silent suffering. Once a new form of suffering is articulated, it tends to broaden. For example, bullying, which began as serious physical or verbal intimidation, has broadened to include routine dislike of or disinterest in a person by a social group (Füredi, 1997). The expansion of suffering is driven by well intentioned social concern, genuine desires for services and a free market in resource allocation where those more deserving – i.e. more suffering – can obtain more resources. 

Medical insurance schemes that explicitly list the problems that are sufficiently serious to qualify for payment further legitimise suffering as the route to getting help, as do economic models that quantify quality of life years and other qualities. Unfortunately, suffering can formalize and perpetuate the problems by encouraging people to construct themselves as sufferers in order to interact successfully with society and its agencies. 

Even services set up intelligently for everyone usually struggle to keep a balance between legitimising the service needs and pathololgising the service users with suffering. Sufferers have a reciprocal tension between being a recognised presence and influence as a sufferer and an unconsidered absence, which is particularly problematic for people who are otherwise largely disempowered or socially excluded (Lanzarini, 2003). In many places fear and despising of drug injectors leads to their receiving more services than ‘absent’ but more prevalent groups such as those with other forms of drug problem.  For example, drug users seeking help may be more likely to get it if they ‘play up’ their heroin injecting rather than their alcohol and cannabis intake. 

Drug use as an example of suffering

There is an attractive way to avoid suffering with drugs – refrain from drugs and you will never have drug problems. Whatever else we know and don’t know after over a century of concern about drug problems, it is clear that people cannot easily be persuaded to avoid drugs and that drug demand tends to create a vigorous supply industry. It is in this context, not in an imaginary utopian one, that we need to learn how to avoid suffering. For good or bad, there is now such a thing as normal drug use and it is important to understand how and why this occurs. To do this it is necessary to work against a contemporary social trend for suffering to displace normality. 

This leads on to a third reason for understanding normal drug use. It may be an exemplary case of this more general trend. Of itself, there may be nothing very exciting or alarming about ‘normal’ drug use. Why, then, is most public discourse about drugs framed in terms of concerns about suffering?  None of the following rhetorical alternatives are good enough explanations, but they are common objections (see also Hammersley & Reid, 2002):

1 Drug use really is about suffering! And I know, really know, because of the suffering I have seen in my experience as a drug addict, parent of drug user, police officer, drugs worker etc. That some forms of drug use involve suffering does not mean that all forms involve suffering. It is feasible that different patterns of use have different results, on different people. Also, the positive aspects of suffering are downplayed to professionals and carers (Davies, 1992).

2 Not only is drug use really about suffering, but drugs cause changes in people’s brains – for example in how people experience reinforcement – that suffice to explain why people suffer but persist using drugs. But perhaps some people persist because they do not suffer, or enjoy it, even if they will make matters worse for themselves, or be accused of being in denial, if they say this.

3 Concern about suffering is irrational, hysterical and represents the manipulation of a generally ignorant and gullible public by cynical politicians and religious leaders. But, public opinion is very concerned about suffering and while people tend to be complacent about their own substance use, they are genuinely concerned about other use patterns.

4 Sometimes people suffer, sometime they don’t. More research is needed to discover which biological, psychological and social factors place people at risk of drug abuse. This does not go far enough, because it assumes that suffering and its causes can be rationally and empirically mapped, rather like the human genome, whereas via social construction the framing of the questions interacts with the possible answers.

Instead, we need to understand how the whole issue is constructed. This will require empirical work of various sorts, that will include studies of discourse about drugs, as well as historical research and anthropological work on how drug use is actually practiced. It will also require a reorientation from research on what seems exotic, unusual – even horrible – on to what seems banal and at first sight uninteresting. The terrible allure of drugs has led to it being quite well funded, at least for a social and mental health problem, but that allure has led to disproportionate attention to the unusual or marked aspects of drug use. For example, we know more about drug use by young, homeless, black, female prostitutes than we do about drug use by salaried, white, middle-aged men. We know more about heroin use, which is practiced by less than 2% of the population, than about the use of over-the-counter painkillers, which is practiced by probably most people. Yet, abuse of the latter has been documented too (e.g. Hirschowitz & Lanas 2002). 

What is and is not ‘normal’?

Parker et al. (1998) developed the idea that drug use has become ‘normalized’ amongst young people, which involves the cultural incorporation of drugs, drug use and drug users into their everyday lives. Normalization is used to indicate a process rather than a state. Normalization is not to say that drug use is typical or average but rather that most young people, even those who do not use drugs, know drug users, have been exposed to drug use and therefore accommodate drugs to an extent, whatever their personal values about them. 

Furthermore, normalization involves the acceptance of a wider range of substances as alternative choices for intoxication or a ‘buzz’, including alcohol, tobacco and cannabis quite routinely, and other drugs occasionally. Contemporary youth use a wider range of substances more often and freely than past generations did; including drugs traditionally thought to be addictive. Parker et al. (1998) amongst others have shown that these drugs – such as heroin and cocaine – can be used recreationally without leading downwards to dependence. Other pathways into and out of drug use exist. Normalized drug use does not mean that most (young) people use drugs, anytime, anyplace, with anyone. Instead, normalized drug use involves use of drugs in certain ways that are largely unproblematic and pass without negative comment in the social group, while other forms of use will be socially controlled by joking remarks and other negative social sanctions.  

Postmodernity has also weakened the boundaries between different youth subcultures (Forsyth, Barnard & McKeganey 1997) and made drug use practices more situation-specific than subcultural. For example, someone who does not identify with a drug using subculture at all may still take drugs sometimes – cannabis at the Glastonbury Music Festival, cocaine when skiing with school friends and copious alcohol after rugby matches. They will probably also dress and eat differently for these different situations. 

Drug use, Risk Society and the Information Age

Risk Society (Beck, 1992) involves the individualisation of behaviour choices and of the risks of those behaviours. It involves the weakening influence of previous social categories such as social class and gender (Beck, 1992), replaced by personal choices and individual relationships with society’s economic and power structures. Substance use is an individual choice based upon individualised judgements about risks and benefits. People have come to use substances in individualised ways, rather than in fundamentally social ways, such as parts of rituals or social events. People may share a spliff or a bottle, but individuals sharing may have elected also to take various other substances at the same time, may avoid use on a specific occasions and may use different substances in different social groupings (see Neale, 2002 for discussion of heroin users).

The risks of substance use are usually invisible or reinterpretable. Was the accident bad luck or due to wilful drunkenness (Adams, 1995)? Is your mid-life depression due to the futility of mortgaged existence or all that ecstasy you took in your 20s? How to strike a balance between temperance, health and longevity and relaxation and happiness (Mullen, 1993)? 

Within risk society there is massive uncertainty about the reality and severity of substance-related risks, worsened by over-confident and contradictory interpretations of ‘evidence’ by various experts and cartoon-like simplifications in the media. Health professionals further complicate matters by relying heavily on pharmaceutical drugs to manage mood and many other aspects of function, whilst simultaneously discouraging drug and alcohol use for similar ends. ‘Alternative’ therapies and psychoactive foodstuffs proliferate choices. What happens if you decide to take ginseng daily at twice the recommended dose, along with ginko bilboa and a beta blocker for your perhaps stress-related high blood pressure, and Prozac for your depression, then drink three glasses of wine and then smoke a spliff? The detailed evidence is simply not available to judge the risks of this. People have to come to decide how to use substances for themselves. 

 As well as modern/ reflexively modern/ post modern times providing conditions favourable to personal substance use, conditions are also favourable to the illicit drugs industry (Castells, 1998). The rapid passing of information around the world – The Information Age – facilitates drug trafficking, which can adapt rapidly and flexibly to demand and to attempts to suppress it. Key elements of trafficking include money laundering and the corruption of legitimate institutions. When these activities become suppressed or problematic, production sites and smuggling routes simply shift. Both supply and demand are varied and individualised, rather than reliant upon large social institutions, so drug use is impossible to suppress and difficult to manage. Patterns of supply and use tend to be adaptable to changes in availability, known problems and advantages of use and even rumour and fashions of use. Adaptations do not tend to include abstinence for, aside from certain religions, real abstinence (including medicines, herbs and so on) is neither promoted nor valued. 

Once one begins to look at drug use as a normalized activity, it raises a number of more specific questions of interest. Hammersley, et al. (2001) speculate about some of these for cannabis.  What do people get out of using drugs? Remember that reinforcement is not an adequate answer. How do drug users balance the risks, particularly the social risks, attached?  How do people reconcile drug use with their non-deviant social identities?   What forms does normalised drug use take? How does substance use change over the lifespan? In what social settings is drug use normal? When and how does drug use become suffering rather than pleasure? How do relevant norms, attitudes and expectations form and change? When and why do specific drug use practices become identified with specific subcultures? When and why is a substance considered a ‘drug’ rather than a food, a medicine or a ‘natural’ remedy? These are concrete, practical, socially situated questions that will not have answers in terms of eternal psychological or biological processes. The remaining papers in this special issue move towards answering them in various exciting ways. 
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� Primary; caused by the specific neuropsychopharmacological effects of the drug. Secondary; caused by less specific factors, including the meaning and social context of use.


� The abuse of poisons is not a major problem.





PAGE  
1

