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Foreword

The AEI Evaluative Studies series consists of detailed empirical analyses
of government programs and policies in action. Each study documents the
history, purposes, operations, and political underpinnings of the program in
question; analyzes its costs, consequences, and efficacy in achieving its goals;
and presents proposals for reform. The studies are prepared by leading aca-
demic students of individual policy fields and are reviewed by scholars,
agency officials, and program proponents and critics before publication.

The growth of public policy research in recent decades has been accom-
panied by a burgeoning of research and writing on proposed policies and
those in the initial stages of implementation. Careful evaluation of the large
base of existing programs and policies—many of them politically entrenched
and no longer at the forefront of policy debate—has suffered from relative
neglect. Within the government, program evaluation is typically limited to
scrutiny of annual spending levels and of the number and composition of
constituents who are served. Insufficient attention is devoted to fundamental
questions: whether a programs social or economic goals are being accom-
plished, whether the goals are worthy and important, and whether they might
be better achieved through alternative approaches.

The AEI series, directed by Marvin Kosters, aims to redress that imbal-
ance. By examining government programs in action, it aims to direct more
academic, political, and public attention to whether we are getting our
money’s worth from well-established programs and whether current “policy
reform” agendas are indeed focused on issues with the greatest potential for
improved public welfare.

CHRISTOPHER DEMUTH
President

American Enterprise Institute
for Public Policy Research
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Introduction

Illicit drugs constitute an apparently permanent item on the list of America’s
social problems. While these substances, and efforts to enforce their prohi-
bition, loom especially large in the ills of urban minority communities, they
also rank high among the concerns of Americans in general.

The purpose of this book is to provide a compact survey and analysis
of the drug problem and the policy response to it in the United States.
The first four chapters present a brief history of America’s drug-control
efforts, an analysis of present problems, a survey of policies that have
been implemented in reaction to those problems—particularly by the fed-
eral government—and a critical look at their consequences. The fifth and
final chapter reviews what has been learned about drug policy and sug-
gests how it could be improved.

The chapters will show that most people who try illicit drugs use them
only a few times and neither suffer nor cause any serious identifiable damage.
And even though marijuana is by far the most widely used illicit drug, its
negative consequences are dwarfed by those of other drugs. The tangible costs
of the nation’s drug problem are largely—but not exclusively—associated with
the minority of drug users who are longstanding and heavy users of cocaine,
crack, or heroin. These users, most of whom reside in urban poverty areas,
account for the bulk of drug-related crime, illness, and premature death.

Fortunately, initiation rates have been very low for cocaine use since
the late 1980s and fairly modest for heroin over the same period. The
same cannot be said of methamphetamine, which has become a major
problem in some parts of the country, nor of Ecstasy (MDMA) and other
increasingly popular dance-club drugs. But methamphetamine is still
much less important a health and crime problem than cocaine or heroin,
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2 AN ANALYTIC ASSESSMENT OF U.S. DRUG POLICY

as are the club drugs, which characteristically bring a great deal less harm
to their users.

The book will also show that American drug policy, rather than focus-
ing on reducing demand among chronic abusers, has emphasized efforts
to limit the supply of drugs through vigorous law enforcement. Yet
despite the incarceration of hundreds of thousands of drug dealers and
steadfast attempts to stop overseas cultivation and trafficking, drugs have
become substantially cheaper, casting doubt on the effectiveness of this
strategy.

Enforcement, which dominates both the budget and rhetoric of
American drug policy, is not the only approach to drug control that has
proved disappointing; as we will explain, there is little evidence justifying
existing programs to prevent childhood and adolescent drug use. Drug
Abuse Resistance Education (DARE), the only widely adopted prevention
program, has been repeatedly demonstrated to be ineffective. By contrast,
treatment programs, despite high dropout rates and difficulty in retaining
good staff, have shown both effectiveness, as measured by reductions in
crime and illness associated with their clients, and cost-effectiveness. But
treatment programs, particularly those focused on criminally active heavy
users, receive only modest funds. On the whole, then, there is now less rea-
son than ever to believe that current policies are an efficient and effective
response to the problem of illicit drugs.

Although the book touches on a wide range of issues, its scope is
narrow in some respects. Throughout, we focus primarily on what avail-
able data and research tell us about the dynamics and consequences
of drug use, and the characteristics and effectiveness of drug policy.
Our approach to assessing the effectiveness of policy is chiefly economic:
We consider, above all, identifiable costs and benefits. As such, we do
not discuss the morality of drug use or its prohibition, issues that many
Americans regard as decisive, since these are questions of values that can-
not be quantified.

Nor do we explore the merits and demerits of legalizing drugs, even
though legalization is perhaps the most prominent and hotly debated
topic in drug policy. Our analysis takes current policy as its starting point,
and the idea of repealing the nation’s drug laws has no serious support
within either the Democratic or Republican party. Moreover, because
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legalization is untested, any prediction of its effects would be highly
speculative. MacCoun and Reuter (2001) provide a systematic account of
the available data and develop projections of the consequences of various
forms of legalization of cocaine, heroin, and marijuana, emphasizing their
uncertainty. For the purposes of this book, we think it is more productive
to concentrate on policy alternatives that are politically imaginable, and
for which it is possible to reach more confident conclusions about likely
consequences.

Finally, we do not examine the question of why people use drugs.
Drug users have many and varied motivations—self-medication, pleasure-
seeking, addiction, and risk-taking are just some of them. Identifying and
understanding these impetuses may be important in designing specific
drug prevention interventions, and in therapeutic contexts, where treat-
ment regimens are matched to the characteristics and circumstances of
individual patients. But such motivations are less relevant to policymak-
ing, where decisions involve blunt instruments aimed at populations.
Enforcement, for example, is hard to shape to specific user motivations.

The book is also limited in scope in that it considers only illicit drugs,
despite the fact that the use of alcohol and tobacco leads to far more mor-
bidity and mortality, and, in the case of alcohol, probably to more crime
and violence as well. Illicit drugs are generally more prominent politically,
involve a broader array of policy agencies than those used to deal with
alcohol and cigarettes, and entail greater direct expenditures for control.
Thus, we follow the common, if arbitrary, practice of using the term “drug”
to refer only to illegal drugs such as cocaine, heroin, and marijuana, even
though we recognize that alcohol is the most widely abused intoxicant
and tobacco the substance with the greatest number of addicted users.

Since current policies are at least as much a legacy of past policies as
they are a response to present circumstances, we begin with a short his-
torical account of U.S. drug policy.






Historical Development

The prohibition of certain substances on the basis of their harmfulness to
both users and others has a long history in the United States. Tobacco and
alcohol were the principal targets of prohibition in the nineteenth century.
Only toward the end of that century did cocaine and heroin, recent and very
powerful additions to the pharmacopoeia available to physicians, come into
focus (Musto 1999; Spillane 2000).

Until the early twentieth century, antidrug laws were largely state and
local measures. However, growing concern that lax state and municipal
laws were failing to contain narcotics addiction prompted federal legislation,
most importantly the Harrison Act in 1914. On its surface, the Harrison Act
appeared only to regulate the production and distribution of opium and
coca derivatives, but in practice it was interpreted to preclude doctors from
prescribing drugs to maintain addiction, and it ushered in a half-century of
increasingly punitive antidrug laws. The act itself increased the maximum
penalty specified in federal narcotics laws to five years from two. But by the
end of the 1950s, federal and some state antinarcotics laws included life
imprisonment and the death penalty and imposed mandatory minimum
sentences for certain drug offenses. Still, the scale of enforcement was
minor, as was drug use.

Until 1969, federal government action regarding illicit drugs was rather
limited. Although antidrug legislation, including the Marihuana Tax Act of
1937, the Boggs Act of 1951, and the Narcotics Control Act of 1956, had
been enacted with fanfare, neither federal funding nor programs were
substantial. Despite the international prominence of its long-time director,
Harry Anslinger, the Federal Bureau of Narcotics remained a small agency
with no more than three hundred agents. Treatment was provided in two
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6 AN ANALYTIC ASSESSMENT OF U.S. DRUG POLICY

federal facilities that were adjuncts to prisons in Lexington, Kentucky, and
Fort Worth, Texas.

But in 1969, faced with evidence of a growing heroin problem in many
cities, President Nixon became the first president to declare a “war on
drugs.” The president focused initially on international controls, reflecting
the belief that since the drugs originated overseas, so should the solution.
As most heroin was thought to come from Turkey, Nixon pressured that
nation to ban opium cultivation.! The Turkish government enacted such a
ban in 1971 in return for U.S. provision of compensation payments to
farmers, but Turkish electoral politics led to a rescinding of the ban and a
good deal of congressional rhetoric about faithless allies. Even after the ban
was lifted, however, tighter control by the Turkish government resulted in
a sharp diminution in estimated heroin production in that country.

The other major initiative of the Nixon administration was the cre-
ation of a federally subsidized drug treatment system, built primarily
around methadone, which had been developed as a heroin agonist in the
early 1960s. Though the administration’s rhetoric was hostile to Lyndon
Johnson’s “Great Society,” it is often said that Nixon’s presidency actually
represented a high point for liberal social programs. Certainly, the claim
is true for drug policy; treatment dominated federal antidrug spending
from 1971 to 1975, although less because of a humane attitude toward
drug users than because methadone seemed to offer a “silver bullet” for
the heroin problem (Goldberg 1980; Massing 1998).

In the mid-1970s it became clear that the heroin epidemic had passed
its peak, perhaps because of the success of overseas supply efforts (includ-
ing the Turkish opium ban, the spraying of Mexican opium fields, and the
breaking of the “French connection” trafficking route). As a result, interest
in drug policy diminished at the federal level. Federal drug control expen-
ditures declined, and both presidents Ford and Carter distanced themselves
from the drug issue. Neither spoke much about it, and President Carter’s
endorsement of the removal of criminal penalties for possession of small
amounts of marijuana for personal use had no legislative consequence.
Even a substantial growth of marijuana use in high school populations—
in 1978, nearly one in nine high school seniors reported having used it on
a daily basis for the previous month—did not trigger a strong response
from the Carter administration, though it led to the emergence of a strong
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parents’ movement (U.S. Department of Health and Human Services,
National Institute on Drug Abuse 2002).

Federal interest grew rapidly again after the election of Ronald Reagan,
who early in his first term gave major speeches announcing new initiatives
against drugs. This time cocaine was the primary target, although mari-
juana received increased attention as well, thanks in part to the growing
influence of nonprofit antidrug organizations. For example, a Reagan
speech at the Justice Department announcing the creation of a new set of
prosecutor-led units (the Organized Crime Drug Enforcement Task Force
program) was given great prominence. George H. W. Bush, then vice pres-
ident, made much of his chairing of a border control committee and his
leadership of the South Florida Initiative, aimed at closing down the major
cocaine and marijuana smuggling routes into South Florida. Federal expen-
ditures on drug control grew massively, from about $1.5 billion in fiscal
year 1981 to $6.6 billion in fiscal year 1989. The bulk of that increase was
for enforcement, especially interdiction, so that by 1989 less than 30 percent
of federal expenditures went to prevention and treatment.

The growth of a visible cocaine problem, reflected in the deaths of two
well-known young athletes eight days apart in 1986, energized Congress.? In
a series of broad-scope antidrug bills, the penalties for violations of federal
drug laws covering both possession and distribution were toughened signifi-
cantly. Nor was this just punitive rhetoric; by creating a commission to set
guidelines for sentences and setting high mandatory minimums, Congress
ensured that those convicted in federal courts would serve long sentences. By
1992 the average time served for drug offenses in federal prison had risen to
more than six years, up from about two years in 1980. Combined with
increasingly aggressive investigative and prosecutorial efforts, these measures
resulted in an extraordinary increase in the number and length of federal
prison sentences served for drug offenses, from the equivalent of 4,500 cell-
years in 1980 to over 85,000 cell-years in 1992, and over 135,000 cell-years
in 2001.3 While it is true that many in Congress expressed dissatisfaction
with the emphasis on enforcement over prevention and treatment, they were
unable to affect the budget division for some years.

In the final year of the Reagan administration, Congress passed the
Anti-Drug Abuse Act of 1988. In a provision resisted by the Reagan admin-
istration, the act mandated the creation of a single organization within the
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White House to manage the entire federal drug-control effort, which was
seen as being in bureaucratic disarray. The Office of National Drug Control
Policy (ONDCE, colloquially known as the drug czars office) was required
to present an annual strategy, along with quantifiable long-term and short-
term goals.

At about this time, a sharp spike in popular concern about the drug prob-
lem briefly made it the leading national issue in polls. President George H. W.
Bush made drugs the subject of his first prime-time televised address in
September 1989. ONDCPs first director, William Bennett (appointed by
President Bush), provided a clear rationale for the focus on criminal penalties.
The problem, said Bennett, was drug use itself, rather than its consequences;
in this he departed from a number of earlier statements associated with the
Carter and Ford administrations. Success was to be measured not by reduc-
tions in crime or disease associated with drugs, but in the numbers of users
(U.S. Office of National Drug Control Policy 1989). Bennetts successor, for-
mer Florida governor Bob Martinez, made little impact on the course of
federal policy, which was dominated by funding for enforcement agencies
such as the Customs Service and the Coast Guard. The share of the growing
federal drug-control budget ($13 billion in fiscal year 1992) going to preven-
tion and treatment rose very slowly during the Bush administration.

The Clinton administration efforts can readily be summarized: no change
(Carnevale and Murphy 1999). There were some differences in rhetoric, with
greater emphasis on the small number of offenders who were frequent drug
users. However, that had no material impact on the allocation of the federal
drug-control budget; two-thirds continued to go to enforcement activities,
predominantly inside the United States. Sentencing policy did not change,
either; large numbers of federal defendants continued to receive and serve
long prison sentences for drug offenses. Between 1992 and 2000, the num-
ber of federal prisoners serving time for drug offenses rose from 35,398 to
63,898 (U.S. Department of Justice, Bureau of Justice Statistics 2003a).

The administration of George W. Bush has made changes in both sub-
stance and rhetoric. Internationally, much less emphasis has been placed on
blaming Latin America for the inflow of drugs. Meeting with Mexican presi-
dent Vicente Fox in February 2001, President Bush said, “One of the reasons
why drugs are shipped—the main reason why drugs are shipped through
Mexico to the United States is because United States citizens use drugs. And
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our nation must do a better job of educating our citizenry about the dangers
and evils of drug use. Secondly, I believe there is a movement in the country
to review all the certification process” (Office of the Press Secretary 2001).* As
a consequence, the annual fight about certification of the drug control efforts
by Mexico, often the source of great indignation there, subsided.

At the same time, there was increasing emphasis on the dangers of mari-
juana. ONDCP published many documents making the case that marijuana
was more dangerous than generally perceived by adults, and certainly more
dangerous than it was twenty years ago when it had a lower THC content.
ONDCEP Director John Walters was also harshly critical of Canada’s decision
to remove criminal penalties for possession of small amounts of marijuana,
even though this was consistent with the policy of at least eleven U.S. states.
“You expect your friends to stop the movement of poison to your neighbor-
hood. And that is what’s going on here. If we were sending toxic substances
to your young people, you would be and should be upset” (Harper 2003).

It is hard to describe how the Bush administration has changed drug
control expenditures. As will be noted in chapter 3, ONDCP has altered
what counts as enforcement expenditures for budgetary purposes.
Rhetoric has emphasized both prevention and treatment, with the presi-
dent making a number of statements about the importance of having an
adequate number of treatment slots available. The most visible of the
administration’s drug policy efforts is the National Youth Anti-Drug Media
Campaign, launched in 1998 during the Clinton administration, which
has placed extensive paid and donated antidrug advertising on television
and radio, in print media, and on the Internet. It remains to be seen if
support for the media campaign wanes, since evaluations sponsored by
the National Institute on Drug Abuse have consistently cast doubt on the
efficacy of the campaign messages (U.S. Department of Health and
Human Services, National Institute on Drug Abuse 2003).

State and Local Policy
Though state and local governments may play a larger role in drug con-

trol than the federal government, it is much more difficult to provide a
capsule history of drug control at state and local levels. There was a brief
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period during which state and some city governments followed the fed-
eral lead and created drug-czar-like agencies, but that faded. Authority
now tends to be dispersed, with a large array of agencies having substan-
tial roles, but few specializing in dealing with drugs.

One consequence is that data about state and local antidrug activities are
rather limited. For instance, drug convictions result from arrests by local
police and the actions of county prosecutors. However, apart from raw counts
of arrests and convictions, there is no systematic information about the size
or shape of state and local enforcement of drug laws around the nation.

Nonetheless, it seems likely that the main story line of state and local
policy is even simpler than at the federal level. Legislatures have enacted
progressively tougher statutes, criminalizing more drug-related activities
and imposing steadily increasing penalties for those convicted. The net
effect has been enormous: In 1980, fewer than 20,000 drug offenders were
incarcerated in state facilities; by 2000, over 250,000 drug offenders were
in state custody—a trend that only very recently has shown signs of slow-
ing. (We take up this change in the final chapter.) States and cities have
been unwilling to spend their own funds on prevention or treatment; as we
shall see later, these are heavily funded by the federal government, even
though it is hard to provide a federalism argument that they are more
worthy of federal support than enforcement.

Objectives of U.S. Drug Policy

Any assessment of U.S. drug policy must consider its stated objectives, for
if that policy is a heritage of historical efforts at drug control, it is also a
product of a particular conception of what drug policy should try to
accomplish. These goals, although widely accepted, are problematic; some
of the failures of current policies may be as much the consequence of
inadequate or misguided goals as of approaches to achieving them.

At least since 1989, when the first National Drug Control Strategy was
submitted to Congress by the Bush administration, the principal goal of
federal drug policy has been to reduce the number of users. “[T]he highest
priority of our drug policy,” wrote ONDCP Director Bennett, “must be a
stubborn determination further to reduce the overall level of drug use
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nationwide—experimental first use, ‘casual’ use, regular use and addiction
alike” (U.S. Office of National Drug Control Policy 1989, 8). In other words,
the leading goal was to reduce the percentage of Americans who used drugs,
quantities commonly referred to as the prevalence of drug use. Although the
National Drug Control Strategies produced by the Clinton administration
placed less emphasis on reducing overall prevalence and called more atten-
tion to the problem of chronic drug abuse, there was, as noted earlier, little
identifiable change in policy. The administration of George W. Bush still
emphasizes use reduction.

An overriding goal of reducing the number of drug users favors some
programs over others (Caulkins and Reuter 1997). Enforcement and pri-
mary prevention, which represent broad-based efforts to discourage drug
use, look attractive if prevalence reduction is the main objective of drug
policy. Treatment programs, which target the addicted, are less appealing.
Chronic drug abusers are few in number compared with casual users, and
treatment programs are far more effective at tempering the drug habits and
criminal activity of heavy users than at helping them attain abstinence.

Least effective from the perspective of prevalence reduction are second-
ary and tertiary prevention efforts that seek to reduce the damage caused by
drug use rather than limit drug use itself. This helps explain why needle
exchange has never been supported by ONDCP? and why methadone
maintenance, whose purpose is to replace a more damaging drug habit
with a less damaging one, remains somewhat controversial despite its amply
documented success in reducing the problems of heroin addicts.® The over-
riding focus on prevalence also helps to explain why marijuana, the most
widely used illicit drug, attracts so much attention from drug policymakers,
even though its contribution to crime and violence, relative to cocaine and
heroin, is minor, as probably is its contribution to mortality and morbidity.

The data presented in the next chapter will demonstrate the main prob-
lem with a drug policy that sets its sights on overall prevalence: Most of the
damage associated with drugs involves a small minority of drug users who
engage in compulsive use, and it is not clear that rates of heavy use are
affected much by overall prevalence, except perhaps in the long run. Over
time, prevalence may influence the number of casual users who become the
next generation of heavy users, but because long-term abstinence comes
slowly, if at all, to most chronic users (Hser et al. 2001), turnover in the
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heavy user population is remarkably slow. Thus, even a substantial reduc-
tion in levels of occasional use will do little to lower the number of heavy
users in the next few years.

Supply Reduction vs. Demand Reduction

The history of American drug policy can be viewed as a longstanding dis-
pute over whether drug abuse is best dealt with as a criminal or medical
problem (Musto 1999). In policymaking, this debate manifests itself in the
division of programs into “supply reduction” and “demand reduction,” and
endless battling over the funding of the two categories. For practical pur-
poses, supply reduction means drug enforcement, and demand reduction
means drug treatment. While prevention is often considered demand
reduction, it does not factor into the cops-versus-docs debate, since every-
one supports the concept of prevention.

Supply reduction and demand reduction are not necessarily dichoto-
mous. For example, drug enforcement can lead addicts to treatment, either
directly, when arrested addicts are compelled into treatment by the judicial
system, or indirectly, when by making it difficult, expensive, and risky to
buy drugs, enforcement makes treatment appear more attractive to addicts
than continued use. But such connections between enforcement and treat-
ment occur mainly at state and local levels of government. Federal drug
enforcement is targeted at high-level traffickers; the link to the treatment of
addicts is distant. Consequently, the allocation of resources to supply- and
demand-reduction activities is a reasonable measure of policy emphasis at
the federal level.

That said, the framing of drug policy as supply reduction versus
demand reduction can easily be misleading. Consider that drug enforce-
ment, or supply reduction, lessens the use and abuse of drugs, an impor-
tant public health goal. And note that the principal effect of drug treatment,
the main demand-reduction program, is to decrease crime, the central
objective of law enforcement. Is supply reduction a public health program
and demand reduction a law enforcement program?

Despite the murkiness of the terms, supply reduction and demand
reduction have become accepted parlance, and supply and demand are
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important concepts for analyzing drug use and connecting policy inter-
ventions to outcomes. Illicit drugs are, after all, products that are bought
and sold in markets, and consumption of them is thus influenced by the
interaction of supply and demand. Drug policy can reduce consumption
by making it more difficult and risky to produce, distribute, and sell
drugs (supply reduction), and by lowering people’s desire and ability to
purchase drugs (demand reduction). This is the basic economic frame-
work that underlies our analysis.



2

America’s Drug Problems

Overview

This chapter provides a description of recent developments in Americans’
use of drugs and its consequences. The first part of the story is easily sum-
marized. About one in fifteen Americans ages twelve and over currently
uses drugs. By a wide margin, prevalence is highest among older teenagers
and those in their early twenties, peaking at around 40 percent use within
the past twelve months for high school seniors. Most Americans who try
drugs use them only a few times. If there is a typical continuing user, it is
an occasional marijuana smoker who will cease to use drugs at some point
during his twenties. Marijuana use for the fifteen- to twenty-six-year-old age
group has been at high levels throughout the past three decades, but there
have also been notable ups and downs. Usage rose through the 1970s, fell
in the 1980s, and bounced back up in the early 1990s, particularly among
adolescents.!

While most drug users at any given time are occasional marijuana
smokers, a substantial (and, on average, older) minority are chronic abusers
of heroin, cocaine, and crack. These long-term users together account for
the greater part of the volume of overall drug consumption, as measured in
expenditures. They are largely the product of the three drug epidemics the
nation has experienced since the late 1960s, the first involving heroin, the
second cocaine powder, and the third crack. Whether methamphetamine
or Ecstasy will generate a fourth national epidemic, leaving a large popula-
tion of impaired or dependent users, remains to be seen.

The second part of the story, regarding the consequences of drug use
and control, is much more complicated. Statistics show that much crime,

14
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both property and violent, and a substantial amount of disease, is associ-
ated with drug use, particularly dependence. However, causal attribution
is difficult. The behavioral problems of the drug-dependent are often
inchoate prior to drug use, and the substantial worsening of these prob-
lems that accompanies use is at least partly the consequence of policies
that marginalize users and make habits costly to support, and not simply
an effect of the drugs themselves.

Drug Use

Patterns of Use. Drug use by Americans is primarily measured by two
surveys: the National Survey on Drug Use and Health (NSDUH), formerly
called the National Household Survey on Drug Abuse, and Monitoring
the Future (MTF). The NSDUH, which samples residents, ages twelve
and older, of known household addresses, and MTE which covers high
school students, have tracked drug use in the general population since
the mid-1970s. Consistent with a main policy goal of reducing preva-
lence, these surveys are used to estimate the numbers and percentages of
Americans of different ages who have used and currently use drugs. They
include questions about the quantities of drugs used, but these data are
unreliable and rarely reported or analyzed.

The NSDUH and MTF do a better job of identifying patterns and
trends in occasional rather than heavy drug use, especially for cocaine,
crack, and heroin. Heavy users of cocaine, crack, and heroin are often
socially isolated and thus beyond the reach of general population surveys.
But given the prominence of the NSDUH and MTE, these surveys provide
a useful starting point in looking at American drug use.

Table 2-1 summarizes findings from the 2003 NSDUH. Shown are the
numbers and percentages of Americans in different age categories esti-
mated to have used various illicit drugs in the past month.

The data indicate that marijuana is, by a wide margin, the most com-
monly used illicit drug. Three-quarters of users report using marijuana
(14.6 million out of a total of 19.5 million users), while fewer than half
report use of any other illicit drug (8.8 million of 19.5 million). The data
also suggest that drug-use rates drop sharply after young adulthood. In
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TABLE 2-1
ESTIMATED NUMBER (IN MILLIONS) AND PERCENTAGE OF PAST-MONTH
DRUG USERS AMONG PERSONS AGES TWELVE AND OVER, 2003

Ages Ages Ages Ages
Drug 12 and over  12-17 18-25 26 and over
Any llicit Drug 195 82% 2.8 112% 6.4 203% 10.2 5.6%
Marijuana and Hashish 14.6 62% 2.0 79% 54 17.0% 7.3 4.0%
Cocaine and Crack 23 1.0% 02 06% 0.7 22% 14 0.8%
Heroin 0.1 0.1% 0.0 0.1% 00 0.1% 0.1 0.0%
Hallucinogens 1.0 04% 03 1.0% 05 17% 02 0.1%
Inhalants 0.6 02% 03 13% 01 04% 0.1 0.1%

Nonmedical Use of

Prescription Drugs 63 27% 10 40% 19 6.0% 34 19%
Any Illicit Drug Other

Than Marijuana 88 37% 14 57% 27 84% 48 2.6%

Sourck: U.S. Department of Health and Human Services, Substance Abuse and Mental Health
Services Administration 2004a.

fact, NSDUH figures may understate this decline in the case of cocaine,
crack, and heroin, since the over-twenty-five age group includes large and
aging cohorts who initiated use of these drugs in the 1970s and 1980s.
Figure 2-1 shows the percentages of high school seniors who reported
using any illicit drug in the past year from 1975 to 2003, and the percent-
ages of those ages twelve to seventeen and eighteen to twenty-five who
reported past-year use. Data on high school seniors are taken from the
MTF; age-group data are drawn from the NSDUH and its predecessor.
For the most part, the surveys tell a consistent story. The prevalence
of drug use among younger Americans peaked around 1979, declined
until 1992, rebounded somewhat over the next five years, and then lev-
eled off. (The rise from 2001 to 2002 shown by the NSDUH—but not by
MTF—is likely the result of changes in the methodology of the NSDUH
survey designed to improve the accuracy of reporting.3) This pattern is
politically convenient for Republicans, some of whom have noted that
drug use rose during the Carter and Clinton presidencies and dropped
substantially during the Reagan and George H. W. Bush administrations.
But it is hard to identify policy changes that might have led to the turning
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FIGURE 2-1
PAST-YEAR DRruG USE, 1975-2003
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points. Moreover, note that the figures estimate only the percentages of
individuals who used drugs, not the volume, severity, or effects of drug use.
Because approximately half of users in the NSDUH and MTF reported using
only marijuana, prevalence figures are heavily driven by marijuana use.
Figure 2-1 shows overall drug use declining significantly during the 1980s,
precisely when crack use soared.

The accuracy of the NSDUH and MTF data is also a matter of debate.
The surveys rely on self-reporting of an illegal activity by household resi-
dents and high school students. Some respondents give false answers, and
the false response rate varies over time with attitudes toward the accept-
ability of drug use. More important, those who use drugs most frequently—
and may have become school dropouts, homeless, or otherwise socially
marginalized—are particularly hard to reach in such surveys. That said,
the surveys probably capture the general trends in occasional drug use,
with some exaggeration in the speed of upturns and downturns. When
drug use is increasing (and thus less widely disapproved of by the rele-
vant population groups), users tend to be more willing to report their use.
Correspondingly, downturns in drug use are likely to be accompanied by



18 AN ANALYTIC ASSESSMENT OF U.S. DRUG POLICY

TABLE 2-2
PERCENTAGE OF ADULT MALE ARRESTEES TESTING
POSITIVE FOR DRUGS IN SEVEN MAJOR CITIES, 2003

Any NIDA- Cocaine/ Metham-
Primary City 5 Drug?  Marijuana  Crack  Opiates phetamine
Chicago, IL 86.0 53.2 50.6 24.9 1.4
Dallas, TX 62.3 39.1 32.7 6.9 5.8
Los Angeles, CA  68.6 40.7 23.5 2.0 28.7
New York, NY 69.7 43.1 35.7 15.0 0.0
Philadelphia, PA°  67.0 45.8 303 11.5 0.6
Phoenix, AZ 74.1 40.9 23.4 4.4 38.3
San Diego, CA 66.8 41.0 10.3 5.1 36.2
Median (39 cities) 67.0 44.1 30.1 5.8 4.7

SOURCE: U.S. Department of Justice, National Institute of Justice 2004.
a. The NIDA-5 drugs are cocaine, opiates, marijuana, methamphetamine, and PCP.

reduced willingness to report. Turning points are probably identified with
reasonable accuracy.

The surveys do much less well in describing trends in use by people
dependent on drugs, at least for expensive and debilitating drugs such as
cocaine and heroin. There are at least three reasons: Dependent users are,
first, much less likely to respond to these surveys because they lead more
erratic lives; second, less likely to provide truthful responses to survey ques-
tions; and third, more likely to be found among nonhousehold popula-
tions, such as the homeless and the incarcerated.* The federal government
did not produce official estimates of the size of the heroin-addicted popu-
lation for almost twenty years (from the mid-1970s to the early 1990s) and
in doing so recently has relied primarily on data sources other than the
NSDUH. The NSDUH generates an estimate of 1.2 million for all past-
month cocaine users, while other official estimates, using a greater variety
of sources, indicate about 2 million who used at least eight times in the pre-
vious month (U.S. Office of National Drug Control Policy 2000).

The NSDUH and MTF surveys have been complemented by the
Arrestee Drug Abuse Monitoring program (ADAM), which until recently
administered urinalyses and questionnaires to samples of people arrested
in thirty-nine cities.> Table 2-2 shows the percentages of adult male
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arrestees who tested positive in ADAM-administered urinalyses in the
seven largest of those cities during 2003.

Arrestees show much higher rates of drug use than the general household
population, particularly for drugs other than marijuana. Equally significant,
ADAM questionnaire data confirm the widely held belief that criminally
active users are typically higher-volume consumers than those who report
drug use in the NSDUH and MTE Indeed, Mark Kleiman (1997) has argued
that these differences are so great that arrestees and those under the supervi-
sion of the criminal justice system as parolees or probationers account for
most of the nation’s cocaine and heroin consumption in volume terms.

There is an important general pattern here. The use of most drugs is
quite skewed: A modest fraction of all users accounts for a large share of
total consumption. That is true for alcohol.® For marijuana, cocaine, and
crack cocaine, a reasonable guess is that 20 percent of all users may
account for 80 percent of the quantity consumed. This is not the case for
heroin, as the aging cohorts of addicted users dominate the user popula-
tion in number. Consequently, it may be that something closer to one-half
of heroin users accounts for 80 percent of heroin consumption.

The urinalysis results presented in table 2-2 also demonstrate that pat-
terns of heavy drug use have an important local element. Cities with high
levels of use among arrestees for one drug often have low rates for others.
Chicago, for instance, has the second-highest rate of opiate positives (24.9
percent) of cities in the ADAM program, but shows virtually no metham-
phetamine use. By contrast, Phoenix has one of the lowest positive rate
for opiates (4.4 percent) and one of the highest for methamphetamine (38.3
percent).

It appears that drugs other than cocaine, heroin, and marijuana are widely
used only in certain places or for limited periods of time in the United
States, although Ecstasy may have become a long-term component of youth
culture across the nation.” For example, in 1987, PCP (phencyclidine, a hal-
lucinogen) was found in the urine of about half of all arrestees in Washington,
D.C,; in Baltimore, just thirty-five miles away, the figure was less than 5 per-
cent. The fraction in Washington then dropped rapidly and has remained
below 10 percent since 1990.8 Methamphetamine use is prevalent in
Phoenix, San Diego, and several other cities, but rare in the rest of the coun-
try; for many years, most of the deaths related to methamphetamine were
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found in just five cities.” In recent years, there have been sharp upsurges in
the fraction of arrestees testing positive for methamphetamine in a number of
western and midwestern cities, generating concern about a new national epi-
demic in the use of a cheap stimulant. But so far, the epidemic seems to have
stopped at the Mississippi River, with rates in eastern cities remaining near
zero. Rates are also very low in some major western cities such as Dallas and
Denver.

It is unclear why, in an age of mass communication and easy domes-
tic transport, drug use is often a local or regional phenomenon more than
a national one. Although the geographic patterns of drug use are inter-
esting and potentially important for policy formulation, there has been
little research on the issue. Nevertheless, the great local and regional vari-
ations seem to underscore the unpredictable, fad-like nature of much
drug use, as well as the importance of local and regional tailoring in fed-
erally driven policies.

Prior to drug testing of arrestees, the most commonly cited data on
heavy drug use came from the Drug Abuse Warning Network (DAWN),
which gives estimates of the numbers of drug-related emergency depart-
ment (ED) visits and deaths in most major cities. Both components of
DAWN have fundamental measurement problems (Caulkins and Ebener
1995), and it is especially important to recognize that DAWN data include
more than overdoses and unexpected reactions to drugs. DAWN also
counts as “drug-related” ED visits and deaths related to chronic conditions
brought on by drug use, even if there is no indication of current use.
Nonetheless, the relentless rise in cocaine- and heroin-related deaths and
ED visits, as indicated in figure 2-2, is hard to explain as a mere artifact of
weak data systems. At a minimum, the data suggest that the general health
status of cocaine and heroin addicts is worsening, even if their numbers are
not rising. !0 The marijuana figures are somewhat misleading, since most of
the admissions involve other, more dangerous drugs as well. The share that
involves marijuana alone is approximately 20 percent.

Drug use data systems have improved over the last decade, particularly
the NSDUH and ADAM. Still, they provide only rough approximations of
the extent of drug dependence, as exemplified by a recent official series that
includes estimates of the number of heroin addicts in the country (U.S.
Office of National Drug Control Policy 2000, 2001a). Relying on National
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FIGURE 2-2
DAWN EMERGENCY DEPARTMENT MENTIONS, 1994-2002
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Services Administration 2002a, 2003.

Household Survey and ADAM data, a 2000 report from this series showed
a decline of nearly one-third in the number of “hard-core” heroin users
between 1988 and 1992, followed by a 56 percent increase from 1992 to
1998. In an update less than two years later, the 1988-1992 estimates were
revised upwards by more than 40 percent, and the figures indicated a
decline in the number of hardcore users after 1992. While it is plausible to
say, as these official estimates do, that in recent years about 1 million peo-
ple outside of prison have been active heroin addicts, the true figure might
be anywhere from 500,000 to 2 million. For cocaine the number is proba-
bly twice as high, but similarly imprecise.

Note that these numbers are small compared to the roughly 20 mil-
lion estimated to have used an illicit drug in the past month, according to
the population surveys. Experimentation with drugs is a common expe-
rience among adolescents (Kandel 1993; Shedler and Block 1990). For
most birth cohorts since 1960, over half have tried an illicit drug, mari-
juana being by far the most common. Without marijuana, the figure
drops dramatically but still leaves a substantial minority with at least
some experimental experience. For example, 28.7 percent of high school
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seniors in 2004 reported having tried some illicit drug other than mari-
juana. The birth cohorts coming to maturity in the late 1970s were much
more involved with drugs than any others. As noted earlier, the prevalence
of drug use dropped sharply in the late 1980s, rose substantially and steadily
in the early 1990s, and then flattened out. Much attention has been given
to the rise in marijuana use among adolescents, which has indeed increased

alarmingly, but that has been accompanied by shorter using-careers among
adults. 1!

Desistance. Most who start using illicit drugs desist of their own volition,
without treatment or coercion, within five years of initiation.!2 Indeed, even
by twelfth grade, over 60 percent of those who admit to having been daily
users of marijuana also report having cut back from that usage rate.}3 Few
who try illicit drugs, even a number of times, become dependent users.1*
This represents a very different pattern from that for the legally available psy-
choactive drugs, alcohol and cigarettes. Most who use alcohol and tobacco,
even occasionally, have lengthy using-careers, measured in terms of decades.
Cigarette smokers consume quite heavily (over half consume at least fifteen
cigarettes per day) throughout most of their careers, although the proportion
of light smokers has been increasing (Okuyemi et al. 2002). Legal availabil-
ity may have a separate effect on career length as well as on initiation.

Desistance from occasional use of harder drugs seems to be strongly
associated with education; those who have continued to be frequent
cocaine users, for instance, are less educated and more criminally active.
Cocaine and crack dependence is highly concentrated in inner-city minor-
ity communities.

Marijuana dependence is more prevalent than dependence on either
cocaine or heroin. A few million Americans smoke marijuana daily, indeed,
several times each day. There is little research, however, about these users,
and only a very small fraction of them seeks treatment. It seems that
although most of them would like to quit and have been unable to do so,
their dependence does not produce great damage to themselves or others
(Kleiman 1992, chapter 9; Hall and Pacula 2003).

Drug Epidemics. The notion of a drug epidemic captures the fact that drug
use is a learned behavior, transmitted from one person to another. Contrary
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to the popular image of the entrepreneurial “drug pusher” who hooks new
addicts through aggressive salesmanship, !> it is now clear that almost all first
experiences are the result of being offered the drug by a friend. Drug use thus
spreads much like a communicable disease; users are “contagious,” and some
of those with whom they come into contact become “infected.” Initiation of
heroin, cocaine, and crack use shows much more of a classic epidemic pat-
tern than marijuana, although the growth of marijuana use in the 1960s may
have had epidemic features. Jonathan Caulkins has collaborated with a num-
ber of other researchers to produce a series of elegant models assessing the
relationship among epidemics of use, the population of frequent drug users,
and various policy instruments (see, for example, Caulkins 2001).

In an epidemic, rates of initiation (infection) in a given area rise
sharply as new and highly contagious users of a drug initiate friends and
peers (Hunt and Chambers 1976; Rydell and Everingham 1994). At least
with heroin, cocaine, and crack, long-term addicts are not particularly
contagious. They are more socially isolated than new users and, knowing
the pitfalls of prolonged use, may not want to expose others. Moreover,
they usually present an unappealing picture of the consequences of addic-
tion. In the next stage of the epidemic, initiation declines rapidly as the
susceptible population shrinks, both because there are fewer nonusers
and because some nonusers have developed “immunity,” the result of bet-
ter knowledge of the effects of a drug.

In the past thirty-five years, there have been three major drug epi-
demics, each of which has left a legacy of users with long-term problems.
The first involved heroin and developed with rapid initiation in the late
1960s, primarily in a few big cities, and heavily in inner-city minority
communities; the experiences of a large number of American soldiers in
Vietnam may have been a contributing factor. By 1975 the number of new
heroin initiates had dropped significantly (Kozel and Adams 1986), per-
haps because the negative consequences of regular heroin use had become
so conspicuous in those communities. In an early 1990s sample of street
heroin addicts, Ann-Marie Rocheleau and David Boyum also found evi-
dence of much higher initiation rates in the early 1970s than in the follow-
ing two decades (U.S. Office of National Drug Control Policy 1994a).

Heroin initiation may have risen again in the late 1990s, but the indica-
tors are ambiguous.!6 The possibility of a new epidemic is troubling, since
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heroin addiction (at least for those addicted in the United States rather than
while in the military in Vietnam) has turned out to be a long-lived and lethal
condition, as revealed in a remarkable thirty-three-year follow-up of male
heroin addicts admitted to the California Civil Addict Program (CAP) during
the years 1962-64. Nearly half of the original addicts—284 of 581—had
died by 1996-97; of the 242 still living who were interviewed, 40 percent
reported heroin use in the past year, and 60 percent were unemployed (Hser
et al. 2001).

Cocaine, in powder form, was the source of the second epidemic, which
lasted longer and was less sharply peaked than the heroin epidemic. Initia-
tion, which was broadly distributed across class and race, rose in the late
1970s and early 1980s and then declined after about 1985 (U.S. Department
of Justice, National Institute of Justice 1997). Dependence became prevalent
in the mid-1980s, as the pool of those who had experimented with the drug
expanded. The number of dependent users peaked around 1988 and
declined only moderately through the 1990s. Whether dependence on a stim-
ulant can be maintained as long as narcotic dependence is unclear, but there
are certainly many cocaine users who have, over a ten-year period, main-
tained frequent use of the drug, albeit with less regularity than heroin addicts.

The third epidemic was of crack use. Although connected to the
cocaine epidemic—crack developed as a cheap and easy-to-use form of
freebase cocaine (Courtwright 1995)—the crack epidemic was sharper and
shorter, and more concentrated among minorities in inner-city communi-
ties. Its starting point varied across cities; for Los Angeles the beginning may
have been 1982, while for Chicago it was as late as 1988. But in all cities
initiation appears to have peaked within about two years and to have again
left a population with a chronic and debilitating addiction.

An important characteristic of a drug epidemic is that the distribution
of use changes over its course. In the early stages there are many occa-
sional users and few who are as yet dependent. As the epidemic of new
use comes to an end, many light users desist, while a few go on to become
frequent and dependent users. Thus, the number of users may decrease
even as the total quantity of drugs consumed goes up. This is precisely
the finding of Rydell and Everingham (1994) with respect to cocaine. The
number of cocaine users declined sharply after about 1982, but because
of the contemporaneous growth in the number of frequent users, total
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consumption continued to rise until 1988 at least, and declined only
slowly after that.1?

The Gateway Effect. In part, the great concern about marijuana use
reflects its possible role as a “gateway” to use of more dangerous drugs. In
the National Household Survey, 98 percent of users of cocaine and heroin
report that they had used marijuana before initiating use of these hard
drugs (Golub and Johnson 2001). Those who have used marijuana are far
more likely to use hard drugs than those who have not—a widely cited
figure is that a youthful marijuana user is eighty-five times more likely to
use cocaine than an eighteen-year-old who has not used marijuana
(Center on Addiction and Substance Abuse 1994). And the greater the
frequency of an adolescent’s marijuana use, the higher the chance that he
or she will initiate hard drug use (Ellickson, Hays, and Bell 1992;
Fergusson and Horwood 1997, 2000).

But while marijuana initiation and use are clearly associated with sub-
sequent use of hard drugs, the existence and magnitude of any causal
connection are uncertain. The key questions are: To what extent does
marijuana use itself lead to cocaine and heroin use? And, alternatively, to
what degree are marijuana, cocaine, and heroin use common responses to
individual and environmental factors that increase the propensity to use
all drugs?

A New Zealand longitudinal study (Fergusson and Horwood 2000)
found evidence of a very large increase in the probability of using hard
drugs depending on use of marijuana, even after attempting to control
for other suspected risk factors. However, in a recent paper, Morral,
McCaffrey, and Paddock (2002) showed that the observed gateway effect
could nonetheless be explained simply by differences in individual propen-
sities and opportunities to use drugs. Perhaps the 