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    Introduction:

    What’s Wrong with Addiction?

    
      For there is no health as such, and all attempts to define a thing that way have been wretched failures. Even the determination of what is healthy for your body depends on your goal, your horizon, your energies, your impulses, your errors, and above all on the ideals and phantasms of your soul. Thus there are innumerable healths of the body; and the more we allow the unique and incomparable to raise its head again, and the more we abjure the dogma of the ‘equality of men3, the more must the concept of a normal health, along with a normal diet, and the normal course of an illness, be abandoned by medical men.

      —Friedrich Nietzsche, The Gay Science

    

    The question ‘What’s wrong with addiction?’ seems almost too obvious to bother asking. There is certainly no shortage of answers already in circulation. In politicians’ speeches, newspaper columns, medical journals, television documentaries, talk shows and self-help guides we are repeatedly told of the terrible consequences of drug and alcohol addiction. Introducing a special series of articles in the Lancet, psychopharmacologist David Nutt lists ‘massive costs’ in crime, loss of earnings and productivity, and social damage, as well as ‘huge direct health costs’ both psychiatric and physical, adding that ‘reducing the extent of drug dependence is one of the major goals of medicine’. For the afflicted individual, Alcoholics Anonymous describes the consequences of addiction as the ‘annihilation of all the things worth while in life’, the alcoholic illness brings with it ‘misunderstanding, fierce resentment, financial insecurity, disgusted friends and employers, warped lives of blameless children, sad wives and parents.’1

    But the ‘wrongs’ of addiction clearly vary according to the drug concerned. In Australia, heroin addiction, the ‘treacherous road to self-destruction’ as one journalist labelled it, attracts the most vivid and wide-ranging descriptions of individual and social harm. Heroin addiction is commonly described as a ‘social evil’ which spreads serious diseases, causes deaths through overdose and promotes crime, corruption, and prostitution. Nicotine, as a legal drug, is not linked to these kinds of moral and social dangers, but the effects of smoking on health make it an equally powerful example of the tragic costs of addiction. Alcohol abuse is associated with significant health problems too, as well as being linked with violence, family breakdown and traffic accidents.

    In one sense it cannot be denied that these are the problems of addiction. But it can be argued that many of these harms, both individual and social, are secondary consequences, rather than essential and inevitable elements of the addictive experience. As commonly observed by supporters of drug law reform, much of the damage associated with heroin and other illicit drugs is caused by their legal status rather than any inherent quality of the drugs.2

    At a more abstract level, it could also be argued that the problems caused by smoking and drinking to excess are not strictly the results of addiction, but of high levels of consumption of toxic substances. That is, one does not develop cirrhosis because one is an alcoholic, but because one is a heavy drinker, perhaps a heavy drinker who chooses rather than is compelled to continue drinking. This kind of argument presents addiction as a state or condition defined by a compromised will, a condition which is not necessarily defined by the behaviour of excessive consumption. The disassociation of addiction from consumption appears in both medical and popular views. It is expressed most familiarly in the Alcoholics Anonymous view that an alcoholic who has not had a drink for twenty years nevertheless still suffers from the incurable disease of alcoholism.

    Considering non-drug-related disorders such as sex addiction and food addiction opens up the enquiry even further. Are the harms of eating and loving too much analogous to the harms of drug addiction? Can food and sex act like psychoactive drugs and alter people’s psychological and physiological functioning? Or are these addictions simply moral judgements about ‘bad’ ways of eating and having sex dressed up in the language of disease? If addiction is not determined by a particular property of the object of addiction, as the recent proliferation of addictions suggests, does this mean that everything is potentially addictive?

    There is a view that addiction is intrinsically bad because it destroys the addict’s freedom. Philosopher Robert Goodin argues that addictions are ‘unambiguously bad, from the point of view of the person addicted’ because they deprive her of her capacity for autonomous choice. More floridly, Alcoholics Anonymous and popular therapeutic discourse constructs addiction as the antithesis of freedom. The first step of the twelve steps is to admit powerlessness over alcohol. In Addiction and Grace, psychiatrist Gerald May states that addiction is a ‘self-defeating force that abuses our freedom and makes us do things we really do not want to do’.3

    But such claims about freedom are contestable on a range of grounds. It may be extremely difficult for people to change behaviours defined as addictive, but many do, often without any formal treatment. Other habitual and routine patterns of behaviour regarded as benign or positive may well be just as resilient to change; the strength of their hold generally escapes notice because attempts are not made to give them up. Indeed what emerges from the following chapters is that even within the terms of addiction discourse, the distinction between freely chosen and compelled acts is by no means clear-cut. Neither does choice or lack of choice offer a reliable guide to the categorisation of activities as addictive. Moreover, at a more abstract level, constituting addiction as bad because it entails loss of freedom and individual autonomy assumes that these ideals can themselves be taken for granted as innocent. But as critics, including feminists and analysts of neo-liberalism have argued, the production of human beings as autonomous individuals is central to operations of power in modern societies. Certainly, in addiction discourses, the concern for freedom is linked to regimes of control, regulation and surveillance. In this context, as Mariana Valverde notes in her study of the government of alcohol, questions about the maximisation of freedom are less urgent than questions about how we are governed and defined through a certain notion of freedom.4

    The opposition between autonomy and addiction is also commonly found in the view that the development and encouragement of particular virtues among the citizenry is the key to decreasing the extent and severity of drug problems. For example, psychologist Stanton Peele, an outspoken critic of medical models of addiction, argues vehemently that inculcating values in our children such as self-control, self-direction, autonomy and hard work is the most powerful weapon against drug use and addiction.5 However, the model of the freely choosing autonomous individual that is championed is deeply implicated in the very problem of addiction. Addiction discourse is driven by a hierarchical and ethically charged dichotomy between rationality and freedom of will as the positive terms, and compulsive desire as the negative which continually threatens them.6 The valorisation of individual self-control and discipline, promoted as a solution to addiction, is inherent to the concept of addiction and to the troubling experience of ‘loss of control’ which is at the core of the addictive experience. The addict is someone who has lost control over their desires and thereby over their life, as evidenced in their failure to meet work, family and social expectations. Explaining social deviance as the consequence of a pathological inability to control one’s behaviour makes sense to us because of the presumption that people can and should exercise self-control and self-discipline, and that these virtues are the basis of success, achievement and good character.7

    I will examine why it is bad to be an addict and what the wrongness of addiction is, although my main concern is how the problems and experiences we group under the term addiction are wrong. I will not focus on the consequences of drug use, nor attempt to identify the essence of addiction. Instead I will outline the different problems, dilemmas and concerns addressed by contemporary addiction discourses, both medical and popular, and examine how addiction is constituted in these discourses. While there is a pervasive theme of addiction as a disorder marked by physical, psychic and moral pathology, the ‘wrongness’ of addiction is not fixed nor indeed obvious. It varies according to context: the type of addiction and the type of addicted body, and the type of discourse.

    The focus of the book is on both the production of addiction as a disorder located in the individual and on the range of pathological subjects and disordered bodies that are thereby constituted as objects of medical and therapeutic knowledge. Figures as disparate as the desperate young junkie, the respectable but addicted smoker, the habitual overeater and the sexually compulsive married man are constituted in addiction discourse as subjects whose conduct and desires are candidates for rectification and improvement. It is this therapeutic impulse, the will to improve the body and the self of the individual, which unites the medical ‘scientific’ study of addiction and the burgeoning popular literature of addiction and recovery. Discourses of addiction encourage individuals to scrutinise and interpret their conduct, their experiences, their feelings and their desires and measure them against the goal of physical, psychological, emotional and spiritual health. Specific practices and programs designed to take the individual from addiction to health are promoted as the solution to problems of living ranging from financial woes to low self-esteem.

    My interest in addiction emerged out of a fascination with the operations of health and pathology as cultural categories imbued with moral meaning and political significance. The binary oppositions of health and disease, pathology and normality, are amongst the most powerful elements in contemporary regimes of discourse and power, deployed in a wide range of textual and institutional sites to classify bodies, human subjects and modes of existence as more or less worthy of respect and more or less needful of management and control. As early as 1946 the World Health Organization (WHO) defined health as ‘a state of complete physical, mental and social well-being and not merely the absence of disease and infirmity’. More recent definitions have added emotional, social, spiritual, sensual and sexual aspects of health as necessary elements of a holistic model.8 The notion of health as a positive and holistic ideal has been celebrated as a progressive shift from the mechanistic and fragmented view of the body identified with traditional western medicine, but as critics have observed, its effects are heterogeneous.9 Such an expansive notion of health encourages human beings to understand and judge more and more of themselves in relation to a telos of harmonious and efficient functioning. Desire, discipline and pleasure are appropriated into an economy of health and disease, and distanced from alternative discourses such as those of rights and freedom, sin and salvation or virtue and conduct. As Nikolas Rose puts it, care has become a matter of cure and normalisation. ‘All aspects of our care for ourselves are to be judged in terms of a logic of health and reorganized in terms of a quest for normality’.10

    Addiction, as a discursive and practical meeting place of medical and ethical concerns, presents itself as an ideal site for a deconstructive engagement with health and pathology. Intimately tied up with issues of desire, pleasure, subjectivity and embodiment, addiction discourse necessarily deals in the ‘physical, mental and social’ elements of the WHO definition. Predictably and perhaps appropriately, my interest in addiction grew from a respectably contained avenue of research to an out-of-control obsession leading me to see everything in terms of addiction—the classic tunnel vision of the addict. In addiction texts, ranging from scientific papers to popular self-help guides for addicted shoppers, workers, lovers and eaters, I found that the dichotomies of health and disease and of the normal and the pathological were only two of many themes which emerged. Cultural anxieties about the boundaries of the body, technology, consumption, pollution and risk, the limits of the natural and the meaning of experience were also reproduced.

    As this list suggests and critics have pointed out, addiction is not a universal feature of human existence, but a historically and culturally specific way of understanding, classifying and regulating particular problems of individual conduct. It is tied to modernity, medical rationality and a particular notion of the unique and autonomous individual.11 Others have noted that the rise of addiction discourse and the emergence of the addict have taken place as part of the development of consumer capitalism, industrial technologies and the modern state. In the context of late capitalism, thinking about addiction segues smoothly into regretful musing on our uncontrollable desire for commodities and the ultimate emptiness of consumption. In Marc Redfield’s words, ‘the thought of addiction returns us to the West’s most ancient topics and texts only to confront us with some of the most prosaic, specific, and in certain cases disastrous characteristics of our own modernity’.12

    Addiction as an experience, way of life and rhetorical device also seems highly compatible with the cultural patterns, information systems and social relations we have come to classify as postmodern. For David Forbes, the quick and commodified ways of solving problems, producing identity and experiencing pleasure found in post-modern culture produce particular addictive patterns of consumption.13 While many currently valued processes of identity formation and problem-solving (such as therapy) are in fact painstaking and meticulous rather than quick and easy, Forbes’s point about electronic media is suggestive. Television, the internet, virtual reality and personal computers all seem highly amenable to the production of addictive relations with their users as well as being routinely described in the rhetorics of addiction. However, I do wish to guard against a kind of broad historicisation which would read both addiction and addiction discourses as symptoms of a postmodern fragmentation of self, community and identity. In this approach, the popularity of psychological theories such as those of addiction is explained by the need for individuals to ‘ground’ themselves as society is transformed, social networks unravel, certainties dissolve and traditional values and beliefs lose their authority and relevance. This too easily leads to either a nostalgic and Utopian longing for a more innocent time when not only addiction but the regulatory category of addiction did not exist, or a smug reduction of the past to a bland and undifferentiated state where identity was fixed and people were not nearly as inventive, active, questioning and interesting as they are today. It also obscures the specificities of co-existing but distinct and sometimes contradictory discourses and practices, and collapses everything into one explanatory frame. Within this frame, ‘the self is taken to be an entity which is acted upon and influenced by social changes, rather than being a particular way of understanding, organising and describing human beings and being human.14

    More productively, discourses of addiction can be understood as part of a peculiarly modern regime of disciplinary power and knowledge. Foucault’s formulation that there is no power relation without the correlative constitution of a field of knowledge and no knowledge that does not also constitute power relations is useful here.15 Thinking of the relationship between knowledge, including self-knowledge, and power in these terms enables a critical engagement with processes and programs of normalisation which create rather than constrain individual subjects, which are based on freedom rather than subjugation. I highlight the operation of such forms of power in discourses and practices of addiction, which are very much engaged in the construction, interpretation and management of individuals and the shaping of their conduct and relationship to themselves.

    Discourses of addiction are also engaged in the production of truth about drugs, the body and the processes which occur when they connect. Thus both medical and popular discourses of addiction are productive sites for examining what Foucault called ‘the general politics of truth’: what is accepted and made to function as true, the mechanisms used to distinguish the true from the false, the techniques accorded value in the acquisition of truth and status of those who are charged with saying what counts as true.16 Following this formulation, this book is not an exercise in challenging addiction discourse for its promulgation of ‘distorted’, ‘ideological’ or ‘false’ statements. It is rather interested in the different regimes or economies of knowledge and truth that these discourses produce.

    This brings me to the second meaning of the book’s title which suggests that there are things that are ‘wrong’ with contemporary discourses of addiction. Not least, discourses of addiction induce the expansion of both prohibitive and productive forms of power exercised by state agencies, corporations and institutions such as the family, which have very real effects on individual lives. These effects are not universally oppressive or damaging, but neither should they be assumed to be straightforwardly emancipatory or benign. Under the rubric of addiction, certain ways of being are categorised as unnatural, disordered and self-destructive, while others are constituted as natural, healthy and self-enhancing, and these ways of being are regarded as expressions of a totalised self or identity. Moreover their categorisation of bodies and subjects often coincides with existing hierarchies of social value, and reproduces inequalities of race, class, sex and sexuality. To draw on Judith Butler, the domain of addicted, abject and unlivable bodies can be viewed as the necessary, constitutive outside to the domain of the clean, proper and healthy body. Addiction is therefore vital to the regulatory ideal of rational, autonomous subjectivity; it can be considered one of the ‘zones of social life which are . . . densely populated by those who do not enjoy the status of the subject, but whose living under the sign of the unlivable is required to circumscribe the domain of the subject’.17

    In describing the textual production of addiction and addicted subjects I do not wish to deny the destructive effect of drug and alcohol abuse and other compulsions on people’s well-being. However, I do think it is possible to criticise the view that drugs are inherently bad and their use is inherently pathological without falling into the trap of romanticising drug use. I also do not wish to diminish the experiences of the many people who have struggled with compulsive behaviours and have found relief and happiness using the language and tools of addiction and recovery. The aim is more to suggest that other ways of approaching ethical self-formation and transformation are possible, outside the demands of normality and the model of disease and health and recovery.

    As one reads about addiction in both popular and specialist texts one soon notices the reliance on metaphor, and the use of different metaphors to support different understandings of the phenomena. Is addiction like diabetes or high blood pressure (a chronic disease)? Is it like hunger or thirst (a visceral drive)? Is it like enjoying opera (an acquired taste incomprehensible to non-enthusiasts)? Is it like watching TV in the evening (a routine habit)? Is it like falling in love (an irrational attachment)? The question of identity also haunts the field of addiction studies in a more formal sense. Definitions, concepts and models are constructed, modified, supported and opposed in a sometimes acrimonious, sometimes good-natured debate over the nature of addiction, resulting in a state of ‘conceptual chaos’, and a ‘crisis of categories’.18

    While this lack of coherence may be frustrating for those directly involved in drug treatment, education and policy, the struggles over the identity of addiction are, to a more distant observer, a fascinating display of language games and truth claims, in which broad issues of scientific authority, disciplinary boundaries, the control of knowledge and the relationship between language and the real are played out. Rather than regarding all the different understandings of addiction as lacking because they fail to grasp the whole or reach consensus, each can be viewed as a successful construction of a particular object of inquiry and particular problematics of desire and consumption.

    Formulating addiction as a disease has been one highly influential way of constituting it as ‘real’ and distinguishing it from more mundane categories such as bad habits or everyday labels such as heavy drinking. The question of whether or not addiction is a ‘primary disease entity’ is a perennial theme in addiction texts and a continuing and sometimes heated debate in the field.19 The more effort is put into finding answers, the more questions keep proliferating. What kind of thing is addiction? Is it a disease or a syndrome or a psychological process? Is it a metaphorical disease or a real one (and what exactly is the difference)? If it is a disease what are its symptoms? How do its physical, psychological and social factors interact and what is their relative importance? The titles of recent articles and commentaries, for example ‘Slaying the disease model dragon—again?’ adduce a certain weariness with the subject, but the publishing of new insights and evidence ‘proving’ that addiction is or is not a disease continues unabated.20 Both medical and popular self-help approaches to addiction are often referred to as employing disease models, although their visions of the disorder are quite divergent, adding to the terminological confusion. Self-help literature proudly asserts its loyalty to a simple and unequivocal disease conception of addiction, while many medical texts do their best to distance themselves from such bold statements, preferring the more cautious and flexible approach summarised in the multifactoral ‘dependence syndrome’.

    The following three chapters concern the constitution of addiction as a disease or at least disorder of the individual. In these chapters the scope is limited to alcohol and drug addiction (as opposed to other ‘newer’ addictions). Chapter 1 discusses pharmacological understandings of drugs and their role in producing addictive desire, before moving onto neurological models of addiction. Chapter 2 explores the substance dependence syndrome of medical discourse and the problems of diagnosing dependence as a medical disorder. Chapter 3 moves on to popular addiction discourse and its unashamed engagement with issues of selfhood. Connections between addiction, inauthenticity and dishonesty are traced in therapeutic texts and then interrogated through a discussion of the concept of denial. In Chapters 4, 5 and 6 the focus shifts to collections of texts which apply the concept of addiction to substances and behaviours other than drugs or alcohol. Rather than attempting to judge whether smoking, food, sex and love meet the criteria for genuine addictions, the chapters look at what happens, textually speaking, when they are produced as such.

    Chapter 7 concerns the promise of happiness and health in addiction discourse and the pleasures of the work on the self required to fulfil this promise. Popular addiction discourse constructs everyday substances and experiences as potentially dangerous, and sees risk, dysfunction and disorder everywhere. But it provides its own antidote to addiction anxiety: a vision of a healthy happy world plus instructions on how to get there. This accounts for the optimistic tone of most of the texts. By constructing health as universally achievable and truth as ultimately knowable they argue for the possibility and desirability of perfection. In the Utopia of recovery everything and everyone can be understood and outcomes can be predicted and controlled. Moreover, the practices that lead to physical, psychological and spiritual health can be mastered by anyone, and incorporated into the routines of daily life.

    Recovery means wanting what we really want, and these genuine desires are the same for us all. Thus, this model of health presumes a homogeneity underlying people’s differences. This is why descriptions of recovery are so often abstract and vague, compared to the specificities of individual addictions. At a broader level the discourse suggests that all problems have an identifiable cause and solution and that all pain can be understood and overcome. This is connected with the proliferation of objects of addiction and the urge to uncover deeper and deeper levels of hidden trauma. If the problem is ‘solved’ but perfect fulfilment fails to arrive, the identification of another problem is necessary to maintain the viability of the Utopian vision. In addition, the techniques of self-surveillance and interrogation promoted as essential to recovery mean the state of recovery is always under threat. The proliferation of potential discourses of addiction means that finding a space of authentic desire is almost impossible, but it also ensures that the pleasures and anxieties of self-problematisation can continue.

  


  
    
1

    

    The Substance of Drugs

    
      Drugs make us ask what it means to consume anything, anything at all.

      —Avital Ronell, Crack Wars

    

    In 1997 the Australian Women’s Weekly published the story of the ‘almost instantaneous’ cure of a young Australian heroin addict who had flown to Israel to undergo a controversial rapid detoxification treatment.1 During the treatment, naltrexone, an opiate antagonist, is administered to the anaesthetised or deeply sedated patient. The naltrexone speeds up the process of detoxification, which normally takes several days, while the anaesthesia prevents patients from experiencing the distressing symptoms of heroin withdrawal. According to the dramatic story of despair and rebirth told in the magazine, the patient goes to sleep a hopeless addict, then wakes up eight hours later completely cured, all desire for heroin gone.

    The article was the catalyst of a heated debate about the benefits of rapid detoxification and naltrexone. At the time, public interest in heroin was high in Australia because a proposed clinical trial in which a small group of addicts would receive prescribed heroin was hanging in the balance. Following the magazine article and television coverage, hundreds of Australian addicts reportedly went to Israel, paying $10 000 each for the treatment. Newspaper articles with headlines like ‘Bree’s Quick Fix Kills Deadly Habit’ appeared, relating amazing success stories. Parents of addicts, newspaper columnists and politicians urged the government to make the ‘life-saving’ treatment available in Australia. Experts in drug and alcohol rehabilitation called for caution, pointing out that the treatment was expensive, possibly risky and regarded as helpful only for a minority of patients.2 Stories celebrating the naltrexone cure deployed common beliefs about the power of drugs to transform selves, for better and for worse. The young woman featured in the Women’s Weekly story was a loving daughter and brilliant student before heroin changed her into a ‘dull-eyed’ junkie who cared only about her next fix and stole from her devoted family. But the ‘heroin-negating’ drug naltrexone quickly turned the junkie back into the good girl. On awakening from her treatment she declares that she ‘feels new’ and her craving for heroin has disappeared. ‘My days used to begin and end inside a needle. Now my life’s begun again. I am finally free,’ she says.3

    The logic of reversal, from addiction back to normality, allowed the detoxification treatment to be explained in a satisfying narrative of the triumph of good over bad, of disorder restored to order. The pharmacological term opiate antagonist came to be interpreted as anti-opiate in a much broader sense. Naltrexone, the purifying life-saving medication, was constructed as the opposite of heroin, the polluting life-destroying drug. While both drugs were attributed with the power to transform selves and change lives, the power of naltrexone was benevolent and restorative; it returned people to their natural state. In contrast, heroin had a preternatural power of possession.

    This view of an illicit drug as an inherently destructive agent of physical disease and moral decline is a staple of addiction discourse. In Australia the evil power of addiction is mostly commonly attributed to heroin. In the United States crack cocaine recently took on this menacing capacity in the most extreme form, as shown in the following passage from a text on drug policy:

    
      A compulsive crack smoker wants his second pipe more than his first, and his third more than his second. While heroin satisfies the desire for heroin, crack sometimes stimulates the desire for crack. It is as if there were a food that made one hungrier (and kept one awake to experience that hunger).4

    

    Here heroin appears as almost benign, compared to crack’s ability to produce perpetual craving. As many critics have pointed out, the demonisation of (certain) drugs has significant consequences in terms of public policy and treatment initiatives, justifying a complex system of differential prohibition of recreational drugs. It also encourages a view of drug users as inevitably morally degenerate, neglecting their children, ripping off their friends and quickly resorting to crime to support their habit, as they come under the control of the drug.5

    In the case of the naltrexone debate, the constitution of heroin and other opiates as universally and innately destructive had the effect of devaluing, if not demonising, strategies which aim to reduce the harmful consequences of heroin addiction. It lent support to opponents of the heroin prescription trial, because if heroin causes an ultimately fatal brain disorder, as the Women’s Weekly article suggested, then its supply to addicts is surely the antithesis of responsible and humane treatment. Secondly, the Manichean logic of heroin versus naltrexone also positioned methadone treatment on the devalued side of the opposition, although it has been extensively researched and found to be effective in reducing the harms of heroin use.6 In the rhetoric of naltrexone as miracle cure, methadone was at best a worthless ‘substitute addiction’, at worst a poison masquerading as a cure. One magazine article stated that to its detractors methadone, ‘a synthetic heroin first invented by doctors from the Third Reich’, was ‘nothing but a legalised form of “genocide”‘.7

    In ‘Plato’s Pharmacy’ Derrida highlights the undecidability and ambiguity of the Greek word pharmakon, which can mean both poison and cure. His concern is with writing as a pharmakon, something that cannot be fixed in oppositions of good/evil, true/false, inside/outside, but rather disrupts these terms.8 As the story of naltrexone suggests, the concept of the pharmakon, the substance which is both curative and injurious, also illuminates the place of drugs in contemporary western culture. The supply and use of psychoactive drugs such as heroin and cocaine are prohibited and punishable by severe penalties. This is justified by the threat they are seen as posing to individual and social health, which is in turn linked to their addiction-producing potential. On the other hand, the marketing, supply and use of a vast array of therapeutic drugs ranging from simple pain-killers to highly toxic substances and powerful psychoactive agents is central to Western bio-medicine. The development of new and better drugs is celebrated as the key to the conquering of disease and better health for all. The legal (for adults) substances of alcohol and tobacco are located in an interesting intermediate category. Nicotine is recognised as extremely addictive; it is well-known that cigarettes and alcohol account for the majority of drug-related deaths, and excessive drinking is associated with many social ills. Although recent years have seen an increasingly powerful public health discourse which highlights their dangers and urges their strict control, they can be purchased from supermarkets and consumed relatively freely, and regular users are not generally viewed as drug addicts.

    The distinctions between medicine and poison, good drug and bad, are unstable and complex, produced as they are by overlapping medical, legal, and cultural discourses which draw on difficult-to-determine criteria such as harmfulness, addictiveness and therapeutic value. The legal and social status, of a drug is certainly not determined by inherent qualities in the substance. The widely prescribed anti-depressant Prozac lifts mood by increasing serotonin levels in the brain, a similar action to the illegal street drug ecstasy. Good nicotine in the form of patches and gums is used to treat addiction to the bad nicotine found in cigarettes. Ritalin is an accepted treatment for children with attention deficit disorder, but when diverted to the black market it becomes a dangerous and addictive amphetamine. The distinction between dangerous drug and beneficial medicine is often a question of ‘matter out of place’, to borrow a phrase from Mary Douglas’s classic analysis of purity and pollution.9 That is, a drug is a chemical which is in the wrong place at the wrong time.

    In the face of such complexity, the promise of a rational science of drugs which objectively presents the truth of drugs and addiction, separate from social influences and moral judgements, is enticing. But as I argue in this and the following chapter, there is a tension in medical discourse between the desire to be scrupulously nonjudgemental about drugs, to describe them ‘objectively’ in pharmacological terms, and a therapeutic concern with their destructiveness to health and the dangers they pose to society. The latter concern necessarily involves normative judgements about the way bodies should function and about desirable as opposed to undesirable ways of being, and thereby subverts the ideal of an abstract and pure science of drugs.

    Medical and pharmacological discourses often reproduce familiar dichotomies of natural/artificial, inside/outside, self/other and truth/falsity in their accounts of drugs and addiction, despite their desire to simply describe chemical and physiological processes. They can therefore be deployed to support the pathologisation of the addict or drug user as ‘other’ to the ideal of the healthy and autonomous individual. However, it is also the case that pharmacological accounts, especially those that privilege the brain as the site of addiction, can disrupt easy certainties about the relationship between drugs, bodies, desire, pleasure and truth. Part of my argument is that challenging pharmacological determinism and the often reductive and predictable discourses of drug science does not mean that the things drugs can do to and with bodies and bodily processes should be ignored. Rather, thinking about drug use and abuse in a nuanced way demands that we pay attention to the substance of drugs, their materiality and the physiological microprocesses which occur when they are ingested and absorbed.

    Drug Science and Its Limits

    Although medically oriented textbooks invariably state that the aetiology of substance dependence is complex and multifactoral, the pharmacology of psychoactive drugs is always an important element. The production of drugs of dependence as a class of substances with peculiarly powerful and universal effects reinforces the idea of addiction as a quality they possess. Their inherent chemical properties are seen as initiating and driving the addictive process, causing the bodily changes which result in dependence and producing a compulsion beyond individual control. Moreover, the pharmacological differences between classes of drugs are used to explain and order the variety of symptoms and behaviours seen in cases of addiction. Focusing on drugs as the agents of addiction seems to offer a way of liberating knowledge about addiction from the ever-shifting and impossible to quantify ground of social meaning and individual subjectivity. The task of understanding addiction becomes the apparently more containable one of delineating the addictive potential of different drugs and understanding their specific actions and their short and long term effects. Thus, in pharmacologically driven understandings of addiction, addicts are not necessarily human. Laboratory rats who will push a lever a hundred times to get a shot of cocaine, losing interest in food, sex, and sleep in their pursuit of its pleasures, are seen as demonstrating the same process as human cocaine addicts. The most salient information about drugs are their various actions in the brain. For instance physician and pharmacologist Sidney Cohen describes cocaine as follows:

    
      It is believed that the rewarding effects of cocaine are secondary to the availability of large numbers of dopamine [DA] molecules at the postsynaptic receptors in the brain centers that evoke pleasure and elation. These sensations result primarily from cocaine’s ability to prevent the reuptake of DA back into the presynaptic neuron, thereby presenting the DA receptor sites with more DA over a longer interval.10

    

    This mechanism is the basis of addiction whether the user is a rodent, a Hollywood celebrity or a homeless crack smoker. But on further examination pharmacological description of drugs and their actions raise more questions than they answer. Even defining drugs proves difficult. In contrast to the pejorative and value-laden everyday usage of the term, medical definitions of ‘drug’ describe a broad category of chemical agents or substances with no reference to questions of harmfulness, patterns and methods of use, legality or social acceptability. These issues are regarded as irrelevant, or even inimical, to the accurate description of a natural category of substances called ‘drugs’. The broadest definitions do not distinguish between psychoactive and non-psychoactive substances, describing a drug as ‘a chemical other than those required for the maintenance of normal health, which on administration alters biological function’ or ‘any substance other than food which by its chemical nature affects the structure or function of the living organism’.11

    Other definitions restrict the category to psychoactive substances, for example the WHO regards a drug as ‘any substance that, when taken into a living organism, may modify its perception, mood, cognition, behaviour or motor function’.12 It is easy enough to find fanciful examples which fulfil the criteria of such definitions and raise questions about their utility. Chocolate, oxygen and water alter mood and brain functioning (not to mention behaviour). A bullet ‘alters the structure or functioning of the living organism’.13 But if these substances are included the sense of drugs as a distinct category bounded by some commonality is lost. The problem is that attempts to distinguish drugs from other things on the grounds of their effects will never completely succeed because ‘drug’ is not a natural category, but, as Derrida points out, a concept that ‘supposes an instituted and an institutional definition’ and requires a history and culture of conventions and norms.14 The difficulty for medical discourse is that its scientific status requires that it distances itself from societal influences to aim for a objective description of physical features, but to make sense and have any utility its definition of drug must fit with medical practice, which is highly institutionalised and embedded in a culture of norms and prohibitions.

    In particular, the words ‘chemical’ and ‘substance’ cannot be used to avoid the morally and politically loaded cultural category of drugs. The term ‘chemical’ has its own powerful negative connotations, particularly when juxtaposed with a notion of the body as organic and natural. Natural versus chemical is a central conceptual dichotomy in addiction discourse, both medical and popular, and it can be argued that it provides a new home for the displaced moral dichotomy of good and evil. Defining drugs as substances other than those required for ‘normal health’ or to maintain ‘normal biological processes’ is a way of finessing this attribution of unnaturalness. It puts in place a distinction between therapeutic substances like insulin, which work to restore health in cases of disease, and recreational drugs. But identifying normal health and normal biology is based on normative judgements about proper and improper bodies. The assessment of whether a drug is being used to restore or disrupt normal body functions is often as much social and political as physiological. Is pain relief disruption or restoration of normal functioning? Does it depend on whether the analgesic is aspirin or heroin? Prozac can be seen as restoring health because it lifts depression but what if it is used to treat symptoms such as lack of self-esteem, inability to experience pleasure, and sensitivity to criticism? How are such drug therapies different from the routine use of alcohol and cocaine to deal with lack of self-esteem and confidence? Indeed one American drug researcher and commentator has suggested that cocaine and heroin use is self-medication by those who do not have access to psychotherapy or Prozac.15 For philosopher of medicine Georges Canguilhem, ‘normal’ in medicine is a highly ambiguous but ultimately normative term, referring both to the habitual state of an individual body and to an ideal type of organic structure. He argues that it is individuals who set their own bodily norms through their habits of life, and therefore normality and pathology can never be objectively and precisely defined.16 On this view the maintenance of ‘a normal state of health’, meaning the capacity to continue one’s usual activities, could require insulin, Prozac or heroin, and the idea of a group of substances which can be universally and objectively defined as drugs collapses.17

    The classification of drugs into different categories based on their mechanisms and effects is another fundamental element of drug science which promises to bring rationality to the issue. Many clinical textbooks and general guides on drug use confidently set out straightforward taxonomies of drug types and use these categories to organise their chapters. These taxonomies have the reassuring effect of suggesting there is a natural and orderly system hidden under our confused cultural categories. A typical taxonomy divides drugs into Opioids, Sedatives, Stimulants, Cannabis, Hallucinogens, Volatile Inhalants, and Simple Analgesics. Another textbook develops a more complex categorisation: General Central Nervous System Depressants; Central Nervous System Stimulants; Opiate Analgesics; Cannabinols; Hallucinogens; Glues, Solvents and Aerosols; and, in a category which is unashamedly non-pharmacological, Over the Counter Drugs.18

    But the difficulties masked by these classificatory schemes are vividly illuminated in a reading of a respected handbook of drug action by critics of ‘pharmacological determinism’, Richard DeGrandpre and Ed White. DeGrandpre and White highlight the circular journey taken by the handbook’s author, pharmacologist and physician Robert Julien, as he considers various ways of classifying drugs and finds problems with them all. Firstly Julien considers classification according to chemical structure—but drugs that look quite different chemically can still behave more alike than drugs that are almost identical. He then turns to mechanisms of action as a way of classifying psychoactive substances. But the problem here is that knowledge of physiology is currently too limited to enable such an approach; moreover drug actions are often not confined to one area of the brain. He ends up observing that classification based on social categories like legality, therapeutic potential and potential for abuse could be considered as legitimate as the scientific categories. DeGrandpre and White observe rather tartly that Julien’s account shows drug science verging on ‘discovering’ the already existing, socially constructed categories of good drugs and evil drugs.19

    The blurring of the line between pharmacology and normative judgement in drug science is perhaps even more clearly illuminated when the addictive potential of different drugs is directly addressed. The exercise may be presented as straightforward description of chemical properties, but because ‘addictive potential’ implies the ability to cause individual and social harm, the result is always ‘contaminated’ by external factors. Because addiction is so strongly marked as a bad thing, addictiveness is not simply a quality inherent to the drug but is connected to perceived dangerousness, legal status and other social historical factors.

    E. M. Jellinek’s The Disease Concept of Alcoholism, a foundational text of modern alcohol studies, provides an interesting illustration of the mutability of addictiveness. Jellinek argued that physical dependence on alcohol, demonstrated by altered physiological responses, was the basis of (some forms of) alcoholism, and that alcoholism was therefore a disease. His argument required the identification of alcohol as a drug that, like morphine and heroin, had the ability to cause addiction through ‘grave physiopathologic changes leading to craving’. Nevertheless, he placed alcohol in a different pharmacological category of addictiveness to these drugs, noting that not only were most drinkers not harmed by their habit, but that the amount of alcohol and length of time required for addiction to develop was much greater than was the case with other drugs. He also refers to a 1954 WHO report which noted that a maximum of 10 per cent of drinkers became addicted, while about 70 per cent of morphine users and ‘practically’ 100 per cent of heroin users were addicted. The historical context of post-prohibition America is evident in these distinctions. Jellinek and his associates at the Yale Center for Alcohol Studies aimed to promote a scientific view of drinking, in opposition to the temperance movement’s view of alcohol as universally harmful. They also wished to raise public and medical awareness of the plight of alcoholics and the importance of alcoholism treatment and research. In fact, Blocker argues that Jellinek and Howard Haggard, director of the Yale Center, adopted the disease concept of alcoholism not for scientific reasons, but because it best suited their purposes of promoting moderate drinking habits amongst the general public. Distinguishing alcoholism from other highly stigmatised drug addictions was an important strategy, because it enabled the potentially devastating effects of alcohol for a small minority of drinkers to be highlighted, while also protecting its overall respectability.20

    More recently, cocaine’s ability to cause addiction has undergone re-assessment. In the late 1970s and early 1980s it was commonly accepted that although cocaine was habit-forming, it did not have a well-defined withdrawal syndrome, did not cause physical dependence, and was therefore not genuinely addictive in the way that narcotics and alcohol were. The 3rd edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-III), published in 1980, did not include the category cocaine dependence, listing only ‘cocaine abuse’. In a 1982 article researchers Van Dyke and Byck compared a cocaine sniffing habit with eating peanuts and potato chips, ‘a pattern of continued use while supplies are available and . . . simple abstention when supplies are lacking’. The advent of crack, a cheap smokable form of cocaine accessible to the poor, as well as increasing cocaine use, rendered the snack food analogy obsolete. Crack is regarded as ‘extraordinarily addictive’ and cocaine itself has been reconstructed in its wake. In a 1993 textbook cocaine is unquestionably an addictive drug with a definite withdrawal syndrome. For Cohen, writing in 1985, it is the addictive-substance par excellence: ‘If we were to design deliberately a chemical that would lock people into perpetual usage, it would probably resemble the neuropsychological properties of cocaine.21

    The question of the addictiveness of tranquillisers reveals the problem of medical drugs which are dependence-producing. On one hand it is recognised that benzodiazepams like valium have been overused and that long-term (or even medium-term) use leads to dependence. On the other is their respectability as medically prescribed drugs. This conflict raises the alarming possibility that doctors (and medicine) are agents of addiction as well as experts in its cure. The author of an article on addiction in a medical reference volume deals with this tension by stating that it is ‘addictive behaviours’ such as compulsive use that define addiction. Therefore, patients who become physically dependent on prescribed drugs are not addicted, even though their ‘symptoms of dependence may complicate drug discontinuance’.22 What this seems to suggest is that users of drugs who have access to a steady and legal supply from their doctors are not addicts because they do not behave like junkies. This is hardly a pharmacological distinction, yet it is presented as if it is a consequence of the inherent properties of medical versus illicit drugs. Ironically, the point that it is behaviour rather than physiological dependence which defines addiction is raised by critics as evidence of the inadequacy of medical models of addiction.23

    Armed with such stories of shifting addictiveness, critics, including social scientists, drug reformers and clinicians, have been able to mount powerful and sustained challenges to pharmacological determinism and essentialism. These critics have developed two broad arguments against drug science and medical models of drug use. Firstly, they have argued, as I have done above, that drug science fails to live up to its self-image as objective and rational, unbesmirched by social and political factors. Secondly, they point out that focusing on the action of drugs on the central nervous system tells us very little about human drug use, which can only be understood as a social and cultural practice. A range of evidence is commonly cited to support this case, much of it attesting to the variability of addictive and drug-related behaviour. Ethnographic comparison demonstrates that intoxicated conduct, rather than being a universal outcome of the effects of alcohol, varies dramatically depending on cultural beliefs about the nature of drunkenness. Laboratory experiments have shown that the belief that a drink is alcoholic has a greater effect on behaviour and feelings than drinking alcohol in a disguised form. Most US soldiers who became addicted to heroin in Vietnam gave up without treatment on their return home. Patients on strong medical doses of morphine rarely become addicted, discontinuing drug use without distress when they leave hospital.24

    Shifting the focus from drug actions to social practices obviously produces very different models of addiction. For social psychologists like Peele and Orford addiction is a learnt behaviour, similar to other habitual behaviours which are necessary for human wellbeing. From this perspective addictions are determined by a complex interplay of ‘reinforcing’ and ‘restraining’ factors in the environment and by powerful cognitive processes. People become addicted not so much to a substance, but to an experience which includes physiological, psychological and social components. Anything which has a powerful effect on mood and perception can be addictive. Thus addiction is a place on a continuum rather than a distinct disease-like entity. Another more sociological approach focuses on the notion of ‘addiction’ itself as a historically and culturally specific social construction.25

    The socio-cultural approach to drug use is an extremely productive field of research and analysis, offering insights into how drugs are used in different social locations, the meanings of people’s varying experiences with drugs (and other habitual behaviours), and suggesting effective responses to problems associated with drug use. Its challenge to the reductive tendencies of drug science is particularly important at a time when biological and medicalised explanations for social problems are enjoying cultural ascendancy. And its emphasis on the normality of drug use is an important counter to the punitive rhetoric and practices of ‘the war against drugs’.

    However, cultural accounts of drug use can themselves run the danger of reductiveness if they assume that the materiality of the body and the nature of drugs are a straightforward and fixed substratum to the complex and varied forces of cultural and personal interpretation. For instance Stanton Peek’s classic text The Meaning of Addiction consistently opposes pharmacology and physiology to ‘lived human experience’, the latter being the realm of individual beliefs, values, feelings, cognition, interpretation and social relations. It is only this realm of experience which is seen as able to account for the changeable and complicated nature of human drug use. This seems a limiting strategy, as it leaves largely undisturbed the pharmacology of drugs and the processes of brains and bodies. Pharmacology and physiology are still presumed to be fixed in their mechanisms and uninfluenced by culture, language and history. As Elizabeth Wilson has argued, the assumption that human biology (and I would add drug actions) is ‘psychologically inert and politically barren’ forecloses some of the most compelling questions about bodies and their capacities.26 The taxonomic unruliness of drugs discussed earlier could be understood not as purely a cultural phenomenon but as an expression of the slippery and protean networks which emerge when drugs and bodies connect and dis-connect.

    For example, it is convincingly argued by supporters of cultural and social models of addiction that withdrawal syndromes are not simple physiological responses to changes in homeostasis. The severity, range and significance of symptoms are highly dependent on contextual and cognitive factors. Even morphine-addicted rats suffer more when deprived of their drug supply in their usual cage than if they are moved to a different cage which has no drug memories or connotations. Peele defines withdrawal as ‘a complex self-labelling process that requires users to detect adjustments taking place in their bodies, to note this process as problematic, and to express their discomfort and translate it into a desire for more drugs’.27 Learning, labelling, detection, interpretation and desiring are here presumed to be extra-biological, and the body is merely the location of the ‘adjustments’ which seem to require no further investigation. Could it not be that these adjustments are also complex networks of communication and interpretation (and perhaps miscommunication) which are able to offer insights into the experience and meaning of drug use? Moving away from the habit of thought which attributes all complexity and mutability to culture would allow for a fuller and richer view of bodily experiences and their sometimes overwhelming intensity. A shift away from the cultural could in this context enhance rather than threaten a human appreciation of the enticements of drugs and the struggles of addiction.

    The Addicted Brain

    In recent years neuroscience has become an increasingly authoritative and prolific source of knowledge about addiction. Recognising addiction as a brain disorder is celebrated as the foundation of a bright new era of scientific addiction research and rational drug policy. The United States National Institute on Drug Abuse (NIDA) has adopted the central tenet that drug addiction is primarily a disease of the brain, and is funding extensive neuro-imaging research on addiction. NIDA Director Alan Leshner has stated that the addict’s brain is distinctly different from the non-addict’s brain. He explains that a metaphorical switch in the brain seems to be thrown as a result of prolonged drug use and at this point the individual moves into the state of addiction, characterised by compulsive drug seeking and use. Previous policy and public health strategies have often been unsuccessful because of the belief that addiction is a social or moral, rather than medical problem.28

    Neurological models like NIDA’s can easily be viewed as extreme examples of the reductive trend in addiction science, for they seem to exclude not only the drug user’s subjective experience and social location but also the drug user’s non-brain body from the field of concern. However, their insistence that addiction is best understood as a matter of neurotransmitters, neural pathways and receptors is often combined with a robust belief that recreational drugs are inherently dangerous, both to the individual and to society. In scientific papers, government publications and books and articles on neuroscience and addiction for professional and general readers, the addicted brain is commonly figured as a site of disorder, its natural state having been corrupted by the artificial pleasure of drugs. This in turn produces the addict as an individual under the control of a powerful and destructive external force.

    But the brain also emerges in these texts as an organ which is not so easily contained in such narratives of purity and pollution, innocence and corruption. Therefore rather than highlighting what is omitted by brain-based models as other critics have done, my concern is with what discourses of the addicted brain already contain in their constitution of desire, pleasure and the boundaries of the natural. It may be that the pathologisation of the addict as ‘other’ to the ideal of the healthy and autonomous individual can be disrupted from within biological accounts, especially those that privilege the brain as the site of addiction. Elizabeth Wilson has argued that it is productive to approach the brain as the site of an indigenous, although not autonomous, excess which disrupts the presumption of a neurological interior and a cultural exterior.29 Indeed a striking aspect of the brain as it is constituted in popular and public science is its double identity. In one guise, it is the mysterious seat of human consciousness, ‘not only more complex than we imagine but perhaps more complex than we can imagine’.30 In other sites, including addiction discourse, the brain is presented as a bodily organ like any other. Orderly and neatly contained, its functioning is constituted as a logical and easily represented mechanism of electrochemical cause and effect. This visible and intelligible brain provides the basis for neuroscientific advances in drug and addiction research. Brain imaging techniques such as Positron Emission Tomography and new types of Magnetic Resonance Imaging give researchers what is commonly described as ‘a window on the living brain’. It is argued that imaging technology will enable the universal truth of addiction to be revealed, a truth that is presumed to lie hidden beneath the varied and often confusing symptoms and dysfunctions of the individual.

    But as feminist historian Barbara Duden has argued in relation to foetal imaging technology, a direct and unmediated view of a hidden object is exactly what such technologies do not provide.31 These techniques do not simply reveal the hidden reality of the brain, they produce visible entities from invisible phenomena, via specific laboratory procedures and processes of digital coding. When an alcoholic’s neurotransmitter activity is translated into a pattern of colour on a computer-generated image, a particular conception of alcoholism as a disease located in and inherent to the individual is made concrete. This materialisation of the formerly invisible allows molecular events to be read as proof that the patient’s drinking habits constitute a distinct pathology. Despite the often-mentioned unimaginable complexity of the brain, brain images are often presented in pairs, with one image representing health and normality, the other image whatever disorder is being discussed: schizophrenia, Alzheimer’s disease, alcoholism or addiction. Together, the image and the caption telling us what it represents construct a simple and clearcut visual distinction between health and disease, and imply that the assignment of brains and therefore individuals to either category is self-evident. What is not mentioned, perhaps because it is viewed as too banal a point, is that the meanings of these images depend on a prior classification of individuals into healthy and unhealthy, done not on the basis of abstract chemical or biological indicators, but on the assessment of conduct.

    Feminist analyses of foetal photography and imaging have made convincing connections between the optical dissection of the body and understandings of subjectivity. The familiar depiction of the foetus as if it is outside the woman’s body gives the abstract idea of foetal personhood what Duden calls a ‘misplaced concreteness’.32 Floating in its liquid world, miraculously freed of the maternal body, the foetus has become a symbol of life itself, with significant implications for reproductive politics. If representation produces the real in this way, what kind of reality does the making visible of the brain through scanning technology produce? Certainly, the radical disembodiment of the human as represented by these images is striking. Scanning technology supports an understanding of the self as a matter of electrochemical messages rather than flesh and blood. It also supports the idea of an interior self by depicting a demarcated inner space which is the location of the individual consciousness, separated and distinct from the outer space of the social world. Thus brain scans can be read as representations of the Cartesian model of the autonomous, bounded and disembodied individual.



OEBPS/Images/cover.jpg
C IOI'I.

HELEN KEANE





OEBPS/Images/logo.jpg





