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			Praise for The Addiction Solution

			“In this impressive and highly readable book, Lloyd Sederer explores the science, the law, and the social reality of addiction. This is a needed and timely volume for those who are fighting addiction and for their families, as well as for all of us who live in a world increasingly riven by substance abuse.”

			—Andrew Solomon, New York Times bestselling author of The Noonday Demon and Far from the Tree

			“In the United States, psychiatry has for too long had a very narrow and simplistic understanding of addiction—so it’s really exciting to read a wise psychiatrist engaging deeply with this subject. This is a humane and intelligent book.”

			—Johann Hari, New York Times bestselling author of Chasing the Scream: The First and Last Days of the War on Drugs

			“The Addiction Solution is a wise and humane book about one of our hardest problems—that of addiction and its consequences. Drawing on decades of clinical and policy experience, Dr. Sederer makes an important contribution to our understanding of this problem. I emerged from reading it with clarity about the bold steps we must take collectively to move beyond addiction, to create a healthier world, and I am grateful to Dr. Sederer for writing this book.”

			—Dr. Sandro Galea, MD, DrPH, Robert A. Knox professor and dean of the Boston University School of Public Health and former president of the Society for Epidemiologic Research

			“Dr. Sederer writes with clarity and compassion, and suggests sensible and humane answers. This book is impressive, timely, and valuable.”

			—Lee Child, New York Times bestselling author of the Jack Reacher series

			“Like Dr. Sederer’s other works, this book is a pleasure to read. The Addiction Solution covers a complex and controversial subject in plain, jargon-free language. The book does more than inform: it offers solutions.”

			—Andrew Kolodny, MD, codirector, Opioid Policy Research Collaborative, Heller School for Social Policy and Management, Brandeis University

			“Dr. Lloyd Sederer is one of the most informed and informative experts on mental health and addiction in this country. But more than that, he’s a brilliant healer whose intellect is matched by his humanity. He’s a sterling public servant and a terrific writer as well, and his new book on addictions is timely, important, and a must-read for anyone who cares about addiction and its impact on our lives, our families, and our society.”

			—John Fugelsang, host of Tell Me Everything and Page Six

			“Vivid and poignant . . . If we as a society could only wholeheartedly embrace Dr. Sederer’s sage recommendations to shift our resources from interdiction and punishment to scientifically informed prevention and treatment, we could undoubtedly escape the grip of our current opioid epidemic, mitigate the harms from other substances, and enjoy a much safer and healthier world.”

			—The American Journal of Psychiatry

			“Aside from its broad insights, The Addiction Solution will be useful to those with afflicted loved ones.”

			—The Wall Street Journal

			“Just what I needed to understand more about the opioid crisis.”

			—Well + Good

			“The Addiction Solution offers guidance; it is not a textbook or exhaustive treatise. It proposes tools to fight the disease and plainly, though not overly simplistically, suggests the best means to implement them.”

			—Shelf Awareness

			“Enriched with patient case studies that illustrate the complex nature of this disease, Sederer’s balanced and compassionate approach makes this a valuable addition to the conversation on this timely topic.”

			—Library Journal (starred review)

			“Timely and well-written . . . draws on many cultural sources to reveal the complex social and personal factors underlying addiction and encourage empathy.”

			—Booklist (starred review)

			“Scholarly and informative . . . this book will prove invaluable.”

			—Publishers Weekly

			“Comprehensive . . . a well-informed and accessible guide to treating addiction.”

			—Kirkus Reviews
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To all those doing the hard work of making recovery possible—individuals, families, friends, clinicians, and policy makers



AUTHOR’S NOTE


In 1955, the great director Otto Preminger released a timeless film about addiction. The Man with the Golden Arm took us into the life of a card dealer and aspiring drummer hooked on heroin and trying to get clean. This three-time Oscar-nominated film starred Frank Sinatra, Kim Novak, and other well-known period actors; the score, by Elmer Bernstein, was a concert unto itself.

With cinema verité, truth in film, Preminger boldly conveys the dark days of a man released from prison and determined not to go back to injecting his “golden arm” with his most powerful source of comfort. First he fails, drawn to old haunts and toxic characters, and subject to disappointments and his own deeply ingrained habits. Then, with the help of a woman, he struggles to put the demon drug, the “monkey on this back,” once again behind him.

The Man with the Golden Arm is as current today as it was over sixty years ago. We witness, through this film, the power of a substance—in this instance a natural opioid, heroin—to pirate away a life, the waste in using the correctional system as a “solution,” the hard work of recovery, and the inestimable value of love and support in rebuilding a life.

America is a country with a golden arm.

The regular uses of psychoactive drugs have reached their highest levels ever in the United States over this past decade. The use and abuse of drugs, drugs that act on our cerebral nerve cells and neural circuits, our brains and our minds, extends from the legal to the illegal purchase and distribution of substances. The biggest culprits include prescription opioid pain pills; natural and synthetic opioids such as heroin, morphine, and now fentanyl; stimulants, including Adderall, Ritalin, cocaine, and crystal meth; marijuana and its toxic synthetic relatives such as K2 or spice; ecstasy; ketamine; and many others. To avoid a boundless scope of discussion, I will mostly confine my discussion to illegal drugs and the abuse of legal drugs, particularly opioid pain pills, even though tobacco and alcohol are among the most deadly of all intoxicants.

The evidence for the escalating dominance of opioids is in their sales figures and the deaths they have induced.

Sales of prescription opioids in the United States were four times greater in 2010 than they were in 1999, and overdose deaths in 2008 were four times their rate twenty years earlier. The greatest increases in recent years have been first in the American Midwest, then in the Northeast and South, and especially among non-Hispanic whites and among those twenty-six years of age and older. Drug overdose deaths today exceed motor vehicle accidents and gunshot wounds as preventable causes of mortality, with 52,404 lethal drug overdoses identified in 2015—and this is likely an underestimate. Over 60 percent of these avoidable deaths are related to prescription pain pills and their common progression of use, abuse, and dependency, namely snorting or shooting up available, cheaper, and more potent heroin and lately the more deadly synthetic opioid fentanyl. (Overdose deaths from this and related opioids tripled from 3,105 in 2013 to 9,580 in 2015, also likely underestimates.)

The Centers for Disease Control (CDC) has declared opioids an “epidemic,” as it has with more familiar epidemics such as tuberculosis, flu, and Ebola. Epidemics mean a lot of people get sick and die. We have crossed the Rubicon in America into uncharted and perilous territory.

On the legal-drug economic front, Cardinal Health allegedly shipped 241 million opioid pills to West Virginia alone from 2007 to 2012. The rates of costly hospital admissions for a substance use disorder in 2009 were six times what they were in 1999. Estimates are that four out of five first-time users of heroin first abused prescription opioids, prescribed and recreationally, only to discover they could no longer financially support their pill habit and that heroin was the “answer” to their cravings and the discomfort of withdrawal. In 2012 alone, 259 million opioid prescriptions were written—a supply that could medicate all the adults in the United States. We have never before seen this state of affairs.

The illegal-drug business today makes the Mafia’s operations during Prohibition, when they made their early fortunes and established their ongoing notoriety, look like small change. The world economies nowadays annually spend an estimated $100 billion to combat the drug cartels, $20 billion federally in the United States, with methods such as crop eradication and border interdiction, yet the actual impact on costs for the cartels and the overall supply of drugs for users has over time been in the range of zero. This wasted money does not include the massive criminal justice costs for nonviolent drug offenses that the United States has expended for decades, targeting particularly people of color and those living in poverty. The costs from drug use and abuse—from family disruption, domestic violence, lost productivity (and lost taxable income), and short- and long-term disability—are legion and probably incalculable.

Complex problems, as is the addiction epidemic seizing this country, do not bend to simple or singular solutions, nor trying to police our way out of health and social problems. We need a new mind-set, one that recognizes that drugs serve a purpose, often very well, if only transiently. We need and can achieve solutions that include the person with the problem, the nature of substances themselves, and an approach informed by public health that has successfully served the world through many an epidemic. Those are what I will provide in this book.

My aim is not to alarm you, but to get your attention. We have a huge, unprecedented complex of problems regarding psychoactive drugs, especially opioids, which calls for the use of effective prevention, early intervention, and treatment initiatives to save our families, friends, and communities. We must stop doing what does not work and do more of what does. That is why I wrote this book.



INTRODUCTION


Substance use, abuse, and dependence are like a plague in this country and throughout the world. We are losing not just our children to this disease, but brothers, sisters, parents, friends, coworkers, and neighbors. The body count from overdose deaths and of productive, rewarding lives lost to addiction continues to rise. We have yet to implement solutions that will deliver what is needed to overcome the addictive forces that are eroding our societies.

A major reason why we are failing is a dogged attachment to ideas and efforts that have not worked in beating the plague of addiction. Addiction is still here, unabated. The money we are paying—in this country and throughout the globe—is not just vast; it has sadly often been wasted on unsuccessful campaigns of drug control and on education efforts that rely on stressing the negative consequences of drug use.

I believe that the biggest problem with so many of the psychoactive drugs, those that work on our brains and minds, is that they are so effective. In immediate and powerful ways they change how we feel, how we think, and how we relate and behave. That’s why we use them, why “just saying no” to them is naïve and ineffective, and why the dilemma of drug taking, legal and illicit, has become one of the most dominant societal problems we face in the twenty-first century.

The appreciation that drugs serve a human purpose, and that we are all human, is fundamental to ending the drug epidemic we are in. This perspective, as commonsensical as it may appear, has not informed drug policy and practice in this country. When it gains traction, so shall we—and that will save many lives and countless dollars.

Take psychostimulants, for example. Countless well-designed studies on the effects of drugs such as Ritalin, Adderall, and Dexedrine on youth with hyperactive and attentional problems have shown their robust effects. Kids quiet down, can focus, and become less disruptive in classrooms within an hour of taking a psychostimulant. The use of Ritalin and Adderall is pervasive in colleges and universities; ask any student, who will tell you the truth. These drugs, in the short term, increase focus and attention and awaken sleepy brains. Youth, parents, teachers, and doctors may debate the pros and cons of their use, but are, nevertheless, left to confront the reality of a given child’s or young adult’s need for something that can enhance the capacity to learn and behave.

Opioids, as another example, have both legal and illegal applications as pain medications and street drugs. Among the most popular are OxyContin, Percodan, Vicodin, morphine, heroin, and now fentanyl as well. Opium has been the old standard, used in Asia for a long time but less common in the United States. We have a CDC-recognized epidemic of addiction to prescription opioids, with its consequent deadly overdoses, which has recently been joined by the recurrence of heroin use and mixed street concoctions that are even more lethal. The casualties are no longer solely the inner-city poor and people of color, but extend to white people, the middle class, and Middle America.

We need to comprehend and appreciate how these substances serve the user: that the warm opioid rush rivals any other state of euphoria and dissolves psychic and physical pain. That stimulants boost energy, focus, and mood among youth and adults. That marijuana acts as an anxiolytic, “lysing” nervousness. That alcohol is the universal solvent to unglue social inhibitions.

In my career as a psychiatrist I have cared for and overseen the treatment of tens of thousands of patients suffering from the ravages of addiction. All used drugs for perfectly intelligible reasons—because the substance served their particular needs.

I cannot think of a time in the over forty years I have been practicing psychiatry when I did not encounter, usually daily, drug use, abuse, and dependence in the patients I cared for, either directly as their doctor, as a clinical-service or hospital director, or today as a public-health official.

Drug use can appear as a primary condition in people, say alcoholism, or dependence on opioids or tranquilizers, or the compulsive use of cocaine or crystal meth. In these people, from persistent use a substance has gained control of their neurobiology and psychology. Compulsive behaviors, such as video gaming, gambling, and sex, can have the same power over our brains. Approaches to helping these people will be discussed throughout this book.

More often, because of my professional concentration on people with primary mental disorders, I have also seen the use of substances by substantial numbers of patients with what we call a co-occurring condition, also termed a comorbidity. Some experts consider the use of substances by people with serious mental illnesses to be a form of “self-medication,” a way of chemically treating the anxiety, despair, difficulties concentrating and thinking, and other symptoms they experience. I find that often, but not always, to be the case, but that is more an academic than a clinical matter. We know that both the mental and the substance use disorders must be clinically detected and properly diagnosed, and that the patient must be engaged in a comprehensive treatment for both conditions. A focus on only one means the patient will not recover from either.

At the end of this book I tell the story of one of my early-career and deepest experiences with a man with the substance use disorder of alcoholism. That seared into my mind the power of psychoactive substances. When a resident, I saw how drug use was ubiquitous among the Vietnam veterans I worked with at a VA hospital, as both a primary condition and co-occurring disorder. When I moved to Boston to head up the inpatient psychiatry service at the Massachusetts General Hospital, many of our patients were reliant on alcohol and pills to bear their physical and psychic pain. Subsequently, in Cambridge, Massachusetts, where I worked with diverse populations at both Cambridge and Mount Auburn Hospitals, we were always on the lookout for the use of alcohol, marijuana, tranquilizers, and heroin, not only in the homeless but also in Boston and Cambridge undergraduates and their professors.

I then went on to be the medical director of McLean Hospital, a Harvard teaching hospital in a town adjacent to Cambridge, renowned for its services and its care of VIPs. My job was not only to see that Harvard, MIT, and the myriad other Boston schools had a place to turn when one of their students or faculty became suicidal, psychotic, or went into alcohol or drug withdrawal. I also was able to open the hospital to patients living in poverty and on entitlements, because mental and substance use disorders don’t select only the rich; everyone is vulnerable. At McLean we ran a good-size clinical and research program for the treatment and study of addictions, including inpatient, residential, and outpatient services. And the many other mental health programs at McLean became skilled at identifying and treating co-occurring substance use conditions, in which a patient often used multiple drugs, though the patient would tend to prefer one drug if given the choice (often called the drug of choice).

My professional work then became principally in public health, first as the New York City mental health commissioner for five years, and now for over ten years as chief medical officer of the New York State Office of Mental Health, the largest state mental health agency in the country. One of my signature programs as New York City commissioner was to introduce buprenorphine (Suboxone) to primary-care and mental health/addiction services throughout the city. Buprenorphine had just been federally approved and represented the first novel treatment for heroin (and opioid) addiction since the early 1960s. It was safer than methadone, and likely more acceptable to people with opioid addiction because they would not need to go to a clinic daily and be observed swallowing their dose of medication. I became immersed in the world of addiction in its epicenter of New York City.

As the New York State chief mental health medical officer, from the start I worked with the state sister agency that specializes in addictions, the New York State Office of Alcoholism and Substance Abuse Services (OASAS). Our goal has been that all our respective clinics would screen for a co-occurring mental or addiction problem and ensure that our patients would be offered treatment for both, if at all possible in one setting. In recent years, with the opioid epidemic raging, I have worked with a number of state agencies and community services to enable New York to respond effectively and promptly to this deadly problem. Our work continues.

I also see in some of my family members, friends, and colleagues problems with substances—in people of all ages, including seniors. That is because the use and abuse of drugs is all around us. It now knows no socioeconomic, racial, or ethnic boundaries. That means if we look closely, we all will see these problems in people we love, befriend, and work with. I know that my work ahead will call for even more attention, in policy and programs, aimed at helping New Yorkers, all Americans, to not get caught in the epidemic of addiction and to avoid the profound suffering and personal and familial ravages it brings. I believe that addiction has become one of the major social issues of this century. That drives my work and my writing.

 *  *  *  

Drug abuse and addiction need to be recognized as a perennial human problem. Through my work, I have come to understand that a complicated mixture of social forces and biological predispositions makes some people more susceptible than others to drug abuse and addiction, and understanding those factors is the first step in prevention and treatment. (We’ll go deeper into this subject in chapters 1 and 2.) We have reached an apogee in drug use, quantifiable in both deaths and dollars, but the disease of addiction is not a recent development: Americans have had a considerable appetite for drugs and alcohol since the European landings in the New World and the founding fathers. Drug use was common among Native Americans in religious ceremonies and in rites of passage, and alcohol was pervasive in Britain, quickly spreading to the New World. Furthermore, opioids—including derivatives of the poppy such as opium and morphine—have been available since the beginning of the nineteenth century, when laudanum and “black drop” opium were available by prescription and contained in many patent medicines. Heroin and the synthetic opioids have become our current scourge.

Attitudes about opioid use shifted over the nineteenth and twentieth centuries from medical acceptance to moral and legal condemnation. Nevertheless, use has remained constant. Our railroads were built by Chinese immigrants dependent on opium, ingesting it to sustain their stamina, abate their physical pains, and quiet the sufferings of displacement. (Today, we have countless middle-aged, high school–educated, unemployed white men, many who worked with their bodies in construction and heavy-labor jobs, who use narcotic pain pills and are dying from the opioid epidemic in cities and countrysides throughout the United States.) Epidemics of the abuse of heroin, invented by Bayer in 1898, were declared after World Wars I and II and the Vietnam War. In the decades after World War II, heroin was the principal opioid drug of abuse in this country—but no longer.

The real news is the extraordinary rise in prescriptions of opioid pain pills, and with that, the explosion of use, abuse, and dependence on them that has swept this country. Deaths from overdoses of opioid prescription medications have far exceeded those of heroin for over fifteen years, though heroin overdoses have escalated considerably in recent years.

Today, we no longer have the contained problems of opioid (and other) substance use that characterized our country for two hundred years. By 2013, opioid sales and dependence had exceeded dependence on either alcohol, cocaine, and marijuana. Deaths from opioids have now exceeded those from motor vehicle accidents and gunshot wounds, combined. This isn’t the tide coming in: it’s a tsunami.

The dilemma of what to do about the pervasive use of substances that so effectively deliver their chemical and psychological effects, explaining their popularity, extends to alcohol, tobacco, hallucinogens, and a diverse group of prescription and illicit psychoactive drugs. This dilemma has been heightened by what has clearly been the failure of drug-control, interdiction, and criminalization policies—which disproportionately and negatively impact the poor and people of color. I am not calling for either blanket legalization of drugs or for criminalizing nonviolent users. We must, instead, reach a better understanding of how to better allocate the precious resources currently being expended. There is no significant—and certainly not sufficient—new money for prevention and treatment programs. Where will the resources come from for these critically needed actions if not from the waste resulting from ineffective strategies of drug control?

Efforts to prevent use and scare users into abstinence by stressing the negative consequences of drug use have also failed, and examination of these failed policies and practices has yet to result in substantive change. We remain too sadly stuck in puritanical, punitive, and ideological approaches to drug use, and our policies have followed. For all the human and social damages opioids and other drugs have wrought, no substantive relief seems in sight—especially if this country continues to pursue politically driven solutions rather than those drawn from science and public-health practices.

This book starts with the premise that people use drugs for good reasons: because of their desired—their needed—effects. The behavior of the users serves a purpose; however limited it may be, it is the best they know of so far. That understanding must be our starting point for changing individual drug use and abuse, prescribing practices, family and social attitudes, and governmental policies. Let’s embark on that trip together. Let’s recognize and follow the policy and practice innovations that will take addiction far away from our towns and families.

PS: Please note that the names and identities of all people I have cared for that are discussed in this book are fictional and meant to protect their privacy.



PART ONE





WHAT COUNTS




1




TEN THINGS THAT MATTER

That humanity at large will ever be able to dispense with Artificial Paradises seems very unlikely. Most men and women lead lives at the worst so painful, at the best so monotonous, poor and limited that the urge to escape, the longing to transcend themselves if only for a few moments, is and has always been one of the principal appetites of the soul. Art and religion, carnivals and saturnalia, dancing and listening to oratory—all these have served, in H. G. Wells’s phrase, as Doors in the Wall.

—ALDOUS HUXLEY, THE DOORS OF PERCEPTION

. . . to understand how and why certain users had lost control I would have to tackle the all-important question of how and why so many others had managed to achieve control and maintain it.

—NORMAN ZINBERG, DRUG, SET, AND SETTING

One unpleasant consideration for those whose drug views and policies call for total abstinence is the substantial number of individuals who use but do not abuse psychoactive substances. These include people who drink alcohol in modest amounts as well as those who periodically use opioids.

Over time, as more people who take drugs own up to their use, we have reliable information about “chippers,” occasional users of opioids, as well as those who use other drugs periodically without damaging their bodies, their relationships, their work, and their lives. This finding extends to occasional users of psychedelic drugs such as psilocybin, ayahuasca, peyote, and LSD. We are still learning about marijuana as it has become legalized for recreational use by adults in eight US states and the District of Columbia, and decriminalized extensively. But the same cannot be said for tobacco or for persistent, heavy drinking, both of which cause damage to vital organs.

General statements belie the nuances and variation of response to psychoactive agents within a population of individuals. We are still left to try to understand adequately the critical dimensions of a person’s biology, psychology, and community that shape any given individual’s actual drug experience and use over time.

One remarkable story comes to mind. William Stewart Halsted, MD (1852–1922), was an American surgeon who was one of the four founders of Johns Hopkins Hospital. He became its first chief of surgery when it opened in 1889. Born of privilege and Ivy League educated, he was an early champion of proper aseptic techniques and the use of anesthesia for surgical procedures. He pioneered the introduction of radical mastectomies for breast cancer. Halsted performed one of the first successful gallbladder operations in the United States—in the middle of the night on his mother on her kitchen table—and delivered one of the first blood transfusions. (He transfused his own blood to his sister whom he then operated on, saving her life.) He initiated surgical training internships and residencies, which fortunately continue to this day. These are only a handful of his contributions to modern medicine. Yet throughout his distinguished medical career, Dr. Halsted was a daily drug user. First it was cocaine, an available legal local anesthetic; his “addiction” to it was treated at a Rhode Island asylum. There he was given morphine, also legal in his time, as an alternative drug, which then became his lifelong chemical partner. He injected morphine daily, all the while performing surgery and leading an exceptionally gifted and energetic life. He had some problems—would, for instance, apparently go missing from time to time—but evidently did not appreciably suffer the ravages of an opioid addiction nor a serious, deleterious effect on his health, family, or achievements.

I clearly am not advocating a morphine habit as the path to a famed life. Instead, Halsted’s example, along with many others, compels us to look beyond the pharmacology of any given drug to understand how it may or may not affect the life of the person who uses it.

Below I identify ten factors that influence how an individual will interact with a psychoactive substance. My purpose is to try to fill in the information gaps and correct some of the misinformation that clouds our thinking about substances. My goal is to more intelligently inform how we feel about, respond to, and set social policy for those who use drugs as well as their families, friends, and communities.

I address these ten, which are not of equal valence, in a limited fashion and not in order of importance. While there are other factors, these are salient.

1. AGE



The human brain does not complete its maturation until well into the third decade of life, later for males than for females. Appreciating the protracted development of the human brain can help parents understand the emotional volatility, impulsivity, and potential for poor judgment that drives youth, especially adolescents. It also is a caution about the use of substances while the brain is developing, laying down the myelin that braces our nerve fibers and helps us make better decisions.

The regular use of marijuana in teenage years may indeed impair intellectual, academic, and athletic performance. In addition, in youth with a biological predisposition to psychotic illness, its use can unleash an underlying mental disorder. The use of drugs, alcohol, and cigarettes in adolescence can also signal a greater propensity for their use in later years. Teens who smoke cigarettes by the time they are eighteen are far more likely to use tobacco when they’re older. (Smoking remains the greatest preventable cause of morbidity and mortality in developed countries.)

There are similar considerations for alcohol use, which is pervasive among American teenagers despite being illegal. Its limited use, without bingeing or overdose, usually turns into the social-drinking patterns that characterize most adults. Genetic traits and experiences of alcohol, positive and negative in a family, can tip the balance and foster dependence on this substance—or not—as a youth matures. Early drinking is a marker of biological vulnerability to alcohol as well as to individual and family social malaise. Preventing use in vulnerable teens as well as early detection of and intervention for problem drinking and drug taking are age-specific actions that can make a lifetime of difference.

2. SET



Billie Holiday (1915–59) was arguably one of the greatest blues singers. I happen to think so. Johann Hari, in his remarkable and bestselling book Chasing the Scream, eloquently tells her story, which I summarize here. When Billie was born, her mother was nineteen and her father seventeen, but he was nowhere to be found. Billie’s mother was a prostitute, and the streets of Baltimore became Billie’s home from an early age. When ten, she was raped. Her screams brought the police, who concluded she was also a prostitute. (Imagine alleging a ten-year-old to be prostituting herself?) She was briefly jailed and soon mandated to a year in a reform school. While there, as punishment for her lack of obedience, she was locked in an empty room overnight with a dead body; no one answered her screams. She escaped and fled to Harlem, in New York City, where she thought her mother might have gone. Indeed, her mother was working in a brothel, would not keep her, and threw her out. Billie’s “solution,” as a fourteen-year-old, was to prostitute herself, first in a brothel and then for a violent pimp whom her mother urged her to marry.

It gets worse. She was arrested for prostitution and sent to prison on Welfare Island, now Roosevelt Island, the predecessor institution to Rikers Island. When she was released, her first objective was to ingest the most powerful substances she could find, first high-proof, cheap alcohol, and soon heroin. Her habit would transport her away from a mind filled with rape, imprisonment, physical violence, and maternal neglect. She looked for work, failed as a dancer, but, boy, could she carry a tune. Billie the singer was born.

But she continued under the “management” of her abusive pimp (and husband), who stole her money and reportedly punched her in the face after one of her storied performances at Carnegie Hall. She continued to drink heavily and shoot heroin. She became the special target of one Harry Anslinger—whose story is bracingly told by Alexandra Chasin in Assassin of Youth—the first director of the Federal Bureau of Narcotics, the successor agency to the former Department of Prohibition, which had no Prohibition left to enforce.

Billie was set up to be busted by her pimp-husband, who wanted her punished. She was sent to prison again, this time in West Virginia, for a year. As a consequence of her crime she lost her cabaret license and became homeless—though her legend continued. She found gigs outside of standard clubs until she once again was pursued by the Feds and arrested in San Francisco in what appears to have been a drug plant by federal agents, who entered her room without a search warrant. She was acquitted at trial, but her life spiraled further down. She had cirrhosis of the liver from the alcoholism and remained addicted to heroin. She died in a hospital at the age of forty-four, afraid that the Feds would send her to prison again, to make her an example of the perils of drug addiction.

Imagine the first moments that this heavenly songstress—raped, beaten, abandoned, neglected, imprisoned, and without prospects—knocked down her first strong drink or felt the warmth and comfort of heroin coursing through her veins. It is a bit of a miracle that some escape a life like hers without alcohol or drug dependence—but too many, like Billie, don’t. Her psychic pain became the driver of her addiction, the ingredient that made her encounter with psychoactive drugs necessary and irresistible.

Set means a personal vulnerability to drugs, which has two components: first, personality, the preexisting character of a person, fashioned by their life story and including any tendency to externalize or hold circumstances and other people responsible for any problems; and second, an individual’s unique biological responsiveness to any given drug.

In work supported by the National Institute on Drug Abuse (NIDA) in the 1970s, when this concept was postulated and popularized, set was more specifically defined for research purposes. Five personality dimensions were studied: passive vs. active; intimacy vs. isolation; rebelliousness vs. conformity; awareness of affect vs. distance from affect (feelings); and distortion of reality vs. its acceptance. Moreover, attention focused on the indicia of early personality problems such as delinquent and criminal behavior as well as troubled family backgrounds. This research revealed the qualities of people that can shape the set of their use and their experience when taking drugs. The person who takes the drug is an active “ingredient” in his or her response, for immediate as well as longer-term effects.

In the late sixties and in the seventies, inspired by a culture of “turn on and tune out,” the ingestion of LSD (as well as other drugs) became popular. For a number of years urban emergency departments (EDs) were populated by young people in the throes of a “bad trip.” A scare spread about the danger of LSD, and its potential to destroy the minds of its users. But then, a few years later, EDs would rarely see a bad trip. What happened? It was not the drug, it was the psychological state that people using had been in upon ingesting the LSD. Their fear and misinformation, their psychological set, produced the panic that infused their drug experience. Over time, LSD subcultures educated users about how to use it, how not to panic, and to take the drug in environments conducive to calm and security, with guides to help smooth out the bumps. The set had been altered—and the drug experience went from what had been a nightmare to a pleasant reverie.

I do not mean to suggest that anyone who is well prepared for the use of a psychedelic drug and takes LSD in a sweet setting with good and experienced drug-using friends can ingest it with impunity. Some people with latent or preexisting serious mental disorders, including schizophrenia and bipolar disorder, are at high risk of unleashing a psychotic state that may persist well after LSD has left their body. This exemplifies a biological set or disposition, different from a psychological set, where the mental state of the user will powerfully influence what happens when a drug is ingested.

3. SETTING



In 1971, Dr. Norman Zinberg, of Cambridge Hospital and Harvard Medical School, was asked by the Department of Defense and the Ford Foundation to go to Vietnam, where a deeply unpopular and deadly war was raging. He was an expert on drugs, whose work I greatly admired when I worked in the same psychiatry department, and his mission was to assess the degree to which combat soldiers were using heroin and advise on what might be done. A worry was that when the soldiers came home, they would bring their habits with them, outnumbering the estimated total of those already addicted to heroin in the United States.

From reports by Zinberg and his collaborator Lee Robins, about 20 percent of the enlisted men in Vietnam were using heroin frequently, from daily to many times a week. They had access to potent, uncontaminated, cheap heroin, which they principally smoked or snorted. This psychiatrist and psychiatric epidemiologist, working together, forecast that the soldiers’ drug use would be largely left behind in the jungles of Southeast Asia after they came back to the United States. And they were right. Eighty-eight percent of the returning soldiers who used did not continue to do so. Though 12 percent did, in excess of the rates of the general population, these men had battled in a guerrilla, tropical war that lacked support at home and from the people they were ostensibly trying to “save.” Many were seeking a means to “make time go away.” Moreover, we know today that up to 30 percent of battle-exposed veterans develop PTSD, clinical depression, traumatic brain injury (TBI), or all three—coupled with high rates of alcohol and drug use related to these conditions.
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