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Today’s media-oriented college and university students 
are aware of many issues relating to drug use. Nearly 
every day we hear new concerns about the “opioid cri-
sis,” legal pharmaceuticals, and the effects of tobacco 
and alcohol. Most of us have had some personal expe-
rience with these issues through family, friends, or co-
workers. This course is one of the most exciting students 
will take because it will help them relate the latest infor-
mation on drugs to their effects on Canadian society and 
human behaviour. Not only will students be in a better 
position to make decisions to enhance their own health 
and well-being, but they will also have a deeper under-
standing of the individual problems and social conflicts 
that arise when others misuse and abuse psychoactive 
substances.

Much has changed in Canada over the years. Practices 
and patterns of psychoactive drug use, and their effects on 
human behaviour and Canadian society, are in a continual 
state of flux. The 1960s through 1970s was a period of 
widespread experimentation with marijuana and halluci-
nogens, while the 1980s brought increased concern about 
illegal drugs and conservatism, along with decreased use 
of alcohol and all illicit drugs. Not only did drug-using 
behaviour change, but so did attitudes and knowledge. 
And, of course, in each decade, including the 1990s, the 
particular drugs of immediate social concern changed: 
LSD gave way to heroin, then to cocaine and crack, and 
today to prescription medications.

Recent Trends
The most alarming trend in recent years has been the 
increased misuse of   prescription opioid pain relievers 
such as fentanyl. This pharmaceutical has now joined 
cocaine, methamphetamine, and ecstasy as leading 
causes of concern about drug misuse and abuse. Meth-
amphetamine, ecstasy, GHB, and the misuse of prescrip-
tion opioids and performance enhancers are the big news 
items.

Meanwhile, our old standbys, alcohol and tobacco, 
remain with us and continue to create serious health and 
social problems. Regulations undergo frequent changes, 
new scientific information becomes available, the legal 
status of certain drugs has changed (e.g., cannabis), and 
new approaches to prevention and treatment are being 
tested. But in spite of all these changes, the often grim 
realities of substance use and abuse always seem to be 
with us.

This text approaches drugs and drug use from a vari-
ety of perspectives—behavioural, pharmacological, his-
torical, social, legal, and clinical—and will help students 
connect the content to their own interests.

What’s New in the  
Third Canadian Edition
In developing this edition, we considered the outlook and 
experiences of Canadian students.

Throughout each chapter, we have included the latest 
Canadian statistics, and the “Drugs in the Media” feature 
has allowed us to include breaking news right up to press 
time. Additionally, we have introduced many timely topics 
and have highlighted cutting-edge research by and prac-
tices of Canadians. Collectively, these will pique students’ 
interest and stimulate class discussion.

The following are just some of the new and updated 
topics in the Third Canadian Edition.

Chapter 1: Broadened discussion of the fentanyl 
outbreak; updated tables, images, and source 
materials. 
Chapter 2: Heavily contextualized to the Canadian 
perspective, DAWN data has been removed, and 
numerous tables updated with new material incor-
porated; most up-to-date criteria for the diagnosis of 
substance-related and addictive disorders (cannabis), 
as defined by the DSM-5.
Chapter 3: Added information on medicinal mari-
juana and the recent legislative move to legalize mari-
juana in Canada in 2018.
Chapters 4 and 5: Improved clarity for topics that are 
most challenging to students: biology, CNS, and neu-
roscience. Language revised to ensure content is eas-
ily understood by both novice students and those with 
more specialized backgrounds. 
Chapter 5: New Drugs in the Media focus box on 
“Opioid Crisis in Canada.”
Chapter 6: New Mind/Body Connection focus box 
on “Cocaine”; new Drugs in Depth box on metham-
phetamine addiction. 
Chapter 7: Chapter title has changed to “Depressants 
and Inhalants”; revised “Causes for Concern” sec-
tion; content more inclusive with greater discussion 
of Canada’s Indigenous communities.
Chapter 8: New learning objective added for this 
chapter to reflect added coverage on the stigmas asso-
ciated with mental illness and Canadian strategies to 
help address these issues.
Chapter 9:  Updated CTADS survey data (to 
replace CADUMS data) on Canadian drug use; 
updated statistical data on CAUT-sponsored sur-
veys of postsecondary institutions (conducted in 
2013 and 2016). 

Preface to the Third Canadian Edition
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Chapter 10:  Increased coverage of vaping and 
expanded discussion of neurophysiological effects of 
nicotine; updated Canadian statistics on cigarette use 
in Canada and in youth; new Mind/Body Connection 
focus box on “Smoking and Mental Illness.”
Chapter 11: Updated DSM-5 boxes “Caffeine 
Intoxication” and “Caffeine Withdrawal Disorder”; 
new Mind/Body Connection box on “Caffeine: Can-
ada’s Favourite Drug”; new Drugs in the Media box 
“Are Canadians Trading Their ‘Double-Doubles’ 
for Tea?”
Chapter 12: Revised Drugs in Media box; updated 
Mind/Body Connection focus box. Heavily contextu-
alized to the Canadian perspective and links to Web 
resources updated.
Chapter 13:  Increased coverage of opioid crisis in 
Canada with a focus on fentanyl; new research and 
issues around addiction, health, and prevention of 
harms. 
Chapter 14:  Updated Canadian statistics that define 
current trends in hallucinogen use with particular 
emphasis on youth. A closer look at ecstasy.
Chapter 15: Expanded discussion on legalization 
of marijuana both in Canada and the United States, 
including the impact so far, benefits and risks cur-
rently in the United States (Colorado specifically), 
and concerns here in Canada. 
Chapter 16: Updated information on the prevalence 
of substance misuse by Canadian youth and young 
adults for the purpose of enhancing performance. 
Chapter 17:  Revised prevalence data that defines 
Canada’s current substance misuse challenges. A 
consideration of recent Canadian efforts to bet-
ter understand contributors to substance misuse. 
Updated discussions of the weaknesses of past pre-
vention programs and information that supports read-
ers in identifying prevention approaches with proven 
efficacy. 
Chapter 18: Updates on the findings of recent stud-
ies that evaluated the effectiveness of commonly 
used pharmacological and behavioural treatment 
approaches. An update on the measured successes of 
Insite, Canada’s first supervised injection facility. 

A subject index has also been added to the endmatter 
of this edition to provide readers with a concise listing of 
references to supplement their reading experience.

Focus Boxes
Focus boxes are used in Drugs, Behaviour, and Society 
to explore a wide range of current topics in greater detail 
than is possible in the text itself. The boxes are organized 
around key themes.

Drugs in the Media
Our world revolves around media of all types: TV, films, 
radio, print media, and the Web. To meet students on 
familiar ground, the Drugs in the Media boxes take an 
informative and critical look at these media sources of 
drug information. Students can build their critical thinking 
skills while reading about such topics as alcohol advertis-
ing, media coverage of prescription drugs, and the presen-
tation of cigarette smoking in films.

45 Chapter 3 Drug Policy

and the supply of drugs through such activities as control and 
enforcement, prevention, treatment and rehabilitation, and 
harm reduction. Furthermore, as part of the 1987 National 
Drug Strategy, a committee was formed to draft new legisla-
tion.4 Almost a decade later, in 1996, the Controlled Drugs 
and Substances Act (Bill C-8) was voted into law.

Canada’s Drug Strategy was renewed in 2003. In the 
renewal process focus was placed on the reduction of harms 
associated with the use of narcotics and controlled sub-
stances and the abuse of alcohol and prescription drugs. It 
is important to note that the renewed Strategy recognized 
underlying factors associated with substance-related dis-
orders. Therefore, it is not surprising that in addition to 
enhanced enforcement measures the Strategy also supported 
education, prevention, and health promotion initiatives. In 
2007, the Government of Canada introduced its National 
Anti-Drug Strategy, whose overarching goal is to reduce the 
supply and demand for illicit drugs. The Strategy encom-
passed three pillars: prevention, treatment, and enforcement. 
The prevention action pillar supported initiatives designed to 
prevent youth from using illicit drugs. The treatment action 
pillar supported initiatives aimed at enhancing the creation 
and delivery of evidence-based treatment and rehabilitation 

systems and services. Finally, the enforcement action pillar 
supported projects and initiatives that aim to disrupt illicit 
drug operations and target criminal organizations. How-
ever a significant criticism of this strategy was that it did 
not include harm reduction as a core pillar. In response to 
ongoing criticism and the emergence of the opioid crisis, the 
Government of Canada announced in 2016 the intention to 
replace the National Anti-Drug Strategy with the Canadian 
Drugs and Substances Strategy, restoring harm reduction as 
a core pillar of Canada’s drug policy, alongside prevention, 
treatment, and enforcement. Since 2007 the government has 
invested $914 387 468 in strategy projects.9

 Canada’s  
Controlled Drugs and 
Substances Act

The Controlled Drugs and Substances Act (CDSA) was 
enacted into law in 1996. Provisions within this Act gov-
ern importation, production, distribution, and possession 
of various drugs and substances in Canada.10 This Act 

LO2

Canadian Police Chiefs Proposed Ticket System for Pot: Proposal Would Give Officer 
Discretion, Free Up Court Time, Chiefs Say

In 2013 Canada’s police chiefs voted overwhelmingly 
in favour of reforming drug laws in the country. The 
Canadian Association of Chiefs of Police, meeting in 
Winnipeg, released a statement indicating that officers 
should have the ability to ticket people found with  
30 grams of marijuana or less.

Kentville, N.S., police Chief Mark Mander, chair of the 
association’s drug-abuse committee, noted that at that 
time officers had only two choices: turn a blind eye or lay 
down the law. Mander said officers could “either caution 
the offender or lay formal charges resulting in a lengthy, 
difficult process, which results in a criminal charge if 
proven, a criminal conviction, and a criminal record.” 
Mander said ticketing the offender would be far less 
onerous and expensive. However, Peter MacKay, who 
was then the federal justice minister,  said there were no 
plans in the works to legalize or decriminalize marijuana. 

“We don’t support legalization or decriminaliza-
tion,” Mander said. “Clearly there are circumstances 
where a formal charge for simple possession is appro-
priate. However, the large majority of simple possession 
cases would be more effectively, efficiently dealt with 

[by issuing a ticket],” he added, noting the move would 
free up court time. The president of the association and 
Vancouver police Chief Jim Chu said the plan offered 
a good compromise. “It’s a middle ground there, right? 
Nothing is nothing. All is a criminal record,” Chu said. 
Bill Vandegraaf, an advocate for marijuana use, said the 
ticket system amounts to decriminalization.

“They are diminishing the seriousness of the 
offence,” said the former Winnipeg police officer, a 
member of the group Law Enforcement Against Prohi-
bition, who is currently licensed to grow and use mari-
juana for medical purposes. “They are turning it into 
a common offence where they issue tickets on the 
street.” Vandergraaf called the proposal a good first 
step, but said it doesn’t go far enough. “If it’s going to 
be a common offence notice, they might as well end 
prohibition altogether,” he said.

Source: CBC LICENSING. Drugs in the Media: Canadian Police Chiefs 
Propose Ticket System for Pot: Proposal Would Give Officer Discretion, 
Free Up Court Time, Chiefs Say. Retrieved October 2018, from http://
www.cbc.ca/news/canada/manitoba/canadian-police-chiefs-propose 
-ticket-system-for-pot-1.1335493. Used with permission from the CBC.

DRUGS IN THE MEDIA

Taking Sides
These boxes discuss a particular drug-related issue or 
problem and ask students to take a side in the debate. This 
thought-provoking material will help students apply what 
they have learned in the chapter to real-world situations. 
Taking Sides topics include potential medical uses of mar-
ijuana, current laws relating to drug use, and the issue of 
government funding for research on hallucinogens.
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medicines as the cornerstone of our health care system. 
Some of the scientific and medical discoveries, prob-
lems, and laws associated with these changes are outlined 
in Chapter 3. The many kinds of legal pharmaceuticals 
designed to influence mental and behavioural functioning 
are discussed in Chapter 8.

Another significant development in the past 100 
years has been government efforts to limit access to cer-
tain kinds of drugs that are deemed too dangerous or too 
likely to produce dependence to allow them to be used in 
an unregulated fashion. The enormous growth, both in 
illegal trade and in the number of controlled substances, 
has led many to refer to this development as a “war on 
drugs.” Canada’s National Anti-Drug Strategy outlines the 
government’s heightened focus on illicit drug law enforce-
ment. Critics of the strategy cite that it overlooks a critical 
element of Canada’s substance abuse problem in that the 
majority of our health and social consequences stem from 
the use of drugs that are legally produced. These laws are 
also outlined in Chapter 3, but we will trace their effect on 
different drug classes throughout the chapters.

With both of these developments, the proportion of 
our economy devoted to psychoactive drugs, both legal 
and illegal, and to their regulation, has also expanded con-
siderably. Drug use is an important topic for us to under-
stand if only for that fact. In addition, drug use and its 
regulation are reflective of changes in our society and in 
how we as individuals interact with that society. Finally, 
drug problems and our attempts to solve them have in turn 
had major influences on us as individuals and on our per-
ceptions of appropriate roles for government, education, 
and health care.

and South American Shamanism. An important part of 
its religious ceremony includes the drinking of a tea that 
contains psychoactive harmala alkaloids. The use of these 
alkaloids is restricted in Canada. To address this restric-
tion on their religious practice, the Santo Daime church 
officials applied for an exemption to the Controlled Drugs 
and Substances Act. In 2006 they were granted an exemp-
tion in principle, under section 56 of the Act, thereby 
allowing the importation and use of harmala alkaloids by 
the church’s members. In a related example the hallucino-
gen peyote (described in Chapter 14), which is listed as a 
Schedule III drug in the Controlled Drug and Substances 
Act, is exempt from restriction when used in religious  
ceremonies by members of the Native American Church 
of Canada.

Psychoactive drugs have also played significant roles 
in the economies of societies in the past. Chapter 10 
describes the importance of tobacco in the early days of 
European exploration and trade around the globe, as well 
as its importance in the establishment of English colonies 
in North America; Chapter 6 discusses the significance 
of the coca plant (from which cocaine is derived) in the 
foundation of the Mayan empire in South America; and 
Chapter 13 points out the importance of the opium trade in 
opening China’s doors to trade with the West in the 1800s.

One area in which enormous change has occurred 
over the past 100-plus years is in the development and 
marketing of legal pharmaceuticals. The introduction of 
vaccines to eliminate smallpox, polio, and other communi-
cable diseases, followed by the development of antibiotics 
that are capable of curing some types of otherwise deadly 
illnesses, laid the foundation for our current acceptance of 

Can We Predict or Control Trends in Drug Use?

Looking at the overall trends in drug use, it is 
clear that significant changes have occurred in 
the number of people using marijuana, cocaine, 
alcohol, and tobacco. However, while it’s easy to 
describe the changes once they have happened, 
it’s much tougher to predict what will come next. 
Maybe even harder than predicting trends in drug 
use is knowing what social policies are effective 
in controlling these trends. The two main kinds 
of activities that we usually look to as methods to 
prevent or reduce drug use are legal controls and 
education (including advertising campaigns). How 
effective do you think laws have been in helping 

prevent or reduce drug use? Be sure to consider in 
your analysis laws regulating sales of alcohol and 
tobacco to minors. What about the public advertising 
campaigns you are familiar with? How about school-
based prevention programs? As you read this book, 
these questions will come up again, along with 
more information about specific laws, drugs, and 
prevention programs. For now, choose which side 
you would rather take in a debate on the following 
proposition: Broad changes in drug use reflect 
shifts in society and are not greatly influenced by 
drug-control laws, antidrug advertising, or drug-
prevention programs in schools.

TAKING SIDES

Mind/Body Connection
These  boxes highlight the interface between the psy-
chological and the physiological aspects of substance 
use, abuse, and dependence. These boxes help students 
consider influences on their own attitudes toward drug 
use. Topics include religion and drug use, the social 
and emotional costs of smoking, and the nature of 
dependence.
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 Bill S-10: An Act  
to Amend the 
Controlled Drugs and 
Substances Act

Bill S-10, otherwise known as the “Safe Streets and Com-
munities Act,” was an omnibus Bill that included amend-
ments to Canada’s Controlled Drugs and Substances Act 
(CDSA). It was created by Stephen Harper’s govern-
ment and proposed minimum penalties for serious drug 
offences, such as dealing drugs for organized crime pur-
poses or when a weapon or violence is involved.11,12

LO3 Bill S-10 received Royal Assent and became law dur-
ing the 41st Parliament, which ended in September 2013. 
This law made jail time for serious drug offence convic-
tions mandatory, and where “aggravating factors” are 
present such as:

 ⦁ production;
 ⦁ trafficking;
 ⦁ possession for the purpose of trafficking  

or exporting; and
 ⦁ importing and exporting.

The amendments in Bill C-10 prescribed manda-
tory prison terms for offences related to drugs listed in 

Expanding Drug Treatment Courts in Canada

A drug treatment court (DTC) provides judicially super-
vised treatment in lieu of prison time for individuals 
who have a substance use problem related to their 
criminal activities (e.g., drug-related offences, such as 
drug possession, use, or noncommercial trafficking 
or property offences committed to support their drug 
use, such as theft or shoplifting). The eligible accused 
must decide between the DTC program and custom-
ary criminal justice processing that ranges from fines 
to incarceration. Typically, formal admission into a DTC 
program requires the individual to plead guilty to the 
charges. If an individual fails to comply or participate 
in all aspects of the program, consequences range 
from an official reprimand or revocation of bail to 
expulsion from the program.

DTC participants are required to attend both  
individual and group counselling sessions and 
receive appropriate medical attention (such as  
methadone treatment) and are subject to random 
drug tests. Participants must also appear regularly 
in court, where a judge reviews their progress and 
can then either impose sanctions or provide rewards 
(ranging from verbal commendations to a reduction  
in court appearances). DTC staff work with commu-
nity partners to address participants’ other needs, 
such as safe housing, stable employment, and job  
training. Once a participant gains social stability and 
can exhibit control over their substance use problem, 
criminal charges are either stayed (suspended or 
postponed judgment) or the offender receives a non-
custodial sentence (restrictions other than jail, includ-
ing house arrest).

The first Canadian DTC was established in 
Toronto in 1998 as collaboration among the Centre for 
Addiction and Mental Health, the Provincial Court of 
Ontario, Justice Canada, the Toronto Police Service, 
and other community-based organizations. The DTC of 
Vancouver was opened in December 2001 to address 
the high rates of heroin use and cocaine and crack 
cocaine use in Vancouver. In 2003, the federal gov-
ernment underscored its support for the use of DTCs 
in Canada by dedicating monies to support the con-
tinued operation of the two existing Canadian DTCs 
and to facilitate the development, implementation, and 
operation of four additional sites in Ottawa, Winnipeg, 
Regina, and Edmonton. Today these DTCs are funded 
through the Drug Treatment Court Funding Program 
(DTCFP), which is administered by Justice Canada. 
The cost of funding Canada’s six DTCs is approxi-
mately $3.5 million per year. A responsibility of the 
DTCFP is to collect information and data on the effec-
tiveness of DTCs for the purpose of promoting best 
practices and ongoing program development. A formal 
evaluation of the programs’ outcomes was conducted 
in 2014. This evaluation found positive trends that sug-
gest DTCs are supporting participants in their reduc-
tion of drug use, social stability (family relationships, 
employment, and housing), and avoidance of criminal 
involvement.  Unfortunately, the presentation of this 
study’s methodology and demonstrated approach to 
data analysis lacked methodological rigour.

Source: Department of Justice. February 7, 2017. Drug Treatment Court 
Funding Program Evaluation. Accessed February 1, 2018, from http://
www.justice.gc.ca/eng/rp-pr/cp-pm/eval/rep-rap/2015/dtcfp-pfttt/p2.html.

MIND/BODY CONNECTION

Targeting Prevention
These boxes offer perspective and provoke thought regard-
ing which drug-related behaviours we, as a society, want 
to reduce or prevent. Topics include syringe exchange pro-
grams, criminal penalties for use of date-rape drugs, and 
nondrug techniques for overcoming insomnia. These boxes 
help students better evaluate prevention strategies and 
messages.
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comparison is usually done through comparative bioavail-
ability studies. If, post-approval, a manufacturer would 
like to make some change to a previously approved prod-
uct, it must submit a Supplemental NDS (SNDS). Product 
changes requiring an SNDS include but are not limited to 
changes in the dosage, form, or strength of the drug; the 
formulation; the method of manufacture; the labelling; or 
the recommended route of administration.

If, upon completion of a new-drug review, the HPFB 
concludes that the benefits outweigh the risks and that 
the risks can be mitigated or managed, the manufacturer 
receives a Notice of Compliance (NOC) and the product 
is issued an eight-digit Drug Identification Number (DIN). 
The DIN allows the manufacturer to sell the product in Can-
ada. Product DINs must be present on the label of all pre-
scription and nonprescription drug products sold in Canada.

Provincial and Territorial 
Responsibilities
Health Canada, through the HPFB, is responsible for regu-
lating the manufacture, sale, and import of therapeutic 
products. However, it is the responsibility of provincial/
territorial governments to do the following:

 ⦁ Manage and deliver health care services
 ⦁ Plan and evaluate the provision of hospital care 

and allied health care services
 ⦁ Provide public drug benefit plans to certain seg-

ments of their population (e.g., all provinces and 
territories provide coverage to seniors and those 
receiving social assistance)

 ⦁ Assess drug or medical device eligibility for inclu-
sion in drug formularies (lists of drugs for which 
public reimbursement from government drug plans 
is available), including consideration of the finan-
cial consequences

 ⦁ Manage drug formularies
 ⦁ Oversee the practice of medicine and pharmacy 

and the regulation of health professionals
 ⦁ Assess whether a brand-name drug and its generic 

competitor are interchangeable. If they are, public 
reimbursements from government drug plans are 
typically limited to the lower-cost generic.

Drug benefit programs for certain client groups 
within Canada are managed by the federal government. 
These include:

 ⦁ Veterans
 ⦁ Members of the Canadian Forces
 ⦁ Canada’s First Nations and Inuit peoples
 ⦁ Members of the Royal Canadian Mounted Police
 ⦁ Certain designated classes of migrant peoples
 ⦁ Inmates of federal penitentiaries and some former 

inmates on parole

Compulsory Licences
Canada’s Patent Act was amended in 1969 to permit compul-
sory licences to import medicines into Canada. This allowed 
generic drug manufacturers to import a medicine’s active 
ingredients and process them for sale. Eighteen years later 
Bill C-22 amended the Patent Act to guarantee patent own-
ers a period of protection, 20 years from the date on which 
a patent application was filed, from compulsory licences.15

A 2003 Trade-Related Aspects of Intellectual Prop-
erty Rights agreement permitted World Trade Organi-
zation (WTO) member countries to issue compulsory 
licences for patented pharmaceuticals. Compulsory licens-
ing authorized the production and sale of generic drugs 
that are therapeutically equivalent to their patented, brand-
name counterparts, without the consent of patent hold-
ers. It was generally believed that by breaking the patent 

Prescribing Practices

Under Canada’s Controlled Drugs and Substances 
Act, scheduled drugs for medical treatment may 
be legally obtained only with a prescription from a 
licensed medical practitioner (including dental and 
veterinary practitioners). However, many of these 
scheduled prescription medications (e.g., opioids, 
benzodiazepines, cannabis, amphetamines) have the 
potential for patients to abuse them or to become 
dependent on them. Prescribing rules vary, but one 

of the most common limitations is that the prescrip-
tions may not be automatically refilled. In other words, 
the physician must write a new prescription if the 
patient wants to get more of the drug. Despite these 
rules, we are hearing more and more about people 
who develop dependence on prescription drugs. Do 
you think the current limitations are effective? Could 
changes be made that would effectively reduce the 
chances of patients becoming dependent?

TARGETING PREVENTION

Drugs in Depth
These boxes examine specific, often controversial, drug-
related issues, such as the growing number of people in prison 
for drug-related offences. Drugs in Depth boxes are a perfect 
starting point for class or group discussion.

42 Section 1 Drug Use in Modern Society

to work for wages that were much lower than their Euro-
Canadian counterparts. These immigrants typically lived 
in isolated communities where opium dens were known 
but not perceived as harmful by either the government or 
the public. In fact, prior to the twentieth century govern-
ment saw opium not as a health or safety issue, but as an 
opportunity for financial gain. Government received tax 
revenue from opium factories in the Chinese immigrant 
communities, and the federal government also received 
revenue through a $500 licensing fee obtained from these 
factories.1

Two factors are believed to have contributed to an 
escalation of the public’s fear and resentment of Asiatic 
immigrants and consequently the movement toward an 
era of drug regulation and antidrug policies.2 First, asso-
ciations between certain elements of Euro-Canadian soci-
ety (e.g., actors and gamblers) and Chinese immigrants 
began to develop. Respectable citizens viewed this mix-
ing of races with disdain.3 Second, Chinese immigrant 
workers began to be perceived as an “economic threat” to 
Euro-Canadians. With a decline in the railroads and the 

gold rush came fewer employment opportunities for all  
Canadians. The willingness of Chinese labourers to work 
for lower wages made them more marketable and affected 
overall wage rates. Euro-Canadian workers, with families 
to support, could not compete with Chinese labourers.1 
As economic conditions worsened, Chinese immigrants 
became a growing target for Euro-Canadian resentment 
and fear. Resentment turned to hostility, which sub-
sequently was reflected in legislation designed to end  
Chinese immigration and drive the Chinese out of  
Canada’s economic mainstream. By 1904 the tax on  
Chinese immigrants had risen to $500 per person, which 
slowed Chinese immigration. However, between 1904 and 
1907 Japanese immigration into British Columbia rose 
dramatically, fuelling an increase in Asiatic resentment 
and hostility.4 Subsequently, a major labour demonstration 
in 1907 (directed against Japanese immigrants) resulted in 
a riot and caused serious property damage in Vancouver’s 
Chinese community. The investigation of the event and 
recommendations that were made resulted in the passing 
of the Opium Act of 1908.

Opioid Contracts: Mandatory Drug Testing for Chronic Pain Patients. Who Benefits?

In an article published in the Chronicle Herald, 
patients that are being seen at the Centre for Pain 
Management in Halifax are being asked to subject to 
a urinary toxicology screen to determine what, if any, 
drugs (illicit or legal) the patient is consuming. “Shelley 
Brown, a former patient at the Centre for Pain Man-
agement, said the requirement violates her rights. The 
Mahone Bay woman, who has a form of leukemia that 
causes severe pain, was upset at being told last week 
that she wouldn’t be treated unless she provided a 
sample” (McPhee, 2011). This mandatory drug test is 
being proposed necessary to determine whether or 
not patients receiving an opioid for pain, in conjunc-
tion with medications/drugs presently consumed, 
are at increased risk of harm both from an overdose 
and from an addiction perspective. Does the patient 
really benefit, or is it a means of discrimination? The 
result of this story was a buzz of information on social 
media, and there is reference to its utility on PubMed. 
A question emerges in light of this news story: “Is it 
ethical to subject patients to mandatory drug tests and 
what will be done with this information? In a quantita-
tive design, what number of clients that receive opi-
oids also test positive for other drugs, legal or illicit? 

What evidence exists that these ‘opioid contracts’ 
improve care and possess efficacy to reduce opioid 
addiction?” (Collen, 2009). These are all questions 
that may be answered by prospective clinical studies 
following patients being treated for chronic pain. 

In addition to gathering data, clinical measures 
need to be put in place by the interdisciplinary team 
for methods of treating pain other than with the 
administration of opioids. On the team would be a 
social worker/counsellor to talk with the client about 
population studies, a physician to be involved in 
establishing proper (non-judgmental) guidelines for 
the prescription of opioids, a nurse trained to recog-
nize signs of addiction as well as pain, a psychologist 
to assess for depression or anxiety disorders that 
might exacerbate pain syndromes, a physiotherapist 
to initiate non-pharmacological strategies for pain 
(e.g., massage, heat), and a toxicologist trained in 
drug testing to rule out false positive and negative 
results. With well-controlled studies, the factors lead-
ing to addiction in these patients may be identified, 
the care of individuals with a higher risk for opioid 
misuse improved, and the costs and dangers of drug 
use could be greatly reduced.

DRUGS IN DEPTH

continued

DSM-5
The Diagnostic and Statistical Manual of Mental Disor-
ders (DSM), the handbook used by health care profession-
als as the authoritative guide to the diagnosis of mental 
disorders, has been updated. DSM-5 boxes and content 
throughout the text reflect current recommendations and 
concepts presented in the DSM-5. 179 Chapter 8 Psychotherapeutic Drugs: Medication for Mental Disorders

 ⦁ Note: The following criteria apply to adults, adoles-
cents, and children older than 6 years. 

 A. Exposure to actual or threatened death, serious 
injury, or sexual violence in one (or more) of the 
following ways:

 1. Directly experiencing the traumatic event(s).
 2. Witnessing, in person, the event(s) as it occurred 

to others.
 3. Learning that the traumatic event(s) occurred to 

a close family member or close friend. In cases 
of actual or threatened death of a family member 
or friend, the event(s) must have been violent or 
accidental.

 4. Experiencing repeated or extreme exposure to 
aversive details of the traumatic event(s) (e.g. 
first responders collecting human remains; police 
officers repeatedly exposed to details of child 
abuse).

 ⦁  Note: Criterion A4 does not apply to exposure 
through electronic media, television, movies, or 
pictures, unless this exposure is work related.

 B. Presence of one (or more) of the following intrusion 
symptoms associated with the traumatic event(s), 
beginning after the traumatic event(s) occurred:

 1. Recurrent, involuntary, and intrusive distressing 
memories of the traumatic event(s).

 ⦁  Note: In children older than 6 years, repetitive 
play may occur in which themes or aspects of 
the traumatic event(s) are expressed.

 2. Recurrent distressing dreams in which the 
content and/or affect of the dream are related to 
the traumatic event(s). 

 ⦁  Note: in children, there may be frightening 
dreams without recognizable content.

 3. Dissociative reactions to (e.g. flashbacks) in 
which the individual feels or acts as if the 
traumatic event(s) were recurring. (Such 
reactions may occur on a continuum, with the 
most extreme expression being a complete loss 
of awareness of present surroundings.)

 ⦁  Note: in children, trauma-specific reenactment 
may occur in play.

 4. Intense of prolonged psychological distress 
at exposure to internal or external cues that 
symbolize or resemble an aspect of the traumatic 
event(s).

 5. Marked physiological reactions to internal or 
external cues that symbolize or resemble an 
aspect of the traumatic event(s).

 C. Persistent avoidance of stimuli associated with the 
traumatic event(s), beginning after the traumatic 
event(s) occurred, as evidenced by one or both of 
the following:

 1. Avoidance of or efforts to avoid distressing 
memories, thoughts, or feelings about or closely 
associated with the traumatic event(s).

 2. Avoidance of or efforts to avoid external 
reminders (people, places, conversations, 
activities, objects, situations) that arouse 
distressing memories, thoughts, or feelings about 
or closely associated with the traumatic event(s).

 D. Negative alterations in cognitions and mood 
associated with the traumatic event(s), beginning 
or worsening after the traumatic event(s) occurred, 
as evidenced by two (or more) of the following:

 1. Inability to remember an important aspect of the 
traumatic event(s) (typically due to dissociative 
amnesia and not to other factors such as head 
injury, alcohol, or drugs).

 2. Persistent and exaggerated negative beliefs or 
expectations about oneself, others, or the world 
(e.g., “I am bad,” “No one can be trusted,” “The 
world is completely dangerous,” “My whole 
nervous system is permanently ruined”).

 3. Persistent, distorted cognitions about the cause or 
consequences of the traumatic event(s) that lead 
the individual to blame himself/herself or others.

 4. Persistent negative emotional state (e.g., fear, 
horror, anger, guilt, or shame).

 5. Markedly diminished interest of participation in 
significant activities. 

 6. Feelings of detachment or estrangement from 
others.

 7. Persistent inability to experience positive 
emotions (e.g. inability to experience happiness, 
satisfaction, or loving feelings).

 E. Marked alterations in arousal and reactivity 
associated with the traumatic event(s), beginning 
or worsening after the traumatic event(s) occurred, 
as evidenced by two (or more) of the following:

 1. Irritable behaviour and angry outbursts (with little 
or no provocation) typically expressed as verbal 
or physical aggression toward people or objects. 

DSM-5
Post-Traumatic Stress Disorder (PTSD)

continued

Pedagogical Aids
Although all the features of Drugs, Behaviour, and Soci-
ety are designed to facilitate and improve learning, several 
specific learning aids have been incorporated into the text:

Chapter Objectives
Chapters begin with a list of numbered objectives that 
identify the major concepts and help guide students in 
their reading and review of the text.

Definitions of Key Terms
Key terms are set in boldface type in the running text and 
are defined in corresponding boxes. Other important terms 
in the text are set in italics for emphasis. Both approaches 
facilitate vocabulary comprehension.

Chapter Summaries
Each chapter concludes with a bulleted summary of key 
concepts. Students can use the chapter summaries to guide 
their reading and review of the chapters.
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Review Questions
A set of questions appears at the end of each chapter to aid 
students in their review and analysis of chapter content.

Appendices
The appendices include handy references on brand and 
generic names of drugs and on drug resources and organi-
zations. These are available online in Connect.

Drugs of Abuse: Uses and Effects
A helpful chart of drug categories, uses, and effects 
appears on the front inside cover of the text.

Market Leading Technology

Learn without Limits
McGraw-Hill Connect® is an award-winning digital 
teaching and learning platform that gives students the 
means to better connect with their coursework, with their 
instructors, and with the important concepts that they 
will need to know for success now and in the future.With 
Connect, instructors can take advantage of McGraw-
Hill’s trusted content to seamlessly deliver assignments, 
quizzes and tests online. McGraw-Hill Connect is a 
learning platform that continually adapts to each student, 
delivering precisely what they need, when they need it, 
so class time is more engaging and effective. Connect 
makes teaching and learning personal, easy, and proven. 

Connect Key Features
SmartBook®
As the first and only adaptive reading experience, Smart-
Book is changing the way students read and learn. 
SmartBook creates a personalized reading experience by 
highlighting the most important concepts a student needs 
to learn at that moment in time. As a student engages with 
SmartBook, the reading experience continuously adapts 
by highlighting content based on what each student knows 
and doesn’t know. This ensures that he or she is focused 
on the content needed to close specific knowledge gaps, 
while it simultaneously promotes long-term learning.

Connect Insight®
Connect Insight is Connect’s new one-of-a-kind visual 
analytics dashboard—now available for instructors—that 
provides at-a-glance information regarding student per-
formance, which is immediately actionable. By presenting 
assignment, assessment, and topical performance results 
together with a time metric that is easily visible for aggre-
gate or individual results, Connect Insight gives instructors 

the ability to take a just-in-time approach to teaching 
and learning, which was never before available. Connect 
Insight presents data that helps instructors improve class 
performance in a way that is efficient and effective.

Simple Assignment Management
With Connect, creating assignments is easier than ever, 
so instructors can spend more time teaching and less time 
managing.

Assign SmartBook learning modules.
Instructors can edit existing questions and create their 
own questions.
Draw from a variety of text-specific questions, 
resources, and test bank material to assign online.
Streamline lesson planning, student progress report-
ing, and assignment grading to make classroom man-
agement more efficient than ever.

Smart Grading
When it comes to studying, time is precious. Connect helps 
students learn more efficiently by providing feedback and 
practice material when they need it, where they need it.

Automatically score assignments, giving students 
immediate feedback on their work and comparisons 
with correct answers.
Access and review each response; manually change 
grades or leave comments for students to review.
Track individual student performance—by question, 
assignment, or in relation to the class overall—with 
detailed grade reports.
Reinforce classroom concepts with practice tests and 
instant quizzes.
Integrate grade reports easily with Learning Man-
agement Systems including Blackboard, D2L, and 
Moodle. 

Mobile Access
Connect makes it easy for students to read and learn using 
their smartphones and tablets. With the mobile app, stu-
dents can study on the go—including reading and listening 
using the audio functionality—without constant need for 
Internet access.

Instructor Library
The Connect Instructor Library is a repository for addi-
tional resources to improve student engagement in and out 
of the class. It provides all the critical resources instructors 
need to build their course.

Access instructor resources.
View assignments and resources created for past 
sections.
Post your own resources for students to use.
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Instructor Resources
The following instructor resources are available for 
download from Connect. To obtain a password to down-
load these teaching tools, please contact your local sales 
representative.

Instructor’s Manual
Prepared by Dr. Robert Gilbert, Dalhousie University. 
Organized by chapter, the Instructor’s Manual includes 
chapter outlines, key points, suggested class discussion 
questions and activities, and video suggestions. 

Computerized Test Bank
Prepared by Anastasia Bake, University of Windsor and 
St. Clair College of Applied Arts and Sciences. The Test 
Bank has been revised to improve the quality of ques-
tions. Each question is ranked by level of difficulty, which 
allows greater flexibility in creating a test and also pro-
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Section 1

Chapter 1

Drug Use: An Overview

Which drugs are being used and why?

Chapter 2

Drug Use as a Social Problem

Why does our society want to regulate drug use?

Chapter 3

Drug Policy

What are the regulations, and what is their effect?

Drug Use in Modern Society
The interaction between drugs and behaviour can be approached from two general 

perspectives. Certain drugs, the ones we call psychoactive, have profound effects on 

behaviour. Part of what a book on this topic should do is describe the effects of these 

drugs on behaviour, and later chapters do that in some detail. Another perspective, how-

ever, views drug taking as behaviour. The psychologist sees drug-taking behaviours as 

interesting examples of human behaviour that are influenced by many psychological, 

social, and cultural variables. In the first section of this text, we focus on drug taking as 

behaviour that can be studied in the same way that other behaviours, such as aggres-

sion, learning, and human sexuality, can be studied. You will also be given information on 

the pharmacological and social aspects of recreational drugs so that you will be able to 

make informed choices on drug use.
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OBJECTIVES

When you have finished this chapter, you 
should be able to

 Develop an analytical framework for 
understanding any specific drug-use 
issue.

 Apply four general principles of psycho-
active drug use to any specific drug-use 
issue.

 Explain the differences among misuse, 
abuse, and dependence.

LO1

LO2

LO3

Chapter 1

Drug Use: An Overview

Monkeybusinessimages/Getty Images

Drug use is on the rise among older adults 
in Canada. The use of multiple medications 
(polypharmacy) increases the risks of adverse drug 
events and interactions.

 Describe the concepts of dependence, 
tolerance, and withdrawal.

 Explain correlates and antecedents of 
adolescent drug use. 

 Explain risk factors and protective factors 
for drug use.

 Discuss motives that people may have for 
illicit or dangerous drug-using behaviour.

LO4

LO5

LO6

LO7
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3 Chapter 1 Drug Use: An Overview

The Drug Problem
“Drug use on the rise” is a headline that has been seen 
quite regularly over the years. It gets our attention. At 
any given time, the unwanted use of some kind of drug 
can be found to be increasing, at least in some group of 
people. How big a problem does the current headline 
represent?

Talking about Drug Use
Before we can evaluate the extent of a drug problem or 
propose possible solutions, we need to be more specific 
about just what the problem is. It’s obvious that not all 
types of drug use demand our concern. If your Aunt Joan 
has a headache and takes two Tylenol tablets, that’s drug 
use, but most of us don’t see it as a problem. However, 
Uncle John’s continued need for pain medication even 
though his injury has healed, and your best friend Laura’s 
dependence on alcohol for social interactions at parties, 
may be viewed as problem drug use. Whether prescrip-
tion or illicit, some drugs being used by some people in 
some situations are a problem our society must deal with. 
Let’s look at some of the factors that determine whether 
a particular kind of drug use is a problem that we should 
attend to.

Journalism students are told that an informative news 
story must answer the questions who, what, when, where, 
why, and how. Let’s see how answering the same ques-
tions, and one more question—how much—can help us 
analyze problem drug use.

 ⦁ Who is taking the drug? The majority of Cana-
dians perceive drug and alcohol abuse to be 
very or somewhat serious problems in Canada, 
their province or territory, and their commu-
nity.1 However, we are more concerned about 
a 15-year-old girl drinking a beer than we are 
about a 21-year-old woman doing the same thing. 
We worry more about a 15-year-old boy smoking 
marijuana than we do about a 40-year-old man 
smoking it.  Images on YouTube of children as 
young as two years of age in other parts of the 
world smoking, whether real or not, are espe-
cially disturbing. And although we don’t like the 
idea of anyone taking heroin, we undoubtedly get 
more upset when we hear about the girl next door 
becoming a user.

 ⦁ What drug are they taking? This question should 
be obvious, but often it is overlooked. A simple 
claim that a high percentage of students are “drug 
users” doesn’t tell us if there has been an epidemic 
of methamphetamine use or if the drug is alcohol 

(which is more likely). If someone begins to talk 
about a serious “drug problem” at the local high 
school, the first question should be, What drug  
or drugs?

 ⦁ When and where is the drug being used? The situ-
ation in which the drug use occurs often makes all 
the difference. The clearest example is the drinking 
of alcohol; if it is confined to appropriate times 
and places, most people accept drinking as normal 
behaviour. When an individual begins to drink on 
the job, at school, or in the morning, that behaviour 
may be evidence of a drinking problem. Even sub-
cultures that accept the use of illegal drugs might 
distinguish between acceptable and unacceptable 
situations; some university-age groups might 
accept marijuana smoking at a party but not just 
before going to a psychology class!

 ⦁ Why a person takes a drug or does anything else 
is a tough question to answer. Nevertheless, it is 
important in some cases. If a person takes Vico-
din because her doctor prescribed it for the knee 
injury she got while skiing, most of us would not 
be concerned. If, however, she takes that drug on 
her own, just because she likes the way it makes 
her feel, then we should begin to worry about 
possible abuse of the drug. The motives for drug 
use, as with motives for other behaviours, can be 
complex. Even the person taking the drug might 
not be aware of all the motives involved. One 
way a psychologist can try to answer why ques-
tions is to look for consistency in the situations 
in which the behaviour occurs (when and where). 
If a person drinks only with other people who are 
drinking, we may suspect social motives; if a per-
son often drinks alone, we may suspect that the 
person is trying to deal with personal problems 
by drinking.

 ⦁ How the drug is taken can often be critical. 
Indigenous South Americans who chew coca 
leaves absorb cocaine slowly over a long period. 
The same total amount of cocaine snorted into 
the nose produces a more rapid, more intense 
effect of shorter duration and probably leads to 
much stronger dependence. Smoking cocaine in 
the form of “crack” produces an even more rapid, 
intense, and brief effect, and dependence occurs 
very quickly.

 ⦁ How much of the drug is being used? This isn’t 
one of the standard journalism questions, but it is 
important when describing drug use. Often the dif-
ference between what is considered normal use and 
what is considered abuse of, for example, alcohol 
or a prescription drug comes down to how much a 
person takes.

LO1 LO2 LO4LO3
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