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shoot up. So, they often share needles, increasing the risk 
of spreading serious illnesses through the direct reuse of 
needles or by the exchange of bodily fluids carried on 
the needles or passed along through sexual intercourse. 
These illnesses can also be transmitted from a mother to 
her unborn child.

Liver Diseases, Tetanus, and HIV/AIDS

Hepatitis B is a serious disease caused by a virus that at-
tacks the liver. The virus, which is called hepatitis B virus 
(HBV), can cause lifelong infection, cirrhosis (scarring) 
of the liver, liver cancer, liver failure, and death. Hepa-
titis C is a liver disease caused by the hepatitis C virus 
(HCV), which is found in the blood of persons who have 
the disease. HCV is spread by contact with the blood of 

Another danger of injecting heroin is the possibility of contracting a disease 
from an infected needle. When users share needles, they also share tiny 
amounts of blood, which can contain thousands of particles of Hepatitis, HIV or 
tetanus.

Chapter 4—The Dangers of Opioids
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Hepatitis A (HAV) Hepatitis B (HBV) Hepatitis C (HCV)
H

ow
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•	 found	in	feces	of	
people with HAV

•	 spread	through	
close personal 
contact

•	 also	spread	
through 
contaminated 
food or water

•	 found	in	blood	
and body fluids

•	 spread	through	
unprotected sex, 
unclean needles, 
or during birth

•	 exposure	to	infected	
blood in ANY 
situation is a risk 

•	 found	in	blood	and	
body fluids

•	 spread	through	unclean	
needles, from mother 
to baby during birth

•	 sometimes	spread	through	
unprotected sex

W
ho

 is
 a
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•	 housemates	of	
infected persons

•	 sex	partners	
of infected

•	 children	in	certain	
regions of the U.S.

•	 travelers	to	at	
risk countries

•	 homosexual	men
•	 injecting	drug	

users

•	 persons	with	multiple	
sex partners at once

•	 homosexual	men
•	 sex	partners	of	

infected persons
•	 injecting	drug	users
•	 housemates	of	

infected persons
•	 immigrants	from	

at risk areas
•	 healthcare	workers	

who might be 
exposed to blood

•	 injecting	drug	users
•	 recipients	of	clotting	

factors made before 1987
•	 hemodialysis	patients
•	 recipients	of	blood	

or organ transplants 
before 1992

•	 infants	born	to	HCV-
infected mothers

•	 though	rarely	spread	
through	sex,	having	sex	
with multiple persons 
increases risk for HCV

D
ia
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•	 have	blood	tested	for	HAV,	HBV	or	HCV	infection
•	 symptoms	of	all	include	jaundice,	fever,	appetite	loss,	fatigue,	dark	

urine,	joint	pain,	abdominal	pain,	diarrhea,	nausea,	and	vomiting

•	 incubation	period	
of 15 to 50 days

•	 one	time	infection

•	 incubation	period	
of 45 to 160 days

•	 can	be	a	chronic	
infection

•	 incubation	period	of	
14 to 180 days

•	 usually	a	chronic	infection

T
re

at
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t

•	 no	treatment
•	 avoid	alcohol

•	 have	liver	checked	
every	6-12	months

•	 antiviral	medications
•	 liver	transplant
•	 avoid	alcohol

•	 have	liver	checked	
every	6-12	months

•	 combination	therapy	
50%	effective

•	 vaccination
•	 avoid	alcohol	

P
re

ve
nt

io
n

•	 vaccine
•	 after	recent	

exposure get a 
dose of immune 
globulin

•	 always	wash	
hands after using 
the bathroom, 
changing a diaper 
and when working 
with food

•	 vaccine
•	 infants	born	to	HBV	

mothers should 
receive	vaccine	within	
12 hours of birth

•	 always	use	latex	
condoms during 
sexual encounters

•	 no	vaccine
•	 use	condoms

•	 do	not	share	razors,	toothbrushes	or	
washcloths	(might	have	blood	on	them)

•	 consider	the	risks	of	getting	a	tattoo	or	body	piercing
•	 healthcare	workers	should	follow	

routine barrier precautions
•	 don’t	inject	drugs;	if	you	do,	do	not	share	needles
•	 If	you	have	HBV	or	HCV	do	not	donate	blood	or	organs

Hepatitis A, B, and C: Learn the Differences
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an infected person. A drop of blood so minuscule that it 
cannot be detected by the human eye may contain hun-
dreds or even thousands of hepatitis B and/or C particles. 
Even meticulous cleaning may not totally eradicate from a 
needle the viruses that cause these serious liver diseases. 
 Tetanus (sometimes referred to as lockjaw) is a seri-
ous but preventable disease that affects the body’s mus-
cles and nerves. It is usually spread from a skin wound 
that becomes contaminated by a bacterium often found 
in soil. Most cases of tetanus in North America follow a 
cut or deep puncture injury—such as a wound caused by 
stepping on a nail—but skin punctures from nonsterile 
needles (such as with drug use) can also spread the bac-
teria. Once the bacteria are in the body, they produce a 
neurotoxin (a protein that acts as a poison to the body’s 
nervous system) that causes muscle spasms. The toxin first 
affects nerves controlling the muscles near the wound, 
but it can also travel through the bloodstream and lymph 
system to other parts of the body. As it circulates through 
the body, the toxin interferes with the normal activity 
of nerves, leading to generalized muscle spasms. Without 
treatment, tetanus can be fatal. 
 HIV/AIDS is also a possibility that is all too common 
for heroin users. HIV stands for the human immunode-
ficiency virus, a retrovirus. Retroviruses integrate and 
take over a cell’s own genetic material. Once taken over, 
the new cell, now infected with HIV, begins to produce 
new HIV retroviruses. HIV replicates in the T cells, the 
body’s main defense against illness, and eventually kills 
them. HIV is only spread through:

• unprotected sexual contact (without using a condom)
• direct inoculation of the virus through contaminated 

needles

Chapter 4—The Dangers of Opioids
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Hepatitis B (HBV) and hepatitis C (HCV) are diseases of the liver. Both can 
cause serious damage, lifelong infection, and scarring of the liver.
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• contaminated blood products/transplanted organs (In 
the United States, all donated blood has been tested 
for HIV since 1985.)

• An infected mother may pass the virus to her develop-
ing fetus during the birth or through her breast milk, 
though treatment of the mother during her pregnancy 
greatly reduces this means of transmission.

HIV can only be spread via the transfer of bodily fluids as through contami-
nated needles or unprotected sexual contact. Thus, sharing needles or having 
sex without a condom puts you at risk for HIV.  

Chapter 4—The Dangers of Opioids
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 In the first one to three months after a person is in-
fected with the HIV virus is when that person is most 
infectious (that is, the amount of virus in her system is at 
its highest and T-cell counts are at their lowest). During 
this time, the body has not had time to react to the virus 
and produce an adequate immune response to start sup-
pressing HIV. More and more HIV viruses are produced 
and then released by a process known as budding; when 
someone becomes infected with the HIV virus, it begins 
to attack his immune system. This process is not visible, 
and the individual may not even know she is infected; 
someone who is infected can look and feel perfectly well 
for many years. As the disease progresses, the immune 
system weakens, and the person will become more vul-
nerable to illnesses the body’s defense mechanism would 
normally have been able to fight. As time goes by, indi-
viduals with HIV are likely to become ill more often and 
develop AIDS.
 When HIV infection becomes advanced, it often is 
referred to as AIDS, acquired immunodeficiency syn-
drome. AIDS derived its name because:

• It is “acquired”; in other words, it is a condition 
that has to be contracted. It cannot be inherited or  
transmitted through the genes.

• It affects the body’s immune system, the part of the 
body that fights off diseases.

• It is considered a “deficiency” because it makes the 
immune system stop working properly.

• It was originally considered a syndrome because people 
with AIDS experience a number of different symp-
toms and opportunistic diseases.
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AIDS is characterized by the appearance of opportunistic 
infections, which take advantage of a weakened immune 
system. They include:

• pneumocystis carinii pneumonia
• toxoplasmosis
• tuberculosis
• extreme weight loss and wasting, often made worse by 

diarrhea
• meningitis and other brain infections
• fungal infections

Though most people are familiar with the term AIDS, HIV is actually a more 
accurate term. HIV refers to the pathogen itself, rather than to a collection of 
symptoms.  

Chapter 4—The Dangers of Opioids
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• syphilis
• malignancies such as lymphoma, cervical cancer, and 

Kaposi’s sarcoma

 Although nearly everyone in the world knows the 
term acquired immunodeficiency syndrome or AIDS, 
this condition is actually a disease and not a syndrome. 
A syndrome is commonly used to refer to collections of 
symptoms that do not have an easily identifiable cause; 
when the term AIDS was first used, doctors were only 
aware of the late stages of the disease and did not fully 
understand its mechanisms. A more current name for 
the condition, regardless of an AIDS diagnosis, is HIV 
disease. This name is more accurate because it refers to 
the pathogen that causes AIDS and encompasses all the 
condition’s stages, from infection to the deterioration of 
the immune system and the onset of opportunistic dis-
eases. However, AIDS is still the name that most people 
use to refer to the immune deficiency caused by HIV. It is 
a real and deadly danger for heroin users who exchange 
needles.

Tolerance to Opioids 

Tolerance to any drug refers to the user’s inability to 
achieve the desired high with the same dosage he started 
out with. Because of this, users will continually raise the 
doses of a drug that they take in order to feel like they did 
the first time they used it. This can be dangerous, as the 
more of the drug that is put in the body, the greater the 
chances of unwanted side effects or even overdose.
 Tolerance also leads to addiction. Finding the drug 
and getting the high become a user’s main goals in life. 
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A person who is addicted to opioids may have withdrawal symptoms as soon 
as a few hours after her last dose. Symptoms can include muscle and bone 
pain, restlessness, vomiting, chills, diarrhea, and cramps.

Chapter 4—The Dangers of Opioids
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After a while, the user becomes dependent on the drug, 
not only mentally but also physically: her body is literally 
incapable of living without it. 
 If someone who is addicted to opioids tries to suddenly 
stop using, withdrawal will occur. This happens when the 
body tries to make up for the lack of the chemical that it 
has grown used to, even to the point of needing the drug 
in order to function. When an addiction is bad enough, 
withdrawal may occur even a few hours after the drug 
was last taken. Symptoms include muscle and bone pain, 
restlessness, vomiting, chills, diarrhea, and twitches in 
the lower extremities. Depending on the type of opioid, 
symptoms can also include runny eyes and nose, anxiety, 
sweating, and cramps. While these symptoms will peak 
at around twenty-four to forty-eight hours after last in-
gesting the opioid, they may last for weeks. The speed 
depends on the half-life of the opioid—or how long the 
drug stays in the body. Although the symptoms of her-
oin withdrawal are more severe, they are over quickly. 
Withdrawal from other opioids takes longer but is not as 
painful. Most of the time the withdrawal symptoms aren’t 
strong enough to kill, except in the case of newborns or 
unborn fetuses. 
 Opioids reduce the level of hormones in the body, 
which in extreme cases can lead to infertility in both 
men and women. However, it is more likely to lead to 
birth defects, spontaneous abortions, premature births, 
and stillbirths. Opioid addiction also leads to an increase 
in SIDS, sudden infant death syndrome. Babies born to a 
mother addicted to opioids are born addicted themselves 
and will go through withdrawal upon being born.
 Since these withdrawal symptoms are not generally 
life threatening to a healthy adult, many users will go 
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through them more than once. Once the drug is flushed 
out of their system, they can again experience a strong 
“rush”. Some use this as a way to stop the tolerance they 
are building up to the opioid and to get a better high.

Overdose

Overdose is the worst possible danger of opioids. It is 
also the most common. Users quickly develop a toler-
ance to the drug, especially to heroin, that leads them to 
take higher and higher doses. Eventually, the doses are 
high enough to kill. In this case, the breathing rate is 
depressed until breathing stops completely. While some 
overdoses are due to taking a lethal amount of a drug, 
others are caused by combining heroin with another 
drug. The chemical composition of heroin varies from 
batch to batch, so a user never knows how much heroin 
she is actually getting in a dose. Therefore, an amount 
that barely gave someone a high one day may be enough 
to kill her the next week.
 Many overdose deaths occur with previously used doses 
of opioids because of the presence of other drugs that work 
in lethal harmony with the opioids to shut down the re-
spiratory system. The most common deadly interaction is 
with alcohol, but other sedating drugs can also team up 
with opioids to stop breathing and kill the user.
 Since 2006, deaths from heroin overdose have been 
increasing in the United States. Across the country her-
oin deaths increased by 20.3 percent from 2006 to 2008. 
This spike in overdose deaths is blamed on black-tar her-
oin, an extra-strong type of heroin that is cheap and so 
pure it can kill users instantly. In 2007, the Centers for 
Disease Control reported 2,000 deaths related to heroin.

Chapter 4—The Dangers of Opioids 
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Opioids can lead to infertility in both men and women. If a user does conceive, 
she runs the risk of seriously harming her baby if she continues getting high 
while pregnant.   
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As a heroin user gets more addicted to the drug, he needs to take higher and 
higher doses to feel the same high. Eventually, this can lead to an overdose, 
which can prove fatal.  

Chapter 4—The Dangers of Opioids
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 Sometimes, however, overdoses occur for no apparent 
reason. These seem to be caused by an almost-overnight 
loss of tolerance to the drug. While there are no proven 
reasons for these odd occurrences, one scientist, Shepard 
Siegel, developed a hypothesis. Basing his findings on 
tests he did on rats in a laboratory, he suggested that 
taking heroin in places that are new or under unusual 
circumstances has the capability to lessen tolerance to 
the drug. His findings are backed up not only by the ex-
periments he carried out, but also by the fact that many 
heroin users overdose in hospitals—an unfamiliar and 
new place. Also, many addicts who have suffered from a 
near death due to overdose report that their schedule was 
different or unusual on the day they overdosed; they did 
something different or their circumstances were unusual.

Health issues are not the only things that opioid users 
have to worry about. While many opioids are legal in 
medical situations, all are illegal when they are abused 
or used to get high. The most commonly abused opioid, 
heroin, is not legal in any situation. Therefore, most users 
not only have to deal with addiction and the problems 
that may cause, but they may face jail time as well if they 
are caught in possession of these illegal substances.





5The Legal
Consequences
of Using 
Opioids

Lamar’s heroin use started one day when his dealer was 
out of cocaine. Lamar and his girlfriend were looking to 
get high—so when he ran into an old buddy who said he 
could get some heroin, Lamar agreed. He took the white 
powder home and chopped up two small lines of it for 
himself and his girlfriend. “The buzz was great,” he said 
later—despite the fact that “it made both of us puke our 
guts out.” 
 After a couple of weeks went by of snorting dope 
every day, Lamar realized the new pastime was getting 
expensive. “Every time my girlfriend would snort a line,” 
he recalled, “she would puke it up and lose her buzz. And, 
of course, she would want another one. That’s when that 
same old buddy told me that by using a needle, you get 
a way better high and you wouldn’t waste any. I tried 
it once and I was hooked. My girlfriend refused to in-
ject, so I told her that I wouldn’t give her any more dope  
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because she was wasting it by throwing up every time. So 
she finally agreed, but I had to shoot it in her arm for her 
because she was too scared to do it herself.”
 After a couple of months of shooting heroin, Lamar 
realized he couldn’t stop without feeling deathly sick. He 
lost his job, and his girlfriend wasn’t working either; no 
money was coming in, and he had a very expensive habit 
to support. He pawned everything he owned, and then he 
started pawning his mother’s belongings, his girlfriend’s 
belongings, and her parents’. He stole checks from his 
grandmother; he stole money from his girlfriend’s par-
ents’ cash cards. He got money any way he could to sup-
port his habit—but his resources for money were running 
out. He was desperate, because he didn’t know what he 

Becoming addicted to heroin is dangerous for your health, but it is also very 
expensive. Many addicts turn to stealing money to get the fix that they need.  

Chapter 5—The Legal Consequences of Using Opioids
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was going to do if he couldn’t get hold of enough money 
to buy more heroin. 
 By New Year’s Eve that year, Lamar was so desperate 
that he went into the house of his girlfriend’s parents and 
took her father’s 22-caliber pistol that was hidden in the 
basement. With the pistol in his jacket pocket, Lamar 
drove to the local gas station and robbed the place at 
gunpoint. He came home with almost four hundred dol-
lars, feeling nothing except relief because he knew he had 
some cash to buy heroin the next day. Lamar’s girlfriend, 
however, was upset when she found out—but she wasn’t 
too upset to join Lamar while he shot up. 
 Lamar said, “We were good and high for two days 
until we ran out of money and dope again. So, thinking 
of how easy that was, I went and robbed that same store 
two nights later. This time I came out with less than a 
hundred bucks, enough to last only through that night 
and into the morning. So, the next afternoon, I went and 
robbed a different gas station, coming out with over six 
hundred dollars. I went straight to my dealer and bought 
five hundred dollars worth of dope (thirteen or fourteen 
bags). That night I saw myself on the news for these rob-
beries. I flipped out; I didn’t know what to do. At four 
o’clock in the morning, the police raided my girlfriend’s 
parents’ house where I was staying and took me into cus-
tody. I knew I was going to be sick in jail. There was noth-
ing I could do but sit and be sick. My bail was $100,000, 
and I had no way to come up with that kind of money. 
In May, I was sentenced to forty-eight months in prison. 
With ‘good time,’ I only had to do thirty-two months.” 
 By the time Lamar was finally released, his girlfriend 
had hooked up with someone else and had a child. Lamar 
went back to his family, who forgave him for everything 
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he did in the past. “About a month after I was out,” Lamar 
said,

I tried heroin again. I was hooked again instantly. 
A few months into that, I tried kicking the habit 
by myself and couldn’t do it. So I went and got 
on to the methadone program. Now to this day, I 
drink my 110 milligrams every day to stay well. I 
tried using, but it don’t do anything but buzz me for 
about two minutes and then it’s gone, so I figured 
that it isn’t even worth it. So now I’m working 
again full time and trying to get straight again. I 
was turned on to crack by that same old buddy, the 
one who got me into heroin. Some friend, huh? So 
now I’m trying to choose my friends better. I ask 
myself why didn’t I learn my lesson: wasn’t prison 
enough?

Lamar’s story, adapted from www.erowid.org/experiences/
exp.php?ID=51667, is just one of many instances where 
heroin use led to prison time. Stealing money to feed a 
habit is not the only way an addict can be sent to prison, 
however. Between October 1, 2004, and January 11, 
2005, more than 390 court cases related to heroin were 
tried in American courts. Of these, 97.4 percent involved 
dealing or trafficking of the drug.
 None of the heroin used in the United States and 
Canada is produced domestically; it all comes from one 
of four areas around the world: South America, mostly 
Colombia; Southeast Asia, where most of the heroin is 
produced in Burma (Myanmar); Southwest Asia, where 
it is produced in Afghanistan; and Mexico. The impor-
tation of the drug into the United States and Canada 

Chapter 5—The Legal Consequences of Using Opioids
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Someone who steals to pay for his heroin addiction is likely to end up sentenced 
to prison. Even if he does not steal, he may end up in prison for possession of an 
illegal substance.
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is illegal; criminals who are caught face heavy fines and 
prison time.

United States Drug Laws

Throughout the last century, the U.S. government has 
imposed increasingly stricter laws on the sale and use of 
illicit drugs. However, the federal government was not al-
ways involved in drug use. Before 1890, it was the state’s 
responsibility to monitor and control drug use. One of 

Though the possession of heroin or other opioids is illegal today, this was not 
always the case. In fact, before the late 1800s, there were no laws regulating 
the possession or use of opioids.

Chapter 5—The Legal Consequences of Using Opioids
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the first laws dealing with opioids was passed in San Fran-
cisco in 1875. The law made it illegal to smoke opium 
anywhere except in designated opium dens. However, it 
was still legal to sell and import the drug. 
 It was not until 1890 that Congress passed an act at-
tempting to control the use of morphine and other opi-
oids. Congress levied a tax on both morphine and opium, 
thinking that if people had to pay taxes on their drugs, 
they would buy less of them, since the cost would be more 
expensive. This act was reinforced in 1914 by the Har-
rison Act, which stated that all parties involved in the 
importation and distribution of opium and cocaine had 
to register with the federal government and pay special 
taxes.
 In 1909, the Smoking Opium Exclusion Act was 
passed. This banned the type of opium that was smoked. 
However, it did nothing to stop the use of medicines 
that contained opium. This was a landmark case, how-
ever; it represented the first time that the federal gov-
ernment had banned the use of something for a non-
medical purpose. 
 In 1924, heroin became illegal with the passing of the 
Heroin Act. This law banned the possession and manu-
facture of heroin, even if it was for medical use. Heroin is 
still the only opioid that has no legitimate legal use.
 The Boggs Act was passed in 1951, imposing mini-
mum prison sentences for those who were found guilty 
of importing or exporting drugs while breaking the laws 
established by the Harrison Act. In 1956, the Narcotics 
Control Act made these penalties even harsher.
 The Controlled Substance Act in 1970 implemented 
the classification system for drugs that we still use today. 
The law brought together many separate drug laws, all 
dealing with different types of illicit substances, and put 
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them all into one of five schedules, based on the medici-
nal value and potential for abuse. Heroin and some other 
opioids are classified as Schedule I, regarded as the most 
lethal. These drugs have a high potential for abuse, no 
medical value, and are considered highly dangerous. Raw 
opium, opium extracts, codeine, hydrocodone, morphine, 
and some other opioids are Schedule II drugs. This means 
that while they have a high potential for abuse, there is 
an accepted medical value, although restrictions should 
be placed on the use of the drug. These drugs may also 
lead to dependence, both physically and psychologically.
 A breakthrough in opioid addiction treatment in the 
United States was the Drug Addiction Treatment Act of 
2000. This gave doctors the ability to prescribe approved 

The federal government first tried to control the use of morphine and other 
opioids in 1890. Since then, laws against these and other illicit drugs have 
become increasingly strict.

Chapter 5—The Legal Consequences of Using Opioids
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SCHEDULE I:  

Substance has a high potential for abuse, has no medical use in the United 
States, and  has a lack of accepted safety for use under medical supervision.

SCHEDULE II:

Substance has a high potential for abuse, has a currently accepted medical use 
in the United States with severe restrictions, and abuse may lead to severe 
psychological or physical dependence.

SCHEDULE III:

Substance has a potential for abuse (less than Schedule I or II), has currently 
accepted medical use in the United States, and may lead to moderate or low 
physical dependence or high psychological dependence.

SCHEDULE IV:

Substance has a low potential for abuse as compared to Schedule III, has 
currently accepted medical use in the United States, and abuse may lead to 
limited physical and psychological dependence

SCHEDULE V: 

Substance has a low potential for abuse as compared to Schedule IV, has 
currently accepted medical use in the United States, and abuse has a narrow 
scope for physical and  psychological dependence.

medicines that are Schedule III or higher (meaning they 
are less addictive than methadone) in order to treat opioid 
addiction. The only drug currently meeting this standard 
is buprenorphine, which is as effective as methadone for 
treating opioid addiction but is less addictive and safer to 
use. This means that physicians can help patients in their 
private offices, a desirable choice for some addicts who do 
not want to go to inpatient drug clinics. However, doc-
tors do have to undergo special government-approved 
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training, and there are limits on the number of patients 
one doctor can treat (30 as of 2005 legislation). Despite 
this, however, it is becoming easier for opioid-addicted 
persons to find treatment.

Canadian Drug Laws

Up until 1908, the use of opioids in Canada was unregu-
lated. The use of alcohol and tobacco were considered 
more of a problem to public health and morals than opi-
oids—but Chinese immigrants to Canada helped change 
the way Canadians felt about these drugs. 
 Early in the 1850s, Chinese immigrants began en-
tering British Columbia in large numbers. Most did not 
have families to support and were able to work for low 
wages. They were considered a cheap source of labor for 

When Chinese immigrants entered British Columbia they were viewed as a 
cheap source of labor for industry, but other Canadians viewed them as an 
economic threat. The first anti-drug legislation in Canada, the Opium Act of 
1908, was in response to these anti-Chinese sentiments.  

Chapter 5—The Legal Consequences of Using Opioids



99Heroin and Other Opioids—Poppies’ Perilous Children

the railroads, mining, and other industries in western 
Canada. During this time period, the Chinese lived in 
communities that were relatively isolated, so the smok-
ing of opium and the presence of opium dens were not 
considered harmful. At that time, the government’s con-
cerns over opium were more financial than anything else; 
it saw opium as a “cash cow” over which it didn’t want to 
lose control. When British Columbia joined the confed-
eration in 1871, the federal government placed a $500 
licensing fee on Chinese opium factories.
 During the 1880s, the Chinese began to be perceived 
as an “economic threat” to other Canadians. The decline 
of the railroads and the gold rush meant fewer employ-
ment opportunities overall. Canadians with families 
could not compete with the wages of unmarried Chi-
nese laborers. As economic conditions deteriorated, the 
Chinese became a greater target for resentment and fear. 
Hostility toward the Chinese began to be reflected in Ca-
nadian legislation, which was designed to end Chinese 
immigration and drive the Chinese out of the economic 
mainstream in Canada. By 1904, the tax on Chinese im-
migrants had risen to $500 per person. While this seemed 
to slow Chinese immigration to Canada, Japanese immi-
gration into British Colombia started to rise. This fur-
ther fueled anti-Asiatic sentiments. After a major labor 
demonstration in 1907 (directed against Japanese im-
migrants), the Opium Act of 1908 was passed. This was 
Canada’s first anti-drug legislation. The act made it an 
indictable offense to import, manufacture, offer to sell, 
sell, or possess to sell opium for nonmedical purposes, but 
did not prohibit simple possession or use.
 Three years later, however, the 1908 Opium Act was 
repealed in favor of even harsher legislation. The 1908 
Opium Act had created a black market for opium, and 
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law enforcement interests believed that the way to stop 
the demand for opium was to create harsher penalties 
(including imprisonment) and to expand enforcement 
powers. The 1911 Act began the “enforcement” phase 
of Canadian drug policy, which continued unchallenged 
until the 1950s. Because few if any voices were speaking  

There were two conflicting views on how to regard addiction in Canada, wheth-
er as a crime or as a disease. In the end, drugs were criminalized because of 
the widespread belief that drugs turned users into dangerous lunatics.  
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out for the treatment of drug users prior to the late 1950s, 
it was easy for enforcement-related interests to imple-
ment harsh anti-drug legislation. Imprisonment was a 
priority over treatment. In addition, because habitual 
drug use was associated mostly with Chinese immigrants, 
many Canadians felt they were immune from the effects 
of harsh drug legislation.
 During the 1950s, despite the fact that illegal drug use 
was declining, the media published sensational accounts 
of drug addicted youth in Canada. During this period, the 
idea of treating habitual drug users was first considered 
a priority. Some physicians came to see drug addiction 
as their territory because it was beginning to be looked 
upon as a disease instead of a crime. These doctors be-
lieved that addiction should be regarded as a social and 
medical problem, not a criminal one. In response to the 
increased calls from the medical community for the treat-
ment of drug users, the federal government established 
the Senate Special Committee on the Traffic of Narcotic 
Drugs in Canada in 1955. After holding hearings across 
the country, however, the committee ended up favoring 
the view of the law enforcement community. This per-
spective was eventually reflected in the harsh 1961 Nar-
cotic Control Act.
 The criminalization of drugs in Canada was made pos-
sible because of the strongly held belief that certain drugs 
had the ability to enslave users. By the 1960s and 1970s, 
these beliefs were being questioned again, however, and 
the emerging public health movement challenged the 
criminalization of drugs. The “dope fiend” mythology, 
which had been used for several decades to justify strict 
prohibition, became discredited because large numbers of 
middle-class youth were using illicit drugs recreationally 
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without turning into dangerous lunatics. This narrowed 
the social distance between drug users and mainstream 
society; when a substantial proportion of the population 
is engaging in drug use, it is difficult to maintain myths 
that are not supported by experience. Canadian laws were 
criticized for making criminals out of white middle-class 
youth.
 In 1969, the Commission of Inquiry into the Non 
Medical Use of Drugs (also known as the Le Dain Com-
mission) studied the illicit drug issue in Canada. Between 
1969 and 1973, the commission produced four reports. 
The most significant point in one of the reports was the 

Heroin is classified in the United States as a Schedule I drug. Therefore, a first 
offense is considered a Class I felony and carries a minimum sentence of four 
to five months in prison.
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recommendation to gradually withdraw the criminaliza-
tion of illegal drugs. 
 In 1986, however, President Ronald Reagan declared 
a new war on drugs in the United States—and Canada 
followed suit. This began a new era of drug prohibition 
and law enforcement and led to the development of the 
Canadian Drug Strategy, which was first implemented in 
1987. As part of the new drug strategy, a committee was 
formed to draft new legislation. Almost ten years later, in 
June of 1996, the Controlled Drugs and Substances Act 
(Bill C8) was voted into law. Although there is a strong 
voice in Canada for treating drug abuse as a disease rather 
than a crime, the ongoing policy remains based on a harsh 
system of law and punishment.

Punishments for Opioid Use

The punishment for opioid use varies depending on which 
schedule the drug falls under and how many times a user 
has been arrested. For Schedule I drugs, like heroin, even 
the first offense is considered a Class I felony. This means 
that in the United States, the minimum sentence is four 
to five months in prison. For the Schedule II drugs, like 
codeine and morphine, the first offense is a Class I mis-
demeanor. This carries a minimum sentence of forty-five 
days in jail, but no prison time. However, the second of-
fense is considered a Class I felony, which again, carries 
with it a minimum sentence of four or five months in 
prison.

Clearly, opioid abuse can have serious consequences. For 
someone who has become addicted, however, treatment 
offers the only hope of escape from these far-reaching 
consequences.





6Treatment

Doug grew up in the suburbs of London, England, in a 
stable family life in a middle-class neighborhood. He 
smoked his first marijuana reefer when he was fifteen, and 
from there he graduated to other “harder drugs” through-
out his teen years.

I tried all the mainstream drugs in the following 
order: alcohol, cannabis, speed, LSD, Ecstasy, co-
caine, ketamine, crack, and finally the big “H”—
yes heroin. I had already discovered that I leaned 
towards the depressant drugs (except alcohol) and 
when I first “Chased the Dragon” (I have never 
injected and I never intend to), I had reached the 
pinnacle of pleasure. I have always loved cannabis 
and when I took the two together, I would drift for 
hours. The feeling is virtually indescribable, but 
the saying “wrapped up in cotton wool” sums it 
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up. Any pain I have, be it physical or mental, just 
disappears, time doesn’t seem to exist, and every 
so often I would realize just how detached from 
the “real” world I would be.

 
 Doug’s first relationship with heroin was pleasurable 
(apart from the nausea), but his source was unreliable, 
forcing him to go for days at a time without heroin. As a 
result, Doug did not consider himself addicted. 
 When Doug’s girlfriend broke up with him, though, 
he turned to heroin to drown the pain. He began using 

Morphine withdrawal symptoms are not just uncomfortable, but can be fatal. 
As a result, other drugs are administered that help wean the patient off the 
morphine.
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it in the morning, during the day at work, and long into 
the night. He became so “wasted” that he couldn’t even 
write properly, and eventually, he lost his job. Doug re-
calls, “I got in debt, lost loads of weight (I was skinny 
to begin with), and after seven months of hell, I finally 
went through detox with a case worker and two weeks’ 
worth of drugs to counter the withdrawal symptoms—but 
not enough Valium, I can never have enough Valium. I 
finally got myself together, but only after a stint in a psy-
chiatric ward—because after withdrawal, depression and 
boredom sets in.” 
 Two years have gone by since Doug went through his 
first withdrawal, and now he is enrolled in yet another 
detox program. Doug says,

The worrying thing is I have no reason to use again 
but without a shadow of a doubt I know I cannot 
handle heroin. The drug I am using to come off 
this time is Subutex (buprenorphine), and I must 
admit it is quite remarkable apart from the first day 
I took it. It puts me into withdrawal as the Subu-
tex takes over the opioid receptor and gets rid of 
any other opioid already attached to it. The next 
day I felt totally fine, no cravings and no sickness. 
I take 8 milligrams a day but can easily get by on 4 
milligrams. I don’t get any real buzz from taking it, 
but then I am opioid dependant. It isn’t absorbed 
into the bloodstream very well so I have to let 
the tablets dissolve under my tongue, which takes 
about fifteen minutes. . . . I have an addictive per-
sonality. Moderation and variety is the key; I will 
try and live by those words for the rest of my life.
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Doug’s story, adapted from www.erowid.org/experiences/
exp.php?ID=24623, shows how difficult the treatment 
process is for someone with heroin addiction. While 
there are many ways to detox from opioids, few of them 
work. Morphine addiction, one of the most common ad-
dictions to opioids, is extremely hard to cure. The with-
drawal can kill an addict if he is not on other drugs to 
try to help cure him. Morphine withdrawal can lead to a 
stroke, heat attack, or even death. Because of this, a drug 
called methadone is often used to help wean a patient off 
the morphine. However, many times patients become ad-
dicted to the methadone instead.

Getting over a heroin addiction is a difficult process. Even the drugs that are 
used to help addicts recover are not without their dangers; many patients 
become addicted to the methadone used to wean them off morphine.    

Chapter 6–Treatment
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 In order to truly stop an addiction to morphine, one 
of the most proven methods is to be admitted into a reha-
bilitation center and then to go “cold turkey”—in other 
words, stop using any and all drugs at once. While this 
can be dangerous if a person tries it by herself, in a rehab 
center, staff take care of patients physically, while also 
providing a change of routine. (It is easier to end an ad-
diction if behavior patterns don’t stay the same.) Often, 
the best course of treatment is not simply drug therapy 
or simply behavioral therapy. A combination of the two 
should be used. 

Methadone

Methadone is a medicine that is used for the treatment 
of opioid addiction. It works by occupying the opioid re-
ceptors in the brain instead of the abused opioid. This 
allows the person to stop using the drug without going 
through withdrawal. The drug is taken orally once a day, 
and works to suppress withdrawal symptoms for twenty-
four to thirty-six hours. It blocks the high from the opi-
oids, yet provides the body with the drug that it has come 
to depend on. However, it does not actually end an ad-
diction; a user is still physically dependant on opioids. 
All methadone does is keep an addict from feeling with-
drawal symptoms, as well as stopping the extreme mood 
swings that many addicts have as the level of opioids in 
their blood rises and falls. Because it does not end the 
user’s need for an opioid in his body, methadone is often 
addictive in itself and is considered a Schedule II drug. 
However, it’s seen as a better addiction to have; metha-
done is safer for the patient than many opioids are when 
taken regularly.



 It has been thoroughly studied so that it can be used 
safely, allowing those in treatment to enter (or reenter) 
the workforce and establish a social and family life be-
yond the community of drug abusers. Methadone is also 
a cheaper alternative to prison time, which would cost 
thousands of dollars in tax money. Methadone can also 
stop the spread of HIV/AIDS, as well as other diseases 
that are spread by sharing needles.
 Methadone is longer lasting than many other opioids, 
mostly because of its high solubility in the body’s fat. The 
drug has a half-life of twenty-four to forty-eight hours, 
meaning that it can be taken once a day and still provide 
relief from withdrawal symptoms.

The History of Methadone

Max Bockmühl and Gustav Ehrhart in Germany first dis-
covered methadone, a synthetic chemical, in 1937. They 
were looking for a painkiller that would be easier to use 
in surgery and have a low addiction potential. In 1947, 
the chemical giant Eli Lilly and Company introduced the 
drug to the United States. It quickly became used both 
as a low-price alternative for treating narcotic addiction 
and for pain management. Methadone was sold under the 

One rumor claims that the name Dolophine was not coined because of its 
Latin roots, but instead was a tribute to Adolph Hitler and that the drug name 
was originally spelled “adolphine.” While this has been proven to be false, it 
is still considered a fact by Scientologists. When Tom Cruise, a popular actor 
and member of the Church of Scientology, pointed this out in an interview 
with Entertainment Weekly, the magazine replied by pointing out the fact that 
the name was created after World War II by an American company who had 
no desire or motivation for naming a drug after Hitler.



name Dolophine®, which derives from the Latin words 
meaning “pain” and “end.”

Buprenorphine

Buprenorphine is another drug that is used to combat opi-
oid addiction. It was first approved by the U.S. Food and 
Drug Administration (FDA) in 2002 and is prescribed 
both alone, in the drug Subutex®, and in combination 
with naloxone in Suboxone®. The combination drug was 
designed to reduce bubrenorphine’s potential to be abused 
by injection. These two drugs are the only Schedule III 

Methadone works for the treatment of heroin addiction because it occupies the 
opioid receptors in the brain. This prevents the user from experiencing with-
drawal symptoms, but does not remove the user’s dependence on opioids.  
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drugs that are used to combat opioid addiction; there are 
no Schedule IV or V opioids approved for treating opi-
oid addiction. Schedule III classification means that they 
have a legitimate medical purpose, a lower chance for 
abuse, and are generally safer than schedule II drugs.
 Buprenorphine is what is referred to as an opioid par-
tial agonist. This means that it is an opioid and produces 
similar effects to other opioids, even the euphoria and re-
spiratory depression. However, it works on a much smaller 
scale than opioids like opium and heroin do. Because its 
effects are smaller and less noticeable, the drug is used 
only to help addicts stop using other opioids and does 
not have as great a potential for abuse itself. There are 
some side effects to buprenorphine, many of which are 
the same as other opioids. Nausea, vomiting, and consti-
pation are all problems.

Buprenorphine has proven to be an effective treatment for opioid addiction. 
This table shows that it is more effective that the low dose methadone treat-
ment, and works faster than the high dose methadone treatment.  

Chapter 6–Treatment

EffECTIvENESS Of TREATMENT 
METHODS fOR OPIOID ADDICTION

Table modified from http://www.drugabuse.gov/NIDA_Notes/NNVol16N2/Buprenorphine.html

Buprenorphine
n=55

High Dose 
Methadone

n=55

Low-Dose 
Methadone

n=55
Average # of days
that patients remained 
in treatment

96 105 70

Patients with 12 or 
more consecutive 
drug-free urine 
samples

26% 28% 8%



Brand Name vs. Generic Name

Talking about medications can be confusing because every drug has at least 
two names: its “generic name” and the “brand name” that the pharmaceutical 
company uses to market the drug. Generic names are based on the drug’s 
chemical structure, while drug companies use brand names in order to in-
spire public recognition and loyalty for their products.

Drug Approval

Before a drug can be marketed in the United States, it must be officially ap-
proved by the Food and Drug Administration (FDA). Today’s FDA is the pri-
mary consumer protection agency in the United States. Operating under the 
authority given it by the government, and guided by laws established through-
out the twentieth century, the FDA has established a rigorous drug approval 
process that verifies the safety, effectiveness, and accuracy of labeling for any 
drug marketed in the United States.
 While the United States has the FDA for the approval and regulation of 
drugs and medical devices, Canada has a similar organization called the Thera-
peutic Product Directorate (TPD). The TPD is a division of Health Canada, 
the Canadian government’s department of health. The TPD regulates drugs, 
medical devices, disinfectants, and sanitizers with disinfectant claims. Some of 
the things that the TPD monitors are quality, effectiveness, and safety. Just as 
the FDA must approve new drugs in the United States, the TPD must approve 
new drugs in Canada before those drugs can enter the market.
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 The clinical treatment of addicts with buprenorphine 
has three phases. The first is called the induction phase, 
where a user who has abstained from opioids for at least 
twenty-four hours (and is therefore in the early stages of 
withdrawal) is given buprenorphine. This stage is medi-
cally monitored; if the patient has other opioids in her 
system, the buprenorphine could make the body go into 
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It seems wrong that such a lovely flower should be the source of problems 
for so many people. Opioid addiction is terrible, but treatment offers hope to 
prisoners of this perilous plant.  

Chapter 6–Treatment
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acute withdrawal. The second stage is the stabilization 
phase, when a patient no longer has cravings for the opi-
oid. Due to the chance of side effects, the dosage of bu-
prenorphine is often adjusted at this stage. The third and 
final stage is the maintenance phase, when the patient 
has responded well to a set dosage of the drug. Once a 
user is not dependant on the original opioid, there are two 
choices: to keep a patient on the buprenorphine indefi-
nitely as long as she continues to do well on the drug—or 
to stop the drug gradually and put the patient through a 
medically supervised withdrawal. While the symptoms in 
the second scenario will not be as severe as they would 
have been if the opioids were still in the bloodstream, 
they will last longer.

Heroin and other opioids can wreak havoc on a person’s 
life, causing serious social, physical, and legal problems. 
Addiction has the potential to be lethal—but treat-
ment offers real hope. Although recovery is difficult, it 
is possible.
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Glossary

abatement: Reducing, ending, or suppressing something.

ampules: Small, sealed glass containers that hold a measured 
amount of a medicinal substance to be injected.

anorexia: An eating disorder characterized by excessive dieting to 
the point of serious ill-health and sometimes death.

black market: A system of buying and selling officially controlled 
goods illegally.

Canary wine: A sweet, white wine from the Canary Islands.

cede: To surrender something to another power.

condiment: A substance added to food to improve or adjust its flavor.

contracted: Caught an illness or disease.

cortisol: A steroid hormone secreted by the adrenal glands in re-
sponse to inflammation caused by tissue damage; also called hydro-
cortisone.

detox: Detoxification; to rid the body of toxins.

endocrine system: The glands that secrete hormones internally di-
rectly into the lymphatic system or bloodstream.

endorphins: Substances in the brain that attach to the same cell 
receptors that morphine does.

euphoric: Feeling intense joy or happiness.

frogspawn: A floating mass of fertilized frog’s eggs protected in a 
jelly-like substance.

half-life: The time it takes for half a given amount of a substance 
such as a drug to be removed from living tissue through natural 
biological activity.



117

hypothalamus: A central area on the underside of the brain, con-
trolling involuntary functions such as body temperature.

indictable: Liable to being charged with a criminal offense.

infectious: Used to describe a disease that can be passed from one 
person to another.

isolationism: A government policy based on the belief that na-
tional interests are best served by avoiding economic and political 
alliances with other countries.

Kaposi’s sarcoma: A cancer of connective tissue that causes pur-
plish-red patches on the skin.

lethargy: A state of physical slowness and mental dullness as a re-
sult of tiredness, disease, or drugs.

lymphoma: A malignant tumor originating in a lymph node.

mandated: Ordered.

opportunistic: Used to describe a microorganism or minor disease 
that is not normally serious but that can become life threatening 
when the host has a weakened immune system.

pathogen: Something that can cause a disease.

peristalsis: The involuntary muscle contractions that transport 
food, waste, or other contents through a tube-shaped organ such as 
the intestine.

pictograms: Graphic symbols or pictures representing a word or 
idea.

pneumocystis carinii pneumonia: A form of pneumonia that 
mainly affects people with weakened immune systems.

pulmonary edema: An abnormal buildup of fluid in the lungs.

quinine: A bitter-tasting drug made from cinchona bark, used to 
treat some forms of malaria.
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reparations: Compensation demanded of a defeated nation by the 
victor in a war.

Ritalin: Trademark for methylphenidate, a drug used to treat atten-
tion-deficit/hyperactivity disorder.

sedatives: Drugs that produce a calming effect.

seizures: Convulsions, sensory disturbances, or loss of conscious-
ness, resulting from abnormal electrical discharges in the brain (as 
in epilepsy).

SIDS (sudden infant death syndrome): The clinical name for crib 
death, the sudden, unexplained death of a small baby while sleeping.

solubility: The extent to which one substance is able to dissolve in 
another.

spontaneous abortions: Miscarriages.

stereotypes: Oversimplified ideas held by one person or group about 
another, usually based on incomplete or inaccurate information.

stillbirths: The birth of a dead fetus after the twenty-eighth week 
of pregnancy.

synthetic: Made artificially by a chemical process of synthesis so as 
to resemble a natural product.

testosterone: A male steroid hormone produced in the testicles and 
responsible for the development of secondary sex characteristics.

tinctures: A solution of a plant product or chemical substance in 
alcohol.

toxoplasmosis: A disease of mammals caused by a toxoplasma trans-
mitted to humans via undercooked meat of through contact with 
infectious animals, especially cats.

tuberculosis: A highly infectious disease that affects the lungs.
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For More Information

American Pain Society
www.ampainsoc.org

American Society of Addiction Medicine
www.asam.org

Center for Drug Evaluation and Information
www.fda.gov/cder/drug/infopage/oxycontin

National Institute on Drug Abuse
www.nida.nih.gov

Parenting Teens
www.parentingteens.com/prescription_drug_abuse.html

Teens Health
kidshealth.org/teen/drug_alcohol/drugs/prescription_drug_abuse.
html

Waismann Method Advanced Treatment of Opioid Dependency
www.opioids.com

World Health Organization
www.who.int

The websites listed on this page were active at the time of pub-
lication. The publisher is not responsible for websites that have 
changed their addresses or discontinued operation since the date of 
publication. The publisher will review and update the website list 
upon each reprint.
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