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PREFACE
Office of Minister of Health,
Wellington.
17 April 1968.
The Secretary,
Board of Health,
Wellington.
Dear Sir,
Members of the Board of Health will be well aware of the worldwide concern which continues to be expressed about drug dependency
states and abuse of drugs. In the annual report of the Department of
Health last year the Director, Division of Public Health, had the
following observations to make:
"this subject deserves careful and dispassionate examination as to
whether or not non-narcotic drug dependency exists in New Zealand;
and if so, its extent and significance; the factors in its epidemiology;
and the socio-economic consequences."
In additioii to this note of caution I have received various comments
from lay organisations, members of the medical profession, and from
New Zealand Police all of whom have interests, often overlapping, in
the many-sided social or health hazards arising from drug dependency
and abuse of drugs. The outcome has been to convince me of the need
to establish a committee of the Board of Health
"to enquire into and report on drug dependency and drug abuse in
New Zealand and matters relating thereto and make recommendations to the Board."
I am writing therefore to make a formal request to the Board to
establish such a committee with an order of reference along the lines
indicated. Should the Board agree to this course I would like to suggest
that the committee be chaired by Dr Blake-Palmer and that the
membership be drawn from:
(a) The Department of Health (Food and Drug Branch).
(b) A nominee of the Pharmacy Board of New Zealand.
(c) A medical expert in the treatment and management of drug
dependency states (to he suggested by the Department of Health).
(d) An authoritative person from the disciplines of either social science
or social anthropology (Victoria University, Wellington), to be
invited.
(e) A representative from the Department of Education.
(f) A representative from church social services organisations having
direct day to day experience of critical situations as for example
the Samaritan Telephone Service.
(g) Representation from the Medical Association , of New Zealand.
(h) A representative from the New Zealand Police.
1*

This list is merely an indication of the kinds of representation which
may be acceptable to the Board should it agree to the establishment of
a committee. It may prefer, of course, to set up a small committee
initially and delegate to it the power to add to its membership as it
sees the need for wider representation developing during the course
of its enquiries.
Would you please bring these matters to the attention of the Board
at its meeting of 24 April.
Yours faithfully,

Minister of Health.
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1. INTRODUCTION
1.1 The first meeting of the Committee was held in Wellington in
August 1968 following considerable preparatory work by a working
party of Wellington members. Subsequently the Committee has met
nine times in Wellington and once in Auckland, Christchurch, and
Dunedin respectively. Since the Dunedin meeting in May 1969 the
Wellington working party has met regularly between meetings of the
full Committee, and considerable work has been undertaken by
individual members in those fields for which their particular knowledge
and experience were most appropriate.
1.2 At the outset of its proceedings the Committee resolved to
encourage witnesses to appear before it, thus affording an opportunity
of a fuller elucidation of the evidence they submitted than would be
possible if it relied over-much on written submissions. In the event, a
considerable number of the witnesses who appeared before it also made
written submissions, some of their own initiative and some by invitation
following the hearing. In all some 49 witnesses appeared in person, and
these are listed in appendix III (a). Seven persons attended as observers
at various meetings and subsequently participated in discussion. Three
further groups of witnesses were interviewed by individual members of
the Committee. The list of these is given in appendix III (b).
1.3 The Committee wishes to record its thanks to all those who
have appeared as witnesses or have provided written submissions. It is
particularly grateful to those witnesses who have used drugs illicitly and
who agreed to give their frank and personal opinions on many matters
related to the Committee's inquiry. Though the comments of this small
group of voluntary user-witnesses may not fully represent the views of
all of those who abuse drugs, they gave members of the Committee
some valuable insight into the whole field of drug dependency and drug
abuse. The views expressed by these witnesses complemented other
evidence from user-witnesses interviewed by individual members of the
Committee, or interviewed in connection with the survey to which
reference is made in section 5.
1.4 The Committee has also made a careful study of literature
relevant to its terms of reference published in a wide range of journals,
bulletins, and reports of expert committees, and of published observations
that have been made in New Zealand. A bibliography relevant to
matters discussed in the text is to be found in appendix X.
1.5 One of the earliest matters that the Committee found it
necessary to resolve arose from the very wide range of interest and
expertise within the Committee's own membership. Members very
quickly came to appreciate the complexity of the very large technical
vocabulary involved in the study of drug misuse, and the difficulties
created by the various meanings attached to such terms as "dangerous
drug", "narcotic", "drug dependency", and "drug abuse". These are
just a few examples of the problem of communication in a field in which
there are differing specific meanings or definitions for terms which
also are not uncommonly used in a colloquial sense. To ensure that the
same terms are used in the same sense throughout the report, and to
assist the reader, the Committee resolved that the second section of its
report should be devoted to vocabulary and terminology.
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1.6 Although improper use of drugs in New Zealand has a long
history, it has affected only a very small segment of the population and
until recently it has not been regarded as a serious threat to the health
and welfare of the country as a whole. Perhaps for this reason the whole
question of misuse of drugs has received little systematic attention except
from those directly concerned- .-some medical practitioners and social
workers, the Customs Department, the Police, and the Department of
Health. The Committee was therefore not surprised to find that there
was little recorded infonnation available as to the extent of drug misuse
in New Zealand outside of occasional references in departmental reports,
some medical and other professional journals, and in the statistical returns
required for specific purposes such as returns to the United Nations Drug
Supervisory Body.
This is not to say that there is not a considerable amount of information germane to the problem of drug abuse and drug dependency contained in more recent health statistics of hospital admissions and
diagnoses, and in the information that is recorded in the course of the
administration of pharmaceutical benefits. Nevertheless, the type of
information that the Committee was seeking could not be readily
obtained from any single source, and its collection usually required considerable time and effort. This has prompted the Committee to initiate
several studies essential for its own work which, it hopes, may stimulate
the further research that will be required before some of the questions
concerning the misuse of drugs in New Zealand can be more fully
elucidated.
1.7 Quite early in the course of its inquiry the Committee recognised
the necessity of directing considerable attention to the broad sociological
background to the upsurge of interest and involvement in drug abuse,
a field that has received much less attention in New Zealand than the
medical, legal, penal, and pharmacological aspects of the problem.
In the view of the Committee there was an urgent need to produce an
initial survey of the field of drug dependency and drug abuse in New
Zealand and to concentrate its attention on those aspects of the current
problems that appear to require a more immediate or urgent treatment,
leaving other aspects for the second or subsequent reports.
1.8 Several of the 16 sections of this report deal with matters
which do not call for any specific recommendation or expression of the
Committee's views. In the majority of the sections, however, there are
quite clearly matters upon which the views of the Committee on the
evidence it has been considering should be clearly and unequivocally
expressed. The Committee has endeavoured to meet this obligation and
has made specific recommendations when the evidence pointed
to a need for action other than that which may currently be the practice.
In a number of instances, where the Committee may be dependent upon
the outcome of surveys it has itself initiated, it has deferred the making
of a specific recommendation until such time as it can evaluate the full
evidence. Of necessity some of the suggestions put forward are of an
interim nature. Others will have to await the outcome of further studies
and research to which reference is made in the report.
1.9 The final section of the report summarises a number of the more
important aspects of the problem of drug dependency and drug abuse on
which the Committee feels attention should be focused.
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1.10 The Committee is aware that the publication of its first report
marks no more than the completion of the first stage of its work. It hopes
that the report will stimulate the thoughtful public discussion and
private consideration which will be the essential prerequisite for any
effective attack on the problem of drug dependency and drug abuse in
New Zealand.
2. VOCABULARY AND TERMINOLOGY
2.1 The Committee found, in its earlier meetings, an urgent need
to ensure that its members understood a number of commonly used
terms in a uniform and precise manner. Many words commonly used
in the vocabulary of drug dependency, drug abuse, and licit and illicit
usage of medicinal preparations have widely different meanings in both
technical and popular usage. This applies particularly to such widely
used words as "drug", "addiction" and "dependence".
2.2 It is therefore necessary to define a number of terms in the
sense in which they will be used in this report.
2.3 The term drug is legally defined in New Zealand by the Food
and Drug Act 1969. The full definition is given in appendix VII. It
clearly indicates that a drug is a "medicine"—in other words, any
substance used to cure, alleviate, diagnose, or prevent disease. This is
to be contrasted with the popular use of "drug" to mean an agent with
a powerful and possibly sinister action on the brain.
2.4.1 Drug abuse can be taken in this report to mean the misuse
of drugs outside accepted medical practice, with the connotation of
serious harm to the individual and to society. The drugs which may be
involved in drug abuse are those that induce drug dependence which
is defined below, and other substances which may be taken only
occasionally by thrill seekers. The drug abuser engages in self-medication
for reasons other than the sake of his health: the motive for his drug
taking is to be found in the pleasurable or thrilling sensations which
he hopes it will provide, or the unpleasant situation he hopes he may
avoid.
2.4.2 Drug misuse as used in this report is largely synonymous with
drug abuse as defined above, but with the connotation of a degree of
harm which may be less serious to the individual, but which may not
be less serious to the individual's associates, for example, to the "spree"
or occasional drug misusers, particularly in situations in which there is
some danger of imitation or even more active initiation.
2.5 Drug dependence is (to use the wording of a World Health
Organisation Technical Committee):
A state, psychic and sometimes also physical, resulting from the
interaction between a living organism and a drug, characterised by
behavioural and other responses that always include a compulsion
to take the drug on a continuous or periodic basis in order to experience its psychic effects, and sometimes to avoid the discomfort of its
absence. Tolerance may or may not be present. A person may be
dependent on more than one drug.
This definition carries no connotation in regard to degree of risk to
public health or need for a particular type of control. Drug dependence
is a general term selected for its applicability to various types of drug
abuse. It takes account of the fact that drug dependence will vary
11

with the agent involved. Drug dependence always involves some degree
of psychic dependence. As stated by World Health Organisation expert
Committees:
"Individuals may become dependent upon a wide variety of chemical
substances covering the whole range of pharmacodynamic effects
from stimulation to depression. All these drugs have at least one effect
in common. They are capable of creating a state of mind in certain
individuals which is termed psychic dependence. This is a psychic
drive which requires periodic or chronic administration of the drug
for pleasure or to avoid discomfort. Indeed, it is the most powerful
of all the factors involved in chronic intoxication with psycho-tropic
drugs. With certain types of drugs it may be the only factor involved,
even in the most intense type of craving and perpetuation of
compulsive abuse."
2.6 Some drugs may also induce physical dependence, an adaptive
state characterised by intense physical disturbances when administration
of the drug is suspended or its effect is counteracted by a specific
antagonist. These disturbances, the withdrawal or abstinence syndrome,
display a specific spectrum of symptoms and signs of psychological and
physical nature characteristic of each drug type. This condition may be
relieved either by readministration of the drug or by another drug of
similar pharmacological action within the same generic type. No overt
manifestation of physical dependence is evident if an adequate dosage
is maintained. In certain types of drug dependence, notably in the case
of morphine-like substances, physical dependence is a powerful factor
in reinforcing psychic dependence. Contrary to popular belief, simple
physical dependence can be 'treated more readily and with more certain
success than psychological dependence.
Psychic dependence is commonly referred to as psychological
dependence and this latter term will be used in this report.
2.7 "Drug Addiction" is a term which unfortunately has acquired
widely differing meanings. It is used popularly, it has a technical
medical meaning, and it also has a legal meaning. In the minds of a
substantial majority of the community the term "addiction" has come
to be equated with physical dependence 'to the complete exclusion of any
consideration of the very important and more widespread factors of
psychological dependence. This extremely over-simplified equation of
"addiction" with physical dependence is the source of a great deal of
misleading and potentially harmful attitudes to certain aspects of the
already complex problem of drug dependence and drug abuse.
2.8 A state of addiction is literally one in which the victim is "at
the call" of a master. A slave in ancient Rome was ad dictum (in other
words "at the call" of his master). "Addiction" was an excellent term
for describing dependence on morphine-like drugs. "Addiction" to these
drugs has both medical and socio-legal aspects and both of these are
reflected in the following well-known definition:
"Drug addiction is a state of periodic or chronic intoxication,
detrimental to the individual and to society, produced by the
repeated administration of a drug; its characteristics are a compulsion
to continue to take the drug and to increase the dose, with the
development of psychic and sometimes physical dependence on the
drug, so that the development of means to continue the administration
of the drug becomes an important motive in the addict's existence."
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This definition reflects both medical and legal viewpoints. Whereas a
medical expert's attention is focused on the biological phenomena of
drug addiction, such persons as legislators and magistrates must be concerned chiefly with its moral and social consequences.
2.9 The need for both viewpoints has led to the adoption of the
terms drug dependence and drug abuse for dealing respectively with the
predominaxtly medical and socio-legal aspects of drug addiction. For
these reasons organisations such as the WHO Expert Committee and
other responsible groups with knowledge and experience of the problem
now avoid the term addiction as far as possible.
2.10 In this report the term "drug addiction" is confined to the
legal sense in which it is used in the Alcoholism and Drug Addiction
Act. In all other contexts the phenomena will be referred to in terms of
drug dependence and drug abuse.
2.11.1 Drugs which can be abused. The drugs which are most commonly abused can be classified under four headings. These are:
2.11.2 Central depressants are drugs which have an unselective
depressant action on the brain and other parts of the central nervous
system. They include barbiturates land other drugs used in sleeping tablets
or capsules, alcohol, and anaesthetic agents. The sniffing of volatile
chemicals in modern glues and petrol falls into this grouping.
2.11.3 Central stimulants are drugs which, by exerting a stimulant
action on parts of the brain, temporarily dispel feelings of fatigue,
hunger, or anxiety and produce elation, over-excitement, and euphoria.
Some may produce a hazardous increase in blood pressure, for example,
amphetamines and cocaine. Other drugs in this group include methedrmne, Ritalin and dextroamphetamine. All are available in tablet form.
2.11.4 Hallucinogens are substances which produce a state involving
auditory, visual, and possibly other sensory hallucinations such as may
occur in psychotic mental disorders. These substances are popularly
referred to as psychedelics or "mind expanders". The subjective sensation of mind expansion arises from the vast range of distortions of
perception of time, space, colour, and sound which these drugs induce.
As with certain other experiences, the dictum of Thomas Aquinas
applies, "whatever is received is received according to the nature of the
recipienit". The hallucinogens do not raise the level of intellectual functioning, and their consistent use may be followed by a considerable drop
in performance. With effective discontinuance of use of hallucinogens
previous potentials of attainment may be regained. Drugs in this category
include cannabis (marijuana), lysergic acid diethylamide (LSD),
psilohcybin, and mescaline.
2.11.5 Opium derivatives and synthetic drugs with similar properties
(O.D.S.). This category includes opium, its derivatives, such as

morphine and heroin, and synthetics (see "opioids") with similar
properties. All O.D.S. can produce or maintain in varying degree drug
dependence of the morphine type.
2.12.1 Definition of some important technical terms used in this
report and brief reference to certain of the substances commonly
involved in drug abuse and drug dependence follow:
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2.12.2 An analgesic is a drug which reduces or removes sensibility
to pain Common examples include various popular compounds containing aspirin. The stronger analgesics required to relieve severe pain
are nearly all opium derivatives or synthetics with similar, properties.
2.12.3 "Dangerous drug" is the term currently used in the United
Kingdom and previously in New Zealand to refer to narcotics (2.12.8).
Wherever used in this report it has the literal meaning of a drug which
can be dangerous.
2.12.4 Drug tolerance is the phenomenon of a diminishing - effect
obtained in response to a fixed dose of the drug. It follows that consistent users can withstand abnormally large doses. Tolerance is seen to a
striking extent with drugs , of the morphine type, less consistently with
most other commonly abused drugs, and not usually with 'cocaine and
the hallucinogens. Tolerance can be gradually built up to certain
mineral poisons, such as arsenic.
2.12.5 Euphoria is a feeling of well-being or elation beyond that
expected from the circumstances or resulting from good health.
2.12.6 Heroin is an alkaloid found in very small traces in opium but
usually prepared from morphine.
2.12.7 Morphine is the principal alkaloid of opium.
2.12.8 Narcotics. As used popularly the term refers to any substance
which produces sleep or stupor, without necessarily relieving pain to
any significant degree. The term narcotic, however, has a precise
statutory meaning in New Zealand, narcotics being legally those drugs
declared to be narcotics by the Narcotics Act 1965 and its amendments.
Narcotics as legally defined include opium, morphine and its derivatives,
the synthetic morphine-like drugs ("opioids"), cocaine, cannabis,
lysergide ("LSD"), peyotl, and mescaline. These are all drugs liable
to be abused. In this report the term narcotic will be used only in its
legal sense.
2.12.9 Opioids are synthetic drugs with pharmacological properties
like those of morphine, including the property Of giving rise to drug
dependency. They include pethidine, levorphanol, methadone, and,
pholcodine.
2.12.10 Opium is the juice exuded on puncturing the unripe seed
capsule of the plant Papaver somni/erum. Preparations of opium are
included in this term.
2.12.11 Pill. In popular usage the term "pill" means any small, more
or less solid preparation of a drug which is swallowed. By including
capsules and the most common fOrm of oral preparation, the coated or
uncoated compressed tablet, it differs markedly from the meaning in
pharmaceutics. For the purpo'ses'-of
of this repbxt the term "tablet' will
be used to include capsules and 'pills.
2.12.12 Prescription poisons are drugs which may be legally supplied
and used only according to a doctor's prescription. They include the
amphetamines, barbiturates, and other 'central depressants, and many
drugs .which are unlikely to be abused.,
.2.12.13 Psychoactive- descHbes any substance. -whlth affects the
Central Nervous System (C.N.S.) lin. either a desired or'Undesired
manner. These substances particularly affect mental activity.
2.'12.14 Psychotropic describes any substance .which affectsc.-'the
C.N.S. in a desired manner, with particular effect on mental activity..
I4

Following increasing common usage, this term is used in the title of a
draft international protocol intended to introduce systems of distribution control on non-narcotic drugs with abuse or dependency-producing
potential.
2.12.15 Psychedelic. A term coined by an enthusiast for medically
unsupervised use of powerful hallucinogens to describe their supposedly
"mind expanding" qualities. It has no precise meaning or use in a technical sense. Popularly, it has become to mean many different things to
many different persons and advertisers.
2.12.16 Drug offence means an offence against the provisions of the
Narcotics Act 1965 and the Poisons Act 1960 and amendments.
3. DRUGS AND THE LAW IN NEW ZEALAND

3.1 Legislation to control the import and distribution of drugs has,
in New Zealand, sometimes anticipated misuse, but has more often
followed the recognition of abuses.
3.2 The first recorded legislation is the Sale of Poisons Act 1866
which laid down the conditions of sale of a number of poisons which
had been misused, including laudanum (tincture of opium). This Act was
replaced by the Sale of Poisons Act 1871 which required vendors to be
registered, extended the list of poisons and provided for 'this list to be
extended by Order in Council, and required detailed records of every
sale of "First Schedule" poisons, which included 'laud'anum and opium.
An amendment of 1900 gave recognition to the isolation and availability
of alkaloids and to the appearance of proprietary medicine mixtures by
adding to the schedule "Every compound. . . wherein the 'active principle of such poison is retained." The Customs Law Consolidation Act
1882 required opium to be imported in quantities of not 'less than 45
pounds, in ships of not less than 40 tons, and only through approved
ports of entry. One purpose was to protect the revenue; another to restrict
import and distribution to the persons registered under the Sale of
Poisons Act.
3.3 An increasing official awareness of the habit of smoking opium,
principally on the South Island goldfields and in Wellington, led to the
Opium Prohibition Act 1901. When introducing the measure Mr R. J.
Seddon (reported in Hansard) stated that the measure was estimated to
effect a reduction of Customs revenue by an amount between £8,000
and £9,000 per annum. The intention of the measure was to prevent the
smoking of opium by Chines; and its spread to others, especially "perSons of the opposite sex". This Act, which with amendments was
consolidated as the Opium Act 1908, required Customs permits for
each import and each export, and the keeping of records of all
quantities which any person bought or sold in a ledger retained for that
purpose. it prohibited opium in any form suitable for smoking, prohibited
the smoking of opium, and authorised any constable to enter and search
premises occupied by Chinese without a warrant if he had any reasonable
cause to suspect that opium smoking was going on or was permitted or
abetted in that 'house or in those premises. A search warrant was required
for premises not occupied by Chinese. Opium and opium smoking appliances could be seized. Other control's remained under the Sale of Poisons
Act.
15

3.4 Meanwhile, growing concern over the misuse of opium was
expressed at the international level in the setting up of an Opium
Commission, which met at Shanghai in 1909, and in the making of an
international treaty, the first Opium Convention, at the Hague in 1912.
New Zealand 'acceded to this convention under the Treaties of the
Peace Act 1919 and implemented it in regulations issued in 1921
and 1922, under the Opium Act 1908. These regulations progressively
extended internal control by requiring precise accounting and extended
the range of drugs controlled to include the alkaloids of opium
(morphine, heroin, and codeine), further opium preparations, cocaine,
and ecgonine.
3.5 Without international control, however, national measures alone
proved 'ineffective in preventing unrecorded drugs moving between
countries in commerce from being diverted to illicit markets. Gradually
a system of international control was worked out through successive
international agreements and conventions made in 1925, 1931, 1936, 1946,
1948, and 1953. These included cannabis, brought in new drugs with
abuse potential of the morphine and cocaine type as they were developed,
and restricted, though they did not eliminate, the abuse of and
dependence on these drugs. In New Zealand, these developments were
given effect in the Dangerous Drugs Act 1927 and the regulations
promulgated under the latter in 1928 and 1933 and consolidated in
1951. In 1961, all previous international agreements were summed up
and replaced by the Single Convention on Narcotic Drugs. In New
Zealand, its provisions were embodied in the Narcotics Act 1965, which
replaced the Dangerous Drugs' Act 1927. (See also 3.12 to 3.19.)
3.6 These provisions relating to narcotics do not deal in any way
with other groups of drugs which have a potential for abuse and have
been abused. Of particular concern to the Committee are the central
depressants and central stimulants (sections 11 and 12). Many new
drugs in these classes have been produced over the past 30 years;
and for the most part in New Zealand these have been promptly included
in the prescription poison class by regulation. This was first done in
New Zealand in the Poisons (General) Regulations 1937 and has been
continued in the current Poisons Regulations 1964. The provisions here
are for some limitation of the channels of distribution, and generally
for the restriction of legal supply to users on the decision and discretion
of registered medical practitioners.
3.7 Control of prescription poisons des not include quantitative
accounting such 'as is required for narcotics. Leakage to illidit distribution have been shown to be substantial in some countries and significant even in New Zealand. There has been theft and misappropriation
from our warehouses, and sale from pharmacies without prescription, as
well as the sale 'and giving away of the drugs by people who obtained
them on prescription for their own use. The International Narcotics
oti Board, the World Health Assembly, 'and other international
Ctrol
bodies, have, of recent years, given close study to the 'need for extending
similar conditions of quantitative accounting as iapply to narcotics to
certain psychotropic substances. Draft protocol's have been prepared and
a special meeting of the Narcotics Commission to complete these will
meet in Geneva early in 1970. Internal quantitative 'accounting is
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already operating in a number of countries (U.S.A., Canada, and others).
Experience with narcotics has demonstrated that this is of limited
effect unless there is similar internal control in most countries, and
certainly in neighbouring countries. A system of quantitative control
and specific import/export licensing between all countries which are
significant producers or users is needed.
3.8 A further area in which there is some legislation related to drug
abuse is that of advertising and promotion. The sellers and promoters of
drugs range from those with no knowledge of or concern with what
they are vending to those with a detailed appreciation of the difficulties of
diagnosing ill health, a growing knowledge of what particular drugs are
capable of doing, an awareness of their limitations, dangers and contraindications, and ia restraint and humility which comes from continuous
learning. It is not surprising that there is in consequence wide variation
in the standards of advertising and in the dissemination of information,
generally creating an impression of over confidence in .the effectiveness
of drugs and insufficient recognition of 'their hazards. This has led in
turn to legislation specifying what must 'appear on labels and in 'advertisements and prohibiting or limiting the publication of certain claims.
3.9 In New Zealand provisions requiring the disclosure of the
composition of remedies made in 1904 regulations under the Health
Act 1900 were strenuously opposed by commercial interests. The
early revocation of these regulations almost nullified the potential
regarding drug control of the Quackery Prevention Act 1908. It was not
until the Poisons (General) Regulations 1937, and the Medical Advertisements'Act 1942 and its regulations of 1943, that there were limited
requirements for obligatory disclosure of 'information on composition
of medicines, further expanded by the Food and Drug Regulations 1946.
Prohibitions of certain claims were imposed by the Medical Advertisements Act and its regulations, and, in a slightly different area, further
minor dislosures required and clans prohibited by the Poisons Act
1960 'and the Poisons Regulations 1964.
3.10 The exuberance and optimism of advertising in 'all its forms,
including press 'articles arising from the public relations activities of
drug manufacturers, has its reflection in a common attitude that drugs
are not only acceptable but desirable, in patients' demands on medical
practitioners, 'and lin a lack of critical appraisal both by the public and
by some medical practitioners of the appropriateness of using a particular
drug or of drugs generally.
3.11 The provisions of the Medical Advertisements Act will, in
April 1970, be replaced by parts of the Food 'and Drug Act 1969 which
also requires advertisements to be more informative, factual, and
balanced. Similar requirements are being progressively introduced in
many other countries.
3.12 The Narcotics Act 1965 and the Narcotics Regulations 1966
and amendments, give expression to New Zealand's treaty obligations
as a signatory to the Single Convention on Narcotic Drugs 1961. The
preamble to the Single Convention summarises its purpose and objective:
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"The Parties,

Concerned with the health and welfare of mankind,
Recognising 'that the medical use of narcotic drugs continues to be

tsidispenable for the relief of pain and suffering and that 'adequate
provision must be made to 'ensure the availability of narcotic drugs
for such purposes,
Recognising that addiction to narcotic drugs constitutes a serious
'evil for the inâMdual and 'is fraught with social and economic
danger Ito mankind,
Conscious of 'their duty to prevent and combat this evil,
Considering that effective measures against abuse of narcotic drugs
require co-ordinated and universal action,
Understanding that such universal 'action calls for international
co-operation guided by the same principles and aimed at common
objectives,
Acknowledging the competence of the United Nations in the field
of narcotics control and desirous that the international organs
concerned should be within the framework of that Organisation,
Desiring to conclude a generally acceptable international convention
replacing existing treaties on narcotic drugs, limiting such drugs
to medical and scientific use, and providing for continuous international co-operation and control for the achievement of such aims
and objectives,
Hereby agree as follows:"
Article 4 of the Single Convention states:
"The parties shall take such legislative and administrative measures
as may be necessary:
(a) to give effect to and carry out the provisions of this convention
within their own territories;
(b) co-operate with other States in the execution of this convention;
and
(c) subject to the provisions of this Convention, to limit exclusively
to medical and scientific purposes the production, manufacture,
export, import, distribution of, use, and possession of drugs."
3.13 The drugs listed in the First Schedule to the Narcotics Act 1965
are the drugs legally and administratively classed as narcotics in New
Zealand. (See 2.12.8.) All o'f them have the capacity to produce
serious psychological dependence but they are not all narcotics as a
pharmacologist would classify these drugs.
3.14 The distinction between a pharmacologist's classification of
narcotics and what are legally narcotics in this country has tended to
introduce confusion into the subject, when narcotics control is discussed
or debated. The legal definition of narcotics takes into consideration not
only the technical pharmacological effects of a drug but also the effects
on the individual as a person and the social effects of its misuse.
3.15 Any of the legally defined narcotics can produce at least the
first three of the five characteristics of the following profile of drugs
of abuse:
(a) Psychological dependence.
(b) Harm to the individuaL
(c) Harm to society.
(d) Physical dependence.
(e) Tolerance.
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For example, cocaine and cannabis can produce the first three characteristics of the profile, while heroin, morphine, and opium can produce
all five.
3.16 Broadly speaking, New Zealand narcotic law is comparable
with that of the domestic law of those States who subscribe to the Single
Convention on Narcotic Drugs 1961, at present 74, including every
major country except mainland China. It does differ, however, from
some other countries in that trafficking (selling illicitly) is 'a different
offence from illicit possession and use. The Narcotics Act 1965 draws
an important distinction between "dealing in narcotics" (section 5), and
"being in possession of narcotics" and "using narcotics" (section 6).
In this, New Zealand legislation closely anticipated and put into effect
the principal recommendation of the Wootton Report. The penalty for
illegal possession and 'illegal use on conviction is up ito 3 months'
imprisonment or up to $400 or both. Under section 5 conviction for
trafficking can lead to a maximum of 14 years' imprisonment. The New
Zealand law thus clearly differentiates between the offender who abuses
narcotics himself and the offender who promotes the illegal use of
narcotics by others. The difference in the penalties is a measure of the
legislature's view of the social consequences of each kind of offence.
3.17 Drugs liable to abuse which are not defined as narcotics under
the Narcotics Act are controlled in New Zealand under the Poisons
Act 1960, the Poisons Regulations 1964 and its amendments. Important
examples of these drugs are the amphetamine group, the barbiturate
series, and the wide range of drugs commonly known as tranquillisers.
3.18 Legally these kinds of drugs are classed as prescription poisons,
and generally speaking possession of them, so far as the citizen is concerned, depends on obtaining a prescription from a registered medical
practitioner. Such a prescription can only be dispensed at pharmacies
registered under the Pharmacy Act 1939.
3.19 In keeping with the principle that legal control should not
deny the proper medical use of drugs, the law, so far as Ithe citizen is
concerned, enables both narcotics and prescription poisons to be obtained
on medical prescriptions. Thus in New Zealand the normal channels
for the distribution of important drugs liable to abuse are:
(a) Registered medical practitioners, who determine the need for the
drug, advise on its proper use, decide the quantities of the drug to
be given to the patients, and prescribe accordingly. It is assumed
that the registered medical practitioner will keep himself informed
as to the patient's response to the drugs prescribed. Parallel
responsibilities devolve on dentists and veterinary surgeons.
(b) Registered pharmacists, who dispense the drugs according to the
requirements of the law and act as a further check against
error.
Professional responsibility and ethics iare an important and indeed the
ultimate control regarding legal and proper possession and use of
dependency producing drugs in this country.
3.20.1 To meet the special needs of persons who require treatment
for firmly established dependence on alcohol or drugs and are unwilling
or unsuitable for informal procedures of admission to public or psychiatric
l9,

hospitals, the Alcoholism and Drug Addiction Act 1966 provides for the
compulsory treatment of "drug addicts" in designated institutions in the
following circumstances:
(1) A voluntary application to a Magistrate by the "addict" seeking
treatment. The Magistrate may, and not infrequently does, call
medical evidence.
(2) A committal order made by a Magistrate on the application of
a relative or other responsible person. Before making •a committal order a Magistrate must have two medical certificates in
the proper form.
In either case an order can be made committing the "addict" to an
appropriate institution. Before making the order the Magistrate must
satisfy himself that the Superintendent of the institution is prepared to
accept the patient for treatment. Six institutions are designated to receive
persons under the provisions of the Alcoholism and Drug Addiction
Act. Though the order remains in force for 2 years, this is to provide a
limit within which surveillance can be exercised rather than a fixed term
of treatment. The Medical Superintendent of the institution may grant
the patient leave at any time during the currency of the order. Specific
conditions of leave may be set and the leave may be revoked if the
conditions are not met.
3.20.2 Provision is made in section 23 of the Act for appeal against
the decision of 'a Magistrate making an order for detention and treatment. A further provision for appeal to the Supreme Court is made in
section 18 in the case of refusal of a request by the patient for discharge
after 6 months.
3.21 In its initial circular letter to medical practitioners on the
operation of this Act, the Department of Health advised that so far
as drug dependants committed under the provisions of the Act were
concerned, Oakley Hospital was initially to be the designated institution
of choice. There are obvious advantages in one centre specialising in the
treatment of a very special group of "drug addicts", for many of whom
success in treatment demands a measure of security from illicit supply
of favoured drugs. Oakley Hospital was selected to prepare special
security accommodation for the needs of this group. At that time Auckland was expected to be the main centre from which the great majority
of cases would come initially.
3.22 In practice the policy has been flexible. If the medical superintendent of any one of the other five hospitals (Kingseat, Tokanui,
Porirua, Sunnyside, and Seacliff) designated as proper to accept a
person committed on account of drugs under the Alcoholism and Drug
Addiction Act decides his hospital can competently and successfully
deal with the problems involved in any particular case, no order for
transfer to Oakley Hospital need be made.
3.23 it is necessary to emphasise that these considerations apply
only to persons formally committed under the Alcoholism and Drug
Addiction Act, i.e., the group for whom some legal sanctions may be
necessary. This group may be expected to contain a significant proportion of cases not positively motivated towards freeing themselves from
dependence and who therefore require the added protection of some
security to ensure their retention in a suitable treatment situation for the
necessary length of time.
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3.24 As with alcohol, drug misusers, even those with severe dependence, who wish to receive treatment in a psychiatric 'hospital and who
are considered by the medical superintendent to be suitaible for and
likely to benefit from admission to his hospital may still be admitted
under the voluntary provisions of the present Mental Health Act. Many
indeed avail themselves of this freedom of choice.
3.25 Experience, however, has taught that not a few of the less
well motivated take undue advantage of the very large measure of
freedom which characterises the regime of the voluntary patient in New
Zealand psychiatric hospitals or in psychiatric wards of public hospitals.
Indeed it seems that some hospitals may well err on the side of credulity
in the degree of freedom of movement accorded drug dependants in the
early phases of their treatment. The Committee has had some clear,
and disturbing, evidence on this point.
3.26 It should also be noted that Queen Mary Hospital, Hamner,
though not an institution in terms of the Alcoholism and Drug Addicition
Act, nor a public institution in terms of the Mental Health Act, has, for
many years, admitted and successfully treated a considerable number
of patients with moderately •severe alcohol and drug dependence
problems.
4. HISTORY OF DRUG USE AND MISUSE
4.1 There is sufficient information to recognise that in New Zealand
for almost as long as there has been European settlement there has been
some use of drugs to the point of dependence and abuse. Until the
discovery of gold, misuse was principally confined to opium preparations,
containers for Which can be seen in the medicine cabinets in our early
settlers' museums. Miners from California created a market for
American nostrums containing morphine and cocaine, the use of which
spread widely in the community. Chinese brought the opium smoking
habit with some, but perhaps limited, spread among Europeans.
4.2 Dependence on morphine, heroin, and cocaine and the earliest of
the barbiturates was recognised early in this century, particularly
amongst those associated with medicine and, in the case of barbiturates,
those associated with travelling concert and stage companies. There is no
record of the number of people who may have been involved before
the Dangerous Drugs Act 1927 and (in case of barbiturates) the Poisons
(General) Regulations 1937 became effective. For a period thereafter
the numbers were contained, but reduced only by the passage of time.
4.3 After the Social Security (Pharmaceutical Benefits) Regulations
1941 had operated for some years, it was observed that the prescribing
of some drugs had increased significantly, and that the demands from
patients for continuing use of them was insistent. Investigations gave
indications of patient dependence arising out of therapeutic use. Total
heroin consumption for the country increased two to three fold and New
Zealand was "named" by the predecessor of the International Narcotics
Control Board as one of the world's highest per capita users of this drug
along with Finland and Italy. Efforts were made to limit prescribing of
heroin from 1949 and in 1955 it was virtually eliminated except in
hospital practice. In the process about 50 people were recognised as
having some heroin dependence from therapeutic use and were suitably
treated. A survey of barbiturates carried out in selected areas in 1956
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showed that, from the amount used in 1941, consumption was 8 times
as great in 1945, 35 times as great in 1950, and 38 times in 1955. By
1969 the figure had fallen to 22.
4.4 Statistics on the total legitimate consumption of narcotics in the
countfy are well kept as part of the figures required by the Permanent
Central Narcotics Board-and its predecessors. Some approximate information on drugs costly to the Social Security Fund as pharmaceutical benefits is also available. The Committee welcomes the prospect of electronic
processing in the pricing of prescriptions and recommends that provision
be made foradditional recording and extraction of information, on
narcotics and other drugs liable to cause dependence or to be abused.
So far as such statistics are at present available, it is conspicuous that
the prescribing of one drug does not decrease, or decreases only to a
limited extent, when another drug having similar and often superior
therapeutic effect is introduced. This is shown in appendix XI, tables 1
and 2, compiled from the returns forwarded annually to the Permanent
Central Narcotics Board. It has been further shown from partial tables
prepared from prescriptions for which payment is claimed through
pricing offices for pharmaceutical benefits that there is a similar pattern
of new drugs being used additional to, and not in substitution for, other
drugs which might have been expected to be displaced. Tranquillisers
have not significantly replaced barbiturates; codeine and pethidine have
not even partly replaced morphine; pholcodine has had no effect on
codeine consumption.
4.5 The introduction of new drugs has been frequently accompanied
by promotional material which is Over optimistic on the absence of
adverse effects. For instance, despite the lesson from heroin 50 years
earlier,in the mid 1940s pethidine was -claimed by the marketers as
having "no known addiction producing potential". Yet within months
of its first use in New Zealand dependent persons, mostly nurses, came
to attention. Again from the statistics and reports prepared for submission to the United Nations of those persons known to be dependent
from therapeutic use of narcotics, over 60 percent are dependent on
drugs introduced into medicine since 1944. The worst record, in relation
to the quantity used, is held by levorphanol.
4.6 Cannabis has no purpose in medicine. It was removed from the
British Pharmacopoeia in 1932. (Prior to that it had limited use in
complex mixtures with morphine, chloroform, and often other drugs
where any possible effect would be obscured by other ingredients, and
what has been described, as "an expensive colouring of corn paints",
ceased
uses -which
- in - 1955'. Non . medical use by smoking was first
reported in New Zealand in the 1940s having been introduced by
American servicemen and seamen. These reports were for some time
isolated and exceptional. In the 1950s there was sufficient increase,
particularly amongst some musical groups, to arouse concern.
4.7 A separate phenomenon was observed in the Hastings/Napier
area in the late 1940s and early 1950s. Illicit use of illicitly obtained
opium and cannabis by a small group of Europeans was found, and
there was an increase in - procuring injectable forms of opioids by
"conning" doctors. Identification of the offenders was piecemeal and
slow, but eventually it became apparent that there was a coterie of
drug abusers who were' infecting , .others Later they -scattered, but
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members of the group and their associates are still identifiable as
amongst the hard core drug dependants and as the originators of the
practice of administering opium by injection.
4.8 From the 1950s, both the official publications of the U.N.
and the daily press have reported an increase in "drug addiction" in
North America, and development of widespread abuse of newer
synthetic drugs in economically developed countries. Particularly there
has been the abuse of amphetamines in Japan; cannabis, barbiturates,
and amphetamines in U.S.A.; barbiturates and amphetamines (used by
the "Mods" and "Rockers") in England; and tranquillisers and injectable amphetamines in Sweden and in England. The common features
were that the drug abuse habit increased quite rapidly and that it was
adopted by persons in progressively lower age groups.
4.9 The Committee has examined the reports of the United Kingdom
Interdepartmental Committee on Drug Addiction ("the Brain Committee"), and notes that in its report of 29 November 1960 it regarded
theproblem as small and recommended little departure from the
existing permissiveness of prescribing by any medical practitioner. This
view proved to be unduly optimistic, for almost immediately there was
an upsurge of drug dependence from therapeutic use, diversion of drugs
licitly but unwisely prescribed to illicit use, and extensive abuse of a
widening range of drugs. In its second report of 31 July 1965 it noted
that "Dependence on drugs is not a static, but a changing problem. We
think that it should be under constant observation. . ." It recommended
prompt and effective action to contain a number of problems which had
become a matter for very serious concern.
4.10 This Committee is impressed by the rapidity with which the
position can change for the worse. While it does not regard the present
situation in New Zealand as out of hand, it refrains from taking any
unduly complacent view of the future.
5. DRUG DEPENDENCY AND DRUG ABUSE IN NEW ZEALAND IN THE 1960s
5.1 Accurate information on this subject is difficult to assemble and
coverage can never be complete. To gain as much detail as possible,
the Committee studied the statistics available, received reports from
police officers and hospital staff, and heard a wide range of witnesses,
including 23 who were or had been drug abusers. In addition, the
Committee prepared a standard interviewing schedule (a guide to
topics to be covered rather than a questionnaire) and arranged for it to
be administered to persons involved in drug abuse over a period of a
year beginning 1 October 1968. The 40 schedules which were completed
by the end of April 1969 were analysed by a Committee member aided
by the research officers of the Department of Health. Eight of those for
whom schedules were completed also testified before the Committee or
spoke to some of its members.
5.2 Since this section draws extensively on material from the
schedules, it is necessary to explain in more detail how it was obtained.
Because the total number and identity of drug abusers was not known,
it was not possible to take a sample in the technical sense used by social
scientists. Originally it was planned to seek interviews with all drug
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abusers who came to official notice in court or hospital over a specified
period. This aim was not achieved, because of refusals on the part of
Some approached and limitations in the time and personnel available
for interviewing. At the time of interview, 14 of the subjects were in
custody 'before or after sentence mostly for drug offences; 14 were in
hospital; 6 were on bail and 4 on probation; and 2 were free agents.
The interviewing was carried out by authorised interviewers with training and experience: by 13 police officers who between them interviewed
25 subjects in 5 cities, 3 hospital psychologists (14 subjects in 1 'hospital),
and 1 Committee member (2 subjects). Subjects were assured that cooperation was entirely voluntary and that all interview material would
be treated as confidential. (Completed schedules are kept under strict
security conditions 'and are available only for the purposes of this Committee's work.) The circumstances of the interviews might have been
expected to have an inhibiting effect, especially on those interviewed in
custody. Undoubtedly some information of an incriminating or highly
personal kind was withheld, but the quantity and quality of the responses contained in the schedules indicate that relations between interviewers and subjects were at the least satisfactory and often very good.
Having agreed to the interview, many subjects were both articulate and
frank.
5.3 The Committee is well 'aware that the 40 schedules are not an
adequate basis for making generalisations about New Zealand drug
abusers as a whole. The number of subjects is too small and not sufficiently representative; the information obtained is entirely subjective,
that is, as reported by the subjects and not checked against independent
evidence or any 'control group. Nevertheless, provided its limitations
are recognised, the Committee 'believes that analysis of the schedules
has sufficient value to be reported here, providing a useful cross-check
on information from other sources, insights into the background and
problems of a significant number of drug Abusers, and a number of
hypotheses worth testing.
5.4 The size of the problem. In the nature of the case it is impossible
to gain any accurate measure either of the number of persons who are
dependent on drugs or of those who 'are involved in drug abuse. Three
sets of statitics are available on a national 'basis. They deal with limited
and sometimes overlapping categories, and they vary in the extent to
which they distinguish dependence from abuse.
5.5 First there are the statistics supplied by the Police Department
on persons charged in the courts with drug offences under the Narcotics
and Poisons Acts. These deal only with drug abuse and do not
distinguish between offenders who are dependent on drugs and those
who are not. From 1955 to 1963, the number of persons charged
with drug offences did not rise above 40 a year. Most were Chinese
involved in opium smoking; rarely more than 3 were either non-Chinese
or using other drugs. In 1963 the number of non-Chinese charged rose
to 10. In both 1965 and 1966 around 100 Chinese were brought before
the courts for drug offences, as She result of the formation of
special police •squads to curtail drug 'abuse and evidence that some
Chinese were supplying opium and heroin to Europeans. The last of
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the city opium dens were closed, many opium smokers went or were
sent to hospital and the rest scattered. After this, the number of Chinese
charged fell well below former levels; it was only 12 in 1968. In contrast,
the number of non-Chinese charged increased, from 10 in 1965 to 28 in
1966, 50 in 1967, and 153 in 1968; it -then dropped slightly to 53 in the
first half of 1969. This check was attributed by witnesses to a combination of three factors: increases in the security of pharmacies, the jailing
of those responsible for many of the burglaries in 1968, and the effect
of two deaths from overdose and the lengthy jail sentences imposed on
some of those involved. See appendix XI, table 3.]
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Fig. 1: Persons charged with drug offences (excluding Chinese), by year, 1956-69

5.6 Secondly there are the figures on "known addicts" prepared by
the Department of Health in compliance with the requirements of the
United Nations in Geneva (see table 2). These deal only with persons
dependent on the drugs classified as "narcotics" under the Narcotics
Act (see 2.12.8). They are assembled on the initiative of the Medical
Officer of Health in each area, who decides whether dependence is
established after examining the evidence. Among other things, these
figures make a distinction between those "addicts" who obtain and use
drugs by licit means under medical supervision and those engaged in
misuse for non-therapeutic purposes. The majority of "known addicts"
fall into the former category. Between 1959 and 1968 their number
stood in most years between 113 and 121, rising temporarily to 146 in
1964 but falling to 102 in 1967. Those "addicts" who were also misusers, on the other hand, showed an overall increase, from 5 in -1961
to 26 in 1968, and from 4 percent to 18 percent of the total.
5.7 Thirdly there are the figures supplied by the Department of
Health on persons admitted to hospital with a diagnosis of drug depen25
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dence. These make no distinction between those patients who were
using drugs under medical supervision before admission and those who
were misusers. From the year that records begin (1965), the number
of patients adniitted to hospital with a diagnosis of drug dependence
for the first time increased rapidly, from 43 in 1965 to 59 in 1966, 70
in 1967, 110 in 1968, and 90 in the first half of 1969. It did not reflect
the spectacular increase in 1968 inpersons charged with drug offences,
nor the relative decline in 1969. On the contrary, on the basis of the
first half of the year, admissions for -the whole of 1969 seemed likely to
be significantly higher than before. Readmissions involving drug dependence also increased, from 3 in 1965 to 69 in the first half of 1969, but
the pattern of increase was erratic- and probably affected by changes in
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treatment policy. Supplementary evidence from the hospitals indicates
that niisusers increased significantly during this period both in numbers
and as a proportion of the total admitted with a diagnosis of dependence.
The number of Chinese patients admitted for this cause was considerable
in 1965 and 1966 but has declined since. See appendix XI, table 5.
5.8 Little quantitative information is availaible from other sources.
Some employers and welfare agencies reported a significant increase,
since about 1965, in the number of staff members or clients with problems related to drug abuse, but no precise figures were obtained. In
the 6 months following the appointment of a full-time Director Counsellor in January 1969, the Alcoholism and Drug Addiction Centre in
Auckland has been consulted by 15 drug abusers on their own behalf and
by associates Of another 50. Few of the 65 thus identified had come to
notice in any other way. According to confidential information from the
professional bodies concerned, the number of nurses, pharmacists, and
doctors identified and dealt with for drug abuse has not increased either
in number or as a proportion of the total employed in those professions.
5.9 Taken in conjunction, the statistics and witnesses' evidence
clearly establish that the abuse of drugs other than opium has increased
substantially in New Zealand since 1964; in contrast, the incidence of
dependence arising from therapeutic use has remained at about the
same level, the misuse of drugs by members of the medical and associated
professions has shown little change, and opium smoking by the Chinese
has lost its former significance. Most of the Chinese misusers are now
over 60 'and their number diminishes with each death, since the Chinese
community has always actively discouraged its younger members from
developing the habit. Their existence having been acknowledged, the
Chinese opium smokers and those drug "addicts" whose use of drugs is
under medical control will now be largely excluded from this discussion,
and attention focused on abuse of drugs, excluding that of opium by
smoking.
5.10 For as long as records have been kept by the Department of
Health, well over 90 percent of the "known addicts" have been over
35 years of age, and women have predominated among them. Since
1964, however, the percentage under 25 has increased slightly (from
4 percent to 8 percent in 1968), and the sex ratio has been reversed.
The increase in those in the younger age groups is almost certainly
related to the increase in the number of these "known addicts" who are
abusers. For as the number of abusers has increased, their average age
has decreased. In 1965, 7 percent of those charged in the courts with
drug offences were under 20 years 'and 43 percent between 20 and 25;
in 1968 these two age groups accounted for 40 percent and 39 percent
respectively. Men have always outnumbered women among those who
appeared in court, the ratio in 1968 being 118:35. Of the 40 subjects
interviewed on behalf of the Committee (see 5.2), 60 percent were under
20 and nearly 30 percent between 20 and 25. Eighty-five percent of the
65 misusers who came to the notice of the Alcoholism and Drug
Addiction Centre between January and July 1969 (see 5.8) were between
14 and 20. The proportion under 25 years was not quite so marked in
the case of those admitted to hospital with a diagnosis of drug dependency-16 percent of first admissions were under 20 in 1968 and 25
percent between 20 and 25—but this is explained by the fact that they
included not only misusers, but many whose dependence had a therapeutic origin. [See appendix XI, tables 2, 4, 6, 7.]
I
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5.11 Excluding the Chinese opium smokers, the large majority of
drug abusers who now come to official notice in New Zealand are New
Zealand born Europeans. While a few Maoris, other Polynesians, Chinese,
and European immigrants are involved, 'their numbers are at present
small and proportionately not significantly higher than in the population.
as a whole. The 40 subjects interviewed included two Maoris, two other
Polynesians, and five European immigrants.
5.12 Drug abusers seem to be concentrated in the northern half of
the North Island and particularly in the city of Auckland. In 1968
73 percent of the total number charged for drug offences appeared in
court in the Auckland Province (which has 43 percent of the total
population), 20 percent in the southern half of the North Island (28
percent), and only 7 percent in the South Island (29 percent). Of those
admitted to hospitals with a diagnosis of drug dependence, 66 percent
were admitted to hospitals in the Auckland Province, 11 percent to
hospitals elsewhere in the North Island, and 23 percent to South Island
hospitals, two of the latter (Queen Mary Hospital, Hanmer, and
Ashburn Hall) drawing their patients from both the North and South
-Islands. [See appendix XI, table 10.]
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5.13 Patterns of abuse. When it comes to the drugs involved in abuse,
the statistics are not particularly helpful. O.D.S. drugs figured in
75 percent of the charges laid in court in 1968, but this figure was
inflated to some extent because several charges were sometimes derived
from one offence and because of the difficulties of detecting and
proving illegal possession of prescription poisons and marijuana. Furthermore, the drug named in a charge was not necessarily the main or
only drug used by the offender. In the case of first admissions to
hospital with a diagnosis of drug dependence, O.D.S. drugs were named
as the source of dependence for 20 percent, central depressants for 24
percent, and central stimulants for 9 percent in 1968, but these figures
can hardly be taken as significant when in 43 percent of all cases the
drug involved was not specified at all. [See appendix XI, table 8.]
5.14 From the evidence of many witnesses three points emerged
clearly .about patterns of drug abuse in New Zealand. Firstly, misusers
frequently use more than one drug or type of drug. Secondly, many
associate in groups which include people using not one but a variety
of drugs. Thirdly, the relative importance of different drugs at any given
time and place is closely related to availability.
5.15 Apart from some marijuana smokers, few abusers limit themselves completely to a single drug or type of drug. Those who have a
drug of preference commonly use others when it is short, or when they
want to reduce their intake or to get other effects. Many abusers,
especially the younger ones, have no strong preferences but use whatever comes their way. Between June 1966 and June 1968, 21 patients
under 20 were admitted to Oakley Hospital with a diagnosis of drug
dependence: between them they named a total of 49 drugs as contributory to their condition. Seventeen of the 40 subjects interviewed
had tried all the major types of idrugs at various times and had regularly
used 3 or 4: an opioid for thrills, amphetamines to get and keep them
going in between, barbiturates to enable them to sleep, and marijuana
to relax tensions.
5.16 Those who limit themselves to marijuana usually keep to
their own circles, and there is always the unknown number of secret
abusers. Otherwise, drug abusers in any particular town tend to form
either a single social network or a series of interlocking ones, centred
on certain addresses or key personalities and comprising individuals
with varying degrees of involvement using a variety of drugs. Members
of these related networks usually know each other at least by sight
or name, and news of pharmacy burglaries, police movements, and
drug sources, for instance, spreads fast. There is also a certain amount
of coming and going between centres, especially Auckland and Wellington, to obtain supplies and maintain contacts.
5.17 The main distinction in patterns of abuse seems to be correlated with age rather than type of drug. On the one hand, there
is a limited number of abusers over 25 who have been using drugs
for several years and who look back with some nostalgia to a period
5 years or more ago when, with some now dead or overseas, they were
almost the only people "on drugs" in the country. These older users
are most deeply involved with O.D.S. drugs, smoking marijuana or
taking amphetamines only as a stop-gap or temporary aid. They
generally prefer to use drugs in the company of a few proven friends
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but 'when short or in the mood will make use of relations with a wider
circle. They. 'are typically well informed about the properties and effects
of' the 'drugs they ue, and pn'de themselves on knowing how to -deal
with emergencies.
518 In contrast, most of the younger users, especially those under
20, display a remarkable catholicity , of taste and willingness to experiment. They commonly associate and share drugs in rather larger,
unorgánised groups, with a changeable membership. These are often
formed around two or three more experienced, but only sometimes
older, users of O.D.S. drugs, who provide a focus of attraction rather
than leadership. These younger users are characterised by a marked
lack of knowledge about drugs'.'and a cavalier disregard for their
dangers, which twice within the iast year has had fatal results.
5.19 Whatever the drugs used, in whatever company, sustained
abuse is usually associated with deterioration in cleanliness and care
both of, the person and' the environment. Elementary hygiene is almost
totally disregarded and there is rarely sufficient food in stock even for
the next meal. Those whose abuse is periodic rather than sustained may
show similar characteristics during a drug spree.
As pointed out elsewhere, (see ,9.), determination of the
presence and degree of dependence is a matter for an expert, involving
many factors besides length, of use. Despite difilcuities of assessment,
it would seem clear that only a limited number of New Zealand
,Ørug abusers' has reached an advanced stage of dependence in both
its psychological and physical aspects. The majority, especially in the
younger age groups, are irregular "spree" users, taking drugs when
they can get or want them 'and able to manage when they cannot.
They generally maintain thtat,they are not "hooked" or "addicted", and
in so far as they interpret these terms to mean "physically dependent',
this is true. But the longer they use drugs the more they come to
organise their lives around their use and the less able they become
to tolerate life without them. And "spree" users are as open as habitual
users (possibly more so, being less experienced) to the dangers of
overdosage and accidents while incapacitated.
5.2 11 There is considerable variation in New Zealand both in the
first drug used and in the pattern of subsequent use. Possibly because
it is only- intermittently available, cannabis is not the drug most often
used first. Less than a fifth of the 40 interviewed began by smoking
marijuana; about a third began with central depressants or stimulants in
the fonn of oral tablets, and nearly half started directly with O.D.S.
drugs, that is straight "on the needle", a startlingly high proportion
in view of most people's dislike of injections. Once started, nearly
all of these misusers had tried at least some other drugs, the oitler in
which they did so varying according to circumstances. While some
tried marijuana or tablets before moving on to O.D.S. drugs, others
turned from the latter to the former in an effort to reduce dependence.
5.22 Most of those interviewed obtained drugs for the first time
from friends and acquaintances, sometimes in, coffee bars and dance
halls, but - more often in private flats and houses. Continued access
to drugs likewise is a function of association, that' is, they are obtained
mainly through a chain of friends and acquaintances.' In most cases,
the type of drug taken depends less on preference than on what is
'currently available.'
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5.23 Opium, heroin, and cannabis come almost entirely from overseas, and supplies are restricted by Customs and police action. Most
of the opium and heroin that is smuggled into the country successfully
is already bespoken by private users and does not at present come
on to the open market. In 1968, when the supply failed to meet the
demand, there was a dramatic increase of burglaries from such places
as pharmacies, aimed primarily at O.D.S. drugs and cocaine. The
majority were carried out by a limited number of experienced abusers
who were also experienced burglars; they knew exactly what they
were looking for, reserved a sufficient stock for themselves and their
friends, and sold the rest at moderate prices. Sometimes the younger
users were used to keep watch or drive get-away cars, and sometimes
they engaged in burglary on their own account. These younger users
typically shared the proceeds with a large circle of acquaintances,
so that they were soon used up. When new regulations were introduced
requiring drugs to be kept more securely, the number of burglaries fell.
5.24 Central depressants and stimulants, while also obtained by
theft and burglary, are obtained mainly on prescription from doctors,
either by misrepresentation, doing the rounds of several doctors, or
seeking out a few known as compliant prescribers. (See 7.15, 7.16.)
During 1969, since the supply of O.D.S. drugs became restricted, the
use of amphetamines in particular has greatly increased. Many younger
users crush and prepare them for intravenous injection, a practice
that has many dangers. There are also indications that their use is
spreading among persons experienced in crimes against the person and
property but not otherwise associated with drug abuse.
5.25 At present there appears to be comparatively little trafficking
or "pushing" drugs for profit, and that little is mostly unorganised
and on an individual basis. The younger users in particular share
what they have, on the understanding that the recipients return the
favour later. The more deeply committed users take care to have a
reserve supply hidden away against times of shortage. During 1969,
illicit drugs have been less readily available and prices have gone up.
This would seem to have discouraged some fringe users.
5.26 To date any increase in crime as a result of drug abuse has
been confined largely to forgery of prescriptions and to burglary of
places where drugs are held. As yet comparatively little crime can
be traced to drug abusers seeking money to pay for their habit. This
is partly due to the limited number of abusers in an advanced state
of dependence and partly to the relative absence of trafficking. Increases
in either of these would quickly be reflected in increases in non-drug
crimes such as theft, burglary, forgery, and fraud.
5.27 The people involved. Drug abuse is essentially a human problem,
with effects on both individuals and society as a whole. To deal with it
justly and effectively it is necessary to know and understand not only
the properties and effects of the drugs but as much as possible about
the people involved; to try and see through their eyes and listen to what
they have to say. It was with this aim in mind that the Committee
itself interviewed or arranged the interviewing of over 60 people who are
or have been involved directly in drug abuse (see 5.1). Some of the
material thus collected has been used in the previous subsection on
patterns of abuse to check and supplement information from other
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sources. When it comes to the background, attitudes, values, and aims of
those involved in New Zealand, analysis of the 40 interviewing schedules,
supplemented at some points by the evidence of witnesses, provides
virtually the only material available at present. Recognising that the
representativeness of this group cannot be demonstrated, the Committee
presents the following summary for what it is, an illuminating but
preliminary survey, which indicates, both the need for and possible lines
of further research.
5.28 Analysis of the schedules shows clearly that the 40 subjects
were not 'a homogeneous group. On every topic covered, there was a
considerable range of variation. At the same 'time, certain features and
patterns occurred so frequently that they may reasonably be considered
significant. [See appendix XI, table 11, a to o.]
5.29 To begin with, the 40 subjects were predominantly young (80
percent under 23), male (32 to 8 females), and single. Only eight were
legally married, and of these two were separated; another eight, however,
were or had been living with de facto spouses before being admitted to
hospital or taken into custody.
5.30 Their record of achievement, both at school and outside, was
for the most part limited. 32 (80 percent) had attended secondary
school for 2 years or less. (In 1960, 62 percent of the New Zealand
school population attended school for more that 2 years, and this
percentage increased through the '60s to 75 percent in 1969.) Of those
who stayed 'longer, two had passed School Certificate, two had University
Entrance, and one had four units of a University degree. In nonacademic fields, five had won advanced life-saving medals in swimming
and two had played represen'tat'ive football while still at school. Only a
few had occupational qualifications: two as able seamen, one as a nurse,
one as a business executive. One had been in training as a teacher, and
two had worked as laboratory assistants. When working, four out of
five took unskilled and semi-skilled jobs as labourers, factory hands,
storemen, drivers, shop assistants, and domestics'. In both employment
and residence, the predominant pattern was one of marked mobility.
Only two were in or had recently had 'steady employment. Twenty-four
had changed jobs frequently, often with spells of unemployment between
jobs, and four had been more or less permanently unemployed for some
time. All but four had left their parental home soon after starting work
and lived in several places since: twelve rarely stayed anywhere longer
than 2 months.
5.31 A particularly large proportion came from a family which was
incomplete or had been upset in some way. Eighteen had never known
or had lost one parent during childhood or adolescence, as a result 'of
illegitimacy, death, desertion, separation, or divorce; of these four had
had step-parents they did not like. Seven had spent at least part of their
minority in foster homes and Child Welfare Division institutions. Of
those whose parents were still living together, five reported conflict
between them, often involving physical violence. The subjects' own
relations with their parents were typically less than warm. One-third
currently had little or no contact with their parents and expressed either
"no interest in them" or "no time for them". The most common pattern
(occurring in 14 cases) involved dislike, hatred, or indifference for one
32

parent and a more favourable attitude toward the other. Six said they
were fond of their parents but had difficulty communicating with them.
Only tour were on good terms with their parents, and two of these
explained that relations had been breached but mended when their
parents stood by them in trouble.
5.32 Thirty of the 40 had convictions for drug offences: 29 for
possession and use of drugs and/or of instruments for using drugs, 2 for
administering drugs to others, Land 1 for selling. in addition, 19 had
been convicted for burglary to obtain drugs and 1 for theft and forgery
of prescriptions. All these offences were concerned with and arose out of
their own drug abuse and were not undertaken for or turned to profit.
5.33 More than two-thirds (29) also had convictions for offences
not involving drugs. In 10 cases, however, the offence was a solitary
and minor one, which was dealt with by a fine or conditional discharge.
Another 11 had convictions for not more than 3 minor offences; but 8
had a record of more than 3 convictions, including at least one term of
imprisonment. The offences concerned were mostly offences against
property—theft, burglary, and car conversion—and involved violence
only in the case of two whose criminal record began long before their
drug taking.
5.34 On their own report, the overwheilming majority had no
interest in and gave no place in their lives either to sport or to
institutionalised religion. While some had been qulte successful in sport
at school, only one, 'a footballer had continued to play during his
drug-taking, by cutting 'drugs out for the season. Most expressed dislike
of violent exertion and the heartiness, competitiveness 'and hero worship
they associated with sport. While a few, mostly women, professed a vague
belief 'in God and nominal allegiance to a particular denomination, most
considered religion as irrelevant to them, dither rejecting Lilt 'as a farce
or allowing its value 'for those Who need 'it". Several were interested in
and two professed to practise Eastern forms of religion.
5.35 Except for one older woman interested in community affairs,
none were members of any kind Of formal group. Emphatically nonjoiners, they preferred a completely informal pattern of association and
found their main associates 'among other drug abusers. Nearly all
expressed an interest in music, which they said had been developed or
enhanced by drug use. Four liked to paint when in the mood, and at
least two wrote poetry.
5.36 The more involved with drugs, the less interest subjects took
in alcohol. Four drank heavily but used drugs only occasionally. Six
who had been heavy drinkers had either stopped or cut their consumption drastically since they started using drugs. The rest drank
only "to be sociable" or when they could not get or were trying
to stop drugs. Many 'expressed distaste for the gross public behaviour
arising from drunkenness.
5.37 Health problems other than those due to 'drugs 'affected a substantial minority. Ten had asthma, epilepsy, skin or kidney disorders;
four had been injured in accidents, only one seriously. Three identified
themselves as 'homosexuals, and one as bi-'sexual.
5.38 Evidence from other sources (notably the Nurses and Midwives
Registration Board and the State Services Commission) indicates that
those with higher educational qualifications are involved in drug 'abuse
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rather more often than suggested by analysis of the 40 interviewing
schedules. Most of the older nurses involved are lone users who do not
establish contact with other drug abusers and little background information is available about them for New Zealand. The case histories of
State Service employees who have come to notice for drug abuse,
however, reveals a 'number of common features. Almost all were living
a long way 'from 'home, having had to go to the larger cities for work,
and many reported rebellion against or indifference from parents, and
previous failure 'at some 'attempted activity, such 'as university study.
5.39 Attitudes and values. In the field of 'attitudes and values, the
responses of the 40 interviewed can usefully be supplemented by those
of the other witnesses who were or had been drug 'abusers, for they
correspond closely.
5.40 When talking 'about drugs, most witnesses distinguished cannabis
from other drugs, considering it a mild intoxicant comparable to and
generally • less offensive than drink. Several maintained that if it had
been readily 'available they would not have tried 'anything else, but
experimentation in search of excitement had played too large a part in
their histories to make this 'claim entirely credible.
5.41 When interviewed, most witnesses had stopped using drugs at
least temporarily, some voluntarily, some under constraint. Their attitudes
to 'drugs other than cannabis varied widely 'according to their own
experience land personality. A few, both long term and "spree" abusers,
expressed frank enjoyment of drugs, and intended to persist in drug
abuse in spite of the dangers and disadvantages. "I dig drugs, that's all:
you 'aren't going to stop people like me." Some said they could see
nothing wrong in taking 'drugs for pleasure as long as it was done "in
moderation and without interfering with 'other people". These were
mostly younger users who were not 'deeply involved. The more experienced knew how difficult it was to remain Content with moderation.
"Once started, lit is like being married to it. It becomes a whole way of
life, occupying you 24 hours a day. The more you use the more you
need." 'Several who had been deeply committed stressed that drugs
had given 'them, besides pleasure, insight and temporary help with their
problems; but they recognised lth'ait in the long run these gain's were
outweighed by the detrimental effects on health 'and personality. "Drugs
give you tremendous linsight into life but are not necessary . . . (they)
are a 'crutch, but they can take you only so far. They leave you in a
state of nowh'eren'ess." "Drugs mellowed me, introduced me to a lot of
things I didn't appreciate before, music, friendship, peace and quiet.
But in the end the whole thing is false, lit fairifies everything, even
friendship . . ." "Junkies 'are 'liars, cheats, sneak. When you need gear,
you will steal even from your best friend. Nothing else matters but the
next fix."
5.42 Most said they wanted to stay off drugs, but few were either
completely determined or confident of doing 'so. They knew from their
own and their friends' experience that temptation to return to drugs
was strong and 'recurrent, especially in situations of stress. Fear of the
consequences was not 'enough to overcome lit; much more positive
motivation was needed. "I want to give up but I can see no reason
something needs to be there." "Drugs fill a need for me . . . I don't
know why I take them. If I knew why or what is missing in my life
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that I have to take drugs I would be half way to curing myself." The
few who had effectively stayed off drugs for some time were all over
23 and had someone they really cared about in their lives.
5.43 As far as other people were concerned, most witnesses claimed
they would not encourage or help them to start on drugs, except for
"pot"—but as one commented wryly, he would probably feel differently
when he was "high". In general, few were prepared to try to stop anyone taking drugs, partly because they felt that "what people do is their
business", partly because "you can't stop someone who really wants to."
5.44 Nearly all those interviewed saw themselves as outsiders,
different from and disapproved by "society", not only for drug-taking
but also on other issues such as dress and employment. Some felt they
had been judged unfairly, but most had consciously turned their backs
on a way of life they disliked and created their own. They criticised
"society" for being narrow-minded, hypocritical, materialistic, authoritarian, and conformist. In contrast, they themselves placed a high value
on individual freedom and autonomy, non-violence, and non-interference
with others. Thus they maintained their right to dress, live, and act
differently if they wanted to. They acknowledged little responsibility for
or obligation to other people, and did not see why they should work if
they did not feel like it or could not find a job they liked. They resented
interference with their freedom whether from individuals (parents,
spouses, employers) or official agencies. This resentment was expressed
verbally and in withdrawal and retreat, often into drug use, not usually
in physical aggression.
5.45 Most witnesses also stressed the superior value of feeling, experience, and personal relations, over social position and possessions. They
claimed that drug users accepted people for themselves, not for their
position or money , and shared whatever they had—food, accommodation,
drugs. At the same time, nearly all seemed to have difficulty maintaining
close relations with others for any length of time, as witness the frequency of breaches with parents and changes in marital partners, fiatmates, residence, and employment. In discussing the sorts of behaviour
they most disliked they most often cited interference, especially from
the police, on the one hand, and disloyalty, betrayal, lying, and cheating
friends on the other. Of both they spoke from bitter firsthand experience.
5.46 Questions about their aims in life and hopes for the future
mostly elicited no response or vague and general ones. Some simply lived
for the day, taking life as it came. Others were preoccupied with getting
and staying off drugs. A few said they would like to travel. The most
common aims were concerned with personal relations: to be happy, to
marry and settle down, to "be someone", preferably without changing
their life style. The few more specific ambitions—to own a business, to
succeed as a novelist or artist—were unrealistic in the light of past
achievements and likely to lead to further frustration.
5.47 Reasons for drug abuse. The main reasons given for trying drugs
for the first time were "curiosity" and "kicks", in other words, for excitement and thrills. "Pleasure" figured prominently among the reasons for
continuing use, but it was frequently combined with or reinforced by
others. Some witnesses themselves recognised that they had turned to
drugs for relief from personal problems such as depression, boredom,
2*
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emotional upset, lack of confidence. Others had wanted social approval
from their friends—to avoid being odd man out or to be regarded as
"a big shot". As one witness put it: "Some take for fun, others because
there is something wrong with them" In many cases, there was undoubtedly an element of social protest involved but it was rarely
dominant. One of the older witnesses remarked: "The young ones
need to be absorbed in something that will give them something back."
He would seem to have put his finger on both a major reason for drug
abuse—the lack of an absorbing interest—and an essential element in
any effective remedy.
5.48 The features and patterns which occur with such striking frequency among the drug abusers interviewed are obviously correlated
with drug abuse, but correlation must not be confused with causation.
In many cases limited achievement, residential and employment mobility,
criminal activities, and difficulties with personal relations, cannot be seen
as either cause or effect of drug abuse but stem, along with it, from more
fundamental causes.
5.49 Drug abusers move frequently to evade police and unpaid
landlords, and lose their jobs through absenteeism and poor performance;
but the schedules suggest that many had developed this pattern even
before they began taking drugs, and that they pursue it at least partly
for other reasons, because they find it congenial and it agrees with other
values such as emphasis on 'freedom and disdain for having material
possessions. On the other hand, this mode of existence undoubtedly
increases the likelihood of contact with drug abusers. Similarly with
involvement with crime: in about half the cases interviewed, convictions
for non-drug offences occurred before drug abuse began, and in most
of the rest they began about the same time. But in a substantial number
of cases drug abuse had led abusers into crime through the burglary of
chemists' shops.
5.50 The nature of family background and relations with parents
and siblings is clearly of crucial importance, because of the part the
family plays in personality development and socialisation. But while
the responses in the schedules clearly indicate this, they do not prove
anything more than the fact that here is an area that needs to be
explored at depth. At least some drug abusers come from homes that
appear to be satisfactory in every way. Divergence of interest and lack
of communication with parents would seem to be as important as
direct conflict.
5.51 Those who left school early were by no means all of limited
ability. On their own report, they were often bored at school and found
schoolwork too far removed from their own experience. Limited achievement is significant not only in itself but as a symptom and/or cause
of frustration, self-depreciation, and lack of purpose.
5.52 Deliberate overdosage as a form of drug abuse. Before closing
this section, it is necessary to mention a form of drug abuse that is
usually overlooked: the use of drugs in suicide attempts made with
varying degrees of determination. Full national figures are not available,
but evidence from Wellington Hospital indicates that the number
involved is not only disturbingly large but increasing. In 1966, 247
patients were admitted to the psychiatric unit at the hospital after an
overdose of drugs: 85 percent freely confessed suicidal intent and it
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appeared likely in nearly all the other cases. In the 12 months from
1 August 1968 to 31 July 1969, there were 311 admissions for suicidal
overdosage, making up one-third of the total admissions to the psychiatric
unit in that period. Making a detailed survey of the 302 for whom
reliable information could be obtained, Dr McLachlan, psychiatrist-incharge of the unit, reported the following conclusions.
5.53 In this group of 302 admissions, women outnumbered men by
224:78. The majority-60 percent of the women and 54 percent of the
men—were under 30 years of age. The percentage of women between
10 and 19 (25.9 percent) was actually higher than that between 40
and 59, though the risk might be expected to be greater during the
menopause. Whereas in 1966 the drugs used were mostly barbiturates
(in 44.5 percent of cases) and tranquillants (37 percent), in 1968-69
the range of drugs used was much wider. Barbiturates, though less
prominent than in 1966, still led the field, along with phenothiazines,
tricyclic anti-depressants, and aspirin. Determined, planned attempts
were more common than impulsive, unplanned ones, especially among
women. Whereas the large majority of the men took all the drugs
available to them, only a third of the women were known to have
done so. Over 25 percent of the women were known to have saved
drugs for the purpose of suicide and another 20 percent admitted obtaining supplies of the drug within 7 days of their attempt and for that
specific purpose, often by supplying false information. The drugs taken
had been legitimately prescribed for the patient in two cases out of
three, and the rest were obtained from chemists or other sources without
prescription, or from other persons for whom they were prescribed: only
in one case were they stolen. In 85 percent of cases, the prescription
was for a month's supply with one or two repeats, although in every
case the patient's medical history indicated need for careful and continuing supervision. Of the doctors identified as prescribers of the drugs
used, 14 were involved 4 times or more, including 1 in 8 cases and 1
in 12. Twelve men and 62 women had made previous attempts at suicide.
Twenty-nine were so desperately ill that they had to be admitted first
to the intensive care unit.
5.54. All the patients studied were reported as showing marked
emotional instability and immaturity or other evidence of defective
personality development, but only 4 percent were judged to have
suffered actual psychotic breakdown. Contrary to expectations, marital
stresses were not particularly prominent in patients' case histories. Stresses
resulting from poor interparental relations were an important factor in
the cases of many of the women under 30, but less so in those of the
men. "The commonest factors in patients' background appeared to be
defective parental example, lack of emotional warmth, and absence of
team spirit in the family." [See also appendix IX, history 5, and appendix XI, tables 12 and 13.]
5.55 Conclusions. In comparison with the problem in many overseas
countries and with other social problems in New Zealand, drug abuse
is not at present highly developed here. The number of drug abusers
identified through a court charge or admission to hospital is small—
less than 300 even in 1968. This was only a fraction of the number
charged with drunkenness offences (3,530) or admitted to hospital for
alcoholism (1,229). However, for every drug abuser identified in these
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ways at least several remain unknown. Overseas estimates set this figure
between 10 and 20, but it is probably lower in New Zealand, where
physical isolation and a small population simplify detection. A large
proportion of abusers are not far advanced in dependence, being
sporadic or "spree" users rather than habitual ones. Trafficking is
limited in extent and organisation. Apart from a sudden increase in
burglary aimed at obtaining drugs which appears to have been checked
by improved security, drug abuse has not yet led to any marked increase
in crime in general.
5.56 Nevertheless, though not yet a major problem, drug abuse has
already levied a very considerable toll on both individuals and New
Zealand society as a whole. Five people have died in the last few years.
Many others have suffered seriously in health and personality, prejudicing
their future life and happiness, hurting their family and friends, and
denying their children (often the product of a de facto relationship) a
normal home life and sound parental example. Some have injured
themselves or others in accidents. Labour has been lost, skills dissipated
talents neglected. Increasing demands are being made on hospital beds
and the services of doctors and hospital staff.
5.57 What is truly significant is not the number known or estimated
to be involved in drug abuse, but the general trend, which is one of
increase. Overseas experience has shown that drug abuse and concomitant problems such as crime can escalate very rapidly indeed, given
certain circumstances. There are lessons to be learnt from (for instance)
the -rapid increase in heroin "addiction" in London in the mid sixties,
the explosion in the intravenous use of amphetamines in Sweden in
1967, and the almost identical one which occurred in London in 1968.
5.58 Dependent or not, spree or habitual users, New Zealand drug
abusers are not differentiated from the rest of the population by any
single factor other than their drug abuse. They are not a homogenous
group, but vary considerably in personality and background as well as
patterns of use. Nearly all have problems; but they are problems of many
different kinds and varying magnitudes: problems of health, personality
and identity, frustrated ambition, self-doubt, disillusion, borecinm, loneliness, social maladjustment. There are many other people in New Zealand
with the same characteristics, the same kinds of problems. The key
question is why certain people turn to drugs when others in a similar
position do not—and why some of those who try drugs for the first time
go on to become dependent, when others stop or go no further than
occasional "sprees".
5.59 On the basis of the preliminary survey reported here, it would
seem that at least six factors are involved: the availability of the drugs,
association with others abusing drugs, personality difficulties, lack or
inadequacy of outlets for or help in handling problems, a value system
that approves (or does not reject) the non-therapeutic use of drugs or
is too weakly developed to provide effective resistance, the lack (or lack
of appeal) of alternative answers. A seventh possibility, not previously
mentioned, is that of a bio-chemical factor affecting individual reaction
to drugs.
5.60 Any attack on the problem must be on all fronts. Limiting
availability, the most obvious course, can never be complete or final.
Once one drug or source of supply is brought under control, the pressure
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builds up on another. New forms of abuse and new sources of supply
are continually being found. Any limitation of citizens' rights of association must be approached with caution. Forbidding a convicted user
to associate with others increases his loneliness and depression, for they
are usually his closest or only friends. Effective prevention will depend
in large part on an increase in the range and types of help available to
people with problems, a more active presentation of alternative answers,
greater emphasis on the development of sound values, and a greater
willingness on the part of the majority to re-examine established values
and forms of social organisation.
6. SUPPLY FROM ILLICIT SOURCES
6.1 Up until approximately 1966 the main supply of drugs for
illicit use came from overseas. The principal commodities were raw and
prepared opium to satisfy the requirements of the opium smoking
Chinese, and marijuana, though in much smaller quantities, the demand
having only developed since World War H. At this point use of marijuana tended to be confined to criminal elements, a few jazz musicians,
and the forerunners of what have come to be termed "beatniks".
6.2 For many years drugs have been diverted from legitimate
distribution. In some cases the offender gained employment at a
pharmacy as a cleaner, as a casual user of an attached darkroom, or as
a voluntary part-time helper, and stole drugs. In some cases there was
"doctor-hopping" with specious symptoms for which drugs were prescribed. These people were committed users of drugs and obtained them
for their personal requirements. In addition there was some incidental
theft of drugs with subsequent experimentation or disposal by thieves
seeking money or salable goods.
6.3 In 1966-67 there was a marked increase in experimenting with
drugs stimulated by some types of publicity. At the same time the
Police and Customs Departments intensified their preventive activities
and as a result, existing sources became inadequate to supply the
demand. At this point attention was turned to legally held stocks of
drugs. There was a spate of burglaries, especially of pharmacies.
Offences of this kind had previously been so infrequent that they were
not separately recorded but statistics relating to them have become
available from 1 April 1967.
6.4 Burglary and theft offences involving the taking of drugs as
reported to the Police and Department of Health during the period
1 April 1967 to 30 September 1969 were as follows:
Other
I
Doctors'
(First Aid Kits,
Pharmacies Surgeries or Wholesalers, II
Cars
etc.)
I

1 April 1967
to3l December 1967
1 January 1968
to3l December 1968
1 January 1969
to 30 September 1969

Total
18

162
51
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65 In many such cases entire stocks of drugs attractive to . illicit
users wereremoved and a flood of, 'supplies , became available. Although
police. operations resulted in a lot, of the stolen drugs being recovered,
considerable -quantities, were not.. It s established by the Police that
a, small number of drug-abusers had committed most of the offences t9
meet, their , own needs and that they distributed what was surplus to
their own 'needs free or at low, cost to others.
.:
.6.6 . To' reduce the new -sources of illicit ; , drugs ' the Narcotic
Reuiations' 1966 were amended in September '1968 to provide for
greater security of narcotics. As from 1 April '1969 persons aut'hOrised
to possess and distribute narcotics have been required to keep items
secured in, a locked cabinet of substantial construction which must be
constructed of either metal or con&ete or both, and securely affixed to
or forming part . of the building.' It is pleasing, to note . that in the
second quarter of 1969 only 11 drug thefts were reported from, 5 phar
maçies, 3 doctors' surgeriesor cars, 1 warehouse, and 2 'public hospitals.
'The',' Committee has, examined' the - precaution' taken' by
selected hospitals, -drug' warehouses, and retail pharmacists to provide
security 'against drug 'thefts.' The Committee, have been most, impressed
with their, efforts 'and their' willing implementations of the requirements
of the, Narcotic Regulations. This has been achieved- with' 'the, cooperation of pOlice 'crime' prevention officers and public health pharmacists
of: the Departnierit of 'Health who have done excellent work in surveying
premises' for security defects and 'in advising of effective , measures. that
can, be taken to overcome security problems. -It is:.generally recognised
that, total perimeter security is not only in the 'public interest but, also
proteèts , total assets. The resultant drop in' the incidence of burglaries
bears' out the contention of a witness . 'heard ',,'by this Committee—a

'.
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fl-'

-',----,

J'

-

Narcotics stolen in iingle burglary from warehouse andsubequently ' recovered
by police..,
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drug user and a burglar—who gave it as his opinion that adequate
security would reduce the availability of drugs for illicit use by 90 percent.
Witnesses heard by the Committee have, in some instances, expressed
concern at the apparent ease with which access to drugs can be obtained
in certain warehouses and with the handling of narcotics and poisons
by untrained personnel.
6.7.2 The Committee has become aware from time to time that an
occasional nurse may obtain small supplies of drugs for illicit use
(usually herself) either by substitution of a bland preparation or omission
of a dose prescribed. Checking by two members of the staff narrows
such loopholes. The risk also exists in pharmacy areas of a hospital
though seemingly to a lesser extent. The Committee has noted that both
hospital authorities and the Nurses and Midwives Board take a very
serious view of these, fortunately infrequent, breaches of the professional
standards expected of every registered nurse.
6.7.3 Forged prescriptions can present problems to pharmacists.
They are difficult to detect and the ready availability through theft of
printed prescription forms from doctors' surgeries and hospitals in
particular provide a good starting point. The examples shown to the
Committee by a police witness demonstrated the skill of the forger.
6.8 The effectiveness of the recent security measures, cannot be
accurately assessed for some time. One factor in the recent reduction in
the number of drug thefts could be that many of the major offenders
have been apprehended and are at present either in hospital or in
custody. It remains to be seen whether their return to society will result
in an upsurge of offences.
6.9 It is only to be expected that users will seek other methods to
obtain supplies and it is essential that any change in pattern is swiftly
identified and countered.
6.10 Narcotics are not, however, the only drugs abused. There are
certain "prescription poisons" that are attractive for this purpose and
the Committee has noted the apparent increase in New Zealand of
this form of drug abuse. Both internationally and within New Zealand
further consideration is being given to means of preventing diversion of
such drugs from medical use to abuse. There are various means by
which this is done, only one of which is theft. Experience will show
whether the storage provisions of the Poisons Amendment Act 1969 will
prove adequate.
6.11 It is apparent that at this stage illicit drug distribution within
New Zealand is largely confined to small groups of users who are willing
to share some, at least, of their supplies. No evidence is available up
until the present that professional or highly organised groups are in
operation in New Zealand for the distribution of drugs. The law
enforcement agencies are very much on the alert for this contingency
which must not be allowed to develop here.
6.12 The New Zealand Customs Department plays a vital role in
preventing the illegal importation of drugs. The Comptroller of Customs
outlined to the Committee the measures which his department is now
employing and those which it plans to introduce to combat smuggling.
Several recent detections of large quantities of drugs by Customs officers
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suggest that, if sufficient staff can be devoted to this work, the Customs
Department can maintain a substantial barrier to the illicit introduction
of drugs into this country.
6.13 The Police vice squad has been most successful in fulfilling one
of their main functions, the combating of illicit internal drug distribution.
There is little doubt that the illicit use of drugs would have developed
into a much greater problem if it had not been for the initial effectiveness
of these squads in seizing supplies.
7. MATTERS RELATING TO PRESCRIBING AND SOURCES
OF SUPPLY
7.1 Scientific research is continually producing new and potent drugs
which are capable of relieving human suffering, both physical and
mental, previously beyond cure. Many people can now retain reasonable
health and be spared lengthly periods in hospital, thanks to the therapeutic powers of modern drugs. But, the array of drugs available today
provides a threat to the world to which they can bring so much good.
Two consequences of their development are relevant to drug dependency
and abuse in New Zealand today. The advent of many effective and
readily available, low cost, healing drugs has conditioned our society to
look towards medication as the panacea for many problems which they
are not designed to cure. Difficulties, too, arise from the operation and
occasional though persistent misuse of the administrative procedures
which have been developed in New Zealand to ensure that every citizen
can be provided, at little or no cost, with the medicines which his doctor
considers necessary for his treatment.
7.2 Last century when our forebears were worried, tense or depressed they could, of course, find temporary relief in alcohol (and
some of them did) but in general they accepted that their salvation
depended on some positive action by themselves or others; today we can,
and increasingly we do, find refuge in a drug—a tranquilliser or a sleeping tablet. It is understandable that young people, including the country's
future doctors, brought up seeing their parents acting in this way should
themselves come to believe that drugs are a complete and proper refuge
in all times of trouble. Many patients have come to invariably expect a
prescription from their doctor and many doctors feel that they should
always offer one. There is strong evidence that both the general public
and even many doctors themselves have come to place undue reliance
on the use of some particular drug in treatment of certain common ills,
and this has contributed to the present widespread over-reliance on these
easily acquired and easily administered pharmaceutical preparations of
our time. From this it may prove an easy step to the use of such drugs
for purely hedonistic or escapist purposes.
7.3 The quantity of drugs obtained illegally, by one means or
another, in New Zealand is small compared with that which is prescribed legally by registered medical practitioners. While most of these
prescribed drugs are used for legitimate purposes the fact remains that
the medical profession is the source of supply for many of those who
abuse drugs.
7.4 Many persons today are well informed about drug actions and
even more are unwilling to accept even minor suffering or discomfort
without resort to medicines. The demand for symptomatic relief by
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patients intensifies the pressure on the doctor. The volume of illness
arising from emotional stress and the universal demand for a short
cut to relief by what is often only treatment of symptoms has led to a
great increase in demand for drugs that influence mood. This situation
is sometimes accentuated because pressure on time of an over-committed practitioner makes satisfactory doctor-patient relationships
unattainable. For the emotional problems of the day there is all too
often insufficient general practitioner service and insufficient psychiatric
service. Many doctors recognise the problem as a medico-social one
rather than a medical problem alone. Many doctors are aware of the
need to resist excessive patient demand for drugs and many attempt to
do so.
7.5 The individual doctor is subjected to sales pressure in the form
of a large volume of advertising mail and regular visits from drug firm
representatives. This competitive salesmanship is serviced almost
exclusively by non-medically trained personnel. Much of this advertising
matter is scientifically accurate. Some of it, however, has an obvious sales
bias or it omits collateral information which often makes it difficult
for the busy doctor to assess its true worth. For the general
practitioner pressure of work and insufficient time for fuller study of
medical journals makes the assessment of new drugs even more difficult.
7.6 Many patients are, perhaps unconsciously, seeking quick
emotional relief with minimum personal effort. There is widespread
demand for the milder tranquillisers in this way in the hope of obtaining
relief from emotional problems and many practitioners, under pressure
or in haste, satisfy the demand. Unless the taking of tablets is kept in its
proper perspective and used only as an adjunct to a proper understanding, or as a part aid to adjustment, the relief obtained will be
temporary. The regular prescription of drugs is not a satisfactory
substitute for the more time consuming practice of listening, assessing
and establishing an effective doctor-patient understanding. Time is the
essence of the problem and time is apt to be short when a doctor's
waiting room is full.
7.7 The receiving of tablets as a panacea has become so usual that
some patients are apt to be resentful when offered advice and discussion
on health problems rather than the medicines they seek. Some patients
may quickly leave their original doctor and search for another who may
be willing to accede to their requests. in larger centres doctors are
aware that some patients move freely from one doctor to another and
this has come to be accepted as part of the pattern of the times.
7.8 There has in the past been a strong demand for amphetamines
allegedly for slimming purposes. Evidence tendered to the Committee by
both doctors and pharmacists suggests that these drugs are relatively
ineffective for weight reducing purposes. They are unfortunately quite
effective in producing dependence. Formerly amphetamine usage was
common amongst obese middle-aged women. In recent years there has
been an increasing demand from younger people.
7.9 Abuse of amphetamines has become a major problem in Sweden
and the United Kingdom, and is increasing in New Zealand. Further
reference is made to this in appendix Viii. Doctors in charge of some
university health services now refuse to prescribe amphetamines, which
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were until recently much in demand shortly before examinations. There
is further reference to amphetamines under recommendation 5 in
section 16.
7.10 The demand for barbiturates has, on the other hand,
diminished. There is a greater selectivity in the conditions for which it
is recommended. This change has largely been brought about by doctors
themselves, a majority of whom have shown increasing reluctance to
regular prescription of such drugs, especially for periods of more than
a month. Like many potent drugs barbiturates have a proper place in
therapeutics. As routine medication for anxious insomnia, they are
not without serious disadvantage and can be dangerous.
7.11 The problem of prescribing over freely is not confined to
private practice. The Committee has received comment from general
practitioners, hospital medical staff, pharmacists, and the Registered
Nurses Association on the freqency with which drugs, especially sedative
and hypnotic drugs, are prescribed to patients while in hospital.
Hospital doctors and nurses too, it has been suggested, tend to give
drugs too freely to patients, some of whom may return home with the
seeds of a potential dependence. The Committee is aware that on
occasions unnecessarily generous quantities of such drugs are given to a
patient when he leaves hospital. It is also aware of a widespread
tendency amongst medical practitioners to give extended supply prescriptions for at least 1 month and sometimes 3 months at a time. It
is necessary, in the view of the Committee, that the prescriber should
always satisfy himself fully as to the real necessity for such extended
supplies.
7.12 There is feeling amongst some doctors in New Zealand that
they have in the past considered too much the wishes and convenience
of the patients at the expense of safe procedures. In particular this has
applied to prescriptions telephoned to the pharmacist which the regulations require to be restricted to genuine emergencies. Some doctors
prescribe by telephone in order to avoid delay in treating a patient. The
prescription may be telephoned by the doctor himself but it is not
uncommon, though illegal practice, for the doctor to arrange for his
nurse or receptionist to telephone the pharmacist on the doctor's behalf.
There may, of course, be occasions when the doctor is inaccessible and
the patient is in urgent need of a drug. The Committee is aware, however, that telephone requests for repeat prescriptions by nurses does not
appear to be restricted to such occasions. Regulations require the doctor
to provide the pharmacist with a signed prescription within 24 hours of
telephoning the instruction. The pharmacist may, for the convenience of
the doctor, send such a prescription to the doctor for signature.
Unfortunately not all doctors attend promptly to the signing and
return of these prescriptions. This state of affairs is properly a source
of concern to the pharmacist and the Department of Health which is
responsible for the administration of the relevant Act.
7.13 Pharmacists are themselves under obligation to both the
doctor and his patient and they try to give acceptable service to both.
They can be placed in a most difficult position in handling telephone
prescriptions. From evidence presented to this Committee by pharmacists
in various centres, it is 'apparent that the provisions of the regulations
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are being used more for convenience than for the original concept—
that of emergency. Pharmacists are well aware of the legal implications
but are generally unwilling to refuse to accept prescriptions given in this
way either from a desire to co-operate with both doctor and patient or
a reluctance to give offence by a refusal. In extreme cases, acceptance
of the situation may be brought about by economic pressure. The
situation may bring about the unethical situation of prescriptions
being directed to a particular area. It can also lead to abuse as on a recent
occasion when an ex-nurse obtained drugs for illicit use by stating that
she was acting for a particular practitioner and in this manner deceived
several pharmacists in the same area.
7.14 It is a common custom for pharmacists receiving telephoned
prescriptions—other than those for narcotics which must be written in
the prescriber's own handwriting—to write the prescription and either
post to the prescriber for signature and return, or hold a sheaf of prescriptions for signature on the first visit to that particular pharmacy by
the prescriber. This practice is capable of abuse if a busy practitioner
has not the time or does not elect to check the authenticity of such prescriptions presented for signature.
7.15 Pharmacists have stated that there is a degree of pressure
exerted by some patients with repeat prescriptions to obtain the total
quantity of drugs prescribed regardless of the prescriber's intention to
supply at a specified interval. Plausible and seemingly logical reasons are
often put forward for the necessity of a 3 months' supply being given at
one dispensing. Fatalities have subsequently occurred.
7.16 Evidence has been given of irresponsible prescribing by a very
small number of doctors throughout the country. It appears that amongst
this very small group prescribing of unduly large quantities of drugs and
multiple drug prescribing is common and not in keeping with the
professional standards of the great majority of doctors. Some instances
have been given to the Committee that could be considered as nothing
short of professional misconduct.
7.17 Apart from this the Committee has learned that some doctors
are supplying patients with at least a month's supply of barbiturate or
other hypnotic drugs on the insecure statement of a patient, at first
attendance, that he is suffering from a nervous disorder. Such prescriptions are sometimes given without any serious attempt being made
to discover whether the patient has already had a similar prescription
from another doctor. It has been stated that such interviews may last
for minutes only or that the doctor is either so busy, or apparently
uninterested, that he will do nothing but issue a prescription for every
complaint.
7.18 The Committee has evidence that patients themselves will
deliberately mislead or "con" the doctor, in order to obtain particular
drugs that they desire. The Committee knows that persons who wish
to obtain prescriptions for certain drugs, e.g., certain stimulants like
amphetamine, get to know that they can obtain them readily from a
limited number of doctors and there is proof that such doctors would
readily give a prescription to such persons for a month's supply or more.
7.19 The Committee has sought information as to the extent to
which such drugs accumulate in private homes throughout the community. Reports from district nursing services indicate that in many
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homes there are cupboards containing a great variety of drugs, some
bottles of which have seemingly never been opened. Among such
medicines are narcotics and other dangerous drugs. It is said to be not
uncommon to find a patient on 10 to 12 or more different drugs not
always obtained from the same doctor. It is not uncommon for the
elderly patient to be quite uncertain as to which drug should be taken
and which has been discontinued. District nurses have stated that there
are some patients who are reluctant or even afraid to admit to their
doctor that they have not taken the treatment ordered. Indeed some will
accept, or even ask for, another prescription lest they lose face with their
doctor or be deprived of his attention. Nurses have found dangerous
drugs most insecurely stored long after the need for their use has
passed.
Slides presented by a witness showed several drugs in one container,
presumably for personal convenience. This habit is to be strongly
deprecated as it may lead to either over or under dosage with consequent
risk to the patient.
Hoariding also lends itself to the dangerous practice of self medication,
while giving another person such drugs without licence or authority
constitutes an offence under the Poisons Act and regulations. A charge of
this nature was laid recently at Christchurch. Accumulation of drugs
in the home also provides a further source of supply for illicit use by
theft as other avenues close up.
7.19.1 The Registered Nurses Association also considers that, in terms
of quantity and duration of treatment, not infrequently excessive amounts
are prescribed in all parts of the country. They comment on the frequency with which doctors prescribe tranquillisers and the apparent
ease with which repeat prescriptions for these and other drugs are
obtained. The Registered Nurses Association has expressed its concern
at the general tendency for people to take drugs of various types and
strengths for every minor ailment or even just to ensure poise and
equanimity prior to some social occasion. The Registered Nurses Association stresses the need for greater supervision of usage of prescribed
drugs by doctors and nurses, and by patients' relatives.
7.19.2 One witness expressed concern over the difficulty of
conveying to some patients the regime of medication, particularly where
such matters as a proper understanding of the directions given become
difficult on account of poor eyesight, imperfect hearing, or a low level
of intelligence. He also criticised hospital distribution systems in that
highly trained pharmacists were largely involved in packing tablets and
that differently trained persons—nurses—were involved in their administration and stressed that unit packaging was a step forward in the
endeavour to give the right patient the right drug at the right time.
7.20 Several medical witnesses stressed the need for widening and
updating the knowledge of the medical profession in the whole field
of drug prescribing. This should, of course, commence at the undergraduate stage. While pharmacology is well taught by the special department of the Otago Medical School, therapeutics or the application of
drugs in treatment has largely been taught along with other skills by
clinical teachers who may have varying interests. Modern drugs are
effective and quite often potent. It seems to the Committee that there
may well be a case for fuller instruction in therapeutics involving their
use.
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7.21 The Committee recognises a need for greater skill and care in
the prescribing of all drugs likely to lead to dependence. Certain drugs,
such as amphetamines (which have limited clinical application) could
perhaps be more effectively restricted by regulation, however preferable
it may seem for such restriction to rest on the unfettered prescribing
judgment of the medical profession.
7.22 Post-graduate medical education has received tremendous impetus during the last 10 years. There are always some doctors who take
less advantage than others of the educational facilities at present provided. In the United Kingdom and the U.S.A. steps have been taken to
encourage continuous post-graduate study. In New Zealand considerable
attention is given to post-graduate education of the specialist and it
would seem that greater attention should be given to the needs of the
general practitioner, particularly in the field of therapeutics.
7.23 Patients do not all respond to the same drug in the same way
and therefore it is undesirable to restrict unduly a doctor's judgment in
the treatment of disease. Regulations can be so framed as to take cognisance of this fact and of the prescribers' prerogatives. There has, for
example, been a quantitative restriction on heroin for some time.
7.24 At the present time all doctors receive at regular intervals a
newsletter and therapeutic notes from the Department of Health
informing them of recent trends in prescribing. There are also a limited
number of journals that aim to keep the profession informed concerning
recent developments in therapy. Attention to these communications
should ensure that a doctor's knowledge of prescribing is not unduly
dependent upon information so lavishly provided by the pharmaceutical
industry. It would seem to the Committee, however, that this excellent
information service of the Clinical Services Division of the Department
of Health could well be extended and supplemented. Extension of
similar services in professional journals would likewise be welcomed.
7.25 For the few doctors who transgress the standards of professional
conduct laid down by the Medical profession itself there already
exists adequate disciplinary machinery. Divisional disciplinary committees of the Medical Association of New Zealand are subcommittees
of the central disciplinary committee which is a statutory body set up
by the provisions of the Medical Practitioners Act 1968. Regional
committees have the power to investigate, to censure, and to fine. The
central committee deals with more serious charges. It appears to the
Committee that this statutory provision is not used as often or as
readily as it could be. Indeed at least one key medical witness has
said he would welcome Department of Health initiative in bringing
cases to the notice of the disciplinary committee.
7.26 The Department of Health is in a position, by virtue of its
supervisory role, to observe prescribing trends by individual doctors.
There has in the past been an understandable caution, if not reluctance,
on the part of the department to use such confidential information to
initiate a request to a regional disciplinary committee to investigate
cases of apparent excessive or careless prescribing.
7.27 Regional committees composed as they are of senior and
respected members of the medical profession undertake responsibilities
for such tasks from a sense of professional and public duty. There is
not infrequently more than a little difficulty in distinguishing between
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sound and unsound practice in a professional sense. Clinical judgment
must be assessed in the specific situation and it is inappropriate to
generalise when there may have been several options, some sounder
than others, open to the practitioner appearing before the disciplinary
committee. The Committee has taken evidence on this matter from
a number of witnesses and it appears that such investigations should be
undertaken more readily than they have been until recently. The view
was expressed to the Committee that such proceedings would have a
deterrent effect on the few doctors who err in a professional respect.
The Committee inclines to accept this view.
7.28 The Committee fully supports the view of those members of
the medical profession who recognise the importance of attention to
the social as well as the medical aspects of drug taking and dependence
in any research project in this field.
8. DEALING WITH THE OFFENDER
8.1 Drug offences, other than those connected with the Chinese
opium smoker and the smuggler of his supplies, were rare until the
1950s when some cases occurred of the illicit cultivation of drug
producing plants in this country. Instances of Chinese supplying opium
to young Europeans also came to light and indicated a growth of
drug abuse. In 1960 the legislature increased penalties from a
maximum of 1 year's imprisonment to a maximum of 14 years'
imprisonment for the supply or administration of narcotics to persons
under 21 years. Seven years' imprisonment was provided for persons
illicitly producing, manufacturing, distributing, or possessing narcotics,
and for supplying Ito persons over 21 years. Other maximum penalties
and fines were increased twofold.
8.2 The Single Convention on Narcotic Drugs 1961, signed in New
York on 30 March 1961, and to which New Zealand was a signatory,
sought (article 36) that intentional contraventions should be punished
and serious offences be liable to adequate punishment—particularly by
imprisonment. At the same time ('article 38) parties undertook "to give
special attention to the provision of facilities for the medical treatment,
care and rehabilitation of drug addicts". The New Zealand legislative
response is found in the Narcotics Act 1965, and the Alcoholism and
Drug Addiction Act 1966.
8.3 The Narcotics Act 1965 removed the distinction between
offences of supplying to minors or adults. At the same time the Courts
were given more discretion as regards penalty, having regard to the
particular circumstances of the case. It also withdrew from "any"
officer of the Department of Health certain powers of arrest without
warrant, leaving these solely with police and Customs. Previously the
police had frankly racially discriminating powers of search without
warrant of Chinese premises for opium. This was extended to the whole
population and in relation to drugs to be declared. Currently these are
opium, its derivatives, cocaine, LSD, cannabis, mescaline, and other
hallucinogens.
8.4 The Alcoholism and Drug Addiction Act 1966 provides for
the removal of drug dependents to a controlled environment and for
the establishment of treatment and rehabilitation services.
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8.5 The Committee commends this legislative foresight during a
period when drug abuse problems were incipient. In distinguishing between the trafficker and the user and in making provision by which
the Courts and Government agencies could deal with offenders, and
in some cases non-offenders, as mentally or physically sick persons and
not solely as criminals, the legislative action has been appropriate and
apparently successful.
8.6 In 1965 the then Commissioner of Police, Mr C. L. Spencer,
after attending an Interpol conference, realised that a world-wide
trend towards drug abuse could, in time, affect New Zealand. On his
return he took steps to prepare the Police Department to meet any
situation that could develop in this field.
8.7 That same year a senior Criminal Investigation Branch officer
was sent to the U.S.A. to study drug law enforcement. After his return to
this country a training course for police, Customs, public health pharmacists, and armed services personnel, was held at the Police Training
School, Trentham. Subsequently Vice Squads were established to deal
with drug abuse, prostitution, and gaming. These squads were placed
under the direction of the Criminal Investigation Branch and are
maintained in the four main centres. Specially trained members were
also stationed in other areas. The timely training and reorganisation of
the police to deal with this relatively new and complex problem has
been of inestimable value in meeting the challenge of the past 3 years.
8.8 Whatever the state of their health, the majority of those who
illicitly use drugs are reluctant to seek medical attention, even though
this action would not, in fact, place them in the hands of the law.
When they do come to the notice of the police it is essential that they
receive any necessary medical care. The Committee is satisfied that
the police are aware of the importance of obtaining prompt medical
attention for any person in their custody who is suspected of misusing
drugs. Where a person found committing a drug offence is considered in
need of treatment, or where the offence is a serious one such as supplying or stealing drugs, the police have no alternative but to bring the
offender before the Court.
8.9 Once arrested by the police, adult drug offenders appear before
the Magistrate's Court. Juvenile offenders (under 17 years of age)
appear before the Children's Court. The attendance of the child may
be secured by a summons addressed to his parent to bring him and the
proceedings may not be "heard or determined" until a child welfare
officer has investigated the case and reported thereon to the Court and
for this purpose it is the duty of the constable laying the information
to inform a child welfare officer of the circumstances.
8.10 In most cases the presiding Magistrates have gone to considerable lengths in obtaining information regarding the offender's
condition and background so that they may impose an appropriate
sentence or treatment. Also this enables rehabilitation to be combined
with punishment where possible. Most Magistrates now order a medical
examination of drug offenders prior to their being sentenced. The
Committee considers that a medical examination is eminently desirable,
if not essential, during a remand in custody; or if considered expedient
during remand on bail. This is, in fact, now provided for in section 47A
of the Criminal Justice Act 1954 as inserted by section 10 of the
Criminal Justice Amendment Act 1969.
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Drugs, plants, and equipment recovered by police during one search without
warrant.
8.11 We feel that it is desirable that the police should continue to
exercise discretion in dealing with drug offenders who, not being
involved in any other crime, have come under their notice. This may
arise when parents or some responsible persons seek advice from the
police, or when a drug taker has volunteered for medical treatment,
and is under an acceptable form of control or is no longer involved in
the misuse of drugs. It is essential that parents, or drug offenders themselves, can seek advice for the rehabilitation of a user without fear or
unnecessary repercussions.
8.12 The Committee has had the opportunity of closely examining
the work of the Vice Squads and several Committee members have
accompanied them on their various duties. Those members concerned
have been impressed by the understanding shown by squad members
in the course of their duties. Their knowledge of the problem, their
attitude towards offenders and indeed their concern for many of the
people involved in the misuse of drugs was most impressive. This was
shown during their appearance before, and discussion with, the whole
Committee.
8.13 It has been suggested that the work of the Vice Squad, as it
is now developing in handling drug offences, might be facilitated if the
squad were renamed. Its present title suggests that the matters handled
by the squad (at present gaming, prostitution, drug offences, and pornography) by their very nature share a greater element of vice and
immorality than the offences not handled by the squad. It is very
unlikely, however, that the general public would describe the possession
of cannabis as a vice, or consider it a more immoral act than, say,
committing a serious assault—an offence not dealt with by the Vice
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Squad. The present title does nothing to help the members of the Vice
Squad in their work, and may even hinder them in some of their
preventive duties. A more neutral-toned title might be of very real
assistance to them in their relations with parents, the general public
and those who are detected in a first drug offence.
8.14 In reviewing police operations the Committee examined the
use of the powers of search without warrant provided by section 12 (2)
of the Narcotics Act 1965. A schedule showing the 10 occasions on
which the powers have been exercised, and the results gained, are set
out in appendix VI. The seizures effected indicate the value of the
search provision but the greatest asset is considered to be the deterrent
effect as "would be" pedlars cannot possibly operate with impunity.
8.15 It is apparent that the powers of search have been used with
considerable discretion, search warrants having been obtained on most
occasions. The police instructions governing and guiding members on
the search powers are designed 'to avert any misuse.
They read as follows:
"(1) The iauthority vested in the police under section 12 (2) of the
Narcotics Act 1965 to search without warrant any building, aircraft,
ship, carriage, vehicle, premises, or place, is to be exercised with
discretion, and is on no account to be abused. The authority is to be
exercised only in an emergency and where there is the strongest of
suspicion, and then only in circumstances where a warrant cannot be
obtained.
"(2) Where in a search without warrant evidence is obtained of an
offence other than under the Narcotics Act, no prosecution is to be
taken on the offence unless it constitutes a crime. Where a charge is
preferred in respect of a crime, the Commissioner is to be informed
immediately.
"(3) Where a search is made under section 12 (2) of the Narcotics
Act, the member concerned shall, as soon as practicable and, in any
case before going off duty, submit a written report outlining any
circumstances justifying the search and the result thereof."
Such powers, whilst being properly used, are a necessary adjunct to
maintaining control over the illicit use of drugs iand the Committee
endorses the necessity for their being retained in the Act.
8.16 A person appearing on charges relating to the abuse of
prescription poisons may well be in need of psychiatric treatment as a
result of the misuse of these and other drugs. Indeed, the Committee
recognises the part played by such prescription poisons in the overall
drug abuse pattern, and the 1969 amendments to the Poisons Act 1960
should enable more positive control to be exercised in this field.
8.17 In Auckland some drug offenders placed on probation by
the Court are referred to the Auckland Probation Treatment Centre,
where treatment and counselling are provided by a panel consisting
of the district probation officer and three part-time medical consultants,
including a psychiatrist. The centre has been in operation for too short
a time for any assessment of its effectiveness with regard to drug
offenders. The Committee considers the centre a useful addition to
the treatment facilities available, especially for probationers on the
fringe of dependence. It supports the establishment of similar centres
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in Wellington and Christchurch, provided that they can be adequately
staffed without diverting trained personnel from other vitally important
situations.
8.18 The Committee is still in the process of reviewing statistics
from the Justice Department and any comment will be made in the next
report on the pattern of the Courts' determination of narcotics offences.
9. THE TREATMENT OF DRUG DEPENDENCY AND DRUG
ABUSE
9.1 Besides those convicted of drug offences in the Courts, there are
other people involved in both drug dependency and drug abuse for
whom treatment must also be provided. However identified, drug
dependants and abusers vary in many different ways: in the drugs they
use, the dosage and manner of administration, and their physical reactions; in the degree of their personal and social involvement with
drug taking and drug takers; in their attitudes to their own use of drugs,
and to treatment and cure; in their motivation to stop or carry on;
and in their relationship with the medical profession on the one hand
and the police and the law on the other. Treatment must begin where
the patients are: it must be designed to meet their varying needs and
circumstances. Assessment is therefore an essential preliminary to treatment—or may perhaps best be regarded as the first step in treatment.
To deal with a group as varied as this, not one or two but a range of
different kinds of facilities are required both for assessment and treatment.
9.2 Aims of treatment. In general, it is agreed among workers in the
field of drug dependency and abuse that treatment should aim at
securing the elimination of dependence and the cessation of abuse in the
patients treated. However, from time to time the argument is advanced
that, under certain circumstances, persons in an advanced stage of
dependency who have not responded to efforts to get them to cease
using drugs should be officially permitted to be maintained on their
drug of dependence by an authorised doctor.
9.3 For many years in New Zealand, it has been possible for persons
who became dependent as a result of medical treatment to continue
to receive the drug from a doctor even after the condition for which
it was originally prescribed is no longer present, provided that treatment
aimed at elimination of dependence is continued under whatever
restrictions are imposed by the Medical Officer of Health, that the dose
is kept to the minimum necessary to relieve discomfort, and that none of
the drug is diverted to illicit channels. Occasionally "addicts" who had
been involved in drug abuse have also been accepted for this sort of
treatment, but in most cases it was discontinued because they did not
abide by the conditions. This procedure is basically one, not of "maintenance", but of treatment aimed at cure, while recognising that progress will be slow under what amounts to out-patient conditions. It was
originally developed to meet the needs of the heroin dependants who
came to notice in the mid 1950's (see 4.2) when hospital facilities for
this purpose were limited. Doctors and Medical Officers of Health
participating in this form of treatment report that it is extremely
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difficult to operate to the satisfaction of both patient and doctor. Unless
strongly motivated to stop, patients find it difficult to accept restriction
and then reduction of the dosage and frequently exert pressure on the
doctor to restore or increase it, by frequent visits, phone calls at all hours,
and dramatic pleas for relief. Under stress they sometimes turn to illicit
sources to supplement their legal supply. To deal effectively with such
patients, a doctor needs to be thoroughly knowledgeable about drugs and
their effect on the dependant, because of the temptation to the latter to
fake or exaggerate symptoms, and the ease with which this can be done.
9.4 The Committee has listened to representations from drug abusers
arguing for what they often call the "registration" of drug "addicts"
who would thereby be enabled to obtain a legal "maintenance" supply
for the rest of their lives. This, it is argued, would prevent their being
forced into crime in order to pay for illegal drugs. Reference is frequently made to "the English system". Such reference overlooks two
points: first that the English scheme, like the New Zealand one, was
conceived as a means of treatment involving progressive reduction,
not maintenance, of dosage, and secondly, that its operation showed
such immense scope for abuse that it can hardly be considered a
desirable model.
9.5 It has been suggested that such "registration" should be limited
to those who had a long history of dependence, possibly several convictions for drug and associated offences, and had not responded to
attempts at cure. After consideration, the Committee rejected this proposal on the grounds that it would in effect undermine attempts to
persuade drug abusers to give up drugs entirely, but would on the contrary encourage them to persist in failure, with the ultimate prospect
of a free official supply as a reward.
9.6 Assessment. Since cure is the aim, it is particularly important to
select the kind of treatment that will be most effective with each patient,
given due consideration for his personal circumstances; this in turn, depends on adequate methods of and facilities for assessment. It is here that
the concept of dependence becomes of central importance. Dependence is
a complex concept involving both physical and psychological aspects. At
one time "addiction" was considered largely and often entirely in
physical terms, psychological dependence being thought of significance
only when physical dependence was absent. Nowadays, in medical circles
at least, psychological dependence is recognised as fully as significant as
physical dependence, occurring always in conjunction with and, in
the case of certain drugs, sometimes in the absence of the latter. Given
appropriate conditions for observation, physical dependence is not difficult to recognise, since highly specific physical responses set in when the
drug is not taken (see 14.6). Even so, physical dependence is not a
clear-cut, static, all-or-nothing state: it is an advancing or developing
process. With some drugs, doctors can measure how far it has advanced
by testing with an appropriate antagonist (see 14.5). Psychological
dependence is similarly progressive, but in this case, as far as the
Committee is aware there are no generally agreed procedures for
identifying it and measuring its degree. Instead there are a number of
factors which must be taken into account: the pattern of drug use
(especially whether it is regular or irregular, habitual, or of the "spree"
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type), non-physical responses to lack of the drug, the place of drugs
and drug takers in the patient's life, his attitudes and values regarding
drugs, and the strength of his motivation either to stop or continue.
9.7 Assessment, then, should be concerned with far more than a
simple twofold classification into dependent or non-dependent. It is
necessary to distinguish at least two different stages of dependence—a
moderate and an advanced one—and two different types—one
characterised by physical as well as psychological dependence, and one
characterised by psychological dependence only. Each of the four categories thus obtained could be further subdivided into those who are
strongly motivated to accept treatment aimed at cure, those who are
strongly motivated to resist treatment, and those whose motivation is
weak in either direction.
9.8 It is vitally important that assessment should be extended to
those who are not dependent. A distinction ought to be made between
first or nearly first time experimenters unlikely to persist in drug abuse,
occasional abusers without strong motivation to persist, and occasional
users wishing to persist given the opportunity.
9.9 Assessment of drug dependants and abusers is at present carried
out by: doctors in private practice; doctors in the psychiatric outpatients' clinics of both general and psychiatric hospitals all over the
country; in Auckland, by a doctor seconded by the Department of
Health to the Department of Justice for Magistrate's Court duties, the
part-time consultants at the Probation Centre, and by the DirectorCounsellor of the Alcoholism and Drug Addiction Information Centre,
with part-time medical assistance; and by staff doctors in general and
psychiatric hospitals, after full hospitalisation of the patient. Where
dependence is obvious or suspected it is best and, in some cases essential,
that assessment be carried out in hospital, where the patient can be
observed over a period of time and under conditions that exclude
unauthorised access to drugs. Psychiatric outpatients' clinics and the
non-hospital agencies can most usefully concentrate in assessment on
three main tasks: the identification and referral of those who require
observation under hospital conditions, the assessment of those on the
fringe of both drug dependency and abuse, and the recommendation of
suitable treatment for the latter.
9.10 Assessment is not, of course, to be confined to the pretreatment
situation, but must also be built into all programmes of treatment, to
give a measure of progress and pick up changes in the factors involved.
The aim of treatment is in fact to change the initial assessment to a
more favourable one.
9.11 The Committee notes with approval that psychologists and
social workers are participating increasingly, along with doctors, in the
assessment situation, and recommends extension of this move. It considers that there is need for the provision of more assessment facilities
outside hospitals in centres other than Auckland. It suggests that those
engaged in the assessment of drug dependents and drug abusers as a
basis for decisions about treatment and those engaged in administering
the treatment should be brought together, on the initiative of the
Department of Health, to discuss the basic issues and methods involved.
9.12 Treatment facilities. Treating those who are dependent on
drugs or involved in their abuse involves more than medical care and
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nursing: besides dealing with the adverse physical responses to reduction
of drug intake where they occur, it is necessary to provide counselling,
individual psychiatric help and/or group therapy, assistance with
rehabilitation, and moral support throughout the course of treatment.
The situation is greatly complicated by the fact that many of those
requiring treatment lack strong motivation towards cure, and some are
determined to resist efforts to get them off drugs. In such cases, the
provisions of the Alcoholism and Drug Addiction Act may be invoked.
Even when withdrawal symptoms are lacking or have been overcome,
those who have developed any degree of dependence experience powerful
cravings not only for a particular drug but for any drugs, especially
under stress. If treatment is to succeed in their case, they must either
deny themselves or be denied access to an unauthorised drug at least
for a period. Finally it is important that patients should be followed up
even after a cure has apparently been achieved and treatment ended,
in order to check that they have not relapsed into drug taking. At
present, this is most effectively done by periodic bio-chemical tests, for
example, using the method of thin-layer chromatography.
9.13 As with those concerned with assessment, existing facilities for
the treatment of drug dependants and drug abusers are best divided into
those which involve hospitalisation and those which do not. Under the
first heading come the facilities available in pyschiatric hospitals, public
hospitals, and private hospitals; under the second, doctors in private
practice; doctors in the psychiatric out-patients' clinics of hospitals; the
Auckland Probation Centre; and the Alcoholism and Drug Addiction
Information Centre in Auckland.
9.14 Whenever any significant degree of dependence is involved
and/or strong motivation to cure is lacking, treatment in hospital is
most suitable and effective even in cases where physical dependence is
not present, but absolutely essential when it is necessary to conduct drug
withdrawal. Drug abusers sometimes attempt to withdraw themselves,
and relatives (or associates) have attempted to force or help them to do
so; but without medical supervision the painfulness and danger of withdrawal are greatly increased.
9.15 Drug dependency and drug abuse have long been regarded in
New Zealand, as overseas, as falling into the area of psychological
medicine, and the subject forms part of the training curriculum for all
psychiatrists and psychiatric nurses. The majority of those persons
assessed as requiring hospitalisation are treated in psychiatric hospitals.
These are at present administered by the Division of Mental Health of
the Department of Health, but the Mental Health Act of 1969 authorises
their eventual transfer to hospital boards. In 1968 10 psychiatric
hospitals together admitted 126 patients with a diagnosis of drug
dependence. Eighty-five were admitted to Oakley, 8 to Kingseat, 4 to
Tokanui, 9 to Porirua, 12 to Sunnyside, and 6 to Seacliff. These six
hospitals are designated to receive patients under the Alcoholism and
Drug Addiction Act. The remaining four (situated in Hokitika, Nelson,
Manawatu, and South Auckland) are smaller and in 1968 had only two
cases between them. The 10 psychiatric hospitals have certain marked
advantages for the effective treatment of drug dependence, especially in
the advanced stage. All have a few closed wards in addition to many
55

open ones. They have legal powers to detain patients whose particular
states may so require to ensure effective treatment The senior members
of the medical staff and many others have specialist qualifications in
psychological medicine. Even at Oakley, hardly any, however, can devote
their whole energies to the treatment of drug dependence because of the
small number of patients in this category. Except for a small group of
"assistant nurses", all the nurses in those hospitals are registered
psychiatric nurses or are studying for this qualification. Because of their
working context, other staff members such as psychiatric social workers
are usually similarly familiar with the problems associated with the
treatment of drug dependency and drug abuse. The six major psychiatric
hospitals all have services for following up patients after discharge, but
vary in the extent to which these are applied to the discharged drug
dependent patient.
9.16 Because of the increase in the number of drug cases entering
hospital and especially in the number referred from the courts, a special
drug treatment unit was established at one of the psychiatric hospitals,
Oakley, at the beginning of 1968. Existing accomodation was converted
to provide two separate wards for male and female patients. Each ward
contains 8 to 10 beds with day-room and bathroom facilities. The
general impression is of a private home, but the wards are closed with
appropriate security provisions, which have to be more substantial for
male patients than for female patients. The rooms most frequently
used in these wards are monitored by closed circuit TV.
9.17 In cases where dependence is advanced, the treatment regime
may at first have to be conducted with the patient in bed and, if
intensive medical care is necessary, in a closed ward. Once the patient
is physically well enough to be out of bed, he (or she) is transferred to
the drug treatment unit where active sport is encouraged and occupational therapy available. Tranquilliser treatment is given where
appropriate. Group therapy is arranged and particular personality
problems or psychiatric conditions dealt with individually. When the
doctor judges it appropriate the patient is transferred to an open ward
where ihe is expected to measure up to the standards of self-sufficiency
required of other patients in the convalescent wards. Such patients have
full access to the hospital grounds and all sports and entertainment
facilities, as long as they behave properly. When the patient is considered
ready he is given six leave outings to prove an ability to resist drugs;
these are popularly known in the hospital as the "six temptations".
Successful survival of these testing opportunities qualifies the patient
for consideration for leave as provided in the Mental Health Act or in
the Alcoholism and Drug Addiction Act. During the patient's stay in
the open ward, surprise biochemical checks of the urine are made,
especially (but not necessarily) in relation to Leave periods.
9.18 When the patient leaves the hospital on leave under the Mental
Health or Alcoholism and Drug Addiction Acts certain conditions may
be laid down as to place of residence, occupation and associates, and
assistance to secure a job and lodging is given through the social work
and rehabilitation department. The latter often find this an uphill job
because of public attitudes on the one hand and, on the other, the
work-shyness of many drug users and their inclination to nonconformity
in dress and behaviour. During the leave period they are required to
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see their doctor at intervals, and to take medication as prescribed. A
psychiatric nurse specially trained in home visiting and wearing plain
clothes calls to assess the situation, to take urine for biochemical checks,
and to give the patient support and assistance with his problems. Once
the patient has proved successful rehabilitation, he may be discharged
from the hospital register forthwith if admitted under the Mental Health
Act, and within the 2-year period if under the Alcoholism and Drug
Addiction Act. If a relapse occurs, readmission may be arranged.
9.19 In public hospitals, patients admitted for drug dependence
or abuse are commonly treated in the psychiatric ward wherever there
is one. In 1968 there were nine hospitals with psychiatric units. All but
5 had admitted some drug cases during the year, the number ranging
from 1 to 6, the total for all being 19. Some had admitted patients
for observation, with a view to action under the Alcohol and Drug
Addiction Act. Most were prepared to conduct withdrawals. Such units
normally have on their staff doctors qualified in psychological medicine,
but few members of the nursing staff are registered psychiatric nurses.
Most are registered nurses trained in the 3-year general programme,
which, while it includes instruction in the effects of certain drugs of
dependence and the nursing techniques of withdrawal, gives less emphasis
to the personality characteristics and behaviour of drug abusers or to the
psychiatric nursing management of such cases. The senior nursing
officers may remain in such units long enough to gather some psychiatric
expertise through experience, but the junior nurses spend only a short
term in the psychiatric unit, which is only part of their training.
Public hospitals lack legal power to detain patients: they cannot take
steps to prevent drug abuser patients from walking out on treatment.
However, they can in such cases apply under the Mental Health Act
(or arrange for application under the Alcoholism and Drug Addiction
Act) to have a patient admitted to a psychiatric hospital. The
Committee is aware however of cases in which there would seem to be
excessive reluctance to take such action in the real interest of the patients.
Public hospitals employ medico-social workers to follow up medical
patients after discharge. If this service is to be extended to drug
dependent patients, the workers involved would in most cases require
further training in the nature and treatment of drug dependency and
drug abuse, as their opportunities for acquiring experience in this field is
much less than in psychiatric hospitals. Follow-up work in this case can
be effective only as long as the patient is co-operative, since the hospital
has no legal claims on him.
9.20 The smaller public hospitals without psychiatric units admit
drug dependants to their general medical wards, where security is
minimal and nursing staff with experience in this particular field is
rarely available.
9.21 Private hospitals accepting psychiatric patients, with the
exception of the one licensed institution in Dunedin, cannot use the
provisions of the Mental Health Act to detain and treat patients.
Also with the aforementioned exception, they do not usually have
any nurses trained or experienced in the psychiatric field, except perhaps
one senior. Under such conditions, doctors in private practice are at a
disadvantage in enforcing difficult, sometimes uncomfortable, treatment
57

regimes inseparable from withdrawal and treatment for drug dependence.
Effective control over traffic to and from the patient is likely to be virtually impossible.
9.22 Treatment outside of hospital may be appropriate and stands
some chance of success where 'dependence is absent or only incipient
and/or there is strong motivation or effective pressure from close
associates to attend regularly for treatment and to adhere faithfully
to the medication and advice given. Success depends almost entirely on
the attitude and resolve of the patient in such situations.
9.23 Outpatient facilities are available at most general and
psychiatric hospitals, and (as we have seen) doctors may also undertake
treatment at their consulting rooms or in the patient's own home. Where
any significant degree of dependence is involved, treatment under
these circumstances is likely to be a long, slow process. Relapses into
unauthorised drug use are particularly difficult to detect. When such
treatment is undertaken, periodic short spells in hospital may be necessary to check on progress. Some but not all the outpatients' clinics can
provide specialist psychiatric help including group therapy; all can call
on the services of hospital social workers. While almost all doctors wish
to act in the best interests of the patient, only a limited number of those
in private practice have the knowledge and experience successfully to
handle cases involving severe dependence on narcotic or psychoactive
drugs. Even fewer have the time for adequate counselling, and
virtually none can undertake assistance with rehabilitation.
9.24 In Auckland, drug offenders on probation may be referred to
the Probation Treatment Centre (8.11). Only recently established, the
centre limits itself at present to 50 cases a year, from all diagnostic
categories; hence the number of drug abusers dealt with in this way is
very small. The centre is primarily a counselling clinic, minimal use
being made of medical methods and none of biochemical checks. The
counselling staff includes a psychiatrist from the staff of a psychiatric
hospital.
9.25 In Auckland also there is the Alcoholism and Drug Addiction
Information Centre maintained by the Auckland Alcoholism Trust Board,
a branch of the National Society on Alcoholism. The information centre
is thus independent of the State Health Service or any other public agency.
It is staffed by a full-time director-counsellor with overseas training and
experience. As the name implies, the centre is concerned with alcoholism
as well as drug abuse: between January and July 1969 25 percent of the
interviews dealt with drugs. The centre does not conduct withdrawals
or provide medical treatment. It offers help, advice, and information
not only to drug takers but also to their relatives and any other
interested persons. The cen 'tre's unattached nature inspires the confidence
of those who wish to seek help for themselves or others without
involving the law in any way. Where the director-counsellor feels that
hospitalisation or legal sanctions are necessary in the patient's interest,
he does not hesitate so to advise the interested parties, but makes no
active personal move in order to retain their confidence.
9.26 There are in New Zealand a large number of welfare agencies,
both public and voluntary, whose staff members in the course of their
work increasingly encounter persons involved in drug abuse. Such agencies
do not in general have, nor intend to develop, facilities for the treatment
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of drug dependence. They can, however, play a most important
supporting role in at least two ways, by encouraging those of their clients
Who are involved in drug iabuse to seek proper treatment, and by
providing personal help and support during treatment and subsequent
rehabilitation. If they are to fulfil these aims, at least some and
preferably all of their staff members likely to come into contact with
drug abusers should seek instruction not only on drugs and the symptoms
of drug use but more importantly on the personality characteristics,
behaviour and needs of drug abusers.
9.27 This section on treatment has been concerned mainly to survey
the existing facilities, their character, extent, advantages, disadvantages,
and suitability for drug dependants and abusers of different types. It
has not attempted to evaluate the effectiveness of their present
functioning, which is a separate issue and not within the Committee's
competence.
9.28 In all the many areas studied, though the intentions and
motivations of those involved are good, there are varying deficiencies in
manpower, training, and in some cases, finance. There is a need, firstly,
for additional training in the subject for doctors and nurses in private
practice 'and general hospital service, secondly, for more psychiatrists
and psychiatric nurses with special interest and training in this field,
and thirdly, for an increase in the number of social workers with
psychiatric experience to assist in rehabilitation and follow up of those
treated. This should ideally be additional to present establishment so
as not to reduce the attention given to other cases. Selected social
workers in public hospitals and public health or district nurses could
with advantage undergo a course on drug abuse rehabilitation problems
at a designated psychiatric hospital. Shorter and more general
orientation courses would benefit workers in general welfare agencies.
There is also a need for more laboratory facilities for detection of illicitly
taken drugs in body fluids, and other estimations germane to the
problem.
9.29 Particular attention needs to be given to the problem of
dealing with the large number of drug abusers who have not yet
developed any 'degree of dependence but are either on the way to or in
danger of doing so. Abusers in this category are not usually considered
to require 'hospital treatment, especially in view of the pressure on
hospital accommodation. Their main needs are counselling, sometimes
but not necessarily from a physician or general practitioner with
qualifications, experience or interest in psychological medicine, and
help with personal problems, especially finding something to take the
place of drugs in their lives. While existing counselling centres have
already proved their value in dealing with abusers of this type, they are
limited in number and size, they can deal only with those who come or
are brought to them, they have no supervisory powers, and they are
severely restricted in their capacity to follow up cases. To 'meet this
particular need, the existing centres should be encouraged to extend
their work, and others established, first in Wellington, and later in
Christchurch. The short general orientation courses already suggested
for general welfare workers might, with advantage, be made available
to staff from the detention centres, borstals, and institutions to which
offenders with this kind of problem might be sentenced, either as part
of in-service training or in initial training courses.
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10. DRUGS AND NEWS MEDIA
10.1 The Committee, appreciating the importance of news media,
in providing news about, and shaping attitudes towards, drug dependency
and abuse, had a thorough analysis made of reports and editorials in the

Dominion, Evening Post, Auckland Star, New Zealand Herald,
Christchurch Press, Otago Daily Times, Waikato Times, Nelson Evening
Mail, Sunday Times, Truth, and Woman's Weekly covering the 6 months

from June to December 1968.
10.2 The emphasis in reporting changed over the period under
review. In June, July, and August the reported court cases involving
drugs grew to record figures. Besides possession and use of drugs, the
offences included theft and burglary to obtain drugs, and possession of
instruments to use drugs. In September and October reports of court
cases diminished appreciably, but more reports appeared on police
action and Customs control 'aimed at restricting the illicit availability of
drugs. In point of fact court appearances reached their peak in the last
quarter of 1968.
10.3 The treatment of drug news and articles on drugs during this
period were, with remarkably few exceptions, factual and informative.
The dangers of drug abuse were widely recognised, 'and the editorials,
though few in number, were responsible in tone.
10.4 Reports and statements from medical and legal experts,
Government and private, were given a fair share of prominence. Comment in the main was thoughtful and 'supported the need to control
the growing menace of drug dependency and abuse. Editorial staff
appeared to be responsibly aware of the influence news media exert on
public opinion. There were frequent references to the duty of leaders
and the public to educate young people on the use and 'abuse of drugs,
and the dangers involved in their use.
10.5 Occasionally headlines and billboards were not an 'accurate
evaluation of the subsequent subject-matter. Speakers at public meetings
and some entertainers Who decried the need for alarm, public
personalities who sounded the alarm, as well as specialists in the drug
field, were usually given equal coverage, and therefore publicly
accredited with equal merit. Often isolated aspects were highlighted
because of their news value. In 'a small number of instances the Committee has direct knowledge of accounts that did not convey the
intention of a speaker, or what was said was given a faulty emphasis.
10.6 During the period under review accounts of Court actions were
given with minimum detail s, simply reports of convictions and sentences.
This is to be commended as publicity is welcomed by some drug abusers.
10.7 Some student newspapers ran features on the arguments
concerning the alleged comparative harmlessness of marijuana smoking,
sometimes 'contrasting it with the legal use of alcohol. Some of these
articles were committed to a campaign to "legalise" the use of marijuana.
Other articles presented a reasonable objective survey of both sides of
the question.
10.8 January to June 1969. In the first 'half of 1969 the most
noticeable change in public 'attitudes news media have reflected has
been the growing interest in drugs and prevention of abuse. This was
coupled with an increasing tendency to consider marijuana as a separate
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subject, somewhere between so-called "hard" drugs and what has been
described as "socially acceptable" drugs like tobacco and alcohol. This
trend was criticised by virtually all editorials.
10.9 In the period now under review few young people were
reported speaking against the smoking of "pot" in this country. However
several such statements have been made more recently. Almost all statements 'against the use of this drug have been reported from older people.
10.10 From time to time the press made a smash headline that
presented a misleading picture. A quote from the Waikato Times, 15
August 1969:
"It is a quirk of the press, probably unavoidable in the rush to keep
up with events, that the same newspaper which gave front page,
top-line, four-deck 'treatment to a student bid to have marijuana made
legal, the next day editorialised that the bid was made by 112 of the
Students Association, with 72 voting against, which adds up to 184
students present of a university roll of 8,500. The editorial put the
matter in perspective, but not before other newspapers had given the
original report prime news treatment."
10.11 Conflicting statements in the press leave the public confused
and often sceptical, particularly when the reports give them little help
in evaluating the respective qualifications of the speakers. It is to be
hoped that future statements on the abuse of drugs will be presented in
a way that cannot easily be misunderstood, and that the speakers'
credentials will be stated.
10.12 Hitherto New Zealand papers have avoided the excesses of
sensational treatment of many 'aspects of drug abuse that have been so
conspicuous in some other countries facing increasing problems in the
field of drug abuse. The committee is confident that the press will
continue to observe this responsible approach to an important public
health issue.
10.13 The Committee was not able to make a comprehensive survey
of N.Z.B.C. radio and television coverage of drug abuse in New Zealand
in 1969 but intends to do so during 1970. A composite impression from
among committee members—based on chance viewing iand listening—
suggest that the more ephemeral nature of radio and television enhances
the risks to which attention is drawn in 10.10 and also in 10.5. This is
unfortunate. As a means of promulgating education on the serious public
health problem which drug abuse presents, fuller use will undoubtedly
need to be made of the services of N.Z.B.C. and assistance and cooperative effort from that quarter will be welcome. Such educational
programmes require careful preparation based on an understanding
both of the 'subject and of the real interest of the groups most at risk.
11. CENTRAL DEPRESSANTS
11.1 Like O.D.S. the central depressants form a well-defined
group. Ethyl alcohol, the thief constituent of alcoholic drinks, is a
typical member of the group. Such hypnotics as the barbiturates come
into the broad category of central depressants. So do anaesthetic agents
like ether and chloroform. When given in sufficiently large doses all of
these drugs produce sleep and then anaesthesia. In sub-hypnotic doses
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central depressants produce effects ranging from sedation to those
commonly associated with alcoholic intoxication. The type of effect
depends upon the individual, his mood, and his environment. Thus
alcohol can serve as a "nightcap" in some circumstances yet as an
"lnrtoxicant" (as commonly understood) in other circumstances, e.g.,
when there is drinking in company for the sake of exhilaration. Other
central depressants have also been used as intoxicants, as is indicated
by such terms as "ether jag" and "laughing gas". Comparable recent
practices are "glue sniffing" and "petrol sniffing". Barbiturates and
other hypnotics can be, and sometimes are, employed as intoxicants.
11.2 From a statistical standpoint, alcoholism is far and away the
most important form of drug abuse. There are at least 10,000 New
Zealanders whose drinking has got beyond their control. It is often
argued that alcohol should not be regarded as a drug of "addiction"
because most people who take it do not become obviously dependent
on it. However, this is probably true of many other drugs, the abuse
of which is severely discouraged by most members of the community.
As in the days of Sir Hudibras, many persons "compound for sins they
are inclined to, by damning those they have no mind to". It has yet
to be widely appreciated that there is little risk of normal individuals
becoming drug dependants. Drug abuse is more a psychiatric than a
pharmacological problem.
11.3 If a community is prepared to sanction—with major restrictions—the use of any drug which is liable to be abused by a minority,
then there are good reasons (mentioned in 13.35 to 13.38) for alcohol
being the drug permitted.
11.4 The abuse of alcohol has been mentioned partly because it
illustrates how drug abuse can occur without drug dependence. Even
occasional over-indulgence in alcohol can have dire consequences. Thus
a substantial proportion of motor accidents occur because an amount
of alcohol which would be insufficient to make a person "drunk" in the
ordinary sense of that term may nevertheless seriously impair judgment.
The spree drinker can pile up trouble in various other ways. Drunk and
disorderly behaviour can be evoked by alcohol without there being any
dependence on it.
11.5 Various mishaps arise because many people fail to appreciate
that the barbiturates and certain other commonly prescribed hypnotics
act on the brajin like alcoholic drinks, though much more powerfully
from the standpoint of dosage. Some persons have either killed themselves or gone near to doing so through drinking heavily after having
taken a hypnotic. As pointed out in 7.11 many patients have been
provided with barbiturates or other central depressants in amounts
which cannot be justified on therapeutic grounds. Some of these patients
have merely developed an unfortunate habit. A few, however, have
become obviously dependent on such drugs. This is unfortunate (to say
the least) because the abuse of central depressants can lead to states of
drug dependence which are as unpleasant and dangerous as those
produced by morphine and heroin. According to those who have had to
treat both, the abstinence syndrome resulting from acute withdrawal of
a barbiturate is more severe than that resulting from the acute withdrawal of morphine. Delirium tremens is a well-known complication of
alcoholism liable to be precipitated by acute withdrawal of alcohol.
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11.6 The committee obtained evidence from several witnesses whose
experience of drug abuse included the misuse of barbiturates. It has
come to be appreciated here, as elsewhere, that the combined use of
barbiturate and an amphetamine (as in "purple hearts" and similar
mixtures) may bring changes in mood which are highly attractive to
persons by disposition or inclination liable to abuse drugs.
11.7• Central depressants, especially barbiturates, are a major factor
in fatalities from overdosage. [See 5.52 to 5.54.
12. CENTRAL STIMULANTS
12.1 The amphetamines. Although amphetamine was first synthesised
more than 80 years ago, its pharmacological properties received little
attention until 1927, when Alles discovered that amphetamine has a
stimulant action on the central nervous system. It was first used therapeutically because of its ability to constrict blood vessels, a property
which made it of some value for the symptomatic treatment of colds
and hay fever. This use was stringently restricted after it had been
found that inhalers (under the trade name of "Benzedrine") were
being often purchased to provide amphetamine for its euphoriant and
stimulant qualities. Taking a small dose of an amphetamine brightens
the mood and postpones mental fatigue. It produces increasing alertness
and attentiveness. It may for a time improve one's performance under
conditions where efficiency has been lessened by boredom or fatigue.
The "lift" is greater than that which can be produced by caffeinecontaining drinks such as tea and coffee.
12.2 Certain closely related compounds (e.g., methyl-amphetamine)
act more powerfully than amphetamine itself. They also have greater
side effects. These compounds are known collectively as "amphetamines".
12.3 Amphetamine-like drugs have therefore been taken frequently
as "pep pills" by such persons as students and lorry drivers. During
the Second World War more than 100 million "Energy Tablets" were
supplied to the armed forces of Great Britain and the United States.
These tablets occasionally proved of great value for helping fatigued
men to carry on. On the other hand, use of amphetamines beyond a
very short period not infrequently accelerates collapse at a critical
stage of operations, as occurred with some German parachutists during
the Crete battle.
12.4 It has since become obvious that taking an amphetamine
merely postpones the need for sleep; sooner or later the debt has to
be paid. A number of otherwise inexplicable road accidents have been
attributed to drivers suddenly experiencing an irresistible urge to sleep
through the diminishing effect of amphetamine taken to ward off
fatigue. Irritability, a not uncommon sympton as amphetamines effect
wear off, adds to driving hazards.
12.5 The first major evidence that the amphetamines may give rise
to drug abuse came from Japan in 1946, where large quantities of
methyl-amphetamine became readily available once the war ended.
Tens of thousands of Japanese took amphetamine and methylamphetamine to the extent of impairing their health. Many Japanese
physicians rightly regarded this as an epidemic of methyl-amphetamine
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"addiction" but doctors elsewhere were inclined to underrate the
seriousness of the situation on the grounds that the abuse of
methyl-amphetamine did not give rise to either tolerance or physical
dependence, which were then regarded as all-important criteria of drug
"addiction."
12.6 Over the last 20 years the amphetamines have been widely
prescribed by British and American physicians. Their chief licit use
has been to make it easier for overweight patients to diet. Taking an
amphetamine-like drug makes a person feel less hungry. It is important
to treat obesity, since it is clear from insurance statistics that being
substantially overweight reduces one's expectation of life. Yet, although
many obese patients appreciate the dangers of obesity, they nevertheless
find worthwhile dieting almost impossible without some artificial help.
There is evidence that amphetamines are of some value as appetite
suppressants but only for a limited period (see 7.9). Unfortunately, the
continued use of one of these drugs is likely to cause more harm than
good in the long run. Patients may become nervous, jittery, even frankly
psychotic. They may also have to give up the drug because it seriously
interferes with sleeping.
12.7 Similarly in the treatment of states of mental depression,
the amphetamines have not fulfilled their early promise or retained
their curative powers. That is not to imply that amphetamines have
no therapeutic value. They are undoubtedly useful for treating
narcolepsy, a rare condition which is characterised by recurrent episodes
of irresistible sleep throughout the day. A number of other conditions
respond to amphetamines favourably. Nevertheless, the prescribing of
amphetamines has dropped sharply for two main reasons: firstly, better
drugs have become available for the treatment of mental depressions;
secondly, the abuse of amphetamine-like drugs has become so notorious
that many physicians have become reluctant to prescribe them.
12.8 The amphetamines have rightly come to be regarded as
dangerous drugs. When methyl-amphetamine ("speed") is taken
intravenously, it may give rise to such intense euphoria—often compared
to that of sexual orgasm—that psychic dependence is likely to occur
even faster than with heroin. The temptation to go on taking the drug
is increased by the depression that follows the initial lifting of mood.
After larger idoses of an amphetamine there is likely to be a prolonged
depressive reaction. Overdosage can cause temporary mental disorder,
with symptoms resembling those of paranoid schizophrenia. Larger doses
of an amphetamine may also lead to panic reaction, extreme irritability,
or hallucinations.
12.9 Cocaine. Long before the amphetamines became notorious, a
similar type of drug abuse had developed in parts of South America.
There, many of the Indians chew the plant Erythroxylon coca when
they feel jaded. Cocaine was isolated from this plant in 1860, but it
was not until 1884 that it was appreciated that cocaine could be of
value in dentistry and in various other painful procedures because of
its ability to block pain-producing nerve impulses. Until that time there
were no effective drugs in use as local anaesthetics. Once its usefulness
had been demonstrated, cocaine quickly won acceptance. It soon became
clear, however, that cocaine has several undesirable properties, not least
a euphoriant action which led to its abuse. Taking cocaine temporarily
64

dispels feelings of hunger, fatigue, or anxiety. The great elation and
over-excitement likely to be produced when cocaine has been taken
intravenously accounts for the combined use of cocaine and heroin in
the form of "speedballs". Tolerance does not occur when cocaine is
taken repeatedly, nor does a true physical dependence, though there
may be strong psychic dependence and no desire to give up its misuse.
The abuse of cocaine can prove dangerous, leading at times to
convulsions, delusions, and hallucinations. Paranoid delusions evoked
by cocaine have led to gross acts of violence culminating in mutilation
or murder.
12.10 Since the newer local anaesthetics do not induce over-excitation cocaine is now seldom used for these purposes. Nor is it now so widely
abused, since the realisation that cocaine is a dangerous drug has led
to stringent regulations concerning its availability.
12.11 The relative ease with which it has been possible to obtain
amphetamine-like drugs still allows of these being abused in much
the same way as cocaine. There is considerable leakage of amphetamines
from licit to illicit channels of distribution.
12.12 Concern about this situation has led to the World Health
Assembly promoting a special session of the U.N. Commission on Narcotic
Drugs to be held early in 1970 to consider a protocol on psychotropic
substances for the purpose of making such drugs as the amphetamines
subject to controls similar to those that apply to narcotics.
12.13 In New Zealand recent amendments to the Poisons Act will
allow of more effective countering of some aspects of illicit trafficking in
and possession of amphetamines. The Committee has evidence that wholesale drug houses, having been made aware of the need for greater
security and accountability, are giving closer attention to these matters.
More will be needed to satisfy the requirements of what may well emerge
from the consideration of the U.N. Commission on Narcotic Drugs
Draft Protocol on psychotropic substances. Swedish and other
experiences have shown that international controls are essential to a
successful measure to contain illicit trafficking of drugs. Members of
the Committee have studied the text of the Draft Protocol on
Psychotropic Substances and the Committee awaits the outcome of
further deliberations at Geneva in January with interest.
13. THE HALLUCINOGENS, INCLUDING CANNABIS
13.1 It has already been stressed by the Committee that there is
no single, simple explanation for drug abuse. The goal sought maybe
more than the relief of mental discomfort or lifting of an oppressive
mood; it may be the attainment of thrills rather than euphoria. Many
young people are eager for experience. Reports of interesting "trips"
made under the influence of LSD or mescaline are likely to rouse their
curiosity and make them ask why hallucinogenic drugs are not available
legally for non-medical use. Persons who have taken one of these drugs
report pleasurable and bizarre visual imagery, sometimes also a mystical
or transcendental experience with which may be associated the illusion
of mind-expansion.
13.2 Hallucinations are mental impressions which do not correspond
with what is sensed. For example, one may "see stars" in broad daylight through getting a painful blow on the head. Some mentally
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disturbed persons "hear voices" even when no one is nearby. The
average person, on seeing stars, realises that for the moment his senses
are not entirely to be trusted. On the other hand, a mentally disturbed
person may not have the insight to realise that some of his sensations
are gross distortions of what he hears or sees. Hallucinations which are
taken to be true impressions of the real world can be terrifying. Thus
many an alcoholic has found cause to refer to delirium tremens as
"the horrors".
13.3 Certain drugs can produce hallucinations. A few of these have
long been known in crude form. For instance, Indians in the southwestern region of the U.S.A. ate the peyotl cactus in order to become
hallucinated and thereby gain—in their estimation—a mystical insight
that became a religious observance. Other plants have been used for
the same purpose in Mexico and elsewhere. Mushrooms of the psiocybe
genus are still used to evoke visions in some mountainous areas of
Mexico. They contain two active principles, psiocybin and psilocin,
which have been identified and synthesised. In the Old World certain
other types of mushroom have been found to be hallucinogenic. The
Viking Berserkers prepared themselves for battle by eating mushrooms,
probably of the amanita genus, knowing that this would drive them
into an insane fury. In this state they went into battle stripped of their
mailed shirt. The literal meaning of "berserk" is "bare of shirt" the
word as used today describes the frenzy of the Berserker.
13.4 Hallucinations can be evoked without the use of drugs. Recent
research on the effects of sensory deprivation is helping us to understand
how some of the practices of mystics have enabled them to "see visions
and dream dreams".
13.5 Pharmacologists did not take much interest in hallucinogenic
substances until it was discovered about 30 years ago, quite by accident,
that lysergic acid diethylamide ("LSD") has such 'a powerful action
that as little as 50 microgrammes—just over one-millionth of an ounce—
may suffice to produce colour impressions of extraordinary vividness and
beauty. The subject is likely to be fascinated by gay arabesques,
kaleidoscopic images, 'and an outer world made strange by his distorted
sense of time and space. LSD is not a natural product, but it is closely
related chemically to certain ergot alkaloids and was originally synthesised in the hope that it would resemble ergornetrine in having a
powerful stimulant action on the uterus. Several other hallucinogens
can now be obtained synthetically.
13.6 Drugs like LSD have been much used as research tools,
especially by those scientists who believe or are seeking to establish that
certain forms of mental illness are due essentially to metabolic disturbances which result in the brain being exposed to harmful amounts of
an hallucinogenic compound. There may well be some small niche for
LSD in the treatment of the occasional mental illness; it can aid
"transference" between patient and psychiatrist. It can also •act most
unpredictably and disadvantageously. Its therapeutic role is much in
doubt, and recent research on some of its other properties suggests that
some other compounds are safer.
13.7 Certain beliefs and statements about hallucinogens are not
based on scientific fact. For instance, Aldous Huxley says of mescaline
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in the second paragraph of his book The Doors of Perception: "Administered in suitable doses, it changes the quality of consciousness more
profoundly and yet is less toxic than any other substance in the
pharmacologist's repertory". At the time this was written it was not
possible to measure "suitable dosage", and the claim that mescaline was
"less toxic than any other substance" is one which any pharmacologist
would regard as scientifically naive. Similar pronouncements continue
to be made in the face of our wider and increasing knowledge. Extremes
of viewpoint, not infrequently supported as much by emotion as by
tenuous reasoning or fact, receive widespread publicity, and almost all
of those who put themselves forward to speak are quoted in news media
as if they were of equal expertise and authority. More is said about
this in the section of the report dealing with news media and publicity.
13.8 With regard to the claim that hallucinogens are mindexpanding, the following remarks of W. D. M. Paton, who is Professor
of Pharmacology at Oxford University, are apposite. They were made
in a broadcast talk in the earlier part of which Professor Paton had
been describing the properties of such drugs as heroin and cocaine.
"If we turn from these drugs to a gentler, or apparently gentler, set,
we find that it is not this intense orgasmic reward which is the
attraction, but the shift into a different psychic world. This group
containing cannabis and mescaline, some new tryptamines and perhaps
some of the newer amphetamine-like substances. All these can produce disorders in the sense of time and space, which, largely according
to the mood at the time of taking the drug, can be pleasurable or
unpleasurable. The derangement goes still further with drugs like
LSD where quite profound psychic effects can be produced and from
which semi-permanent or relapsing psychosis can result. It is clear
that with these drugs you can get some tolerance. It is quite clear
that when they're withdrawn, you don't get any dramatic withdrawal
symptoms but you do get a feeling of let down. It's also quite clear,
despite what was said in an advertisement in the Times just over a
year ago about their being non-addictive, meaning, of course, that
they're not like morphine, that they can produce a psychic dependence
"Secondly, these drugs have sometimes been characiterised as mindenhancing. There's in fact no evidence whatever that these drugs do
enhance the mind, only that they distort the sense-mechanisms and
perhaps modify the state of mental attention to outside events.
Nevertheless this claim has been made and has led to the further
claim(that cannabis enhances creative activity. I think this may be
one of the frauds of the age. It is true that detachment from reality
by one means or another—with the drugs I have mentioned, of
anaesthetics, or even in the phase between sleeping and waking in
the morning—can produce rather interesting sensory distortions,
feelings of insight, of being near to ultimate reality. Humphry Davy,
in the early trials of nitrous oxide 150 years ago, has vivid descriptions of being near to ultimate reality. But the insights brought
back from these voyages have always been trivial."
13.9 What can hardly be over-emphasised is that a person under
the influence of a drug like LSD requires expert and continuous supervision. So far from expanding consciousness, LSD and other hallucinogens produce la state in which one has such poor judgment of time
3*
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and space—sometimes even of reality—that unaided activity becomes
fraught with danger. This state resembles a toxic delirium, which was
a common experience when there were scarcely any effective drugs
available for treating acute or feverish illnesses. It can be most
unpleasant. A "rough trip" may bring, instead of a pleasurable "great
truth" experience, what seems to be an eternity of anxiety or even
terror, exacerbated by nausea and vomiting. Bizarre and sometimes
fatal violence has accompanied intoxication with hallucinogens.
13.10 Some experiments on LSD made at Harvard University got
out of hand, and the publicity and attempts at imitation which followed,
quickly led to a realisation by the manufacturers, international organisations, and most states, that tight control on the manufacture and.
supply of this compound was necessary. LSD was added to the Narcotics
Schedule in New Zealand in 1967. Few have questioned the tight
control. Even some drug dependants have supported it. Recently there
has been a marked falling off in the illicit use of LSD as compared
with such other hallucinogens as cannabis.
13.11 Cannabis: marijuana, hashish, and T.H.C. Few aspects of
drug abuse have given rise to more discussion than the place of cannabis,
either in the form of the dried leaves ("marijuana") or of the resin
obtained from the flowering tops ('%ashish"). Cannabis deserves a
special consideration along with other hallucinogens for several reasons.
Pharmacologically it is quite different from such drugs of dependence
as morphine and the amphetamines. As the active principles of cannabis
were not indentified until quite recently, few scientists have been able to
study their pharmacological properties. It is commonly believed that
cannabis is much less harmful than such "hard" drugs as morphine and
heroin. It is therefore important to assess its potential for harm and
consider whether taking cannabis—which in New Zealand almost
invariably means smoking marijuana—should continue to be treated as
an illegal act.
13.12 Since August 1968 the Committee has heard many witnesses,
quite a number with experience of using cannabis, mostly by smoking
marijuana either as a drug of choice or as a drug on Which they may.
fall back when other preferred preparations are not available. The
Committee has also heard from a wide range of professional witnesses,
medically, pharmaceutically, or legally qualified and from other persons
of both sexes who come into contact with marijuana users either in a
welfare, church, police, or interested citizen or good neighbour capacity.
These witnesses have expressed their view with considerable diversity
of emphasis.
13.13 Cannabis is a plant indigenous to western Asia and India. It
became widely distributed in Europe many centuries before it spread to
the Americas and Africa. Cannabis can be cultivated in the South
Pacific, Australia, and New Zealand.
13.14 Hemp fibre obtained from plants of genus cannabis was one
of the earliest fibres to be used by man. Hemp fibre is very durable.
Hemp cloth is known from an eighth century B.C. site in Anatolia and
from the tomb of Queen Arnegunde at St. Denis (Paris) ('circa
565 A.D.). Seeds of hemp and hemp cord were found in a Viking
ship dating from 850 A.D. In Britain hemp was extensively cultivated in
East Anglia for fibre in the fourteenth century—indeed by royal decree
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a J acre in each 60 acres of arable land had to be cultivated in cannabis
for production of ships cordage. The intoxicating and hallucinatory
properties of cannabis would seem to have been known in South Russia
since at least the ninth century B.C. and in India and China perhaps
somewhat earlier. Elaborate vessels for the burning of cannabis or inhalation of its fumes are known from Asiaitic South Russia in the eighth
century B.C. Herodotus mentioned its use as a drug circa 100 A.D. and it
would seem that the Roman grew it also for its oily fruits.
13.15 From both the unfertilised female flowering tops and the
leaves can be obtained drugs which have a powerful action on the
brain. The female cannabis tops develop 'a resinous material which
contains several pharmacologically active chemicals. These are present
in smaller quantities in the leaves. The principal active ingredients of
cannabis resin are called cannabinols. There are quite -a number of
these. The cannabinols resemble one another fairly closely in chemical
structure. Some 'are isomers; in other words the members of a subgroup
may differ merely in the spatial arrangement of their atoms. Others
deviate to a greater extent from the typical cannabinol structure. The
most potent are several tetrahydro-cannabinols commonly referred to as
13.16 Cannabis is commonly prepared and used in several ways. In
most western societies dried preparations of the whole plant, not
infrequently adulterated with other vegetable matter, are smoked as
marijuana in the form of a cigarette often called a "reefer" or "joint".
The potency of such preparations depends on a number of factors
referred to in paragraph 13.20. Smoking is also practised in a number
n of cannabis which often
of Asian communities using a preparatio
contains significantly higher resin content than that commonly found
in New Zealand. Another form favoured in many Asian and a few
western communities is the concentrated cannabis resin known as
"hashish" which is usually chewed or eaten; by this means significantly
higher doses of tetrahydro-cannabinols are absorbed by the body.
Hashish eating was the basis of the ritual preparation of those chosen
as political assassins in twelfth century Iran. Marijuana as a tool of
political influence played a significant role in the recent Nigerian
disturbances. In some places cannabis resin and whole plants have been
burnt in braziers in confined spaces and the intoxicating fumes inhaled,
but this practice is not nowadays practised to any extent. There is also
little evidence as yet of use of aqueous or alcoholic extracts of cannabis
though these could be of high potency.
13.17 Before reviewing the evidence on marijuana at some length,
the Committee .agreed it was desirable to refer briefly to a number of
considerations and variables which are too frequently ignored in generalised statements and some beliefs concerning drugs 'Which are capable
of altering mood and behaviour in man. The Committee accepts that,
"some of these (drugs) in proper dosage may increase or decrease
psychological or physical functions without distortion and find a most
useful place in modern medicine. The same substances in greater
dosage—and in certain susceptible individuals in any dosage—may
distort perception, incite violence or incapacitate mentally or physically."
This is also true of alcohol.
13.18 Every psychoactive drug has a range of effects from "not
perceptible" to "lethal". Between these two extremes there is a very
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wide range of effects on behaviour which vary both qualitatively and
quantitatively; small doses may excite, large doses may depress,
occasional doses may differ in effect from regular doses. As Professor
Maurice Seevers has s'aid:
"A drug is not one drug but a multitude of doses administered
under an endless variety of conditions. Moreover, the "individual" is
not one individual but millions of different individuals varying
physically—young and old, weak and strong, sick and well; and
psychologically—intelligent and stupid, emotionally stable, neurotic,
psychopathic, or psychotic. The 'society' is not one society but
hundreds of subcultures—civilised and primitive, urban and rural,
with different ethnic, religious, cultural, and social characteristics."
13.19 Reference has already been made to amount of T.H.C.
absorbed by the marijuana smoker as compared with that absorbed by
the hashish eater. Further research is being undertaken into the
identification, action, and calculation of the quantities of tetrahydrocannabinols that can be absorbed by the marijuana smoker. Recent
findings suggest that whereas the process of smoking cannabis limits
the amount of T.H.C. that can be absorbed by any individual, the
production of T.H.C. in an alcohol or water soluble form would remove
this limitation. Thus recent research throws considerable light on a
number of hitherto unexplained discrepancies between effects of hashish
(cannabis resin) eating and the seemingly milder intoxications of the
cannabis (marijuana) smoker. Nevertheless, the smoker may experience
very marked distortions of perception amounting, in the deeper intoxications, to a transient psychotic state—a passing mental illness. If
tetrahydro-cannabinols became available in a concentrated form those
who used it would be exposed to very serious hazard; and they could
be of danger to others in several ways.
13.20 It has for some time been known that the amount of T.H.C.
in cannabis varies greatly according to the parts of the plant used,
the climate and soil in which it grew, the time of harvesting and the
length of time in storage. The keeping qualities of dried cannabis vary
widely and its potency may decline significantly with age, conditions
of storage, and the stage at which the crop, especially the female
flowering tops, was harvested.
It will therefore be readily understood that even relatively pure
samples of prepared cannabis may differ both greatly and unpredictably.
Indeed, there may be quite significant variations in the effects of
portions of the same sample used at different times. It seems that
ageing affects the potency and quality of cannabis more uncertainly
and to a much greater degree than does ageing with tobacco or poorly
corked and indifferently stored wine.
13.21 The many variation's of quality, and the unpredictability of
deterioration with ageing and conditions of storage, no doubt account
in part for some of the widely differing claims and observations of the
effects of cannabis on its habitual or on its experimental users. Until some
of the active principles became available recently these variations
hampered competent pharmacological investigations. Many pharmacological studies of cannabis have been invalidated for such reasons as the
use of unstandardised samples, a lack of controls, or reliance on purely
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subjective observations. Scientists set little value on subjective evidence
(which, in contrast to objective evidence, is obtained by the use of
procedures too ill-defined to permit competent observers to check the
original findings). Many of the writers who claim that marijuana is
harmless have not based this 'assertion on objective evidence.
13.22 In reviewing the evidence of user witnesses the Committee
noted that all of the users of marijuana who appeared before it extolled,
with varying emphasis, those qualities and effects of marijuana which
clearly owed their subjective pleasurable appreciation to some
distortion of perception; particularly perception of sound and time,
and a sense of detachment from awareness of the more pressing
discomforts or obligations of the day-to-day existence and the society
around them. Many spoke at length about the right of the individual
to smoke marijuana if he so wished. Nevertheless, all the witnesses
said they did not approve of the unsolicited introduction of marijuana
to the young person uninitiated in its use.
13.23 It has also come to the notice of the Committee that among
person's known to be habitually given to abuse of drugs, including
marijuana, there is a current swing away from other and more powerful
hallucinogens such as LSD. Indeed a witness with one of the longest
and most intense experience of drug misuse expressed the view that
LSD (and its near relations) should be rigidly controlled and its
trafficking penalised.
13.24 The Committee understands from the history of a number
of those witnesses that, whilst it is marijuana which they are most set
upon defending and are most loath to give up, the majority were also
using several other drugs, including O.D.S. and some "prescription
poisons" both of the central nervous stimulant and depressant types
(see 5.15).
13.25 Besides hearing these marijuana user witnesses and other
persons with wide experience of various aspects of drug abuse and
dependency, this Committee has made a thorough study of reports
in relevant scientific journals and other periodicals. After considering
all information that has come to its notice it recognises the need to
set out in clear and unequivocal form the known and very varied
effects of cannabis. Much of this evidence has already been published
in Cannabis: Report of the Advisory Committee on Drug Dependence

(Wootton), in reports of the International Narcotics Control Board,
World Health Organisation Expert Committee and American Medical
Association Committee, etc. The following quotation is from Bulletin
of World Health Organisation 32.72 1.733, 1065:
"Among the more prominent subjective effects of cannabis for
which it is taken occasionally, periodically, or chronically are: hilarity
often without apparent motivation; carelessness, loquacious euphoria,
with increased sociability as a result; distortion of sense and perception, especially of space and time, with the latter reinforcing psychic
dependence and being valued under special circumstances; impairment
of judgement and memory; distortion of emotional responsiveness;
Other effects wbithappear, especially after repeated administration, and as more experience is acquired by the user include: lowering
of the sensory threshold, especially for optical and acoustical stimuli,
thereby resulting in an intensified appreciation of works of art,
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paintings, and music; hallucinations, illusions and delusions that predispose to anti-social behaviour, anxiety and aggressiveness as a
possible result of the various intellectual and sensory derangement;
and sleep disturbances.
In the psychomotor sphere, hypermcaility occurs without impairment of co-ordination. Among somatic effects, often persistent, are
injection of the ciliary vessels and oropharyngitis, chronic bronchitis,
and asthma; these conditions and hypoglycaemia, with ensuing
bulimia 2, are symptoms of intoxication not of withdrawal.
Typically the abuse of cannabis is periodic but, even during long
and continuous administration, no evidence of the development of
physical dependence can be detected. There is, in consequence, no
characteristic abstinence syndrome when use of the drug is discontinued.
Whether administration of the drug is periodic or continuous,
tolerance to its subjective and psychomotor effects has not yet been
demonstrated.
Whereas cannabis often attracts the mentally unstable and may precipitate temporary psychoses in predisposed individuals, no
unequivocal evidence is available that lasting mental changes are
produced.
For the individual, harm resulting from abuse of cannabis may
include inertia, lethargy, self neglect, feeling of increased capability
with corresponding failure, and precipitation of psychotic episodes."
13.26 When evaluating the possible harmfulness of cannabis (or of
any other substance) one must consider both short-term and long-term
effects; also effects which may not be obtained commonly but which are
not so rare or so trivial that they can reasonably be disregarded.
Contemporary descriptions of the effects of cannabis contain some
material which has long been known, particularly that dealing with
effects on perception, mood, and behaviour. However, much more
information is needed than that which can be readily ascertained.
Especially since the thalidomide tragedy, pharmacologists have been on
the lookout for insidious toxicity. Whereas persons suspected of crimes
are treated as innocent until they have been proved guilty, substances
which might be useful as drugs are assumed to be harmful until they
have been cleared by extensive toxicological studies carried out on
various animal species. Such studies have yet to be completed with
cannabis, some of its pharmacological properties are either unknown or
merely in the process of being elucidated. In 1969 scarcely any serious
and informed medical writers would be prepared to dismiss as readily
as this the risk of physical harm from steady use in effective concentrations of unadulterated marijuana with a high T.H.C. content.
[It is prudent to heed the research findings and clinical observations
referred to in para 13.7 and 13.19.]
13.27 During the last 2 or 3 years the use of marijuana and other
hallucinogens has led, with a growing sense of urgency, to research which
is throwing additional light on the issues by increasing our
knowledge of known effects and revealing hitherto unsuspected ones.
'Congestive reddening of tissues around the eye, mouth, and throat.
'An abnormal sense of hunger and appetite. Unlike cigarette smoking
marijuana may encourage eating and consequential weight gains.
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Considerable work has been undertaken in Great Britain at
the instigation of the Home Office in 1968 and is continuing.
Knowledge of the ways and means of detecting cannabinols in body
fluids, on the person of the smoker, and in the air has been advanced
significantly. Studies on the condensates obtained from heating and
burning cannabis plant material have led to estimation of the actual
amounts absorbed by smokers even after a single "reefer". T.H.C., which
contains the chief active principles, has been found to affect smokers
when absoibed in amounts so low as to suggest a potency approaching
that of LSD (of which approximately one-millionth of an ounce can
produce symptoms). These experiments have yielded further evidence
of the relative amounts of T.H.C. absorbed by smoking and "eating".
In New Zealand research on the chemical detection of cannabis constituents has been undertaken by the Department of Scientific and
Industrial Research, and studies on the effects of T.H.C. on behaviour
and brain metabolism are about to be performed at Otago University.
Since the hallucinogen LSD has been shown capable of damaging
chromosomes in human white cells cultured in the test tube and of
producing severe congenital malformations in pregnant rats, hamsters,
and mice, similar experiments are now being performed with cannabis.
A recent paper entitled "The Effect of Marijuana on Fetal Hamsters
and Rabbits" provides evidence that multiple doses can produce foetal
malformation. However, further work is needed before any firm conclusion can be drawn. These examples of current research represent only
part of an increasing programme in many countries including New
Zealand.
13.28 In the light of present knowledge of absorption and toxicity
of T.H.C., its mode of action and metabolism, there is no justification
for the view that smoking of cannabis is harmless. There is even less
case for so regarding the eating of concentrated resins of alcoholic
extract, let alone the isolated T.H.C. The danger of unsupportable
assertions of alleged harmlessness lies in the encouragement that they
give to the uninitiated to venture on their first experimental indulgence
in the company of the habituated; and the discouragement they give
the more habituated to make any serious effort to abate or discontinue
their usage even in the face of the warnings of the inevitable miscalculations of "dosage".
13.29 The following quotation from Bewley illustrates another aspect:
"When marijuana is smoked there is initially apparent stimulation and
exhilaration, followed by sedation, depression, drowsiness, and sleep.
The effects, however, are very variable and unpredictable
neurophysiological effects are clumsiness, inco-ordination and frequently
ataxia. The effects on mood vary from extreme elation and exhilaration
to depression, panic, and severe anxiety. It may induce striking illusions
and hallucinations. The distortion of time perception is especially marked,
and time appears to pass more slowly. Fantasy and imagination may be
stimulated. Ideas may be plentiful but disconnected and disorganised.
There may be increased auditory acuity and sensitivity to rhythm.
Like alcohol, but producing more euphoria, it is sought chiefly for
casual recreational purposes and as an escape from reality. The
experiences are often described as being 'blocked' or 'stoned'. The
use of marijuana does not in itself cause any mental or physical ill
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health, though it may lead to social and legal problems. For example, it
can be extremely dangerous to drive a car under the influence of
marijuana owing to altered perception."
13.30 Bewley's statement that marijuana does not in itself cause
mental or physical ill health, however, was written some time before
recent research findings were better known. Few serious 'and informed
medical authorities today would be prepared to so lightheartedly dismiss
the risk of physical harm from steady use, in effective concentrations, of
unadulterated marijuana with a high T.H.C. content. It is prudent to
heed the findings of research and clinical observations referred to in
paras. 13.7, 13.19.
13.31 In studying the many contentions of the "marijuana is harmless" advocates, the Committee has noted the way in which the terms
"hard" and "soft" have been applied to various groups of drugs. Some of
the witnesses who appeared before the Committee seemed to place
great reliance on this label "soft", which they themselves apply to
marijuana, and quote it to support their claims for the alleged harmlessness of marijuana.
13.32 Another and equally widespread contention among marijuana
users, and reported statements of users, concerns the presence or absence
of "addiction". This user concept of "addiction" usually stresses a very
narrow and outdated emphasis on physical dependence to the exclusion
Of psychic factors and the complete dismissal of any possibility of longterm let alone short-term effects on body organs or health in its fullest
sense. From this it is an easy step to comforting self-persuasion that
unless 'a drug rapidly induces full fledged physical dependence ("addiction") its potential for harm is insignificant.
13.33 The Committee does accept the claim that the very occasional
smoking of marijuana, of low T.H.C. content, may well have little
physical effect on a short-term, or exceptionally on a longer term, basis.
The Committee, however, is not prepared to place as much reliance as
did the Wootton 'Committee, on the much quoted report of the Indian
Hemp Drug Committee of 1893-94, as to the absence of long-term
harmful effects, without drawing attention to the very different view
taken by the Indian Government at the present time. India is at one
with Lebanon in assigning considerable economic resources towards the
eradication of cannabis cultivation and its replacement with other cash
crops. Concerning Indian conditions, Dr K. J . Dunlop writes:
"The long term effects of Indian hemp (marijuana) make a person
a shiftless and degraded member of the community, and ultimately a
sick member. He eventually becomes unemployable because he is so
incapable and unreliable. I have been following the controversy
regarding the use or abuse of marijuana for some time.
Living in this part of India (Assam) for the last twenty years, I
have in my professional capacity had to meet and treat many patients
who have smoked pot, many of them since early youth.
One can always recognise a pot smoker of any duration by the fact
that he will have been admitted to hospital on many occasions
suffering from "bronchitis". He will have a chronic non-productive
cough, his exercise tolerance will be reduced, and he will have
considerable emphysema (distension of the lungs).
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Why do our 'progressives' and 'do-gooders' amongst whom I am
sad to note appear Ito be members of the medical profession, make
statements to the Press and to medical journals stating that the drug
is 'soft' and no harm or only a little harm can come from its use, when
they have little or no experience of its effect in a Society?
I think if an inquiry were made to the Indian medical profession
or to Indian social workers, a true picture of the long-term effects on
the individual would emerge.
Why at a time when we see pressures being brought to bear on
the Government, television and the press to ban advertisements for
cigarettes, because they are carcinogenic and lead to premature death,
do we have, simultaneously, pressure groups trying to legalise a drug
which kills its habitues a decade or a decade and a half earlier than
does tobacco."
13.34 It is not possible to get a full and comprehensive picture of
the total marijuana usage in New Zealand. The Committee is aware, on
the basis of evidence it has obtained, at least four groups of drug users
can be identified: multiple drug users, single drug users, spree or
occasional users, and experimental users.
13.35 It may be inferred from paragraph 13.25 that cannabis (marijuana) like other hallucinogens seems to "possess a particular attraction
for certain psychologically, socially, maladjusted persons who have difficulty in conforming to usual social means. . . these include frustrated
non-conformists and curious thrill seeking adolescents and young adults".
On the basis of its knowledge the Committee sees no reason to
disagree with this statement. It does, however, clearly recognise that
whilst cannabis may have a particular attraction for the types described,
many others may, and indeed do, from time to time become involved
in marijuana use. Quite often the involvement of more stable and more
intelligent persons is of a spree or occasional nature. However, not a
few would seem to persist in marijuana usage at intervals or even on an
intermittently regular basis.
13.36 The Committee found that the evidence of the pattern of
cannabis (marijuana) usage in New Zealand was, in many respects,
similar to that recorded by the Wootton Committee, describing the
situation in the United Kingdom.
"All our witnesses were agreed that cannabis-smoking in the United
Kingdom was a social rather than •a solitary activity, casual and
permissive like the taking of alcohol. Friend introduced friend!! " . . .
"Apart from relaxation, the main sensations looked for were
euphoria, tolerance of environment, and—at a more intellectual
level—heightened awareness of self. Much reference was made to
the varying influences of the circumstances in which the drug was used,
little to altered visual or sensory perception."
"Notwithstanding the 'limits of present knowledge, it is clear that
cannabis is a potent drug, having as wide a capacity as alcohol to alter
mood, judgment, and functional ability. In that sense we agree with
the conclusion recently published in ithe U.S.A. by the Council on
Mental Health, the Committee on Alcoholism and Drug Dependence
of the National Research Council, and the National Academy of
Science that cannabis is a dangerous drug."
75

13.37 The Committee would also agree with the Wootton Committee
and the various authorities just quoted that there are grounds for
regarding the low T.H.C. content marijuana (i.e., in the forms in which
it has hitherto generally been used in New Zealand) as less immediately
harmful than certain narcotics such as opium derivatives, or even the
amphetamines and the barbiturates in comparably low doses. The
Committee would, however, draw attention to the fact that many
apologists for marijuana draw comparisons which are, in fact, based
upon short-term low T.H.C. content marijuana usage and the longer
term heavy drinking or abuse of alcohol. The conclusions drawn from
such comparisons have but little validity. This is indeed an aspect to
which further sociological and medical research should be directed and
one to which the Committee will be giving their further attention after
the publication of its first report.
13.38 One matter which will require closer examination is the fact
that driving under influence of marijuana can be potentially quite as
dangerous as driving under influence of a substantial amount of alcohol.
Until recently it would have been impossible to provide laboratory evidence of such marijuana intoxication in a driver. It is still a difficult
estimation. The Wootton report has also drawn attention to the danger
of marijuana intoxication in drivers:
"Cannabis may well, however, be at least as dangerous as alcohol
as an influence on driving and other responsible activity . .
Even if cannabis in measurable doses were no worse than alcohol in
its pharmacological effect, and this point is not proven, permitting it to
become as freely available as alcohol is today would be regrettable
for a number of reasons.
13.39 Evidence of alcoholic intoxication is seldom hard to obtain.
Even if a "breathalyser" test is not employed and samples of blood
or urine cannot be obtained for analysis, the suspect's behaviour is
likely to give him away. It is at present more difficult to rapidly
recognise and accurately assess the degree of intoxication with cannabis.
Tests are, however, in the process of development. Since a person under
the influence of cannabis may be unfit to drive a car, the task
of dealing with intoxicated motorists would become all the more difficult
if cannabis were to be used as readily as alcohol or, as happens sometimes, in combination with alcohol. Already a road death rate of 270* per
annum is attributed to alcohol and an occupancy of 150 hospital beds
from traffic accidents daily. With cannabis freely available the figures
would rise sharply.
13.40 The chemical composition of alcoholic drinks is well known
and their strengths can be easily standardised. It does not take most
individuals long to discover their capacity. There is at present no simple
and satisfactory means of standardising cannabis preparations. They may
differ as much in potency as, say, ginger beer and methylated spirits.
13.41 Chemicals which appear to be the active principles of cannabis
have recently been isolated from it. The most active of them the
tetrahydrocannabinols are, from a dosage standpoint, vastly more potent
*Based on the experience that in 50 percent of all fatal accidents alcohol is
involved in one or more of the parties to the accident.
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than alcohol. Control over their distribution would be correspondingly
difficult—it is infinitely more difficult to conceal a bottle of spirits than
cannabis products of a thousand times the intoxicating capacity.
13.42 Alcohol can be regarded as "the devil we know". Some of
its more insidious actions were slow to be recognised. For instance, it is
still far from common knowledge that taking an amount of alcohol
which definitely impairs vision and skilled movements so diminishes a
person's critical capacity that he imagines he is performing as well or
better than normally, when in control of a motorcar. As already pointed
out, much of what the population accepts as "knowledge" of cannabis
is little better than hearsay. There is a remote possibility that cannabis
could prove to be safer than some currently believe; on the other hand
there is a real probability that it may well be far more dangerous.
Most recent research findings point in that direction.
13.43 Considerable and misleading attention was focussed in New
Zealand on the passages in the Wootton Report dealing with penalties.
Much of the early comment has recently reappeared in varying guises
in a number of publications devoting considerable space to advocacy
of "legalisaition" of marijuana. The Wootton Committee of course, most
emphatically did not recommend relaxation of the current United
Kingdom controls but it would be hard to deduce this from a number of
widely publicised New Zealand articles and at least some radio and
television presentations. The Wootton Committee recommendation on
penalties, if implemented by the United Kingdom Government, would
bring United Kingdom narcotics law close to provisions enjoyed in New
Zealand since the Narcotics Act 1965. This Act clearly distinguishes
between penalties for the more serious offences of trafficking and the
lesser transgressions of possession. Its provisions are currently being
studied in the U.S.A. with a prospect of similar principles bthng applied
there.
13.44 The Committee also shares the reservation of Mr P. E. Brodie,
ORE., a member of the Wootton Committee, concerning the need to
retain penalties sufficiently severe to discourage the large-scale trafficking
of cannabis and it regards the lower penalties recommended by Wootton,
but not implemented by H.M. Government, as unlikely to meet the
situation effectively in the interests of public health.
"So long as it is an offence to possess cannabis there will be a
"market" for the trafficker to exploit. As some cannabis convictions
have shown in the past, the "market" has been sufficiently large to
attract organised smuggling of substantial quantities. It seems likely
that the demand for cannabis will grow and trafficking may become
more extensive. Professional criminals may become more involved,
and the problem of urban crime made more serious.
To forestall such a development—and to minimise the social dangers
to which young people would be exposed if trafficking were uncontrolled—I am much concerned that the large scale trafficker of
cannabis should be effectively discouraged. I am not persuaded that
the maximum penalties suggested by my colleagues would be effective.
An unlimited power to fine is not a sure safeguard. If the alternative
sentence of imprisonment is short, it may be preferred to a large fine.
Experience shows that it is often difficult, and indeed sometimes
imposible, to recover from a convicted person money which is the
proceeds of crime."
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It is interesting to note that in September 1969 the French Government introduced new and comprehensive decrees specifically aimed at
large-scale trafficking. Heavy penalties were also provided for owners
of premises on which drug trafficking was allowed to take place.
13.45 For better or worse cannabis has a bad name. Some young
people try it partly out of curiosity and hope of a thrill; some as an
act of defiance against a generation with whose way of life they are
impatient. Persons so motivated must appear "fair game" to traffickers
seeking clients for other drugs which, if taken, are likely to lead to a
more serious dependence. As shown elsewhere in this report, virtually
all the user witnesses we have interviewed typically experimented with
a variety of drugs.
13.46 Like many other observers, we believe that for susceptible
individuals taking marijuana can be a significant step towards the use
of a more potent dependency inducing drug. The Committee does not
assert that smoking marijuana inevitably, or always, leads on to other
drugs. It recognises there are some who try it and never use it again.
There are some who virtually limit themselves to marijuana. On the
other hand, some who start with marijuana proceed to other drugs and
some who start with other drugs also use marijuana. Because so many
New Zealand drug users use several drugs of which marijuana is one
and associate in groups comprising people using a variety of drugs, there
is a high probability that contact with marijuana will involve indulgence
in other drugs in New Zealand.
13.47 Furthermore, as with alcohol, the person under the influence
or intoxication of a drug or drugs (marijuana included) may, when in
control of a motor vehicle or firearm or other lethal weapon, be the
occasion of the 'death of an entirely innocent person who chanced to cross
their path at an inappropriate moment. (See appendix V.)
13.48 After reviewing all the evidence the Committee are unanimous
that the relaxing of legislative control on the use of marijuana at this
stage would be irresponsible. The Committee also consider that every
effort should continue to be made to eliminate all sources of supply and
trafficking. The Committee regards present differentials of penalties for
trafficking and possession under the New Zealand Narcotics Act to be
sensible and appropriate. The Committee would, however, draw attention to the desirability and need to ensure Ithat, either prior to the
determination of the Court proceedings or in addition to any penalty
the Court may see fit to impose, consideration be given to the need or
otherwise for some fuller assessment and examination of the background
of the offender being made in order that appropriate counselling, medical
treatment, or surveillance to minimise renewal of unfavourable associations be arranged.
13.49 The Committee also is unanimously of the opinion that more
support should be given to research with various aspects of effects of
both short- and long-term usage of T.H.C. in various concentrations in
both animals and humans.
13.50 Especial care will be necessary to ensure that those
undertaking such work are in all respects responsibly competent and that
their laboratory resources are equal to the special demands of such
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investigations. The Committee is aware of unfortunate sequels of
irresponsible work undertaken overseas and the serious consequences
that have ensued both to numerous individuals and society.
13.51 Whilst research would undoubtedly assist in resolving a number
of points upon which the dust of doubt is not infrequently thrown, its
full value will require a very careful and sustained presentation of
findings within a programme of education concerning health and drug
dependence directed not only to the age groups at greater risk, but also
to the broader interests of the community in the particular aspects of
the public's health. The need for educational programmes, which the
Committee fully support, is dealt with in section 15 and in the conclusion
and recommendations set out in section 16.
14. O.D.S. DRUGS
14.1 Psychological and physical dependence on drugs of the O.D.S.
group ( ,opium, morphine, heroin, derivatives of morphine, and synthetics
such as pethidine and methadone which have similar effect) is the type
of drug dependence which has for long been regarded as the model
of "addiction" and which some people still erroneously consider to be
the only type. Therapeutically these drugs are administered for the
relief of pain which may arise from an accident or injury, from a
medical condition, or from surgery. Of those for whom the drug is
prescribed over a period some are liable to become dependent. Where
the patient is suffering from a painful condition expected to result in
early death such dependence is an accepted side effect and such patients
are not regarded as 'addicts in the legal sense or in the sense used in
compiling the reports to the Secretary-General of the United Nations
and have not been and are not regarded by this Committee as being
"addicts". They do not appear in table 2 of appendix XI.
14.2 This table is compiled from those in the annual reports
furnished to the Secretary-General of the United Nations as required
by article 18 of the Single Convention on Narcotic Drugs 1961 and
comparable articles of earlier conventions. Assessment is made twice
annually by Medical Officers of Health after obtaining infonnation on
drug usage and such medical and psychiatric reports as appear necessary.
The figures are of the numbers of persons deemed to be "addicts" for
the purposes of those reports at 31 December. It includes:
(a) Persons on whom the use of the drug was for the treatment of
some condition where a less hazardous drug may have been a
suitable analgesic, or the condition has remitted, but some degree
of physical or psychological dependence remains; and
(b) Known and identifiable persons who have taken O.D.S. drugs,
obtained from illicit sources or from legitimate stocks by illicit
means, in a voluntary manner and in whom there is a physical
or psychological dependence.
Some of the persons are controlled under the Alcoholism and Drug
Addiction Act or are otherwise within institutions. Others are undergoing
withdrawal treatment outside institutions either with or without the
reinforcing prohibitions or restrictions that can be applied under regulation 26 of the Narcotics Regulations 1966. The table cannot include the
unknown persons who obtain drugs from illicit sources or by illicit means.
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14.3 The taking of these drugs voluntarily, and sometimes the continuation after medical need has passed, is almost certainly motivated by
a desire to reduce psychological discomfort, especially anxiety, and sometimes to quell hunger and sexual urges with the induction of a dreamy
state in which all worries vanish and problems and responsibilities may
be deferred indefinitely. There frequently follows social non-productivity,
neglect of hygiene and nutrition and, because society's demands and
standards are unperceived, a departure from normal scales of values.
This is shown in lack of respect for property, making theft seem justified;
lack of respect for truth, giving substantial unreliability of word; and
lack of respect for their own lives, leading, despite their knowledge
of the danger, to death by overdose of the drug.
14.4 Taken originally for the relief of pain, or by the abuser for
pleasurable effect, the user finds that as time goes on larger and larger
doses are required to produce the desired medical or hedonistic effects,
and that these may be of shorter duration. This is known as the development of tolerance. When this tolerance has developed, the subject will,
if he does not have a further and adequate dose as the effects of the
previous one have subsidised, enter into the withdrawal state and suffer
from and exhibit a characteristic set of symptoms known collectively as
the abstinence syndrome.
• 14.5 The abstinence syndrome may also be precipitated by the
administration of a morphine antagonist, usually nallorphine (N-allyl
nor-morphine), which may be used as a test of whether the person is
dependent .on 'any of the O.D.S. drugs. Whether induced by withdrawal
of drugs or by precipitation with an antagonist, the quantity of O.D.S.
drug then required to return the patient to reasonable comfort is an
approximate measure of the dose to which he has become tolerant. One
member of the Committee testing with n'allorphine, a long "addicted"
opium smoker who later admitted to "spiking" the smoke with heroin
found that a dose of morphine about 21 times the normal therapeutic
maximum was necessary to restore reasonable comfort.
14.6 Withdrawal symptoms and 'their dangers are well known, and
are familiar through observation to several members of the Committee.
Within 12 hours of the discontinuance of the drug, often earlier, the
user becomes restless and nervous, whilst yawning, a running nose and
increased sweating 'appear to embarrass the individual. This is followed
by muscular cramps limb twitching, shivering, goose flesh, and aching
in bones and joints. Repose is impossible and movement torture. There
are added after about 24 hours vomiting, cramping abdominal pain,
uncontrollable diarrhoea, and sleeplessness. This may continue for 2
to 3 'days, gradually wearing off. The rapidity with which these symptoms develop and their severity vary with the length of time the
person has been dependent and the quantity of drug he haà been taking.
The only relief from these symptoms known to the drug user is the
taking of a further dose of the drug.
14.7 It • is possible to ameliorate, but not to avoid entirely, these
symptoms by a gradual 'reduction in' the dosage of the drug under
strictly controlled medial and nursing conditions. Avoiding the natural
instinct of the patient to restore the narcotic to the previous upper dose
level, the unpleasant effects of withdrawal can be alleviated by using
other drugs. In hospital the amount of drug is reduced slightly each
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Plate 4. Some equipment used in drug abuse and seized from offenders in New

Zealand.
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Hypodermic syringes; hypodermic needles; medicine droppers with hypodermic needles attached;
tumbler and spoons used for dissolving tablets or other solid forms of drug in water; wool and cottonwool used for straining solutions. , into syringe or dropper prior to injection; candle for heating contents
of spoon to hasten solution; aluminium foil used as wrapping for drugs, cottonwool, etc.; matchbox with
hole for use as holder when smoking marijuana cigarette.

few clays and the patient assisted to stabilise his withdrawal symptoms
before a further small withdrawal is made. "Addicts" treated in this
way by one member Of the Committee have expressed the opinion that
this method is very much p1eaanter than previous attempts at withdrawal which they have made themselves. The process may take 3 to
6 weeks depending on the amount of drug previously taken, the
individual, and the length of dependence.
14.8 The Committee accepts that some persons have themselves
abstained from drugs after reaching a state of dependence. In most
instances this has been accompanied by withdrawal symptoms, but
there are a few anomalous reports which are silent on the point or deny
that such symptoms appeared.
14.9 The emaciated state which many O.D.S. "addicts" reach due to
lack of interest in proper nutrition improves rapidly as soon as the
patient is free of the drug, and a considerable improvement in physical
health is obvious, subjectively and objectively. But personality factors
predisposing to the dependence have not been altered by physical withdrawal of the drug, and the person may require help with psychotherapy
and tranquillisation. Re-motivation is an essential element in avoiding
relapse. All too often its importance is apt to be overlooked.
14.10 Indeed, overseas studies are quite clear that, certainly without
psychiatric and social support, the majority of dependan'ts to O.D.S.
drugs revert to their use. It is also to be expected that some persons
who have been dependent and from whom the drug has been successfully
withdrawn will at a later time, and for unaccountable reason, exhibit
the abstinence syndrome. It is apparent to the Committee that, important
and serious as the physical dependence to O.D.S. drugs may be, the
psychological dependence • becomes even greater and is far more
difficult to overcome.
14.11 The Committee has also noted evidence of neo-natal
"addiction" with withdrawal symptoms in the newly born child of , a
New Zealand woman involved over a prolonged period, which included
her pregnancy, with illicit O.D.S. use. It is encouraging to note that
during a later pregnancy the woman in question voluntarily sought
hospital assistance to ensure she was not using O.D.S. during the latter
part of pregnancy. It would seem that the effects of neo-natal
"addiction" are fairly well known amongst some illicit users of O.D.S.
15. DRUG DEPENDENCY AND DRUG ABUSE: THE SOCIAL
CONTEXT
15.1 As this report has shown drugs are used unwisely by many
people in many different ways. These misuses range from our common
reliance on self-prescribed medicines and pills to the much less frequent
but more dangerous use of O.D.S. drugs. Not all drug misuse is serious,
and in many cases it is not illegal. Although there has been a sharp
rise during the past few years in the number of detected offences involving drugs, and presumably in undetected offences also, the misuse of
drugs for non-therapeutic purposes is not at present a major social
problem in New Zealand. Our good fortune has been due partly to
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the foresight of those responsible for ensuring that the control services
of the Customs, Health, and Police Departments were prepared for a
possible rise in drug misuse; partly to our geographical isolation, which
has limited the supply of drugs available for illegal uses; and partly to
the limited impact on our society, at least up to the present, of some of
the social tensions which have been associated with and may have
stimulated the increasing misuse of drugs in other countries.
15.2 While New Zealand has been spared the personal unhappiness,
the social problems, and the economic loss which typically accompany
a widespread misuse of drugs, the present situation is no cause for complacency. When all the possible and publicly acceptable measures have
been taken to control the use of potentially dangerous drugs some
illegal supplies will still be available, and there will Still be opportunities
to misuse drugs properly supplied for therapeutic purposes. There
will also be some people who from curiosity, social pressure, or a desire
to escape from their own frustrations and anxieties will be willing
to misuse these drugs. Some of these people will become psychologically
dependent on their drugs, and if they use O.D.S. drugs in 'any significant
quantity they will almost certainly develop a physical dependence also.
These more serious kinds of drug misuse cannot be completely eliminated
in New Zealand, and they will remain a latent threat to the welfare of
our society.
15.3 It is not necessary to accept that the overall misuse of drugs
must increase in New Zealand, but it would be reckless to assume that
the problem can be contained at about its present level simply by
strengthening the present measures of control and treatment along the
lines recommended in this report. This assumption completely ignores
the importance of the psychological and social factors which have contributed towards the recent upsurge in serious drug misuse, and which
must be expected either to remain as potent in the foreseeable future
as they have been over the past few years or togrow in importance.
15.4.1 Some of these factors have already been discussed. Section 7
of this report showed the extent to which our whole society has become
conditioned to the casual use of drugs to alleviate pain, relieve tension,
and banlish anxiety. This is the model presented to young people inside
and outside their own homes. The study of a group of drug abusers
reported in section 5 showed that many of them had experienced
difficulties and disappointments in their life at home and at school
which might have made them more likely than others of their own age to
seek compensatory satisfaction through the misuse of drugs. The rise
in the number of people admitted to hospital with a diagnosis of drug
dependency or for suicidal overdosage, also reported in section 5, points
up the extent to which drugs are now being used to obtain release from
personal problems. Improved measures of drug control will do little
to remove the factors which have and will lead people to use drugs
improperly.
15.4.2 Past experience in health education suggests that, given time,
the general public may lessen its present general over-dependence on
drugs when it is made aware of the dangers to good health which can
be involved, but this development, if it occurred, would not remove the
personal and social difficulties characteristic of the group of drug
abusers studied by this Committee. Their problems lie deeper. They
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point to the continued need to develop the health, welfare, and educational services which will help both to protect young people and adults
from pressures inimical to their good mental health and sound social
adjustment and to assist those who are already facing such pressures
at home, at school, or elsewhere. The evidence gathered by this
Committee has shown the reality of these problems. It is possibly
symptomatic that the recent increase in the more serious forms of drug
misuse has followed the steady rise in' reported juvenile delinquency
and in offences by young adults. Any measures which reduce the
incidence of social maladjustment and promote mental health will have
an important preventive influence on future drug dependency and
drug abuse.
15.5 The fact that the group of drug abusers described in this
report contained a high proportion of people who came from families
which were incomplete, or in which personal relationships had not
been satisfactory, does not mean that future serious drug abuse in this
country will necessarily be restricted largely to those with a similar
background. If this were true it would justify the assumptions that those
who meet the generally accepted canons of good mental health would
be unlikely to use drugs unwisely if they had the opportunity to do so;
and that those who might, or do, misuse drugs would usually comprise
a rather small minority of "abnormal" people characterised by their
personal inadequacies. If this were the complete picture it would be
reasonable to presume that, as drug misuse in its more serious forms is
still comparatively uncommon in New Zealand, adequate control
measures allied to improved treatment and research services and to a
steady improvement in social 'services for the less fortunate should at
least hold the incidence of serious drug misuse at or near its present
level, and 'should in time reduce it.
15.6 This analysis of the problem of serious drug misuse in New
Zealand and strategy for attacking it would have seemed sound perhaps
even five years ago, but it is no longer adequate. it takes no account of
the possibility, which then seemed quite remote, that some people who
do meet the canons of reasonable mental health might decide that it is
quite proper to use drugs for pleasure in private, and that, as a result,
the number of people using psychoactive drugs for this purpose could
rise to a level at which it would challenge the accepted social code.
In fact, of course, this is precisely what has happened in some countries,
mainly over the use of such hallucinogenic drugs as marijuana and,
to a lesser extent, LSD.
15.7 It is not yet possible to say precisely why and how this development occured, but the fact that predominantly younger people have
been involved suggests that factors other than the availability of the
drugs themselves must be considered. The phenomenon must be viewed
against the background of the whole complex of social changes which
have affected the life of young people and their relationships with the
older members of their society. These changes have made young people
here and overseas able to live independently at an earlier age; more
conscious of themselves as an important social group; more easily aware
of what other members of their age group are doing; and more likely
to question the established values of their own community. Over the
same period their parents have become generally less likely to give
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their children firm guidance on matters of behaviour, sometimes because
they themselves are uncertain and sometimes because they believe that
their children should be encouraged to reach their own decisions. These
changes are neither good nor bad in themselves, but they have made
young people more exposed to pressures from their own age group; and
at the same time made it less easy for them to obtain and to accept a
definite lead on matters of conduct from their elders. This changed
social climate has not been directly responsible for the misuse of drugs by
young people, but it has made it much easier for the practice to spread
and to become accepted in some overseas countries as a way in which
they can express and reinforce their own identity in a difficult world.
15.8 These social changes and their implications cannot be ignored
in assessing the likelihood that a more permissive attitude towards the
use of drugs for pleasure may develop amongst "ordinary" New
Zealanders. We cannot insulate ourselves from the influences which
may foster the development of such an attitude, particularly amongst
younger people. In the first place, a small but increasing number of
New Zealanders travelling abroad are becoming involved in the misuse
of drugs, and return to this country to question its present legal sanctions,
particularly on marijuana. Secondly, the reports on the increasing use
of drugs by "ordinary" people in some other countries and published
here in overseas periodicals can be most persuasive, as can articles
describing the misuse of drugs by people held in respect by the reader.
Because most New Zealanders do not have enough accurate information
on drug dependency and drug abuse they cannot properly evaluate
what they hear or read about the matter, and in the absence of wellpresented evidence to the contrary they may well suspect that the risks
have been overstated by a conservative establishment and that the
present legal restrictions are not, in fact, justified.
15.9 If young people are left to make their own decisions on this
matter without adequate knowledge to counterbalance the pressures
towards a more permissive attitude it may well only be a matter of time
before the social factors mentioned above would lead an increasing
number of them to support the small group now seriously questioning
the present legal sanctions on the availability of any drug which they
believe is harmless. If a sufficient number of persons reach this decision
the present social sanctions on the serious misuse of drugs will begin
to lose their force, and while the existing control measures will set
definite limits to the supply and to the illegal use of drugs it will become
increasingly difficult to convince younger people that the present legal
sanctions are reasonable.
15.10 It must be remembered that the attitudes which a person
holds, and his behaviour, are strongly affected by the opinions and the
conduct of those people around him whom he most respects. This is
true for all people, but particularly so for those who are still unsure
of their personal status in the adult community. This is the typical
situation of the adolescent and the young adult as he moves from the
comparative protection and security of his own childhood to the more
demanding roles of adult life in a complex society. If the influential
persons in his own work or recreational groups consider behaviour of
a particular kind proper or permissible he will quite possibly pay more
attention to their views at this stage in his development than he may
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to those expressed by his parents or by recognised public leaders. He
may well feel the need, for a while,,to question the standards which they
support as he develops his own personal codes of conduct.
15.11 If the attitude common within a group to a particular form
of conduct differs from that required by the community individual
members of the group are generally prepared to accept that they should
conform to the accepted code, at least in their public conduct, though
they will hope to see that code changed, and they may work actively
to that end. But, in some circumstances, a person whose private standards
of behaviour conflict with the stated code of his society may come to
regard that code as so unreasonable that he will flout it without feeling
guilty, even though it may be buttressed 'by legal sanctions. This is most
likely to occur if he considers the particular behaviour concerned essentially his own private affair and unlikely to affect others, and if he feels
that sufficient people support his viewpoint.
15.12 Once a critical number of people in any community reach
this decision it becomes impossible to enforce the accepted code, even
though their conduct may be illegal. The history of the moderation of
legal sanctions on sexual behaviour, the failure of the prohibition
amendment in the U.S.A., and the attempt to stop off-course betting
in New Zealand by deterrent legislation illustrate the limits of social
and legal sanctions in controlling the conduct of what may only be a
minority of the population when those concerned believe that the
accepted code is wrong and have each other's mutual support. The
recent reports of the public use of marijuana and LSD at several large
music festivals in the U.S.A. suggest that the same situation can now
arise over the misuse of at least some psychoactive drugs.
15.13 The Committee has met several witnesses who have stated
their belief that the present restrictions on the use of some drugs for
non-therapeutic purposes are unreasonable. It knows that there are
others who share this viewpoint, particularly concerning the use of
marijuana. It also knows that there is probably a large number of people,
most of them young, who are not sure that the present restrictions are
justified in their present form. At the present time, however, the general
climate of opinion in New Zealand is clearly not in favour of any easing
of the existing sanctions on any psychoactive drugs, including marijuana,
and this attitude is probably shared by most members of those
groups likely to question existing codes of behaviour. The danger lies
in the fact that this opinion is too often based on inadequate knowledge
and it is vulnerable to suggestions that it is unnecessarily puritanical and
restrictive. It is important to realise, however, that group and public
opinion on these matters will not be static, and that there are strong
influences working towards the establishment of a more permissive
approach to the use of drugs in New Zealand.
15.14 Seen in its full perspective, the overall problem of drug dependency and drug abuse seems more likely to increase than to decrease
in New Zealand, irrespective of the formal measures taken to limit it,
unless within the next few years a sufficient number of people build into
their own values a positive belief that it is undesirable and unnecessary
to use drugs for non-medical purposes, and that to do so must hurt
others. Drug misuse in New Zealand is still a matter of private behaviour.
85

People's behaviour when they are not in public is determined by their
personal beliefs. New Zealand is still at the stage at which it would be
possible for a substantial majority of people of all ages to develop a
rationally-based aversion to the improper use of drugs, but the available
period of time for it to occur and have the desirable preventive effect
may be quite short.
15.15 The Committee's recommendations for action in the fields of
control, treatment, and research are, therefore, based upon the belief
that these measures will not eliminate, and may not substantially reduce
the present incidence of drug dependency and drug abuse unless they
are accompanied on the one hand by appropriate action to 'alleviate as
far as possible the conditions which lead some people to misuse drugs
and, on the other hand, by a well planned and active programme of
public education.
15.16If such a programme is to succeed in its basic purpose—fostering well biased attitudes towards the use and misuse of drugs in all aspects
of private and public life—it will need to be both wide in scope and
carefully designed to make the fullest impact on those to whom it is
directed. It will obviously need to draw upon the informed support
of many people and many organisations, but it will not succeed unless it
manages to reach those who are not associated with any organisation,
or with any organisation likely to be involved in such a campaign.
The Committee will be paying further attention to this matter, and it
plans to consult those able to assist it develop a suitable policy for the
programme.
15.17 A few general points can be made at this stage. The programme
will obviously be concerned with the general over-reliance on drugs
discussed earlier, and in this 'area it should be co-ordinated effectively
with the programmes for professional education for medical practitioners
in training and in practice already recommended. It will also be
necessary to provide for the needs of other professional groups such as
lawyers, teachers and social workers, whose work may involve them in
dealing with problems related to the misuse of drugs.
15.18 The recently revised syllabus of health education for primary
schools issued by the Department of Education in 1967 and now being
introduced allows ample opportunities for suitable studies and discussions
of the proper use of drugs, but its impact on school pupils will be very
limited if their parents intentionally, or unintentionally, foster an overreliance on drugs of all kinds. Useful work is already being carried out
in many secondary schools on this general problem of drug dependency.
The Committee hopes that it will be extended, perhaps through the
development of a health education syllabus for secondary pupils, and
that the necessary resources will be made available to implement it.
15.19 The education of the general public on matters concerning
the use of drugs for non-medical purposes will need to be tailored to
meet the attitudes of different groups in the community. Many people
who are themselves unlikely to misuse O.D.S. drugs, central stimulants
and depressants, or hallucinogens will appreciate reliable information
giving them factual grounds for their beliefs. Those not firmly committed
to this attitude will expect to be told what is certain and what presumed,
and their acceptance of the programme's message will be determined
quite considerably by the degree of credibility they ascribe to its
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message. The more they are aware of overseas developments, for
instance, of the pressures for fewer restrictions on the use of marijuana,
the more relevant this factor will become. And if they belong to a
group in which social values are generally questioned and official
statements are rarely accepted at their face value the proved integrity
of a public education programme will be crucial in determining their
attitudes towards its messages.
15.20 Because most of those who misuse drugs obtained illegally are
young adults it would be desirable to involve people passing through
this age group in as many aspects as possible of the research, treatment,
and education programmes developed to attack the problem of drug
dependency and drug abuse in New Zealand. Their active participation
would certainly enhance the probability that young people would give
serious attention to their own personal attitudes to the use of drugs.
If this does not occur the programme will have failed. It will also be
important to provide the means for effective discussions of the topic
by as many adolescents and young adults as possible, and to ensure that
suitable background material is available for this purpose.
15.21 The extent of the future problems of drug dependency and drug
abuse in New Zealand will be determined very largely by the attitudes
developed by those who are now older secondary school pupils or young
adults. Any effective educational programme on the proper and improper
use of drugs which is aimed at those young people must be based on their
present knowledge and attitudes. Some exploratory studies on these
topics are being conducted by the Department of Education in co-operation with some secondary schools. This project and a parallel study
of overseas school programmes of education concerning drugs are the
essential first steps in developing the programmes which will be needed
in New Zealand.
16. SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS
CONCLUSIONS
16.1 Drugs have tremendous potential both for healing and for harm:
they can be a blessing or a curse, depending on how and for what
purpose they are used. Abuse of drugs and the development of drug
dependence are not new problems in New Zealand, but in the past those
people involved were relatively few in number and largely confined to
certain special categories. In the 1960s, however, several striking and
highly significant changes have occurred. There has been a marked and
rapid increase in the number of drug abusers coming to notice in various
ways. The overwhelming majority of those involved are in the younger
age groups—teenagers and people in their early twenties. The range of
drugs abused has widened, and the abuse of several drugs by one
person has become relatively common. In many cases, especially among
the young people, drug abuse is associated with the questioning of and
deviation from majority values and patterns of behaviour, and with the
development of incipient subcultures. While the problem is at present
of relatively minor proportions, New Zealand cannot insulate itself
completely against overseas trends and developments, and so runs a very
serious risk of escalation. It is against this background that the work of
this Committee has been carried out.
87

16.2 The Committee's terms of reference were "to inquire into and
report on drug dependency and drug abuse in New Zealand and matters
relating, thereto". The Committee therefore set out to discover as much
as possible about the nature and extent of the problem in New
Zealand—what was actually happening and what was being done about
it. At the same time, it found it necessary to acquaint itself with the
past and present information available on the subject in general. As
the Committee proceeded with its work, it identified and dealt with
those aspects of the New Zealand situation where urgent action seemed
advisable and those where information was readily available and the
issues straightforward. In certain other cases, including some of the most
important aspects of drug abuse, however, the Committee found it
necessary to initiate special studies. These have taken time to complete
and the Committee has not been able in all cases fully to evaluate their
results.
16.3 This first report is based on and reflects in form and content
the work the Committee has done to date. It deals with some aspects
fully and in detail, charts the major outlines of others, and only touches
upon some which merit attention. The recommendations follow the
same pattern. The fact that a topic is referred to in this report or is the
subject of a recommendation does not preclude further consideration,
especially of broader issues. Conversely, the fact that a topic is mentioned
only briefly or not at all does not mean that it has been overlooked.
16.4 Drug dependence and drug abuse are not synonymous terms,
and it is essential in this discussion that the difference between them be
clearly understood. Drug dependence relates to a medically defined
condition consequent upon the more or less sustained use of certain
drugs. Drug abuse occurs when drugs are taken in contravention of
accepted medical practice for non-therapeutic purposes. A person may
be dependent on drugs without being a drug abuser, for dependence can
develop even under medical supervision. On the other hand, a person
may abuse drugs without being dependent on them, though if he
persists in abuse he will probably become so. The fields of drug dependence and drug abuse thus cross-cut and overlap each other to a large
extent. While they are frequently and usefully considered together, the
distinction between them is critical and must be borne in mind at all
times.
16.5 From the beginning, the Committee has maintained that drug
dependency and drug abuse in New Zealand should be studied in their
total social context. Accordingly it has paid considerable attention to
the attitudes and practices current in New Zealand society regarding the
use of drugs to deal with pain, stress, or frustration, or to effect changes
of mood. It has also explored very tentatively the personal and social
backgrounds, attitudes, and values of some of those involved in drug
abuse.
16.6 The Committee recognises and wishes strongly to emphasise that
drug abusers are not "all alike" but vary considerably in the nature
and quality of their involvement; in their abilities, personality, and
problems, in the reasons for their drug abuse; and in their attitudes
towards giving it up. Apart from their misuse of drugs they cannot
be clearly differentiated from the rest of the population in many ways,
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sharing many problems and attitudes which are widespread among
those who do not abuse drugs. In many cases, other people and circumstances beyond their control have played some part in their becoming
involved in drug abuse. To stereotype all drug abusers as "all alike" and
"morally depraved" is both inaccurate and unfair, and it worsens the
situation by pushing many into resentment and deeper involvement.
16.7 The Committee emphasises the need to consider drug abusers
as individuals, and as individuals in need. If they are to be helped it is
essential to distinguish between different types and stages of dependence
and abuse, to seek and identify the particular causes involved, and to
match treatment and rehabilitation to particular cases.
16.8 Nevertheless, while feeling compassion for those involved and
recognising that the whole society must accept a degree of responsibility
for their plight, the Committee stresses that drug abuse is detrimental
both to the individual and to society, and that for the sake of the former
as well as of the latter every effort must be made to halt its advance
and to reduce it.
16.9 One obvious and important way of doing this is by the control
of illicit supplies. This requires continual vigilance and co-operation on
the part of the Customs, Police, and Health Departments and a corresponding alertness on the part of themedical and pharmaceutical
professions and all persons having legal responsibility for the custody,
authorisation, and distribution of drugs.
16.10 At present most forms of drug abuse are offences against the
law under either the Narcotics Act 1965 or the Poisons Act and its
amendment of 1969, so that offenders are liable to be apprehended by the
police and brought before the courts. The Committee does not recommend any change in the penal provisions relating to drug offences. It
considers them enlightened in the penalties provided, in the discretion
given to the courts to determine cases in the light of circumstances,
and in the distinction made between the use and possession of drugs,
on the one hand, and trafficking, which involves encouraging others
in abuse for personal profit, on the other. In the light of overseas
experience, the Committee feels that to adopt a more permissive attitude
to drug abusers would be to invite escalation. It would also overlook
the real (as distinct from the felt) needs of those involved, whose
well being and possibly life depend on their being stopped and turned
back from the path of drug abuse. At present police action is the only
means available for discovering and bringing to treatment those drug
abusers who have evaded or taken no steps to obtain it.
16.11 Whether drug abusers and persons dependent on drugs come to
notice through the courts or in other ways, the Committee considers that
all possible emphasis should be given to treatment aimed at their rehabilitation. This should be based in each particular case on assessment by
competent personnel and selection of the most appropriate type and
setting of treatment. Where advanced dependency is involved, treatment
is best undertaken in a hospital with suitable facilities. To deal with the
varying needs of those involved it is important to provide a range of
different types of assessment and treatment facilities throughout the
country, and in doing so to call upon a wide range of professional skills,
including counsellors of a general kind.
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16.12 While firm control on the availability of drugs and effective
treatment of those who have become involved can do much to limit the
problem of drug abuse, the Committee has come to realise that much
more needs to be known as to why some people do and some people do
not misuse drugs; and why some people after an initial exposure to certain
drugs seldom, if ever, have recourse to them again except for medical
needs, while others, a minority, continue into dependente. It is already
clear that the causes are manifold and complex and that they involve
physiological, psychological, and social factors. Further research in all
these areas is an urgent priority, for in the long run the most effective
way of dealing with the problem will be through attacking its root
causes.
16.13 Promulgation of the findings of research and of present knowledge will require close attention to the needs of education in health
and in the proper and improper use of drugs. Any such education
programme must be attuned to the age group particularly at risk.
16.14 When all possible legislative and administrative action has
been taken, the extent of drug dependency and drug abuse in all their
forms will be decided, whether by choice or by default, by the way
individual people act with regard to their own involvement, and by the
extent to which they are prepared to help others.
RECOM MENDATIONS
1. That the medical and pharmaceutical professions actively consult
and draw up a code of practice on—
(a) The form of instructions to be given to patients on the use of
drugs.
(b) The explicit and clear labelling of prescribed drugs.
(c) Procedures for ensuring that instructions given, especially to the
elderly or infirm, or their agents, are correctly understood.
(d) The recovery and disposal of unused and surplus drugs.
2. That medical practitioners and pharmacists be alerted to the
increasing tendency for certain persons to seek either on their own
behalf or on behalf of a group prescriptions for psychoactive drugs.
Attention is drawn to the fact that requests may be made even at the
first visit, not only for a particular drug but for a quantity that exceeds
the immediate needs of the situation.
3. That periodically individual members and organisations within the
professions of medicine and pharmacy be asked to review current practices of prescribing, dispensing, and drug use in general, and to give
special consideration to development and maintenance of adequate communication within and between these professions; and,
4. That in cases in which a patient appears to be obtaining unusually
large quantities of drugs the medical practitioners concerned, the pharmacists, and the Medical Officers of Health should consult without undue
delay when the circumstances seem to warrant some explanation.
5. That having regard to the many risks involved, including those of
diversion to illicit use, medical practitioners should exercise special care
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to avoid prescribing or authorising the supply of any large quantities
of narcotic and psychoactive drugs, especially amphetamines, to cover
long and medically unsupervised periods of treatment.
6. That the Department of Health consult with medical and
pharmaceutical organisations on ways and means of reducing prescribing
verbally or by telephone.
7. Whilst security of narcotic drugs has undoubtedly been greatly
improved there are no grounds for complacency in the current practices
of storage and accountability of many psychoactive drugs, especially
amphetamines. Whilst a comprehensive review will be necessary in terms
of any protocol drafted at Geneva in January 1970, it is recommended:
(a) That all persons having legal responsibility for the custody,
authorisation, and distribution of drugs give immediate attention
to obvious deficiencies in security; and,
(b) That there should be no relaxation in the provisions for the
security of storage required by the Narcotics Regulations 1966 as
amended in 1968, and that similar storage requirements should be
extended to specified psychoactive drugs known to be abused.
8. • That the Department of Health promote alterations to the
Poisons Regulations to restrict verbal or telephoned prescribing of
specified psychoactive drugs, especially the amphetamines, to cases of
emergency only.
9. That the Department of Health in consultation with the Medical
Association of New Zealand be requested to examine the merits of a
system of official forms for prescriptions for narcotics and specified
psychoactive drugs.
10. That the attention of marketers of all therapeutic drugs be drawn
to the need for restraint in advertising and the presentation of information so as to avoid encouraging unnecessary or unnecessarily prolonged
prescribing and self medication.
11. That a comprehensive education programme on the proper and
improper use of drugs be instituted, with particular reference to the age
groups most at risk.
12. That the Department of Health arrange seminars involving
workers from varied disciplines to discuss mutual problems, co-operation,
and education in the broad field of drug dependency and drug abuse.
13. That any necessary action be taken to ensure that, where the
Court has directed, as a condition of probation, that an offender should
abstain from drugs, and it may be desirable or necessary and in the
interest of the probationer for some test to be applied to ensure that
the condition is being observed, there should be no doubt as to the
legality of the taking of urine, blood samples, and/or other specimens for
diagnostic purposes that may be required in the course of effective
medical examination and surveillance.
14. That facilities be provided for the adequate assessment of all
those charged with drug offences; and that all those charged on whom
no recent assessment is available be referred for assessment before their
case is determined by the Court.
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15. That there should be no relaxation in the current control of
cannabis (marijuana) and its preparations, considering the present state
of knowledge of its properties.
16. That 'having regard to the growing and dangerous practice of
injecting amphetamines and other psychoactive drugs, consideration be
given to amending the Poisons Act to make the possession of any needle,
syringe, or other equipment for the purpose of such use outside proper
medical direction an offence.
17. That a master record system be instituted to collate information
relating to drug misuse, abuse, and drug dependency. Much of this
information is already required within New Zealand under the Single
Convention on Narcotic Drugs 1961 and more would be required under
a further protocol now under international consideration.
18. That international efforts to obtain more reliable knowledge
about certain drugs of 'abuse and their background, notably cannabis
(marijuana), and of drug abusers, be augmented by support for research
carried out within New Zealand by well qualified responsible individuals
(see appendix XIII).
19. Under the Social Security Act 1964 the Department of Health
has the function of preferring complaints to the Disciplinary Committee
of the Medical Association of New Zealand in the case of excessive
prescribing imposing an undue strain on the public revenue in respect
of phacmaceutical benefits provided, and in the case of 'breath of contract
by medical bursars. It is recommended:
That this function should be extended to enable the Department of
• Health to prefer complaints to the Disciplinary Committee in respect
of prescribing which appears so irresponsible that it may amount to
professional misconduct, when adequate evidence of such irresponsible
prescribing is available. If necessary, a legislative amendment should be
enacted for this purpose.
20. That electronic data processing of pricing office information for
social security pharmaceutical benefits be introduced as soon as feasible,
with adequate provision for extracting information relevant to drug
misuse and abuse.
.21. That electronic data processing of stock movements of narcotics
and drugs which are brought under any protocol on psychotropic drugs,
or under any national provision of like effect, be introduced as soon as
feasible.
22. All medical witnesses have affirmed the need and also noted
the interest in, and time being devoted by, organised groups within the
medical profession to a continuing programme of post-graduate medical
education. It is recommended:
That within such post-graduate medical education programmes
more-time might be given to the proper evaluation and usage of the
most appropriate and effective drugs in practical therapeutics. In
addition, an extension of the clinical and therapeutic notes issued by
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the Health Department's Clinical Services Division would be a useful
measure, as would a fuller dissemination of similar information in
medical journals and at professional meetings in New Zealand.
23. With regard to undergraduate education the period of expansion
in medical schools may well impose a further strain on teaching resources.
It is therefore recommended that:
The requirements of undergraduate medical students for systematic
instruction in pharmacology and therapeutics be reassessed so that
these changing requirements be met in both clinical schools and full
medical schools.
24. That in consultation with the New Zealand Law Society ways
be sought to ensure a greater awareness within its membership of the
salient features and current trends in drug abuse and drug dependency,
and of the necessary conditions for protection of the age groups most
at risk and for the successful treatment and rehabilitation of those
already involved.
25. That in determining the case of minor offenders under the
Narcotics Act and Poisons Act the needs for effective rehabilitation
should have precedence over those of punishment and that, with this
end in view any appropriate conditions of probation necessary to correct
environmental and association hazards should be imposed.
26. That, in view of its potential usefulness, the operations of the
Auckland Probation Treatment Centre should be further supported, and
as suitable qualified staff can be recruited without lessening other important services in the same field, a similar centre be established at
Wellington and in due course at Christchurch.
27. That the terms "drug addiction" and "drug addict" in the
Alcoholism and Drug Addiction Act 1966 be replaced by the terms
"drug abuse" and "drug abuser" or some comparable connotation.
It is further recommended that if this recommendation is accepted the
title "Alcohol and Drug Abuse Act" might well be substituted for the
present title.
NoTE—The Alcoholism and Drug Addiction Act 1966, as was intended, provides useful procedures and sanctions for treatment in urgent or
even lifesaving situations involving drug abusers who refuse such medical
aid voluntarily. While the definition of drug addict in the Act is an
acceptable working basis for appropriate action, the Committee is persuaded that the use of the words addiction and addict in the statute
may, and sometimes does, lead to narrow interpretations by members of
both the legal and medical professions. Drugs of abuse, which carry a
great risk to personal and social health, especially when used intravenously, are now "fashionable" with some drug abusers, yet these drugs
do not carry all the clinical concomitants of physical dependency as
opiates and related so called "hard drugs". To narrow an interpretation
of the definition, by neglecting psychological dependence, may exclude
newer and equally serious forms of drug abuse. This is undesirable and
to the detriment of the real interests of the individual involved and
society.
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• 28. Whereas many drug: abusers are not averse to publicity,
publication of details of offences and names of drugs may incite susceptible persons to emulation. It is Itherefore recommended: that the
Narcotics Act be amended to include provisions similar to those of
section 43 of the Poisons Act concerning discretionary prohibition of
publication of name of drug involved.
G. BLAKE-PALMER (Chairman).
F. N. FASTIER.
W. E. W. HURST.
S. G. LITTLE.
A. JOAN METGE.
W. MURPHY.
C. G. RILEY.
D. H. ROSS.
P. P. E. SAVAGE.
R. J . WALTON.
2 December 1969.
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APPENDIX I
ACKNOWLEDGMENT AND APPRECIATION

Elsewhere in this report the Committee has expressed its appreciation
of the assistance given by the many witnesses, who, often at considerable
inconvenience to themselves, gave time and thought to present evidence
in person and to extend the value of this in the course of answering
questions put to it by its members. It has also been particularly
appreciative of the important contribution made by user-witnesses and
by those who participated in the survey to which detailed reference is
made in section 5 of the report.
The work of the Committee has also been very greatly assisted by the
willing co-operation of many people who, by virtue of their appointments in various Government departments, hospital boards, statutory
bodies, and professional organisations have been at call. Indeed, this first
report could not have been completed in time for its approval in its
entirety by the Committee at its meeting on 2 December 1969 without
their willing services.
Members of the Committee would firstly like to thank all those
controlling officers of the organisations mentioned in this appreciation
for so willingly making available the services of themselves, or members
of their staff, without whose contribution the completion of the Committee's work would not yet have been possible.
The preparation of papers for the information of the Committee, and
the successive drafting stages through which many portions of the text
have passed, has placed a very heavy additional load on the typing
and duplicating services of the head office of the Department of Health.
During the meetings, on a number of occasions, drafts considered by the
Committee on the first day of a meeting have been available for
further consideration on the following day and this has only been
possible by the willing co-operation of the typing staffs and the
photocopying section of the Government Printing Office.
The Committee is also most appreciative of the technical advice and
assistance given by the Research and Planning Unit, Department of
Health, in the preparation of tables and diagrams and in particular
the valuable help given in various technical matters relating to the
presentation of data arising out of the survey dealt with in section 5.
Reporting services provided by the State Services Commission were
also of very great assistance to the Committee in the recording of
verbatim evidence at three of the Wellington meetings, and at the 3-day
meeting in Auckland at Which additional assistance was given by the
Police Department.
In all stages in the preparation of the report the staff of the Government Printing Office has been of inestimable assistance and the Committee would like to express its appreciation to all concerned.
The Committee would also like to place on record its appreciation of
the part played by the District Health Offices in Auckland, Christchurch, and Dunedin on the occasions when the meetings were held in
those cities. It also wishes to thank Victoria University of Wellington,
District Health Office, Wellington, and the Commissioner of Police for
providing facilities for meetings of the full Committee on those occasions
that it was not possible to hold them in the board room of the Department of Health.
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Thanks are also due to the Public Health Statistician and members of
his staff, and to the Wellington Hospital Board and Department of
Psychological Medicine of the Wellington Hospital for preparing the
specific data relating to hospital admissions presented in various tables
in appendix XI. Other data, of which the Committee has made use,
were prepared by inspecting pharmacists at Auckland and Dunedin and
by officers of the Aucklatid Pricing Office at relatively short notice and
at not inconsiderable inconvenience to themselves.
The Committee would also like to express appreciation to the officers
in charge of drug squads in Auckland and Wellington, for giving so
much of their time to assisting the Committee generally and the inquiries
of two members of the Committee in particular; and for the way in
which they further assisted the Committee in the presentation of specific
case material. To these services should be added the part played by all
those members of the drug squads who contributed towards the survey
of 40 users.
Finally, mention must be made of staff of Oakley Hospital on the
occasion of the Committee's visit early in 1969 and of visits made by
individual members of the Committee at other times. The assistance of
the Oakley Hospital Medical Research Foundation also calls for
acknowledgment.
During 1969, following the 3-day meeting in Auckland, the tempo and
volume of the Committee's work has greatly increased. With one and
sometimes two or more meetings of the Wellington members, between
monthly or 6-weekly meetings of the full Committee, the Secretary, Mr
I. D. Ogden, has ably handled the multitudinous tasks involved and by
this sustained attention he has materially contributed to the completion
of this first report. The Committee wishes to place on record its appreciation of the services it has had from the Secretary, and his competent
assistant, Mrs Denise Arcus.
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APPENDIX II
Advertisement Published in National Press: March 1969

BOARD OF HEALTH
COMMITTEE ON Dauo DEPENDENCY AND DRUG ABUSE
At the request of the Minister of Health the Board of Health last year
set up a committee to "inquire into and report on drug dependency and
drug abuse in New Zealand and make recommendations thereon".
The Committee, which has been meeting regularly for several months,
now invites any person or organisation with special knowledge, interest,
or concern in drug dependency or drug abuse within New Zealand to
present written submissions on any matters within the Committee's terms
of reference.
It would greatly assist the work of the Committee if submissions are
written, or preferably typewritten, on one side of paper only.
All submissions should be addressed to:
The Secretary,
Drug Dependency and Drug Abuse Committee,
P.O. Box 5013,
Wellington.
The closing date for the receipt of submissions is Thursday, 3 April
in Wellington.
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APPENDIX MA

S

LIST OF WITNESSES PRESENTING PERSONAL SUBMISSIONS

Identification or Name

Sex

F
Mr V. W. Thomas

I

Age

Place Meeting held

28

Boardroom, Department of
Health

M 23

Dr T. L. Hayes
Mr M. Hewitson
Mr K. Ryan

Mr A. D. Copeland
Mr R. F. D. Crosby
Mr G. Perry
Mr J . R. Drummond
Mr E. Dash
Dr S. J. Carson
Dr A. D. Gillman
Dr J . R. E. Dobson
Dr T. W. Harrison
Mr G. W. Jaquiery

1.

F

55

M 25
M 21
M 20
F
F

Committee Room No. 3 of Town
Hall

Date

Occupation or Tenor of Evidence

16 Aug 1968, Wellington User witness.
User witness.
15 Nov 1968, Wellington Comptroller of Customs (preventive service in
respect of narcotics and drugs of abuse).
Asst. Director, Division of Clinical Services.
Department of Health (some aspects of bulk
supply orders).
Education Department (suggested survey of
attitudes to drugs in secondary schools).
Solicitor. See appendix V.
17-19 Feb 1969, Auckland User witness.

Auckland City Coroner.
User witness.
-

18
32

Conference Room, Reserve Bank
Building

Chairman Pharmacy Board (prescriptions).
Detective Inspector, vice squad, Auckland.
Senior Magistrate, Auckland.
Mother of a drug user.
10 Mar 1969, Christchurch Retail pharmacist.

Christchurch general practitioner.
Dunedin general practitioner.
Head of the Department of Psychological
Medicine, Christchurch Hospital, Christchurch.
Medical Superintendent, Queen Mary Hospital, Hamner Springs.
Pharmacist, Queen Mary Hospital, Hamner.

*

Professor E. G. McQueen
Dr J . Lovell-Smith

Boardroom, Department of
Health

10-11 Apr 1969, Wellington

Room 103, Chief Post Office

7 May 1969, Dunedin

Dr D. G. McLachlan
MrG.Lee
Dr D. F. Nelson and Mr
H. Stone
Rev. Fr L. McFerran
Mr F. Castle
Mr David Brett
Mr R. P. Thompson
Mr R. J. Latimer

.D

MrS.E.Smith

El

Professor C. W. Dixon
Professor E. F. D'Ath
MrK.Jeffery
Dr D. U. Strang
Mr W. A. Baylis
MrJ. James
Dr J . Kilpatrick
Mr F. J . Tannock
Dr F. A. de Hamel

Associate Professor, Department of Pharmacology, University of Otago.
Medical Secretary, M.A.N.Z.
Head of Department of Psychiatry, Wellington Hospital.
General Secretary, M.A.N.Z.
Department of Scientific and Industrial
Research, Auckland, Wellington. Research
on cannabis.
Secretary, Auckland Alcoholism and Drug
Addiction Information Centre.
Retail pharmacist, Central Wellington.
Church social work.
Det/Sgt. (C.I.B. vice squad) (forged prescription).
Department of Health, Research and Planning Unit.
General Manager, Kempthorne Prosser and
Co's New Zealand Drug Co. Ltd.
Head of Department, Preventive and Social
Medicine, University of Otago.
Emeritus Professor of Pathology, University
of Otago, District Pathologist, Dunedin.
Det./Sgt. (crime prevention officer, C.I.B.
Dunedin).
Physician in Charge, Student Health Service,
University of Otago.
Chairman, Pharmacy Board.
Retail pharmacist.
Senior Physician, Otago Hospital Board,
Senior Lecturer, University of Otago.
Public Health Pharmacist, Dunedin.
Medical officer of health, Dunedin Lecturer,
Department of Social and Preventive Medicine, University of Otago.

APPENDIX fflA—continued
LIST OF WITNESSES PRESENTING PERSONAL SUBMISSIONS—continued
Identification or Name

Dr L. McDougall
DrJ. L. Robson

Sex

Age

Place Meeting held

Boardroom, - Department of
Health

Dr R. Barker
Mrs Lcori Gore

Easterfield Building, Victoria
University

Date

Occupation or Tenor of Evidence

17 Jun 1969, Wellington Medical officer, Departments of Justice and
Health, Auckland.
18 Jul 1969, Wellington Secretary for Justice.
Parents (aspects of irresponsible prescribing).
Medical Superintendent, Cornwall Hospital, Auckland.
14 Aug 1969, Wellington Lady welfare officer, State Services Cornmission.

APPENDIX fluB
WITNESSES INTERVIEWED BY INDIVIDUAL Corsrsrna MEMBERS
(EXCLUDING DR SAVAGE)
Interviewer:

Identification Sex
F

..
..
Professor A. J . Metge
.. C
D
G
J
K
L
M
N
0

M
F

M
M
M
F
F

M

Age
55
25
18
33
25
35
16
24
28

Interviewer:

Dr G. Blake-Palmer
B
R
S
T

..A

W

28
23
23
32
25
23
34
F 27
F

M
M
M
M
M
M

Interviewer:

..

Very Rev. Dean W. Hurst ..
-
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.. Q
x

F

18

APPENDIX IIIC
WRITrEN7 SUBMISSIONS* MADE TO THE DRUG DEPENDENCY AND DRUG ABUSE COMMITTEE
R. 0. Chatfield
Miss P. Barber
J. 0. Wilson..
R. J. M. Glover
DrA.J. W. Taylor
R.D.Bailli
H. C. Carter
H. L. Gibson..
J. T. Ferguson
J. I. Ashforth..
Students' Representation Committee
Dr A. Smith..
Dr F. G. Mclachlan
'- R. G. McCullough
Mrs G. Foxon..
Dr G. Talbot..
A. D. Copeland
Dr W. S. Auburn
R. F. D. Crosby
D. Stanton
Dr J. R. E. Dobson
J. R. Drummond
Dr E. G. McQueen
Rev. L. M. McFerran..
R. Paris
T. G. Poad
Dr E. C. Brewis
Anonymous
Miss T. Burton
W. A. Helleur..
J. F. Waugh

Secretary, the New Zealand Ethical Pharmaceuticals Assoc. Inc., Box 3285, Wellington .. 23/5/68
Health reporter, Evening Post, Box 1398, Wellington..
..
.>
13/6/68
Chief Librarian, General Assembly Library, Parliament Buildings, Wellington
17/6/68
University of Canterbury, Christchurch
..
..
..
16/7/68
Student Counselling Service, Victoria University of Wellington..
15/7/68
..
4 Latter Street, Timaru ..
..
..
..
.•
28/8/68
Chairman, Council of District Governors, Lions International, 3 R. D:, Whakatane 6/9/68-29/11/68
Chairman, Otago Hospital Board, Box 946, Dunedin..
..
..
..
..
13/9/68
Deputy Superintendent, Department of Education, Child Welfare Division, Private
Bag, Wellington
..
..
..
..
..
..
..
..
19/9/68
..
..
..
..
..
..
Division of Public Health..
.. •24/9/68
University of Canterbury
Medical Practitioner, Balfour Irvine Building, 98 Karangahape Road, Auckland
21/10/69-31/3/69
Physician-in-Charge, Department of Psychiatry, Wellington Hospital, Wellington .. . .. 25/10/68
Editor, Moment, Box 4264, Auckland
..
..
..
..
..
.. 31/10/68
27 Straven Road, Christchurch..
..
..
..
..
..
.. 12/10/68
Medical Practitioner, President M.A.N.Z. 69 Symonds Street, Auckland 31/l/69
..
:
Coroner, Office of the Coroner, Private Bag J, Auckland
..
..
..
5/2/69
..
Director, Student Health Service, University of Auckland; Box 2175, Auckland
..
..
6/2/69
Pharmacist, P.O. Box 23564, PapatoetoeEast..
..
..
..
..
10/2/69
..
4Mt. Pleasant Road, Christchurch ..
..
..
..
..
..
..
10/2/69
Head of Department of Psychological Medicine, Christchurch Hospital, Private Bag,
Christchurch ..
....
..
..
..
3/3/69
Stipendiary Magistrate, Magistrate's Court, Private Bag J, Auckland
..
5/3/69
Medical Assessor, Adverse Drug Reaction Committee, P.O. Box 913, Dunedin
14/3/69
Director, Alcoholism and Drug Addiction Information centre, 140 Symonds Street,
9/4/69-17/9/69
Auckland
Box 9308, Wellington
Box 50124, Auckland
..
..
..
..
..
..
21/8/69
Medical Practitioner, Kings Building, Victoria Street, Hamilton..
17/7/69
.•
Christchurch
..
..
..
..
..
16/5/69
Dominion Secretary, New Zealand Registered Nurses' Association, Box 2128, Wellington 8/4/69-10/4/69
..
..
..
..
52 Green Street, Tahunanni
17/3/69
R.D. 6, Colyton, Fdilding..
..
..
..
..
17/3/69

Mrs P. Smith..
Dr J. Boston
A. Dormer
Mrs S. Barnett
G.V.Gray ..
J. H. Johnson..
Catholic Women's League
R. L. F. Soler..
Mrs D.E.Brown
Rev. P. Ramsay
Catholic Women's League
V. P. Lovett
N.Z. Veterinary Association (Inc.)
K. H. Stopforth
A telephoned inquiry was received from
J. K. Baxter

23 Simonds Street, Spotswood, New Plymouth..
Medical Practitioner, P.O. Box 2, Clive, Hawke's Bay...
Takapuna
..
..
..
Nelson
..
..
..
..
..
Christchurch
..
Napier ..
..
..
..
Hokitika Branch..
..
..
Mt Curl, Marton..
..
..
Auckland
..
..
..
Waimate
..
..
..
Auckland Diocese
..
..
Ashburton
..
..
..
Hamilton
..
..
..
Hokitika Jaycees (Inc.)
..
..
Dr Erich Geiringer, but no written or oral submission followed
Wanganui District
..
..
Including correspondence and inquiries.

19/3/69
23/3/69
25/11/68
19/3/69
24/3/69
20/3/69
25/3/69
19/3/69
19/3/69
28/3/69
29/3/69
28/3/69
25/3/69
April 1969
April1969
7/11/69

UNITED NATIONS

I

I
I

I

I..-

-A

ECONOMIC AND SOCIAL
COUNCIL
RATIFICATION OF OOMMI86IONS DECISIONS

I

I

I

COMMISSION ON NARCOTIC
DRUGS
i Formulation of Policy
(ii) Amendment of Schedules +o Convention
(iii) Recommending Programmes of research
and exchange of scientific and technical
information.
4' I
I I

DIVISION OF NARCOTIC DRUGS
(i)PrOvisiOn of Secretarial Cervceato
Board and Commission
(6) Provision and Collation of Information and
Reports of Govts. to Commission,
O)Maintainin9 Research and Reference Laboratory
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' Ensures Operation of Provisions of Convention
through Narcotics Act 1966 and regulations.

I

W.H.O.
Adviso Functions

I
Expert Committees
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APPENDIX V
PRESENTED TO THE COMMITTEE B y GILLIES' SOLICITOR,
MR KEVIN RYAN
I, JOHN FREDERICK GILLIES, at present serving a term of life imprisonment

at Mount Eden Prison wish to state as follows:
1. I have discussed with Kevin Ryan, my solicitor, the circumstances
of the Bassett Road homicides and at his request and in the interests
of young people I am making this statement.
2. I make this statement voluntarily and am not motivated by any
feelings of fear or in any endeavour to ingratiate myself with any
authority.
3. I am particularly concerned and anxious as too many young
people seem to be using drugs.
4. I do not claim to have medical knowledge but wish to state that
in my personal experience the smoking of marijuana has led me to the
taking of other drugs.
5. I want, as Mr Ryan knows, people to know that prior to the
unfortunate homicides at Bassett Road I had smoked marijuana and
consumed drugs and alcohol.
6. I know that the smoking of marijuana and the consumption
of drugs prior to my going to Bassett Road was the sole cause of my
taking the lives of the two people.
7. I had no motive to take the lives of the two persons and indeed
did not even know them.
8. At Bassett Road the drugs caused me to disassociate from reality.
I felt I was another person detached from my real self. This feeling of
disassociation caused me to believe I was a witness to what my other
self was doing. I was in a detached dream state divorced from reality.
I have never experienced this state except under the influence of drugs.
9. The fact that I have taken two lives does 'cause me great remorse
and anguish which will remain with me until I die.
10. I know I must serve my just sentence for what I have done. I
am not making this statement to obtain mercy. If however what I have
said in this statement caused people especially the young to leave drugs
and the smoking of marijuana alone then I will have done something
to expiate my own feelings of guilt and anguish of soul. I know what
drugs have done to me and what they caused me to do 'and all I wish to
do is to warn young people away from drugs so as to stop them from
finding themselves where I now am.
11. In conclusion my message to youth is leave drugs alone. Drugs
have put me in jail for life. Drugs cause physical :and mental
deterioration.
JOHN GILLIES.

Dated 12 September 1968.
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USE OF

Date

Location

APPENDIX VI
NARCOTICS ACT 1965.
Powrns OF SEARCH WITHOUT WARRANT
Place

1.

19/6/66 Christchurch Dwelling

2.
3.
4.

19/7/66 Auckland
20/7/66 Auckland
12/2/67 Christchurch

Flat
Motor vehicle
Airport

5.

18/8/67 Auckland

Hotel bar

6.

31/10/67 Wellington

I Apartment

Result
No drugs found. Seven condoms, cut in' half with string
attached, found on premises. This is a common method of
anal concealment of drugs.
2J lbs marijuana found in toilet. Offender charged.
2J lbs marijuana found in car boot. Offender charged.
Passenger searched as a result of information received from
overseas. No drugs found.
Marihuana reefer found in cigarette packet removed from
person searched. Offender charged.
Following drugs and prescription poisons seized:
7 marijuana reefers.
25 small marijuana plants growing in two pots.
Proceeds from chemist shop burglary including:
3 x 10 mg capsules chiordiazepoxide (librium).
124 X 5 mg tablets methylamphetamine (methedrine).
351 x 5 mg tablets amphetamine sulphate.
30 X 20 mg capsules laevo/dextro amphetamine (Durophet).
30 x 12.5 mg capsules Iaevo/dextro amphetamine with
methaqualone (Durophet M).
33 x 30 mg capsules phentermine resinate (duromine).
61 x 100 mg capsules quinalbarbitone sodium/amylobarbitone sodium (Tuinal).

136 x 100 mg capsules quinalbarbitone sodium
(Seconal).
86 x 50 mg capsules quinalbarbitone sodium (Seconal).
1 x 100 mg tablet butobarbitone (Soneryl).
19 x 50 mg capsules pentobarbitone (Nembutal).
93 x 100 mg capsules pentobarbitone (Nembutal).
9.2 gm powder phenobarbitone sodium.
First Schedule Poisons

24 x hypodermic tablets hyoscine compound "B".
gm pilocarpine nitrate.
-&

.Narcotics

15.45 gm cocaine alkaloid powder.
6.825 gm cocaine hydrochloride powder.
90 ml tincture of opium.
4.25 gm powdered opium.
19.0 gm ethylmorphine hydrochloride.
1.3 gm morphine sulphate powder.
8 x gr j ampoules morphine sulphate.
7 x gr j ampoules morphine sulphate.
26 x gr j hypodermic tablets morphine sulphate.
4 x gr hypodermic tablets morphine sulphate.
8 x gr hypodermic tablets morphine sulphate with
gr 1/50 atropine.
214 x gr hypodermic tablets morphine hydrochloride.
6 x gr hypodermic tablets papaveretum (Omnopon).
29 x gr j hypodermic tablets papaveretum (Omnopon).

I

APPENDIX VI—continued

NARCOTICS ACT 1965—conjinued
USE OF POWERS OF SEARCH WITHOUT WARRANT—contjnued
Date

I

Location

I

co

7. 29/12/68 Auckland .. Flat
1

Place

Result
4 .x 1.5 mg tablets levorphanol tartrate (Dromoran).
64'X - 5 rng tablets methadone hydrochloride (Physep- tone).
4 x 10 mg ampoules methadone hydrochloride (Physeptone).
15 x 100 mg tablets pethidine hydrochloride.
6 x 50 mg ampoules pethidine hydrochloride (Roche).
10 x 100 mg ampoules pethidine hydrochloride (Boot's
Viule).
10 x 100 mg ampoules pethidine hydrochloride (Pamergan S.P. 100).
5 x 100 mg ampoules pethidine hydrochloride with
scopolamine 0.43 gm.
25 cannabis plants.
7 cannabis cigarettes. Offender charged.
Narcotics seized, proceeds from chemist shop burglary:
9.1 gm pethidine hydrochloride. 9 gm cocaine hydrochloride.
3.6 gm codeine phosphate.

8.

16/4/69 Auckland

Police station

9.

17/4/69 Auckland

House

10.

24/4/69 Auckland

Coffee lounge

.27 gm morphine sulphate.
3.5 gm dexamphetamine sulphate.
.004 gm hyoscine hydrobromide.
.033 gm atropine sulphate.
2.8 gm benzocaine.
18.6 gm tuinal.
25 gm phenobarbitone.
1.5 gm amytal.
.36 gm orphendrine citrate.
.03 diazepam.
.05 gm chioropromazine and hypodermic needles. Offender
charged.
Following found on search of person: 141 ml opium.
50 tablets phenodoxone.
30.8 gm codeine.
213 capsules durophet and hypodermic needles. Offender
charged;
Found in clothing, fragments of marihuana. Offender
charged.
Duffle bag containing:
100 marijuana (cannabis) seeds.
30 marijuana reefers.
8.3 gm marijuana.
Offender charged.

APPENDIX VII
DEFINm0N OF "DRUG" GIVEN IN THE FOOD AND DRUG ACT 1969

(a) Any substance or mixture of substances used or represented for
u; whether internailly or externally, for the purposes of the
prevention, diagnosis, or treatment of any disease, ailment, disorder, deformity, defect, or injury of the human body:
(b) Any substance or mixture of substances used or represented for
use for the purpose of altering the shape or structure of the
human body:
(c) Any substance or mixture of substances, including anaesthetics,
used or represented for use for the purposes of influencing,
inhibiting, or modifying any physiological process in human
beings or the desires or emotions connected with any such
physiological process, or the desire for alcohol or tobacco:
(d) Any chemical, contraceptive:
(e) Any material used or represented for use as surgical dressing:
(f) Any disinfectant, germicide, or , antiseptic:
(g) Any tobacco prepared for smoking, chewing, or snuffing.
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APPENDIX VIII
A SHORT HISTORY OF DRUGS OF ABUSE AND DRUG ABUSE CONTROL IN
Nxw ZEALAND BY J . I. ASHFORTH, Cmnr PUBLIC HEALTH PHARMACIST
Any attempt to prepare a history of drug misuse and abuse in New
Zealand is made difficult by a number of factors. Firstly, the early
studies of drug abuse are the observations made by a limited number
of people whose findings, if committed to writing at all, appear in an
informal way in 'a non-official medium. Secondly, the lapse of time means
that much of the information is forgotten and overlooked, and in many
cases what had been collated was unfortunately last about 1942 when
many records were destroyed for the salvage of the paper on which
they were written. Thirdly, responsibility has rested with a variety of
authorities and it is difficult to know where one should seek such records
as may remain.
A great deal of what follows has been the subject of search for
confirmation of information given during my early studies with the
Department of Health when my mentor was the late Dr Robert Haldane
Makgill. His interest in the subject extended from the very early days
of the Department of Health until about 1939. Later the late Dr Thomas
Russell Ritchie, who was responsible for the preparation of the massive
"conversion tables" still used for the preparation of annual narcotics
statistics, had many pertinent comments to make on the development of
the responsibilities of the Department of Health during the 1920s and
1930s. Much of the information given here for these earlier years is
largely hearsay and is difficult of confirmation.
The Nineteenth Century

The first observations of drug abuse appear to have been made by
those who promoted the foundation of the Medical School of the
University of Otago. In relation to their days, they were prolific
commentators on public health problems as these were seen in the
Colony and particularly in, the Otago area. It is certain that their
influence in the preparation and promotion of the Poisons Administration
Prevention Bill of 1866 was substantial. The Act which was passed was
aimed at restricting the sale of those substances designated "poisons"
which had been the cause of death, illness, and other concern in the
community. While not relevant to the present study, particular play
was made 'atthis time on the need for control of essential oil of bitter
almonds and of almond flavour. Also placed under control for the first
time were opium and laudanum (tincture of opium). It must be
remembered that while morphine had been isolated it was still an
expensive material which was not well known and not greatly used.
The effect of control by this legislation was purely to place on the
seller the onus of knowing the purchaser and of keeping records of the
sale. There was provision for the "mark" of people who could not
write and so sign their names to an entry in the sales register. Aspects
of literacy may have been of substantial importance through the years.
This 'legislation apparently proved inadequate in operation for in
1871 a new Sale of Poisons Act was passed by the legislature which
considerably extended the list of poisons to include, inter alia, chloroform
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and preparations of morphine. This legislation also required vendors to
be licensed and registrars of licensees to be appointed. It was apparently
intended, as the Hansard reports of the day both in the Legislative
Council and the House of Representatives indicate, that the principal
poisons licensees would be chemists and druggists. The paucity of
numbers of these made it appropriate that others should also be able to
be licensed. An Order of the Governor in Council dated 27 June 1876
added to Part II of the Schedule of Poisons a number of items including
chiorodyne and chloral.
The purpose of the next restriction which 'appears is not clear. Nor
for that matter is its origin determined. By the Customs Law Consolidation Act of 1882 there was a prohibition on the import of "opium
unless in ships of 40 registered tons burden at least, and in whole and
complete packages, each containing not less than 45 lbs nett weight, and
not containing any other goods; and unless into such ports as are or as
may be approved by the Governor for 'the importing and warehousing
of opium." The indications are, but confirmation of this has not been able
to be found, that opium it this stage was dealt with by Customs in
much the same way as spirit which was "bonded". Certain it is that only
persons licensed under the Poisons Act were able freely to import opium
legitimately. However, the evidence was increasing that there was a
notable quantity of opium coming into the country with Chinese
immigrants or for their use,
It must be recalled that at this time New Zealand had two new
groups of people attracted particularly by the finding of gold. There
were the miners from California and Australia who, after they
had worked over the goldfields, were followed by Chinese. Reports of
the time indicate, but do not specifically state, that many of these miners
of European race suffered from the "Army disease" as it came to be
named in and after the American Civil War and the Franco-Prussian
War. They were, in short, habituated. to opium or, in a few cases, to
morphine. There is no indication that the hypodermic syringe, invented
in 1853, had come into use.
Just what happened during the ensuing years is not clear, but about
the turn of the century there were substantial changes mooted and
steps taken to try to put them into effect. It was believed that a considerable number of people in New Zealand were habituated : to drugs.
Some were the Chinese opium smokers and their associates, male and
female, who had been induced to take up the habit. Others, probably
the largest proportion, were ordinary 'people who had succumbed, with
increased literacy, to the importuning of the patent medicine manufacturer and to the reputation passed by word of mouth about certain
products. Most of these were of American origin and may well have
been introduced by the influx of miners from California or by the trade
which followed them. Those particularly named have been Perry Davis
Painkiller, Mother Siegal's Syrup (both of American origin) and Chiorodyne, the principal brand of which was the English Collis Browne's.
All were dependent for their effectiveness on the opium or morphine
content. A rather diverse group, usually of high social standing or
connected with the theatre, were indicated as being dependent on
chloral hydrate (introduced into medicine in 1869) and the earliest of
the barbiturates. The behaviour of some of the "remittance men" in
this group suggests that they were habituated to opium or morphine.
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The Years Preceding International Control

The first relevant legislation was the Health Act of 1900 which
required the disclosure prior to sale of the ingredients of medicines.
This was followed in 1904 by regulations requiring that labels bear
a quantitative declaration of ingredients. These provisions were very
strenuously opposed by commercial interests and lasted in this form
for only a matter of months. They were never cperative.
To be conjoined with this was the Quackery Prevention Act 1908,
which was seriously mauled between the much earlier initial drafting
of the Bill and passage by the legislature. It emerged 'as a statute which
could be operated only with the consent of the Minister and only in
blatant and glaring cases of quackery.
As it has been explained to me, the intention at this time was to use
these two pieces of legislation jointly to glean information on the composition of patent and proprietary medicines by public disclosure of the
nature of ingredients, to be better able to inform and educate the
public to the use of these materials, and to pursue early stages of health
education on the misuse of medicine and drugs.
In a separate field was the Opium Prohibition Act of 1901 and its
amendments of 1902 and 1906 which were consolidated as the Opium
Act 1908 when New Zealand became a dominion. This legislation
(vide Hansard) had the stated intention of preventing the smoking of
opium by Chinese. The Hon. Mr R. J . Seddon estimated that the loss
of Customs revenue from the prohibitions was expected to amount to
between £8,000 and £9,000 per annum. Problems of opium smoking at
this time were of most concern on the South Island goldfields and in
Wellington. The Chinese in the goldmining areas were stated to have
induced youths and men to join them in opium smoking "and persons
of the opposite sex also".
The Opium Act made it an offence to import opium in any form
suitable for smoking and required the permission of the Minister of
Customs before importing any other types of opium which might be
made suitable for smoking (and this would clearly include raw opium,
extracts, tincture, and the like). Chinese were prohibited from obtaining
such a permit but there appears to have been no quantitative restriction
on the amount that a permit holder could import. He was required,
however, to keep quantitative records of his imports, giving full particulars of date and source 'and likewise to record details of opium used
in manufacture or sold. The retailer was similarly required to keep
records of purchases and disposals but there was no apparent restriction
on the persons to whom such opium should be sold.
There was a common misconception at this time and for some years
thereafter, that the sale of opium or its preparations to Chinese was
prohibited. This does not appear to have been the case until 1910; the
restriction related only to importations by Chinese. The police right
of search without warrant of premises occupied by Chinese in 'Which
there was reasonable cause to suspect that the smoking of opium was
going on, permitted or abetted, originated in 1901.
The first regulations made under the Opium Act were gaztted on
12 December 1901 to prescribe the manner of application for and issue
of permits for the importation of opium. The quantitative maximum on
a permit did not necessarily require that the importer should bring in
the whole amount, nor was there provision that quantities on arrival
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should be recorded by the Customs Department. Persons in possession
of opium were required to take stock of what they had in hand on the
date of their permit and thereafter to take stock on 30 September and
31 March in each year. At each stocktaking there was required a
balancing of records with the entry verified by the signature of the
importer who was further required to enter an explanation of the cause
of any discrepancy. This appears to be the first example of placing the
onus of self-inspection on traders as far as drugs were concerned and of
allowing, indeed even requiring, the demonstration of professional
responsibility. The records were required to be available for inspection
and the importer was under penalty if he failed to properly answer
questions.
An Opium Amendment Act of 1910 (1910, No. 30) made it unlawful
to sell any preparation of opium which could be made suitable for
smoking in any larger quantity than was set out in regulations and
further make it unlawful to sell to "any person of the Chinese race"
any preparation of opium which might be made suitable for smoking
unless there was an order in writing of a medical practitioner or such
person as may have been authorised by the Minister of Customs. It
also placed on any person in possession of opium or any preparation
of opium which had been or could be made suitable for smoking the
onus of proof that he came into possession of it in a manner not
prohibited by the principal Act. The provisions applied equally to opium
imported into New Zealand before or since the coming into operation
of the Opium Prohibition Act of 1901.
Consequential regulations made on 24 July 1911 (gazettd 27 July
1911) designated the Minister responsible as the Minister of Customs,
defined "importer" as the holder of the permit under section 3 of the
Opium Act and expanded the meaning of "opium" to include materials
which though not suitable for smoking might be made suitable for
smoking. It further enumerated a number of galenical preparations of
opium which were declared to be capable of being made suitable for
smoking. The forms for obtaining a permit by application through the
Comptroller of Customs, and of the permit which was subsequently
issued, indicate that the quantity to be imported had to be stated
together with the name and address of the person from whom the
drugs were likely to be obtained. There still does not appear to have
been any requirement for notification to the Customs Department at
the time of import. A similar type of permit system operated for exports.
The register to be kept was required to be in somewhat greater detail
than under preceding regulations and the quantities of opium which
could be supplied (to persons other than Chinese) were stated.
In a period of 7 days, a person could obtain approximately 24 grains
of opium or the equivalent quantity of an opium preparation, with a
proviso that a registered medical practitioner could write a prescription
for a supply of a greater amount. Medical practitioners, veterinary
surgeons, dentists, and hospitals within a period of 7 days could obtain
up to 16 fluid ounces of opium preparations in a solution or liquid form
plus one ounce of opium in other forms.
At this time New Zealand was legislatively somewhat in advance of
many other countries, acting some time before the sitting of the International Opium Commission in Shanghai in 1909 where the intention
was to establish machinery to control the international traffic in and
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the abuse of drugs. New Zealand was not represented on this Commission
nor does she appear to have been represented when the first Opium
Convention was prepared at The Hague on 23 January 1912. This
Convention remained in abeyance throughout the war years and the
obligation of accession was a term or condition of the Treaties of the
Peace following the 1914-18 war. New Zealand extended the effect of
the Opium Act by the Treaties of the Peace Act 1919 and rather more
explicit regulations appeared in January 1921.
The Inter War Years

Regulations made on 18 January 1921 (Gazetted 27 January 1921)
extended the effect of the Opium Act 1908 to include morphine, heroin,
and cocaine. These regulations were superseded by new ones on 31 July
1922 (N.Z. Gazette, No. 58, 3 August 1922) which further extended the
application of the Act to include codeine and ecgonine. There was
some refinement of wording in these regulations, but in effect they
provided few changes from those that had existed for the period since
1911 for opium and for something over 12 months for the other drugs.
Many stories are told of the period which followed. There was no
quantitative restriction on the amount of heroin, morphine, codeine, or
cocaine which could be sold and some people were shown to be buying
fairly large quantities. While Chinese were still prohibited from purchasing opium in a form which could be made suitable for smoking, there
are many tales of individual chemists in the country who did a trade,
often a Sunday morning trade at their back doors, in selling the drug
to Chinese. The number of people dependent on morphine and opium
particularly, but to a lesser extent on cocaine, was sufficient to be
noticeable by a number of pharmacists in practice during this era.
The 1925 International Opium Convention originated quantitative
recording of narcotic drugs and advices between governments of the
amounts dispatched ard received in international trade. To implement
it the New Zealand Parliament passed the Dangerous Drugs Act 1927.
Operative details were contained in the Dangerous Drugs Regulations
1928. (N.Z. Gazette, No. 71, 27 September 1928.) While it is believed
that since 1901 there had been some examination of the records of
vendors of opium and later of the other drugs under control, this could
not be a quantitative examination and the officers carrying out the
duties had no means of effectively knowing the quantities an importer or
vendor had received. There were very wide gaps in the records but it
was impossible to pinpoint these. With the institution of specific importexport licences the Customs Department was able to record all quantities
arriving in the country and the responsibility for subsequent surveillance was transferred to the Department of Health.
Within the Department of Health a system was organised of posting
details of imports and exports to ledger sheets for each person involved.
Wholesalers were required to notify the medical officer of health at
6-monthly intervals, giving full details of all of their sales during the
intervening period. These records were required to set out the date
of the sale, the name and quantity of drug, and the name, address, and
profession of the purchaser so that details of receipts by every dealer
in these drugs were able to be compiled. There were many vicissitudes
within the Department of Health. A'lthough it cannot be found in the
records which have been searched, there have been persistent stories of
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one or possibly two of the persons recruited to carry out the recording
and inspection system being subsequently, and after a not very great
period, found to be long standing addicts to dangerous drugs. The
Dangerous Drugs Regulations of 1928 were found not to be wholly
adequate and were materially amended in 1934. (N.Z. Gazette, No. 55,
19 July 1934.) Returns of wholesalers' disposals were then required to
be made monthly, new types of registers—a multiplicity of them—were
designated, and a general rewriting and expansion of the regulations
were efforts to overcome some of the deficiencies that had been found.
During this period the posting of details of purchases and the inspection
of the records of persons licensed or deemed to be licensed to deal in
dangerous drugs were carried out by a variety of officers with a
modicum of understanding but no detailed knowledge of the possible
ways in which there could be diversion from legitimate channels into
the illicit. As time went on some of these officers became more expert
and drew attention to considerable leakages. From 1936-37 it was the
object of the Department of Health that inspecting officers should be
pharmacists. With this move a considerable amount of investigation was
commenced, only to be interrupted by the war years and the diversion
of staff to other duties.
There had, however, been further legislation passed in 1934 (the
Poisons Act 1934) which declared preparations contaithng morphine and
cocaine to be poisons when they were below the strength bringing
them within the Dangerous Drugs Act. Inquiries and investigations
showed that a number of such preparations were on the market and that
there were some people who were obtaining quantities of drugs suggesting that they were habituated to them. The Poisons (General) Regulations 1937 (S.R. 197/1937) for the first time introduced the concept of
"prescription poisons". Two drugs of note as far as drug abuse was concerned were included in this category; barbiturates, and chiorodyne and
similar preparations. Thereafter these could be legally obtained only by
the prescription of a medical practitioner but the prescription could be
written in such broad terms that it was possible for a continuing supply on
one prescription to have indefinite validity. It became apparent that there
was a significant number of persons obtaining up to one ounce of
chiorodyne a day and a further number (most being epileptics using
phenobarbitone) regularly taking barbiturates. A further small number
of persons were taking barbitone, usually under the "Veronal" trade
name, as sleeping pills and were using very considerable quantities.
It became possible to examine "dangerous drugs" records in detail
to trace abnormal quantities going to any particular distributive outlet,
and to endeavour to find those persons who were regularly using them.
A number of medical practitioners was consequently brought to the
notice of the Medical Council and had their authority to be in possession of and to prescribe dangerous drugs revoked. Generally speaking
the drugs of abuse were of the morphine group although there were a
few people abusing cocaine. The total number of apparent drug abusers
throughout New Zealand probably did not exceed 40 or 50. There was
seen to be conspicuous freedom of prescribing by a limited number of
medical practitioners, forgery of prescriptions by a few persons and
several individuals seeking attendance by a number of medical practitioners, all for the purpose of supply of large quantities of dangerous
drugs.
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A number of medical practitioners would readily, and almost on
request, write prescriptions particularly for the supply of morphine.
Often such prescriptions were given without seeing the patient who
might be in a quite different part of the country. There were indications
that there might be a fraternity of morphine users. When moving from
one part of the country for the first known time to another, they went
unerringly to a prescriber who would readily satisfy their demands, and
took the prescription to a pharmacy already dispensing prescriptions
for another prolonged user. Twice when a medical officer of health
questioned a medical practitioner on the professional propriety of
"treating" an addict by prescribing increasing and virtually uncontrolled
quantities of morphine, protests were addressed to the Minister of Health
by unaffected addicts in a far removed part of the country about the
alleged harsh treatment by the Department of Health.
War Time
The closing of shipping routes when Japan entered the war cut off
illicit supplies of opium previously brought from Asia. Deprivation
precipitated symptoms which resulted in New Zealand resident Chinese
calling on medical practitioners. Having found someone who treated
them sympathetically, the tendency was for further Chinese to consult
that same medical practitioner. As a result Chinese addicts concentrated
with a limited number of doctors. In the Auckland area most eventually
came to be treated by Dr Claude Coldicutt who had early consulted
the Department of Health and the police. As an interim measure these
patients were prescribed limited quantities of tincture of opium with the
intention of gradual withdrawal but this only encouraged others to seek
supplies in this manner. There is little doubt that because it was difficult
to identify individual patients some were attending under two or more
names and sometimes two or more doctors. However, it was assessed
that the total number of Chinese opium addicts in Auckland was between
120 and 140. Efforts were made to prepare case histories but through
language difficulties this proved difficult. It did transpire, however, that
the majority had been opium smokers for many years and most of them
had brought the habit with them to this country. Very few had started
smoking in this country. Hong Kong or mainland China were the places
of birth of the majority but a small number had come from Singapore.
The age grouping was essentially from 50 years and upwards. There
was one much younger Chinese from Singapore, with a case history
which differed markedly. While the others had generally smoked opium
and had used it orally only by making pills or a solution' from the dross
remaining after smoking, this younger Chinese from Singapore had an
oral habit alone. He claimed that his mother had used opium as a
soother and, wherever a child was unsettled, had placed a small piece of
opium in its mouth. He had thus taken opium orally the whole of his life.
The Department of Health sought the assistance of the Consul of
the Republic of China and he provided a somewhat detailed series of
prescriptions for the treatment of Chinese opium addicts. These were
transmitted to all medical practitioners who were attending Chinese
opium addicts. The treatment consisted of a series of pills commencing
with a fairly high opium content combined with nux vomica and other
drugs of vegetable origin having no morphine-like quality. Progressively
atropine (or a solanaceous plant material containing atropine) was
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added to the pill as the proportion of opium was reduced. The theory
was that this constituted a steady withdrawal therapy and it was tried.
The results were uniformly unsuccessful and the general assessment was
that the Chinese opium smokers received much of their satisfaction
not solely from the ingestion of opium but from the ritual associated
with its use. After a lapse of some 2 years at least small supplies of
opium for smoking purposes were again arriving in this country,
relieving the pressures on medical practitioners.
Some further indications of prolonged drug usage came to notice with
the commencement of pharmaceutical benefits under the Social Security
Act. The scheme limited the quantities which could be prescribed and
the number of repeats which could be ordered at a charge to the Social
Security Fund. In the machinery of the Department there was then
a system of "repeat dockets" which made such prolonged use conspicuous
and a further system of "extended supply authotity" where there was a
chronic named medical condition and the total amount of any drug
prescribed was intended to cover a period longer than approximately
one month. Generally these systems showed that there were, in relation
to the total population, not very many people claiming for the payment
of drugs as a charge on the Social Security Fund who were regularly
obtaining either dangerous drugs or barbiturates without quite sound
medical need. The exigencies of staffing during the war period meant
that the progress being made in detecting unwise prescribing and in
persuading changes of pattern had to be dropped and there was a gap
in control for some 4 or 5 years. It was not until 1946-47 that attention
again was able to be paid to the drug abuse position in this country.
The tempo of therapeutic advances was increasing. Commencing
in the 1930s there were a considerable number of articles in weekly and
monthly magazines which sought to explain and laud new drugs which
had become available. There is little doubt that in many cases these
were promoted by the public relations staffs of drug manufacturing
firms and with the establishment of the pharmaceutical benefits scheme
in New Zealand many medical practitioners were complaining that
patients were asking them to prescribe drugs which had been expounded
on in these articles. In many cases these medical practitioners claimed
that the patient had read of drugs of which the medical practitioner
was ignorant and were quite insistent in their requests that the particular drug should be prescribed. Only the restrictions placed on the
free availability of proprietary preparations by the Drug Tariff acted
as a deterrent in many cases.
Where former advertisements for drugs had largely been fanciful
projections of fact, the tendency was to make increasingly emotive and
specious appeals to the public. The greater literacy of the population
has been recognised and quite massive advertising campaigns for
promoting the sales of medicines commenced during the depression
years.
Articles in journals and the popular press were of a pseudo-scientific
nature and exhibited a general lack of awareness of the hazards of the
particular drugs which were commented upon. Those medical practitioners who took an interest in the matter were of the opinion that
the articles and advertisements* were generally intended to stimulate
the use of drugs of all types, to give an inflated idea of what the drugs
could do and to gloss over or ignore any adverse effects of the drugs.
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This type of activity has continued and is claimed by some to produce
in the population at large a psychological acceptance of drugs and a
dependence on the use of drugs.

The Post-war Period

The return of staff to more normal duties following the war period
enabled attention to be paid to the significant changes in drug use that
had taken place. Through supply restrictions there were few more
medicines available for over the counter sale, but there had been a
spectacular increase in the quantity, and change in the nature, of the
drugs prescribed by medical practitioners.
Heroin: It was apparent by 1947 that New Zealand's consumption
of heroin had increased. Indeed, it rose to such a level that the Drug
Supervisory Board of United Nations asked New Zealand for an
explanation and this set in train a considerable amount of investigation
throughout the country. New Zealand, per capita, was amongst the
three or four highest users of heroin in the world. Intensive examinations of records were commenced and the Director of the Division of
Public Health advised the Minister of Health that unless sufficient
and competent staff was appointed he could not take responsibility for
the control of dangerous drugs (narcotics). With some increase in
staff and a detailed investigation, it was shown that in the years since
the social security pharmaceutical benefits scheme had commenced
there had been considerable laxity developing in the mode of transmission of instructions for the dispensing of prescriptions between
medical practitioner and pharmacist. In a very large proportion of cases,
particularly in country areas, but also in many suburban areas, prescriptions were not committed to writing by the medical practitioner
but were dispensed by the pharmacist on verbal instructions which may
or may not have been given by the medical practitioner, but were
conveyed by the patient. Prescriptions were subsequently written by
pharmacists and presented to the medical practitioners who signed
them. Observations made by departmental officers in pharmacies were
that in many of these cases medical practitioners, were signing prescriptions without looking at the body of the documents to which they were
appending their signatures. The speed with which draft prescriptions
were being returned after being sent by pharmacies to doctors often
suggested similar lack of attention in doctors' offices. In some cases there
was a delay of weeks or months in doctors confirming their prescriptions,
and in a few cases they did not confirm them at all. Most of the heroin in
the form of one or other of several linctuses was being supplied in these
circumstances and unfortunately in a great many cases the prescriptions
were being paid for by pricing offices, even though they were in breach
of the Dangerous Drug Regulations because they were not wholly in
the hand writing of the prescriber.
Detailed investigation in a number of centres and follow up with
the prescribers, inviting them to examine patients more closely and to
determine whether through continued usage some degree of habituation
to heroin had developed, led to an assessment that not less than 50
persons in New Zealand were dependent on heroin from the cough
linctuses which had been supplied to them. The medical practitioners
were invited to endeavour to reduce the consumption of heroin and to
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substitute some other drug in its place so that substitution would result
in dependence on the narcotic being overcome. In some cases this was
fairly readily accomplished. In others it created considerable difficulty.
In part this action was assisted by an amendment suggested originally
purely as a matter for the Drug Tariff in February 1949, but eventually
incorporated into the Dangerous Drug regulations restridting the number
of oral doses of heroin on any one prescription to 16. By Cabinet
decision in December 1953, imports of heroin were discontinued. Publication of this information reinforced the efforts of the Department of
Health to reduce the prescribing of heroin and it was then estimated
that at the current rate of usage the quantity in the country would be
sufficient for some 2 years. By the end of 1955, no further heroin had
been imported, but use had dropped to such an extent that the quantity
remaining in the country was estimated to be sufficient for 20 years.
Much of this has subsequently been destroyed but it is only now, in
1969, that the heroin has been practically exhausted.
Barbiturates: Investigation of heroin usage drew attention to the
increasing consumption of barbiturates. The inspecting pharmacist in
Christchurch was later assigned to prepare a retrospective survey of
the prescriptions written for all barbiturates in selected and defined
areas in the Canterbury district. His report presented in March 1956
showed a remarkable increase over a period of years. With 1941 as a
base line (before the advent of social security pharmaceutical benefits)
the annual per capita consumption had increased to 5.3 times as much
by 1945, to 20.8 times the quantity by 1950, and 26.6 times the quantity
by 1955. A comparable survey carried out in 1969 shows that the per
capita consumption of barbiturates in the same areas has increased to
30 times that of 1941 as the following table shows:

Proportion of barbiturate prescriptions to
total prescriptions
..
.
Approximate average annual per capita number of doses of phenobarbitone
Approximate average annual per capita number of doses of all barbiturates..
Approximate average annual per capita consumption of all barbiturates

1941

1945

3.i%
0.5
0.6
(0.6 gr.)
40 mg

6.3%
4.0
7.5
(3.2 gr.)
212 mg

I

1950

1955

1969

10.9%
14.2%
4.1%
19
11
17.5
38.3
31.3
31.7
(18 gr.)
(12.5 gr.) (16 gr.)
830 mg 1,060 mg 1,200 mg

Codeine: Until 1941 codeine was little used. Its principal purpose
was as a cough suppressant in the form of a linctus or syrup. There was a
limited number of proprietary tablets on the market which combined
small amounts of codeine with such drugs as aspirin and phenacetin.
Until about 1946 the increase in the use of codeine paralleled the general
increase in the number of prescriptions which were written and claimed
for as a tharge on the social security fund.
Amongst the medical supplies reasonably available in the armed forces
were tablets of aspirin, .pheriacetin, and codeine. It is not clear whether
the use of these tablets extended from the armed services to the civilian
population or whether the introduction of the tablets to the civilian
population was quite separate. It was a matter for comment by
observant pharmacists in business that the consumption of aspirin,
p'henace'tin, and codeine tablets was approaching astronomical pro-
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portions. Concurrently codeine was replacing morphine in many proprietary cough mixtures which were being advertised to the public.
Because of the recognition that some of these proprietary medicines)
which together with other active ingredients contained less than 0.2
percent of anhydrous morphine and were thus exempt from the Dangerous Drugs Regulations, were causing a degree of habituation or were
supporting addiction derived from other sources, efforts were made by
the Department of Health to induce manufacturers of these products
to alter their formula by substituting codeine. It was, however, very
soon found that the codeine would maintain a dependency which had
originally developed from the morphine in the now discontinued
preparation.
With the introduction of pholcodine in 1953 it was expected that
this drug would in part at least replace the codeine which was being
used in cough mixtures. While in fact there has been a considerable
amount of substitution of pholcodine for codeine, there has been no
apparent consequential reduction in the use of codeine in New Zealand.
It is now 100 times as great as in 1938.
Pethidine: This synthetic drug was introduced about 1945 and the
manufacturer promoted it as a replacement for morphine and used the
advertising claim that "it has no known addiction-producing potential".
Almost before this advertising material had been widely distributed in
New Zealand, the Department of Health had reports of persons, particularly nurses, who were addicted to the drug, exhibiting all of the
symptoms of morphine addiction. Steps were taken to withdraw them
from the drug and generally give them medical treatment and supervision. While the claims for the substitution of pethidine for morphine
were not wholly valid, it was expected that the use of this new drug
would cause a reduction in the total consumption of morphine in New
Zealand. It can be shown, however, that this effect has not taken place.
The consumption of morphine has remained relatively static while the
consumption of pethidine has progressively increased. (See appendix
XI, table 1.)
Other Dependence Producing Drugs

A considerable number of potential dependence producing drugs has
been added to the schedule of prescription poisons since 1952. Until
1961 this required the recommendation of the Pharmacy Board of New
Zealand (since then the Poisons Committee) to the Minister of Health.
Clearly, some of these drugs have characteristics which require careful
medical assessment before they are used, but others were initially
assessed as having little risk of dependence. The realities of dependence
and abuse emerged after the drugs were on the market and had been
publicised by press releases by the manufacturers or their agents and
so had come into increasing demand by the public, or had been marketed
with very considerable advertising. The appearance of dependence was
reported on variously by alert pharmacists or by hospitals and mental
hospitals to the extent that the statutory body made recommendations to
the Minister for control. This resulted in changes in the regulations
which reduced from 2 percent to j percent the proportion of barbiturate
in solution in preparations which could be sold without prescription
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(1953) and the addition to the group of prescription poisons of
amphetamines in 1957, bromvaletone, carbromal, methylpentynol, and
meprobamate in 1958, apronal, ethinamate, glutethimide, and methyprylone in 1960 and deanol in 1964.
The Hastings Incubus

The Department of Health had become accustomed to episodes
of the obtaining of narcotics by illicit means, or by means which
were dubious. These episodes are isolated, usually carried out by a
person already known and using a method of operation following an
identifiable pattern. About 1950 and for some years thereafter more
episodes than usual emanated from the general area of Hastings.
Initially, there was only one known prolonged user of narcotics in the
district, a l tradesman whose history was of treatment with opium of
peritonitis, the result of wounds during the First World War, and who
was "stabilised" in the 1930s on about 35 grains of morphine salt weekly.
There is no indication of him being connected with any other drug
dependent persons either at this time or subsequently, and a few years
later he made the decision to cease using the drug and is not recorded
as reverting to it.
In rapid succession, the department became aware of and involved
with:
A shopkeeper, not previously recorded, who was obtaining morphine
and heroin for injection on the prescriptions of a number of doctors
in other parts of the North Island and who claimed that he had been
addicted for many years.
A Chinese gardener, previously unknown, who was addicted to
opium and sought medical attention because he claimed that the
illicit supplies which he usually received had been pre-empted by
some other person in the district, and were continuing to go to this
other unknown person:
Two nurses habituated to pethidine. Both were indicated as being
involved with other drug abusers, but for only one could the source
of the drug from legitimate channels be traced:
Three young adults "conning" doctors into prescribing injectable
forms of narcotics by describing specious symptoms, each going to a
number of doctors. Two of these also had alleged "accidents" with
ampoules on a number of occasions, and persuaded pharmacists to
replace broken ampoules with full ones. This was eminently successful
until one pharmacist noted that surrounding packaging material was
dry, assumed that the contents had been removed from the ampoules
and used, and refused to replace:
A European not previously known to Department of Health being
charged by police for possession and use of opium. There were indications that he conducted drug "parties".
Two previously unknown adults seeking medical treatment and the
prescribing of narcotics in other parts of the country and alleging that
they had been receiving regular supplies in Hastings. No trace could be
found of them receiving such drugs legitimately.
Subsequent inquiries linked more than half of these people, and the
group was, dispersed, some to mental hospitals for treatment, some to
prison, trace being lost for the time being of others. Various persons
then involved still come to notice from time to time, and have been
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associated with a considerable number of other long-term abusers of
narcotics in New Zealand. There is good reason to believe that this
group initiated in this country the intravenous use of opium and is
the hard core of infection of other narcotics abusers.
Case Finding and Classification

Instances of drug dependence and drug abuse came to attention in
a variety of ways. If the drug was a narcotic (then "dangerous drug")
the existence of a case was often indicated by the pattern of purchases
as collated on the half-yearly detail sheets of a pharmacy, doctor, or
hospital, and caused the initiation of inquiries. Sometimes with narcotics, more frequently with other drugs, a pharmacist when visited by
an inspecting officer or sometimes on his own initiative, would draw
attention to a person who was displaying anxiety in having prescriptions
dispensed, placing undue importance on maintaining supplies or making
frequent or very large purchases of drugs available without prescription.
On a number of occasions pharmacists observed other behaviour features
which suggested dependence.
An examination of departmental procedure suggested that there were
minor differences between one district and another in the method of
pursuing inquiries on these cases and in the eventual classification of
them for the purposes of annual returns. An instruction to medical
officers of health (circular memorandum 1958/284 of 16 December
1958) set out the procedure to be followed and the criteria in classification to be used. One effect of this is reflected iin the figures in table 2 of
appendix XI. By following the instructions more diligent efforts to bring
persons dependent on narcotics to treatment of their dependence have
been possible, and medical practitioners have been alerted to the
possibility of unnecessary dependence developing in some individual
patients before it has reached a serious stage.
Substitution and Withdrawal Treatment

The increasing instances of dependence from therapeutic use of
synthetic narcotics continuing after remission of the original condition
posed problems of withdrawal of the drug. One hospital instituted a
regimen of changing any other dosage form to intramuscular injection,
substitution of methadone, and continuation of intramuscular administration of the same volume of injection but progressively reducing
dose of methadone until normal saline only is administered. It has been
carried out both within hospital and in domiciliary circumstances
and has been used in appropriate cases in other parts of the country.
Ampoules must be specially prepared in the hospital pharmacy and
special arrangements made for distribution to the pharmacy where the
patient's prescription would normally be dispensed. If necessary the
restriction of regulation 56 of the Dangerous Drugs Regulations (now
regulation 26 of the Narcotics Regulations 1966) is applied. This system
has had somewhat mixed success. It has invariably failed where the
patient has become aware that the withdrawal of the drug is taking
Place or has been accomplished. Some persons have continued injecting
the placebo for long periods. It requires much time of the medical
practitioner. The decision to discontinue the injections has in each
successful case come from the patient.
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Control of Individuals: Every country has the problem of controlling
and bringing to treatment persons who are dependent on narcotics.
Most of these people develop a knowledge, sometimes superficial,
sometimes profound, of drugs which they take and of drugs which can
be used as a substitute, of the legal requirements governing their
availability and supply, and of the places where they are legally stocked
and are available. Some of them seek to obtain the drugs by subterfuge
or by illicit means—by obtaining employment in places where there are
drugs and stealing them; by seeking attendance by more than one
medical practitioner to prescribe for them; by altering or forging
prescriptions or by forging case notes for presentation to medical
practitioners to obtain drugs; by simulating or describing symptoms for
which the drug sought is likely to be administered or prescribed. As a
minimum they want to obtain a steady and continuing supply of drug.
In practice they seek increasing amounts and can rarely achieve a
stable consumption unless there is assistance or limitation of what is
available. They will 'associate with people of like habit, as patients of
the same prescriber, in the family or as associates elsewhere, and,
particularly if they have more drug than their immediate needs, will
assist or encourage others in its use. All of these activities, well recorded
overseas, had been observed or detected in New Zealand before 1950.
The problem facing a health administration is firstly to prevent the
infection of others, secondly to restrict supplies so that dependence on
the drug does not become greater, and thirdly to bring persons to
treatment so that the dependence is, if possible, reduced and cured.
The sanctions that can be applied through criminal law can only
achieve part of 'this objective leaving a great deal, and probably the
most difficult part, to medical treatment which can be nullified by the
patient obtaining the drug outside the course of supervised treatment.
Where a patient is prepared and able to keep within a strict regimen
supervised by his medical attendant there is some hope of success. But
it is found that some reinforcement and support of the patient's agreement to treatment is necessary, or some restraint on the dependent
obtaining drugs is often required.
To provide this, the Department of Health promoted regulation 56 of
the Dangerous Drugs Regulations 1951 (S.R. 1951/287) which provided for a medical officer of health to prohibit a named person from
obtaining or seeking to obtain any dangerous drug (narcotic), or to
restrict the quantity or the sources of supply. A loophole in this was
soon found, in that there were a considerable number of preparations that
contain narcotics but are exempt or partially exempt from the provisions of the legislation. In 1959 by the Dangerous Drugs Amendment
Regulations 1951, Amendment No. 3 (S.R. 1959/80) authority was given
the Director-General of Health to issue restrictions or prohibitions
on persons who were obtaining these drugs if he was satisfied that the
person was or was likely to become dependent on the drug.
A considerable number of these notices has been issued. The authority
for them is now found in regulation 26 of the Narcotics Regulation 's 1966
(S.R. 1966/82). In most cases they are issued only on the patient and
on the medical practitioner and pharmacist supplying the patient. In
other cases it is considered necessary to give the notices wider distri bution to make them effective, even to the publication of circular
memoranda addressed to all medical practitioners and all pharmacies.
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Even this form of restraint has not been effective in all cases and
the maximum sanctions are now found in the Alcoholism and Drug
Addiction Act 1966.
Diversions of Narcotics

Recorded observations by inspecting pharmacists in all parts of the
country raised questions of whether considerable quantities of narcotics
were being diverted from legitimate channels to illicit supply. It was
estimated on the information accumulated to 1950 that the dubious
disposals amounted to approximately half of the powdered opium, threequarters of the tincture of opium, one-quarter of the cocaine, and a
smaller proportion of the morphine brought legitimately into the country.
In so far as this may have occurred, it was accomplished by making
records purporting to account for the conversion of these drugs to preparations exempt from the (then) Dangerous Drugs Act. Some, but
not all, of these preparations were completely exempted from any
requirements of further recording under the Poisons Act. The greater
part should have been recorded as first schedule or second schedule
poisons, but the quantities found to be so recorded were only a very
small part of what was expected. This might have been presumptive
evidence of diversion, but in the absence of direct evidence, it may only
have been that all disposals of poisons were not being recorded.
Despite persuasive efforts to have complete records kept and a few
prosecutions for no more than minor infractions, there was only limited
satisfaction in accounting for the greater part of those narcotics purportedly converted to exempted preparations. The Dangerous Drugs
Regulation's 1951 (S.R. 1951/287) reduced the number of exempted
preparations to a minimum and also gave to the Director-General of
Health the power (reg. 33) to direct that before a licensee on whom
a notice to that effect was served used any narcotic in the manufacture
of an exempted preparation he should give at least 7 days' notice to the
medical officer of health and the manufacture would be then supervised
by an inspector. Thereafter no manufacturer of whom departmental
officers had doubt found need to use any narcotic in the manufacture of
the preparations he had previously purported to make.
During the period that inspecting pharmacists were probing these
alleged conversions into exempted preparations and making it more
difficult to divert the narcotics to illicit distribution, ithere were a number of substantial thefts of similar drugs from accumulated wartime
reserve stocks held by wholesalers, the medical supplies controller of the
Government, and the armed forces, 'both of New Zealand and the
United States of America. Some of these were recovered relatively
quickly but much was not accounted for, principally powdered opium
and cocaine hydrochloride. In October 1964 'a variety of drugs was
seized from the home of the person who had been using the greatest
quantity of narcotics in purported conversion to exempted preparations
prior to 1951. Amongst these were a full container of powdered opium
and a nearly empty container of cocaine hydrochloride each bearing the
same manufacturers' labels and batch code numbers as had been
supplied to a U.S. army stores depot in America and thence to a
depot in New Zealand. While such identifying detail had been un125

recorded, the United States forces after the war did transfer their stocks
of these drugs to the New Zealand medical supplies controller, and
similar drugs were stolen from his store.
The Newer Drugs of Abuse

To control the new drugs which are being abused, New Zealand has
at present regulatory requirements which are less effective than was
the legislation for the control of narcotics prior to 1910. Traders and
distributors have a required form of recording, but the major responsibility rests on their integrity or professional judgment. Yet because there
is no quantitative control and recording nor a responsibility to demonstrate the method and quantity of distribution, even the most time
consuming and tedious procedures of checking cannot detect or
demonstrate thefts, diversions to fringe or illicit channels, or lack
of integrity by dealers. This is common to practically all countries and
is the reason why those who have been intimately concerned with
drug abuse control support the preparation and application of the
principles incorporated in the drafts for a proposed international
protocol on psychotmpic substances.
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APPENDIX IX
REPORTS ON SIGNIFICANT DEATHS ARISING FROM DRUG OVERDOSAGE
NOTE—There is no correspondence between letters of designation in
appendix IX with letters employed for similar purposes in appendix
HIB.

1. K. On Saturday night, 31 July 1965, K, after having taken his
girlfriend out called upon a friend, L, at his flat in Rosina Terrace,
Wellington. He sat at the head of the bed and they talked. During the
conversation K stated that he had had a shot of "H". L understood by
this that K had taken heroin intravenously. K's voice was slurred and
he appeared to be drunk; he then slumped into a sitting position on the
bed and fell from there to the floor. L attempted mouth-to-mouth
resuscitation and intravenous administration of saline solution, prepared
by dissolving kitchen salt in tap water in a spoon, the resultant
solution being then drawn into a syringe through cottonwool to
"purify' it.
L then saw that the deceased's breathing had "tapered off" and
started to believe that K was dead. He then enlisted the aid of a
friend of the deceased, M, who came back to the house and tried to
bring him round. M agreed to help L to get K to the hospital and, with
the aid of a passer-by, K was placed in his own stationwagon and M left.
L then drove down the terrace and, having assured himself that K was
in fact dead, abandoned the 'car and corpse in Sydney Street and
caught the first bus out of town.
The car and body were discovered on the evening of 3 August 1965
and the following morning L voluntarily gave the facts to the police.
2. A. On Friday, 2 February 1968, A called at an address at Jervois
Road, Herne Bay, at approximately 10 p.m. This address was occupied
by B and C, both convicted narcotic users, and both addicted to "hard"
narcotics. He stayed until late in the morning of 3 February 1968, but
was absent from the premises when the occupants woke during the
morning. During the day, B and C were away from their address, but
returned at about 8.30 p.m. on 3 February 1968, when A again called
at the address. B said that at this time, A appeared ' slit up" and that he
did not think that liquor was the cause of his condition. A then
apparently talked to B for about 2 hours concerning the death of his
nephew and his desire to become an airline steward.
It was recorded that A had been looking after his 4-year-old nephew
about a week prior to his death, and the boy had run out on the
road and had been killed as the result of an accident. Friends and
relatives of A say that he was very depressed after this event, and that
he considered himself to blame for the boy's death. At this stage, A
was seated at the flat.
At 12.30 a.m. on 4 February 1968, C 'and B went to bed and left the
deceased lying on the divan downstairs in the lounge. He apparently
slept there throughout the night, and was still there the following
morning. B claimed that he attempted to wake A twice during the day,
but was unable to do so. He claims that during the afternoon, A was
lying on his back on the divan, snoring heavily, but his appearance was
"normal".
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At about 8.40 p.m. C went downstairs to prepare a meal, and decided
to wake A, as he had slept so long. She felt his brow, which was wet,
and went to get a cloth to wipe it. On her return she found that the
deceased had vomitted. An ambulance was called, as at this stage, C
claimed that she could feel no pulse or heart beat. Another person, at
the fiat at this time, D (convicted drug misuser), claims she attempted
to apply mouth-to-mouth resuscitation, but was not successful. Oxygen
was applied by the ambulance personnel, again without success.
The brother-in-law of the deceased was seen and said that A was
depressed after the accident involving the death of his nephew. The
brother-in-law said that when the deceased left his address on the
evening of 3 February 1968, he appeared normal in manner and his
health appeared good. He said that A had been supplied 10 mg valium
tablets by a doctor after the death of his nephew.
An informant told Detective Inspector Perry that in the informant's
opinion, A's death was due to the morphine which he had obtained from
the burglary of a chemist's shop and had administered same to himself.
There were fresh puncture marks on the arm of the deceased.
A post mortem examination was carried Out on the deceased by Dr
Cairns, pathologist, to establish cause of death. Discussions took place
between Detective Inspector Perry and the pathologist because of the
suspicion that morphine might be involved, but post mortem examination
revealed no trace of any narcotics. The tact that no morphine was found
in the body could have been due to the fact that morphine metabolises
fairly quickly in the body. The cause of death assigned by the pathologist's examination was bronchopneumonia. A was known to be a
regular cannabis user.
3. E. 17 years. At 3.45 p.m.. on 27 June 1968, E died at the
Auckland Hospital, and it was suspected that death was the result
of an overdose of morphine, cocaine, and pethidine. The deceased's
parents resided at Mt. Albert, but it was found that for some time prior
to his death, he had been living at Boyle Crescent, Grafton, an address
occupied by and frequented by known drug misusers.
Inquiries established that E was known to F, their association having
lasted about 2 years. It was further ascertained that on the evening of
22 June 1968, F went looking for E at Boyle Crescent, and that they
both went to a shack at the rear of Park Road, Grafton, this shack
being occupied by a convicted drug user, G.
F had with him, at the time, a satchel containing an extremely large
quantity of narcotics, the proceeds of a chemist shop burglary at Howick.
G later arrived at the 'address, and F asked him if it was in order for
them to "turn on" at the address. When this was agreed to, he produced
quantities of morphine, pethidine, and cocaine. F then injected himself,
the deceased, and G with morphine, pethidine, and a mixture of cocaine
and morphine. Evidence pointed to F having administered five lots of
these narcotics to the deceased at about 15-minute intervals.
Shortly after this, G was awoken by F, who told him that the
deceased was suffering from an overdose, and F was attempting to apply
mouth-to-mouth resuscitation and a heart massage. Both G and the
youth F walked the deceased 'about the room and when he aroused
sufficiently, he was put back on a bed.
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The following morning, both F and G were still present and the
deceased's condition had appeared to have deteriorated. F then left
the premises. It was not until 9 p.m. on 23 June, that the deceased was
admitted to hospital.
Later examination of the urine of the deceased showed traces of
morphine, cocaine, 'and pethidine. The deceased had apparently been
associating with narcotics and users for some time prior to his death,
and was suspected of being involved in the burglary of chemists' shops
himself. He had not been charged on any prior occasion with narcotic
offences. F was later convicted of manslaughter in respect of this death.
4. H. 19 years. On the night of 17 January 1969, the deceased went
to a city coffee lounge with another youth, I, a known drug user, and
met up with another convicted narcotics user, J . I at the time, had a
large quantity of methadone with him and the party went to a house
at Grafton Road, where he and the deceased injected themselves with
methadone. J also received an injection from H. They then went to a
party at Balmoral, attended by a number of youths and young girls.
At the party, I injected himself and several other persons with this
narcotic. The deceased was present at the time. Some of the tablets
belonging to I were spilled on the floor, and the deceased picked up
approximately seven of these, and prepared them for injection. He was
warned of the severity of the dose but claimed that he was able to take
this quantity. He then injected himself, and immediately after, staggered
about the bedroom and collapsed on the bed. He did not regain consciousness before his death, the following day.
He was later dragged from the bed into another room, and on the
morning of 18 January, he was taken to another address in Epsom, as
the youths had to vacate the flat at Balmoral. At this stage, he was
still alive, but deeply unconscious. Efforts were made to revive him,
and an ambulance was called. He was found to be dead on arrival at
the hospital. A post mortem of the deceased showed death to be due
to narcotic poisoning.
A week prior to his 'death, the deceased had been before the Court
on charges of possession of prescription poisons, and had 'been receiving
treatment at the psychiatric ward at Auckland Hospital. He had been
associating with known drug users at his address at Grafton Road for
some time. This case illustrates importance of assessment before
determination of court proceedings.
5. Re death of A. N. at Point Chevalier Beach on or about 17 November 1969.
"This girl was reported missing by her father on 18 November after
he had been contacted by her boyfriend Y, a known drug offender.
Y stated that she had left Sussex Street where both were living some
time on morning of 17 November and he suspected she had overdosed
or was attempting suicide.
A. N. had previously come under drug squad notice in known haunts
in Parnell, Ponsonby, and Grafton and every assistance was given her
parents in a search for her. At 12.35 p.m. on 22 November her body was
found in a secluded wooded spot above Pt. Chevalier Beach.
Post-mortem examination showed no marks of violence whatever, no
organic reason for death, and no sexual interference. Organs were
submitted to DSIR for report.
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• It has been positively established that, deceased caught a bus at 12.55
p.m. on Monday, 17 November from King Street (near Sussex Street)
to the Pt. Chevalier terminus. She appeared under influence of drugs
and was seen to walk along beach towards spot where her body was
found. She was alone.
Inquiries show deceased had taken overdoses on at least five previous
occasions including one admission to Auckland Public Hospital. She
was skilled at obtaining barbiturates and amphetamines from doctors
and was thus used by other drug abusers to obtain supplies for them.
-Drugs known to have been in her possession cannot be assessed with any
certainty, but she is known to have access in her final days to: nembutal
100 mgs 30 tabs: durophet 20 mgs 30 tabs: valium 10 rugs 25 tabs:
mogodon 5 mgs 6 tabs: librium 10 mgs 30 tabs, concordon 50 tabs and
an unknown quantity of mandrax.
An empty tablet bottle with label removed (as was her habit) was
found 2 ft from body.
Father of deceased was a most concerned parent. He is horrified at
the ease with which his daughter obtained drugs on prescription and at
advice given his daughter in August last (by a non-medical adviser)
that she leave home to go flatting and take a course of tranquillisers."
• This case may be regarded as a further example of consequences of
the over-easy access to supply of drugs and its link with some overdosage
situations referred to in 5.58-60. (See also tables 12 and 13 of appendix
XI.)
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Table 1:

NARCOTICS-NEW ZEALAND

SUMMARY OF ANNUAL RETURNS TO INTERNATIONAL NARCOTICS CONTROL BOARD AND ITS PREDECESSORS

Wholesale disposals-equivalent to approximate consumption-in kilogrammes 1938 to 1968
1938

1939

1940

9
13
6
Cannabis'
.;
5.1
6.2
6
Cocaine
3.2
2.4
2
Heroin
130
110
Opium'. 4 117
10
12
15
Morphine' . '
..
..
Pethidine
.,..
..
Methadone
enadoxone
.,.,
..
Ph
Levorphanol
..
...
.,.
Oxycodone
..
..
...
Diethylthiambutene
..
..
.. ..
Dipipanone
Anilerid,ne
..
..
..
..
Normethadone
..
Phenazoc,ne
....
..
..... ..
..
Propoxyphene
..
..
Dextroinoramide
.. ..
Oxymorphone
Fentanyl
..
..
. ...
..
. ...
..
Phenoperidine
Dhydrocodeme
..*
..
..
....
5.8
3.1
Codeine'
0.3
...
0.1
Ethylmorphine'
..
..
Pholcodine '

1951

1952

1953

8
10
8.8
7.8
5
2
126
247
13
19
1129
0.75
0.52

18
6.9
4
145
12
44
1.2

*
11.2
2
197
19
43
3.8

17
6.3
3
227
18
90
0.8
0.1
0.06

117
0.7

153
1.2

1.2

1941

1942

1943

1944

1945

1946

1947

1948

1949

14
8
3
149
18
..
..

1
13.8
6.2
152
11
..
..

8
16
5
186
12
.,.
...

9
2
4
191
12
..
..

5
4
6.3
183
12

10
7
7.8
191
19

13
8.4
7
319
12

..

..

..

10
8.2
6
158
21
8.4
*

..
..
..
..
..
..
..
..
..
..
..
..
..
45.8
*
..

..
..
..
..
..
..
..
..
..
..
..
..
..
97
0.5
..

..

..
..
..
..
..
..
..
..
..
..
..
..
..
3.2
0.3
..

..

..
..
..
..
..
..
..
..
..
..
..
..
..
25.4
*
..

..

..
..
..
..
..
..
..
..
..
..
..
..
..
45
1.6
..

..

..
..
..
..
..
..
..
..
..
..
..
..
..
56.9
*
..

*

..

*

..

S

..

..
..
..
..
..
..
..
..
..
..
..
..
..
112
0.4
..

..

..
..
..
..
..
..
..
..
..
..
..
..
..
115
0.6
..

1950

232
0.5

S
a

2.1
*

Table 1: NARCOTICS-NEW ZEALAND-continued
SUMMARY OF ANNUAL RETURNS TO INTERNATIONAL NARCOTICS CONTROL BOARD AND ITS PREDECESSORS

Wholesale disposals-equivalent to approximate consumption-in kilograxnmes 1938 to 1969
-

co

Cannabis 1 •.
Cocaine
....
..
Heroin
..
Opium'.'
Morphine'.* ..
Pethidine
..
Methadone.. ...
Phenadoxone ..
Lvorphano1
...
Oxycodone
...
Diethylthiarnbutene
Dipipanone
..
..
Aulleridine
Normethadone ..
•.
Phenazocine
Propoxyphene ..
Dextromoramide
Oxymorphone ..
Fentanyl..
Phenoperichne
DihydrocOdeine
Codeine '
..
Ethylmorphine' ..
Pholcodine'
..

.
.

.
.

1954

1955

1956

1957

1958

1959

1960

1961

1962

1963

1964

5
10.9
2
251
8
89
0.9
.0.8
0.2

6
6.4
0.6
168
14
105
2.3
0.7
0.4

0.3
6
.0.1
364
10
87
1.5
.0.6
*
..
..
..
..
..

*
6.5
0.1
224
14
107
.2.7
0.4
0.4
..
..
..
..
..
..
..
.. .
..
..
..
..
328
1.1
0.7

1'
4.2
0.05
166
17
90
2.3
0.5
.0.3
0.3
.0.4
..
..
..
..
..
..
..
..
..
. ..
272
1.4
18.5

2.3'
5.6
0.03
178
5
86
2.4
0.6
0.2
0
0.4
.0.02
..
..
.. .
..
..
..
..
..
..
372
06
35.4

2.5*
6.9
0.02
169
14
127
2.3
0.2
0
0.01
0.5
0.01
0.04
0.002

0.4
4.2
0.003
131
14
103
3.9
0.1
0.5
0.01
0.6
0.004
0.006
0.002
.0i
0.006
0.002
.,.
..
..
..
..
269
01
40

0.3
5.5
0.03
137
18
110
0.3
0.07
.0.2
0.02
0.5
0.004
.0.02
0.002
0.001
.0
...
..
. ..
..
329
0.7
63

0.4
4
0.02
149
13
105
4.4
.0.08
0.2
0.1
.1.1
0.09
0,006
0.003
0.009
0.005
0.001
...
.
..
..
325
0.7
60

0.02
*
0.04
*
.6
5.4
4.9
4.4
0.01
0.02
0.004
0.0
176
160
107
93
16
7
11
10
116
120
141
90
2.9
.2.6
.2.7
3.3
0.4
.0.02
0.003
.0.3
.0.2
. 0.2
.0 .2
.0 .1
0.01
0.02
.0.01
.0.0
0.6
0.7
0.4
0.7
.0.04 0.007
0.14 .0.0
.0.01
.0.07
.0.01
0.0
.0
0.001
0
.0
0.06
.0.01
0.003
0.1:83
.0.05
.. control removed
*
*
0.003
0.00
..
0.003
0
..
*0
..
0.0
..
..
0.02
0.0:
..
..
0.03
0
438
414 .
546
430
1.5
0.7
0.5
0.5
89
95
95
95

.,
.,

..................
.,
.,
31
.0
1.2
0.8

421
1.4
2.0

..
..
..
..
..
..
145
1.1
4.6

o..

..
,..
..
..
..
..
342
07
34

1965

*Quantities returned to wholesalers or destroyed exceeded quantities supplied; or quantity not recorded.
11n terms of cannabis resin.
'In terms of standardised opium with 10 percent morphine content.
'In terms of an hydrous morphine alkaloid: All others in terms of base, i.e., not of the salt or ester.
'Includes quantities manufactured into preparations exempt from quantitative control.
Approximate equivalent doses:
milligram es
Opium
.. 200
Morphine .. 20
Heroin
.. 10
Pethidine .. 100
Methadone .. 10
Codeine
.. 60
Pholcodine .. 15

1966

1967

1968
0.007
9.2
0.02
144
.8
113
2.9
0.01
0.13
0.02
0.4
0.03
0.01
0
0.005
0.002
0
0.0004
0.02
.0
592.
0.6
107
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Table 3: PERSONS CHARGED WITH DRUG OFFENCES

1956-69

Chinese I Europeans
*
*
*
*
*
*
*
*
*
103
99
8
12
*

1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969 Jan—Sept

2
3

6

2
10
16
10
28
50
153
89

*Figures are available for "charges" only, not for "persons charged",
but the number of the latter is known to be under 40.

Table 4: PERSONS CHARGED WITH DRUG OFFENCES, BY

AGE GROUP, 1966-69

Under 15
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60 and over..
Male
Female

1966

1967

1968

2
12
4
3
1
1
1
1

6
19
10
8
5
1
1

62
60
17
2
1

Jan—Sep
1969
33
36
11

1
3

1
22
6

47
3

118
35

68
21

28

50

153

89

Total
141

Table 5: ADMISSIONS TO PUBLIC AND PSYCHIATRIC
HOSPITALS WITH DIAGNOSIS OF DRUG DEPENDENCE:
FIRST AND READMISSIONS BY SEX, 1965-69
First admissions—
Male
Female
Total
Readmissions—
Male
Female
Total
Total

1965

1966

1967

1968

26
17

30
29

40
30

56
54

55
35

43

59

70

110

90

1
I

22
12

43
38

20
29,

55
14

2

34

81

49

69

45

93

151

159

159

142

Table 6: ADMISSIONS TO PUBLIC AND PSYCHIATRIC
HOSPITALS WITH DIAGNOSIS OF DRUG DEPENDENCE: BY
AGE GROUPS, 1965-69
-

1966

1965

A. First admissions0-14 years
17
5
1
..
1
15-19
..
10
1
..
2
..
20-24
..
10 1
25-29
...
19
15
..
5
30-34
..
..
8
35-39
..
2^
..
40-44
..
24
..
4
45-49
...
...
5
50-54
..
..
..

..

Total

..

60-64
6-69

3

3

18

6

43

59

70

2
1

B. Readmissions..
0-14
..
15-19
..
..
..
............
20-24
25-29
30-34
35-39
40-44
45-49

-50-54
55-59

60-64
65-69

..

1
27
13
III

1

13
25
12

1: :.
110

90

6
527

6
23

6
24
17

42

11

11

1

4

11

-•

..

Total

..

jan-Jun

1968

1967

..

9

24

3

34

143

69

Table 7: FIRST ADMISSIONS TO PUBLIC AND PSYCHIATRIC
HOSPITALS WITH A DIAGNOSIS OF DRUG DEPENDENCE,
BY AGE GROUP AND SEX, IN 1965 AND 1968
1965

Age

10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69

..
..
..
..
..
.. '
..
..
..
..
..
Total

1968*

Male

Female

Total

1
9
3
6
1
1
1
2
2
..

..
1
1
1
2
2
1
3
4
1
1
..

..
1
2
10
5
8
2
4
5
3
3
..

13
22
4
6
1
3
3
3
.•
1
..

11
3
5
5
1
1

26

17

43

56

54110

Male

I

Female

I
4
5
9
5

4

Total

I
17
27
13
11
5
14
6
8
5.
2
1

Source: National Health Statistics Centre.
*Figujes for 1968 are for persons admitted for the first time in that year. Some of these
may have been admitted in a previous year, and should properly be classified as re.
admissions.

44

Table 8: FIRST ADMISSIONS TO PUBLIC AND PSYCHIATRIC
HOSPITALS: DRUGS NAMED IN DIAGNOSIS OF DEPENDENCE, 1966-69
1968

Jan-Jun
1969

4

6

'a

6

7

1966

1967

18
4
3
3

4

O.D.S. drugs—
Opium
Morphine
Heroin
Pethidine
Methadone
"Narcotics", n.o.s.

10

12

Total
Central depressants
Central stimulants
Cannabis
Cocaine
Codeine
Tranquillisers
Other.
Not specified

14

23

32

12
6

10
8
1

26
10
2
3

20
9

61
59

145

4

40

1
1
1

Total drugs named
Total admissions

1

1

1
2
3

35

47

23

70
70•

112
110

90
90

2

Table 9: READMISSIONS TO PUBLIC AND PSYCHIATRIC
HOSPITALS: DRUGS NAMED IN DIAGNOSIS OF DEPENDENCE, 1966-69
-

1966

O.D.S. drugs—
Opium
Morphine
Heroin
Pethidine
Methadone -.
"Narcotics", n.o.s.

..
-

Total
Central depressants
Central stimulants
Cannabis
Cocaine
..
•.:
Codeine
Tranquillisers
Not specified

5
2
1
1

--

1967

1

12
1

10
10

5

41
34

146

Jan-Jun

1968

1

-

1

7

2

21

-

Total drugs named ..
Total admissions

I

4

15

6

9
18

1

•i

75

32:

26 -.

81
81

49
49

74
69

Table 10: ADMISSIONS TO PUBLIC HOSPITALS WITH DIAGNOSIS OF DRUG DEPENDENCE: BY HOSPITALS, 1966-69
1966

1967

1968

Jan-Jun

Auckland—
Auckland Hospital
Oakley Hospital ..
Kingseat Hospital
Other Hospitals

'1
35
6
5

'5.
39
22
1

6
85
8
3

22
61
7
4

Total

47

67

102

94

1
8
3

17
5
2

4
2

12

24

6

5

Taranaki-Wanganui-Manawatu

2

2

3

3,

East Coast

1

1

1

1

Wellington—
Wellington Hospital
Lower Hutt Hospital
Porirua Hospital

4
-1
1

6

5

2

6

9

6

Total

6

12

14

8

2

1

4
10
2
1

7
3
22
6

3
8
12
'3

4
1
10
2

Total

17

38

26

17

Dunedin-Southland-Ashburn Hall
Seacliff Hospital
Other Hospitals
.

1
1
.1

4
2

6.
1

13
10
6

Total

3

6

7

29

-

South AucklandTokanui Hospital
Tauranga Hospital
Other Hospitals
Total

.. -

Nelson - West Coast
Christchurch—
Princess Margaret Hospital
Queen Mary Hospital
Sunnyside
Other Hospitals

147

3
2

2,

Table 11: ANALYSIS OF 40 INTERVIEWING SCHEDULES:

COMPLETED 8/10/68-30/4/69
(see section 5)
A. Circumstances of Interview—

M

F

T

On request
..
..
..
2
In hospital—voluntary admission
.. 0
.. 8
In hospital—committed patient
On probation
..
.
..
2
On bail pending court appearance or
sentence
..
..
..
5
In custody pending court appearance 7
In custody after sentence to borstal ..
2
6
..
In prison..
..
..

0
1
5
1

2
1
13
3

1
0
0
0

6
2
6

32

8

40

27
0
0
4

4
2
2
0
0

31
2
2
4
1

32

8

40

7

B. Sex and ethnic origin—

New Zealand—Pakeha
New Zealand—Maori
Other Polynesian
From U.K.
From Australia
C. Ages at interview—

Under 15
15-16
..
17-18
..
19
..
20-24
..
25-29
..
30-34
..

-

..
..
..
..
..
..
..

..
..
..
..
..
..
..

D. Marital status—

..
..
..
..
..
..
..

1

0
3
8

23

10
2
2

11
2
3

32

40

7

-

.. 18
3
..
..
2
..
1
..
8

7

1
0
0
0

25
4
2
1
8

32

8

40

Less than 1 year at secondary school ..
2
.. 25
1-2 years..
..
..
..
4
3-4 years..
..
..
..
1
Post-secondary school
..

1
4
3
0

3
29

32

8

40

Unmarried
..
..
Legally married ..
..
Separated from legal spouse..
Divorced ..
..
..
Party to defacto relationship
E. Schooling—

-

148

7

F. OccupationProfessional—clerical
Technical..
Skilled trade
Semi-skilled (special training)
Unskilled
Not applicable

M

F

T

3
2
0
3
24
o

1
0
0
1
4
2

4
2
0
4
28
2

32

8

40

Steady employment .. .. 2
Moderate mobility (two–four jobs a year) 4
High mobility (more than four jobs a
year with periodic unemployment) .. 23
.. 3
Unemployed for over 6 months
0
..
Not applicable
..
..

0
4

2
8

1
1
2

24
4
2

32

8

40

..
..

2

0
0

2
0

..
..
..
..
..

1
0
9

1
1
2
2
0

2
1
9
2
9

1
..
..
1
.. 11

0
1
1

1
2
12

32

8

40

0
2

16
5

1
2

8

8

40

G. Employment mobility—

H. Residence—

Settled—
With parental family
..
Independently ..
..
Several moves—
..
With parental family
With marital family
..
Including spell(s) with parents
..
Including foster homes
Onown
..
..
Numerous moves—
..
With marital family
Including spell(s) with parents
On own
..
..

0

7

0

.

I. Family of origin—

Parents living together—
.. 16
No conflict reported
..
...
3
..
Conflict reported
One parent died during childhood or
2
..
adolescence
..
..
..
6
Parents separated ..
..
..
4
Parents divorced ..
..
Illegitimate child, not adopted
..
2
One parent died when subject grown up 0
32

149

0
1
1

3

4
3
1

,j. Relations with parents—

M

T-

Relatithis good with both ..
.. 4
Relations fair with both
..
..
2
Relations fair, but communication diffi..
cult
..
..
..
5
One preferred above other ..
.. 11
Little or no contact with either
9
..
Relations bad with both
..
..
1

0
1

4
3

1
3
1
2

6
14
10
3

32

8

40

Cannabis..
..
..
..
6
"Pills" (amphetamines or barbiturates) 13
O.D.S. drugs
.. 13
•
:
32

2
1
5

8
14
18

8

40

K. First drug used—

L. Drugs reported as used currently or during last period of drug taking—

Cannabis only
..
..
..
0
"Pills" (central stimulants and depressants)
O.D.S. drugs only ..
..
7
..
O.D.S. drugs and cocaine ..
..
3
Cannabis and O.D.S. drugs..
..
2
Cannabis and "pills" and O.D.S. drugs 6
Cannabis and "pills" and O.D.S. drugs
and cocaine
..
..
..
6
Cannabis and "pills" and O.D.S. drugs
and LSD
..
..
1
..
"Pills" and O.D.S.' drugs ..
..
4
"Pills" and O.D.S. drugs-and cocaine:. .
2

2

2

0
2
0
0

2
7
5
2
6

0

6

0
0
3

1
4
5

32

8

40

None
..
..
..
..
1
Persons with—
Convictions for "drug offences"
.. 27
Convictions for other offences •involvingdrugs
..
.. 19
..
Convictions for offences not involving
drugs
..
..
.. 24
Convictions only for "drug offences"
and/or other offences involving
drugs
..
..
..
5
Convictions only for offences not in3
..
..
volving drugs ..
Convictions for "drug offences" and/or
other offences involving drugs and
.. 21
offences not involving drugs
Not sufficient detail
1
..
..

1

2

3

30

1

20

5

29

2

7

3

6

2
0

23

M. Court convictions—

150

M
N. Ofences involving drugs—
Persons with convictions for "drug offences"*_
(a) Using and/or possessing specified
drugs and/or instruments for using
•-.. 24
same
..
..
(b) Administering specified drugs to
..
1
..
others
..
..
0
(c) Selling specified drugs
Persons with convictions for other offences involving drugs—
.. 19
(a) Burglary to obtain drugs
..
0
(b) Theft to obtain drugs....
..
0
(c) Forgery to obtain drugs

P

T

5

29

1
1

2
1

0
1
1

19
1
1

*Some subjects have convictions for more than one type of offence.

0. Ofences not involving drugs—
Persons with one minor conviction dealt
with by discharge, CW supervision,
..
5
or probation
..
..
Persons with several convictions, no
... 11
prison sentence ..
..
Persons with more than three convic8
..
tions including prison sentence
24

.151

5

10

0

11

0

8

5

29

Table 12: PSYCHIATRIC INPATIENTS, WELLINGTON HOSPITAL: TOTAL ADMISSIONS AND
SUICIDAL OVERDOSES 1 AUGUST 1968-31 JULY 1969
1968
Aug. Sept.

Male
Admission
Overdose
Female
Admission
Overdose
Total—
Admission
Overdose

1969

-

Oct.

Nov.

Dec.

Jan.

Feb.

Mar.

Apr.

May

June

30
8

18
3

30
7

20
6

22
6

32
6

19
7

20
6

21
9

34
12

28.
3

49
16

52
14

65
23

57
12

66
26

63
28

34
14

50
21

57
23

47
18

79
24

70
17

95
30

77
18

88
31

95
34

53
21

70
27

78
32

81
30

July -

Total for
12 months

• 22
6

296
79

51
21

38
16

629
232

79
•24

60
22

925
311

Table

13: PSYCHIATRIC INPATIENTS, WELLINGTON HOSPITAL: INCIDENCE OF SUICIDAL
OVERDOSAGE BY AGE AND MARITAL STATUS 1 AUGUST 1968-31 JULY 1969
Age

Female
Married
Single
Widowed
Sep./Div.
de facto
Both sexes

Totals

20-29

30-39

40-49

50-59

60-69

1
20
..

6
11

11
2

9
1

2
1

2
1

4

3
1

1

1

nil

21

21

17

10

4

4

1

78

5
42

40
36
2
6

23
2
2
3
1

26

9
1

5

2

8

3

2

110
89
10
13
2

Male
Married
Single
Widowed
Sep./Div.
defacto
ul

70-79

15-19

10-14

2
1

1
2

1

31
36
9
1

8

50

84

31

29

10

8

4

224

8

71

105

48

39

14

12

5

302

APPENDIX XII
Principal current legislation relating to drugs of abuse.
Lists of Acts and regulations, orders, etc.,
Act
Narcotics Act 1965:

Poisons Act 1960,
Amendment Act 1962
Amendment Act 1964
Amendment Act 1967
Amendment Act 1969

Alcoholism and Drug Addiction
Act 1968:

Mental Health Act 1912
Amendment Act 1957 (reprint)
Amendment Act 1958
Amendment Act 1959
Amendment Act 1,960
Amendment Act 1961

Regulations, etc., under Act

Serial No.

Narcotics Commencement Order 1966
1966/83
The Narcotic Regulations 1966 1966/82
The Narcotic Regulations 1966 Amdt No. 1 1967/173
The Narcotic Regulations 1966 Amdt No. 2 1968/179
The Narcotics Order 1966
1966/154
The Narcotics Order 1967
1967/30
The Narcotics Order 1967
1967/156
The Narcotics Order 1968
1968/178
The Narcotics Order 1969
1969/129
The Poisons Regulations 1964
The Poisons Regulations 1964 Amdt No. I
The Poisons Regulations 1964 Amdt No. 2
The Poisons Regulations 1964 Amdt No. 3
The Poisons Regulations 1964 Amdt No. 4
The Poisons Licences Regulations 1961
The Poisons Licences Regulations Amdt
No. 1

1964/64
1966/84
1967/250
1969/95
1969/193
1961/39
1963/123

The Alcoholism and Drug Addiction 1968/211
(Forms) Regulations 1968
The Alcoholism and Drug Addiction Act
commencement
1968/210
Mental Health Regulations 1912 29.2. 12
Mental Health Regulations 1912 Amdt No. 1 8.8.29
Mental Health Regulations 1912 Amdt No.2 1958/41
Mental Health Regulations 1912 Amdt No.3 1961/154
Mental Health Regulations 1912 Admt No.4 1967/20

(To be replaced by Mental Health Act 1969, with consequent new regulations
from 1 April 1970.)
Crimes Act 1961
..
..
..
..
..
.. Section 315
Extradition Act 1965 ..
..
..
..
..
.. Section 5
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APPENDIX XIII
RESEARCH PROGRAMME

Recommendation 16 advocates support for research carried out in
New Zealand by well-qualified, responsible individuals to assist international efforts to obtain more reliable knowledge of drugs of abuse,
notably cannabis (marijuana) and its derivatives. Work has already
been undertaken within New Zealand (DSIR) on cannabis and further
work is planned (Otago University). The bibliography also contains
a reference to the work of one DSIR scientist undertaken in the United
Kingdom. Three aspects of a four-part research programme advocated
by Professor W. D. M. Paton of Oxford are all appropriate for New
Zealand research resources:
(1) The development of biochemical methods for determining the
presence and quantity of the drugs in body fluids and tissues.
(2) The determination of the signs of drug-taking, and of drug over
dosage, by properly controlled human pharmacological experiment; and the dissemination of the main conclusions to those
responsible for student welfare.
(3) The examination, by animal behavioural techniques, of factors
controlling drug dependence, of the interaction between various
drugs, and of the neural mechanisms involved.
In addition to Professor Paton's programme further research into the
environmental aspects of drug abuse will undoubtedly stem from various
questions implicit in the 'outcome of the surveys initiated by this
Committee and reported in section 5 of the report, and from other
surveys currently in progress.
Yet other fruitful and economically as well as clinically valuable
research may have to await implementation of recommendation 20.
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APPENDIX XIV
REPORT ON Two RECENT CASES OF ILLICIT TRAFFICKING

It was predicted in 6.9 of the main report that the curtailment
of supplies of drugs available for illicit purpose would lead to users
exploring other means to obtain them. Developments in November
and December 1969 have substantiated this prediction and warrant
inclusion as an additional appendix to the report.
A. As a result of the local shortage of drugs, particularly those in the
O.D.S. category, and of the high prices being charged for the very
limited quantities available for illicit use, three New Zealand abusers,
one with many years of experience, conspired to obtain drugs from
overseas by investing their money to send one of their members to
Singapore to make purchases. The trio informed a number of drug
associates of their intention, and further funds were invested.
A representative travelled to Singapore and managed to make contact with local peddlers who quickly took advantage of the situation
by exacting exorbitant prices for supplies.
A purchase of approximately 1 lb of cannabis was made and mailed
to New Zealand inside a doll. The parcel was addressed to a fictitious
name at the residence of one of the group. The cannabis was sent to
New Zealand for sale to raise funds for the purchase of other drugs,
which had been found to be much more expensive than had been
expected.
The agent in Singapore •then forwarded by mail a small sample
of a mixture of heroin and cocaine powder followed by
grammes
of a mixture of morphine and codeine powder addressed again to a
fictitious name at an interceptabie address. The major portion of this
latter supply was lost when hastily washed down a drain as the police
arrived at the premises.
An urgent appeal was made to the agent for further supplies. Again,
grammes of the morphine/codeine powder was posted to this country.
Due to police activity, the intending receiver was unable to intercept
the letter at the address to which it was delivered, and the supply
came into the hands of the police.
The activities of the group had not gone unnoticed by the police, who
informed their Singapore counterparts of the operations of the agent.
The agent suspected he was under surveillance and this fact, allied
with the shortage of funds and the news that a number of his associates
had been apprehended, caused him to return to New Zealand. Members
of the Auckland Drug Squad met him on his arrival and he has since
been dealt with by the Court, along with a number of his associates.
This operation demonstrated the value of the close co-operation
between the New Zealand Police and their counterparts in Singapore
and Sydney.
B. For some time it has been suspected that cannabis has been grown
in New Zealand, and on occasions a few seedlings have been seized.
The activities of Customs have clearly prevented the entry of bulk
supplies of this drug into the country and, as a result, increasing effort
appears to have been made to cultivate the plant in New Zealand.

ft

ft
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The following seizures of seeds and plants found growing in Auckland
City during the period 4-16 December 1969 illustrate this point:
(a) 102 cannabis seeds.
(b) 50 cannabis seeds in an incubator.
(c) 21 cannabis plants ranging in height from 18 in. to 3 ft; all
were healthy plants with heavy growth and were found growing
within 2 miles of the Chief Post Office at Auckland.
(d) 4 cannabis plants.
(e) 68 cannabis plants; 36 in a garden area and the remainder in
seed boxes under a glazed frame. A quantity of cannabis leaf
was found at the same address.
(f) 8 cannabis plants.
The instances A and B outlined in this appendix have occurred in
November and December 1969. They could herald a new phase in the
problem of drug abuse in New Zealand. The Committee is gratified that
swift and positive steps have been taken to meet this development.
ADDENDUM
In fig. 1 on page 25 projected totals for persons charged are shown,
based on figures for the first three-quarters of 196 .9 as shown in appendix
XI, tables 3 land 4.
Full figures for 1969 became available immediately before publication
and are given below. It will be noted that the total for 1969 exceeds by
10 the projection based on the first three-quarters of the year as shown
in fig. 1.
1969

Under
15

15-19
I

I

20-24
44

50-54

5-49
2

48

1

1

4

I

..

1

25-29

1

18

I

60
and Over

I

..

1

1

30-34
1

1

1

99

1

1

40-44

2

Total

Female

Male
I

35-39

31

1

130
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