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philiacs and other groups suffering harm from necessary
medical treatment. A possible answer to this problem may lie
in one outcome of the Pearson commission-could not
the Vaccine Damage Payments Act of 1979 include haemo-
philiacs?2
There now seems to be consensus both in parliament and

in the community that special help should be afforded to
those with haemophilia and to the few people infected from
contaminated blood transfusion or organ grafting. Both the
reasoning behind the Pearson commission's decision on no
fault compensation and the wording of the Vaccine Damage
Payments Act seem to provide the government with ways
forward. Following the Pearson commission is probably the
best option, although the Vaccine Damage Payments Act
does provide for help for children or third parties injured
because of the initial damage and would thus cover the needs
of affected families as well as those of the haemophiliacs
themselves. Either way, the need for action is urgent, and the
government must stop prevaricating and act swiftly to
mitigate the distress ofhaemophiliacs and their families.

PETER JONES
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Beware cocaine
A century ago Sigmund Freud wrote "a song of praise to this
magical drug [cocaine]" and described it as a "wonderful
remedy."' Since then cocaine has been thought ofas both one
of the most dangerous and addictive substances known to
man and a harmless (or even beneficial) recreational drug.
We now need to reassess what we know about cocaine
because increasing amounts of the drug have been available
in Britain since the 1970s. Some American commentators
foresee a tidal wave of cocaine addiction sweeping across the
Atlantic. This prediction may or may not come true:
lysergide (LSD) travelled quickly across the Atlantic in the
1960s, whereas phencyclidine hydrochloride (angel dust) in
the 1970s did not. But there is every cause for concern
because of the massively increased production of the drug in
South America and the increasing professionalisation of
those trading illicitly in the drug.

Other reasons for reassessment are the changes in the
preparations of cocaine being used and in the way they are
taken. As well as cocaine hydrochloride crystals, which are
often sniffed or occasionally injected, additions to the menu
are cocaine paste, "crack," and freebase. These chemically
modified versions of cocaine are worrying because they can
be smoked or inhaled, producing rapid rises in blood
concentration and a powerful subjective ";hit." They are thus
more likely to produce dependence than cocaine when
sniffed. In some users cocaine quickly produces a powerful

dependence. Laboratory animals may inject themselves with
cocaine in preference to food and continue to do so until
exhausted or dead.23 While some users can keep their use of
cocaine under control, others become as dependent as heroin
addicts or alcoholics. Indeed, cocaine may have greater
potential than heroin for producing dependence. There is no
way of predicting whether a person will be able to maintain
control or will become dependent. People who become
dependent take larger doses increasingly often and so
increase the associated health risks.
Some of the adverse effects on health of cocaine are minor,

such as damage to the nose, but the drug can also kill.
Cocaine has precipitated acute myocardial infarction, ven-
tricular tachycardia and fibrillation, myocarditis, and sudden
death even in "recreational" users who do not use the drug
intravenously.4 The drug increases blood pressure, and many
people who are otherwise at low risk of cardiovascular
accident are exposed to a greatly increased risk. Death may
result from cardiac or, more often, respiratory arrest. High
doses may also cause seizures, and among hundreds of
cocaine users who telephoned an American "cocaine hotline"
14% described seizures with loss of consciousness.5

Intranasal use of the drug produces vasoconstriction of the
mucous membranes followed by vasodilatation when the
drug effect wears off; this often leads to acute and chronic
rhinitis and possibly chronic sinusitis. Bleeding and ulcera-
tion of the nasal mucosa are also common; perforation of the
septum is rare, though it is sufficiently dramatic to have
received much publicity. Those who smoke either freebase
or cocaine hydrochloride often complain of sore throats,
chest pain, and black or bloody sputum. The damage may be
caused by the high temperature ofthe inhaled cocaine fumes.
Poorly prepared freebase and cocaine paste may also damage
the lungs because of the corrosive chemicals used to process
the drug. The dangers ofintravenous injection ought by now
to be sufficiently obvious not to need amplification.

Like the amphetamines, cocaine stimulates the central
nervous system and can cause a florid, short lived psychotic
reaction with delusions, paranoia, and hallucinations. This
generally follows persistent binges with the drug or the use of
high doses, though single episodes with low doses can also
lead to an acute anxiety reaction with high blood pressure,
racing heart, anxiety, and paranoid ideation. Many cocaine
users take sedative and hypnotic drugs to reduce the "jitters"
caused by cocaine or to relieve the unpleasant "crash" after
the euphoria wears off.
The potential risks oftaking cocaine are thus great, but the

actual health risks have unfortunately been exaggerated in
some recent discussions. There is no need for exaggeration.
Cocaine is not a safe recreational drug: its dangers are too
many and too great.
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