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Abstract:  Methamphetamine abuse has become an epidemic in the United States.  As methamphetamine becomes increasingly available, more and more people are trying – and becoming addicted to – this potent drug.  But although methamphetamine is made using over-the-counter (OTC) drugs containing pseudoephedrine, shifting OTC drugs containing pseudoephedrine to prescription status is not the solution to the methamphetamine crisis.  Rather, society must adopt a comprehensive approach to the methamphetamine problem that includes preventing the diversion of these drugs, encouraging countries to enact regulations to prevent the sale of large quantities of pseudoephedrine, reducing demand for methamphetamine, decreasing the methamphetamine supply, and improving treatment programs for methamphetamine addicts.


I.  Introduction

	Alka-Seltzer.  Benadryl.  Kaopectate.  Maalox.  Robitussin.  Tylenol.  These are just six of the more than 100,000 over-the-counter (OTC) drug products that are available to U.S. consumers without a prescription. “Over the Counter Drug Products,” Center for Drug Evaluation and Research, FDA, http://www.fda.gov/cder/Offices/OTC/whatwedo.htm, May 29, 2003.  Allowing such pharmaceuticals to be sold over-the-counter provides consumers “easy access to certain drugs that can be used safely without the help of a health care practitioner.” “What We Do,” Center for Drug Evaluation and Research, FDA, http://www.fda.gov/cder/Offices/OTC/whatwedo.htm, May 29, 2003.  
But not all OTC drug use is benign.  Many consumers abuse OTC drugs:  adults, for example, abuse laxatives in order to lose weight and caffeine in order to remain awake. “Trends in Pharmacy and Pharmaceutical Care,” The University of Florida College of Pharmacy, http://www.drugtopics.com/be_core/content/journals/d/data/2003/0707/dce07a2003.html, July 7, 2003.  And recently, teenagers have begun abusing cough syrup and tablets in order to achieve hallucinogenic states. “An Over-The-Counter High,” The Early Show, CBS, http://www.cbsnews.com/stories/2004/01/05/earlyshow/health/main591398.shtml, Jan. 5, 2004.  
Such abuse, which occurs at the individual consumer level, poses significant health risks.  Laxative abuse can upset one’s electrolyte balance, causing tremors, muscle cramps, and spasms, can produce severe dehydration, and can even cause death. “Laxatives and Enemas: Not the Way to Go,” Anorexia Nervosa and Related Eating Disorders, Inc., http://www.anred.com/lax.html, March 2002.  Caffeine abuse can cause “agitation, disorientation and a syndrome which may be mistaken for anxiety/neurosis.” Sanford Bolton, Ph.D. and Gary Null, M.S., “Caffeine: Psychological Effects, Use and Abuse,” Orthomolecular Psychiatry, Volume 10, Number 3, 1981, Pp. 202-211 (http://www.garynull.com/Documents/CaffeineEffects.htm).  And cough syrup abuse can cause seizures, comas, or even death. “An Over-The-Counter High,” The Early Show, CBS, http://www.cbsnews.com/stories/2004/01/05/earlyshow/health/main591398.shtml, Jan. 5, 2004.
Individual consumers are not the only ones abusing OTC drugs, however.  On a larger scale, drug traffickers and users are using ingredients in OTC drugs to make illicit drugs.  One example of this behavior is the use of pseudoephedrine to make methamphetamine, a “powerfully addictive stimulant that dramatically affects the central nervous system.” “What Is Methamphetamine?” National Institute on Drug Abuse, http://www.drugabuse.gov/ResearchReports/methamph/methamph2.html#what, November 21, 2002.    
Two different types of drug producers use pseudoephedrine to make methamphetamine.  Small-scale illicit drug producers (“amateurs”), who account for 20% of the production of methamphetamine, acquire pseudoephedrine by either buying or stealing vast quantities of Sudafed, Sinutab, or Afrin.  They then use the pseudoephedrine contained in these products to produce methamphetamine in clandestine labs known as “mom and pop” labs.  Large-scale illicit drug producers (“professionals”), who account for 80% of the methamphetamine supply, acquire pseudoephedrine by buying “tens of millions of pseudoephedrine tablets per month [from] rogue chemical companies” or by buying it from Canadian companies and then use the pseudoephedrine to produce methamphetamine in “super-laboratories” in the United States and Mexico. “Combating Methamphetamine Laboratories and Abuse:  Strategies for Success,” U.S. Department of Justice, http://www.cops.usdoj.gov/mime/open.pdf?Item=776 (last visited Feb. 7, 2004); “National Trends of Methamphetamine,” The Koch Crime Institute, http://www.kci.org/meth_info/national_trend.htm (last visited Feb. 14, 2004); Randy Weaver, “Intelligence: Trafficking Organizations,” The National Methamphetamine Drug Conference, Office of National Drug Control Policy, http://www.ncjrs.org/ondcppubs/publications/drugfact/methconf/plenary4.html (last visited Feb. 14, 2004); “DEA Announces Over 100 Arrests in Methamphetamine Investigation,” U.S. Drug Enforcement Administration, http://www.usembassy.it/file2002_01/alia/a2011111.htm, Jan. 11, 2002.  These super-labs can produce 10 pounds of methamphetamine, or more, in a 24-hour period. “The Forms of Methamphetamine,” U.S. Drug Enforcement Administration, http://www.usdoj.gov/dea/pubs/intel/02016/, April, 2002.  
Both amateur and professional production of methamphetamine have increased over the past several years.  Today, “all DEA Field Divisions except one (Caribbean) report that methamphetamine is produced in their areas,” “Methamphetamine,” National Drug Threat Assessment 2003, National Drug Intelligence Center, http://www.usdoj.gov/ndic/pubs3/3300/meth.htm, January, 2003. and “methamphetamine laboratories operating within Mexico and California [have become] the primary sources of supply for all areas in the United States.” Id; see also “Drug Trafficking in the United States,” U.S. Drug Enforcement Administration, http://www.dea.gov/pubs/intel/01020/index.html#methamphetamine, September, 2001.  Government officials have noted this increase and warned of the high societal costs of methamphetamine use.  In February, 2000, General Barry McCaffrey, then-Director of the Office of the National Drug Control Policy (ONDCP) declared that "[m]eth is a cheap high that comes at enormous cost to our families and communities…From the Midwest to Southern California, this drug is a serious and growing threat.” “Attorney General Janet Reno Releases Methamphetamine Study,” Office of Justice Programs, Department of Justice, http://www.ojp.usdoj.gov/pressreleases/2000/nij0047.htm, February 1, 2000.  In June, 20003, Dr. Glen R. Hanson, the director of the National Institute on Drug Abuse, echoed McCaffrey’s words, calling the abuse of methamphetamine “an extremely serious and growing problem.” “Methamphetamine: Abuse and Addiction,” National Institute on Drug Abuse, http://www.nida.nih.gov/ResearchReports/Methamph/Methamph.html, June 10, 2003.  And in January, 2004, Illinois Attorney General Lisa Madigan proclaimed that “‘[m]ethamphetamine is the fastest-growing drug problem in the country.’” Molly Parker, “Meth Fear Cuts Cold-Pill Access,” Common Sense for Drug Policy, http://www.mapinc.org/newscsdp/v04/n172/a07.html, Jan. 26, 2004.  
But despite lawmakers’ recognition that methamphetamine use is plaguing the nation and despite efforts to curb the abuse of the OTC drugs that provide the pseudoephedrine that is used to make methamphetamine, methamphetamine use continues to increase.  This paper attempts to elucidate and evaluate several possible methods of combating the methamphetamine problem.  Before setting forth these proposals, however, this paper provides important background information.  Part II explains what pseudoephedrine is and how it is transformed into methamphetamine.  Part III elucidates why methamphetamine is so dangerous.  Part IV analyzes various attempts by Congress, federal agencies, states non-profit organizations, the pharmaceutical industry, and retailers to solve the methamphetamine problem.  Finally, Part V presents possible solutions to the problem.  

II:  From Pseudoephedrine To Methamphetamine

	Pseudoephedrine is the active ingredient in nasal decongestants that “relieves stuffy nose, opens nasal airways, and drains sinuses.” “Pseudoephedrine,” Medline Plus Health Information, http://www.nlm.nih.gov/medlineplus/druginfo/medmaster/a682619.html, December 2, 2003.  It “comes as a regular tablet and capsule, extended-release (long-acting) tablet and capsule, liquid, and drops for children to take by mouth and is usually taken every 4-6 hours or every 12 hours (extended-release tablets and capsules).” Id.  OTC drugs containing pseudoephedrine include Afrin, Pediacare, Sinutab, and Sudafed.  In addition to being an effective nasal decongestant, however, pseudoephedrine is also a raw material used to synthesize methamphetamine, a “powerfully addictive stimulant” with “high potential for widespread abuse.”  “What Is Methamphetamine?” National Institute on Drug Abuse, http://www.drugabuse.gov/ResearchReports/methamph/methamph2.html#what, November 21, 2002.  
Amateurs began using pseudoephedrine to make methamphetamine in the early 1990s.  Prior to this point, bikers’ groups such as Hell’s Angels produced methamphetamine in clandestine labs using Phenyl-2-Propanone (P2P) as the main precursor. “Methamphetamine Production and Abuse,” DEA – Pseudoephedrine Retailers Meeting, Drug Enforcement Administration, http://www.deadiversion.usdoj.gov/mtgs/pseudoephedrine/pseudo.htm, Feb. 28, 2003.  But when P2P was reclassified as a Schedule II drug in 1988, diversion became more difficult.  Amateurs adapted quickly, however, and by the early 1990s, they had developed a process whereby they use pseudoephedrine to produce methamphetamine. Id.  In this process, amateurs buy or steal OTC drugs containing pseudoephedrine.  They then place these drugs “in a solution of water, alcohol, or other solvent for several hours until the ephedrine or pseudoephedrine separates from the tablet. Then, using common household products and equipment…and a recipe learned from friends or taken off the Internet, the ephedrine or pseudoephedrine is converted into high quality methamphetamine….” “Meth Labs,” Street Drugs, http://www.streetdrugs.org/methlabs.htm (last visited Feb. 14, 2004).  Because the makeshift lab necessary for this process is very small – it can fit into a suitcase – clandestine “mom and pop” labs are located virtually everywhere, including “in rural, city and suburban residences; barns, garages and other outbuildings; back rooms of businesses; apartments; hotel and motel rooms; storage facilities; vacant buildings; and vehicles.” “Methamphetamine: Frequently Asked Questions,” Koch Crime Institute, http://www.kci.org/meth_info/faq_meth.htm, 1999-2000.  
Professionals entered the methamphetamine production and distribution business in 1994. “Country Profile for 2003,” U.S. Drug Enforcement Administration, http://www.dea.gov/pubs/intel/03047/#8 (last visited Feb. 14, 2004).  Based in Mexico, these drug trafficking organizations quickly recognized that buying or stealing OTC drugs containing pseudoephedrine was an inefficient way to obtain the precursor.  They therefore began to purchase pure pseudoephedrine.  Initially, professionals bought pseudoephedrine from Canada, which, unlike the United States, had virtually no restrictions on the drug. Peter Eisler and Donna Leinwand, “Canada Top Source for Drug Chemical,” USA Today, http://www.usatoday.com/news/nation/2002/01/10/usat-canada.htm, Jan. 9, 2002.  When Canada enacted legislation in January, 2003, which tightened controls on precursors, the professionals quickly found new sources of pseudoephedrine.  
Four large seizures of pseudoephedrine illustrate Mexican traffickers’ ability to obtain large quantities of precursors from international sources and to adapt to the changes in availability of Canadian pseudoephedrine. Between March 21 and April 25, 2003, over 22 million pseudoephedrine tablets were seized in Panama and Laredo, Texas. The tablets were manufactured in Hong Kong and destined for Mexico. Intelligence reports and audit records of three Hong Kong manufacturers of pseudoephedrine revealed that several other shipments were successfully delivered. These shipments totaled in excess of an estimated 178 million additional pseudoephedrine tablets that were believed to be exported to Mexico in a 2-month period in 2002, under the guise of legitimate medicines. “Country Profile for 2003,” U.S. Drug Enforcement Administration, http://www.dea.gov/pubs/intel/03047/#8 (last visited Feb. 14, 2004).
Once professionals obtain pseudoephedrine, they use super-laboratories which are located in Mexico and California and which can produce over 10 pounds of methamphetamine in a 24-hour period. “Methamphetamine Production and Abuse,” DEA – Pseudoephedrine Retailers Meeting, Drug Enforcement Administration, http://www.deadiversion.usdoj.gov/mtgs/pseudoephedrine/pseudo.htm, Feb. 28, 2003.    Although “[r]eporting on the exact number of methamphetamine clandestine laboratories seized in Mexico is inconsistent” and “there is no official estimate of methamphetamine production in Mexico,” officials recognize that clandestine labs in California and Mexico have become the primary source of methamphetamine for the United States. Id; see also “Meth Labs,” Street Drugs, http://www.streetdrugs.org/methlabs.htm (last visited Feb. 14, 2004).  
Once the methamphetamine has been produced, Mexican drug-trafficking organizations employ already-established cocaine, heroin, and marijuana networks to smuggle methamphetamine into the United States and to distribute it within the country. “Drug Situation in Canada,” Royal Canadian Mounted Police, http://www.rcmp.ca/crimint/drugs_2002_e.htm, July, 2003; “DEA Says U.S.-Mexico Border Preferred Route for Cocaine Smuggling,” U.S. Drug Enforcement Administration, http://www.usembassy.it/file2001_03/alia/a1032917.htm, Mar. 29, 2001.  This ability to use pre-established distribution routes combined with professionals’ ability to amass large quantities of pseudoephedrine and run large-scale methamphetamine production facilities, has enabled these Mexico-based professionals to “dominate wholesale methamphetamine trafficking in the United States.” “National Trends of Methamphetamine,” The Koch Crime Institute, http://www.kci.org/meth_info/national_trend.htm (last visited Feb. 14, 2004).


III:  Methamphetamine:  A Threat to Public Health

As amateur labs have proliferated and the amount of methamphetamine produced and distributed by professionals has increased, methamphetamine use has also increased.  “According to the 2000 National Household Survey on Drug Abuse, an estimated 8.8 million people (4.0 percent of the population) have tried methamphetamine at some time in their lives,” and methamphetamine-related episodes in hospital emergency departments in 21 metropolitan areas increased by 30% between 1999 and 2000, from approximately 10,400 episodes to 13,500 episodes. “What is the Scope of Methamphetamine Abuse in the United States?” National Institute on Drug Abuse, http://www.drugabuse.gov/ResearchReports/methamph/methamph2.html#scope, November 21, 2002.  In addition, methamphetamine use is spreading.  Whereas methamphetamine use had primarily been a problem in West Coast cities like San Diego and San Francisco and in Honolulu, methamphetamine production and usage has been increasing in Denver, Los Angeles, Minneapolis, Phoenix, Seattle, Tucson, Missouri, Nebraska, and Iowa. “Methamphetamine,”National Institute on Drug Abuse, http://www.drugabuse.gov/Infofax/methamphetamine.html, June 25, 2003.  
This explosion of methamphetamine use poses a serious threat to public health.  Because the drug is so potent, even small amounts can have significant short- and long-term effects.  In the short-term, methamphetamine usage can affect the central nervous system, causing users to experience euphoria, increased alertness, paranoia, decreased appetite and increased physical activity. “Methamphetamine: Frequently Asked Questions,” Koch Crime Institute, http://www.kci.org/meth_info/faq_meth.htm, 1999-2000.  
Other central nervous system effects include athetosis (writhing jerky, or flailing movements), irritability, extreme nervousness, insomnia, confusion, tremors, anxiety, aggression, incessant talking, hyperthermia, and convulsions. Hyperthermia (extreme rise in body temperature as high as 108 degrees) and convulsions sometimes can result in death. Id.

Methamphetamine use also can affect the cardiovascular system.  “Use can produce chest pain and hypertension which can result in cardiovascular collapse and death.  In addition, methamphetamine causes accelerated heartbeat, elevated blood pressure and can cause irreversible damage to blood vessels in the brain.” Id.
But the effects of methamphetamine are not only physical; they can also be psychological.  Prolonged methamphetamine abuse can cause symptoms that “resemble those of schizophrenia and are characterized by anger, panic, paranoia, auditory and visual hallucinations, repetitive behavior patterns, and formication (delusions of parasites or insects on the skin).  Methamphetamine-induced paranoia can result in homicidal or suicidal thoughts.” Id.
In the long-term, methamphetamine use can cause “[f]atal kidney and lung disorders, brain damage, liver damage, blood clots, chronic depression, hallucinations, violent and aggressive behavior, malnutrition, disturbed personality development, deficient immune system, and methamphetamine psychosis, a mental disorder that may be paranoid psychosis or may mimic schizophrenia.” Id.
The danger posed by methamphetamine use is exacerbated by the fact that it is a highly addictive drug.  “Several treatment providers describe methamphetamine abusers as ‘the hardest to treat’ of all drug users. They are often overly excitable and ‘extremely resistant to any form of intervention once the acute effects of meth use have gone away.’” Id.  Although methamphetamine addicts can overcome the acute effects of withdrawal relatively quickly, the period during which the brain recovers from methamphetamine use can last six to eight months for casual users and two to three years for regular users. Id.  “During this period, recovering addicts feel depressed, fuzzyheaded, and think life isn't as pleasurable without the drug.” Id.  

IV.  Efforts to Address the Methamphetamine Problem

Given the increasing use of methamphetamine and the danger that methamphetamine poses, it is evident that efforts must be made to address the methamphetamine problem.  Already, several groups have begun tackling the issue:  Congress, federal agencies, states, non-profit organizations, the pharmaceutical industry, and retailers have all recognized the devastating effects of methamphetamine use and have begun to develop ways to prevent the diversion of OTC drugs containing pseudoephedrine, to disrupt the professional production of methamphetamine, to educate the public about methamphetamine use, and to increase the penalties for those involved in producing and selling methamphetamine.
Numerous bills have been introduced in Congress that focus on the methamphetamine problem.  Representative Vic Fazio (D-CA), for example, introduced House Resolution 3067 in March, 1996, “to control access to precursor chemicals used to manufacture methamphetamine and other illicit narcotics, and for other purposes;” H.R. 3067, 104th Cong. (2d Sess. 1996). Representative Fred Heineman (D-NC) introduced House Resolution 3852 “to prevent the illegal manufacturing and use of methamphetamine;” H.R. 3852, 104th Cong. (2d Sess. 1996). Senator John Ashcroft (R-MO) introduced Senate Bill 2024 “to increase the penalties for trafficking in methamphetamine;” S. 2024, 105th Cong. (1998).  Representative Leonard Boswell (D-IA) introduced House Resolution 4315 “to provide for a coordinated effort to combat methamphetamine abuse, and for other purposes;” H.R. 4315, 105th Cong. (2d Sess. 1998). Senator Tom Harkin (D-IA) introduced Senate Bill 2347 “to provide for a coordinated effort to combat methamphetamine abuse, and for other purposes;” S. 2347, 105th Cong. (2d Sess. 1998). and Representative Brian Baird (D-WA) introduced House Resolution 3092 “to provide grants for law enforcement training and equipment to combat methamphetamine labs.” H.R. 3092, 108th Cong. (1st Sess. 2003).  The four most significant pieces of legislation, however, are the Chemical Diversion and Trafficking Act of 1988; the Domestic Chemical Diversion Control Act of 1993; the Comprehensive Methamphetamine Control Act (CMCA), which Congress passed in 1996, and the Methamphetamine Anti-Proliferation Act (MAPA), which Congress passed in 2000.  See Domestic Chemical Diversion Control Act, Pub. L. No. 103-200 (1993), 107 Stat. 2333; See Chemical Diversion and Trafficking Act of 1988, Pub. L. No. 100-690 (1988), 102 Stat. 4181; Comprehensive Methamphetamine Control Act, Pub. L. No. 104-237 (1996), 110 Stat. 3099; Methamphetamine Anti-Proliferation Act, Pub. L. No. 106-310 (2000), 114 Stat. 1101.   
Senator Dennis DeConcini (D-AZ) and Senator Alfonse D’Amato (R-NY) introduced the Chemical Diversion and Trafficking Act on March 23, 1988.Chemical Diversion and Trafficking Act of 1988, Pub. L. No. 100-690 (1988), 102 Stat. 4181.  As DeConcini explained, “we face the dilemma of curtailing the availability of essential and precursor chemicals for illegal purposes, while at the same time ensuring their availability for legitimate use and not harming the ability of the U.S. chemical industry to compete with foreign competition. I believe the Anti-Drug Abuse Act of 1988, which contains the Chemical Diversion and Trafficking Act, will enable us to accomplish this goal.” 134 Cong. Rec. S4319 (daily ed. Apr. 20, 1988) (statement of Sen. DeConcini).  Senator DeConcini explained to the Senate that “legitimately produced chemicals, widely available in commercial channels, are regularly being diverted” for use in manufacturing illegal drugs. Id.   “In fact,” DeConcini added, “virtually all synthetic drugs consumed in the United States are manufactured within our borders in clandestine labs using precursor and essential chemicals obtained commercially in the United States.” Id.  DeConcini specifically addressed the methamphetamine problem in his speech to the Senate:  
Organized crime elements in the Northeast control the distribution of the primary precursor chemical for this drug's production….Up to now, law enforcement agencies have lacked the tools necessary to go after those involved in the manufacture of illicit drugs.  The Chemical Diversion and Trafficking Act would give law enforcement those tools.  This act establishes a system of recordkeeping and identification requirements.  It requires the manufacturers, distributors, importers, and exporters to maintain records concerning types and quantities of chemicals sold and to whom they were sold.  These records would have to be kept for at least 2 years and would be subject to inspection by DEA.  Additionally, the purchaser of a chemical listed in the proposed legislation would be required to provide identification and sign a certification of lawful use to the chemical supplier.  The act establishes penalties for trafficking in listed precursor and essential chemicals as well as penalties for violations of the recordkeeping and reporting requirements. The bill also establishes criminal penalties for knowing and intentional trafficking in drug manufacturing equipment. Id.

Having been well-received in both the House and Senate – the House voted 375-30 in favor of the Chemical Diversion and Trafficking Act, while the Senate voted 87-3 in favor of it – the Chemical Diversion and Trafficking Act became law when President Reagan signed it on November 18, 1988.
	Thus, “[t]he Chemical Diversion and Trafficking Act of 1988 (CDTA) provided the framework for DEA’s programs to control the diversion of chemicals that are used in the illegal manufacture of controlled substances.” Implementation of the Comprehensive Methamphetamine Control Act of 1996; Regulation of Pseudoephedrine, Phenylpropanolomine, and Combination Ephedrine Drug Products and Reports of Certain Transactions to Nonregulated Persons, 62 Fed. Reg. 52,294 (proposed Oct. 7, 1997) (to be codified at 21 C.F.R. pts. 1300, 1309, 1310).  These controls were successful in denying the cocaine traffickers access to U.S. sources of chemicals, but methamphetamine traffickers found and exploited a loophole in the law.  “The CDTA contained a provision that ‘…any transaction in a listed chemical that is contained in a drug that may be marketed or distributed lawfully in the United States under the Federal Food, Drug, and Cosmetic Act…’ was not subject to the controls of CDTA.” Id.  Thus, traffickers were prevented from buying pseudoephedrine in bulk but were still able to purchase OTC drugs containing the precursor.  
	Since passage of the CDTA, therefore, “the principal focus of Federal and State legislative/regulatory activities with respect to domestic chemical control has been on closing the ‘drug product’ loophole that clandestine methamphetamine manufacturers have exploited.” Id.  The Domestic Chemical Diversion Control Act (DCDCA) was the first legislative effort at closing this loophole. Domestic Chemical Diversion Control Act, Pub. L. No. 103-200 (1993), 114 Stat. 1101.  Sponsored by Representative Bart Stupak (D-MI), the DCDCA “removes tablets from regulatory exemption and grants DEA the authority to remove the exemption from any other drug products which are diverted for use in the illicit production of controlled drugs.” New Challenges Facing DEA: Heroin, Methamphetamine and  Methcathinone (CAT):  Before the House Subcommittee on Information, Justice, Transportation and Agriculture, 103rd Cong. (Aug. 2, 1994) (statement of Thomas A. Constantine, Administrator, U.S. Drug Enforcement  Administration).  Further, the law “requires persons who sell single entity ephedrine tablets to become registered with DEA, and meet certain recordkeeping and reporting requirements. It also authorizes DEA to revoke, suspend or deny any chemical registration that has been found to be inconsistent with the public interest.” Id.  
	The DCDCA achieved its goal of limiting the use of ephedrine in the production of methamphetamine.  In 1993, ephedrine was identified as the source material in 79 percent of the methamphetamine laboratories seized; by 1996, virtually no methamphetamine laboratories used ephedrine as source material. Implementation of the Comprehensive Methamphetamine Control Act of 1996; Regulation of Pseudoephedrine, Phenylpropanolomine, and Combination Ephedrine Drug Products and Reports of Certain Transactions to Nonregulated Persons, 62 Fed. Reg. 52,294 (proposed Oct. 7, 1997) (to be codified at 21 C.F.R. pts. 1300, 1309, 1310).  But just as drug traffickers had adapted to the passage of the CDTA, so too did they adapt to the passage of the DCDCA.  Subsequent to its enactment, drug traffickers shifted from using ephedrine to using pseudoephedrine as the precursor for methamphetamine.  “By 1995, it had become clear that action would have to be taken to stem the flow of pseudoephedrine drug products…” Id.  Congress’s action came in the form of the Comprehensive Methamphetamine Control Act (CMCA), which Congress passed in 1996.  


Through the CMCA, Congress hoped to achieve its goals of controlling the manufacture of methamphetamine, increasing penalties for trafficking and manufacturing methamphetamine and its precursors, regulating the legal manufacturing and sale of precursors, and educating the public about methamphetamine use.  As Representative Charles Canady (R-FL), a co-sponsor of the bill, explained, the CMCA “represents a tough, necessary and effective approach that addresses all the aspects of the methamphetamine problem.” Hearing on H.R. 3832 Before the House Judiciary Committee Subcommittee on Crime on the Comprehensive Methamphetamine Control Act, 105th Cong. (Sept. 5, 1996) (prepared testimony of Rep. Charles T. Canady).  Specifically, the CMCA raised the maximum penalty for trafficking in precursor chemicals; raised some penalties for selling chemicals or other materials knowing that they would be used to manufacture methamphetamine; and added and strengthened civil remedies by permitting the “government to seek a civil penalty of up to $250,000 for sale of a ‘laboratory supply’ (listed chemicals plus other supplies to be specified by DEA) to a person who uses or attempts to use them to manufacture a controlled substance, where the sale is with ‘reckless disregard’ for the illicit use.” “The National Methamphetamine Drug Conference,” Office of National Drug Control Policy, http://www.ncjrs.org/ondcppubs/publications/drugfact/methconf/appen-b6.html (last visited Feb. 6, 2004).  
Nonprescription drug manufacturers, wholesale druggists, and pharmacy chains hailed this legislation as both necessary and effective.  In his statement before the House Judiciary Committee Subcommittee on Crime, James Cope, the President of the Nonprescription Drug Manufacturers Association (NDMA), announced that NDMA was pleased to support the CDMA. Hearing on H.R. 3852 Before the House Judiciary Committee Subcommittee on Crime, 105th Cong. (Sept. 5, 1996) (prepared statement of James Cope, President of the Nonprescription Drug Manufacturers Association).  Although NDMA recommended five amendments which were “largely technical in nature,” NDMA reiterated its commitment to working with Congress and the Drug Enforcement Administration (DEA) to guard against the diversion of precursor chemicals to clandestine methamphetamine production and its support for “solving the problem of the illicit production and abuse of methamphetamine.” Id.  The National Wholesale Druggists’ Association (NWDA) also presented a statement to the House Subcommittee on Crime in which they articulated their support for the CDMA.  Like NDMA, NWDA believed that the legislation needed slight revisions, but “[o]verall, NWDA believes that this legislation is a step in the right direction. We are very pleased that the legislation includes several provisions of particular importance to drug wholesalers….” Hearing onH.R. 3852, The Comprehensive Methamphetamine Control Act of 1996, Before the House Judiciary Committee Subcommittee on Crime, 105th Cong. (Sept. 5, 1996) (prepared statement of National Wholesale Druggists’ Association(NWDA)).  John Scheels, the Director of Governmental Affairs and Regulatory Counsel for Eckard Corporation, the fifth largest pharmacy chain in the United States, and the Chairman of the Government Affairs Committee of the National Association of Chain Drug Stores, also testified before the House Subcommittee on Crime and praised the CMCA.  Scheels applauded the legislation for being “comprehensive in its scope and [for] attack[ing] the methamphetamine problem at its real source.  We wholeheartedly support the provisions that target illegal importation (Title I); illegal manufacture (Title II); and illegal trafficking (Title III). Also, we strongly support the provisions on education and research (Title V).” Hearing on H.R. 3852,  The Comprehensive Methamphetamine Control Act of 1996, Before the House Judiciary Committee Subcommittee on Crime, 105th Cong. (Sept. 5, 1996) (prepared testimony by John Scheels, Director of Governmental Affairs/Regulatory Counsel of Eckerd Corporation).  Scheels also noted that “[w]ith some technical changes and clarifications, we could support the approach embodied in Title IV of the Act,” which affects the “Legal Manufacture, Distribution, and Sale of Precursor Chemicals.” Id.
The CMCA, hailed as “a Republican win,” “a Democratic win,” and “a good, strong, tough bill,” 142 Cong Rec S10738 (Sept. 18, 1996) (statement of Sen. Feinstein). proved effective at preventing drug traffickers from buying precursors in bulk from rogue pseudoephedrine dealers or from obtaining it from OTC drugs. Charlie Goodyear, “Illicit Meth Labs Develop New Source of Ingredients,” San Francisco Chronicle, Apr. 7, 2000, A1.  But again, drug traffickers adapted to the new legislation:  they began to order pseudoephedrine from Canadian and other non-U.S. drug suppliers and have it delivered by mail.
Congress reacted to this development by enacting the Methamphetamine Anti-Proliferation Act (MAPA). Methamphetamine Anti-Proliferation Act, Pub. L. No. 106-310 (2000), 114 Stat. 1101.  This legislation “provide[d] needed funding to the Drug Enforcement Administration (DEA) and Office of National Drug Control Policy (ONDCP) to combat methamphetamine manufacturing by providing assistance to State and local law enforcement officials,” “provide[d] for increased penalties for offenses related to the…trafficking of precursor chemicals,” and authorized “effective and science-based methamphetamine and club drug prevention and addiction treatment programs.” H.R. Rep. No. 106-878 (Sept. 21, 2000)  To prevent “the diversion of drug products containing pseudoephedrine and phenylpropanolamine from retail and mail order sources to the illicit production of methamphetamine,” “Methamphetamine Anti-Proliferation Act of 2000 (MAPA),” Drug Enforcement Administration, http://www.deadiversion.usdoj.gov/chem_prog/faqs/mapa_faq.htm#1, April 30, 2002. MAPA “reduce[d] the thresholds for single transactions of pseudoephedrine and phenylpropanolamine drug products to 9 grams as pseudoephedrine base or phenylpropanolamine base and add[ed] a requirement for package size of not more than 3 grams of pseudoephedrine base or phenylpropanolamine base for single transactions.” Id.  By doing so, MAPA maintained the exemption for ordinary OTC pseudoephedrine products from the thresholds, but imposed thresholds on retail transactions of psuedoephedrine products not in safe harbor or blister packaging. Id.  MAPA also limited the package size of pseudoephedrine base and established that if the package size is greater than three grams, the transaction had to be regulated. Id.  Finally, MAPA lowered the threshold for transactions that had to be reported under 21 U.S.C. § 830(b)(3) to nine grams of pseudoephedrine base regardless of packaging. Id.  
By enacting the CDTA, the DCDCA, the CMCA, and the MAPA, Congress advanced its goal of “prevent[ing] the proliferation of methamphetamine and club-drug manufacturing, trafficking, use, and addiction in America.” H.R. Rep. No. 106-878 (Sept. 21, 2000)  But Congress has not been the sole organization to combat the methamphetamine epidemic.  Federal agencies have also become involved in the effort to prevent diversion and limit methamphetamine usage.  
DEA has attacked the methamphetamine problem through three avenues.  First, DEA has tried to raise awareness about methamphetamine usage.  To achieve this goal, DEA launched a national methamphetamine awareness tour in April, 2002, “to address each state's methamphetamine problem and discuss combined law enforcement and community solutions.” “DEA Launches Methamphetamine Tour,” Drug Enforcement Administration, http://www.usdoj.gov/dea/pubs/pressrel/pr042402.html, April 24, 2002.  Second, DEA has tried to curtail the diversion of pseudoephedrine products that are used illegally to manufacture methamphetamine.  To achieve this goal, DEA attempted to enact regulations that would have restricted the sale of certain OTC products.  These regulations would have established a limit of 48 grams of pseudoephedrine per single transaction and would have required retailers “to notify their local DEA office of any ‘suspicious’ transactions (i.e., and individual making multiple purchases in successive days, or attempting to place an order for bulk packaging of pseudoephedrine products.)” “Pseudoephedrine Regulations,” National Association of Convenience Stores, http://www.nacsonline.com/NACS/Government/GeneralBusiness/IssueUpdate_Pseudoephedrine.htm, (last visited Feb. 6, 2004)., These regulations were scheduled to go into effect on October 7, 1996, but were superseded by the Comprehensive Methamphetamine Control Act, which effectively “replaced the DEA’s proposed rulemaking action with a more comphrensive system of controls….”  Implementation of the Comprehensive Methamphetamine Control Act of 1996; Regulation of Pseudoephedrine, Phenylpropanolomine, and Combination Ephedrine Drug Products and Reports of Certain Transactions to Nonregulated Persons, 62 Fed. Reg. 52,294 (proposed Oct. 7, 1997) (to be codified at 21 C.F.R. pts. 1300, 1309, 1310).  Third, DEA has conducted operations to prevent the illegal importation of pseudoephedrine and to disrupt clandestine labs producing methamphetamine.  For example, in April, 2003, DEA concluded Operation Northern Star, which was an 18-month investigation of the methamphetamine trafficking process that resulted in the arrests of 65 individuals in ten cities in the United States and Canada. “Operation Northern Star,” Drug Enforcement Administration, http://www.usdoj.gov/dea/major/northern_star/index.html, Apr. 15, 2003.  And in 2003 alone, DEA was involved in 7,050 seizures of methamphetamine labs. “Maps of Methamphetamine Lab Seizures,” Drug Enforcement Administration, http://www.usdoj.gov/dea/concern/map_lab_seizures.html (last visited Feb. 6, 2004).
State governments also have taken steps to prevent the diversion of OTC products containing pseudoephedrine.  Some states have enacted ordinances that restrict the sale of OTC drugs containing pseudoephedrine.   Colorado, for example, passed a law that it is a Class C felony for a seller to sell a precursor substance knowing that it will be used to manufacture a controlled substance. Colo. Rev. Stat. § 18-18-412.5 (2003).  Missouri passed a law that restricts sales of methamphetamine precursor products to two packages or six grams of the product. Mo. Rev. Stat. § 195.418 (2004).  And North Dakota enacted legislation that prohibits the over-the-counter sale of methamphetamine precursor products to minors. N.D. Cent. Code § 19-03.4-08 (2003).  Several states – including Arizona, Arkansas, California, Idaho, Kansas, Missouri, Nevada, New Mexico, North Dakota, Oregon, Utah, and Washington – have held seminars “to educate retailers and wholesalers about the problem of illicit methamphetamine use and production and the diversion of legitimate OTC cough/cold products as precursors.” “Frequently Asked Questions About Methamphetamine,” Consumer Healthcare Products Association, http://www.chpa-info.org/pressroom/FAQ_Meth.asp#4.%20%20If%20bulk%20quantities%20of%20precursor%20chemicals%20are%20the%20main%20source%20for%20methamphetamine%20producers,%20why%20are%20many%20states%20and%20localities%20restricting%20the%20sale%20of%20legitimate%20OTC%20ephedrine%20and%20pseudoephedrine%20products? (last visited Feb. 6, 2004).  Some states, including Arkansas, Iowa, and Kentucky have passed statutes making it illegal to possess ingredients with the intent to manufacture a controlled substance. Ark. Code. Ann. § 5-64-401 (2003); Iowa Code § 124.401 (2003); Ky. Rev. Stat. Ann. § 218A.1432  (2003).  And some states, such as North Dakota and Kansas, have adopted voluntary “meth watch” programs “to limit the accessibility of these precursors, as well as raise the general awareness of the meth lab problem.” “Kansas Retailer Meth Watch Program,” Kansas Department of Health and Environment, http://www.kdhe.state.ks.us/methwatch/#what_is_mw (last visited Feb. 6, 2004).
Non-profit organizations have also focused on the methamphetamine problem.  Partnership for a Drug Free America (PDFA) has developed a “Meth Alert” to increase awareness about methamphetamine.  PDFA also publishes a pamphlet entitled, “Tips for Teens: The Truth About Methamphetamine,” which “provides facts and dispels myths about methamphetamine. Information is [also] provided on long-term and short-term effects, physical and psychological risks, impact on sexual performance, and legal implications.” “Methamphetamine Prevention,” Partnership for a Drug Free America, http://www.drugfreeamerica.org/Templates/Article.asp?ws=PDFA&vol=1&grp=Parents%2FCaregivers&cat=Meth+Alert&top=Article&tit=Methamphetamine+Prevention+ (last visited Feb. 6, 2004).  In addition, PDFA has created several public service announcements that address methamphetamine use. See “Anti-Meth Commercials,” Partnership for a Drug-Free America, http://www.drugfreeamerica.org/Templates/Article.asp?ws=PDFA&vol=1&grp=Parents%2FCaregivers&cat=Meth+Alert&top=Article&tit=Anti%2DMeth+Commercials (last visited Feb. 6, 2004).  
The Consumer Healthcare Products Association (CHPA), which is “the national trade association representing manufacturers and distributors of nonprescription, over-the-counter (OTC) medicines and dietary supplement products,” “About CHPA,” Consumer Healthcare Products Association, http://www.chpa-info.org/, last visited February 3, 2004. has made several efforts to prevent the diversion of OTC drugs containing pseudoephedrine.  CHPA has supported the enactment and implementation of the Comprehensive Methamphetamine Control Act of 1996 (CMCA) and the 2000 amendments (the Methamphetamine Anti-Proliferation Act, or MAPA); the Domestic Chemical Diversion Control Act of 1993; and the Chemical Diversion and Trafficking Act of 1988. “What Has CHPA Done to Prevent Diversion of Precursor Ingredients?” Consumer Healthcare Products Association, http://www.chpa-info.org/pressroom/FAQ_Meth.asp#9.%20%20What%20has%20CHPA%20done%20to%20prevent%20diversion%20of%20precursor%20ingredients?, last visited February 3, 2004.  CHPA also has launched a retail education program to reduce the likelihood that OTC products will be diverted for the unlawful manufacturing of methamphetamine and to assist retailer compliance with these federal laws; supported state drug control efforts to prevent the diversion and misuse of pseudoephedrine and encouraged states to enact statutes making it illegal to possess these substances with the intent to manufacture a controlled substance; lobbied Congress for additional federal funds to assist state and local law enforcement with enforcement, lab clean-up, education, and prevention; supported state voluntary “meth watch” programs; and worked closely with the PDFA in the development of an ad campaign to warn teenagers about the dangers of methamphetamine. Id. 
Retailers also have recognized the critical role they play in preventing diversion and have taken steps to prevent it from occurring.  Retailers have taken steps to prevent diversion by “maintaining excess stock in segregated areas, limiting employee access to the stock, operating surveillance cameras, maintaining an effective system to control inventory, and conducting employee background checks and drug testing.” “Methamphetamine Production and Abuse,” DEA – Pseudoephedrine Retailers Meeting, Drug Enforcement Administration, http://www.deadiversion.usdoj.gov/mtgs/pseudoephedrine/pseudo.htm, Feb. 28, 2003.  To prevent “smurfing,” which is “the retail purchase of sub-threshold amounts by organized groups of individuals that either send in multiple purchasers into the same location or visit a large number of different locations,” retailers limit the amount of OTC drugs on shelves. Id.  Retailers also use surveillance equipment such as mirrors and cameras to prevent “shelf sweeping,” which “occurs when individuals or groups remove all the shelf stock and exit the store.” Id.  Finally, retailers can prevent diversion “by establishing sale quantity limits, implementing electronic register controls, and by posting signs notifying customers of store policies placing restrictions on the sale of pseudoephedrine products” Id. and by observing retail thresholds which limit the amount of pseudoephedrine products sold and reporting to DEA any unusual or excessive loss or disappearance of pseudoephedrine. Current retail thresholds for 9 gram single transactions are: 120 mg. Pseudoephedrine HCL = 92 tablets; 60 mg. Pseudoephedrine HCL = 184 tablets; 30 mg. Pseudoephedrine HCL = 367 tablets.  Retail thresholds for 3 gram package size are 120 mg. Pseudoephedrine HCL = 31 tablets; 60 mg. Pseudoephedrine HCL = 62 tablets; 30 mg. Pseudoephedrine HCL = 123 tablets.  “Methamphetamine Production and Abuse,” DEA – Pseudoephedrine Retailers Meeting, Drug Enforcement Administration, http://www.deadiversion.usdoj.gov/mtgs/pseudoephedrine/pseudo.htm, Feb. 28, 2003., It is critical to note, however, that even “[w]ith the established retail thresholds at 9 grams per transaction and no more than 3 grams per package, methamphetamine manufacturers are still able to obtain the necessary pseudoephedrine to make their product. This becomes evident when examining the incidents where blister packs of pseudoephedrine were discovered at methamphetamine lab seizures across the U.S.  In 2000, 283 methamphetamine labs were seized where pseudoephedrine blister packs were found. This number more than tripled to 922 incidents in 2001.”  “Methamphetamine Production and Abuse,” DEA – Pseudoephedrine Retailers Meeting, Drug Enforcement Administration, http://www.deadiversion.usdoj.gov/mtgs/pseudoephedrine/pseudo.htm, Feb. 28, 2003. 
Despite Congress, DEA, states, PDFA, CHPA, and retailer’s best efforts, methamphetamine use has hit epidemic proportions in the past several years.” Jon Bonné, “Meth’s Deadly Buzz,” MSNBC, http://msnbc.msn.com/id/3071772/, 2004 (last visited Feb. 6, 2004).  As Rogelio Guevara, Chief of Operations at DEA has explained, “[w]hether it is from abuse of the drug itself or the toxic environmental effects from clandestine laboratories, methamphetamine has devastated communities and shattered families as this synthetic drug epidemic sweeps across the country.”  Clearly, this ever-rising tide of methamphetamine abuse cannot be allowed to continue.  To stem it, government, industry, and retailers must develop new approaches to the methamphetamine problem.

V.  New Approaches to The Methamphetamine Epidemic

A new approach to the methamphetamine epidemic must be comprehensive:  its goals must be to prevent diversion of OTC drugs containing pseudoephedrine, encourage countries to enact regulations to prevent the sale of large quantities of pseudoephedrine, reduce demand for methamphetamine, decrease the methamphetamine supply, and improve treatment programs for methamphetamine addicts.  Although efforts currently are being made to achieve all of these goals, these efforts have not proven successful.  Small but significant changes, however, could improve their success.
The first objective is to prevent diversion of OTC drugs containing pseudoephedrine in an effort to disrupt methamphetamine production by amateurs.  Legislation already exists that places limits on sales of such products, and retailers already take steps to prevent smurfing and sweeping.  But these efforts have been insufficient to prevent the use of OTC products containing pseudoephedrine to make methamphetamine.  In January, 2003, the National Drug Intelligence Center reported that “[m]ethamphetamine production is increasing both in the United States and in the foreign source areas that supply U.S. markets,” the level of adult methamphetamine use in the United States is rising, and the adverse consequences of methamphetamine use are increasing. “Methamphetamine,” National Drug Intelligence Center, http://www.usdoj.gov/ndic/pubs3/3300/meth.htm#Top, Jan. 2003. 
Given the ease with which amateurs can attain OTC drugs containing pseudoephedrine, it is apparent that retailers must make it more difficult for these drugs to be obtained.  One way retailers can do this is by relocating OTC drugs containing pseudoephedrine from the open shelves to shelves behind the counter. Moving products “behind the counter” does not mean that they require a prescription; rather, OTC drugs containing pseudoephedrine should be sold the same way that cigarettes are sold:  they should be stocked behind the cashier’s registers and customers must ask the cashier for the product in order to buy it.  Moving these products behind the counter would make it impossible for drug traffickers to smurf or sweep the shelves.  Moving these OTC drugs behind the counter would have virtually no adverse effect on consumers who use the product appropriately.  These consumers would still have access to the product.  The only change would be that the consumers would ask for the product at the register rather than taking it off the shelf themselves.  
The one possible negative consequence of moving these OTC drugs behind the counter is that doing so may shift the point at which drug traffickers obtain OTC drugs containing pseudoephedrine.  That is, rather than smurf or sweep the shelves to obtain the OTC products, drug traffickers seeking to obtain large quantities of OTC drugs containing pseudoephedrine would have to hold up the cashier in order to obtain large quantities of, burglarize the store, or steal from trucks delivering OTC drugs to retailers.  Although this shift could increase the potential for violence, this potential is unlikely to be realized.  The demographics of methamphetamine usage show that 20% of methamphetamine production is done by users and dealers in “mom and pop” labs. “Combating Methamphetamine Laboratories and Abuse:  Strategies for Success,” U.S. Department of Justice, http://www.cops.usdoj.gov/mime/open.pdf?Item=776 (last visited Feb. 7, 2004).  These individuals, who usually make methamphetamine in their houses, garages, apartments, hotel rooms, businesses, and cars for themselves and their close acquaintances, are unlikely to escalate from shoplifting relatively small quantities of OTC drugs containing pseudoephedrine to holding up cashiers or committing burglary.  Thus, despite the possibility of some negative side effects, it is likely that overall, moving OTC drugs containing pseudoephedrine behind the counter will reduce diversion. Missouri has already enacted legislation that requires retailers to keep OTC drugs containing pseudoephedrine behind the counter.  See Phil Burgess, “Regulating Sales of OTC Meth Precursor Substances,” Status of Regulatory Affairs and Legislative Practice Initiatives in the States, Pharmacy Affairs, Walgreens, http://www.rxconference.org/rxconference/2003/presentations/Wed_RegUpdate.pdf (last visited Feb. 7, 2004).
The second objective is for the United States to encourage other countries to enact regulations to control the movement of precursors.  As Thomas A. Constantine, then-Administrator of the DEA, has stated, “[i]n order to be successful, exporting and importing nations must institute adequate laws and commit dedicated resources to deal with the growing global chemical diversion problem.” Hearing on DEA’s Fiscal Year 1996 Budget Request Before the House Appropriations Subcommittee on Commerce, Justice, State and the Judiciary, 104th Cong. (Mar. 9, 1995) (statement of Thomas A. Constantine, Administrator, U.S. Drug Enforcement  Administration). Several countries have already committed themselves to promulgating such regulations by signing onto the United Nations’ Convention Against Illicit Traffic in Narcotic Drugs and Psychotropic Substances. United Nations Convention Against Illicit Traffic in Narcotic Drugs and Psychotropic Substances, 1988, http://www.incb.org/e/conv/1988/ (last visited Feb. 16, 2004).  One of these countries, Canada, has already enacted such legislation.  Adopted in January, 2003, Canada’s Precursor Control Regulations should serve as a model for other countries. Precursor Control Regulations, Controlled Substances Act, SOR/2002-359 (Sept. 24, 2002).  These regulations enhanced Canada’s Controlled Drugs and Substances Act (CDSA) and “address[ed] the need for the control of essential and precursor chemicals routinely used in clandestine labs for the production of methamphetamine, ecstasy, and other Schedule III (chemical) drugs. The regulations, enforcement and cooperative partnership with private industry [were intended to] seriously impact the availability of precursor chemicals to clandestine lab operations.” “Drug Enforcement Branch,” Royal Canadian Mounted Police, http://www.rcmp.ca/drugenf/drugs_e.htm (last visited Feb. 14, 2004).  They achieved this goal by limiting who can produce, package, and sell precursors; requiring end-use declarations; restricting who can send, transport, or deliver precursors; and establishing that individuals may only leave Canada while in possession of precursors if the precursor is to treat a medical condition, is packaged as a consumer product, and does not exceed certain quantities. Precursor Control Regulations, Controlled Substances Act, SOR/2002-359 (Sept. 24, 2002).  Although these Canadian regulations are a good first step toward limiting the amount of pseudoephedrine available to methamphetamine producers, they are not sufficient.  U.S. and Mexican methamphetamine producers do not only acquire precursors from Canada.  “DEA investigations reveal that Mexican nationals have purchased between 40 and 50 metric tons of ephedrine from former East Bloc Republics,” Hearing on DEA’s Fiscal Year 1996 Budget Request Before the House Appropriations Subcommittee on Commerce, Justice, State and the Judiciary, 104th Cong. (Mar. 9, 1995) (statement of Thomas A. Constantine, Administrator, U.S. Drug Enforcement  Administration). and other investigations suggest that drug traffickers are importing precursors from Asian countries, including Hong Kong and Burma. “Country Profile for 2003,” U.S. Drug Enforcement Administration, http://www.dea.gov/pubs/intel/03047/#8 (last visited Feb. 14, 2004); “Drug Trafficking in the United States,” U.S. Drug Enforcement Administration, http://www.dea.gov/concern/drug_trafficking.html (last visited Feb. 16, 2004).  Thus, to stem the supply of precursors, countries around the globe must adopt regulations like those enacted by Canada.  
The third objective is to reduce demand.  PDFA already runs ads warning the public about methamphetamine usage.  In one ad, the protagonist “destroys the engine of a muscle car to make a point about methamphetamine.  As he guns the engine [he] tells teens, ‘This is how meth feels to your heart.’  And as the engine dies, he says, ‘Meth can kill you.’” “Anti-Meth Commercials,” Partnership for a Drug-Free America, http://www.drugfreeamerica.org/Templates/Article.asp?ws=PDFA&vol=1&grp=Parents%2FCaregivers&cat=Meth+Alert&top=Article&tit=Anti%2DMeth+Commercials, Feb. 7, 2004.  Another ad “shows a gripping example of the repetitive behavior patterns methamphetamine use can produce:  An extreme close-up of a girl methodically plucking out clumps of her eyebrow hair reveals bloody flesh.” Id.  And in a third ad, a “group of real methamphetamine users explain the side effects they feel when coming down from this drug – pain, muscle spasms, cramps, depression – all of which are now part of their daily lives.” Id.  But these ads are failing to stem demand for methamphetamine:  whereas “[i]n the past the typical methamphetamine user was an adult male with a lower than average income…now individuals of all ages and economic status use methamphetamine.” “Methamphetamine Fast Facts,” U.S. Department of Justice, http://www.usdoj.gov/ndic/pubs3/3981/3981p.pdf (last visited Feb. 7, 2004).  This diversification of users indicates that PDFA must broaden its target audience and expand its ad placement.  PDFA must supplement its ads that focus on teenagers with new ads that concentrate on educating adults against using methamphetamine.  PDFA also must supplement its television ads that are aired during shows geared for teenagers with television ads that are aired during adult programming, print ads in publications read widely by adults, billboards at sporting events, and commercials that are run before movies.
The fourth objective is to reduce supply.  Retailer efforts to prevent diversion and DEA efforts to seize methamphetamine-producing labs help achieve this goal by reducing the amount of methamphetamine produced, but law enforcement must also make efforts to reduce the amount of methamphetamine distributed by professionals.  Law enforcement can achieve this goal by focusing on intercepting shipments of methamphetamine.  Law enforcement officials should begin by focusing their efforts on the Midwest.  Professionals moving methamphetamine across the country frequently use major interstate highways to do so, such as Interstate 80, which runs through Nebraska, and Interstate 90, which runs through South Dakota.  This high volume of methamphetamine traffic through the Midwest has caused methamphetamine to become the main drug problem in this region. See “Nebraska,” U.S. Drug Enforcement Administration, http://www.dea.gov/pubs/states/nebraska.html (last visited Feb. 8, 2004); see also “South Drakota,” U.S. Drug Enforcement Administration, http://www.usdoj.gov/dea/pubs/states/southdakota.html (last visited Feb. 8, 2004).  Law enforcement officials should attempt to intercept vehicles transporting methamphetamine, seize the drugs, and arrest those responsible for its transport.  The problem, of course, with recommending this action is that law enforcement officials will have difficulty determining which vehicles to stop.  But this problem is not insurmountable.  Both Interstates 80 and 90 are toll roads that require paying tolls at various locations within Nebraska and South Dakota.  Law enforcement officials could use videotape surveillance to record the license plate numbers of the cars that pass through the tollbooths, could use the license plate numbers to determine the cars’ owners, could compare the list of owners with a list of people with records of drug-related misdemeanors, and then could stop those vehicles owned by people with records of drug-related problems.  Although this process, even if computerized, could take several minutes, law enforcement officials would have sufficient time to stop the vehicles since vehicles traveling across Nebraska and South Dakota are within those states’ territory for multiple hours.  
Admittedly, this process can only have limited success since it can only target drug traffickers who have previous drug-related records and who use cars registered to themselves.  But such a program can have positive externalities:  increased police presence on the highways, for example, could serve as a deterrent to drug traffickers, thereby reducing the quantity and frequency of shipments.  
In addition to focusing on domestic highways, law enforcement officials also must focus on the U.S.-Mexico border, which is a major point of entry into the United States for both pseudoephedrine and methamphetamine.  Mexican drug traffickers perform two types of smuggling operations:  “they smuggle the chemicals into the United States to labs that are located in remote areas throughout southern and northern California, [and] they produce the methamphetamine in labs in Mexico and smuggle the finished product across the border.” Hearing on DEA’s Fiscal Year 1996 Budget Request Before the House Appropriations Subcommittee on Commerce, Justice, State and the Judiciary, 104th Cong. (Mar. 9, 1995) (statement of Thomas A. Constantine, Administrator, U.S. Drug Enforcement  Administration).  U.S. and Mexican officials must cooperate to intercept these trans-border shipments.  “Seizure data indicate that Texas is becoming a key entry point for methamphetamine produced in Mexico.” “Methamphetamine,” Texas Drug Threat Assessment, National Drug Intelligence Center, http://www.usdoj.gov/ndic/pubs5/5624/meth.htm#Top, October, 2003.  Between 1999 and 2002, the amount of methamphetamine seized in Texas within 150 miles of the U.S.-Mexico border increased from 263 kilograms to 386 kilograms. Id.  Although most of these seizures have been relatively small, U.S. Border Patrol did make several large seizures during that period.  On April 8, 2002, Border Patrol agents monitoring the Rio Grande River near Roma, Texas, seized more than 21 pounds of methamphetamine; on August 28, 2002, they seized 42 pounds of methamphetamine seized from a sport-utility vehicle at the Eagle Pass point of entry; on September 2, 2002, they seized approximately 49 pounds of methamphetamine from a private vehicle at the Hidalgo point of entry; and on October 24, 2002, they seized 27 pounds of methamphetamine from a pickup truck at a checkpoint on US 54. Id.  Although law enforcement officials prevented these shipments of methamphetamine from entering the United States, it is impossible to know how many other shipments went undetected.  The United States, therefore, must strengthen its interdiction efforts by cooperating with Mexico.  This cooperation should come in the form of both countries sharing intelligence, the United States providing financial aid to Mexico, and Mexico improving its law enforcement capabilities by reducing the amount of corruption in its police forces.
The fifth objective is to improve treatment programs for methamphetamine addicts.  Currently, obstacles to treating methamphetamine abusers include lack of availability, lack of funding, and lack of expertise.  Rural areas, for example, which are some of the areas hardest hit by methamphetamine abuse, frequently do not have local substance abuse treatment providers or have providers that are inadequately funded and lack expertise. “Final Report:  Federal Advisory Committee, Part III:  Treatment,” Methamphetamine Interagency Task Force, http://www.ojp.usdoj.gov/nij/methintf/3.html (last visited Feb. 7, 2004).  Other barriers to treatment exist, as well:  because methamphetamine users frequently abuse the drug for a longer period than other drug users do, it can be more difficult to convince methamphetamine abusers to enter treatment. Id.  In addition, many individuals avoid treatment out of fear of suffering severe withdrawal symptoms such as depression, fatigue, anxiety, drug craving, and severe cognitive impairment. Id.  
The solution to these problems requires increasing the availability of, and support for, substance abuse treatment centers.  Increasing the number of substance abuse treatment centers would make it easier for methamphetamine abusers to enter treatment.  In addition, better-funded treatment centers would be able to provide better care for more patients.  Finally, the existence of substance abuse treatment centers must be publicized so that abusers are aware that they can receive treatment.  Although this proposal will be costly, its value is great:  not only will increasing the number and quality of treatment centers help methamphetamine addicts break their addiction, but it will prevent methamphetamine usage by others.  As the Methamphetamine Interagency Task Force has reported, “[t]reatment programs for parents enhance protective factors among young children by removing them from a drug-taking environment and by teaching parents skills for avoiding drug abuse.” Id.

VI.  Conclusion

The availability of OTC drugs that contain pseudoephedrine has contributed greatly to the methamphetamine epidemic in the United States.  But the solution to the methamphetamine problem is not to switch these drugs from OTC status to prescription status.  The FDA has already determined that the benefits of these OTC drugs outweigh their risks, that the potential for misuse and abuse of these drugs is low, that the consumer can use these drugs for self-diagnosed conditions, that these drugs can be adequately labeled, and that health practitioners are not needed for the safe and effective use of these drugs. “Over-the-Counter Drug Products,” U.S. Food and Drug Administration, http://www.fda.gov/cder/Offices/OTC/default.htm (last visited Feb. 9, 2004).  Further, the large number of consumers who rely on these OTC drugs and who use them responsibly should not be penalized as a result of the actions of the few who use these products to produce illicit drugs.  
Rather than switching OTC drugs containing pseudoephedrine to prescription status, the United States must combat the methamphetamine crisis through other avenues.  Through the combined efforts of Congress, federal agencies, states, non-profit organizations, the pharmaceutical industry, and retailers, society can strive to prevent diversion of OTC drugs containing pseudoephedrine, encourage other countries to enact regulations to prevent the sale of large quantities of pseudoephedrine, reduce demand for methamphetamine, decrease the methamphetamine supply, and improve treatment programs for methamphetamine addicts.  Only through such a comprehensive approach can society successfully address the escalating methamphetamine crisis.


