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A � urry of papers in the SAMJ1-4 served 
to highlight the massive problems caused 
by alcohol abuse and provide support for 
the government’s stated intention to ban 
all advertising of alcoholic beverages. 
How does this square with what appears 
to be the other side of the coin, namely 
the call for decriminalising drugs5 or 
at least a ‘call for a move away from the 
political rhetoric of a “drug-free society” 
and challenge government to start the real 
work of formulating and implementing 
an evidence-based drug policy’?6 Such 
moves to reconsider policies on drugs that 
challenge the failed ‘war on drugs’ have 
strong international support by highly 
credible authorities.7

Humans are inquisitive and have in the 
past, still do at present, and always will in 
the future experiment with substances that 
alter the way in which the mind works. If 
the experience, or ‘reward’, is pleasant they 
will continue doing so and a small number 
(many in the case of tobacco) become 
addicted. Addiction is not con� ned to drugs 
and can also occur with the need for rewards 
experienced from food, sex, gambling, etc. 

Words that have di� ering meanings are o� en 
used interchangeably and we should be clear 
on what is meant by the terms used in the 
discussions concerning drugs. Prohibition 
refers to prohibiting the manufacture, 
transportation, import, export, sale and 

consumption of the product, i.e. e� ectively 
totally banning it. Legalisation is the 
removal of the legal prohibition which is 
currently not legal. Decriminalisation refers 
to the repeal of laws that de� ne drug use as a 
criminal o� ence, or that transfer the process 
to administrative or health services.

� e current international classi� cation 
of drugs according to their danger to the 
individual, family or society is arbitrary and 
an improved, evidence-based classi� cation 
has been proposed. � us the evidence-
based classi� cation found that alcohol 
and tobacco, which are legalised drugs, 
are correctly classi� ed among the more 
dangerous, whereas the illegal substance 
marijuana is actually less dangerous. 

� e call for the decriminalisation of drugs 
means that the user is not convicted of 
a criminal o� ence and put in jail, which 
has been found to simply exacerbate 
the problem. If it is found appropriate 
to legalise marijuana, for instance, this 
should still be regulated, much as is the 
case for the alcohol and tobacco industries. 
� ose responsible for illegal sales of a legal 
product, e.g. tobacco, for which there is a 
� ourishing illegal trade, must be pursued 
and prosecuted. � e e� ective reduction in 
the use of harmful products such as tobacco, 
alcohol and marijuana by proven e� ective 
means such as increasing their prices, 
reducing their availability and banning 

advertising should be fully supported. 
Money saved by abandoning the fruitless 
prosecution of individual users of drugs 
would be better used in comprehensive 
educational programmes and e� ective 
treatment of addicts. 

� us decriminalisation and tighter 
regulation can be seen as complementary 
processes.
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Cystic fibrosis (CF) is an 
autosomal recessive disease 
affecting all South African (SA) 
population groups. 

The incidence of live births in South 
Africa is 1 in 2800 for Whites, 1 
in 10000 for Coloureds and 1 in 
52000 for Blacks. The defect is 
caused by mutations in the CFTR (cystic 
fibrosis transmembrane conductance 
regulator) gene resulting in thickened, 
viscous secretions in many organs, 
including sweat glands. CF patients are 
homozygous (2 identical mutations) or 
compound heterozygous (two different 
mutations) and unaffected carriers carry 
only one mutation.

Many affected patients present with 
mild or atypical symptoms; therefore 
a high index of suspicion is required. 
A final diagnosis is made if there 
are characteristic clinical features, a 
history of CF in a sibling, or a positive 
newborn screen (NBS) test, plus 
laboratory evidence of an abnormality 
in the CFTR gene ( i.e. diagnostic sweat 
tests on two occasions; or presence of 
two disease-causing mutations in CFTR 
gene).

Early diagnosis of patients with CF 
improves the final outcome. The 
diagnosis of CF requires a multi-level 
approach and includes:

Clinical Findings:
•	Prenatal	Screening	–	Amniocentesis	 
 when both parents are identified  
 carriers (Identifying specific mutations  
 in parents), or restriction fragment  
	 length	polymorphism	(RFLP)	analysis	 
 in the case of one parent having  
 identified mutation but the couple  
 have a previously affected child .  
 Diagnostic accuracy is nearly 100%. 
•	Newborn	Screening	–	Bloodspot	 
 immunoreactive trypsin (IRT), which is  
 elevated in CF infants. Detection rate  
 is 95%. A second IRT testing and   
 DNA testing should be performed.
•	Sweat	testing-	Sweat	chloride	testing	 
 is  the gold standard in CF diagnosis. 
 Sweat conductivity testing is   
 performed as a screening test, and  
 results should be confirmed by sweat  
 chloride testing.
 Sweat testing can be performed from  
 48 hours after birth (preferably from  
 2  weeks and >2 kg), provided the  
 infant is not oedematous nor  
 receiving steroids.

Indications for sweat testing:
 
•	Clinical	symptoms	suggestive	of	CF	–	 
 infants, children and adults
•	Positive	CF	newborn	screening	test	
•	Siblings	of	a	patient	with	confirmed	 
 CF

Sweat testing should always be 
repeated on 2 separate occasions, and 
sweat chloride testing may be negative 
in a small number of confirmed CF 
cases.

Other laboratory tests in CF 
evaluation include:
•	For	pancreatic	insufficiency:	Faecal	 
 steatocrit (Children and infants)
	 •	Random	faecal	specimen	for		 	
  Sudan staining
	 •	Oral	Fat	loading	test
	 •	72	hour	faecal	fat	
	 •	Faecal	pancreatic	elastase

•	Genetic	testing:	DNA	mutation	 
 analysis should be performed  
 especially in case of negative or  
 intermediate sweatchloride levels.
•	Respiratory	tract	culture	for	CF- 
 associated pathogens and broncho  
 alveolar lavage for cytology and  
 microbial cultures.
•	Evidence	of	azoospermia	in	sexually	 
 mature males.

Should evaluation fail to provide 
convincing evidence of CF, and 
the sweat chloride results are in the 
intermediate range, the patients 
should be monitored regularly for the 
appearance of symptoms.
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