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a b s t r a c t
Anti-doping regulation has become a critical element of contemporary sport, conveying what substances
and methods athletes may use. Although this form of regulation is often synonymous with banning
performance enhancing substances and methods, the World Anti-Doping Agency (WADA), the global
authority tasked with formulating policies on drug use in sports also regulates illicit drugs, including
those considered non-performance enhancing. This paper examines how the inclusion of illicit drugs
on the WADA Prohibited List falls under the agency’s mandate by focusing on how the agency justiﬁes
the prohibition of substances more generally. In so doing, it highlights inconsistencies in the criteria
used to evaluate whether or not substances should be prohibited. After critically considering WADA’s
criteria, this paper posits a way to reconcile the inconsistencies. It suggests that aligning the criteria with
existing claims that doping is a broader health concern provides a way for WADA to clarify ambiguities
around why substances are on the WADA Prohibited List and better communicate why it regulates illicit
non-performance enhancing drugs.
© 2013 Elsevier Ltd. All rights reserved.

Generally speaking, rules in sport are to ensure the integrity of
competition and guide the terms of engagement between athletes
and those managing sports. In so doing, they communicate values to the broader sporting community, including stakeholders and
spectators. Anti-doping regulation, in particular, resonates with the
goal of preserving a level playing ﬁeld in sport, because it legislates what substances and methods athletes are allowed to use
and communicates the importance of fair play in sport – that is, it
posits performance-enhancing drug use as unethical, condemning
and punishing athletes when they are caught. Anti-doping regulation, however, targets more than just substances and methods with
performance-enhancing qualities. The World Anti-Doping Agency’s
(WADA) Prohibited List also includes drugs that likely have no performance enhancing effects. Through an examination of WADA’s
inclusion of illicit non-performance enhancing drugs, this paper
addresses the inconsistencies of the criteria applied to evaluate
whether or not substances and methods are banned in sport. In
particular, this analysis focuses on the importance of ensuring that
the prohibition of substances meets WADA’s stated objectives and
mission. In so doing, we contend that while such substances should
be regulated on the basis of their health-related risks, it is important
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that WADA clarify its reasoning for doing so and expressly articulate that its regulatory concerns surpass performance enhancing
substances and methods.
Under the World Anti-Doping Code (WADC), the inclusion of
drugs on the WADA Prohibited List is guided by the broad principles
of safeguarding the integrity of sport as well as protecting the health
of athletes who participate in sports governed by WADA. These
principles are often closely linked to the societal concerns regarding
the health-related and social consequences associated with drug
use. For example, WADA President John Fahey has described doping
as a problem not limited to elite-level athletes, characterising it
as also a serious health threat to the greater public. This, WADA
has argued, is particularly so for impressionable youths inﬂuenced
by the conduct of their sporting idols (WADA, 2007). Thus, WADA
has acknowledged that the WADC is a tool to “address a growing
problem [drug use in sport] that threatens public health” (WADA,
2012).
On this basis, we argue that the prohibition of illicit drugs – even
those that are not performance enhancing in nature – is consistent
with WADA’s mission, but acknowledge that WADA’s reasoning
for banning substances has not always been convincing or consistent with the WADC. Redressing the reasoning for including
substances on the Prohibited List would help to alleviate some of
these inconsistencies. This has the potential to enhance the antidoping movement in ways that the removal of illicit drugs from
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the WADA Prohibited List cannot. Here, we examine these inconsistencies by taking a critical look at the criteria used to determine
whether or not a substance belongs on the WADA Prohibited List
and then discuss possible remedies. A successful drug management
or control policy in sport should, at the very least, be cohesive and
congruent with elements that “ﬁt together in a mutually supporting whole” and sanctions based on just, consistent, coherent and
comprehensive ideas (Battin et al., 2008, p. 23; Buti & Fridman,
1994). Overall, our objective is to use the discussion of what illicit
substances ﬁt within WADA’s mission – especially regarding substances perceived as not evidently performance enhancing – to
illuminate the need for WADA to clarify the reasons why any substance should be on the Prohibited List.
Because we focus on regulatory adjustments that would reﬂect
how the inclusion of illicit non-performance enhancing drugs is
consistent with WADA’s mandate, this paper does not address other
possible inconsistencies in the WADC or engage in broader debates
about athletes’ civil liberties under its rules. While issues related
to the practical application and enforcement of the WADC – for
example, the Strict Liability Standard applied in determining antidoping rule violations – are important more generally, they are
peripheral to this particular discussion.1 It is also not easy to characterise what substances actually fall under the category of “illicit
non-performance enhancing drugs.” Neither the WADC nor the Prohibited List describes prohibited substances as illegal or illicit or
explain why substances fall into the prohibited category. To delineate substances for readers, we follow the United Nations drug
control convention by adopting the perspective that only the use
of a drug is licit or illicit. We therefore use illicit drugs to describe
drugs that are under international control (and may or may not have
licit medical purposes) but which are produced, trafﬁcked and/or
consumed unlawfully (United Nations Ofﬁce on Drugs and Crime,
2013). By way of differentiation, we use illegal drugs to describe
substances currently on the WADA Prohibited List and trafﬁcked or
consumed illegally by athletes in the context of sports. Illicit and
illegal drugs therefore include both performance enhancing drugs
(PED) and non-performance enhancing drugs (NPED).
1. Historical background and contemporary international
anti-doping regulation
Research suggests that “doping” – that is, a punishable offence
in sport as detected by and contingent on scientiﬁc testing – is a relatively contemporary concept (Fraser, 2004). Anti-doping policies
ﬁrst emerged in horseracing at the turn of the twentieth century,
motivated by concerns that the practice was unfair to gamblers.
Bans on substance use in human sport did not begin until several decades later (Houlihan, 1999, 2002a; Stokvis, 2003; Verroken,
2000; Yesalis & Cowart, 1998) assisted over time by the availability of improved diagnostic tests (Fraser, 2004). The regulation of
drugs in sport has a varied and complex history, which others have
discussed in more depth than we can here (e.g., Beamish & Ritchie,
2006; Dimeo, 2007; Hunt, 2011). What we do know of that history highlights that the reasons for regulating drugs in sport have
been varied, but that the use of a variety of substances to enhance
athletic performance is not new.2

1
Others have discussed these issues in depth as well (e.g., Kayser, Mauron, &
Miah, 2007; Kayser & Smith, 2008; Magdalinski & Warren, 2004; Schneider, 2004).
2
For example, it is believed that a range of groups, including early Olympians,
Roman gladiators, the ancient Chinese and Greeks as well as indigenous South Americans used alternative medicines and stimulants to overcome fatigue and injury and
increase endurance (Woodland, 1980; Yesalis & Bahrke, 2005). Historical evidence
shows that many athletes in the nineteenth century used a range of substances
(ether soaked sugar cubes, strychnine tablets, brandy and cocaine, caffeine, alcohol,
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In the 1950s and 1960s, athlete deaths attributed to drug use
prompted urgent calls for the regulation of substance use in sport,3
precipitating moves by (mostly European) governments, the International Olympic Committee (IOC) and individual sporting bodies
to develop anti-doping rules. In 1963, for instance, the Council of
Europe (CoE) adopted a resolution against doping, including a proposed list of banned substances and a deﬁnition of doping (Dimeo,
2007; Houlihan, 1999). The CoE deﬁnition of doping included
concerns that doping eroded equality in competition (Houlihan,
2002a). Building on this view, IOC regulators linked health concerns
around doping to the value of sport, including ideals of fair play and
a level competitive playing ﬁeld,4 contending that doping sports
heroes were poor role models (Dimeo, 2007; Stokvis, 2003). Contemporary anti-doping rules thus have roots in the shared concerns
for athletes’ wellbeing and their inﬂuence on the public.
Throughout the latter part of the twentieth century, anti-doping
policies were disjointed and inconsistent, because various governments and sporting authorities had enacted on anti-doping
measures independently (Houlihan, 2002b). There were different
deﬁnitions, policies and sanctions between organisations, even
despite efforts by the IOC to develop and maintain uniform rules
and protocols (Houlihan, 1999; Hunt, 2011; Vest Christiansen,
2009). The 1998 Festina scandal during the Tour de France5 highlighted instances of organised and systematic doping, emphasising
the need to set uniﬁed anti-doping standards and to coordinate the
efforts of sports organisations and public authorities worldwide
(Hanstad, Smith, & Waddington, 2008). It also brought attention to
a bigger issue: that sporting authorities seemingly turned a blind
eye to doping, mounting pressure for governments to take the lead
on the regulation of drug use in sport (Henne, 2010; Pound, 2006). In
1999, stakeholders met at the ﬁrst World Conference on Doping in
Sport and agreed on the creation of a separate, independent administrative agency to spearhead efforts in this ﬁeld, WADA (Hanstad
et al., 2008).
WADA’s establishment was signiﬁcant, as it signalled an ofﬁcial recognition that drug use in sport is a unique phenomenon
that required its own regulatory framework. One of WADA’s main
objectives has been to standardise anti-doping policies across
sports, organisations and public authorities worldwide. This has
included the adoption of universally applicable sanctions, a comprehensive list of prohibited substances that is binding for all
stakeholders, and improved administrative management of doping
control (Houlihan, 2004; Kayser & Smith, 2008). WADA’s formation has thus led to greater regulatory consistency across
sporting federations and countries.6 Although one of the key factors

nitro glycerine, digitalis, opium and heroin (Cashmore, 1990; Donohoe & Johnson,
1986; Kennedy, 2000; Mignon, 2003).
3
The deaths of cyclists, soccer players and track athletes have been linked to
amphetamines or other illicit substances (Dimeo, 2007; Fife, 1999; Hoberman, 2005;
Mignon, 2003; Woodland, 1980; Yesalis & Cowart, 1998). As Møller (2010) argues,
the circumstances and causes for these deaths are more complex and may not be as
a result of doping, especially given the fact that a list of prohibited substances did
not exist when notable athletes, namely Knud Jensen, died.
4
Gleaves (2011) notes that the ideals typically associated with amateurism have
played a signiﬁcant role in the development of contemporary attitudes to doping.
Over time, doping shifted from a tacitly tolerated practice to a serious threat to the
integrity of sport. Others have noted the ways in which appeals to ideals of amateurism are inconsistent with the realities of contemporary sport (Goff, Shughart, &
Tollison, 1988; Pope, 1996; Strenk, 1988).
5
French customs ofﬁcers intercepted and arrested the Festina cycling team
masseur with large amounts of EPO and human growth hormone (hGH). The arrest
led to police investigations of a number of Tour de France teams as well as associated
medical personnel (Waddington, 2000).
6
WADA, a Swiss private law foundation, alone does not have the authority to
compel governments to align domestic policy with the WADC. The UNESCO International Convention against Doping in Sport, which came into force in 2007, does
have that legally binding power (Henne, 2010).
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driving standardised anti-doping rules was to protect athletes from
the dangerous risks of drug use, the rules have since come to focus
just as keenly on guarding the integrity and idealised image of elite
competitive sports as they are about protecting athletes’ health
(Aschwanden, 2012).
Even though certain substances used to enhance performance
in sport have detrimental health effects, some argue that health
should not be a cornerstone of anti-doping regulation. For example,
prior to the London 2012 Olympics, the United Kingdom’s Sports
Minister Richard Caborn argued that of the principles underpinning the WADC he would give “far more weight” to whether it is
performance enhancing (London Evening Standard, 2006). In contrast, WADA representatives contend that the regulation of drug use
in sport, regardless of whether or not it enhances athletic performance, is an important part of safeguarding impressionable youth
(WADA, 2007). According to WADA Director General David Howman, the practices of elite athletes have “a trickle-down effect into
recreational sports and into the high schools” (O’Connor, 2012).
Further, former WADA President Richard Pound has elaborated that
the potential negative inﬂuence of role models far surpasses sport,
especially given the “wave of misconduct at the end of the twentieth century and the beginning of the new millennium” across
multiple spheres of social life, including corporate practices and
popular culture (Pound, 2006, p. 29). In other words, they associate
unregulated drug use in sport with undermining the positive ethics
associated with sport.
Accordingly, WADA’s criteria reﬂect these stated concerns;
however, they are not presented in a way that ensures consistent
regulatory enforcement or expresses a clear message regarding its
regulation of NPED. If anything, current criteria, which we discuss
further in the next section, actually complicate and cloud its message. To alleviate these inconsistencies, we suggest reconsidering
the use of one criterion, the Spirit of Sport, because it is ambiguous and difﬁcult to consistently apply when evaluating substances.
WADA’s mission statement captures its commitment to fair play,
but using Spirit of Sport as a criterion complicates decision-making
instead of ensuring consistency. To explain how and why this is a
concern, we ﬁrst address and contextualise the challenges of classifying illicit and illegal drugs within and beyond sport and then
discuss the practical and technical reasons that support the inclusion of illicit NPED in the WADA Prohibited List as well as the
challenges that accompany their inclusion.

2. Towards more consistent drug classiﬁcations in sport
Prior to the formation of WADA regulation of drug use was
disparate. Even despite the creation of WADA and its aims of
harmonising international anti-doping efforts, there remain challenges in classifying and justifying banning substances. These
concerns are not unique to sport. More generally, the classiﬁcation
of substances as illegal or illicit is complex and often inﬂuenced
by particular national, political and social discourses. Drug prohibition is generally justiﬁed on the grounds that the use of particular
substances is addictive or contributes to serious health problems,
violent crime and social disorder (Boland, 2008). The United Kingdom drug classiﬁcation, for instance, reﬂects these concerns; drugs
are grouped into three classes (A, B and C) based on their level of
harm, or potential harm, for individuals and society (Scottish Crime
and Drug Enforcement Agency, 2005). In the European Union, some
Member States distinguish between narcotic and psychotropic
substances while others combine the two based on the level of
medicinal use or potential harm. In Australia, where harm minimisation is an important part of drug control policy (including
for tobacco and alcohol), the expressed reasons for drug regulation have been articulated from a public health (the dangers of

substance abuse to society) perspective (Ministerial Council on
Drug Strategy, 2010, 2011). These differences inﬂuence prosecution procedures and sanctions for improper drug use (European
Monitoring Centre for Drugs and Drug Addiction, 2012). In other
words, substance control measures are often contested, especially
in an international context (Gossop, 2006; Seddon, 2010).
In an attempt to overcome these issues, the WADC, which operates in conjunction with the Prohibited List, is the mechanism used
to resolve ambiguities, dictating the guidelines for what is prohibited in sports. Under the current WADC, substances or methods
can be included in the Prohibited List if they meet two of the
following three criteria: (1) they are performance enhancing, (2)
they are dangerous to the health of the athlete, or (3) they violate
“the spirit of sport” (WADA, 2009). WADA adds, “[T]he potentially
unhealthy abuse of certain substances without therapeutic justiﬁcation based on the mistaken belief they enhance performance
is certainly contrary to the spirit of sport regardless of whether the
expectation of performance enhancement is realistic” (WADA, 2009,
p. 33, our emphasis). In other words, the concept of performance
enhancement is not simply based on scientiﬁc evidence or objective rationality; it also relies on the subjective expectations of users.
The inclusion of any drug, regardless of whether or not it is performance enhancing or not, on the Prohibited List is therefore, at least
in part, relative.
WADA’s approach to evaluating objective scientiﬁc evidence –
that is, in terms of determining the performance effect of various
substances – presents additional challenges. Evidence-based medical research uses a scientiﬁc level of evidence (Phillips et al., 2011)
grounded on statistical probability. In contrast, and because the
WADC accounts for subjective expectations, evidence is based on
a lower possibility of effect (the tail ends of the statistical distribution curve), not the usually required 95% likelihood. Further, the
scientiﬁc level of evidence used to justify Prohibited List inclusions
is not consistent. In some cases, where the evidence is contradictory, a higher level of evidence (e.g., randomised controlled trials)
is chosen over a lower level of evidence (e.g., expert opinion without critical appraisal), and at other times the reverse is true. In sum,
WADA’s criteria actually contribute to the inconsistent evaluation
of evidence.
To illustrate this point, consider the example of recombinant
erythropoietin (EPO). Without signiﬁcant scientiﬁc evidence that
EPO enhances performances, it is currently prohibited under the
WADC, because there is a widely held belief that it does (Heuberger
et al., 2012). In contrast, caffeine has been removed from the Prohibited List on the basis of scientiﬁc evidence that it is not performance
enhancing, even though many athletes believe – and some research
shows – caffeine to be ergogenic (Keisler & Armsey, 2006; Salleh,
2008; Sökmen et al., 2008). These examples attest that ideas around
how, or even whether, substances actually improve performance
are complex and often subjective, which makes consistent application of the WADC challenging. In light of these difﬁculties, banning
substances perceived as ergogenic (the level of scientiﬁc evidence
notwithstanding) has served as a way of achieving consistency in
the WADC.
Beyond considerations of performance enhancement, the matter of including a drug on the Prohibited List can be contingent on
medical or scientiﬁc evidence of a risk to athletes’ health. Again,
there are inconsistencies in WADA’s application of scientiﬁc evidence. For example, one of the reasons for banning EPO injections is
the potential health risks associated with high EPO levels in the body
(WADA, 2011). The practice of boosting EPO through high altitude
training also carries health risks, but many athletes support its use
(Flaherty, 2010; Gallagher et al., 2012; Tuttle et al., 2012). Further
illustrating the complexity of the health criterion and the contested
nature of scientiﬁc and medical knowledge, some research provides
evidence that suggests EPO use in healthy humans, in low doses
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under experimental conditions, appears to be safe (Parisotto et al.,
2001; Russell, Gore, Ashenden, Parisotto, & Hahn, 2002). In other
words, the progressive nature of research into substances and their
doping effects means that, to be effective, the WADC and the Prohibited List must be adaptable and ﬂexible. This is important because
users’ subjective beliefs and their behaviour are also inﬂuenced
by the evolving, at times conﬂicted, nature of scientiﬁc research
into performance enhancing substances. Conﬂicts regarding both
performance enhancement and health effects reiterate that the
pursuit of regulatory consistency requires reconciling competing
ideas (objective scientiﬁc evidence versus subjective beliefs or athletes’ expectations) around these concerns and health. As is, these
conﬂicts go unaddressed and embedded in the deﬁnition of doping.
In addition to performance enhancement and health, the inclusion of any drug on the Prohibited List is also dependent on the
arguably nebulous concept of the “Spirit of Sport.” According to the
WADC, the “Spirit of Sport” is “the celebration of the human spirit,
body and mind,” and includes “the following values: Ethics, fair
play and honesty, health, excellence in performance, character and
education, fun and joy, teamwork, dedication and commitment,
respect for rules and laws, respect for self and other participants,
courage, community and solidarity” (WADA, 2009, p. 14). Ideals
underpinning this concept can be traced to early (and arguably
misplaced) appeals to Olympic ideals and amateurism (Beamish
& Ritchie, 2006; Gleaves, 2011). The Spirit of Sport, like the reasons
for societal prohibitions of illicit drugs, may be tacitly understood
and conceptually broad, but it is also poorly deﬁned. In a practical
sense, it is difﬁcult to operationalise it in terms of policy implementation, which inhibits efforts to ensure consistency and clarity
in concrete cases of anti-doping rule violations (Foddy & Savulescu,
2007; Loland & Hoppeler, 2012, p. 347; Møller, 2010). Because of
this, decisions regarding drug inclusion on the Prohibited List based
on the Spirit of Sport criterion can be perceived as inconsistent.
Advocates of excluding illicit and presumably NPED from the
Prohibited List often highlight the inclusion of such substances
as a regulatory shortcoming. While these substances may harm
athletes’ health, they may not necessarily violate the Spirit of
Sport, because the criteria itself is too vague to make a determination. Further, some critics have even questioned whether WADA
or other sports bodies have the moral authority to regulate athletes’ personal behaviour in relation to recreational drug use (e.g.,
Kayser & Smith, 2008). In response to these criticisms, we consider
how prohibiting the use of some illicit NPED is consistent with
the core purpose of the WADC. That is, including illicit drugs can
“protect the Athletes’ fundamental right to participate in dopingfree sport” and “promote health, fairness and equality for Athletes
worldwide” (WADA, 2009, p. 11). Recognising the ﬂaws in the current anti-doping paradigm, we discuss the inclusion of this class
of substances on the Prohibited List in relation to performance
enhancement and health, and then, separately address them in relation to the Spirit of Sport. Rather than try to discuss the multitude
of substances, we discuss illicit drugs in relation to the criteria,
considering them under the following categories: opiates, other
central nervous system (CNS) depressants, CNS stimulants and
cannabis.

3. Performance enhancing and health
The fact that WADA’s notion of performance enhancement
includes scientiﬁc evidence of performance enhancement and the
subjective expectations of users makes its evaluation difﬁcult. To
further complicate this, scientiﬁc knowledge about various substances and their performance enhancing qualities is evolving and
sometimes contested. Knowledge is also often dependent upon
how, or what, level of evidence is used. In terms of claims around
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health, there is little argument on the importance of protecting athletes’ health by regulating against harmful substances or
practices. Even without using drugs, elite sport is harmful to an
athlete’s health: some sports and training regimes present high
levels of risk and injury but are not prohibited (Loland & Hoppeler,
2012). As Smith and Stewart (2008, p. 125) ask, “Given that athletes are free to engage in sports with substantial risks, why are
they not also free to utilise performance enhancements that are,
in some cases, less risky than the sports in which they engage?”
This observation points to an inherent challenge of elite sport: discerning the “proper calculation and taking of risk” to avoid injury
(Loland & Hoppeler, 2012, p. 348). Illegal drug use has potential
health implications, whether it be performance enhancing or not,
and poses additional risks for athletes. To elaborate on the criterion of performance enhancement and to illustrate what those
health dangers are, we consider various categories of illicit drugs
here.
3.1. Opiates
Opiates, a group of drugs that depress the central nervous system and are used therapeutically as analgesics (pain killers), are
prohibited under WADC only in-competition. Opiates include drugs
such as opium, morphine, codeine, heroin, methadone, pethidine
and fentanyl. As illicit drugs, opiates have been abused for their
euphoric effects, to reduce anxiety (anxiolytic) and to mediate
physical or emotional pain. Medical and scientiﬁc evidence, pharmacological effect and clinical experience attest that opiates can
enhance sport performance through their analgesic effects (Koh,
Freeman, & Zaslawski, 2012). Physical sports, for instance, require
athletes to endure physical stress by way of muscle resistance
and/or cardiovascular endurance. Such stresses are potentially
damaging, and the human body has an in-built protective mechanism through the physiological response of pain. The presence
of pain during physical exertion can thus prevent athletes from
reaching sporting goals. Any substance that inhibits this physiological pain response, opiates among them, can therefore result
in performance enhancement in sport (e.g., Hanton, Mellalieu, &
Hall, 2002; Jones & Hanton, 2001; Robazza & Bortoli, 2007; Wilson,
Smith, Chattington, Ford, & Marple-Horvat, 2006). Consequently,
opiates technically satisfy the WADC performance enhancement
criterion. In terms of risks to athlete health, morbidity and mortality
risks from opioids are due to respiratory function side effects, acute
lung injury, status epilepticus (seizures) and cardiotoxicity. Opioid addiction also causes drug withdrawal effects during periods of
abstinence. Banning opioids in sports is therefore consistent with
the WADC under both its performance enhancement and health
criteria.7
3.2. Other CNS depressants
This category of drugs includes various non-opiate substances
such as barbiturates and benzodiazepines.8 These drugs act as sedatives/hypnotics and have been used therapeutically as anaesthetics
in the treatment of tension/anxiety, tremors and insomnia. As illicit

7
It should be noted that athletes using opioids out-of-competition are not violating an anti-doping rules since the use of opioids is illegal only in-competition, which
points to another possible inconsistency in relation to protecting athletes’ health.
8
Benzodiazepines and barbituriates are not currently banned under WADA’s Prohibited List, although Australia’s Olympic Council has banned the benzodiazepines
Rohypnol (Flunitrazepam; Hoffman-LaRoche, Inc.) and Mogadon (Nitrazepam;
Hoffman-LaRoche, Inc.) and the benzodiazepine-like sedative of Stilnox (Zolpidem;
Sanoﬁ-Aventis) on the basis of its detrimental health effects. Full description of
health effects cited in-text is provided elsewhere (DuPont, Greene, & Lydiard, 2010;
Lafferty, 2012).
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drugs, these substances have been used mainly for their sedative
and pleasurable intoxication effects. As an ergogenic aid, these
drugs have been used in reducing muscle tremors in some sports
(Goral, 2008). Currently, sedatives have mainly been reported in the
context of “negative doping” whereby athletes are “spiked” with
the drugs by their sporting opponents with the intent to reduce
their performance level (Lippi, Sanchis-Gomar, & Banﬁ, 2012). Barbiturates are powerful CNS depressants that can cause drowsiness.
Barbiturates can also cause internal injuries such as respiratory
complications of bronchitis and emphysema. At high doses, barbiturates can cause unconsciousness or death through respiratory
failure. Benzodiazepines can have adverse consequences on cognition and affect mental functions of memory and concentration. If
used in the context of sport, CNS effect of barbiturates and benzodiazepines put the athlete at risk of external injuries and accidents.
Drug addiction is also possible, with withdrawal effects including
anxiety, insomnia, restlessness, and death (for barbiturate). Nontherapeutic use in sports is therefore harmful to an athlete’s health,
providing evidence to support their inclusion on the Prohibited List
on the basis of performance enhancement and risks to health.
3.3. CNS stimulants
CNS stimulants increase the neural activity of the body, in turn
negating the effects of fatigue and improving alertness and muscle
activity. These drugs include some substances that are legal (e.g.,
caffeine) and some substances that are illegal (e.g., cocaine) in sport.
These drugs are illicit in some countries, but not all. For example,
jurisdictions vary in the regulation of over-the-counter availability
of pseudoephedrine (found in some decongestants and laxatives)
without a prescription (Pomeranz, Taylor, & Austin, 2013). CNS
stimulants may be from plants substances such as coca (Erythroxylum coca), cocaine, khat and betel nuts, as well as synthetic
substances such as amphetamine and amphetamine-type compounds. Cocaine is perhaps the best known illicit CNS stimulant.
The snorting of cocaine can lead to the erosion and destruction
of the nasal septal tissue and the atrophy of the nasal mucosa.
When cocaine is smoked, it can result in chronic bronchitis. For
drug dependent users, withdrawal symptoms produce a state of
acute unease or discomfort, depression, fatigue, insomnia and an
intense craving for the drug.
As therapeutic substances, drugs such as cocaine have been
used as a local anaesthetic and vasoconstrictor. Amphetamine
and amphetamine-type compounds have also been prescribed for
weight loss, in the treatment of narcolepsy and for managing
children with attention deﬁcit disorder. As an illicit drug, CNS stimulants have been abused for their mood elevating effects and to
overcome fatigue. CNS stimulants therefore have the potential to
enhance sporting performance by preventing fatigue. The ability
of increasing aggression is also a possible performance enhancing attribute relevant in some sports (Avois et al., 2006). Overall,
though, medical and scientiﬁc evidence attests to the signiﬁcant
dangers these substances present to athletes’ health.9 Thus, irrespective of evidence that they can have a performance enhancing
effect, these substances’ clear risk to athletes should warrant their
inclusion on the WADC Prohibited List.
3.4. Cannabis
Cannabis is described separately here because of its prevalence
in sports. According to WADA statistics, of the substances detected

9
Fuller discussion on the various health effects of illicit CNS stimulants are available beyond the summary provided here (e.g., Bartu, Freeman, Gawthorne, Codde,
& Holman, 2003; Climko, Roehrich, Sweeney, & Al-Razi, 1986; Hall & Henry, 2006).

by WADA’s laboratories, cannabinoids, which are the metabolites
of marijuana, are consistently among the top three abused drugs
(behind anabolic agents and stimulants) (Huestis, Mazzoni, & Rabin,
2011). Cannabis acts as a sedative and has relaxing and moodenhancing effects in low doses. As a potential doping substance,
cannabis is similar to opiates in enhancing sport performance
through its analgesic and anxiolytic effects (Huestis et al., 2011).
There are also concerns cannabis may impair motor coordination, shorten attention span, modify cognitive perceptions or cause
anxiety, panic or paranoia. Smoking cannabis is also associated
with respiratory cancers, bronchial and cardiovascular pathologies
(Aydin, 2011; Teitelbaum, DuPont, & Bailey, 2012). Further, the
American Psychiatric Association (2000) recognises eight cannabisassociated disorders.10 The medical and scientiﬁc attributes of
cannabis thus support its inclusion on the Prohibited List. While
cannabis is presently prohibited only in competition, an athlete’s
out-of-competition use (or of other substances that may remain in
an athlete’s system11 ) can lead to an anti-doping rule violation incompetition. WADA’s Strict Liability Standards gives no room for
reform around the implementation of this protocol as long as the
substance is on the Prohibited List.
The evidence presented here in relation to performance
enhancement and health relies primarily on medical and scientiﬁc
evidence of potential physical/physiological effects. Both criteria
suggest that the inclusion of these illicit drugs on the WADA Prohibited List can be justiﬁed. In the next section, we consider the
Spirit of Sport. We contend that this criterion complicates rather
than clariﬁes why substances are on the Prohibited List. Instead,
as WADA claims doping is a public health issue, it would be better
served to focus more closely on this commitment, because it has
the potential to ensure that all aspects of anti-doping regulation
are consistent.
4. Spirit of sport
Although vague, the Spirit of Sport can be broadly understood
in much the same way that attitudes supporting the prohibition of
illicit drugs outside sport contexts are. In utilising it as a criterion
for prohibiting a substance, the lack of clarity around its deﬁnition
makes its application particularly problematic, because it is largely
left to subjective interpretation. This conundrum has far-reaching
effects on decisions regarding whether or not to include illicit drugs
from the WADA Prohibited List.
To illustrate how this criterion is problematic, consider its application to hypoxic chambers, which are obviously not drugs but
still offer a precedent. As many well-respected athletes, including marathon world record holder Paula Radcliffe who WADA has
showcased as an exemplar of the Spirit of Sport, use hypoxic chambers, WADA referred the issue of their use to the Ethical Issues
Review Panel (Malloy, Kell, & Kelln, 2007). The Panel clariﬁed that
the WADC’s deﬁnition of the Spirit of Sport provided “only general
guidance” and “examples of elements that are constitutive to, or
promotive of, the concept” (cited in Lambelet Coleman, Coleman,
Haagen, & Bradley, 2006, p. 2). In relation to performance enhancement, “the crucial test,” according to the Panel, is “whether it

10
Evidence-based medical reviews on the ergogenic effects of cannabis in sport
(Huestis et al., 2011) and health effects in non-sport contexts (Aydin, 2011;
Teitelbaum et al., 2012) provide further detail.
11
The detection of drugs in an athlete is dependent on various factors: the
dose/sensitivity of detection method, the preparation and route of administration
of drug, the duration of use (acute or chronic) of drug, the molecule or metabolised
compound being tested, the pH and concentration of biological ﬂuid (urine, oral ﬂuid,
blood) sampled, and the inter-individual variation in metabolic and renal clearance
of the drug. The metabolite of some illicit drugs (e.g., Cannabis, PCP, Barbiturate) can
be detected in body ﬂuids several weeks after last use.
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supports or detracts from sport as the extension of natural talents
and their virtuous perfection” (cited in Lambelet Coleman et al.,
2006, p. 2). Accordingly, hypoxic chambers constitute a “passive” –
as opposed to active – use of technology, thus failing the crucial test
and consequently violating the spirit of sport (Malloy et al., 2007).
In essence, the Panel understood this criterion as requiring an athlete to exert effort in using the technology, not “passively” receive
its beneﬁts.
In seeking to clarify how to evaluate the Spirit of Sport, the Panel
evokes the concept of virtue, but does not explain how to measure
the pursuit of “virtuous perfection.” It therefore still leaves classiﬁcations of substances based on the Spirit of Sport open to subjective
notions. As Lambelet Coleman et al. (2006, p. 3) point out:
If “the spirit of sport” is going to be a standard for banning a
substance or method, it must be deﬁned in a way that permits
fair and consistent application. It is neither fair nor consistent
to deﬁne the term in a way that authorizes the arbitrary application of an ambiguous term that provides no guidance at all in
establishing the line between virtue and its opposite.
Arguments made for or against the inclusion of illicit NPED on
the WADA Prohibited list can thus neither be conﬁrmed nor denied
on a consistent basis using this criterion, which raises important
practical issues regarding WADA’s deﬁnition of doping (Beamish &
Ritchie, 2006; Gardiner, 2012). Thus, rather than advocate for the
use of Spirit of Sport, we outline how strengthening the commitment to the health criterion may be more fruitful. In particular, it
aids in aligning WADA’s mission with public health agendas.

4.1. Strengthening the health criterion and its public implications
As stakeholders from governments and sports agreed to WADA’s
establishment, the agency has a mandate to regulate substances in
sport on both normative and health grounds (Gardiner, 2012; Smith
& Stewart, 2008). Moving away from the current ambiguities of
the Spirit of Sport in favour of concentrating on the performance
enhancement and health criteria offers one way for WADA to more
clearly explain which substances it regulates. It is also arguably
necessary to reinforce why the agency’s mandate includes regulating the use of illicit NPED. In so doing, this concentrated focus
reﬂects how anti-doping administrators already frame their mission: as supporting the integrity of competition and counteracting
doping as a public health concern. For example, at the 2012 symposium on Doping as a Public Health Issue, WADA Director General
David Howman characterised doping as a “problem that permeates other areas of our society,” one that is linked to broader social
issues around public health (Howman, 2012). IOC President Jacques
Rogge shares this stance: during a speech at the 2007 World Conference on Doping in Sport, he explicitly aligned WADA’s mission
with public health campaigns.
In terms of achieving regulatory consistency, explicitly articulating this stance not only moves towards clearer criteria, but
also towards a more “mutually supporting whole” (Battin et al.,
2008, p. 23). Centralising the public dimension of health as a priority is pursuant to WADA’s objectives of harmonisation directly
aligns with the missions of its partners, which include the World
Health Organisation (WHO), INTERPOL and the United Nations
Educational, Scientiﬁc and Cultural Organisation (UNESCO). Representatives from these organisations attended the aforementioned
symposium on Doping as a Public Health Issue, and the WHO has
classiﬁed doping as a public health issue (O’Connor, 2012). UNESCO
has also announced a uniﬁed list of prohibited substances in sport.
The list, which came into effect in January 2013, mirrors WADA’s
Prohibited List (Whittle, 2013). Rendering these shared concerns
around public health explicitly reinforces how bans on illicit drugs
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in sport are consistent with WADA’s commitments to its regulatory
partners.
More speciﬁcally, a focus on individual athletes’ and public
health requires considering whether or not current rules actually
promote health in relation to sport. Beamish and Ritchie (2006)
make a compelling observation that advances in anti-doping
detection mechanisms and surveillance strategies have incentivised innovations to avoid getting caught, which have made some
PED more dangerous for athletes. Also, sanctioning athletes from
sport for using illicit NPED without providing substance abuse
support can actually put them at further risk of abuse, especially
if sport provides them a stabilising or supportive environment
for users. Punishment reinforces the stigmatisation of drug use
without encouraging its treatment, a stance that counters other
public health agendas in the area of illicit drug use (Stevens, 2011).
Rather than addressing and counteracting the harmful effects of
drug use, WADA’s approach can actually exacerbate risks endured
by athletes. In contrast, drawing upon public health approaches
to drug abuse requires ﬁrst, as Stevens (2011, p. 15) explains,
“disentangling the harmful effects of drug use from the deleterious
consequences of drug control.” Only from there can regulators
begin to evaluate how to effectively treat the varying kinds of drug
use in sport.
If regulators take seriously the differential reasons for athletes’
motivation to use PED versus illicit NPED, it is clear that distinct
regulatory responses are necessary. Some scholars have already
proposed a harm reduction approach to the issue of drug use in
sport, which has proven both feasible and cost effective in counteracting illicit drug use in other spheres (Kayser et al., 2007;
Kayser & Smith, 2008). Proposed changes to the WADC offer spaces
to address these issues, but, thus far, do so in a limited way.
For instance, one proposed change would “allow the Athlete the
opportunity to participate in a programme of rehabilitation, at the
Athlete’s expense, in lieu of an appropriate part of the period of
Ineligibility which would otherwise be applicable” (WADA, 2013).
While this recommendation partially recognises that rehabilitation
may be necessary for some athletes’ drug use, this change puts the
expense onto the athlete (who may not be able to afford it) and reiterates that the athlete is responsible for his or her drug use, negating
the broader conditions that contribute to abuse, some of which may
be sport speciﬁc in nature. Both current rules and proposed changes
to them therefore still fail to provide scope to accommodate a more
holistic approach to health-related concerns.
WADA’s stance thus remains problematic, given the fact that
the WADC and anti-doping regulators advocate that regulation promotes ethical and communal social values. Removing the Spirit of
Sport criterion does not negate WADA’s normative claims to protect the integrity of sport; rather, it enables to the agency to focus
more explicitly on making stronger connections with other public health agendas to make sport healthier for athletes. As sport
is an inherently risky endeavour, a harm reduction approach that
attends to athletes’ wellbeing would address the effects of regulation, aiming to reduce health-related risks, not exacerbate them as
current tactics have.

5. Concluding remarks
While there is evidence supporting the inclusion of many illicit
drugs on the Prohibited List, our aim in this paper is to highlight deeper regulatory inconsistencies to consider. Illicit drugs
may have performance enhancing effects and deﬁnitely can impact
health negatively, but the use of Spirit of Sport as a criterion is problematic. Although the concept may refer to an ideal of shared values,
the criterion itself is a practical shortcoming, because it complicates, rather than clariﬁes, why or how particular substances are
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on the WADA Prohibited List. This, a foundational problem, makes
it impossible to consider whether or not illicit NPED should be
included on the Prohibited List. By removing the Spirit of Sport criterion in favour of further emphasising the importance of the health
criterion, WADA and its stakeholders can better articulate decisions
regarding the inclusion of substances on the WADA Prohibited List
and redress inconsistencies embedded within anti-doping rules so
as to better (and more consistently) uphold these values in practice.
Although detailing what such regulatory reform would entail
is beyond the scope of this paper, it is worth noting that
a health-related emphasis would require re-examining punishment schemes. There are standardised sanctions for anti-doping
offences; however, they negate the fact that the use of NPED is a
fundamentally different offence than the use of PED on the basis
of the prongs used to determine what substances should be prohibited. Penalties under the WADC are based on the Strict Liability
Standard, which removes the need to prove “intent, fault, negligence or knowing Use on the Athlete’s part” (WADA, 2009, p. 19),
but modiﬁcations can be made if athletes can prove no fault or
negligence (in exceptional circumstances) (Orchard, Fricker, White,
Burke, & Healey, 2006, p. 133; WADA, 2009, p. 56). The purpose of
the Strict Liability Standard is to overcome the problem of proving
that athletes intended to cheat or avoid detection by taking advantage of the inexact nature of anti-doping science (Koh, Edwards,
Freeman & Zaslawski, 2012; Robinson, 2007). Not all anti-doping
violations necessarily reﬂect the intention to cheat, which is especially evident in most cases of illicit NPED use. Similarly, in a broader
societal context, different punishments are applied for criminal acts
depending on intent (Lippi, 2008).
WADA needs to better differentiate between deliberate and
unintentional violations in a way that demonstrates its commitment to protecting athletes’ health, doping-free sport and fair
play. In order to maintain a consistent sporting code regarding
drug use, both the language and enforcement of the WADC need
to reﬂect the differences between violations. Evaluations of current policy should address not simply whether more athletes are
“caught” doping, but whether or not policy outcomes support
or hinder WADA’s stated principles. Failing to do so undermines
the credibility of the reasons applied to guide and justify antidoping regulation. Rules that are not “defensible in both theory and
practice” challenge the integrity of the current anti-doping framework by potentially undercutting “its own cause – healthy and
honest competition and competitors – in the process” (Lambelet
Coleman et al., 2006, p. 2).
This is not to suggest the WADC is ineffectual or that WADA
should expand its regulation of illicit drug use; rather, it is to
highlight the need for clariﬁcation and better communication with
regards to why and how the governance of illicit drugs falls under
WADA’s jurisdiction. Remedying these inconsistencies provides
WADA an opportunity to reﬁne the application of the WADC so that
drug management, substance control policy and sanctions are just,
consistent, coherent and comprehensive. It also gives stakeholders
in the global sports community an opportunity to reﬂect on the
values WADA seeks to uphold and how they instil a duty of care.
Addressing the health of athletes is not simply punishing them for
drug use; rather, it requires a more holistic approach that considers the reasons for particular kinds of drug use among athletes and
provides responsive forms of assistance before the health-related
consequences become dire.
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