DRUGLINK

THE JOURNAL ON DRUG MISUSE IN BRITAIN . July/August 1991

Labour =

v Ease up on
cannabis

v/ Cautions for
repeat .offenders

v Mercy for courier
‘mules’

: v/ Syringe cleaning
supplies in prison

What Hattersley
means by harm-
minimisati
See page 6

LABOUR'S SAFER DRUG POLIGIES ~ MERSEY POLITICS
NO TIME BEFORE DEATH ~ POLISH LESSONS  SOLO OUTREACH

isdd e Institute for the Study of Drug Dependence, 1 Hatton Place, London EC1N SND

Vol 6 issue 4 » £2.50




ADVERTS
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SUBSTANCE MISUSE COUNSELLORS/THERAPISTS

SESSIONAL WORK WITHIN AYLESBURY YOUNG OFFENDER INSTITUTION

£25-£35 per hour/session

Aylesbury Vale District Health Authority non-statutory substance misuse agency, DRUGSTOP, is
managing a one-year contract to provide additional substance misuse counselling sessions to trainees at

the Young Offender Institution in Aylesbury.

DRUGSTOP would be interested in hearing from any trained and experienced counsellors/therapists who
might be interested in providing their services on a freelance basis for up to four sessions/hours a week.

We are particularly, but not exclusively, interested in hearing from counsellors/therapists who fall into

some, or all, of the following categories:

— Are BAC members and accredited or can show they are actively working towards accreditation.

— Are members of the BPS’s Special Group in Counselling Psychology and who possess a post-

graduate qualification in counselling.

- Have passed a BAC-recognised counselling course and therefore hold a diploma or similar

qualification in counselling.

— Have experience of counselling people with substance misuse problems.

- Possess awareness and sufficient knowledge of the issues around HIV and AIDS with regard to

substance misuse.

To obtain a job description or find out more telephone David Chandler on 0296 434432, or write to
DRUGSTOP, ¢/o BCAD, Bierton Road, Aylesbury, Bucks, HP20 1EU.

Closing date for applications 28th August 1991.
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AUTUMN TRAINING

Health and Legal Emergencies

A day course for drugs service workers who require a
basic knowledge on how to assess and deal with health
and legal emergencies

Winchester 30 September
Bristol 3 October
Mid Glamorgan 4 October

All inc. cost: £40 (non statutory) e £80 (statutory)

Court Report Writing
A two day residential training course for team leaders,
managers and staff in drugs and alcohol services.
Participants will learn to prepare, negotiate and deliver
effective court reports.

Oxford 14-15 October
Allinc. cost: £90 (non statutory) e £180 (statutory)

Drugs and the Law for Outreach Workers
A day session to explain existing law and legislative
changes, with particular reference to outreach work in
the drugs field.

London 7 November
All inc. cost £40 (non statutory) e £80 (statutory)

Harm Reduction: Professional Responsibilities
A day seminar for everyone engaged in drugs services
working with a harm reduction philosophy, to assess
the potential legal risks of current practice and to
organise accordingly.

Oxford October
All inc. cost: £40 (non statutory) e £80 (statutory)

For more information and booking forms, contact:
Alasdair Cant
Release - 388 Old Street - London EC1V 9LT
Tel: 071-729 5255
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At the sharp end

HIV positive and addicted. On page 8 the story of a mother dying from
AIDS, unable to legally obtain the drug of her choice in the last
months of her life. On page 11, why she and others like her need
specialised services to plug the gap left between HIV services and drug
services. it’s a problem that’s bound to grow.

TALKING POINT
NO TIME BEFORE I DIE

Dying from AIDS, Andria Efthimiou’s friend and client sought the heroin
prescriptions that might have given her and her young daughter time together
before she died.

PRACTICE NOTES
OUT ON YOUR OWN: MAKING S0L0 OUTREACH WORK

As Keith Bolton and Sue Selleck found, it’s not impossible but it does take a
heavy dose of lateral thinking.

PLATFORM
FALLING THROUGH THE MUDDLE

The view from Mainliners, Britain’s major national organisation catering
specifically for the needs of HIV positive drug users.

EATURE
FSIIPPlY AND DEMAND: LESSONS FROM POLAND

Contrast and compare and draw lessons— How Poland’s responsive home-grown
heroin industry worked where the ‘British system’ failed. Peggy Watson explains.

PRACTICE NOTES
LAW IN PRACTIGE 3: DETENTION AND QUESTIONING

More real-world guidance for drug users and drug workers from Jane Goodsir
of Release.

PLATFORM

DRUG POLITICS IN LIVERPOOL

The descent to dirty tricks in the city council’s undeclared war against ‘pragmatic’
health authority initiatives. Part two of Allan Parry’s personal account.

Judge Pickles fails to impress Labour or Conservative: steady-state seems the
likely outcome for drug policies, whichever wins the election. More local
politics from Liverpool where they do it in style — nasty as well as nice. And if
your local clinic turns away non-residents, perhaps they should think again.

LISTINGS
Publications. Meetings. Courses. Organisations.

Cover photo © Labour Party
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NEWS

Research backs fear of rehab closures
£60 million needed to meet anticipated demand

Widespread closures of residential
drug and alcohol projects can only
be averted if these are exempt
from the normal community care
funding arrangements due to come
into force on 1 April 1993, From
that date social security payments
to residents will be replaced by
local authority community care
budgets as the main funding
source for rehabs.

Researchers at Turning Point
have established that just one in
five referrals to residential projects
originate from the project’s home
local authority. The remainder are
often widely dispersed across the
country.

Forced to secure funding from
each resident’s home authority, the
fear is that agencies would run into
the bureaucratic nightmare many
currently face in securing ‘top-up’
funding.

Many local authorities are
unwilling to fund their residents
and those that do sometimes
require extensive paperwork. As a

result, top-up funding is sparse and
intermittent and seeking it makes
major administrative demands on
projects. Projects survive because
top-up from local authorities is
only a minor part of their income.
If these problems extend to what
after 1993 will become their main
funding source, then Turning Point
believe many will close.

The alternative promoted in A//
Change after the DSS, a joint
Turning Point/SCODA/Alcohol
Concern report launched at the
House of Lords on 16 May, is for
the local authority hosting the
rehab to fund all the project’s
residents, regardless of where they
came from. To do this the
authority would be given a slice of
the government allocation for drug/
alcohol community care based on
the number of beds in the project.

Turning Point’s research has for
the first time given a basis for
estimating how big that allocation
will need to be. A survey of all 97
registered drug or alcohol residen-

tial services known to be operating
in England and Wales in 1989/90
estimated that by 1993 these
would need a minimum £15
million to replace current social
security payments.

However, this would merely
maintain existing provision and
occupancy levels. In 1989/90
nearly 20,000 people identified by
referring agencies as in need of
residential care were referred to
drug or alcohol rehabs, but just
5000 became residents. Meeting
this excess demand for places
might require as much as £60
million to be made available to
local authorities by central
government.

B ALL CHANGE AFTER THE DSS.
Executive summary £1.50.
Available from Linda Hunt,
Turning Point, 401 Backchurch
Lane. London ECIA, phone 071-
702 2300.

Prevention measures fail to stop HIV in injectors
spreading ‘more rapidly than was thought’

Disturbing new findings suggest
there is already a significant pool
of HIV-infected injectors and that
high-risk behaviours continue at a
level that threatens further spread.
The Centre for Research on
Drugs and Health Behaviour found
that nearly 13 per cent of injectors
interviewed last year in London
were carrying the virus. Most of
the 534 injectors were injecting
heroin but not in treatment. Nearly
half had shared needles in the past
six months although 80 per cent
had a source for clean syringes.'
Presenting the findings to the
7th International Conference on
AIDS in June, researcher Adam
Crosier said the implication was
that “despite... free needles and
condoms, spread of HIV must be
continuing regardless and more
rapidly than was thought™.
Another group from the Centre
for Research has for the first time
confirmed the suspected high
levels of HIV infection among
drug users in prison. Rebuffed by
the Home Office, Paul Turnbull
and colleagues were funded by the
AIDS charity AVERT to interview
ex-prisoners within three months
of their release.?
The sample of 452 ex-prisoners

from across England included 168
drug injectors. Over 10 per cent of
injectors who provided a saliva
sample were infected with HIV.
Among the 45 women the
infection rate reached 15 per cent.

Fifteen of the 19 HIV-positive
ex-prisoners in the whole sample
were drug injectors. One had
injected five times while in prison,
cach time re-using uncleaned
syringes and each time passing
them on for further re-use.

Once out of prison, sharing
syringes was rare among those
HIV-infected, but most had
unprotected sex.

Over a quarter of injectors
injected in prison and of these
nearly three-quarters had shared
syringes. Effective cleaning
methods — bleach or boiling — were
rarely used. Both in and out of
prison, hot water — an ineffective
technique — was most common.

With the results of an Institute
of Psychiatry study,’ these findings
suggest that English and Welsh
prisons house 250-300 HIV-
positive drug injectors, compared
to the known total of 52 among all
prisoners in 1990/91. The Institute
estimated there may be around
4000 drug dependent prisoners of

whom two-thirds had previously
injected. An earlier study found
that nearly a quarter of female
prisoners were drug dependent at
the time of their offence.
Anonymous screening of
women attending English ante-
natal clinics in 1990 found that in
inner London [ in 500 were HIV-
infected, but infection rates were
practically zero in the handful of
provincial clinics in the study.’
Patients at six genito-urinary
clinics were also tested showing an
overall 2 per cent HIV infection
rate, rising over 4 per cent among
those identified as drug injectors.
In London, 1 in 90 of heterosexual
male GUM patients were infected.
Evidence of HIV spread among
heterosexuals in London spurred
Minister of Health Virginia
Bottomley to announce she will
lead an AIDS Action Group
targeting high prevalence areas.
1. Stephens S. er al. Paper presented at 2nd
International Conference on the Reduction
of Drug-Related Harm, March 1991,
Guardian, 18 June 1991.
Personal communication from the authors.
2. Turnbull P.J. ef al. Prisons, HIV and
AIDS. AVERT, 1991,
3. Maden A. “Drug dependence in
prisoners.” B.M.J.: 1991, 302, p.880.

4. Department of Health. Press Release HO1/
226, 17 May 1991.
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B Who'’s in charge at ISDD?

Like most charities ISDD’s work

is overseen by a voluntary

management committee (we call

it the *Council’) which in our

case is independent of govern-

ment or any other external

agency. So who are they?

Chair; Dennis Muirhead,
solicitor

Treasurer: Richard Parish,
Barclays Bank

Councillors:

Dr Thomas Bewley, psychiatrist

Ivor Gaber, Lecturer, Communi-
cations Dept., Goldsmiths’
College

Dr Andrew Herxheimer, Clinical
Pharmacologist, Dept. of Phar-
macology, Charing Cross and
Westminster Medical School

James Les Kay, Director,
Healthwise, Liverpool

Dr Anne Johnson, Epidemiolo-
gist, Dept. of Genito-urinary
Medicine, Middlesex Hospital

Dr Susanne MacGregor, Reader,
Dept. of Politics and Sociol-
ogy, Birkbeck College

Professor Gerry Mars, Manage-
ment School, Cranfield
Institute of Technology

Valerie Morrison, Research
Fellow, Alcohol Research
Group. Edinburgh University

Janet Paraskeva, Director,
National Youth Agency

Kamlesh Patel, Deputy Coordi-
nator, Bridge Project, Bradford

Professor Geoffrey Pearson,
Dept. of Social Work,
Goldsmiths® College

Commander Roy Penrose,
Metropolitan Police

Professor Gerry Stimson, Centre
for Research on Drugs and
Health Behaviour

Dr John Strang, Bethlem Royal
and Maudsley Hospitals

Dr Maryon Tysoe, psychologist
and author

B Who's asking what questions
about drug misuse in Britain?
Drug Questions gives the
answers — this research directory
is one of those unpretentious
products worth more than a pile
of glitzy “packs’ to people
interested in talking to other
people in the same line of
business. Order issue five now
from ISDD — £10 inc. p&p — and
help us compile issue 6 — see the
flyer in this issue of Druglink.
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Cabinet upgrade
for drugs issue

At the Parliamentary All Party
Drug Misuse Group in March,
Home Office Minister John
Patten revealed that a Cabinet
drugs subcommittee had been
established reporting directly
to the Cabinet.

This meant “drug abuse was
now being seen as a much
more important issue,” he
explained. The subcommittee
supersedes the Ministerial
Group on the Misuse of Drugs,
which since 1984 has handled
interdepartmental coordina-
tion of drug policy. It is
chaired by the Home Secretary
as opposed to the junior
ministers who previously
chaired the Ministerial Group.

Broadly the same personnel
and departments are involved,
but the secrecy surrounding
Cabinet subcommittees means
its operations are unlikely to be
as public as those of its
predecessor.

NEWS

Court criticises drug valuations

The Court of Appeal has ruled that
prosecutors must take greater care
in ensuring that a correct assess-
ment of the value of seized drugs
is put before the courts, after
accepting that in a recent case the
value had been inflated by over
100 times. Valuations of drugs
have been a bone of contention
since the introduction in the 1983
‘Aramah’ case of sentencing
guidelines based partly on the
‘street value’ of seized drugs.

Drugs services often have
excellent information on local drug
prices, purity levels and general
patterns of drug use. If this were
routinely available to sentencers,
a more accurate and accountable
picture of drug prices might
emerge in court.

In June the Appeal Court' heard
that two defendants had been
sentenced to eight and twelve
years on the basis that they had
imported heroin with an estimated
street value of £500,000.

They were arrested with 1,236
grams of powder containing only

1 per cent of heroin. The value
estimate put forward by the
prosecutor was arrived at by
applying an ‘average’ street value
per gram at ‘average’ purity levels.

A standard multiplier was then
applied, on the basis that drugs are
always further ‘cut’ or adulterated,
increasing profits.

But after hearing evidence from
Release and other drug services
the Court of Appeal accepted that
the actual value was between
£2.400 and £4,000, over 100 times
less than the original estimate. As
a result the sentences were cut to
five and eight years.

This case illustrates the problems
facing courts in assessing street drug
values when relying only on evi-
dence from prosecutors or police.

Current prosecution valuations,
if unchallenged, often fail to
reflect the fact that supply, demand
and purity levels in the illegal
drugs market change from day to
day and from area to area.

Jane Goodsir, Release
1. R. v. Afzal and Arshad, 1991.

Pickles fillip for legalise lcbby

Judge Pickles delivered his
anticipated ‘verdict’ in favour of
legalising drugs in BBC2’s Byline
programme broadcast on June 1.
For Britain’s would-be
legalisers the judge’s public
recruitment to their cause could be
a significant PR coup. His present-
ation as an open-minded observer
simply convinced by the ‘evi-
dence’ may have helped legitimise
public debate on the issue.
A major article in the Times
(6 June 1991) argued that “until
recently” public discussion on the
issue has been “resistant to
reason... With Judge Pickles on
side, how much longer will
politicians be able to claim that
public opinion would not stand
any loosening of the drug laws?”
Reacting to Pickles’ appearance
on the Wogan programme on 5
June, Home Secretary Kenneth
Baker took a full page in the Mail
on Sunday (9 June) to explain why
he would not countenance
cannabis legalisation. He took the
trouble to address the medical and
social arguments in unusual detail.
Labour’s independent weekly
Tribune (7 June 1991) sided with
Pickles, arguing for complete
cannabis legalisation as a more
coherent option than merely
decriminalising possession.

Three days after Pickles’
broadcast, Professor Griffith
Edwards of the Addiction Re-
search Unit in London delivered
an uncharacteristically vehement
public denunciation. Billed as the
“strongest counter attack on the
‘legalise drugs’ lobby yet heard in
this country”, the eminent
psychiatrist and researcher argued
easier availability would mean
more addicts using higher doses.

Despite their renegades,
government and opposition are
officially united in their determina-
tion not to weaken the drug laws.
Neither the voters nor recent
expert opinion give the politicians
much incentive to change their
minds.

While there is some evidence of
public support for Judge Pickles’
starting point — that enforcing anti-
drug laws can’t reduce the drug
problem — this has not generated
significant public support for
scrapping those laws.'

The latest expert advice to
government also gives no credence
to legalisation calls. As predicted
in Druglink (January/February
1991), the prestigious Justice
committee, British section of the
International Commission of
Jurists. contented itself with
recommending that cannabis be

demoted to class C of the Misuse
of Drugs Act.?

Their recommendations stop
short of those made over 12 years
ago by the Advisory Council on
the Misuse of Drugs.* The council
also called for cannabis to be
demoted to class C, but coupled
this with a call for magistrates’
courts to be unable to imprison for
cannabis possession.

Like Justice, the ACMD were
aware that reducing penalties
would mean cannabis possession
was no longer an arrestable
offence. Unlike Justice, they were
not convinced that this would
present the police with practical
difficulties justifying the retention
of arrestability.

The two voluntary sector drugs
field organisations represented on
the Justice committee both
dissociated themselves from its
findings. SCODA and Release
condemned the proposals as a
“fudge” that would in practice do
little to reduce the severity of
sentences for cannabis offenders.
L. Gallup. Gallup political index. September
1989, Survey for Miller Lite. Spring 1989.
2. lustice. Drugs and the law. London:
Justice, 1991.

3. ACMD. Report on a review of the
classification of controlled drugs and of

penalties under schedules 2 and 4 of the
Misuse of Drugs Act 1971. ACMD, 1979.

M Justice’s proposal to distin-
guish ‘social’ supply of drugs
from supply for gain could have
practical benefits for Britain’s
drug users.! The fact that a
drug user passing a small
quantity of a class A drug (such
as LSD or heroin) to a friend
faces a theoretical maxi-mum
sentence of life imprisonment
and stigmatisation as a ‘pusher’
has long been considered a
major anomaly in the Misuse of
Drugs Act.

L. Justice. Drugs and the Law. 1991.

B In April Home Secretary
Kenneth Baker announced that
the UK’s share of assets confis-
cated under international
agreements will be fed into a
fund to support drugs work here
and abroad.! Also to be chan-
nelled through the fund are
rewards from other countries for
help received from UK enforce-
ment agencies, such as the recent
$3 million from the USA.
Previously the fund only support-
ed international police investiga-
tions. The new fund becomes
operational in April 1992.

1. Kenneth Baker's speech to ACPO
Conference, [8 April 1991,

H The latest report from the
group monitoring solvent
misuse deaths estimates 113
died after sniffing solvents in
1989, meaning deaths have
exceeded 100 each year since
1985.! Gas fuels (mainly
butane-containing lighter
refills) accounted for 50 per
cent of deaths in 1989 com-
pared to on average 33 per cent
in the previous six years.
Emphasising the dangers of
experimentation as well as
long-term use, the researchers
say nearly a fifth of deaths
since 1971 were in people
thought to be first-time users.
i. Wright S.P. et al. Trends in deaths
associated with abuse of volatile

substances 1971-1989. St George's
Hospital Medical School, 1991.

B After 6 weeks Britain’s first
drug-agency based information
and advice service on the use of
drugs in sport has received 75
enquiries and seen 15 people all
of whom injected steroids. Mersey
Drug Training and Information
Centre’s (MDTIC) new service is
staffed one evening a week by
nurse volunteers including a
member of the British Olympic
rowing team. Callers so far have
been concerned about the health
side-effects of steroids, including
HIV, rather than dependence.
More information from the
MDTIC on 051-709 3511.
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Labour minimises electoral harm

Offering a presentable face to the
electorate, while attracting
sympathetic professional advisers
with hints of a more *“progressive”
post-electoral approach, appeared
to be the main preoccupations of
the Labour Party at their Drugs
Policy conference on the 18 June.

Excised from the consultation
paper presented to the meeting
were references in earlier drafts to
directing enforcement agencies to
prioritise “dangerous class A
drugs”. Enforcing anti-cannabis
laws 1s “not the most sensible use
of scarce resources”, the drafts
explained.

Gone too were specific references
to cautioning being appropriate for

offenders found in possession of
small quantities of drugs, even on
their second offence.

Of considerable concern at the
meeting was the dropping of any
commitment to direct HIV
prevention measures in prison,
such as making cleaning equip-
ment available. Earlier hints of a

softer approach to “naive couriers”

used by traffickers as ‘mules’ to
carry drugs into Britain were also
missing,

A drug worker recruited to help
Labour develop their policy was
told Shadow Home Secretary Roy

Hattersley agreed to all these points

in principle, but had them deleted
as potential electoral liabilities.
At the conference Hattersley
explained Labour “does not
support decriminalisation of so-

called soft drugs because this
would soften the climate of
opinion against other drugs”. On
HIV prevention in prisons, he
would “not be prepared to do

anything which condones or might

be seen as condoning the use of
drugs in prison”.

What remained in the consulta-
tion paper will to most eyes be

barely distinguishable from current

Conservative government policy.

Summing up, SCODA Coordinator
David Turner called it an “extraor-
dinarily conservative document for

the Labour Party™.

Barry Sheerman — Labour’s
front-bench Home Affairs
spokesperson —explained that
cannabis law reform and syringes
in prisons “are not the issues to
raise in the run up to an election”.
Hinting of a rethink once securely
in office, he said “there is more
than one way to arrive at a
progressive policy™.

In the meantime both Labour
and Conservative parties are
gravitating towards an apolitical
consensus on the need for a multi-
agency approach geared to HIV
prevention as well as to reducing
drug use. Both have firmly closed
the door on the potentially vote-
losing law-reform debate.

The only distinctively Labour
clements in the consultation paper
were references to what Hattersley
called the “undeniable” link
between drugtaking and urban
deprivation, and an argument

against legalising drugs because
this “would be a disaster for third
world economies” as big business
displaced peasant farmers.

One clear threat for the drugs
field, which has flourished under
the Conservatives, is that once in
office Labour will treat drug
problems as merely a symptom of
urban decay, and redirect re-
sources to dealing with what they
see as its root causes.,

The major plus point must be
that the party that may form the
next government is taking drugs
seriously enough to treat it as a
distinct element in their home
affairs policy-making.

The consultation document talks

of “treatment on demand” with
central guidelines on the range of
services to be provided locally,
including maintenance prescribing
and syringes for those unable to
stop using drugs.

On criminal justice, cautioning

is supported plus heavy reliance on

voluntary or probation-supervised
treatment options for convicted
offenders. There is a commitment
to end the segregation of known
HIV-infected prisoners and to
provide addiction treatment
services in prison similar to those
outside, including methadone.

1

M DRUGS: A CONSULTATION
DOCUMENT. Contact the Labour
Party on 071-701 1234.

Injuries blamed on ‘abuse-resistant’ drug

Workers at the busy Cleveland

Street needle exchange in central

London believe the new ‘abuse-
resistant’ gel-filled temazepam
capsules manufactured by
Wyeth and Farmitalia may have
caused a rash of serious physical
damage among their clients.
Suzi Bernard, coordinator of
Bloomsbury and Islington’s
Harm-Minimisation Service,
says that since March eleven of
the exchange’s clients have had

to be sent to hospital after inject-

ing the contents of the capsules.
Gel-filled capsules replaced
the liquid-filled capsules, which
especially in Scotland were
commonly broke open and the
contents injected. The idea was

to make it harder for the drug to

be prepared for injection, but
soon drug users discovered that

merely heating the gel liquifies it
sufficiently for injection.

Clients and workers in some
London projects believe that
after injection the temazepam
mixture can ‘re-gel’, obstructing
blood flow. In five weeks at
Cleveland Street three clients
had to have parts of their limbs
removed and two suffered

gangrenous fingers, which in one

case will result in loss of the
fingertips.

The problems developed
within hours of injecting gel
temazepam. With the earlier
liquid formulation abscesses
were not uncommon but serious
damage of this kind was rare.

Evidence for the re-gelling
theory comes from a letter
published a year ago in the
Pharmaceutical Journal (9 June

1990) which said liguified gel
temazepam re-gelled as it cooled
to either 35°C or 37°C, depend-
ing on the make — 37°C is body
temperature.

Manufacturers Farmitalia,
told Druglink that once dissolved
into the bloodstream it was not
possible for the gel to ‘regroup’
and form a clot. But a spokes-
person did admit it was “*just

possible” that the high molecular

weight solvent used to create the
gel might trigger clot formation
more readily than the low
molecular weight solvent used in
the liquid-fill capsule.

However he had no evidence
that the new temazepam
formulation was causing more
problems on injection than the
old — which itself was unsuitable
for injection.

M A new information exchange
and debating network for
people working in the addic-
tions field in the British Isles
was launched on 7 June. The
Addictions Forum has re-
cruited major figures in British
drugs research and training to
its steering group. The new
organisation has been seen as a
direct rival to the London-
based Society for the Study of
Addiction which is seen as
being heavily biased to psychi-
atric research and practice.
More information from Dr
Martin Plant, 031-447 2011.

M Financial crisis has forced the
drug agency behind the lnterna-
tional Journal on Drug Policy to
seek a commercial publishing
home for the journal. The Mersey
Drug Training and Information
Centre hope to maintain the
Jjournal's radical stance, though
whether they will retain editorial
control is unclear. Apart from
Druglink, the journal is Britain’s
only national non-academic drug
misuse magazine.

B Evidence of past or present
hepatitis B infection was found
in a third of the 1275 saliva
samples taken from drug
injectors attending a range of
drug services across England
and Wales in 1990.' But the
Public Health Laboratory
Service comment that infection
was found less often in people
who had started injection after
1985 (22 per cent) compared to
those whose injection career
began in the early '80s when
hepatitis B infection was high
{42 per cent). Around 1 per
cent of the 1421 samples tested
for HIV showed evidence of
infection.

L. PHLS. Communicable Disease Report,
21 June 1991.

B Scottish Minister for Health
Michael Forsyth has reversed his
opposition to pharmacists
supplying free syringes and
needles, which until now has
prevented the development of
pharmacy-based syringe
exchanges in Scotland. In March
he announced that in 1991/2
£130,000 would be available to
fund pharmacy-based ex-
changes.' His announcement
followed a similar one by Health
Secretary William Waldegrave
covering England, where £1.3
million will be available to fund
pharmacy schemes.’

L. Pharmaceutical Jowrnal. 23 March
1991, p.354.

2. Pharmaceutical Jonrnal, 23 February
1991, p.224,
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NEWS

Self-referral drug clinics
exempt from internal market

Drug dependency clinics which
allow self-referrals must accept
patients from other districts in
the region regardless of whether
the patient is self-referred or
referred by their GP. Clinics
may ration slots on the basis of
staffing or funding but should
not refuse to accept patients
merely because they reside in
another district.

This appears to be the effect of

little-known regulations imple-
menting the NHS and Commu-
nity Care Act which came into
force on 1 April. Known as the
“Functions Regulations”,’ these
exclude self-referral clinics from
the change over to districts
securing the provision of health

services to their residents. For
self-referral clinics, districts
must continue to accept all-
comers. The same applies to
AIDS and HIV services, whether
self-referral or not.

In at least one region these
regulations have been interpret-
ed as meaning that self-referral
drug misuse services must treat
“all those who wish to avail
themselves of the service irre-
spective of district of residence”.
In this region the RHA has
promised to adjust each district’s
financial allocation accordingly.
1. NHS Management Executive. National
Health Service Act 1977. Directions to
authorities in relation 1o the exercise of
funcrions. EL (91)45, 18 March 1991.

4000 ext 315.

l W Phone Mainliners on 071-274

‘How to do it’ anti-HIV posters

Mainliners, the national service for
HIV positive drug users and ex-
users, believes its four new HIV/
AIDS and drugs information
posters break with previous
campaigns by directly providing
information. The emphasis is on
the practical steps injectors and
sexually active youngsters can take
to protect themselves from HIV.

Two of the posters advise on
how to clean and dispose of used
injecting equipment instead of
simply trying to persuade injectors
not to share. The intention is that
the posters should be displayed not
just in drug agencies but in
colleges, GPs’ surgeries and other
public places. One aim is to get
information to injectors not in
contact with drug services.

‘No retreat’ claim Mersey drug workers

Mersey’s future as an influential
test-bed of new approaches to
drugs and HIV seems in the
balance. Suggestions in the last
issue of Druglink that Mersey
RHA was now reining in its harm-
reduction work have been denied
by workers in the region. Well
known figures in the field said
there was “no evidence” of a
retreat, citing developments in the
Wirral as evidence of continuing
innovation (see below).

In the last half of the '80s
enthusiastic middle managers were
given their head with the backing
of Mersey RHA s chair Sir Donald
Wilson, a Thatcher supporter for
whom being at the cutting edge of
health service privatisation went

hand in hand with an equally
innovative approach to HIV
prevention.

In this issue of Druglink Allan
Parry, the region’s former Drugs/
HIV Coordinator, argues that
political pressure on Sir Donald
became overwhelming when on
television in 1990 a DoH official
supported the prescribing of
smokable cocaine in Mersey
clinics. At the same time Margaret
Thatcher’s government was
hosting a high-profile intemational
anti-crack ‘summit’.

From that point on, what had
been a vicious war between the
Muilitants on Liverpool City
Council and the RHA
‘progressives’ appears to have

become a battle within the health
authority, with the previously
unchecked safer drug use advo-
cates being brought to heel by their
until then only nominal bosses.

Claiming that “nothing has
changed but the rhetoric”, a
Mersey RHA spokesperson
explained that “we’ve had people
involved in minority projects
who’ve spoken as if these were the
whole of Mersey’s policies”. RHA
officials had been “actively
promoting drugs — that was never
our policy and should never have
been presented as our policy™.

But the most recent statistics not
made public by the RHA show
most outreach workers in the
region contact less than one new

Britain’s first GP drug clinic opens in Wirral

In April Britain’s first GP-staffed
drug dependency clinic opened in
the Wirral in Merseyside. Instead
of a consultant psychiatrist, the
service’s medical director is a GP
who had previously treated drug
misusers in his surgery. Other GPs
are employed on a sessional basis.
Health authority statf and workers
seconded from other agencies
complete the complement.
Heading the service is ex-nurse
Steve Dalton. He explains that the
local family health service author-
ity — which funds general practice
— agreed to pay the new centre’s
drugs bill and medical staff’s
salaries on the basis that it offered
a primary health care service
effectively centralising the drug-
related work of the district’s 186

GPs. The GPs benefit from now
having a referral option for drug
users turning up at their surgeries.
Elsewhere in England attempts
have been made to persuade
FHSAs to fund addiction treatment
prescribing bills to sidestep the
financial constraints on health
authorities, but in Wirral the FHSA
was a willing partner. Their annual
drugs/dispensing bill from the new
service could reach £700,000.
Faced with the escalating costs
of not having a local drugs service,
Wirral District Health Authority
agreed to fund non-medical costs.
In a single year the district housing
John Marks’ clinic sent the
authority a bill for £250,000 for
the treatment of 84 Wirral
residents. These patients are now

being referred back to Wirral with
the promise that they will receive
the same prescription.

In a highly unusual move, the
Home Office is to license the GP
heading the service to prescribe
heroin, enabling him to continue
the treatment of patients being
prescribed injectable or smokable
heroin.

One advantage of the primary
health care approach is the
integration of general medical care
with dependency treatment. In
August a women-only service will
offer obstetric treatment from the
same site. Wirral’s drug service
also offers mobile and office-based
syringe exchange and conducts
effective outreach work in the
area.

injector a month, while just 5 per
cent of new clinic patients are
prescribed injectables — signs to
some that the policies which kept
Mersey at the bottom end of the
HIV infection league are withering
from neglect.

Jeremy Clitherow, the pharma-
cist behind the Reefer Project,
intended to use an RHA grant to
develop techniques for the
production-line manufacture of
smokable heroin cigarettes as an
alternative to injectables.

Despite being told there was a
“91 per cent” chance of its being
returned, it now seems that the
£40,000 recouped from the project
by the RHA will not be re-
allocated. RHA officials say it was
only for a clinical trial which
ended with inconclusive results.

Whether such developments
herald a retreat from the ‘extreme
pragmatism’ of Mersey's drug
policies in the growth years of the
mid-'80s is hotly contested.

So highly charged are the
politics of drugs work in the region
that none of Druglink’s corre-
spondents were prepared to be
identified. Accusations of lying,
misappropriation of funds, drug
use and dealing by officials,
threats of physical violence and
intimidating late-night phone calls
are the order of the day.

Those still reliant on health
authority patronage are unwilling
to threaten their patients’ or their
own futures by speaking out, while
others are forbidden to do so. Even
official spokespersons prefer to
speak off the record.
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TALKING POINT

% Protecting her from a lifetime
of addiction was hardly the issue *

NO TIME BEFORE I DIE

NEARLY TWO YEARS ago I was
asked to meet an old friend in London

Andria Efthimiou

Dying from AIDS, aprescription
for smokable heroin could have
allowed an addict mother devote

In this case it was a singularly inap-
propriate attitude. Everyone involved

who had been diagnosed as having de-
veloped AIDS. It was a painful meeting
at which she asked me to be her counsel-
lor/worker. AsI'd had aclose personal relationship with her
in the past, I felt this inappropriate, but offered to help sort
out any practical issues. Being the respectful and insightful
woman that she was, she accepted this was reasonable.

She was a committed heroin smoker, but her treatment
consisted of oral methadone prescriptions — not enough to
prevent her using the illicit market to get the drugs she felt
she needed. Soon after we met she asked me to investigate
the chances of her being prescribed opiate reefers before she
died. When we met in the hospital she was fighting a bout
of tuberculosis; I thought she might die within two years —
she died two months ago.

We discussed obtaining a reefer script at great length and
on many occasions. Her argument was that she wanted to
spend some “quality time” with her 8-year-old daughter
before the virus finally debilitated her completely. Her
daughter also was “angry that mummy and me can never
spend any time together”.

Assessing with the individual their needs and then trying
to meet them is for me the only way to work. Butin this case
there was more. As far as my client (and I) were concerned,
in her present health and family circumstances, she had a
positive right to her drug of choice before her death. What
she wanted was the chance to getaway from the illegal street
scene; it was too distracting, and there were so many
practical things to do, not least of which was to organise
custody of her daughter in the event of her death.

Not long before we met the Advisory Council on the
Misuse of Drugs had produced its AIDS and Drug Misuse
Part I report calling for innovative strategies to tackle HIV
among drug users. Despite this it seemed that only a few
clinics in Merseyside included heroin reefers among their
prescribing options. For several months [ liaised with
workers from London and Mersey, trying to establish
whether it would be possible for my client to be referred to
a doctor in London who could prescribe her reefers. Even-
tually I was referred to a doctor in a

her last months to her daughter.

with my friend and client must have
known she was dying from AIDS - it
was, after all, in her interests to tell
them and it was no secret from her family and friends.
Protecting her from a prescription-maintained lifetime of
addiction was hardly the issue. Oral medication would not
have ended her need to use the illegal drugs market.
Prescribing injectables would have been a retrograde step,
both in terms of her drug use and in terms of her HIV
disease. Moving from smoking to repeated injecting might
have hastened her death. Reefers seemed the obvious
choice for the prescription to see her through to her death.

But in the event she died having spent 14 months of her
last 22 fighting for her right to use her drug of choice.
Continued heavy involvement in the illicit market robbed
her of the chance to concentrate on herrelationship with her
daughter. The consequences will live beyond her —though
showing great dignity and self-possession way beyond her
years, her daughter will have to live with being doubly
deprived — of her mother’s life and of the part of it that
should have been hers alone.

The impact on my client and on her daughter was
enormous. It meant there wasn’t even the possibility of
them spending an hour a day together. Her daughter
explained: “Most of mummy’s day was stolen from us
because she had to keep going to get her drugs. [ was so sick
of it and I was so scared of losing her without knowing
her...”.

My friend was not alone in having unmet needs. From
the murderous and insane policies of New York — where
even clean syringes are denied injectors — to those for
whom harm reduction is the only approach, the individu-
al’s needs get lost in the general debate. As an HIV worker
I am acutely aware of the damage incurred to drug users
who continue to inject. Not everybody needs a prescription
of injectable heroin or of heroin reefers — but why are drug
users still having to fight for these options?

WHY DID MY client not have the time to organise for the
custody of her child? Why did she

London clinic who, like many in the
capital, was simply about ‘getting peo-

The author is Drugs Counselling Officer
at the Terrence Higgins Trust.

get given the run-a-round by the
medics when she was in the last year of
her life? |

ple off drugs’.
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PRACTICE NOTES

Out on your own:
making solo outreach

It was sink or swim when the
ex-clinic worker had
to outreach alone

An account is given of the tactics used to
increase the effectiveness of drugs out-
reach work in an area with only a single
employed outreach worker. Although
reassuring for the worker, too close an
association with office-based services
was counter-productive and instead a
community base was established. Use of
employment trainees and volunteers
from the drug using community helped
extend the work and proved therapeutic
for some of the current ‘street’ users.

Keith Bolton & Sue Selleck

Keith Bolton is Outreach Development
Worker and Sue Selleck is an Outreach
Worker at the North East Essex Drug and
Alcohol Service. They thank Peter Sternberg,
District HIV Worker, for his assistance.

FEW DISTRICTS outside major cities
employ more than one drugs outreach
worker. Many knowledgeable people be-
lieve such a set up is unworkable or at least
difficult, and perhaps dangerous. Having
been in just such a situation, I would like to
share some of the problems I experienced,
together with some of the ways I attempted
to overcome them.

When [ first took up post with the North
East Essex Health Authority, my desk was
in the main office in the drug centre. Initially
this helped me to feel at home in an
environment [ knew and feltcomfortable in.
Clinic attenders all seemed to speak well of
the centre so I felt I could ride on the back of
its success.

This proved to be my first big mistake:
the more [ got involved in outreach, the
more clients I came across who held very
strong negative views on drug services. As
soon as I was seen as part of the drugs team,
I found myself facing questions such as
“Why don’t ‘you’ give injectables/mainte-
nance/amphetamines/heroin?”, and I spent
a lot of frustrating time trying to answer
them.

[ also felt *caught between a rock and a
hard place’ when clients attending the drug
centre for oral methadone (so are not
supposed to be using other drugs) also
turned up at the needle exchange.

Although it was very tempting for me to
get involved in clinic work because of my
professional past and the need to do
something ‘useful’, [ began to recognise the
need to distance myself from the drugs
team.

But once I had distanced myself it was
not obvious where I should go and what to
dowhen | gotthere. I wenttowork every day
with my diary almost empty; my few
appointments were with other agencies, not
with drug users. It was obvious that I needed
some new direction to move in. These are
some that I tried to make single outreach
work.

work

Employment Training trainee. With no
money left for new posts there seemed no
chance of a second outreach worker, but
during a meeting at our local Employment
Training organisation the possibility of an
employment trainee was discussed. It seemed
unlikely that the organisation would offer a
suitable person, so I set about looking for
my own candidate.

The wife of a drug user in rehabilitation
had said she would like to return to work.
She had many attributes important in an
outreach worker: knowledge of the local
drugs scene and of drugs, a drive to help
people involved with drugs and an accept-
ing, non-judgmental nature. She could be
around drug use without being shocked and
her resistance to the temptation to use drugs
had already been tested.

ET training offered her £10 on top of her
income support plus a childminding allow-
ance of up to £50 for each of her two
children. Afterseven months’ training she is
now a full-time paid drugs outreach worker,
an appointment made possible by the
progress made while she was an ET trainee.

Moving base. In our main town most drug
use and drug dealing occurs inside houses or
flats, making initial contact with users more
difficult. Many of the area’s drug users lived
on alarge housing estate accounting for half
the drug centre’s new referrals, so we
looked for an easily accessible, user-
friendly base on the estate. A new commu-
nity resource centre was being set up by a
church-based organisation in a caravan
close to the estate’s main shopping precinct,
offering drop-in facilities using specialist
input from a variety of agencies.

Much to our surprise they showed great
enthusiasm about our involvement. The
caravan provided us with a fixed-site needle
and syringe exchange in the centre of the
estate close to a main methadone-dispens-
ing pharmacy, as well as an accessible base
towork from. All the staff including visiting
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specialist agencies helped in the exchange
when we were not there. This added
respectability to the scheme without putting
clients off.

However, our needle exchange became
busier and higher profile than we’d antici-
pated. This was thought to be to the
detriment of the other services. Also some
clients exhibited disruptive behaviour which
may have been accepted in an exchange
staffed by experienced workers but not in a
multi-functional centre. Eventually we had
to leave.

Syringe exchange packs. Despite ten
pharmacies and a fixed site open two
afternoons a week, we were still not
attracting enough syringe exchange clients.
Those who did attend mostly went to the
pharmacies, where all they took were
needles and syringes, declining condoms
and educational literature.

To attract more people and offer a more
comprehensive service, we devised a pack
system. Initially we developed ‘starter
packs’ consisting of a mixture of needles
and syringes, condoms, guidelines on safer
sex and injecting techniques, a mini
sharpspack, addresses for disposal of used
needles and syringes, and an order form for
the next issue.

Starter packs are held at mental health
units, social work departments, GU clinics
and accident and emergency departments.
These organisations are asked to ascertain
whether injectors they see use the syringe
scheme, and if not to offer them an
introductory pack. Similar packs are now
supplied by pharmacies instead of supply-
ing injecting equipment alone.

Nevertheless, about half of the clients

exchanging syringes still only attend the
pharmacies. One of the benefits of outreach
workers making up packs for the pharma-
cies is that we can use them to distribute
information to people we do not meet, with
a fair chance it will get into their homes and
be read by other drug users.

To attempt to avoid used equipment
being discarded when we are not around to
collect, the health promotion HIV worker
arranged with the council to install a ‘needle
dump’ in the public toilets on the estate. This
sealed disposal bin is fed by a chute large
enough to take a mini sharpspack but small
enough to prevent anyone retrieving dis-
posed equipment.

% With few maintained users
to draw on, we decided to
recruit ‘street’ users as
volunteers *

Outreach volunteers. Like many outreach
workers, | use drug users as informal
volunteers by asking them to take informa-
tion or deliver some needles and syringes to
a mate. With this in mind we decided to
embark on a more formal outreach worker
volunteer scheme.

The lack of maintenance treatment in our
district meant we had no pool of methadone
maintained users to draw on. To fill the gap
we decided to include current ‘street’ users
among our volunteers — a potentially
controversial step.

A detailed description of the scheme was
circulated to all relevant people including
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Making contact with stay-at-home
drug users can be a lonely business

drug service managers, police, the Director
of Public Health and-the area health
authority. No objections were raised.

Our recruitment campaign included let-
ters inour needle exchange packs, adverts in
the university magazine, and registering at
the volunteer bureau. We then held open
evenings presenting the scheme to all
interested parties. Interviews were held and
a member of the volunteer bureau helped in
the selection.

At the time of writing we are over half
way through training the second group of
volunteers. These groups are made of one
third current street drug users, one third ex-
drug users, and one third non-drug users.
The aim is:?

— to provide a balanced team approach;

— to aid credibility of the scheme among
Service users;

— to offer a consistent service (could be
difficult if only current drug users were
involved);

— to involve drug users in service planning
and provision;

— to have an in-built monitoring mecha-
nism within the team.

We seem rightly to have anticipated a
high drop out rate from the scheme: fromthe
first group of nine workers only four are left.
Being a valued member of an organisation
makes some users consider their situation
more seriously and gives them confidence
to tackle their own problems. This may
result in them leaving both the drug scene
and the volunteer scheme, perhaps meaning
we have to constantly train replacements.
But even those who have dropped out (par-
ticularly current users) apparently continue
to act as outreach workers, offering advice
and information to their peer group. |

1. Gilman M. “Reaching out or copping out.” SCODA
Newsletter: July 1989,

2. Stop the spread: addicts as outreach workers™ Mainliners
Newslener: 1990, 5, p.5.

3. Yates R, eral eds. Secing more drug users: owtreach work
and beyond. Lifeline Project, 1990.
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PLATFORM

% An AIDS trainer described drug users as
‘mad, bad and dangerous’ *®

FALLING through

the

MUDDLE

Mainliners Ltd

Can HIV or drug agencies

IN RECENT YEARS drugs service or-
ganisations have been under financial,
social and political pressure to tackle the
problems associated with HIV; likewise
AIDS organisations have been pressured to tackle drugs and
drug users. Already struggling to meet their original aims,
many have been put under further strain. Despite their
efforts there remains a lack of care, support, understanding
and good quality information for people affected both by
HIV and by drugs — including those working in the field.
People doubly affected by a serious disease and by drug use
often need individualised intensive support with an empha-
sis on good health, good living conditions and minimising
the health risks of continued drug use. Achieving this kind
of transformation is no easy task, particularly for those with
few financial or social resources.

But there is little clear recognition of the needs of drug
users with HIV and in many agencies the service offered
them is largely tokenistic. Some drug agencies have focused
exclusively on harm minimisation —a needle exchange and
primary health care — which does not constitute a compre-
hensive service.

Drug rehabs have also not adapted sufficiently to the
needs of HIV positive residents; the few changes have been
cosmetic, such as ‘reducing the level of stress’. Some are so
fixated on ‘total abstinence’ for their clients that they fail to
provide even basic information about safer drug use.

Much of the information available from AIDS organisa-
tions is simply no use to drug users, especially if their lives
have become very chaotic: tips on healthier living, alterna-
tive treatments, nutritious diets and so on are useless to
somebody who hasn’t got enough money to buy food to
stem the nausea from AZT.

The factis that at the moment, drug users with HIV aren’t
getting a good deal. In theory they ‘plug in’ to either drugs
or HIV services; in practice many (perhaps by choice) do
not. This leads to isolation, inadequate medical care, lack of
financial resources, poor diet, and increases the problems
associated with their drug dependency or their HI'V-related
illnesses — an unknown number are “fixing themselves to
death”, in the words of one inner-city

meet the needs of those at the
sharp end of both problems —
HIV positive drug users?

do. People affected by drugs, by HIV, or
by both, have different needs which must
be tackled independently.

Some services, notably the Healthy
Options Team in Tower Hamlets, the Health Improvement
Team in Bloomsbury, and Mainliners, were set up specifi-
cally todeal with the needs of drug users with HIV, who feel
removed from the traditional role of both drugs and AIDS
services.

Drug users with HIV have to face disproportionate
prejudice and discrimination, even from within so-called
‘caring agencies’ — a trainer on a counselling course run by
a prestigious AIDS agency recently described drug users
collectively as the “mad, the bad and the dangerous”.

Tochallenge this prejudice, services need to enable those
with drug-related HI'V to become active participants in the
planning and provision of services. This goes beyond hav-
ing a selected user ‘on the committee’, to developing an
entirely new structure for the transformation of the client
role from passive to active and its integration into all aspects
of service planning.

The stigma attached to illegal drug use has to be exposed
as judgmental, moralising, and damaging to those at the
receiving end. There is an urgent need for training for GPs,
hospital staff, workers in HIV/AIDS agencies, social work-
ers, home care teams, and other services in contact with drug
users.

One of the major flaws in services generally is the
tendency to focus on HIV or on drugs to the exclusion of all
else: the individual is seen only as HIV positive, oras adrug
user: their needs as an individual, which may be completely
unrelated, get lost. Users and ex-users need places to go
where they feel welcome and accepted, and where they can
get involved in creative, productive activities which can
provide a sense of purpose and self-worth.

Mainliners hopes to play a key part in developing and
improving services for drug users at risk of HIV. Mainliners
is fundamentally committed to the principle of self-help.
Through a process of consultation we aim to provide a range
of services to enable people to empower themselves —
setting up the structures for HIV positive

outreach worker.

[tmay be idealistic and naive to assume
that it’s possible, or even desirable, for
one service to suit all comers — as some
AIDS organisations are now attempting to

Mainliners is a national charity for

people affected by HIV and drugs/

alcohol. Contact on 071-274 4000
ext. 443 or 315.

drug users and ex-users to start taking
control of their lives, making demands
about the kinds of services they want, and
realising that they are entitled to a certain
quality of life just like everybody else. H
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FEATURE

Supply and demand:
lessons from Poland

Poland’s recent history can
help disentangle the forces
that lead to increased

drug use

The recent history of opiate use in Poland
provides a ‘natural experiment’ which
can help disentangle the relative contri-
butions made by supply and demand
forces to levels of drug use. In Poland
demand first developed in the absence of
supply and then led to a non profit-ori-
ented supply system that did not cause
escalating demand and use. As Poland
opens up to international market forces
the situation may change.

Peggy Watson

The author is Associate Research Fellow at

the Department of Sociology, University of

Warwick.

POLAND’S EXPERIENCE of drug prob-
lems has differed in a number of fundamen-
tal ways from that of Britain. At first sightits
unusual ‘home-grown’ opiate scene seems
unlikely to be relevant to the sorts of issues
which policy-makers and others are con-
cerned with in Britain today.

But recent work on the operation of the
Polish drugs market' has led me to believe
that, far from simply providing an exotic
case study, drug use in Poland has devel-
oped under conditions which amount to a
‘natural experiment’. Poland’s isolation has
provided an opportunity to gain compara-
tive evidence which is otherwise hard to
come by.

Forexample, under normalcircumstances
it is very hard to independently change
demand versus supply-related factors in or-
der to understand the relative effects of
each. Poland can contribute here, because it
offers a case where levels of use seem to
have been almost exclusively demand-
driven.

Home-grown opiates

Recreational drug use took hold in Poland as
a result of the spread of specific Western
cultural values — but also under economic
conditions which sealed the country off
from the international drugs market more
effectively than any supply control policy
could possibly do. This says something about
the power of the demand for illicit drugs to
generate supply against all the odds.

In contrast to some areas of the Soviet
Union, traditional forms of drug use have
not been part of Polish culture. First signs of
an interest in — the beginnings of a demand
for — recreational drugs became visible in
the late 1960s. But matching supply with
demand was not easy. The non-convertibil-
ity of Polish currency acted as a barrier to
imports of all kinds, including illegal drugs,
so for would-be drug users a long search
began for what essentially were regarded as
substitutes for ‘proper drugs’.

Abreakthrough was eventually achieved
in 1976 when a pharmacology student in
Gdansk developed a technique for easily
deriving an injectable opiate preparation
from poppy straw, a waste product of the
opium poppy when grown for seed.

In the spirit in which it was conceived,
the substance was dubbed ‘Polish heroin’,
though in fact in the early stages it probably
contained no heroin at all, but rather a mix-
ture of codeine and morphine. Despite the
technical hitches, demand had at long last
generated a peculiarly Polish formof supply.

The technique was subsequently exported
to other countries in the Eastern Bloc, but in
Poland its discovery did not give rise to an
immediate increase in levels of opiate use.
Unchanged conditions of supply prevailed
for another four years without levels of use
markedly increasing. Demand had created
supply, but the new supply possibilities did
not lead to an immediate escalation of
demand.

Not until 1980-81, traumatic years when
people were joining Solidarity in their mil-
lions, did demand significantly increase and

Cooking up poppy straw in a Warsaw flat
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opiate use really gain popularity. The whole
Solidarity movement was brought about by
the actions of manual workers ‘taking on’
the government: it was also primarily among
this class that drug use increased.’

Non-profit market

If the nature of the drug product in Poland
differs from that in the West, so too does the
economics of its supply. The peculiarities of
the opiate supply mechanism in Poland go a
long way towards explaining why supply
has failed to create escalating demand.

This mechanism has meant that the
amount of ready-made opiates available for
the market at any given time is closely tied
to the current number of users — a result of
the fact that almost all drug users are also
drug producers, and the proportion they sell
on the market is subject to a number of
constraints.

Although most users produce drugs, they
do so on an intermittent basis. In Warsaw,
where the commercialisation of drug use is
at its most advanced, all users buy on the
market from time to time. To produce drugs,
typically three users form a temporary alli-
ance. One will have access to poppy straw,
another will provide a suitably safe flat for
converting it to drugs, and the third will sell
the proportion designated for the market.
After the costs of production have been
covered, the profits are split.

New users usually begin by buying on
the market, located in a shifting but easily
identifiable area of town where sellers and
potential customers congregate. However,
the economics of drug use — the cheapness
of producing one’s own relative to buying
on the market — dictates that soon they will
try toestablish thetr own production alliance.

. Watson P. “Levels of drug use and the Polish drug market.”
Paper presented to WHO Consultation on Sociocultural
Factors in Drug Abuse, Reims, December 10-12 1990.

2. Watson M. "Drug use and policy in Poland in the 1980s."
International Journal of Health Services: 1989, 19(3).

3. Watson P, op cit.

Supply
commercialised?

Demand
escalates?

Perhaps the most important aspect of this
supply process is the fact that at no point
does the accumulation of profit have any
role to play. The farmers sell poppy straw on
an opportunistic basis, either in exchange
for goods unavailable in the villages, such as
lightbulbs or tractor batteries, or to cover
extra costs such as a daughter’s wedding;
drug users produce and sell to support their
owndrug use and as ameans of subsistence.

There are similarities here with the low-
est user-dealer levels of drug distribution in
Britain. The crucial difference is that there is
no commercial superstructure of producers
or traffickers in it purely for the money. The
result is that there is no tendency to expand
the market, so the extent to which levels of
consumption are supply-driven is reduced.

This explains the delay between the de-
velopment of supply (1976) and increased
druguse (1980-81). Lack of commercialisa-
tionmay also have contributed to the marked
stabilisation in levels of use since the early
1980s. Official statistics and interviews with
drug users in Warsaw last year® show negli-
gible numbers of new users over recent
years — a fact which is all the more striking
in view of the continuing and dramatic rises
in levels of poverty, unemployment, home-
lessness and crime.

What the Polish evidence does is toillus-

Demand forces have dominated the development
of opiate use in Poland — but can that survive the
internationalisation of drugs markets?

trate very clearly both the potential and the
limitations of measures which aim to con-
trol the extent to which supply will generate
demand. The point at which this kind of
policy ceases to be effective is the point at
which increasing demand begins to gener-
ate supply — in whatever way it can.

Future uncertain

There is an analogy here with prescribing as
a way of regulating drug supply. As tradi-
tionally conceived, the *British system’ pro-
vided an indigenous non-commercial sup-
ply of opiates geared to the numberof (heavy)
users seen by doctors. With demand met,
there was, the theory ran, none left for the
commercial suppliers to exploitand expand.

% At no point does the
accumulation of profit have
any role to play *®

The difference is that the supply system
which has developed in Poland is one capa-
ble of responding to a dynamic situation
where the demand for drugs is increasing.
As a means of regulating supply, prescrib-
ing can only cope with a relatively static
situation — new non-addicted users must
seek their drugs elsewhere.

For this reason it will be extremely inter-
esting to watch developments in Poland

Pre- '60s over the next few years. Polish currency is
No d d N | now convertible, and as prices and incomes
s SRR approach parity with the West, the country’s
potential as a commodity market will be-
47 come increasingly attractive.
1960s It may be that Poland’s existing drug
Demand No supply supply system will prevent the incursion of
develops the international drugs market, as the British
system of prescribing was unable to do in
v the 1970s. We might even see the ‘Polish
system’ increasingly take hold in neigh-
1976 bouring countries, affording them too a
Demand Supply system NaiEr ooy Sl i
s develops measure of protection” against the interna-
but slowly tional drugs traffic. (EX[)CHCHCC n Ausma‘
where poppy straw is smuggled m from
Hungary to provide the basis for ‘poppy-
v head soup’, and where levels of heroin use
1980/81 arerelatively low, suggests this is a possibil-
Demand Supply system ity.)
increases unchanged The alternative scenario is that the inter-
rapidly national market will generate its own
demand. Changes in the nature of the sub-
‘L stances used, not simply an increase in use
1985-91 per se, will give an indication of this. What
Demand Supply system emerges will have re!evunpe for how one
stabilises unchanged interprets the United Kingdom's own
l historical experience. =
1990s Demand Commercialisation
= stable? resisted?
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PRACTICE NOTES

LAW IN PRACTICE

Guidelines for drug users and drug workers

DETENTION and

UESTIONING

Jane Goodsir

THE MOST IMPORTANT law on detention and question-
ing is the Police and Criminal Evidence Act (1984)-PACE.
This sets out police powers to stop, search, arrest and detain
and governs almost every aspect of detention procedure.

Arrest

Many people held in police stations are said to be ‘helping
police with their enquiries’ but may be arrested if they want
to leave. Arrest means forcible detention. Most of the
important rules governing detention apply only if the person
is under arrest — so if a detainee feels forced to stay it is
generally an advantage to have been arrested.

During arrest police investigate offences and gain evi-
dence on which to base a prosecution. How long people can
be held depends on the offence police suspect they have
committed. Under PACE, offences are divided into:

@ arrestable offences, eg, shoplifting, possessing class A or
B drugs;

® serious arrestable offences, eg, drug trafficking (import,
export, intent to supply, supply, etc), robbery, rape, murder.

This distinction is not clear cut. For instance, an arresta-
ble offence can be considered ‘serious’ if it has or might
result in serious injury, substantial financial loss or gain,
death, etc. So in practice police have wide powers of
discretion over whether to treat a suspected offence as
serious or not, with implications for the rules governing the
suspect’s detention (see below).

Detention

ensure their arrival time is correctly logged and that they
don’t sign for property which doesn’t belong to them.
Detainees with a medical problem needing attention should
tell the custody officer immediately. [f unsure whether
they’re under arrest, detainees should check with the cus-
tody officer. If prevented from leaving, they should insist
that they are arrested and booked in by the custody officer,
who should give arrested suspects written information on
their rights and how to get legal help.

Arrestable offences. People suspected of ‘arrestable of-
fences’ are entitled to:
@ have a friend or relative informed;
@ consult a solicitor;
@ consult police codes of practice.

Many detained people sign to say they do not want to see
a solicitor because they're told this will prolong their
detention. Despite this it is imperative to have good legal
advice while in custody. After 24 hours people suspected of
minor offences must either be charged or released.

Serious arrestable offences. In certain defined circum-

stances people suspected of serious arrestable offences may

be:

@ held for up to 36 hours without having anyone informed

(on the authority of an inspector or above);

@ held for up to 36 hours without access to legal advice (on
the authority of a superintendent or above).

At the police station a custody officer inde-
pendent of the investigation is responsible
for the welfare of prisoners and for com-
pleting forms which check procedure. Any-
one booked into a police station should

The author is the Director of
Release Legal and Emergency
Services, a national service
specialising in the law relating
to drug misuse.

After 36 hours, access to a solicitor is
guaranteed. Continued detention can be
authorised by a magistrate in stages up to
96 hours (4 days). After that suspects must
eitherbe charged orreleased (except under
the Prevention of Terrorism Act). Foreign
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nationals have the right to contact their embassy or consu-
late in the UK.

How to help the suspect. Contact a solicitor immediately
— Release is in touch with a panel of solicitors nationwide.
You should not normally be asked to pay the solicitor’s fees
as most help is covered by legal aid. Don’t be tempted to go
down to the police station — you won’t be

Getting a lawyer

Once allowed access to a solicitor, suspects can call their
own, phone Release for advice and a solicitor, or rely on the
duty solicitor scheme. The duty solicitor scheme is merely
a panel of solicitors independent of the police and working
locally dealing with criminal cases. Some are good, some
are not so good.

Detainees seeing solicitors should in-

able to help much and are very unlikely to
getaccess. After someone has been charged

send them cigarettes, food and clothing.

Questioning

The best strategy while in custody is al-
ways likely to be silence. Interviews at the
police station should be taped but detain-
ees should remember that any verbal ex-
change may be noted and given in evi-

should say so, and if there is a simple
explanation likely to satisfy the police,
give it. Beyond this it should be remem-

Key points

(and sometimes before) it is possible to @ Suspects should
identify and contact a
good solicitor at the
earliest opportunity

® Detainees have the
right to remain silent

@ If prevented from
leaving detainees
should ensure they
are formally arrested

dence. If the detainee is innocent they ® Once under arrest

there are strict limits
to the length of
detention

sist on being fully advised on their rights,
not be afraid to ask questions, and ask to
talk in private. During interviews with the
police the solicitor can comment and make
notes but won’t be able to answer ques-
tions on the suspect’s behalf.

Legal aid is available to cover solicitors
attending police stations and advising be-
fore court appearances. Lawyers can ar-
range sureties, negotiate bail, and contact
relatives and friends on the suspect’s be-
half. Solicitors are often reluctant to deal
with trivial offences and prepared only to
give telephone advice. Even in relatively
significant cases the duty solicitor scheme

bered that it’s easier to say nothing from
the start rather than to stop answering questions when they
getdifficult. Answers that seem innocuous can be twisted in
court.

Many people get convicted through signing confessions
in the absence of a solicitor. Often no other evidence is
needed. What is said during questioning will be critical
during the trial, even if there has been no formal caution.
Police are trained in interrogation and know that people in
custody are disorientated. Many people are prepared to do
almost anything to get out —even to sign false confessions.

If questioned detainees should insist a solicitor s called.
If police persist the best response is ‘I'd like to help, but I
won’tsay anything until I have seen a solicitor’. Silence will
probably prolong detention, but there are strict time limits;
eventually the suspect will either have to be released or
charged.

People under 17 should not be questioned without an
appropriate ‘responsible adult’ being present — parent,
social worker or some other responsible person over 18 not
working with the police. Without this the interviews are
never admissible in court. Responsible adults should realise
that police are usually very anxious for them to be present
so they can record interviews. Young people should under-
stand that they too have the right to remain silent.

Juveniles should, like other detainees, also exercise their
legal right to advice from a solicitor. For this reason it’s best
for ‘responsible adults’ to go to
the police station with a solici-
tor; otherwise they may be
brought in to witness an inter-
view when the young person
could instead have had the ben-
efitof legal advice. Release can
advise parents and ‘responsible
adults” on how to help.

B This is a complex area on which we can only provide
general guidelines. Anyone involved with the law should get
legal advice at the earliest opportunity by contacting their
solicitor or Release - Release's 24-hour emergency number
is 071-603 8654; during office hours phone 071-729 52565.

can break down leaving detainees without
access to legal advice, especially overnight and at week-
ends. In these cases it is even more important that detainees
understand their rights, including the right to silence.

Obtaining evidence

Police are entitled to take fingerprints, if necessary by force,
if a superintendent has reasonable grounds to believe this
would prove or disprove involvement in a criminal offence.
Fingerprints can also be taken if a suspect is charged or
convicted.

Photographscan’tbe taken without consent unless needed
to record the circumstances of an arrest, or if a suspect has
been charged or convicted of a criminal offence. Force
should not be used. Samples of saliva and urine can be taken
without consent, but other intimate body samples — blood,
semen and tissue and swabs from body orifices — should
only be taken with consent, by a doctor, and with written
authorisation from a police superintendent or above.

Non-intimate samples such as fingemail scrapings, hair
and footprints can be taken without consent when a super-
intendent has reasonable grounds to suspect involvement in
a serious arrestable offence.

Intimate searches of body orifices can be authorised by
apolice superintendent or above who believes the suspect is
concealing a class A drug (eg, heroin, cocaine) intended for
supply or export/import, or some object that could cause
injury. The search must be conducted by a doctor or nurse
in a hospital or clinic unless
this is not practicable and. in
the opinion of a superintend-
ent, the item could cause injury
1o the detainee or to others.
Doctors and other medical per-
sonnel are not authorised to use
force to conduct an intimate

search for drugs. =

isdd

DRUGLINK July/August 1991 15




PLATFORM

ParT Two

Drug Politics in
Liverpool

OPPOSING MILITANT’s plans to
exploit the drugs issue was enough to
brand me as an enemy. My joining
Mersey Regional Health Authority
in 1985 incensed Liverpool’s Mili-
tantseven further, particularly as they
were about to launch a ‘community’
campaign against the newly opened
Liverpool drug clinic with its policy
of maintaining clients — on heroin if neces-
sary. The RHA had also outlined plans to
open their own Regional Drug Training and
Information Centre, which was perceived as
a threat to the Militant-sponsored Mersey-
side Drug Education and Training Unit.

Militant knew they could not gain politi-
cal control either of the drug clinic or of the
new RHA drugs centre. It spelt failure for
their attempt to seize the political and media
spotlight by presenting themselves as the
main local agency in the war against drugs.
Portraying themselves as the protectors of
Liverpool’s youth by campaigning against
the prescribing of the clinic, and against its
‘propaganda wing’ the regional drugs cen-
tre, was seen as their only chance of regain-
ing the lead.

Aware of how they could present them-
selves as protecting ‘the kids™ from ‘social
control’ by bourgeois psychiatrists, Mili-
tant wanted our unit to ‘expose this attempt
at sedating working class youth’. Being as
anti-drug as it was possible to be became
Militant’s new image; ‘drug-free” was the
only acceptable goal. To bolster this image
they supported the establishment of an
electro-acupuncture clinic run by the type of
‘entrepreneurs’ that a year ago they would
have picketed.

By now the city council’s Drug Liaison
Office (DLO) had —as planned — been set up

a personal account

Allan Parry

Part one of this two-part account described
how in the early ’80s the Militant-dominated
Liverpool City Council adopted a populist
‘war on drugs’ stance to gain support for its
confrontation with the Conservative govern-
ment. Until then seen by his Militant col-
leagues as a valuable ally, opposition to this
tactic led the author to be seen as an enemy.

beyond direct democratic control in the City
Solicitor’s Office. Not accountable to any-
one, DLO staff could make the most outra-
geous claims of success of ‘their’ acupunc-
ture clinic and the failure of the health
authority’s.

Militant war against RHA

The announcement that I had taken post as
the RHA’s Regional Drugs Training and
Information Officer saw Militant’s cam-
paign against myself and the ‘new evil’ of
harm reduction start in earnest. Letters ar-
rived at RHA headquarters alleging I was a
drugdealer, user, etc. My position was made
clear when I was personally confronted and
warned about ‘exposing’ any information
gained when I had been regarded as *one of
them’.

The bigger the RHA’s drugs initiatives
became and the more they established Liv-
erpool in the forefront of a rational policy,
the more resources Liverpool City Coun-
cil’s Militant leaders had to allocate to their

The author is a freelance consultantt.
Until last year he was Mersey Regional
Health Authority's HIVIDrugs Coordi-
nator. From 1983-5 he headed the local
authority-sponsored Merseyside Drug
Education Training and Research Unit.

DLO. Almost everyone in the local
drug field knew the Drug Liaison
Office was there primarily to under-
mine the rising acceptance of many
of our strategies.

In no uncertain terms, councilem-
ployees were instructed to have no
dealings either with myself or with
any of the RHA’s harm reduction
agencies. The drug clinic was elevated to
public enemy status for prescribing the
methadone that was ‘preventing a youth
revolution’. Basically the local authority
was trying to force a boycott of all health
authority drug services. Meanwhile the DLO
became staffed by more Militant activists
inexperienced in drugs work.

The ‘pushers issue” appeared to offer the
Drug Liaison Office an attractive target in
their attempt to gain popular support for
their position. But no matter how much the
Militants promised to clear them away, the
pushers were always one step ahead. Seeing
no real success in the Militants’ drive to
clean up the streets, the populace turned on
the council: “You promised to get rid of
them, they are still there, you are failures’.

Another ploy went wrong when Militant
tried to push through a plan to evict any
convicted dealer from council housing.
Unfortunately people asked awkward ques-
tions like, *What if the pusher has a wife/
husband and kids?’ The plan was eventually
dropped by increasingly frustrated Drug
Liaison Office staff.

By 1987 the DLO had realised that they
could not defeat the RHA on their own.
Finally Militant resorted to ‘democratic’
procedures by creating a drugs sub-commit-
tee of the education committee. Community
representatives were invited on to the com-
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WAR has broken out between the health
authority and the city council . . . and
Liverpool’s drug addicts are the losers.

Social workers and
teachers who come up
against the drugs
scourge have been or-
dered to boycott Allan
Parry’s training centre.

Instead they have
been instructed to take
a training course run
by Sheila Sweeney at
the citv council.

Qut in the open - the civil war
between Liverpool’s City Council
and its health authorities exposed
by the Liverpool Echo, 16 May

14 Lirerpeoi Echo. Friday Moy (0. (308
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He said: “We try to
cure people from their
addiction. The Labour
Party here takes the
view that that is just
tinkering with people’s
lives.
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An exhibition on the
health quthorid( 's
drugs work planne ¥gr
Picton Library was
blocked bY Liverpoo}
City Council.

Clir Crowiey says 1t
was she who blocked
the exhibition at Picton
Library.

“There are a lot of
nut cases involved in
the drugs field. I
wanted to make sure
that the exhibition was
in line with our policy.”

Dossier

“We are anaesthetis-
ing the revolutionary
ardour of Liverpool’s
youth. We should be
sending them to the
Labour Party to give
them a sense of pur-
pose in life.”
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mittee — but as non-voting advisers, they
were there only to involve them in and gain
local credibility for the DLO’s work. This
too backfired when Militant lost control of
the city council. Once under Labour moder-
ate leadership, the advisers on the drugs
committee (reconstituted as a social serv-
ices sub-committee) were given a vote —the
‘enemy’ in the form of RHA representatives
now had direct influence on city council
drugs policy.

Aware that this could become politically
difficult, a deal was struck between Militant
and the new moderate council leader. Keva
Coombes needed all-faction support for his
budget plans; Militant wanted sole owner-
ship of the drugs issue. Coombes agreed; he
knew drugs was a political minefield and
was only too happy to ‘give’ Militant the
issue, as he was by now engrossed with the
city’s overwhelming financial problems.

Credibility went completely when Mili-
tant totally misjudged the AIDS issue. They
believed the community would never ac-
cepl syringe exchange schemes and painted
a picture of a Liverpool overrun with drug-
crazed, needle-waving criminals. Attempts
were made to convince local parents’ sup-
port groups that their kids would start infect-
ing each other with HIV. courtesy of the
RHA — but from bitter experience the par-
ents knew that the rhetoric of the Militant
anti-drug warriors was nothing more than
false promises.

Community hijack frustrated
Many parents attended sessions we organ-
ised to explain why we were giving needles
out, and most groups finally came out in
support of exchange schemes. In 1987 one
family support group even decided to start
their own, but their building was leased to
them by the city. The group’s chairperson
received a visit from the DLO who warned
that if they proceeded with their plans the
council would withdraw the lease. Similar
threats were received by any council-sup-
ported projects that expressed an interest in
exchange schemes.

Such blatant intimidation eventually led
to an almost total ostracism of the DLO
within the community and an appreciation
of the difficult political circumstances we
had been working in for years.

Militant could not prevent RHA drugs
initiatives because decision makers in local
health service management do not have to
answer either to the voters or to their politi-
cal representatives.

Frustrated at having no local democratic
NHS procedure to influence, Militant at-
tempted to build an alternative power base
by organising ‘community forums’ all over
the city — especially on estates where the
drug problem was ‘out of control’. DLO
staff would organise open meetings, osten-
sibly to hear the community’s views.

However, almost as soon as a ‘forum’
was established, DLO staff would announce,
usually during heated arguments about what
should happen to the pushers, etc, that the
RHA was going to be dishing out needles to
drug uvsers. Frightened parents would hear
their local authority officer explain how
syringe exchange staff encouraged heroin
smokers to inject ~ creating junkies who
would then soon be threatening them with
HIV-soaked syringes. Whenever we could
get our voice heard at these meetings, com-
mon sense soon prevailed and many who
had listened to the DLO soon realised that
they were in the middle of a political issue.
The forums ran out of steam when it proved
impossible to get them to organise against
the syringe exchanges.

% The drug clinic was
elevated to public enemy
status for prescribing
methadone *

By 1988 Militant were on the run in
Liverpool after a series of incredible errors
of judgment. Non-Militant councillors
started to take an interest in the RHA s drug
strategy. No longer satisfied with Militant-
prepared dossiers onmyself and others, they
started to appreciate our work and many
were enraged to discover the degree to which
a number of us had suffered at the hands of
their DLO.

The Militant cookie finally crumbled in
1989 when DLO staff attempted to intro-
duce their own drug education pack into
primary schools. The pack was so absurd
that it became a laughing stock at meetings
of drug education coordinators. As the Liv-
erpool Echolaterrevealed (18 August 1990),
neithereducation committee councillors nor
the education department’s drugs and health
advisers were consulted before the DLO’s
letters went out to the schools. “Furious”
councillors forced the pack’s withdrawal.
‘Who are these people we are paying to
produce this rubbish?’ councillors at last
began to ask.

Ironically, the demise of the DLO comes
at the same time as the demise of the RHA
strategies they had opposed for so long.
Central government — apparently nervous
of the influence Mersey was starting to have
nationally and internationally — used one of
the regular anonymous allegations against
myself and others as the opportunity to
demand that this ‘offshore island’ be brought
back into the mainstream of British drug
policy thinking.

Central government and senior Mersey
RHA managers were never really comfort-
able with such initiatives as syringe ex-
changes, teaching safer drug practices, and

prescribing smokable heroin or cocaine.
The final straw for government was a TV
World in Action programme about Mer-
sey's strategy broadcast in 1990 as Thatcher
was holding her “World Summit’ on drugs.
As she ranted against the intrinsic “evils’ of
crack, a Department of Health spokesper-
son voiced official support for the experi-
mental prescribing of smokable cocaine —
effectively, crack — by two of Mersey’s drug
clinics.

Doctors gain control

Until then Mersey RHA's chair had sup-
ported its radical drug policies. But eventu-
ally the continued anonymous allegations
and increasing pressure from his friends in
Thatcher’s government paid off. By 1991
there had been a ‘coup’ in the RHA s man-
agement, which heralded the return of the
abstentionist doctors as the ideologues of
regional drugs strategy. The word had come
from ministers — ‘get a grip” on the “social
entrepreneurs’ who foryears had been given
the lead role.

The result is that reports from the RHA s
own Drugs/HIV Monitoring Unit revealing
the poor performance of many of the newly
spawned outreach, syringe exchange and
treatment services are being ‘filed’ into ob-
scurity. Morale in these services is declining
as their support is eroded.

Carefully planned initiatives are being
shelved as health service managers opt to
keep a low profile until the pressure sub-
sides. Now under district control, ambitious
plans for the former RHA Maryland Centre
to act as a base for mobile exchanges, out-
reach schemes, and as a health centre for
drug users have been abandoned. RHA fund-
ing for the development of a production line
toenable smokable herointo be more widely
prescribed and dispensed has been with-
drawn. Of the latest 600 plus addicts noti-
fied from Mersey, just 34 were receiving
injectable methadone.

A year ago staff in agencies were para-
noid about the city council. The simple truth
is that the council’s Drug Liaison Office is
no longer needed to ‘moderate’ the RHA's
radical activities ~the RHA is doing ititself.
But Militant’s campaign against myself and
others continues. At a recent local Labour
Party meeting a DLO officer had it recorded
in the minutes that I had been sacked from
the RHA for drug dealing.

SHORTLY AFTER THE announcement of
the impending closure of the DLO, two
jubilant but naive Liverpool drug workers
wrote in the local paper that now everyone
could geton with developing sensible, prag-
matic services for drug users, free from
interference by these rabid abstentionists.
Too late, friends, the Drug Liaison Office
has finally had its way, the RHA is now well
on the way to recovery. |
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PUBLICATIONS

HIV and AIDS

B SEX DRUGS AND HIV: HEALTHY
OPTIONS FOR DRUG USERS.
Terrence Higgins Trust, 1991.

11 pages. Booklet. £0.43.

Available from THT, 52-54 Grays Inn
Road, London WCIX 81U, phone 071 -
831 0330.

H CARING FOR SOMEONE WITH AIDS.
David Yelding ed. Consumers’
Association and Hodder and
Stoughton, 1990. 312 pages. Book.
Available through bookshops.

Tranquillisers

M COPING WITH TRANGUILLISER (&
SLEEPING PILL) ADDICTION. Council
for Involuntary Tranquilliser
Addiction. Wendy Lloyd Audio
Productions Ltd, 1991. Audiotape.
£6.25 inc. p&p.

Tape from self-help group aiming to
support users withdrawing.

Available from Tranquilliser Tape.
PO Box 1, Wirral, L47 7DD.

W BENZODIAZEPINE DEPENDENCE,
TOXICITY, AND ABUSE. American
Psychiatric Association.
Washington: APA, 1990. 116 pages.
Book. £19.95.

Comprehensive review.

Available through bookshops.

Other

Bl THE PROTECTORS. HARRY J.
ANSLINGER AND THE FEDERAL
BUREAU OF NARCOTICS, 1930-1962.
John C. McWilliams. London, etc.:
Associated University Presses, 1990.
251 pages. Book. £29.50.

The life and influence of the notorious
US anti-drugs bureaucrat and
campaigner.

Available through bookshops.

H ADDICTION CONTROVERSIES.
David Warburton ed. Harwood
Academic, 1990. 386 pages. Book.
Thought-provoking papers including
many from well-known British and
European researchers and practitioners.
Available through bookshops.

W EXECUTIVE SUMMARIES. Centre
for Research on Drugs and Health
Behaviour. Series of briefing papers.
£20 p.a.

Aimed at bealth directors and drug
advisory committee members. First
four cover aspects of treatment and
HIV prevention.

Available from Centre for Research on
Drugs and Health Behaviour, 200
Seagrave Road, London SW6 1RO,
phone 081-846 6565.

B DRUG USERS IN THE RESIDENTIAL
HOSTEL. NACRO South West
Regional Drug Training Unit, 1991.
Training pack. £35.

LISTINGS

For training hostel workers not
specialising in drugs work.
Available from South West Regional
Drug Training Unit, 29A Southgate,
Bath BAI ITP, phone 0225 336766.

W POSITIVE HEALTH HANDIGUIDE
1991. Intercomm Data Base
Services, 1991. Directory. £15.95.
Lists organisations in London offering
help with sex or drug problems.
Available from Intercomm Data Base
Services, 45B Blythe Street, London E2
6LN.

B THE FACTS ABOUT ADOLESCENT
DRUG ABUSE. John Davies and Niall
Coggans. Cassell, 1991. 88 pages.
Book. £6.95.

Practical guidance for teachers and
workers involved in helping young
people, from the researchers involved
in the Scottish national evaluation of
drug education.

Available through bookshops.

SEX
DRUGS

aGHIiv

(MR

MEETINGS

MW PRACTICAL APPROACHES IN THE
CONTRACTS ERA. Network
Association of HIV and AIDS
Workers. 15-18 July 1991, Leicester.
Implications of NHS and Community
Care Act.

Details from Professional Briefings,
120 Wilton Road. London SWIV 112,
phone 071-233 8322.

W DRUGS, ALCOHOL AND TOBACCO:
MAKING THE SCIENCE AND POLICY
CONNECTIONS. Institute of
Psychiatry. 16-19 July 1991,
London. International Conference.
£250.

Details from Action on Addiction, 199
Westminster Bridge Road, London SE
7UT, phone 071-261 1333.

I AIDS AND DRUGS -
UNDERSTANDING THE CONTEXT OF
RISK BEHAVIOUR. British
Sociological Association, Medical
Saciology Group. 27-29 September,
York.

Main speaker is Dr Gerry Stimson.
Details from Steve Plant, Medical
Sociology Unit, 6 Lilvbank Gardens,
Glasgow G12 8QQ.

W RURAL DRUGS AND ALCOHOL
SERVICES. Mid Glamorgan Health
Authority. 2-3 October 1991, Powys.
Details on 0443 224455.

W BENZODIAZEPINES INTO THE
1990s. Hamlin and Hammersley.

10 October 1991, London. £65.
Including discussion of whether
‘street’ drug users and tranquilliser
users need the same service.

Details from Hamlin & Hammersley,
Southbank, Grants Lane, Somerset
BS28 4EA.

B EDUCATIONAL OBJECTIVES AND
TRAINING METHODS IN ADDICTION.
Society for the Study of Addiction
(SSA). 21-22 November 1991,
Manchester.

SSA annual symposium.

Details from Professor Ghodse,
Division of Addictive Behaviour, St.
George's Hospital Medical School,
Cranmer Terrace, London SW17 ORE,
phone 081-672 9944, ext. 55718.

B THIRD INTERNATIONAL
CONFERENCE ON THE REDUCTION OF
DRUG RELATED HARM. Alcohol and
Drug Foundation (Melbourne) and
Mersey Drug Training and
Information Centre. 23-26 March
1992, Australia.

Details from Conference
Administrator, PO Box 529, South
Melbourne, Victoria 3205, Australia,
phone 61 (03) 690 6000.

W ALCOHOL AND DRUGS - FACING UP
TO THE EVER-CHANGING SCENE. 36th
International Congress on Alcohol
and Drug Dependence. 16-21 August
1992, Glasgow.

Details from Congress Secretariat, clo
SGA, 135/145 Sauchiehall Street,
Glasgow G2 3EW.

COURSES

I BLACK HIV/AIDS NETWORK
TRAINING COURSES. July/August,
London.

Range of courses for managers,
practitioners and black voluntary
organisations.

Details from BHAN, BCM BHAN,
London WCIN 3XX, phone 081-741
9565.

B WORKING WITH HIV SYMPTOMATIC
DRUG USERS. 18-19 July 1991.

H TRAINING METHODS. 19-20
September 1991.

N.W. Regional Drug Training Unit.
Manchester.

Details of these and other courses from
NWRDTU, Kenyon Ward, Prestwich
Hospital, Bury New Road, Manchester
M25 7BL, phone 061-798 0919.

W DEVELOPING MOTIVATIONAL
INTERVIEWING SKILLS. National
AIDS Counselling Training Unit.
19-22 August 1991. London.

Detrails of this and other courses from
Brian Whitehead, NACTU, St Charles’
Hospital, Exmoor St., London W10,
phone 081-968 8514.

B FAMILY SUPPORT COURSES.
ADFAM National. September 1991-
February 1992, London,
Birmingham and York.

Range of courses on different aspects
of family work.

Details from ADFAM NATIONAL, 82
Old Brompton Road, London SW7
3LQ, phone 071-823 9313.

W HEALTH AND LEGAL EMERGENCIES.
30 Sept., Winchester; 3 Oct., Bristol;
4 Oct., Mid Glamorgan. £40/£80.

W COURT REPORT WRITING. 14-15
Oct., Oxford. £90/£180.

B HARM REDUCTION: PROFESSIONAL
RESPONSIBILITIES. October, Oxford.
£40/£80,

I DRUGS AND THE LAW FOR
OUTREACH WORKERS. 7 Nov.,
London. £40/£80.

Release. 1991. Prices non statutory/
statutory.

Details from Alasdair Cant, Release,
388 Old Street, London ECIV 9LT,
phone 071-729 5255.

M DIPLOMA IN ADDICTIVE
BEHAVIOUR. St George’s Hospital
Medical School and SW Thames
RDPT. October 1991-June 1992,
London.

Course for GPs: approved for
Postgraduate Education Allowance.
Details from Mari Ottridge, Division
of Addictive Behaviowr, fenner Wing,
St George's Hospital Medical School,
Cranmer Terrace, London SW17 ORE.

M PRACTICE SUPERVISORS’ COURSE.
2-4 December 1991, Ripon.
Residential £112.

B ADVANCED COURSE IN THE
MANAGEMENT OF SUBSTANCE
MISUSE. 2 days per week 6 January
1992 to 11 September 1992, Leeds.
Leeds Addiction Unit.

Details from Gillian Tober, Leeds
Addiction Unit, 19 Springfield Mount,
Leeds LS§2 9NG, phone 0532 316930.

ORGANISATIONS

H ADDICTIONS FORUM

New organisation aiming to encourage
debate, share information and network
drug misuse practitioners and
researchers.

Details from Martin Plant, Alcohol
Research Group, University of
Edinburgh, Morningside Park,
Edinburgh EHI10 SHF, phone 031-447
2011 ext. 4309.

FOR MORE INFORMATION ...

T N THE PUBLICATIONS LISTED HERE: phone ISDD on 071-430 1993.

T N MORE NEW PUBLICATIONS AND ARTICLES: order Drug Abstracts
Monthly — £16 p.a. from ISDD, phone 071-430 1961.

T N A PARTICULAR TOPIC: phone ISDD’s library on 071-430 1993.

T ON TRAINING: phone the Training Officer at the Standing Confer-
ence on Drug Abuse (SCODA) on 071-831 3595.
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required for

LEITH

EDINBURGH

which demands a high level of enthusiasm and
commitment to managing a staff team of seven

community-based project offers counselling
drug-related problems in the Leith area of
education, welfare, women’s development,
collectively run a day centre which operates an

Health Board are the main funders.

A major task tor the Coordinator in the present

within the Health Service and Community Care
Act (1990).

expected.

or community work is essential.

+ 72% unsocial hours allowance

Please apply in writing to:

Ms Wanless,

The Administrator,

Leith Community Drugs Project,
3 Smiths Place,

Edinburgh EH6 8NT

for application package.

\_

Closing date for completed applications:
Friday 9 August, 4.00pm.

with a history of cooperative responsibility. This

Some face-to-face work with clients will also be

COORDINATOR

COMMUNITY DRUGS PROJECT

This is a challenging post in the voluntary sector

support and diversionary activities to people with
Edinburgh. The multidisciplinary team who each
have areas of specific responsibility, eg, health,

appointment system and drop in sessions. Lothian

financial year will be to prepare the project to work

Management experience is required for this post.

A refevant qualification in social work, health care

Salary AP5 Pts 31-35 (£15,102-£16,497)

CLOUDS HOUSE
TRAINING WORKSHOPS

September 9/10 1991

Theory & Practice of Group Work
September 11/12/13 1991

Please send for details to:

Head of Counsellor Training
Clouds House, East Knoyle,
Nr Salisbury, SP3 6BE

Transference and countertransference

)

CLOUDS HOUSE
ADDICTIONS TREATMENT CENTRE

is looking for a

FULL-TIME
COUNSELLOR TRAINER

to join the Training Department. The applicant
should preferably have some experience in
counsellor training/supervision and should be in
sympathy with a |2-step approach to treatment.

Salary negotiable.
Please send for details or apply with CV to:

Head of Counsellor Training
Clouds House
East Knoyle

Nr Salisbury, SP3 6BE
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ADVERTS

_,I_EM.! Books from Macmillan

CRACK: The Broken Promise
DAVID F. ALLEN and JAMES F. JEKEL

How is it that crack can destroy judgement, will and lives? And how is it that, sometimes. one can recover from the
broken promise of crack? This book aims to answer these questions. It describes why crack is so addictive, the
dangers to society, and how crack addiction can be prevented and treated. It aims to provide everyone working with
or concerned about the problems of crack addiction — from psychiatrists to police, from counsellor to concerned
citizen — with a basic understanding of the worldwide crack epidemic. It also provides an early warning of the kinds
of problem countries will face if crack abuse is underestimated and the danger signs ignored.

Crack: The Broken Promise is written with clarity and brevity by two of the world’'s most experienced authorities on
crack abuse. The message is clear: we ignore their warnings and advice at our peril.

Contents

Foreword by Frank Gawin = Introduction « The crack crisis « Crack addiction: A clinical perspective + Crack addiction
in the home, school and workplace » The treatment of crack addiction » Prevention of crack abuse * The societal
challenge of crack addiction « Postscript « Appendix: Glossary of street drugs and drug terms « Appendix: Rules for
drug dependence * Appendix: 14 basic steps to recovery = Index

June 1991 Hardback £25.00 128pp 216 x 138mm 0-333-49971-9 Paperback £9.95 (0-333-49972-7

Substance Abuse and Dependence
Edited by HAMID GHODSE and DOUGLAS MAXWELL

Substance Abuse and Dependence is a practical guide for all health-care workers and counsellors concerned with
substance abuse. as well as students and social workers. Its multi-author approach conveys the first-hand
experience of the invited contributors and provides a complete introduction for the reader. As well as a discussion of
treatment philosophies. the book also deals with fundamental concepts in abuse and dependence. including
definitions, the effects and characteristics of the commonest drugs of abuse. and a presentation of the conceptual
issues relating to their career and natural history.

Contents
Introduction — A. H. Ghodse and D. Maxwell (St. George's Hospital, London)

Part 1 IDENTIFYING THE PROBLEM - What is Dependence? — A. Johns (St. George's Hospital, London) »

Effects of Drugs of Dependence — S. Madden (Countess of Chester Hospital. Chester) » Extent and Pattern of

Drug Abuse and Dependence — S. Das Gupta (St. Mary's Hospital, London) » Course of Drug Use: The Concepts

of Career and Natural History — J. Strang, M. Gossop and G. Stimpson (Royal Bethlem and Maudsley Hospitals,
51 London) « Part 2 TREATMENT AND MANAGEMENT - Clinical Management — J. Morgan (Bexley Hospital, Kent) «
Psychological Treatments — M. Gossop and J. Strang (Royal Bethlem and Maudsley Hospitals. London) «
Psychosocial Interventions — B. Wells (Charing Cross Hospital, London) « Part 3 CLINICAL COMPLICATIONS OF
SUBSTANCE ABUSE - Medical Complications of Substance Abuse — D. Maxwell (St. George's Hospital, London)
+ Substance Abuse and Psychiatric Problems — J. Edeh (St. George's Hospital, London) » Problems of Maternal
Drug Abuse — A. H. Ghodse + Part 4 PREVENTIVE ISSUES AND LEGAL ASPECTS - Drug Prevention Strategies
— N. Dorn (Institute of Study on Drug Dependence. London) « Drugs and the Law — R. Farmer (University College
Hospital. London) « Index

July 1990 Hardback £37.50 280 pp 234 x 156mm  0-333-45858-3 Paperback £14.95 0-333-45859-1

These books are available from your usual bookseller or from
D. Stocking, Macmillan Press Ltd, Houndmills, Basingstoke RG21 2XS, UK

M

London @ Basingstoke ® Tokyo ® Melbourrie ® New York @ Delhi ® Hong Kong
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% We have found it of enormous value... Its great strength
is that it provides detailed off-the-shelf tools for workers
who don’t have the time to reinvent the vwheel. *®
. - John Reading, Brighton Hedallth
The Benzodiazepine Authority Drug Licison Worker
Manual Unique authoritative guide for professionals on
A professional guide to withdrawal Working with clients fckmg benZOdiczepine
tranquillisers or sleeping pills. Working with
individuals and groups, withdrawal methods,
follow up.
i The Benzodiazepine Manual
by Diane Hammersley ond Moira Homhn
Invaluable directory of drug- :
iy 9 iIsdd
related research in Britain. Includes
recent ongoing projects giving
: Drug
research details and contact Questions

names To focm’ro’re ne’rworklng

510

ORDER INSTITUTE FOR THE STUDY OF DRUG DEPENDENGE
FROM 1 Hatton Place, London EC1N 8ND e 071-430 1991 © Fax 071-404 4415

PRINT: RAP, 201 Spotiand Road, Rochdale DL12 7AF « 0706 44981



