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annabis cures all?
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Many drug agencies are now perfectly at ease with collecting urine samples from RAEESRINFSIE Thie wRey o dhe st
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clients and discussing the results with them. But how many agency staff actually Furthermore, research in the forties
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discuss in any detail - if they bother to test for it in the first place - one of the most = _lme& SUgge,S[e.d [ha,t TRuzs
classic characteristics (“improved

common drugs to show up in those results: cannabis? Research shows that up to appetite, greater sleep, euphoria, and a
reduction of the intensity or

three in five opiate users take cannabis on a regular basis. Could there be another v :
elimination of abstinence

reason for its use beyond the high? Could cannabis, in fact, actually be helping phenomena”) actually had therapeutic
a value, and that it also lessened and
clients control their heroin use or deal with withdrawal symptoms? e e b

symptoms, with the client being “in a

THC, the primary psychoactive better frame of mind, his spirits
chemical in cannabis, is already elevated, his physical condition more
widely accepted as a therapeutic aid in rapidly rehabilitated, and he wished to
various illnesses, as reported by the resume his occupation sooner”.” More
British Medical Association at the end recently, lab tests found that cannabis
David Jackson is a of last year.' But what is less often could help reduce the onset of
CPN in the Airedale recognised is that it also has a history withdrawal.**
NHS Trust Community of being used in the alleviation of This albeit ancient research may
Alcohol & Drugs Team opiate withdrawal symptoms, indicate that opiate users could very
drua
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well be self-medicating themselves
with cannabis. And an opportunity to
examine this possible pattern of
behaviour came our way recently,
when agency clients in West Yorkshire
began complaining that a shortage of
cannabis supply was affecting their

heroin use.

Doping the dope

There was very little time available to
us, and so both gualitative and
quantitative research methods were
used. Forty male clients from both
voluntary and statutory agencies were
included, the main aim of the research
being to find out how often clients
used cannabis, whether they found it
beneficial for a range of withdrawal
symptoms and how they currently got
hold of it.

Some interesting results were
thrown up, with over 70 per cent of
clients saying they used cannabis
regularly. Of these, the heroin users
took cannabis more frequently than
the methadone users. A picture was
painted that all users, but especially
the heroin users, felt rather remote
from the cannabis scene, saying that it
was sold by different dealers from
those who sold heroin and that they
felt ‘ostracised’ by the cannabis users
themselves. This seems to have led to a
situation where four in five clients said
that sometimes it was harder to find
cannabis than heroin and that many
had bought heroin because there was
no cannabis around.

As to why so many were using
cannabis, in line with the previously
mentioned research, clients found the
drug helped them relieve some of the
opiate withdrawal symptoms.
Primarily, this related to the
psychological symptoms rather than
the physical, although three quarters
of respondents said that cannabis
relieved symptoms generally.

Results from the qualitative work
back up these findings, where there
was a feeling of clients using cannabis
for specificreasons:
¢ to help with sleeping, especially
dropping off (o sleep
® asa replacement for

benzodiazepines

o all seemed to feel it helped in some
way, even if it was just to pass the time
and not ruminate on heroin

e when using cannabis with heroin it

was felt best to use heroin first, thus
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Four in five clients said that sometimes it was harder to find

cannabis than heroin and many had bought heroin because

there was no cannabis around

increasing the positive effects of both
drugs rather than taking the cannabis
first and dampening the effects.

In short, heroin users certainly
seemed to be making conscious
decisions about when to use cannabis,
indicating quite a high level of
management of their drugs for desired
effect.

The self-medicating client

Our research also threw up the
question of why methadone users
would be using cannabis. Over two in
three (68 per cent) of methadone users
were taking cannabis frequently, but
only 22 per cent felt that it increased
the euphoria from methadone
(compared to 83 per cent saying it

increased the heroin high). This seems
to demonstrate that these clients may
be using cannabis for other reasons -
most obviously, the direct effects of
cannabis itself, but there are hints that
the drug could help with the
psychological aspects of remaining on
(and stable on) methadone.

It has been recognised elsewhere
that some forms of drug use -
especially that of cannabis — may well
lead to improved outcomes among
methadone clients, with the client self-
medicating so as to pull through
critical treatment moments when
personal distress and discomfort are
highest.® Certainly one of the
complaints one gets from methadone

clients in counselling sessions is that
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If clients have to self-medicate with

cannabis to deal with their psychological

symptoms, there is an issue about the

level of support we give them

while methadone helps with the
physical symptoms of getting off
heroin, it has little effect on the
psychological ones. If clients find that
they have to self-medicate themselves
with cannabis to deal with their
psychological symptoms, there is
perhaps an issue here about the level
of support which we give them.

Equal treatment

Reports from the regional drug
databases show that while two-thirds
of clients use heroin, only a quarter
report cannabis use.” Now even if all
these apparent cannabis users also
take heroin, it still means that fewer
than two in five heroin users take
cannabis, compared to the 73 per cent
reported by our research. Clearly,
somewhere along the line, a great deal
of under-reporting is going on, either
on the part of agency staff not asking
the question or clients not seeing
cannabis use as an issue.

At the very least, we should be
including cannabis in ongoing client
assessments, il only to see if there is
work that could be done around
reducing their heroin intake through
cannabis use. Obviously this could put
staff in a difficult situation (advising
clients to take another illegal drug),
but, in a perfect world, it should all be
part and parcel of any responsible
harm reduction approach.

From cannabis to heroin
Fundamentally, if Howard Parker is
correct and there is not only a process
of normalisation underway in respect
of adolescent drug misuse but also a
new heroin boom,” then figures such
as these (which indicate that nearly
two-thirds of heroin users know at
least one person who started using
heroin through a lack of cannabis)
would confirm that there is a real risk
of heroin becoming the key drug in this
normalisation rather than cannabis.

This has implications for our local
and national policing strategies. If, as
seems to be the case, cannabis and
heroin are sold by different people
moving in different circles, then
perhaps it would be better to
encourage this divide. If cannabis were
ever to become more readily available,
at least it would then be within a
structure which excludes heroin and in
which it could become more widely
used for its therapeutic value in opiate
withdrawal.

Ultimately, as cannabis seems to
play a positive role in helping heroin
users reduce their level of use or
stabilise on a methadone programme,
then rather than turning a blind eye or
insisting on cannabis-free urines,
perhaps the time is ripe for drug
agencies to think the unthinkable and
begin encouraging their clients to turn
to the lesser of two evils I
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