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Heroin still screws you up

Responding to new heroin outbreaks

In 1996, with rumours flying around the country,

Druglink took another long, hard look at heroin and

the fears that ‘smack was back’. Two years on,

those rumours have been confirmed by Howard

Parker’s widely-publicised, disturbing research.

Here, for the first time, that study’s results are

contextualised and interpreted for all in the drug

field to see - and we ignore past experience at our

peril
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While there are always dangers
inherent in talking up a ‘heroin
epidemic’, the 1980s taught us that
heroin use really does spread
selectively and quickly, and that
outbreaks have a long and
recognisable impact on most users,
their families and communities.
Fifteen years ago, Liverpool,
Manchester, London, Glasgow,
Edinburgh and a whole host of towns
down the western coast of Britain were
affected by these classic outbreaks.'?*4
In each area heroin use involved a
minority of usually underqualified,
unemployed and already marginalised
young people who in turn lived
primarily in the most deprived urban
neighbourhoods of the affected towns
and cities.” With the benefit of
hindsight, we can now see that -
because of all these conditions - these
peoples” heroin careers were to last
years not months, with dependent
users supporting their habits by
supplementing state benefits with the

proceeds from acquisitive crime, drug

dealing and the sex industry.

The communities which ‘hosted’
such outbreaks suffered exceptional
rises in crime, while local services
became overstretched trying to deal
with statutory childcare-related work
and setting up treatment provision. In
the end, stimulated by the AIDS scare,
most of these areas set up methadone-
led treatment services and needle
exchanges. In effect, by the turn of the
decade, they had come to realise they
had to live with endemic heroin use.
Now, two years from the millennium,
there are real fears that it could
happen all over again.

The Early Warning Audit

This article summarises, for the first
time, some of the findings from a brief
piece of widely-reported research on
the spread of new heroin outbreaks in
England and Wales.® In truth, it was
conceived from rumours circulating
among drug workers and police
officers about heroin ‘hotspots’
developing in various parts of the
country. These anecdotal concerns
triggered the Police Research Group at
the Home Office to commission the
audit. In the absence of any formal
‘early warning system’ to identify
potentially problematic new drug
scenes in the UK, SPARC devised an
audit using hasic social science
techniques.

A national postal survey was
conducted of all Drug Action Teams
(DATs) and police forces in England
and Wales. This research included
follow up, telephone interviews and

fieldwork visits to several hotspots.
Thanks to the excellent networking of
many DATSs, the response rate was
excellent: in the end, we had basic
information for well over 90 per cent
of the two countries. This is an
exceptionally high return rate and,
while we would like to flatter ourselves
to think it was the result of our skills, it
is almost certainly the consequence of
a new but genuine concern about
heroin being collectively experienced
at the local level.

Is smack back?

In one sense, though, heroin has never
gone away. Through the first half of
the 1990s, a trickle of new younger
users continued to emerge from the
‘old" heroin areas and more
particularly those cities with only a
heroin ‘footprint’ from the 1980s. That
said, the recreational drug culture
boom which began in the late-1980s
meant that heroin became ‘uncool’.
Adolescents growing up in the rave age
overtly eschewed heroin and injecting
as the behaviour of sad junkies and
smackheads, while far less physically
addictive drugs like cannabis,
amphetamines, LSD, poppers and
ecstasy came to dominate and, in
many ways, ‘normalise” drug use to a
greater extent than ever before.”

The kickback, however, is that in
chasing this new youth ‘problem’, the
drug prevention industry has largely
ignored heroin, instead focusing its
efforts on the dance drug dangers. The
irony is that outside the established
heroin areas - where ‘smack families’
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at the end of the street form a dramatic
real life drug education - today’s
teenagers have no memories of heroin
and AIDS, no contemporary images of
problem opiate users and few
unequivocal warnings about the drug's
expensive dependency-promoting
potential. In short, they have no basis
on which to build a rejection of
heroin.

Breaking out again

The results of our audit were
unequivocal about the spread (not the
same thing as the size) of new heroin
outbreaks among English and Welsh
teenagers. Overall, 80 per cent of DATs
and 81 per cent of police forces
reported recent or new clusters (and in
some cases, significant outbreaks) of
heroin use. While we suspect that the
agencies which did not respond to the
survey would generally have reported
no new outbreaks, this is still an
unprecedented spread profile.

One of the most significant findings
(bearing out the points made above} is
that so many areas with no
appreciable history of heroin
problems (such as Yorkshire, the West
Midlands and much of north-east
England) now report extensive new
spread, whereas the old heroin sites in
the north-west of England report
hardly any change. It also seems that
those areas which were lightly touched
with a late-eighties heroin footprint’
(such as Bristol, Bradford and Hull)
have been particularly badly affected
from as early as 1993/4. As the above
map shows, extrapolations from our
data left very few areas with no new
outbreak - and most of these have had
outbreaks in the past.

This audit could not quantify the
scale of the spread ~ how many new
young users ~ but it was apparent from
fieldwork visits that some areas
(medium to large-sized towns in
particular) were experiencing extensive
outbreaks while others only had small
clusters for the time being. But it was
also clear that different areas are at
different stages of outbreak: if it goes
unchecked, a cluster can easily become
a substantial user population.

Include me out

The dominant profile of the 'new user’
fits today's social exclusion paradigm.
As in the eighties, these young heroin

users mainly come from the poorest
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parts of the affected towns and cities.

However, today’s youth in general are
far more ‘drug experienced’ than their
counterparts of 15 years ago. Given the
fact that recreational drug use is just as
common in higher social groups as it
is in lower ones, a major worry must
be that heroin - particularly if
marketed as ‘brown’, as smokeable
and in £10 and £5 wraps - will
penetrate the hard end of the
recreational drug scene. This does not
appear to have happened as yet.
Nevertheless, there were numerous
reports of ‘socially-included’ young
people taking up heroin as a post-
clubbing, chill-out drug.

With the age of first experimental
drug use falling,®” it is no surprise (but
no less worrying) that over a third of
respondents identified ‘under 16s" as
one age band involved in their area. in
the last heroin epidemic, 17-25 vear
olds were seen as the ‘at risk’ group.
We should therefore now set the target
group as 14-25 year olds.

Several other features resonate with
the first epidemic. Initially more males
than females become involved (3:1)
but the longer the outbreak, the more
young women get sucked in. Most new

users (though not all} also begin
smoking or Chasing the Dragon, but
many still move to injecting. Both
these features were widely reported in
those areas which have hosted
outbreaks since 1993/4, indicating
that there are some common elements
to the ‘natural history’ of an
unchecked outbreak.

I’m talking; who’s listening?

And so, we can map out heroin’s new
and unexpected spread patterns ~ but
we cannot quantify its scale and
penetration. We can talk about the
need for new interventions ~ but there
will be an inevitable delay in
developing service responses.

Yet the realisation that young
people’s drug services should be a
priority development was evidenced as
long ago as 1996 by the Health
Advisory Service’s slow-burning The
Substance of Young Needs." Last year's
Social Services Inspectorate’s critical
review of local authority provision was
also ground-breaking," while this
year, SCODA carried out a valuable
consultation process on direct work
with young people.'?

All these reports identified the
ethical, legal and professional
difficulties and dilemmas faced by
services for young users, and they are
packed with sensible guidelines and
recommendations crying out for

implementation. What they perhaps
cannot provide is a sense of the raw
life realities and the enormous
challenges which successfully running
such a service actually entails. The rest
of this article will focus on three of
these challenges, challenges which we
view as integral to any response which
aims to stem the flow from cluster to
outbreak.

Methadone: first or last resort? |
If well-managed, well-resourced,
holistic and founded upon sensible
and adequate doses, methadone
programmes have been decisively
found to stabilise users, reduce their
illicit drug use and significantly reduce
drug-related crime.”* However, we have
also found over the past decade that
we have not been able to wean
previous heroin generations off their
scrips, nor prevent the drug’s misuse.
Neither have we found an effective
way, despite numerous initiatives, o
ensure a steady throughput of these
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young users into - and then out of —
adult opiate services. Instead, these
services remain largely ‘blocked” with
long term methadone/polydrug-using
clients.

Libertarians and critics of
methadone will rightly remind us of
all this and especially the rising toll of
methadone-related deaths." They will
also pose the sensible question of
whether we really wish to invite a very
young, perhaps only lightly addicted,
population of new heroin users to
become the next methadone
generation queuing up outside the
‘swallow’ clinic.

Yet it was clear from our research
that methadone (often alongside
tranquillisers) was being utilised as the
first resort, particularly by GPs, not
least because so many of the new
outbreaks are in areas with no local
specialist provision. We interviewed a
number of young users who had
finally got a place at a specialist drug

Today’s teenagers have no memories of heroin and AIDS, no

contemporary images of problem opiate users — in short, they

have no basis on which to build a rejection of heroin

service, but who had arrived having
been put on methadone and
tranquillisers before assessment. For
several months, they had predictably
supplemented these prescribed drugs
with street heroin and cannabis.
Methadone will - and perhaps
should - play a key role in managing
such heroin outbreaks. Indeed given
the apparent slant of the forthcoming
clinical guidelines' and the raft of
new treatment interventions currently
being piloted in the criminal justice
system there is little doubt that there
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will soon be huge ‘opportunities’ to
widely prescribe methadone. However,
we have to ask ourselves whether such
a strategy is not actually leading us
down the road to long-term polydrug
use rather than moderation and
abstention. Many of the hotspot areas
we visited were struggling with this
issue. They are crying out for a clear
steer and new central guidance.
Without this, local inter-agency
partnerships will become entangled in
intense and unproductive debates and
disagreements.

The outbreak’s lifecycle

The next challenge for service
purchasers and providers relates to the
natural history of a heroin outbreak -
in many cases, there is still time to
plan a response. Obviously, we cannot
be sure whether these new outbreaks
will mimic those of the 1980s, but it is
certainly worth carrying a template
from past experience into our

understanding of what is currently
unfolding.

Heroin outbreaks come in cycles.'*"”
In previous full-blown outbreaks,
there is usually a rapid period of
epidemic growth lasting between one
and four years, when most of the
people who are going to take up
heroin actually do so. Only a minority
of young people - at the very most one
in five, even in the epicentre
neighbourhoods - will be susceptible
to heroin experimentation. In a
medium sized town, perhaps a

thousand people might become
involved.

After this phase, new cases fall away
but because new users rarely give up
quickly, the prevalence rate (the total
number of users) continues to rise. Of
course, prevalence eventually falls as
people give up, change drugs, die or
leave the area, but it generally comes
to rest at a new ‘endemic’ level higher
than it was before the process began, a
process familiar to economists and
historians alike.

But before this stage is reached, a
couple of years into the outbreak,
problem users start to appear in
number via family disputes, petty
crime and presentation to GPs and
drug services. The demand for
accessible advice and treatment will
then continue to grow and be
sustained for several years. Invariably,
however, methadone prescribing
becomes the dominant treatment
regime (and some would say that the
final endemic rate at the end of the
1980s was at a higher level than
necessary largely because of long-term
methadone prescribing).

This cameo is worth bearing in
mind when there is a significant
localised outbreak. It is vital that the
inter-professional network realises that
it is dealing with a long-term problem
and that a long-term strategy is
therefore required. Such a strategy can
anticipate each stage and perbaps also
set up well-planned interventions (for
instance, temporarily stemming the
local heroin supply, leaving cannabis
dealers in place as a spur to switch
from heroin, while also widely
advertising extra drop-in drug service
appointments).

New users, old services?
The final challenge for areas faced with
embryonic epidemics lies in the
current lack of services for younger
heroin users. In many cases, this
situation will delay treatment
responses, but on the other hand, it
also provides an opportunity to review
and perhaps rethink what an
appropriate service for young problem
users might look like. Fundamentally,
we could have the chance to create and
then maintain a high quality new
service approach.

However, the tendency will often be
for any new services (most of which
will come on stream by grace of the
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free market of Lottery Board, Single
Regeneration Budget and European
Social Fund cheques) to be built under
the umbrellas and styles of the old.
The end result is a service born of the
confusion between a medically-
oriented methadone approach and the
‘laid back’ style of the street agency.
This is an unchallenging combination,
the worse for being largely
uninspected or quality assured.

We are genuinely aware of just how
difficult it is to provide a day-to-day
service for a population of socially
excluded, alienated and sometimes

unforgiving clients. It is made all the
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more difficult if, as we have argued,
methadone should not be used as the
initial retention ‘carrot’. What we
outline briefly below may be too
idealistic, but is surely worth
consideration before falling back on
routine practice. We suggest a form of
‘tough love’

Front-ending

[t is widely accepted that the
prerequisite for effective treatment is
sustained contact with the client for
several months."® If methadone is

chosen not to be the ins e

maintaining this contact, a user

friendly service with demand-led entry

is almost the only other option
also the only ‘intake system’ which
stands a chance of pulling in users
from the heroin outbreak areas.

In the early stages of a sustained
outbreak, many young people will
come in wanting information about
‘brown’ and the facts about polydrug
use. Trouble at home, quarrels with
clean friends and partners, loss of a
job and a myriad of personal-social
heroin-related issues will trigger such
basic service demand. Some heroin
smokers may already be
contemplating injecting, but others
still will be contemplating moderation
or giving up. This is the stage at which
the service can proactively engage with
the client and encourage them to
trigger action.

Here then is a multi-purpose intake
system geared around the young
person not the drug, from which -
after a gradual assessment — users can
be channelled into more specific
services such as detox, counselling,
needle exchange or employment
projects. Such an intake-retention
service will also allow local strategists
to monitor the scale, shape and
direction of an outbreak and make a
clear appraisal of what specific services
exist and need to be created.

This type of service would be
expensive. It would require an
enormous degree of professionalism
to run. The shopping list would
include suitable premises, long
opening hours, a 24 hour helpline,
minimal waiting lists, a friendly
forgiving receptionist, highly
competent committed managerial and
front line staff, a staff development
programme and an efficient and
flexible database for monitoring and

evaluation. Moreover, given the
ethical, legal and practical dilemmas
involved in running such an
ambitious service, it would require a
robust corporate strategy at the local
level. But it seems to be the best
chance we have of confronting a new
heroin outbreak.

Strategic thinking

The spread patterns of heroin into new
sites and new populations which this
Early Warning Audit has uncovered are
very worrying,. It is clear that heroin
uptake is growing rapidly. But it is also
clear that - unlike in the 1980s when
we had no idea what was happening

d — we have to be

extremely ful about talking up a
second heroin epidemic. To do that
we either need to quickly quantifv the
depth of penetration in local
populations through action research
or see other indicators (such as opiate-
related arrests, referrals to street
agencies or calls to the National Drugs
Helpline) climb more dramatically
before we can reach any firm
conclusion.

What is absolutely clear, however, is
that some large English towns are
already experiencing outbreaks which
began unnoticed in 1993/4 and are
now developing almost identically to
those of the 1980s. It is therefore
essential that the situation is
proactively monitored and in our view
every DAT or Drug Reference Group
should have the issue as a standing
item on its meeting cycle. Whether or
not we are witnessing the early stages
of a second ‘macro’ epidemic, the
potential for local ‘micro’ outbreaks is
undoubtedly there, as our research
demonstrates. This alone is sufficient
reason to monitor the situation in a
coordinated way, thereby maximising
intelligence and consolidating
partnership

If heroin has arrived or spread
rapidly in a particular town or city,
then any strategic plan must take
account of the well-established heroin
outbreak lifecycle while also reviewing
current service provision and consider
a new quality assured, young person-
centred, multi-purpose service rather
than extending adult provision.
Finally, as we are all coming to accept,
planners must urgently take a far more
sophisticated approach to the
prescribing of methadone l
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