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LATEST...

NORTHERN ROAD

a study of developing
services for drug misusers

Jackie Powell and Robin Lovelock describe and evaluate an
attempt to make services for drug users more accessible
and more acceptable, by moving their base from a
psychiatric hospital ‘into the community’. Further develop-
ments are suggested, including increased attention to joint
working between agencies -— statutory and voluntary —
and inter-professional training. 244pp £5.45

COMMITMENT TO CHANGE
a study of Alpha House

Jackie Powell, Diane McGoldrick and Robin Lovelock's
account of the operation of the programme at this well
known residential facility. 292pp £5.25
“Very informative. Any professional worker . . . should
read. .. this book. Potential residents would (get) some idea
of what to expect.” — Chris Melotte, Research, Policy and
Planning, The Journal of the Social Services Research Group.

The views of drug users and professional workers are given
a central place in both studies.

SPECIAL OFFER
£10 for one copy of each book.

Prices include p&p. These and other publications available from:
The Secretary (DL), SSRIU, School of Social and Historical Studies,
Portsmouth Polytechnic, Milldam, Burnaby Road, Portsmouth, Hamp-
shire, POl 3AS.

Payment with order; cheques/POs payable to Portsmouth Polytechnic.

UNIVERSITY OF LONDON

INSTITUTE OF PSYCHIATRY
ADDICTION RESEARCH UNIT

Skilled interviewers required for complex and
interesting follow-up study of drug misusers.
This will commence shortly and is likely to
continue for six months or so. Most interviews
will be done in subjects’ homes which are
likely to be in the London area. Some evening
or weekend work will be required. We would
like interviewers to make a commitment of
8-10 hours a week for this work. Some of that
time will be needed to write up the interview
and to attend regular meetings at the
Addiction Research Unit.

Previous experience will be an advantage but
not essential. Own transport will also be
helpful. Postgraduate students are welcome
to apply.

Hourly rate £5.26. Travel expenses paid.

Closing date for the receipt of
applications: end of January. Immediate
applications welcome. Interviewing to
begin in February.

For further information, please contact Ms
Edna Oppenheimer on 01-703 5411 ext. 3441,
or Ms Margaret Sheehan on ext. 3443.
Alternatively please write to the Addiction
Research Unit, 101 Denmark Hill, London
SE5 8AF.

Further details or copies of
these resources are available
from:

The National Council of
YMCAs

Drug Education Unit
640 Forest Road
London EI7 3DZ

Tel: 01-520 5599

(Cheques payable to National Council

RESOURCES FOR
DRUG EDUCATION

Y-ACT

An in-service
programme for
voluntary/part-time
youth workers £19

WHOLE HEALTH

COMPENDIUM

Resources for use in staff development
programmes and other educational

of YMCAs) situations £19
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l DRUGLINK is about ‘disapproved’ forms of
drug use — seen legally, socially and/or
medically as *misuse’. Druglink does not aim
| to cover alcohol and tobacco use. Druglink is
for specialist and non-specialist workers
occupationally, professionally, or academi-
cally involved in responding to drug misuse
in Britain. Druglink aims to inform, promote
understanding and encourage debate.

1SDD provides Britain national library and
information service on the misuse of drugs
and drug dependence, and conducts related
research. ISDD’s reference library of books,
scientific articles, reports and UK press
cuttings is unique in Britain and an important
international resource. Services to library
users include current awareness bulletins,

publications and an enquiry service. ISDD is
an independent charity grant-aided by the
Department of Health.
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CONTRIBUTIONS Druglink welcomes letters

and other contributions, including examples
of interesting or effective practice in the
response to drug misuse. Send contributions
direct or phone Mike Ashton to discuss your

ideas.

- SUBSCRIPTIONS Druglink is published every

two months. The subscription year is January
to December. During the current year sub-
scriptions can start from: January (6 issues,
£12); March (5 issues, £10); May (4 issues,
£8); July (3 issues, £6); September (2 issues,
£4); or November (1 issue, £2). Send a
further £12 to continue your subscription
through 1989 (6 issues). Order forms avail-
able on request. Cheques payable to ISDD.

ADVERTISEMENTS Display advertisements
only. Full page £100; ‘4 page £60; Y4 page
£35; Y page £20. Further details and rate
card from Veronique Brooke at ISDD.

DRUGLINK is a forum for the recording and
interpretation of facts and opinions on drug
misuse in Britain. Druglink does not repre-
sent the views or policies of 1SDD.

(© Institute for the Study of Drug Depend-
ence unless stated otherwise. Requests for
permission to reprint, copy or otherwise
reproduce material from Druglink shoutd be
addressed to the editor.
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NEWS & REPORTS

Relief over national curriculum

The government’s Education
Reform Bill, published on 20
November 1987 and due to go
through the Commons to reach
the Lords by Easter, may have
less dire implications for drug-
related education than many
health educators and LEA drug
education coordinators
anticipated. To their relief, up to
30 per cent of the school
curriculum may now be left to be
determined at local level,
potentially leaving more space for
distinct programmes of health
education.

The major curricular provisions
of the bill — the setting up of a
“national curriculum™ of 10
subjects to be taught to 5-16 year-
olds in England and Wales — is
probably its least politically
contentious aspect and has broad
all-party support. Much more
contentious are the proposals for
parents to have the power to take
schools out of LEA control
(‘opting out’), for the break-up of
ILEA, and for polytechnics and
colleges of higher education to go
independent.

Nevertheless, there has been
considerable opposition to the
manner in which the national
curriculum idea has been
interpreted in consultation papers
preceding the bill, and to
associated proposals to test pupils
at 11, 14, 16 and perhaps also at
seven years of age. Schools whose
pupils scored high in the tests
would be permitted to give less
time to the compulsory subjects
and could spend more time on
non-compulsory subjects (for
example, health education).

During the consultations
preceding the bill’s publication, a
variety of interest groups
criticised government proposals
that up to 90 per cent of available
time should be spent on the

compulsory subjects, leaving, in
most schools, just 10 per cent or
so for other forms of education.
Lobbying on behalf of Latin and
home economics has reportedly
been particularly vigorous, but
health educators too have been
concerned, as have the drug
education coordinators appointed
by LEAs in 1986 (most of whom
have a health education
orientation).

At a conference of drug
education coordinators last
summer, shortly after the
proposals became known, there
was something close to despair
over the government's reluctance
to ‘understand the importance’ of
health education. These observers
will be pleased to see that in the
published bill the proportion of
time allocated to compulsory
subjects has been reduced to 70
per cent, giving more time for
so-called ‘soft curriculum’
subjects such as health education
and/or to minority academic
subjects.

Informally, sources within Her
Majesty's Inspectorate of
Education indicate that they see
both opportunities and potential
problems for drug-related (and
other health-related) education in
the proposed national curriculum.
Seen as a potential problem is the
fact that the sciences group will be
the first of the subject curriculum
working parties to report. Many
health educators see this as
problematic because biology may
‘take over’ drugs, sexuality and
other health-related topics, to the
detriment of other approaches
such as groupwork around
personal feelings.

Their fear seems to be based on
an implied opposition of interests
between the teaching of science
and other subjects. An alternative
view is that there is no such clash

of interests, and that biological
knowledge is as valid as — but
quite different from — other
forms of knowledge about drugs.
Until someone can prove that one
approach to drug-related issues is
so successful as to justify the
exclusion of all other approaches,
a multi-subject approach may be
best. From this perspective, drug-
related education has nothing to
fear from the national curriculum
or from the debate it engenders.

From an educational point of
view, what matters rather more
than the overall and abstract
definition of the school timetable
is the quality of each subject, the
way it is to be taught, and the tests
which will influence curriculum
content and teaching practices.
Useful progress has already been
made with the introduction of the
GCSE, which will go some way in
shifting subject teaching towards
active learning methods, with
reference and application to real-
world issues. ISDD’s Curriculum
guide in the Drugwise pack shows
how applied teaching about drugs
can be one way for subject
teaching across the curriculum to
be made both rigorous and
practical.

It appears that three different
approaches to drug education will
continue to jockey for position in
the education debate:

— subject-based ‘applied’
teaching with drugs dealt with in
different ways in different
subjects, as in the ISDD
Curriculum guide;

— mainstream health educators’
preferred option of displacing
strictly subject or discipline based
approaches by an educational
experience rooted in the social
psychology of personal choices;
and

— the recurrent appeal of fear-
based approaches.

Addicts top

Research carried out in 1985
among a group of 79 current or
ex-drug users in the north of
England showed 90 per cent had
used benzodiazepine drugs during
their last year of drug use, and
more than half had used the drugs
daily or almost daily.' Only four
of the addicts had used the
benzodiazepines according to a
doctor’s instructions and 40 per
cent had injected them.

Almost all those who’d used
benzodiazepines regularly, used
them with other drugs. Often this
was with their primary drug of
abuse (usually opiates), but
benzodiazepines were also
frequently used with alcohol or
drugs like cyclizine (an
antihistamine) to induce a *high’
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up with benzodiazepines

in the periods between use of the
primary drug or when this was
unavailable. Only two of the
subjects in the study said they’'d
used benzodiazepines to help
reduce or limit consumption of
the primary drug of abuse.

Diazepam (Valium) was the
single benzodiazepine most often
taken by drug users, partly, the
authors hypothesise, because of
its ready availability, but also
because it may be preferred to
other similar drugs. Diazepam is
known to be exceptional among
the benzodiazepines in its capacity
to induce a pleasurable *high’.

H A report prepared by the US
Drug Enforcement
Administration (DEA) in 1987

says diazepam is “the most
commonly used illicit dangerous
drug and among the most
frequently abused licit substances
in the United States.™
Benzodiazepines have, say the
DEA, “become major street
drugs”. In Britain, the National
Drugs Intelligence Unit says all
the benzodiazepines available
illicitly are diveirted from medical
supplies, but in the USA a
significant minority have been
illicitly produced out of diazepam
powder legally imported from
European manufacturers.

I. Perera K.M.H. et al. British Journal of
Addiction: 1987, 82, p.511-515.

2. RCMP Monthly Digest of Drug
Intelligence Trends: September 1987,

B Establishing an important point
of law, the House of Lords have
decided' that the onus is on the
prosecution to prove that
controlled drugs are in a form
and/or sufficiently concentrated
for their possession to be an
offence under the Misuse of Drugs
Act. The case involved alleged
unlawful possession of morphine
but the conviction was quashed
because the prosecution had failed
to establish that the powder
contained more than 0.2 per cent
morphine or that the morphine
content could easily be recovered
in a more concentrated form.
Preparations of morphine not
meeting these criteria are exempt
from possession and import or
export offences under the Act.
Similar exclusions apply to
cocaine, dextropropoxyphene,
opium and other opiate-type
drugs.

1. Criminal Law Review: April 1987,
pP-263-267.

B Unpublished DHSS statistics
for Great Britain show the
number of prescriptions for
sedatives and tranquillisers
dispensed by retail pharmacists in
1986 fell to 13.6 million,
continuing the drop from over 25
million in 1978. There were rises
in the number of prescriptions for
hypnotics (to 16.23 million) and
antidepressants (to 7.8 million),
but prescribing of both these types
of drugs is still below their 1978
level.

B Research on 655 homosexuals in
San Francisco in 1984/5' has
shown that sexual behaviour
carrying a high risk of HIV
transmission is strongly related to
the use of alcohol, cannabis,
‘poppers’ or other drugs during
sex. Although 90 per cent of the
sample knew about ‘safe sex’, in
the previous month, two-thirds or
more had practised high-risk
behaviour while taking drugs. The
authors caution that their results
cannot prove drug use causes risky
behaviour, but say the association
between the two is strong enough
to justify its inclusion in health
education campaigns aimed at
preventing HIV spread.

1. Stall R. et al. Health Education
Quarterly: 1986, 13 (4), p.359-371.

B Asan anti-AIDS measure, a
consultant at the Communicable
Diseases Unit of the City Hospital
in Edinburgh has suggested'
intravenous drug abusers be
prescribed injectable drugs “pre-
packed” in an integral needle/
syringe which automatically
becomes inoperable if attempts
are made to re-use it. Dr Welsby
believes the equipment would be
attractive to injectors and would
minimise risk of HIV-spread
through sharing.

1. Welsby P.D. “One-use needle-syringe
for drug abusers™. The Lancer: 1 August
1987, p.285.



NEWS & REPORTS

in the USA, where
neither state nor
federal authorities
have proposed
distributing
needies/syringes to
counter AIDS, anti-
AIDS groups have
been handing out
thousands of one-
ounce hottles of
household bleach
and distributing
sterilisation
instructions, such
as this set from the
San Francisco AIDS
Foundation.

will not damage

Make sure you don't shoot or drink the bleach.

For more facts about AIDS IO Call
and cleaning needles

Bleach kills the AIDS virus that gets into used
needles. By cleaning them with bleach you will
help protect yourself from getting AIDS, and it
- the needle.

=*863-AIDS

US agencies go for bleach

While Britain edgily experiments
with free provision of needles and
syringes to injectors to counter
AIDS, in the USA “free needles
are not even on the political
agenda” (The Journal, | May
1987). In October, the US Senate
even debated an amendment
which might have prevented the
Federal Centers for Disease
Control from educating about the
dangers of using ‘dirty needles’.
The amendment was lost after
concerns that such a restriction
would impede efforts to stop
AIDS spreading among
heterosexuals (Substance Abuse
Report, 15 November 1987).

Canada’s Addiction Research
Foundation Journal (1 May 1987)
has commented that “Margaret
Thatcher’s government is every
bit as conservative as Ronald
Reagan’s” but, unlike the US
administration, is not “flinching
from reality” in the attempt to
control injecting-related HIV
spread. In October, a major US
drug journal contrasted decisions
in the Netherlands and in Britain
to deal with AIDS as the primary
threat, with the “ambivalence”
throughout the USA about any
anti-AIDS measure seen as
possibly weakening the nation’s
war against drugs. (US Journal of
Drug and Alcohol Dependence,
October 1987).

With state and federal
politicians unwilling to authorise
the provision of injecting
equipment for fear of being seen
to condone drug abuse. voluntary
and state agencies have turned to
‘teach and bleach’ programmes to
stem the epidemic of HIV
infection among injectors in cities

like San Francisco and New York.

Some programmes just give out
advice, others combine this with
small bottles of bleach.

In November, Mike Blank of
the Llanelli Drugs Advice Centre
met with Dr Don Des Jarlais of
the New York State Division of

Substance Abuse Services. Asked
about HIV infection among
injectors in the city, Dr Des
Jarlais said: “It’s a disaster.” New
York has, he estimated, some
200,000 drug injectors of whom
50-60 per cent are HI'V-positive.
Prohibited from supplying
injecting equipment to known
addicts, agencies in New York are
instead distributing small, easy-
to-use bottles of bleach to
injectors and encouraging the
cleaning of works between uses.

Des Jarlais would prefer to see
sterile needles and syringes
supplied, with bleach resorted to
only if these are temporarily
unavailable, but the political
situation means such a
programme has, he judges, justa
50-50 chance of being authorised
in the near future.

Why US agencies appear to be
concentrating on bleach rather
than boiling as a sterilisation
technique may be partly explained
by Des Jarlais’ comment that it
takes just 30 seconds to clean
works with the bleach bottles,
meaning the sterilisation routine
can easily be slotted into the
injecting/sharing ritual. The point
about bleach increasing the
crusting of blood — one reason
for the change in official British
advice on sterilisation — was put
to Des Jarlais. He said research
was being done into that topic but
it did not appear to be a problem.

Maryland may be the first US
state to break the official ban on
supplying injecting equipment to
addicts. In October, the state
legislature voted to allow the
Maryland Department of Health
and Mental Hygiene to distribute
syringes and needles “for
purposes of a research study or to
protect the public health” (Drug
Abuse Report, 20 October 1987).
But no one has yet proposed the
department use this legal opening
to actually experiment with a
needle exchange programme.

Bleach out, boiling in,
says UK AIDS group

New advice for drug users on the
cleaning and sterilisation of
syringes and needles was
endorsed by the DHSS's Expert
Advisory Group on AIDS in mid-
November. Acting on the findings
of a specialist sub-group including
a virologist and infection control
specialists, the Group now
recommend a two-stage process
to counter the transmission of
HIV between injectors sharing
works.

1. Assoon as possible after use,
an ordinary-strength solution of
washing-up liquid in cold water
should be prepared in a bowl. The
solution should then be drawn up
into the syringe before being
ejected down the sink or
somewhere else, but not back into
the bowl. The process should be
repeated.

2. The works should then be
dismantled and immersed in
boiling water for five minutes.

The vulnerable HIV virus
quickly dies outside its protective
blood environment, so the first-
stage flushing out procedure not
only cleans blood from the
equipment but also helps kill the
virus. For both reasons it is
important the procedure is carried
out before blood left in the works
begins to harden. Cold water is
specified because warm water
would make the blood stickier and
harder to remove.

Boiling helps kill off viruses
that may have survived the first
stage. Although 30 minutes is
needed to kill the more hardy
hepatitis B virus, five minutes in
boiling water is enough for HIV
and the Expert Group saw this a
more realistic delay to suggest to
injectors waiting to re-use works.

The full procedure is
recommended for maximum
protection, but the experts say
employing any one of the three
anti-HIV measures involved
would be better than nothing. In
ascending order of efficacy, these
are:

— flushing out repeatedly with
cold water;

— as above, but with a mixture of
washing-up liquid and cold water;
— boiling dismantled works for
five minutes.

Although advised in several
existing guides and leaflets, the
new line is that bleach should not
be recommended as a cleaning or
sterilisation agent. One reason is
that bleach has the counter-
productive effect of hardening the
coagulation area of dried blood,
decreasing the chances of shifting
it and therefore helping to protect
the virus. Also bleach is unstable:

solutions kept for varying periods
in different conditions will be of
variable strength. To further
complicate matters, different
brands of household bleach
themselves vary in strength, so it
is difficult to give users hard and
fast guidance on how much the
bleach can be diluted and still be
effective against HIV.

Other considerations leading
the Expert Advisory Group to
turn against bleach were the
possibility of adverse effects if
residues are injected and the
feeling that users might place
“undue faith™ in the efficacy of
what’s normally seen as a
powerful sterilising agent.
Presumably the fear is that bleach
will be relied on and injectors will
not bother to get fresh equipment.
All authorities emphasise home
sterilisation should only be
attempted in an ‘emergency’ if
fresh equipment is unavailable
and the alternative is unprotected
sharing.

The new advice is, say the
DHSS, to be incorporated in
guidance aimed at drug users and
drug workers issued by the
Standing Conference on Drug
Abuse (SCODA), whose
Coordinator David Turner
announced the advice was coming
as far back as September. But the
definitive statement was news to
Bill Nelles, Drug Education
Officer at the Terrence Higgins
Trust. “We did hear rumours,” he
said, “so in our new leaflet we put
much less emphasis on using
bleach.” He disputes advice given
to the DHSS that even plastic
disposable syringes can survive as
many as 10 five-minute
immersions in boiling water. Tests
conducted by agencies known to
the Trust showed some would
melt after just a few minutes.

The revised advice was also
news to Dr Brettle, consultant
physician at the Infectious
Diseases Unit of the City Hospital
in Edinburgh and an authority on
HIV spread through injecting. His
response was that the advice was
“reasonable” but would need to
be put over in a simple step by
step set of instructions and the
basis for it explained if drug users
weren’t, for instance, to wrongly
conclude that if cold water was
good, then warm water would be
even better at cleaning syringes.

Dr Brettle points out that any
sterilisation method shortens the
useful life of syringes, so fresh
supplies would always need to be
made available no matter how
successful the sterilisation
education programme.
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‘User friendliness’ key to attracting clients
Needle exchange users shared

Preliminary research findings
suggest government-sponsored
needle exchange schemes are
seeing a high proportion of clients
at risk of HIV infection through
sharing injection equipment, and
that many clients are not in
contact with any other drug
service. The researchers at
Goldsmiths’ College in London
emphasise their findings are
preliminary and may need to be
revised as more and longer term
data becomes available from the
14 schemes.

Speaking on AIDS prevention
methods at a seminar organised
by the Addiction Research Unit
(ARU) on 13 November, Gerry
Stimson, head of the team
commissioned by the DHSS to
monitor the schemes, said only a
minority of the schemes’ clients
were currently attending any
other service providing help for
drug problems, and for many the
needle exchange was their first
contact with a drug help agency.

Follow-up interviews being
conducted three months after the
initial interview should help
answer the crucial question of
whether continued contact with
the schemes is accompanied by
decreased sharing of injecting
equipment.

Staff at the schemes report that
many of their clients claim to have
shared because of difficulties in
obtaining fresh equipment, and
that substantial minorities said
they'd shared because of fears of
being caught carrying a syringe,
because they'd taken drugs in
prison, or to save money. Many of
those seen by the schemes
reported some change in drug
using behaviour in response to the
AIDS threat, but fewer appear to
have changed sexual behaviour.

Results like these suggest there
is scope for the schemes to reduce
sharing by making injecting
equipment more easily available,
but also that features of drug use
culture and lifestyle may limit the
extent of the reduction. Gerry
Stimson emphasises the need to
change this culture quickly to limit
HIV spread. Absence of a
widespread mutual aid network
among drug users means, he says,
that the impetus for change must
come from outside, but legal
barriers and years of
stigmatisation make drug users
hard to reach through
conventional channels.

Some of the 14 *official’
schemes have, the research team
believe, been quite successful at
attracting clients. Research
worker Linsey Alldritt says
despite their well publicised
problems, the schemes in
Scotland had at least managed to
attract reasonable numbers of
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‘because syringes unavailable’

people from their local areas,
while in England large numbers
are attending the Liverpool
scheme and the Middlesex and St
Mary’s Hospitals' schemes in
London. Some of the busier
schemes are seeing 30-50 clients a
day and an unknown additional
number will be attending the 50-
plus ‘unofficial’ schemes. An early
report on the Liverpool scheme
suggested, however, that as many
as half the clients seen do not
return.

Suggestions made in discussion
at the ARU seminar about the
characteristics of schemes
successful in attracting custom
could make hackle-raising reading
for those who believe drug use —
in particular, injecting — should
always be uncompromisingly
challenged. On the list were:

— *“user friendliness™;

— staff not too professionally
“coercive’;

— being prepared to go “a long
way" to do what the client wants
rather than what the worker
wants;

— adopting a “client advocacy”
role; and

— aconvenient location easily
accessible to local injectors,

With the government taking a
cautious step-by-step approach to
setting up the schemes,
accessibility is likely to be a
problem for some time to come.
In March 1987, Will Mallinson,
National Organiser of the Scottish
AIDS Monitor, told the House of
Commons Social Services
Committee that just one scheme
was operating in Edinburgh: “1 do
not think people are going to
travel across from the other side
of the city to get a clean needle™,
was his comment.

Some schemes have attempted
to overcome accessibility
problems by providing clients with
supplies of injecting equipment
and safe disposal boxes. These
drug users then return to their
areas to act as local mini-
exchanges. One scheme has even
supplied equipment to dealers.

The Liverpool scheme run by
Mersey RHA's Drug Training and
Information Centre is the one
most well known for its explicitly
‘user-friendly’ stance. Between
the beginning of December 1986
and the end of September 1987,
the needle exchange attracted 733
clients of whom over 57 per cent
were not currently in treatment.

Allan Parry, the Centre’s
coordinator, told a meeting in
Bath in September that the needle
exchange had now become part of

many drug users’ routines: “We
have plugged into their lifestyle
rather than the other way round.”
The scheme stocks a range of
needle and syringe barrel sizes so
users can choose or be advised to
choose those most suitable for
their injecting practices.

Harm-reduction advice is given
on injection sites and techniques.
If necessary, this includes helping
customers locate the correct place
in the groin in which to inject in
the femoral vein, a practice
resorted to when more accessible
sites have been damaged. With
the femoral artery and nerve in
close proximity, a missed hit could
cause paralysis or result in loss of
the limb. Deciding to instruct
users in this highly dangerous
practice was, Allan Parry said,
“traumatic™ for the scheme’s staff,
but “better than leaving the
customer’s mates to do it for
them.”

Liverpool's scheme also gives
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out an average 10 condoms a visit,
but found customers lacked the
social skills to interject common
or garden contraception into their
lovemaking. The response was to
help them overcome their
embarrassment by supplying
comic or “weird” condoms which
could be introduced with a joke or
as an intriguing embellishment to
the sexual routine. The ice broken
with their lovers, customers could
then be ‘detoxed’ back down the
scale to “straighter’ varieties.

The Liverpool scheme is an
important example of a
development highlighted by Dr
Stimson’s research — the way the
schemes are dealing with basic
health and social problems which
drug users are reluctant to take to
the established primary services,
developing into what he called a
“new level” of drug service where
treatment of dependence itself
often takes second place to
patching up the consequences of
illegal drug use. In Liverpool,
reluctance of exchange clients to
visit the STD clinic for HIV
testing led the scheme itself to
offer the test.
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PLATFORM

THE FAILURES OF PROHIBITION

THAT DISRAELI made a record-
breaking five hour speech in Parliament on
a mixture of brandy and opium pills; that
Gladstone preferred to sustain himself on a
volatile cocktail of ether, sherry and eggs;
that modern politicians often rely on va-
rious combinations of mind-altering subst-
ances to soldier on through (often night-
long) parliamentary duties — all this is of
little consequence in today’s emotive and
frequently irrational debate about drugs.

Is there any other issue so likely to evoke
bizarre contradictions among politicians,
from the conservative who favours massive
state-intervention to deal with a problem
which smacks of overly successful capitalist
enterprise, to the socialist ready to counte-
nance restriction of civil liberties and in-
ordinate powers for the police in order to
stamp out ‘the great evil’ of drugs? Merely
to suggest that prohibition has certain
adverse side-effects and so should be up for
review provokes a torrent of vituperative
condemnation as [ know to my cost.

The very word ‘prohibition’ should warn
us of some of the reasons why the current
‘war on drugs’ is failing. Just as in the era
of alcohol prohibition in the USA, it is a
cruel irony that those who call for a switch
to an effective policy should be labelled
‘soft on drugs’. When present policies stop
just an estimated five per cent of illegal
drug imports, and have, it’s thought, made
drugs the second biggest component of
illegal world trade after armaments, is it
being ‘soft’ to despair of politicians who do
nothing but demand more of the same?

This irrationality is compounded by
many drug warriors’ firm defence of the
right to advertise mind-altering substances
on television, and their outrage at sugges-
tions of banning sports sponsorship used to
promote a product whose consumers die in
their thousands.

The same pillars of society cannot see
why it is odd to castigate as a sinner and
criminal the youngster who smokes a joint
of cannabis as a relaxation from a life
where father spends much of his pay
packet in the pub, and mother has a
long-term tranquilliser prescription.

At the 1987 general election, the major
parties seemed to differ little on the ques-
tion of drug abuse. The Alliance just gave
it a passing mention in a leaflet on health.
Labour’s manifesto was equally silent, but
the topic figured strongly in our document
on crime prevention. Castigation of the
Tories was followed by a catalogue of law
and order responses. The Conservatives,
not content with asserting that “the battle
against drugs can ... be won”, came

The author is the Labour member of the
European Parliament for London East.
She contributed to a minority report in
the report of the Committee of Enquiry
into the Drugs Problem in the Member
States of the Community presented to the
European Parliament in 1986.

Internationally and in Britain the
drugs issue is still in the domain of
consensus politics. But Labour MEP
Carole Tongue believes it’s time to
stop the comforting ‘drug war’ rhe-
toric and start a radical review of the
failures of prohibition.

Carole Tongue

remarkably close to suggesting they were
winning it. They even suggested their
prevention campaign “is encouraging a
strong resistance to hard drugs amongst
teenagers”, which will have been news to
teenagers, parents, and everyone actually
working in the field.

Where do we go from here? How do we
get policy-makers, opinion-formers, and
the general public, to at least see the need
for a critical look at present policy? Given
the multi-national nature of the problem,
how do we move towards a sensible harmo-
nisation of policies, even just at a Euro-
pean level? How do we stimulate a major
re-think about our society’s materialist and
competitive ethos — a society where many
people cannot keep body and soul together
and look for escape in a multitude of
mind-altering substances?

We must create a humane policy that
does not criminalise use nor
undermine basic liberties

It will not be easy. The European
Parliament recently established a commit-
tee on drug problems which heard numer-
ous experts and gathered much evidence.
The majority then proceeded to ignore
everything that did not conform with the
prevailing consensus that the ‘war on
drugs’ is the only way forward and that we
need more of the same. A minority of us
argued for a study of the differing legal
systems; for a look at the side-effects of law
enforcement; and for de-criminalisation of
cannabis to be considered.

Our suggestion that a review of a failing
approach was required was first ignored
and then — when we broke tradition and
submitted a minority report — ridiculed.
This is not difficult to understand, given
the level of public hysteria whipped up by
some of our unthinking and irresponsible
media. To argue for a change that might
appear to sanction use of hitherto illegal
substances is far from easy for a politician
who wishes to be re-elected.

Politicians have a lot to learn from those
who cope daily with the devastation
wrought by drugs. We should salute some
of their courageous pragmatism rather
than reinforce the atmosphere that forces
them to keep the tricks that work hidden,
meaning they must be painfully re-
invented in isolation.

A paradigm example is the whole ‘harm-

reduction’ approach. The mother who lets
her teenage child smoke cannabis at home
should be recognised as helping to lessen
the risk of contact with more harmful
drugs. Ironically, the current debate about
supplying clean needles has not been
prompted by concern about the risks faced
by injecting drug users using dirty needles,
but by sudden panic about what ‘we’
respectable citizens — might catch from
those drug users who pay for their habit by
prostitution.

The importance of another strategy for
reducing harm must be tragically apparent
to one member of the present Cabinet. It
was neither heroin nor alcohol alone that
killed Olivia Channon, but the mixture.
We must accept that educating potential
and actual drug users about this lethal truth
is not promoting drug use, but increasing
the chances that the user will survive to be
helped by other measures.

1t is also time we had the courage to say
that the move away from maintenance
prescribing for long-term heroin addicts
has been a disaster for many. It has helped
neither society at large, nor the individuals
concerned, that Dr Dally has been barred
from helping people contain their addic-
tion within a stable, law-abiding lifestyle.

Let us be clear, however, that harm-
reduction is not a substitute for but a
complement to the major goal of use-
reduction. The strategy for achieving this
must include a reduction in distribution.
There is disturbing evidence that ever-
heavier sentencing has served merely to
centralise drug trafficking in the hands of
professionals for whom the rewards are so
great as to justify the risk, and whose
operations are relatively resistant to police
penetration. Can we alter the cost-benefit
equation for organised criminals, perhaps
even through taxation, so they abandon
the trade?

There are dozens of questions that need
examination once we move away from the
comforting rhetoric that belies the current
failure. All with an interest should be
demanding that every national government
in Europe organises public hearings or
enquiries to hear evidence from academics,
users, professionals, families and others in
order to open up the debate and assess the
harm done to individuals and society by all
drugs, be they opiates, cocaine, alcohol,
tobacco, amphetamines or solvents.

A GENERATION of young people are
now facing social problems not seen since
the 1930s. Continuing to throw them into
the criminal pot with drug barons shows a
gross lack of understanding of our young
people and the problems they face. We
must create a humane drugs policy that
does not criminalise use nor undermine
basic civil liberties or human rights. We
must create an approach that does not
depend on ‘war’, or we risk losing not only
the campaign against drug abuse, but our
liberties too. 3



OVER THE LAST couple of years, media
attention to family responses to drug prob-
lems (eg, BBC Drugwatch programmes)
has come close to presenting one particular
image of family groups as ‘the answer’.
But, like all good ideas, the family support
group can be over-sold, and then there can
be a negative reaction from those for
whom the reality did not live up to the
promise. This seems to have been the
experience of many family members and
professionals — although, for others, fam-
ily and community groups retain much
appeal.’

Many parents and other relatives of
users simply don’t want to spend a lot of
time with others in the same position. This
can be the case for several reasons. For
example, some simply don’t see the point.
People with low expectations of life, which
may well have resulted from experience,
may continue to put their trust in profes-
sional help, even if repeatedly dis-
appointed by services that fail to deliver.
Those whose options are already limited
by, for example, income, geography, age
or absence of kin, sometimes don’t feel
able to help themselves any more than they
are already doing. They believe profession-
al help is the answer — indeed, the only
answer — and so that is what they want.

Another reason for some parents” lack of
enthusiasm for family support groups lies
in their sense of stigma and shame on
discovery of drug use within the family.
This can occur in white and in ethnic
minority communities. Contrary to the
expectations and prejudice of many in the
white community, who can all too easily
fall into thinking some forms of drug use
are somehow condoned in black and other
ethnic communities, among these groups
drug use may be regarded as particulary
shameful. This is especially the case, of
course, among Muslims but also in other
religious communities, such as the black
Christian churches.

Nor are these feelings confined to pa-
rents and other adults; they also extend to
many young people. Many sections of
British Afro-Caribbean and Asian youth
are against or ambivalent about cannabis,
and most are firmly against other forms of
drug use, just as their parents are. In
relation to Rastafarianism, it should be
remembered that this belief is restricted to
a small section of the Afro-Caribbean
community in Britain, so a specifically
religious rationale for smoking ganja, the
‘sacred weed’, is not available to most
black youth.

Although it is dangerous to generalise
about these and other ethnic groups, it is
fair to say that for many parents in ethnic
minority communities the fear of damaging
the family reputation outweighs the per-

The authors work at ISDD on a variety
of research and development projects
including one on family support. For
more on their work see A land fit for
heroin edited by Nicholas Dorn and
Nigel South (Macmillan Education,
1987) and Coping with a nightmare by
the same authors together with Jane

Ribbens (ISDD, 1987).

THE RISE

AND FALL OF
FAMILY
SUPPORT

GROUPS

ISDD researchers set out reasons for adopting a sympathetic but questioning
attitude to family support groups in the drugs field, looking first at limitations
inherent in the conventional group, then describing some forms of practice
that can serve as adjuncts or alternatives to these groups. What’s needed,
they way, is a wider ‘menu’ of options for different people in different

situations.

Nicholas Dorn, Christine James and Nigel South

ceived benefits of talking with other fami-
lies about any drug problems. Talk will
mostly remain within the extended family
(even if some of its members are kept in
ignorance so as not to upset them or
precipitate a general family crisis).

Similar reservations abound in many
white working class communities. It is
perhaps only in the (predominantly white)
middle classes that the mea culpa mode of
public self-exploration and ‘therapy’ is
widely practised. Working class people
seem more likely to restrict their emotional
exposure to close friends and family, and
not to like ‘blurting out’ their secrets to ‘a
load of strangers’. They prefer to ‘keep it
in the family’, or to take it to a professional
who they believe will be discreet.

[t is important to recognise that differ-
ences in ease of access to health and other
services can be a factor behind different
levels of enthusiasm for support groups
among families of drug users. Social groups
whose members have relatively poor access
to professional help — perhaps because
they live in an area where the NHS is
stretched and do not know how to ‘work
the system’, or lack the resources to ‘go
private’ — are, in many circumstances,
least enthusiastic about family support
groups. This is because they get stuck at
the point of seeking, but not getting,
adequate help for the user from statutory
and other professional agencies. People

whose access to services is unsatisfactory
may continue to be concerned with this
question for a long time.

People more successful in obtaining for
their drug using relative the kind of profes-
sional help they seek, are more likely to
feel justified in giving themselves a bit of
*TLC’ (tender loving care). They are thus
more likely to find meaning in support
groups which attempt to re-focus away
from the drug user and to encourage
relatives to explore their own needs. Those
who command a higher level of resources
are also better placed to make the practical
arrangements (babysitting, travel, etc)
which underpin regular attendance at sup-
port groups.

Exploring the alternatives

Neither of these responses — the focus on
services for the user or the focus on the
needs of the carer — is necessarily right or
wrong. It's just that people in different
circumstances are likely to construe their
needs differently and to have different
opportunities to satisfy them.

Some people find the group experience
so valuable that other supports and ser-
vices are seen as secondary; this is, for
example, the experience of many Families
Anonymous members. Others, however,
have a variety of very understandable
reasons for not going into a group — or, at



least, not yet, or not as the primary
strategy for dealing with the situation they
face — but may still need support. On
pages 10-11, we list some alternatives or
adjuncts to the family support group which
may be more appropriate for these people.
Many of the examples are drawn from real
life.

The first four options (page 10) still rely
heavily on family resources. However,
most people will probably initially seek
help from professionals. The problem is
that many generic professionals, such as
GPs, find themselves as frightened and
bemused by drug use as do parents. Others
believe they are competent to help, but
find that if they get a reputation for being
helpful then they will be inundated with
the clients turned away by their colleagues.
Single-handed GPs are especially vulner-
able to this.

Teamwork can lessen the burden,
whether in general practice, social services
casework or other professional areas. A
facilitating element can be a counsellor
and/or group-worker who works alongside
a team of GPs or social workers, taking
over some but not all of their drug-related
caseload, and supporting them in develop-
ing their own ability to deal with drug-
related problems. The counsellor might
have a professional background and/or
personal experience of drug/alcohol prob-
lems. S/he might well work with volunteers
who might themselves go on to do the work
on a paid basis.

Such a counsellor could then work with
individuals, couples and other family and
friendship groups in the first instance,
going on to offer a wider support group to
those who wanted it. Some support groups
generated in this way would be short-term
‘open’ groups. with a changing mem-
bership made up of those needing the
reassurance of just a few meetings with
others in the same position. Some, but not
all of these people would then make a
transition to longer term, ‘semi-open’ or
‘closed’ groups, within which there would
be more emphasis on deeper, therapy-type
work. Even among those who do wish to
try out a group, the needs vary consider-
ably, and one person’s ‘really helpful’
group is not necessarily another’s.

This sort of attachment is just one of
several models of ‘working with families’.
There are a number of other possibilities
which can be placed alongside the all-
purpose family support group. On page 11
we spell out some of these possibilities.

1. Coster G. “Family support groups™. Scottish Drugs
Forum Bulletin: 1987, no.4, p.4-5.
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community: informal support networks and the welfare
state”™. International Journal of Health Services: 1987,
17 (3).
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alternatives™. Critical Social Policy: 1984, 9, p.6-18.
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CONCLUSIONS: LET’S LOWER OUR EXPECTATIONS

B The family support movement can be
seen as one aspect of the broader
movement for community or ‘informal’
care.’ It draws together, in a sometimes
uneasy alliance, people whose concerns
are fiscal (saving money on state ser-
vices), populist (‘We the people are
capable of doing things and taking the
lead from professionals and the state’)
or born out of sheer desperation (‘No
one else is responding adequately to our
crisis so we must’).

B The most coherent critique of this
broader movement is undoubtedly
feminist and it is clear that women do
carry most of the burden.” By itself, this
observation does not get us all that far,
since we lack a strategy for making men
take up a fair share of the support task
or for making men and/or the state
adequately support women who are
carers. Additionally, we need to ack-
nowledge that some women (and some
men) discover their capabilities and
strengths when faced with difficult
situations. So any doubts about the
‘fairness’ of community care need to be
placed alongside a sensitivity to the fact
that there are potentially both costs and
rewards for the carers.

B An issue as important as fairness is
that of the effectiveness of family sup-
port groups. We have argued that the
prototypical family support group is but
one of many forms of informal provi-
sion, suitable in some circumstances but
not in others. On pages 10-11 we lay out
a range of other forms of ‘family 're-
sponses’, again suggesting what is effec-
tive in one situation will not necessarily
be so in another. What is needed is a
catholic ‘menu’ of possible community
responses from which people can
choose what suits them best. The con-
ventional idea of the family support

group is but one star in the firmament of
responses to drug problems.

B Getting comfortable within a group
can be a major obstacle to people
receiving the support they are looking
for. Experience suggests groups can
usefully offer a two-tier system, allow-
ing newcomers initially just to see one
or two regulars, have the space to talk
about their problems, ask questions,
decide what they want from the group,
and so on, before entering the full
group. Some people may not wish to
join the larger groups and find they
have got a lot of what they wanted from
just chatting to one or two people in
relative privacy. Most family members
recognise it is perfectly OK for some
people to only come to the group for a
few weeks. A single appearance does
not mean the group has ‘failed’ or that a
heavier commitment should be ex-
tracted from newcomers or that those
who attend only a few times should feel
guilty — or that those who attend for a
long time should feel inadequate. The
important recognition is that both im-
mediate needs and long term support
requirements should be met — but the
two are different and don’t have to go
together.

B Groups can be very valuable for
many people at different stages of re-
sponding to a drug problem in the
family. But groups don’t meet all of the
needs of all of the people all of the time.
This is because different people want
different things. The implication is that
those working with families should be
responsive, innovative and practical,
building upon the best features of com-
munity responses. If family support
groups are falling from grace, it may be
because — like the stock market — they
were over-sold in the first place.

TURN OVER FOR ALTERNATIVES TO FAMILY SUPPORT GROUPS P>

GERALDINE SPENCE

As one family worker recently said: “The numbers in our support group are dwindling.
And when we ask around other agencies, they say the same thing. It is very difficult to
keep support groups going . . . S0 how we are going out into the community more.”
lilustration from Coping with a nightmare, 1SDD, 1987.

Medical Journal: 1986, 293 (6544), p.427-30.

7. On police conflicts, sce Pearson G. et al. Young
people and heroin: an examination of heroin use in the
north of England. Aldershot: Gower Press, 1987, p.30.
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ALTERNATIVES TO FAMILY SUPPORT GROUPS

On this page, some options that lean quite heavily on family resources. On the

facing page, ways existing services could work more closely with families or [l a ki -maiab

families could influence the development of these services.

role of family support groups

Option 1. Phone lines — building
on existing networks

Option 1a: Ideal model. Emergency
phone lines staffed by trained volunteers.
The Samaritans may offer one model,
providing both telephone and face to face
contact. Existing general advice lines
could be extended or refer people to a
specialised line.  Out-of-hours and
weekend back-up could be provided by a
system which diverts calls to a volunteer’s
number, ensuring coverage when family
crises might most frequently occur but
when most services are not available.
Training and support should be available
for the counsellors.

Option 1b: Ideal model. On-going mutual
support phone networks. Many parents
and other relatives and friends with
phones who already know each other
spend a considerable amount of time
communicating on the phone. There
seems no reason why people who do not

know each other should not form such
networks, once any immediate emergency
has passed. There would be considerable
advantages to this model in sparsely popu-
lated areas or where reaching a central
meeting place would be difficult. People
would technically be able to call anyone in
the network at any time, though in prac-
tice certain restrictions and perhaps a rota
might be advisable. There might well be
advantages for those who would find it
easier to talk in the emotional security of
their own home, without the reciprocal
‘facework’ of face to face meetings. This
offers an option that falls between
emergency lines and groups that actually
meet.

Other than the cost of long-distance
calls, there are no overwhelming reasons
why emergency phone lines should not be
national, but supportive phone networks
would probably work best on a more local
basis. Knowledge of the locality and pro-
ximity for visits where appropriate would
be desirable.

Money implications. Relatively cheap —

publicity, training budget, phone ex-
penses.

Problems. Dependent on people having
phones! Possession of a phone is income-
related, and public phones are still fre-
quently out of service. In any event, the
sort of conversations that one wants to
have around distressing issues — and the
time they often take — make phoning
from home highly desirable.

If the supportive network option allows
anyone to call anyone else at any time,
some people might get called upon a great
deal more than others. This may be
because they are good at befriending,
which is the point of the exercise, but
without some sort of rota the ‘best’ volun-
teers may burn out and drop out quicker
than others.

On the bright side, this kind of service
could be relatively easy to set up so long as
the right kind of volunteer counsellors
could be recruited. However, such
schemes can be wasteful of human re-
sources if volunteers just find themselves
waiting around for calls that don’t come.*

Option 2. Home befriending/
visiting

Ideal model. This could be a lay person
visiting people affected by their own drug
use or that of a friend or relative, along
the lines of schemes such as Victims of
Crime or AIDS ‘Buddies’. Lay volunteers
would need training and support and
could be attached to a health centre,
community centre or volunteer bureau.
The service could extend beyond simply
talking, to helping with practical things
such as housework and shopping if family
life has been disrupted by a drug-related
problem. One example would be the
tamily in which a single mother is trying to
come off tranquillisers and needs not
simply emotional support, but also help-
ing out until she has got through the
WOorst.

Ideally, a local professional or part-time
paid worker (say 10 hours a week) could
coordinate the scheme.

Example. A support group of volunteers in
southern England is exploring these possi-
bilities, with an advisory role played by
the local drug education coordinator and
an ISDD worker.

Money implications. Probably just seed
money for initial publicity, funding for a
part-time worker if no local professional
could take on the coordinating role, and
perhaps money for phone calls, an
answer-phone service and stationery.
Problems. Would enough volunteers take
on these quite onerous tasks? Would they
be seen as competing with health visitors
or others, even though these do not offer
such a service?

Option 3. Home detoxification
and exchange-an-addict schemes

ldeal model. Families quite often support
by sharing the care and control of drug
users, sometimes on a reciprocal basis: for
example, arranging a car pick-up service
to take kids to the clinic or probation
office, reducing the chances of them run-
ning off and getting into trouble.

Only rarely will one family go so far as
to ‘take on’ a drug user from another
family and provide accommodation —
especially when the user is trying to ‘come
off' drugs such as heroin. Yet there is a
*possibility that some families (and in this
context we are really speaking particularly
of mothers)® would find it less exhausting
to cope with someone with whom they are
not emotionally involved. 1t might be
possible to encourage a pool of families to
take in or exchange users coming off or
trying to stay off. This might be a useful
option for those who live in areas in which
residential facilities are inaccessible for
reasons of long waiting lists, distance or
finance.

Example. Merseyside parents taking
groups of kids to the acupuncture clinic
and ‘Doing a Geographicall — sending
using kids away to relatives/friends in
another area to ‘stay off .

Money implications. Contributions to ease
financial strain caused by any extra needs
that might arise; money for coordination
— phones, etc; travel/petrol.

Problems. Difficult to organise and keep
going once there is no longer a need for
reciprocation because someone has ‘reco-
vered’.

O‘Ption 4. Lay staffed walk-in
advice/referral service

Ideal model. Staffed by trained volunteers,
such a service could offer flexible hours,
partly dependent on volunteer availabil-
ity. It need not offer ‘professional’ coun-
selling but could be more of a befriending/
advice/reassurance/information/referral
service.

Examples. This sort of volunteer service is
running in a deprived East London
borough, with a phone line and walk-in
service sited in a health centre for one
evening a week. Two months after open-
ing, the service had attracted no custom,
and although two lay staff had been on a
training course, they were becoming dis-
satisfied at the lack of anything to do.
Solvent- and drug-related problems were
rife in the area, but the service could not
plug into the potential demand for it.
Money implications. Funding for premises
(may only be a small payment for use of
community centre/church hall, etc): part-
time coordinator; administration.
Problems. All volunteer schemes, require
a major commitment. How much training
should volunteers have relative to how
many hours of voluntary work they are
going to put in? It would be wasteful to
expend a lot of training on someone who
was only going to be involved for one or
two hours a week and who may drop out
of the scheme. Experience indicates that a
service available only one or two evenings
a week may not attract custom: people are
unable to timetable their lives so they
have problems or reach crisis points at
those particular times.
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Option 5. innovations in generic
social services

ldeal model. Field social workers might be
expected to be well placed to pick up on
local drug problems and associated family
and community needs. ‘Drugs’ here will
probably mean alcohol more often than
illegal drugs. There may be cross-overs
with health education officers and with
health visitors, but perhaps Borough so-
cial services could establish Community
Alcohol/Drugs Teams to work with those
with a problem and their families.

Example. Judy Mews, a social worker with
Southbank Social Services, has been re-
designated to have specific responsibility

for drugs work. The department has had a
long-standing and good relationship with a
local street agency and it was partly this
relationship which led to the creation of
the post and what has subsequently be-
come a unit of up to five staff. The unit
services an inter-agency working party
which includes representatives of parents
of drug users and aims to stimulate grass-
roots responses. It also deals with those
families and community groups which see
local drug users as a threat to their own
families.

Money implications. If such appointments
can be shown to have a good chance of
paying for themselves by enabling generic
social workers to recognise and cope

better with drug-related aspects of their
casework, then the appointments can be
argued for on grounds of likely cost-
effectiveness.

Problems. Social services do not seem very
interested in drug-related problems, pre-
ferring to refer them to specialists. Drugs
work is often seen as diversionary of
scarce resources and time, not worth the
effort, and something to avoid. By con-
trast, problems associated with legal drugs
— eg, alcohol-related problems linked to
male violence against women and subse-
quent injury and/or homelessness — are
more readily accepted as part of family
case-work.

Option 6. community education
— languages and cultures

ldeal model. One under-developed
approach involves working with commun-
ity education teams and other non-drugs
workers with a commitment to community
outreach to make information available to
different groups, emphasising what may
be of specific importance to each group,
and providing translation for those whose
first language is not English. This can be a
consciousness-raising exercise for groups
that may otherwise have little or confused
knowledge about drugs.

Example. A community education team,

working with the Asian community in a
metropolitan area, found alcohol (and, to
a lesser degree, illegal drugs) to be a great
concern. A working group was formed
and identified the need for leaflets in the
various Asian languages plus English as a
first step in raising awareness, spreading
information, and moving on to any further
action that might later be identified. The
working group, supported by the local
drug education coordinator and an ISDD
worker, have produced a draft leaflet.

Money implications. Where the appropri-
ate teams/workers exist, statutory funding
should be sufficient, though specific
courses and other initiatives might seek

joint funding from local government
sources. However, the money required is
not great and the number of people who
can be involved is considerable.

Prablems. It might be much easier to graft
drugs initiatives onto existing information
delivery systems than to build from
scratch in areas with no previous commit-
ment to community education. There can
be an ‘embarrassment of riches’ in terms
of involvement of local professionals, who
may develop a keen interest once it is
clear something is happening on their
patch; this can lead the original movers to

- feel they cannot compete and should leave

things to the professionals.

Option 7. counsellor attached to
a group practice of GPs

ldeal medel. The counsellor would prob-
ably have some professional training.
Most approprately this service would
cover tranquillisers. alcohol and smoking.
as well as illegal drugs. Depending on
local problems. the post could be part-
time, with funding from the family practi-
tioner committee.

The advantage of this model is that GPs
are often the first port of call for family
members seeking advice about drug
problems.® The *family doctor’ is trusted
and their accessibility would suggest
general practices could do more to re-
spond to drug problems and family con-
cerns.

Example. Dr Help in an inner London
borough is a GP who also prescribes on a
‘maintenance’ basis and runs a ‘clinic’ one
afternoon a week. A drugs advice worker
from a nearby street agency attends to
offer a counselling service on those after-
noons. Thus some drugs specialist coun-
selling is made accessible through an
‘ordinary’ estate-based GP's practice.
Money implications. Not cheap. Gaining
funding would require an FPC quite sym-
pathetic to community-oriented initia-
tives.

Problems. Counsellors would find it easier
to relate to one single practice or one
group practice than to a number of sepa-
rate GP practices. Single-handed GPs may
themselves be irresponsible prescribers of
tranquillisers. Working within the formal
medical system may require a more ‘pro-
fessional’ appointment.

Option 8. Family support and the
criminal justice system

ldeal model. Generic services likely to
come into contact with drug users — for
example, police and probation — might
offer opportunities for working back from
the users to their families.

Examples. In Burnside in northern Eng-
land, a probation officer alarmed at the
number of young people with heroin
problems also felt a service should be
provided for parents, and set up a local
families group. In a nearby metropolis,
various probation officers have been sup-
porting individual families in some cases,
in others working with groups seeking
services for family members with drug
problems.

A future possibility might involve prob-

ation officers with an interest in drug
problems and working around these issues
in prisons. Such officers are likely to be
working with clients who have eaused
some distress to their families. Their
professional ideology dictates an interest
in ‘diversion’ — keeping people out of
prison. There may be scope for them to
work with famnily groups so these groups
can be supportive of the user on release
from prison.
Problems. It is probably more realistic to
see the probation service involved in this
way than the police, not due to a lack of
interest on their part, but because of the
conflicts it would generate. Involvement
in groups where revelations about rela-
tives obtaining illegal drugs may be com-
mon would place police in a difficult if not
wholly untenable position.’

Option 9. Public activism as a
context for individual support

Ideal model. People come together to
campaign around issues connected with
drug abuse. These may be anything from
poor housing or recreation facilities,
which may be perceived as causative
factors, to treatment facilities. Although
the focus is on collective action, indi-
viduals often do get personal support from
the resulting network of friendships.
Example. Residents on ‘Tenantsrise’ ex-
perienced a rapid build up of drug prob-
lems on their éstate. They reacted with an
equally rapid and public collective re-
sponse, campaigning for improvements in
policing and housing as well as in treat-
ment services. The group successfully
propelled professionals into action: in the
process, families of drug users found
strength in the network of neighbours
arising from the activity.

Money implications. Publicity, phone,
other minor expenses. Even if the group is
successful in getting action in the form
they want (eg, better housing, more police
on the ground or a new medical service),
they may not gain support for their own
expenses as a pressure group.

Problems. May be difficult to initiate in
areas with no history of collective action.
Disagreements over priorities and how to
proceed may lead to a hostile rather than a
supportive atmosphere. Groups which try
both to support individual members and
to campaign may find difficulty in striking
the right balance. The result may be
frustration all round or even the break-up
of the group.
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PRACTICE NOTES

STARTING A
DRUGLINE =

TURNING POINT’s Drugline in Birming-
ham has been operating since 1982. With
little official funding available, the Drug-
line model was based on initial telephone
contact with specially trained volunteers.
In initiating and running the first of these,
we learned a great deal about the don’ts of
such a model as well as the dos, and it may
be our experience will benefit others think-
ing along similar lines.

Many volunteer-based services for subst-
ance abusers are now being set up in
communities served by inadequate facili-
ties. In the enthusiasm to ‘do something’,
some are being opened without adequate
preliminary work. Having made a prema-
ture start, projects are likely to fail after a
short while. So when thinking of setting up
such a project, it is important to make
several decisions well in advance.

» Why use volunteers? What are your
expectations? Do you want volunteers as
telephone receptionists and information-
givers, or will you train them as counsel-
lors?

P If as counsellors, will they do telephone
work only or also face to face interviews?
Will they be there only as a back-up for
paid professionals?

» What kind of service are you planning?
Will you cover the whole spectrum of
substances, from solvents to illegal drugs?
Will you include prescribed drugs? What
about alcohol?

» How many hours will you be available?
What about evenings/Saturdays?

Answers to questions such as these will
dictate your future actions in the areas of
premises, recruitment, selection, training
and supervision.

PREMISES need to be relevant to local
needs. In an urban area, the need is for a
central, reasonably unobtrusive venue
easily reached from outlying districts, poss-
ibly with evening access. If your project is
in a small, scattered country community,
you may need one main office plus one or
two ‘satellites’, and your volunteers should
accordingly be recruited from the sur-
rounding areas.

The author is the Midlands Training

Officer for Turning Point. She set up the -
first Drugline in Birmingham and has

since helped establish ten similar pro-

jects. She can be contacted at Turning

Point, Dale House, New Meeting Street,

B4 78X, phone 021 632 5179.
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One of Britain’s most experienced
organisers of volunteer-based drug
projects guides us through the pit-
falls of starting a ‘Drugline’-type
service. Using volunteers is no ‘easy
option’. Lack of planning and support
can, she says, spell disaster.

Joan Goode

RECRUITMENT of volunteers is usually
not too difficult. The local media can be
helpful in placing advertisements, as can
libraries, volunteer bureaux and local col-
lege and university student unions. Low-
key publicity may assist, though any sensa-
tional stories should be discouraged.

Efforts should be made to build a team
which will reflect the make-up of the
community it is intended to serve, so
inclusion of black counsellors and those
who specially identify with other ethnic
groups may need to be facilitated. It could
also be helpful to have people fluent in
local languages and dialects. Gays can be
contacted through community venues used
by them.

SELECTION is perhaps the most crucial
area in setting up the project. The response
to any application should be the sending of
a ‘job description’ and a formal application
form to be completed, so that expectations
are realistic and time-wasting on both sides
avoided. Two references should be taken
up. Volunteers must be interviewed, pre-
ferably by more than one person. During
the interview, questions should be asked to
test attitudes to a variety of subjects —
difficult areas such as AIDS, sexuality, and
racism, as well as motivation, confidential-
ity, availability for duty, and health.

After discussion with other staff, appli-
cants should be informed quickly by post of
their acceptance or unsuitability. Most will
be genuine, but it should be borne in mind
that a stringent selection procedure will
lessen the possibility of clients being put at
risk, and other volunteers being adversely
affected. Applicants will be reassured
rather than offended by the care paid to
their acceptance by the project.

TRAINING for volunteers should provide
factual information about drugs and their
effects and training in counselling ‘techni-
ques’, including practical exercises and
role-plays. OQutside speakers can be

THE DOS AND DON'TS OF
ORGANISING VOLUNTEER-BASED
SERVICES FOR DRUG USERS

brought in for special subjects and in some
cases inter-agency liaison can be of mutual
benefit. The course should encourage
growth in confidence and knowledge, help
identify ‘hang-ups’ (particularly regarding
sex, race and religion), promote listening
skills, and curb those who talk rather than
listen to clients.

A second interview before final accept-
ance for duty is essential. In accepting
people as counsellors, the project should
also emphasise the need for a continuing
commitment to in-service training at regu-
lar intervals.

SUPERVISION is the final area of import-
ance. It is essential that voluntary counsel-
lors receive regular personal supervision in
a way which will support a mutual growth
and learning process, and enable counsel-
lors to identify strengths and overcome
limitations. Each session should explore
difficulties and in particular discuss specific
case histories. It should thus be possible to
ensure personal conflicts are resolved and
that no circumstances are causing stress.
Reinforcement such as praise, thanks and
appreciation of particularly good elements
of counselling, should also be included.

USING VOLUNTEERS can shore up
insufficient funding and allow a project to
provide essential services to the commun-
ity. They bring with them strong motiva-
tion to confront the issues of the day, to
gain experience, and sometimes to define
their identity. If these motives are coupled
with tolerance, flexibility and a degree of
objectivity, then volunteers can form a
strong core to any project. They often
make relationships more easily than pro-
fessional staff, and are able to bring to the
project insight and sensitivity to the feel-
ings of others, often based on their own
experiences. They don’t ‘go by the book’,
since they probably haven’t read it!

But it has to be said that setting up a
Drugline project is no easy option. There
will inevitably be times when unexpected
gaps appear in the rota: holiday periods are
particularly difficult. There is no control
over commitment. And volunteers need
just as much time spent on them in terms of
training and supervision as paid workers.
Working with volunteers requires paid
workers to be constantly aware of where
the project is heading, since volunteers can

— and will — ask awkward questions, and

expect answers. And that, as they say,

can’t be bad! m|
isid



ORGANISING DRUGS RESEARCH

IN 1986, THREE government depart-
ments and two research councils joined in a
funding consortium to promote an inves-
tigation of the state of research into drug
addiction and to identify priority areas
where research was needed. Together, the
Home Office, DHSS, Scottish Home and
Health Department, Medical Research
Council and Economic and Social Re-
search Council put up £50,000 for the
study, known as the Drug Addiction Re-
search Initiative. The resulting report,
delivered in February 1987, recommended
a £1 million programme of coordinated
research over three years.

The report mapped out the current
situation in drugs research. Generally,
there’s little of it. Despite increased ex-
penditure on drug controls in the 1980s,
there has been no commensurate invest-
ment in research to see if the money has
been effectively spent. Much of the re-
search still drawn on is a product of the
1970s and its academic basis is insufficient.
In its investigation into drug misuse in
1985, the House of Commons Social Ser-
vices Committee noted: “We would nor-
mally expect to receive submissions from
academic departments. It is significant that
no single such body submitted evidence.”

Research base inadequate

The information base on which policies are
formulated is seriously deficient. No one
knows how many addicts there are in
Bntain, let alone estimating the number in
1990 or beyond. There is incomplete in-
tormation about health services and pre-
scribing, no national figures on drug users
coming to non-medical facilities, and little
official information about the use of illegal
drugs other than opiates and cocaine.

Attempts to remedy these deficiencies
have been marred by lack of coordination.
The Initiative study came across a number
of local monitoring systems being set up to
improve the basis of service planning, yet
little attempt had been made to discuss
problems of comparability and definition,
or to agree a common data base.

Local investigations of the extent and
growth of drug misuse — notable features
of drugs research in the 1980s — have been
funded by different departments, and few
have been established in ways which make
their data comparable with other areas.

Research funding is limited and is
dominated by funding from government
departments. The research councils and
academic-related organisations — with the
notable exception of the Medical Research
Council — fund little drug research,
though charitable trusts and private fund-
ing sources have shown increased interest

Virginia Berridge was consultant scien-
tific secretary on the Drug Addiction
Research Initiative. She is currently at
the University of London’s Institute of
Historical Research.

Three government departments and
two research councils funded a re-
port on drug research, and then
rejected one of its key recommenda-
tions. The report’s author analyses
the gaps in Britain’s research effort
and points the way forward to a more
effective and coordinated strategy.

Virginia Berridge

in the past year or two. Research organisa-
tion is largely medical- or service-based,
either in terms of organisation, funding
authority, or leading researchers, and
often all three, meaning social science
approaches are relatively neglected. This
has its effect on research careers; inside
and outside the drugs field, there is a
career structure for medical research work-
ers, but not for social scientists.

There are few mechanisms for analysing
and developing research. Regular confer-
ences where drug researchers can meet are
rare, and no adequate register exists en-
compassing all research rather than just the
local or service-based projects. There are
no analyses of research findings and their
implications — it is not just a question of
‘needing more research’, but of ensuring a
positive connection between research and
matters of policy concern.

Drug use is a field with clear internation-
al implications. But access to information
about research developments abroad, or
resources for research which crosses
national boundaries, are both limited.
Lines of communication with North Amer-
ican research are well established: the
much greater investment and central orga-
nisation of US research ensure it has a
predominant role. But European research
is virtually inaccessible.

In Europe in recent years there has been
a proliferation of agencies taking an in-
terest in drugs research and its coordina-
tion, including WHO-Euro, the Pompidou
Group, Labos in Italy, the Council of
Europe, the European Community, and
UN agencies. Yet there often seems little
coordination between them, and their pro-
liferation has not been matched by invest-
ment in useful research with an interna-
tional approach or comparing different
national policies.

The way forward

The Drug Addiction Research Initiative
report suggested a range of possible re-
search proposals but settled on a number
of priority areas, in part determined by the
interests of the project’s funding agencies.
These were: extending the factual base;
services and treatment; the nature of
addiction; the economics of the illicit drugs
market; and policy and enforcement stu-
dies. It laid out a programme of coordin-
ated research projects based on these
areas. For example:

» Local studies could be linked to build
up a national picture. By being carried out
over the same time period and using
comparable methodologies, such studies
could- also help assess the effectiveness of
local policies.
» A central unit would collate data from
local projects, official statistics, monitoring
systems and local informants, to produce
an annual audit of all data on drug use.
» A group would be set up to research the
nature of dependence and to coordinate
bio-medical and behavioural work.
P Policy studies could investigate the de-
velopment of control policy over time and
place UK policy in a European context.
Part of the suggested programme, too,
was research on harm-minimisation and
AIDS, now in part dealt with by DHSS
funding of experimental needle exchange
projects — although the report did empha-
sise that harm-minimisation shouldn’t just
be associated with a single strategy.
Practical means to promote coordination
were also considered. Among these were:
a comprehensive research register; a re-
view and analysis of European research; a
policy options workshop for funders and
researchers; and a seminar series. To
ensure more flexibility and progression in
research careers, there should, the report
said, be: more research training; some
post-doctoral fellowships; secondment of
researchers to service-providing organisa-
tions; secondment of practitioners normal-
ly outside the research arena into research;
and bridging finance for productive resear-
chers between contracts.

The information base on which
policies are formulated is seriously
deficient

It seems unlikely that even this modest
start in collaboration will get off the
ground. In the end, departmental auton-
omy reasserted itself: at a meeting in June
1987, the funding partners decided not to
fund a coordinated programme, though
some of the agencies involved may mount
their own individual research initiatives.

The relationship between research and
policy in the drugs area has never been an
easy one. Health education research was
ignored when the anti-heroin campaign
was mounted. In the 1970s, work on the
relative merits of prescribing methadone
versus injectable heroin in addiction treat-
ment was used to justify changed prescrib-
ing policies, when a close reading would
have indicated other conclusions.

DEPARTMENTAL and professional
power struggles can affect the coordination
of research. Political priorities and profes-
sional rivalries will always be factors in the
way research is used and in the formation
of policy. Yet many agencies, locally and
nationally, are calling out for more re-
search. It is still reasonable to hope for
better research planning and more in-
formed discussion. O
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PRACTICE NOTES

EDUCATING

THE FORCE

Fear was Shelagh Hetreed’s initial reaction when asked to
train schools liaison police about drug education. But the
experience convinced her that police can be productively
engaged in a progressive strategy, to the benefit of the
children they contact inside and outside the school.

Shelagh Hetreed

WHEN I WAS asked to run a two-day
training course for schools liaison and
community police in Avon and Somerset, |
felt more than a little apprehensive. The
invitation came about through a talk to a
police conference about drugs education
being seen not as a separate topic area, but
integrated into a school’s personal and
social education programme. I also men-
tioned many feel a ‘shock horror’
approach, using a video or a one-off
lecture by an expert, is the least effective
means of changing behaviour.

The reaction was a request for training
similar to that given to teachers so police
might approach this area in a com-
plementary, rather than possibly a counter-
productive, way. The course was set up to
take place at the police training headquar-
ters in Bristol in May.

When it came to planning the two days,
every stereotype I discovered I had about
likely police attitudes came to the fore and
fear and trepidation set in. However,
myself and my co-tutors Nigel Laycock
(Somerset’s drug education coordinator)
and Sue Bandcroft (health education offic-
er) decided to offer a course almost iden-
tical to that offered to teachers.

Our biggest uncertainty was how the 38
police attending the course would react to
participatory sessions. This fear grew as
the first morning was given over to tradi-
tional introductory talks by their chief
constable and the head of the drug squad.
After lunch, as we scrambled to rearrange
the chairs into an open circle, those who
arrived first looked anxious. But our wor-
ries were unfounded, as almost immediate-
ly they began to relax and seemed to enjoy
the climate-setting exercises in small
groups.

Discussion was always friendly and
open. We began with an exercise in rank-
ing drugs from ‘acceptable’ to ‘not accept-
able’, including champagne, tobacco, sol-
vents, coffee, etc, as well as the more
topical illegal varieties. Value-clarification
exercises followed and evaluations at the

The author is Advisory Teacher for
Drug Education for the county of Avon.
She can be contacted at Kingswood
Teachers Centre, phone 0272 615528.
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end of the course indicated how much the
chance to air views and discuss issues
openly had been appreciated. Several re-
sources were introduced and worked
through, especially the 14-18 Drugwise
pack, which is being supplied to each
participant’s unit.

The two days were extremely well re-
ceived. Judging by the feedback, a lot was
learnt and it was much enjoyed. It was also
one of the most enjoyable courses we had
led as tutors. The police seemed to be able
to enjoy themselves but also to commit
themselves and cooperate fully. Their eva-
luations said they had found group work a
stimulating and excellent learning method.
I learnt that it is absurd to stereotype any
group — even the police.

After the course a sergeant
said his force no longer used shock
horror tactics

WHAT ARE THE potential educational
benefits of such an exercise? We are in
cloud-cuckoo land if we believe police can
be kept out of drug education. Many
schools will turn to them for help before
they turn to health educators or drug
education coordinators, and many teachers
still want the police to step in and take over
the class or talk to the whole year or school
assembly. Even if not invited in for this
reason, police are in contact with the
school and its pupils for all sorts of other
reasons — they are there.

So much the better then if they give out
messages similar to those from other agen-
cies and feel confident enough to refuse to
take a whole year group or school assem-
bly. Even better if instead they make
positive suggestions on how the school
could proceed and suggest contacting local
educational resources, such as drug educa-
tion coordinators.

Teachers will still want visitors to take
some of the load on a subject where they
feel less than expert. But if both sides are
trained and aware of the need for inte-
grated teaching, this could be fitted into a
worked-out drug education programme,
with the police making special contribu-
tions in areas such as drug laws and crimes
committed in order to obtain drugs.

Card games of a

= different kind —

[ 4 = police get down
& q ¢~ . to the intricacies

- i of the DrugWise

In my experience police are willing to do
this — in some respects, they are more
advanced than teachers, who often come to
courses thinking ‘drugs’ equals ‘hard
drugs’, while police appreciate that most
problems with school-age children start
(and usually stay) with cigarettes, alcohol
and solvents.

Probably the best indicator of the suc-
cess of the course was a phone call from a
sergeant indignant at having received a
letter from a well-meaning member of the
public, suggesting a video she thought
police could show to every school child
over ten to frighten them off taking drugs.
The officer informed her that police in his
area no longer used this sort of ‘shock
horror’ tactic, and explained strategies felt
to be more appropriate.

Potential benefits of involving the police
are not limited to drug education in
schools. It can only be beneficial for police
who come into contact with young people
to have ‘pupil-friendly’ strategies up their
sleeves and to have been given a little time
on a course clarifying issues and learning
about the field. Since skills developed by
current drug education methods are basic
life-skills, ways of promoting these sKkills
can be applied to a range of adolescent
‘problem’ areas. After all, schools liaison
officers deal with a variety of petty crimes
besides drugtaking, many with the same
root causes.

Most counties have just one drug educa-
tion coordinator and many may disappear
once central funding finishes in 1989. It
would seem important then to reach as
many potential advocates of progressive
educational techniques as we can find, in
order to promote a continuity of approach
for all our young people, whether it be
from a teacher, health education officer,
parent or a schools liaison police officer.

WE KNOW THAT one-off sessions are
the least effective in the long term. So let
us go for a continuous programme deli-
vered in a style that can enable each young
person to take responsibility for him/
herself, and which will equip them with the
ability to make an informed decision in a
community where they can feel supported
by all the agencies they might come into
contact with. a
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REVIEWS

THE NATURAL MIND. Revised edition
Andrew Weil. Boston: Houghton Mifflin,
1986. 226 pages.

In preparation for reviewing this revised,
updated edition of a counter-cultural clas-
sic, I was inclined to squeeze into a pair of
"loons, splash patchouli oil all over, and set
the controls for the heart of the sun. At
times I wished I had. Much of the discus-
sion of “Higher Consciousness” has a
distinct 1960s feel. Indeed, Weil un-
ashamedly admits to being a member of
“the thinking, rational middle class — the
people who formulate conceptions of soci-
ety — who suddenly became aware of
drugs and, through them, of conscious-
ness”. In other words, ‘hippies’.
Reading this book was a bit like being
dragged along to a Bob Dylan concert by
an older relative and discovering that,
despite appearances, he has some very
interesting things to say. In fact, some of
Weil's insights are as sharp — and relevant
to the late 1980s — as a Stanley knife.
Weil's central tenet is that drugs are a
quick way of satisfying the basic human
need to change consciousness. The root of
the drug problem lies in society’s failure to
recognise the importance of this need and
to provide for it. Drugs are attractive
because they produce immediate change
without requiring much effort. However,
they can fail to satisfy our needs if improp-

erly used or used too frequently. He goes
on to show there are many ways of altering
consciousness more effective than taking
drugs. Learning these drug-free methods
takes time, but pays great dividends in the
long term.

Having said this, Weil recognises that
effecting the transition from heroin to
meditation in one step would be difficult. If
difficult in the America of the 1960s, it may
be impossible in the Britain of today. The
triumph of materialism in the present
socio-economic climate makes the idea of
replacing the ringing of car alarms (ende-
mic in some areas as opportunists help
themselves to the vehicles’ contents) with
that of Tibetan prayer bells sound almost
surreal. For most drug users, ‘Suzuki’ will
remain the name of a motorbike, not that
of the Zen archer.

Although Weil’s ultimate solution to the
drug problem — a universal openness to
each individual’s experience of altered
states of consciousness — may be idealis-
tic, the strategy he proposes is fascinating
and exciting. He seems to suggest a con-
tinuum of attempts to alter consciousness,
characterised at one extreme by the very
harmful practice of regular polydrug abuse
of synthetic substances by communal in-
travenous administration. The other ex-
treme would be characterised by the mas-
tery of meditation and yoga, which are of
positive benefit.

I interpret this strategy as the concep-
tualisation of a hierarchy of harm. Within
this model, it would be the role of the drug
expert or drug educator to guide people
toward safer forms of use. For Weil, such
an approach would make use of persons
who have learned how to use drugs safely.
They could teach others how to live in a
world containing drugs, without being
harmed by them.

Such an approach to drug education
must begin from an acceptance of drug use
as a normal and legitimate activity. Weil’s
book clearly establishes this principle.
However, much of current drug education
is a cornerstone of redundant prohibition-
ist thinking. As Weil observes, drug educa-
tion of a primary preventative nature is
charged with the job of keeping young
people from using drugs, by scaring them
in more sophisticated ways than policemen
can.

Ignore the smoke screen created by the
joss sticks, the message of this book is
more important now than it ever was:
“Drugs are with us to stay. Fight them and
they will grow ever more destructive.
Accept them and they can be turned into
non-harmful, even beneficial, forces.”

Mark Gilman

The reviewer is Prevention Development
Officer with the North West Regional Drug
Training Unit in Manchester.

DRUGS: RESPONDING TO THE CHALLENGE.
Barbara Howe and Linda Wright. Health
Education Authority, 1987. Drug
education/training course consisting of
Facilitator's Manual (£27) and Partici-
pant’s Manual (£7;.

This package, which aims to help workers
become effective drug educators/trainers,
started life under the auspices of the
deceased Health Education Council and
was piloted under the somewhat tacky title
Dealing with drugs. It now arises in all its
fully fledged professional packaging, pub-
lished by the Health Education Authority
(HEA). The authors are a little concerned
that the new title may be seen as preten-
tious and point out that their pack is only
one response — not the response.

Barbara Howe and Linda Wright made a
significant contribution to the drug training
field while working on this package at the
unfortunately named HEA ‘Addictions’
Project at Durham University. Both are
skilled and experienced in health education
and were formerly responsible for Drink-
ing choices, a manual widely used in
training about alcohol. They have now
been joined by Dorothy Hannis.

As one who recoils at the outmoded
term ‘addictions’, [ nevertheless have to
defend the pack’s authors, whose project
title merely reflects the continued use of a
narrow ‘addictions field’ terminology in
parts of the Northern Region. The mate-
rials used in the pack are up to date and

reflect the wider persondl wnderstandings
of the auihors.

The pack’s subheading — Materials for
drug education and training — reveals its
true value. Many of the excellent exercises

have been taken with gratitude from other
experienced drug trainers. Of course,
materials alone are not as important in
training as the trainers themselves. Howev-
er. as in ISDD’s Drugs demystified pack,
they can provide a good skeleton on which
drug trainers can build a course suitable to
themselves.

This package will be useful to:

— drug workers who are not experienced
trainers;

— trainers/educators not experienced in or
confident about the drug field.

The intention is that dissemination
should widen gradually, rather like
pyramid-selling. Unfortunately, there are
difficulties in trying to initiate this at a
regional level. It is always very difficult to
pull people in from districts, especially
when the local administration team setting
up the course is separate from the central
training team in Durham. Also, not only
do regions differ in levels of drug training
expertise and progress, but so do districts
within each region. Some trainers may
even feel threatened, but the pack is meant
to be used in conjunction with existing
training developments.

As the package includes tried and tested
exercises from many trainers, parts of it
will be useful to practically everyone in the
field. This sharing of materials is one of the
tenets of the National Drug Trainers’
Forum, set up to facilitate exchange of
information and techniques between train-
ers. Here I must point out a glaring error:
Yotk the Preticiprat’c anual! aad the
Faciitator's Manua) state that the Standing
Conference on Drug Abuse set up the
Drug Trainers” Forum. In fact, it was set
up by a group of drug trainers themselves

in 1984.

Drugs: responding to the challenge is
based on participatory learning, by ex-
periential discussion and involvement. This
perhaps marks the difference between
training and lecturing. The variety of ideas
presented make it as non-directive as the
best forms of counselling. A minor critic-
ism is that some of the exercises on
categories of problem drug use omit
amphetamines. Other than this, the pack-
age takes a wide-angled view, encompas-
sing legal and illicit drug use as part of a
continuum of human behaviour.

On the one hand, the pack can be seen
as a rationalisation of the training practices
of workers often prevented from attemp-
ting this by their other commitments. On
the other, it can be seen as a useful tool in
giving other professionals confidence they
can play an important part in preventive
drug education and training.

Finally, the authors would remind us
there are no absolute rights and wrongs in
training, no easy solutions. We should
therefore not be searching for a ‘miracle
cure’. How like the field of problem drug
use itself!

David Hicks

The reviewer is Coordinator of Drug Con-
cern West Cumbria. He also serves on the
executive of the National Drug Trainers’
Forum and is Drug Training Adviser to the
North West Thames RHA.

Druge: re<pandimg o the chaflenge -
avatlable from the HEA Addictions Prao-

ject, University of Durham. Schooi of
Education, Leazes Road. Durham DHI
I1TA.




' REVIEWS

COPING WITH A NIGHTMARE: FAMILY
FEELINGS ABOUT LONG-TERM DRUG USE.
Nicholas Dorn, Jane Ribbens and Nigel
South. ISDD, 1987. 72 pages. £2.50.

Many of today’s parents came across and
learned to deal with sex and alcohol as they
grew up. Few will have experienced the
current easy availability of illegal drugs —
yet another risk, another potential prob-
lem in the very fraught and difficult job of
getting children and family through the
adolescent years. Many people know little
more about drugs than what they pick up
from sensational reporting and scare-
tactics publicity, and feel that the possibil-
ity of a user in the family is best not even
thought of, let alone discussed — ‘It
couldn’t happen to us.’” This book is for any
family member, in fact, any concerned
person, as well as for families with drug
problems, for these are no respecter of
class, income, colour or creed.

The aim of the authors, very effectively
achieved, is to help people confront their
fears about drugs. Instead of formal inter-
views, we read a series of short quotes
from family members whose lives have
been affected by drug abuse. These take us
through their stories and their experiences:
discovery, depression and hopelessness;
worries — about sex, drink, death; talking
to people — sharing, learning from other
families; professional help — pros and
cons; coming to terms with the problem;
coping with their user; resilience — action,
self-help. Some examples:

“I feel so guilty because I feel it’s all my own
fault.”

“When I heard the word ‘heroin’, I thought the
end of the world had come.”

“We need someone to tell us how to handle the
situation. Are we doing right or wrong?"
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Quotations are introduced with very basic
relevant comments, and each chapter ends
with a short resume together with one or
two questions for thought and discussion
and a few guidelines.

The book offers no easy solutions, no
false hopes, and puts forward no theories,
but presents the thoughts and ideas of
people who have experience of a drug user
in the family: ideas on how to cope, how to
survive. We can relate to these people,
they could be any one of us.

The useful role the family can play in
preventing and overcoming drug abuse
must never be underestimated. However,
information, guidance, and support are
essential if the family is to cope not only
with the problems brought about by the
situation, but also with the very difficult
job of finding a way of relating to their
user, keeping lines of communication
open, and expressing a willingness to en-
courage and support while putting the
responsibility for his/her own behaviour
firmly in the user’s hands.

This book will point people in the right
direction to acquire these skills, giving
them courage to face the problems and to
seek and use help to cope with the night-
mare. All this together with details of the
drugs plus sources of help, make this book
a must, not only for families, but also for
projects working with or coming into con-
tact with families.

In their summing up, the authors say:
“The interviews presented in this booklet
suggest that dealing with drug problems
actually raised many of the same issues that
underlie all sorts of other concerns in
family relationships . . . What the drugs
problem may do, then, is to draw out and
highlight these . . . in such a way that
families have to face up to them . .. so
their stories may well be of interest to a
much wider audience.”Yes, to us — all of
us.

Phyllis Ferguson

The reviewer is director of ADFAM (Aid
for Addicts and Family) National.

Opiate prescribing an
‘easy way out’

Dear Editor,

John Marks's letter (Druglink,
November/December 1987, p.17)
raises some fundamental issues
relating to the opiate prescribing
debate. Marks says
“Prescription . . . helps protect
society from crime.” However,
studies show that while opiate
addicts are still being prescribed
opiates, they are just as likely to be
convicted for opiate-related
offences. Morcover, it appears that
the longer they continue to receive
prescriptions for opiates, the more
likely they are to be convicted for
other offences as well. Perhaps
more importantly, these studies
have shown that “A reduction in
licit opiate use is accompanied by a
reduction in convictions for any type

of offence.”

Marks also asserts that
“Prescription helps the addict’s
health.” But drug-related physical
harm is more to do with the method
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of administration than with the drug
itself. Heroin is a relatively safe
drug; picrcing a closed circulatory
system is the dangerous practice.
Prescribing does not necessarily go
hand in hand with safe
administration — witness the harm
experienced by addicts prescribed
Diconal.

There is also little evidence that
opiate prescribing reduces the
addict population, especially since it
is impossible to say what this
population is.

Dr Marks says, “The easiest thing
in the world would be not to
prescribe at all”. On the contrary,
the more difficult, but ultimately
more satisfactory way, is to work
with addicts who are not being
prescribed opiates. Prescription is
not so much a moral issue, but an
casy way out.

Alan Rosenbach
Substance Abuse Project, Crawley

1. MottJ. “Criminal involvement and
penal response.™ In: Edwards G. et al,
eds, Drug problems in Britain: a review of
ten years, Academic Press, 1981.

Why Health matters
drugs booklet left
out AIDS

Dear Editor,

In her letter, Jane Kennedy
(Druglink, November/December
1987, p.17) points out that the drugs
booklet in our Health matters pack
omits mention of AIDS and HIV.
The project of which Health matters
was the end result, began in 1984,
Written modules were trialled
during 1985, to be ready in early
1986 for publication in November
1986. HIV/AIDS was certainly
becoming an important arca of
awareness and education by the end
of that period.

We may have had the option of
pushing in an untrialled ‘quickic’
fact-sheet at the last minute, but I'm
actually quite glad we didn’t. It
would have dated almost

immediately, and might have
appeared naive and simplistic in the
light of the ever growing knowledge
about HIV/AIDS — and this might

Letters should normally be less than
500 words in length and may be
abridged at the editor’s discretion. Let-
ters criticising previous articles may be
sent to the original author so they can
reply in the same issue of Druglink.

have aroused more ire than omitting
the topic has done!

Maggie Garratt also comments
(she wrote most of the material for
the drugs booklet) that she would
have felt unhappy about inscrting
last-minute information into that
module, without being able to make
considered links across to the
modules on relationships and
sexuality.

If Health matters could be revised
and updated (which I'm sure all
authors long to do!) HIV/AIDS
could then take its rightful place as
one of a number of major issues of
concern to the 16-19 age group.

Christine Beels

Director, HEA/Lifeskills Associates
Health Education and the YTS Open
Learning Project
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Scottish Office rules
behind needle
scheme closure

Dear Editor,

With reference to your report
“*Overwhelmed’ Needle Schemes
Close Down™ in Druglink,
November/December 1987, p.8§, let
me briefly describe the Wishart
Drug Problems Centre before
explaining why our needle scheme
was closed down. The unit is
essentially a day centre, within but
separate from the pre-existing
Wishart Centre, where individuals
with drug-related problems may be
formally referred or simply ‘drop-
in’. Although treatment is drug-
free, GPs are encouraged to get
involved and given advice about
prescribing, which can be made
contingent on attendance at the
centre.

The need to provide a counselling
service, information and advice to
HIV-infected drug misusers, their
families and the public at large, has
significantly increased the workload
of the Drug Problems Centre and
has necessarily to some extent re-
medicalised our approach.

Initially, the Tayside Health
Board did not consider the Centre
as a needle exchange outlet and
indeed the Scottish Office later
expressed some reservations
regarding its suitability. These

factors allied to a delay in supplying
additional nurse staffing for the
scheme resulted in its late
implementation. Eventually, a
nurse was temporarily transferred
and the exchange got underway on
1 August, the day the one at the
local genito-urinary clinic closed.

One of the main reasons why staff
agreed to take part in the equipment
exchange was in the hope that more
drug misusers would be attracted to
the Centre and hopefully drawn into
regular contact and treatment. In
the period of just over a month
there was a good response to the
facility and a significant number of
clients previously unknown to the
staff came forward. Opening hours
for needle exchange were not
restricted and were the same for all
attenders, ie, individuals wanting
injecting equipment could ‘drop in’.
In this respect we were just as ‘user
friendly’ as any scheme south of the
border.

Why, then, was the decision
taken to close the Wishart Needle
Exchange Scheme? First and
foremost, there was repeated
threatening and intimidating
behaviour by addicts towards staff,
one of whom was deliberately
sprayed — by a known HIV sero-
positive individual — with blood
from a syringe. Service provision for
other drug misuscrs was severely
affected and research and training
programmes were disrupted. The
services of the Wishart Centre itself

Dr Dally’s explanation
of the ‘chaos’

Dear Editor.

Druglink’s report on my case
(November/December 1987, p.6-7)
rightly referred to “confusion™
among my addict patients at the
time of the ban on my prescribing
controlled drugs. This could have
been avoided, though not, [ believe,
by me. The suggestion that I
deliberately failed to make
arrangements and used my patients
to induce a crisis are not only untrue
but also wicked. One of the reasons
I became involved in the treatment
of addicts was that [ was shocked to
discover how patients were being
used as political pawns,

[ feel this new allegation can have
come only from those who use such
tactics. But I can understand and
sympathise with the few patients
who may have made such
comments. Legally I could have
given all my patients large
prescriptions beforehand, but only
at the risk of being struck off. Even
though most of the patients know |
did everything in my reasonable
power to help them, some are
bound to feei 1 deserted them when
I could not prescribe any more.

Early last summer, anticipating a
possible ban, [ wrote to all the drug
dependency unit consultants in
London and the South East, 23 in
all, asking whether they would be
prepared to accept any of my
patients and if so on what conditions

and what treatment they would be
prepared to give. Except for the few
who were nearly drug-free. there
would have been no point in
referring patients to clinics if they
were going to be submitted to
treatment regimes which most had
left or rejected long ago and were
adamant they would not return to.

[ was also told by patients that
some clinics had rules they felt they
could not tolerate, for example,
daily pick-up of drugs, compulsory
psychotherapy, not allowing
patients to work or go on holiday, or
insistence on a signed contract for a
set rate of detoxification.

A month later, only eight of the
consultants had replied; seven more
answered in the following two
months. The rest never replied. Of
those who did reply, several assured
me of their “flexibility™, though
without defining this, but only the
Maudsley offered (or was able) to
see addicts from outside its
catchment area. It was also one of
the few willing to consider
injectables for suitable cases, but,
like most others, it insisted on a
‘contract’ of detoxification.

Some consultants said they would
see my paticents without the usual
waiting period, but most said they
would prescribe nothing until after a
long assessment period. This meant
the addict would meanwhile have to
live on the black market. Most also
insisted on a daily pick-up of drugs
or daily attendance, group
psychotherapy in working hours or
other measures disliked by many

were affected: for example, their
public toilets had to be locked
because some needle exchange
clients were fixing there. Also the
Drug Problems Centre has been
chronically under-staffed and the
situation had reached crisis point
because of staff movement, illness,
leave, ete. Not surprisingly, staff
anxiety levels were as high as
morale was low.

What are the lessons to be
learned from our experiences? The
need for staff to make exchange
contingent on advice and
counselling and the requirement to
restrict the numbers of needles and
syringes given out at any one time,
were often a source of conflict
between staff and client, not
infrequently leading to threatening
behaviour from the latter. Such
contingencies came via the Health
Board from the Scottish Office, and
the Lord Advocate decreed that no
more than three sets of injecting
equipment could be exchanged at
any one time and only on a one-for-
one basis.

Perhaps the necessary application
of these criteria explained the
criticisms in your report alluding to
“rigid responses” and also that the
Wishart “was trying to give the
clients something they didn’t want™.

Certainly in Dundee, if not
elsewhere, experience shows that
needle exchange cannot be
conducted simultaneously with a
drug problems treatment service.

Y REPLY TO CRITICS|

addicts. Most said, either to me or
to the patients, that they would not
commit themselves to accept or
assess any of my patients until they
knew the outcome of the case. This
made chaos and confusion
inevitable if the ban came in
suddenly, which it did.

You were not correct in saying
the arrangements being made in the
background were unknown to me. [
did hear about them, as confirmed
by the entry for 19 June in a detailed
diary I have kept of my case. [ was
interested in these rumours because
they suggested the consultants were
being persuaded to offer my
patients treatment similar to the
treatments [ had been persecuted
for, contrary to their replies to my
enquiries. I hoped, if the rumours
were true, that I would be informed,
but no consultant wrote to say he
had changed his mind.

When it came to it, there was a
helpful change in the treatment
policies of some clinics towards my
patients. What was offered, at least
by a few, was more like my
treatment (and the clinic treatment
of years ago) than anything | have
encountered for over a decade.
Some even began to treat my
patients as I had done. But I am
worried about the future. Many
were taken on only temporarily.
This is why I suspect more official
thought was given to avoiding the
sudden appearance of a large
number of articulate addicts on the
black market than to their long-term
welfare.

Needle exchange facilities should
ideally be physically or |
geographically separate from i
associated counselling services, if
only in another room on the same !
premises. Clients should always be
made aware of the need for !
counselling and advice, but attempts |
at coercion may only lead to |
conflict. i

It is probably unrealistic to expect |
many chronically dependent
individuals to contemplate long-
term contact with supporting
services unless provided with
substitute medication. With the
continuing spread of HIV infection i
(the number HI'V-positive in ‘
Tayside at 31 October was 183, 85
per cent of whom are injecting
misusers), we have long since
concluded that it may be more
pragmatic as well as compassionate
to adopt some kind of preseribing
policy and to view the effectiveness
of treatment in terms of cessation of
needle sharing or use, reduced
frequency of use, use under
experienced medical supervision,
and improved physical health and
social adjustment. Unfortunately,
implementation of regular
prescribing would require a daily
medical input at the Centre, but
there have been difficulties in
attracting the required funding.

Dr Brian B. Johnston

Consultant-in-Charge, Wishart Drug
Problems Centre, Dundee

Any clinic consultant who is
“surprised” — as you report Dr
Strang was — he can reach
agreement casily with patients is
naive, if he does not know that, in a
situation of supplication, an addict
will comply with anything to get
drugs. But these ‘contracts’ are
successful only if they accord with
the patient’s feelings. [ am
convinced that contracts should be
reserved for these cases and not
enforced. They should never
becorne routine.

Some of my former patients seem
to be doing well, but some are
unhappy with their treatment and
with their ‘contracts’, which they
regard as only a stop-gap. Many
have already left the clinics, some
are in despair. Some feel they are
being treated in an “inhuman™ way.
Many find they now cannot manage
without the black market, even if
they attend a clinic. These include
three patients whom I know are
HIV positive, and there may be
many others. If the clinics insist on
enforcing their ‘contracts’, we shall
see more of this kind of picture. But
if they really continue on the path of
increased *flexibility’, things could
improve. I hope they will make
further changes in the direction in
which my personal crisis seems to
have pushed them. Maybe the
stimulus for this will be provided by
AIDS. Let us hope the changes, if
they occur, will be more than
cosmetic or temporary.

Ann Dally
Private medical practitioner
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LISTINGS

For a free listing, send a copy of your new
publication/audio-visual material  lo
ISDD’s library. Courses, conferences and
other events also listed — send details to the
editor at least six weeks in advance. Inclu-
sion cannot be guaranteed.

'PUBLICATIONS

Training
» DRUG USE AND MISUSE. Open

University in association with the
Health Education Authority, 1987.
Individual Study Pack, £35. Group
Study Pack, £95. Training Pack.
Individual pack is a ‘distance
learning’ pack for practitioners
working with drug users, consisting
of study text, audio cassette and
course reader (sce below). Group
pack for those training groups
includes the individual pack plus a
video and group leader’s notes.
Available from Learning Materials
Service Office, The Open University,
PO Box 188, Milton Keynes, MK7
6DH.

» DRUG USE AND MISUSE: A
READER. Tom Heller et al, eds.
Chichester: John Wiley, 1987.
£9.50. Book.

Course reader for the training pack
of the same name (see above).
Reprinted and original papers from
leading authors relevant to legal and
illegal drug use in Britain.
Available through bookshops or
from John Wiley & Sons Lid,
Baffins Lane, Chichester, West
Sussex, POI191UD.

» Y-ACT: A RESOURCE PACK OF
MATERIALS ON SUBSTANCE
EDUCATION FOR USE WITH
VOLUNTARY AND PART TIME YOUTH
AND COMMUNITY WORKERS. English
National Council of YMCAs Drugs
Education Unit, 1987. £19 inc. p&p.
Ring-bound training pack with
materials for photocopying.

For use in training youth workers to
examine their own attitudes to drugs
and develop their organisation’s
drugs policies.

Available from National Council of
YMCAs, 640 Forest Road, London
E173DZ, phone 01-520 5599.

Education

» THE CHOICE. Plymouth Medical
Films Ltd, 1987. £25. Video pack.
Twelve minute trigger video and
teachers’ notes for use with young
secondary school pupils. Teachers
and health educators in Devon
advised on content.

Available from Plymouth Medical
Films Ltd, Palace Vaults, 33 New
Street, Barbican, Plymouth, phone
Tony Reynolds on 0752 267711.

» COCAINE AND CRACK. Julian
Chomet.

» ALCOHOL. Rob Stepney.

» HEROIN. Martin Godfrey.

» INHALANTS. Mark Pownall.

» TOBACCO. Rob Stepney.

» MARWUANA. Martin Godfrey.
London: Gloucester Press, 1987. 62
pages. £5.95 each. lllustrated books.
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First six titles in the “Understanding
Drugs” series for adolescents. All
are heavily illustrated and provide
basic information on the drugs
concerned.

Available through bookshops.

AIDS

» LIVING WITH AIDS AND HIV.
David Miller. Macmillan Press,
1987. 136 pages. £7.95 paperback.
Book.

For people with HIV/AIDS and
their counsellors. An in-depth guide
from an experienced AIDS
counsellor.

Available through bookshops.

Medical

» DRUG SCENES. A REPORT ON
DRUGS AND DRUG DEPENDENCE BY
THE ROYAL COLLEGE OF
PSYCHIATRISTS. London: Gaskell,
1987. ix, 238 pages. £5.95. Book.
The facts and the issues as seen by
the part of the medical profession
most intensively involved in
addiction treatment.

Available through bookshops or
from the Royal College of
Psychiatrists, 17 Belgrave Square,
London SWIX 8PG.

Services

» DRUG MISUSE: A REGISTER OF
HELPING AGENCIES. 3RD ED.
Scottish Health Education Group
and Scottish Drugs Forum.
Edinburgh: SHEG, 1987. iii, 47
pages. Directory.

Coordinating, information,
education, advice, support and
counselling services in Scotland for
drug users and for their relatives
and friends.

Availability details from SHEG,
Woodburn House, Canaan Lane,
Edinburgh, EH10 4SG, phone 031
447 8044.

» NORTHERN ROAD: A STUDY OF
DEVELOPING SERVICES FOR DRUG
MISUSERS. Jackie Powell and Robin
Lovelock. Portsmouth: Social
Services Research and Intelligence
Unit, 1987. 244 pages. £5.45 inc.
p&p. Research report.

The CHOICE

A videa packaga to st
drug-ralatnd education
tae younge: secandery
school pupds

Teachers’ Notes

i & ad by

" the Roysl College of Prychintrist

Report on the Northern Road drug
dependency clinic in Portsmouth,
notable for its development of a
broad range of services with a
community focus.

Available from Bronwen Cook,
SSRIU, School of Social and
Historical Studies, Portsmouth
Polytechnic, Milldam, Burnaby
Road, Portsmouth, POI 3AS.

COURSES

> DRUGS AND ALCOHOL: BASIC
COURSE FOR PRIMARY WORKERS.
21-22 January 1988. £24.

» PREGNANCY, CHILDCARE AND
ADDICTION. 18 February 1988. £12.
» PREVENTING ALCOHOL AND DRUG
PROBLEMS. 17 March 1988. £12.
Leeds Addiction Unit. Leeds.

The first course is for health and
welfare practitioners who need basic
drugs knowledge or for specialist
drugs/alcohol workers who need an
introduction to the ficld. The
second is for workers involved in the
care of pregnant women or young
children. The third is for a variety of
community and advice workers and
concentrates on the provision of
community resources.

Details from Gillian Tober, Tutor in
Addiction, 40 Clarendon Road,
Leeds LS2 9PJ, phone 0532 456617.

» BASIC COURSE ON WORKING
WITH DRUG-RELATED PROBLEMS.
Cooperative Training Services. 9-10
March and 23-24 March 1988,
London. Statutory organisations,
£48; voluntary, £16; Home Office
funded voluntary organisations,
free.

Two separate courses for people not
in drug agencies who deal with drug
misuse as part of their work or
workers new to the drugs field.
Details from Janet Maitland, CTS,
c¢lo NACRO, 169 Clapham Road,
London SW90PU, 0]-582 6500.

» ORGANISING HEALTH AND DRUG
EDUCATION COURSES. TACADE.
21-23 March 1988, Warwick. 22-24
June 1988, Wakefield. £95.

To help trainers'organise courses for
tcachers and other professionals.
Based on the Free (o choose and
Alcohol education syllabus courses.
Details from TACADE, 3rd Floor,
Furness House, Trafford Road,
Salford M5 2XJ, phone 061 848
0351.

» DIPLOMA IN CREMICAL
DEPENDENCY PROBLEMS. Hatfield
Polytechnic. September 1988.

A pilot postgraduate diploma
course for professionals.

Contact Dr S.R. Ware, Hatfield
Polytechnic, Balls Park, Hertford,
Herts. SGI3 8QF if interested in
participating in this pilot course as a
tutor or as a student.

» DRUG PREVENTION AND
TREATMENT POLICIES IN THE UK:
WHAT HAPPENS NEXT? Hatfield
Polytechnic. 22-25 July 1988.

A “consultation conference” to
promote dialogue between different
schools of thought in the drugs field.
Further information from Dr S.R.
Ware, Hatfield Polytechnic, Balls
Park, Hertford, Herts. §GI13 8QF.

ORGANISATIONS

> NATIONAL AIDS COUNSELLING
TRAINING UNIT. St Mary’s Hospital.
Courses for anyone with a
professional input into AIDS-
related work, whether as a carer or
policymaker. Specialist courses for
pharmacists, etc. Can arrange one-
off courses for groups of workers.
Courses give basic clinical
information but highlight
psychosocial problems of HIV
infection,

Details from National AIDS
Counselling Training Unit, ACROW
Building, St Mary’s Hospital, Praed
Street, London W2, phone 01-262
3456, ext. 242.

» EUROPEAN MOVEMENT FOR THE
NORMALISATION OF DRUG POLICY.
Based in the Netherlands. Aims to
coordinate opposition to current
“repressive” drug policies
symbolised by the ‘war against
drugs’ metaphor.

Further information and copies of
first EMNDP newsletter from
Russell Newcombe, Drug Education
Research Project, Health Promotion
Unit, Fazakerley Hospital,
Liverpool, L9 7AL.

Call the Information Officer on 01-430 1991 for more
information and advice on any of the publications listed,
all of which are normally available for reference in ISDD’s
library. ISDD’s Drug abstracts monthly gives a much fuller
summary of the content of the most significant publica-
tions received by the library — phone 01-430 1991 for
subscription details and a specimen copy.




DRUGS: RESPONDING TO THE CHALLENGE

Materials for Drug Education and Training

by Barbara Howe and Linda Wright

Drug abuse is a continuing problem, and it is one which many health and welfare workers have to confront in their practice. Now the Health
Education Authority has produced a comprehensive training course - Drugs: Responding to the Challenge - which is designed to provide its
users with the knowledge and skills to be effective drug educators. ;

As well as including up-to-date information the course is intended to develop an appreciation of both legal and illegal drug use as part of human
behaviour, and the effects of irresponsible use on individuals, families and society. It also assesses the strengths and weaknesses of different
approaches to drug education, and enhances the competence and confidence of course participants to act as drug educators.

The approach is based on participatory learning, and the Health Education Authority is supporting a programme of training courses in the use
of materials, aimed primarily at health education staff from within the National Health Service.

The scope though, is wide and the course will be relevant to drug agency workers, social workers, teachers, youth and community workers,
probation officers, personnel officers, nurse trainers, family doctors and community health council members as well as anyone involived in the field.

The course, developed at Durham University, is made MODULE 1 Facts about drugs MODULE 11 Recapping on fieldwork
UP”;l'i ):\::: (:])](:J(:llj]ls;'uk:’;":]eljwf::iak i o) * Perspectives on drug use * Learning from experience
kel ) * Why people use drugs * Qvercoming problems
el 1t i * Attitudes to drug use/misuse * Student centred session
The tirst module has training material for three days work +Besatrsibilie ,”% bt o = s Personaltaclion A
and the second has material for two days, also allowing X :l"\h;:ploujal piczure i * Support nelworkz
for an unstructured session in which participants can i - - =
p p * Educational strategies and skills * Self and course assessment.

explore options relevant to them and devise their own
learning activities.

The two publications which form the basis for the Drugs: Responding to the Challenge course are published by the Health Education Authority.

Facilitator’s manual A4 226pp (pius 1.S.D.D.’s Participant’s manual A4 128pp (plus 1.§.D.D.'s
Drug Abuse Briefing) ISBN 0 903652 234 £27.00 Drug Abuse Briefing) ISBN 0 903652 242 £7.00
(incl. p. & p.) (incl. p. & p.)

Details of the national dissemination programme and copies of the two publications are available from the Project Secretary, H.E.A. Addictions
Project, School of Education, University of Durham, Leazes Road, DURHAM. DHI 1TA. Tel: Durham (091) 374 3484,
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(Contributions in Political Science, No.159)

This controversial book provides an ideal basis for considering a totally fresh outlook on the “War on Drugs”,
which is becoming especially tumely in Britain.

Steven Wisotsky documents that despite the results of the increased enforcement, record arrests and drug
seizures, drug imports are increasing. The author goes on to argue that the war on drugs 1s destructive and
counter-productive, pumping bl”lOI’lb of dollars into the blackmarket. He provocatively suggests that the USA
stops pouring resources into the war on drugs and concentrates instead in providing rcgulauons that make the
individual responsible for his or her own behaviour.

This book is essential reading for all those concerned with the drugs problem in the UK today.
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