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ADVERTS

SOUTH EAST KENT
HEALTH AUTHORITY
COMMUNITY & PRIORITY
SERVICES UNIT

DRUG COUNSELLOR —
DRUG & ALCOHOL TEAM

Salary £9,610 — £14,591
according to experience

We are looking for a drug counsellor to join our
Community Drug & Alecohol Team. We are a
developing multi-disciplinary team based in
Folkestone, providing an information and counselling
service to drug and alcohol users, their families and
friends. We are a non-prescribing service, working
closely with medical practitioners as necessary. Our
catchment area of South-East Kent Health District
contains the channel ports of Dover and Folkestone,
the market town of Ashford, and a large rural

hinterland. At present we have an establishment of

six posts, plus good secretarial support, with plans for
further posts.

The post will entail individual and group work,
including HIV counselling and advice and liaison
with other community-based workers and agencies.
The post-holder will also be expected to participate in
the education and training activities of the team.

We welcome suitably qualified applicants from any
relevant professional background, eg, CPN, social
worker, clinical psychologist, OT, but would also be
interested in applicants whose experience as been
gained outside the confines of the helping professions.
Previous experience of working with drug or alcohol
users is essential; evidence of training in counselling
or other relevant skills would be an advantage. You
must hold a current driving licence,

We offer a stimulating multi-disciplinary working
environment, in an existing project. This is an
excellent opportunity to make a significant
contribution to the development of services for drug
users in this district

If you are interested, please contact Ralph Barker,
Team Coordinator on Folkestone (0303) 850202
ext. 1312 for an informal talk.

Application form and job description can be obtained
from the Personnel Department, 6 Radnor Park
Avenue, Folkestone, Kent CT'19 5BL, telephone 0303
850202, ext. 1425/1426.

Please quote reference number: CPS/493
Closing date: 27th January 1989

Newcastle Health Authority
Mental Health Unit

Parkwood House Regional Alcohol and

Drug Problem Service

Due to expansion of the service and the promotion of
the current postholders, vacancies now exist in the
multidisciplinary team for three registered nurses.

We are looking for highly motivated and competent
individuals with genuine interest and enthusiasm to
participate in the provision of an effective nursing
service at a regional level to those individuals
experiencing dependency-related problems.

This service iscurrently based in a hospital setting but
moving in the near future to a purpose-built city-
centre base.

Post 1. Community Psychiatric
Nurse

Post 2. Senior Nurse Therapist
(unit-based)

The above posts are on scale G.
RMN is essential, although ideally the successful
applicant(s) would be RMN/RGN.
A clean driving licence is required for both posts.

Post 3. Nurse Therapist
(unit-based)

The post will be graded either on D, E, or F depending on
experience, skills and ability. RMN is essential although
ideally the successtul applicant would be RMN/RGN.

Informal enquiries to Alan Atkinson, Service
Manager, Parkwood House, phone 091 285 0151
ext. 540 or bleep.

Application form and full job description request in
writing please to Personnel Department, St Nicholas’

Hospital, Gosforth, Newcastle upon Tyne, NE3 3XT.

Closing date 28th January 1989
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HHIHIHK is about “disapproved’ forms of
drug use — seen legally, socially andfor
medically as ‘misuse’. Druglink does not
aim 1o cover alcohol and tobacco use.
Druglink is for specialist and non-specialist
workers occupationally, professionally, or
academically involved in responding to drug
misuse in Britain. Druglink aims to inform,
promote understanding and encourage
debate.

130D provides Britain’s national library and
information service on the misuse of drugs
and drug dependence, and conducts related
research, ISDD 'sreference 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 s
an independent charity grant-aided by the
Department of health.
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NEWS AND REPORTS

The new government anti-sharing campaign is designed to shock would-be
novice injectors out of taking the plunge. Pharmacists take the lead in providing
new syringes, and the Advisory Council fails to convince the authorities to take
concrete HIV-prevention steps in prison.

PLATFORM D COST-EFFECTIVENESS IS NOT A DIRTY WORD

Says Les Kay in a challenge to drug agencies to make the most out of each £
of public or donated money they spend. Is the latest fad for outreach workers
just a waste of money?

TALKING POINT » SKILLS OR ISSUES: THE NATURE OF
DRUG TRAINING

Dave Macdonald points out that education is in many ways opposite to
training, Appreciating the differences should help those involved in learning
about drug misuse to clarify what mix of education or training they should be
giving or getting.

SYRINGE EXCHANGE 3: CAN INJECTORS CHANGE?

In the last of three reports the Monitoring Research Group round off their
study of the Government’s pilot syringe exchange schemes. This time they
answer the crunch question: do the schemes help clients change to less risky
behaviour? The researchers end with their overall verdict on the schemes.

LIVING GLASSIC > ROLLESTON: THE DEFENGE OF THE RIGHT
T0 PRESCRIBE

How the 1926 Rolleston report set the course of addiction treatment in
Britain. Highlights from what many consider the single most important
document in the history of British drugs policy. Arguably the advent of AIDS
means Rolleston’s analysis is now more alive than at any time since the '60s.

LETTERS

Mentbers of the new training/consultancy company NETWORK ADA Ltd
defend themselves against the accusation that it may be just another rip-off
organisation cashing in on drugs and AIDS. More on drugs and prisons
following up Mike Trace’s article in an earlier edition.

REVIEWS

Analysed in this issue the relative strengths and weaknesses of Salford’s
Parent’s Drug Action Pack and Lifeline’s Understanding Problem Drug
Use, rare examples of ‘training’ resources for parents rather than professionals.
The USA’s anti-drug war is attacked in both Trebach’s The Great Drug War
and Woodiwiss's Crime, Crusades and Corruption.

LISTINGS » PUBLICATIONS. COURSES. MEETINGS.
ORGANISATIONS

Cover photo: a scene from Tracing, the controversial new government advert.
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NEWS & REPORTS

Government responds to ACMD’s AIDS report

The Government's [ull response
to the AIDS and Drug Misuse.
Part | report of the Advisory
Council on the Misuse of Drugs
holds no surprises. Sent in carly
November it arrived too late for
the council to develop a counter-
response at its November
meeting. Not until May is the
council expected to give its
verdict on how the Government
has responded 1o the urgent calls
for action in its report.
Meantime the council plan to
have finalised AIDS and Drug
Misuse. Part 2 in December and
to seek extensive publicity for its

recommendations on the care of
HIV-positive drug users.

David Mellor’s letter 1o the
Advisory Council highlights the
£3 million allocated for England.
£300.000 for Scotland and
£100,000 for Wales in financial
year 1988-9 as the Government's
most significant response to AIDS
and Drug Misuse. Part 1.

As of early December there
was no confirmation that the
money would be repeated in
future years. But an official at the
Department of Health said it was
unlikely they would have
allocated £3 million in the

current year without a reasonable
prospect of continued funding.
The major point of
disagreement remains the
prevention of HIV spread in
prison. According to the
Advisory Council the prospect of
a “comfortable withdrawal™ may
be the best incentive for drug
dependent prisoners to reveal
their condition. There is no
indication that the Government is
taking steps to encourage prison
medical officers to prescribe the
drugs necessary to alleviate
withdrawal. The Prison
Department’s policy statement on

through-care of drug misusers in
prison issued in September 1987
says merely that “medication to
control withdrawal symptoms™
may be given at the medical
officer’s discretion.

The Government and its
Advisory Council continue to
cross swords over condoms in
prison. The recommendation was
that “urgent consideration™ be
given Lo providing easy and
confidential access to condoms, It
has been met with a flat refusal to
“make any change in the present
policy that prison inmates are not
allowed to possess condoms.™

Drug Trafficking Offences Act unfair on wives

Wives ol defendants in Drug
Trafficking Offences Act
proceedings have less opportunity
to defend their interests than the
alleged trafficker. The problem
can apply 10 anyone financially
bound up with the defendant but.
says Release, is most common
and most severe for wives.

Under the act police can apply
for restraint orders to [reeze a
defendant’s assets plus certain
property given to someone else.
On conviction the court is
required to confiscate what it
assesses 1o have been the full
value of the offender’s proceeds
from drug trafficking.

The court’s assessment is made
on the basis of a police statement
giving their valuation of the
proceeds of trafficking. which the
defendant has the right to
challenge. His wife does not have
this right, even though she may
be dircctly affected. Neither does
she quality for legal aid.

Catch 22 is that the restraint
orders may prevent her realising
the cash to buy legal
representation. or 1o obtain the
linancial expertise needed to
make sometimes complicated
assessments ol her legitimate
interest in jointly owned assets,

Jane Goodsir. Release’s

Director, likens the emotional
and technical difficulties
involved in separating tralfickers’
assets from those of their wives
to divorce proceedings — but at
least in divorce the woman is
entitled to separate representation
and to legal aid to help pay for it.
Detective Sergeant Mike Lloyd
of the Avon and Somerset police
trains police and Customs
officers in the workings of the
Drug Trafficking Offences Act.
He agrees that traffickers” wives
have no right to representation in
the assessment of traflicking
proceeds. butl points out that to
implement restraint or

confiscation orders police must
obtain a High Court order which
is sent to anyone affected.

At this stage wives can
challenge the order by arguing
that some of the assets were
obtained by them independently
of their husband’s illegal
activities. To help argue their
case they are entitled to legal aid.

Many women will be unaware
of the financial mire their
husband’s arrest for drug
trafficking can land them in.
They should. Release suggest, be
encouraged to seek advice {rom
Release (01-377 5905) or some
other expert source.

Police start referral scheme in Southwark

An innovalive pilot scheme has
been set up in south London to
see whether arrest can be turned
into an opportunity for drug users
to be directed 1o helping services.

If successful the scheme could
help reach users who have never
sought help for their drug
problems and provide support at
a time when many need it most.
One clfect could be to divert
users out of the criminal justice
system and into services that can
deal with the problems
underlying their offending.

From [ January 1989 all
people arrested at a police station
in Southwark are being given a
drugs help card. regardless of the
alleged offence. The blanket
hand-out 1s because police found
many people arrested for non-
drugs offences admitted to drug
problems during the arrest
interview.

The card encourages anyone
who thinks they have a drug

problem to ask about a special
service for arrested drug users.
Police explain the scheme to
arrestees who show interest. Then
the drug user can cither phone or
ask the police to phone to arrange
for a worker to meet them at the
police station on their release.

At the other end of the phone
15 a worker employed by the
Maudsley Hospital’s Community
Drug Team specifically to deal
with police referrals. His role is
to help the drug user contact
appropriate local services.

For the pilot year of the project
the worker’s salary is being
funded by the Home Office. This
is the first time the Home Office
have funded such a post. and for
the department to provide money
through a health authority 1s

unprecedented. It took months for

the Treasury to come (o lerms

with the arrangement, With the
new funding mechanism set up
for Southwark 1t should now be

easier for other schemes to follow
Suit.

Southwark’s scheme originated
in police concern over the
number of arrested drug users
who appeared never to have
sought help or even to know what
help was available. Jud Barker.
Southwark’s Drug Misuse
Officer, says police commitment
1o the project is essential. Early
on police agreed not to use
information gained as a result of
the scheme in court. Local drug
workers point out that the scheme
gives police a constructive way to
deal with “minnows” caught in
their attempts to respond to
public demand to clear out the
dealers.

Initially the project targets
people arrested and bailed or
cautioned. Eventually it may be
extended to those remanded in
custody.

In cither case the ideal will be
to engage the drug user in a

programme of help before their
case comes to court. giving
police a chance to use their
discretionary powers of
prosecution in lavour of the drug
user continuing their course of
treatment or rehabilitation.
Pending funding the scheme has
been working informally since
carly summer [988 and has
already had some success. One
problem identified from the start
was how to deal with people who
re-offend while receiving help
under the arrangement. Clearly
there are limits to how far police
will hold oft from prosecuting in
the hope that the help will take
effect.
O Similar schemes to refer
arrested drug users and/or their
families 1o support services are
being considered elsewhere in the
UK. For more information on
Southwark’s scheme contact Jud
Barker, the borough’s Drugs
Misuse Officer, on 01-703 6311.
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NEWS & REPORTS

Sharing
means
sharing

With
everyone

New dru

“Shooting Up Once Can
ScrewYou Up Forever” is the
message rammed home in the
Government’s latest mass media
campaign announced by Edwina
Currie at the end of November.
Although billed as the “Anti-
Drugs Campaign 1988/9". the
materials are neither explicitly
anti-drugs nor even anti-
injecting. The focus is firmly on
discouraging the sharing of
injection cquipment.

The advertising agency
Yellowhammer devised the
campaign. [ts catchline is
reminiscent of their 1983
“Heroin Screws You Up”
materials. Last year's anti-
injecting/anti-drugs campaigns
also featured heroin. This time
heroin is left out of the frame
with one of the ads so far
available mentioning
amphetamine (“speed”) and the
rest naming no drugs at all.

Speaking at the launch Edwina
Currie explained: “We are
particularly worried about people
who are occasional injectors of
amphetamines and
pharmaceutical drugs. These
people often dismiss the risk of
AIDS and other diseases because
they don’t think of themselves as
being “drug misusers’ or
‘junkies’.”

£2 million is buying the
Government two one-minute TV
commercials screened from
November 21 through to
February, plus billboard posters
appearing in January and
February accompanied by full-
page ads in the youth press.

The campaiga will tail oft in
March with just the youth press
ads and short radio slots running
through to the end to raise
awareness of a government-
organised telephone helpline

jour mate'’s works

service available from 1 January.

In Scotland smaller posters
(eg. at bus shelters) will also be
used to advertise the helpline,
reflecting special concern there
over the lack of existing services.
Apart from this the campaign is
identical throughout the UK.

Yellowhammer were asked to
convey a broad anti-drugs
message while concentrating on
the danger of becoming infected
with HIV through sharing
injecting equipment. Their
priority target is 16-25 year olds
who move in social circles where
they are likely to come into
contact with drugs. This target
dictated the ads” emphasis on the
dangers of f{irst-time acceptance
of an offer to share injecting
equipment.

Although the explicit message
15 anti-sharing, pre-tests showed
viewers not n contact with drug
use or users interpreted the TV
ads and posters as saying drugs
are bad. A different message
came across 1o people closer to
the drug scene who knew
injectors. They saw the ads as
applying personally to them,
warning ol the dangers of first
time injecting when other
people’s works are most likely to
be used.

‘Don’t share’ was the message
that came across o existing
injectors.

Most striking of the two TV
commercials is Tracing, featuring
a red dot representing the
presence of HIV infection. As the
ad proceeds the original infection
is transmitted to three other
people via a chain of shared
mjection equipment. One
potential sharer escapes mfection
by refusing the offer. As the ad
closes we're left wandering
whether the girlfriend of an HIV-

infected injector will do likewise.

For Dave Turner, Coordinator
of the Standing Conference on
Drug Abuse. Tracing’s clear
iltustration of how HIV is spread
made it the best of the bunch.
“Reasonably factual” was his
comment. He was pleased the
campaign as a whole limited
itselt to preventing sharing rather
than taking a broad sweep against
drugs. This made it less likely to
alienate drug users. For the first
time, he said. we had a campaign
that would reinforce local eftorts
10 discourage sharing by reaching
injectors not in touch with any
services.

In contrast the Terrence
Higgins Trust saw Tracing as
putting the finger on HIV-
infected individuals as the public
health enemy, rather than the
virus, A spokesman likened the
red dot to the pink triangles and
yellow stars used to identify
homosexuals and Jews in Nazi
Germany. “It makes you feel
dirty in a way ... that you're
responsible for infecting other
people,” confirmed lan Palliser,
co-founder of Mainliners, the
self-help group for HIV-positive
drug users.

O Running alongside the
Departrment of Health’s anti-
sharing campaign will be a
separate press campaign mounted
by the Health Education Authority
(HEA) concentrating on

the sexual spread of HIV. The
division between the campaigns
reflects the division of
responsibility for AIDS prevention
between the HEA and the
Government.

When AIDS prevention was
transferred (o the HEA the
Ministerial Group on the Misuse
of Drugs retained control of the
drugs side of the work. Their

At billboard size
in colour this
Government
poster is even
more chilling.
Ad agency
Yellowhammer’s
graphic
approach is
deprecated by
health educators
but backed by
government
ministers.

he's ever shared with.

Shooting up once can screw you up. Forever.

gs ads focus on sharing

concern was that messages aiming
to prevent HIV spread among
existing injectors should not make
drug use seem more acceptable to
NON-USers.

The HEA's plans for their
campaign differ significantly
from those of the Department of
Health. While the two TV
commercials are the stars of the
Department’s anti-sharing
campaign, an HEA circular
explains their approach is “based
on press rather than television,
since we are convinced that this
is the most appropriate medium
at this point to improve levels of
knowledge and understanding
about HIV and AIDS”.

An evaluation of the HEA's
carlier 1988 campaign showed
the most popular ads were
positive about sex. “This ad isn’t
meant to spoil your sex life. It’s
meant to make it last longer,”
announced one. “Like most
people, you probably enjoy sex,”
began the copy.

For the Government and
probably also for the HEA a
similar approach to drugs would
be unthinkable. Instead the focus
is on the negative consequences
of sharing. The media chosen —
short TV ads and posters — are
ideally suited to vividly
portraying these effects.

The outcome is the fear-
arousal technique condemned by
most health educators, and
avoided both by the HEA and by
the Scottish Health Education
Group (SHEG), the HEA's
equivalent in Scotland. In
contrast, SHEG's upbeat 1983
campaign stressed the positive
benefits of a life without drugs.

HEA research shows that 97
per cent of the population already
know HIV is spread through
needle-sharing.
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Pharmacists take leading role
in preventing HIV spread

Pharmacists are taking a leading
role in the distribution of needles
and syringes to injecting drug
misusers to help prevent needle-
sharing spreading the HIV virus,
The evidence from some areas 1s
that as many as half of the UK’
['1.700 retail pharmacies may be
prepared to sell injecting
equipment to drug users. With
just 60 or so needle exchanges in
the UK. participation by
pharmacists could dramatically
multiply the number of syringe
outlets.

A government circular sent to
Scottish health boards in June
asked them to report back by the
end of September on how many
pharmacists were prepared (o sell
to injectors. By December the
Scottish Home and Health
Department had assessed all the
returns. 192 pharmacies had
agreed 10 sell to injectors and 71
per cent had said they would also
supply safe disposal facilities.
These are to be provided free of
charge by health boards.

A Scottish Home and Health
Department official said the
responsc was encouraging. There
was relief that early signs of a
potentially widespread reluctance
to accept used syringes appeared
not to have materialised.

Official optimism was
confirmed by Dr Jefferson,
Secretary of the Scottish Division
of the Pharmaceutical Society,
and by Dave Liddell of the
Scottish Drugs Forum. With just
tive needle exchanges known to
be operating in Scotland, success
in recruiting pharmacists is
crucial to the AIDS prevention
effort there, But there is
widespread concern that so far
the Government is only allowing
distribution through pharmacies

as a “normal commercial
transaction’.

Lothian’s Community
Medicine Specialist, Dr George
Bath, says it’s “shocking™ that
an essential public health
measure o counter the HIV
cpidemic is being funded out of
drug users™ pockets. His attempts
to get the Scottish health
department to relent have been
met by the response that the sales
stipulation is not negotiable.
Lothian Health Board estimates
that | per cent of all 15-44 year-
old men in Edinburgh are
infected with HIV, most through
injection.

There 1s evidence that
pharmacists are less willing to
sell injecting equipment than to
supply it free as part of an
official scheme. In Glasgow a
health board survey showed that
over 40 per cent of the area’s
pharmacists would participate in
such a scheme, more than enough
to meet the need. Yet Glasgow
was the one area where
insufficient numbers of
pharmacists had volunteered to
sell syringes under Government
guidelines.

Another health board survey
provided direct evidence that the
shortfall may be at least partly due
to pharmacists” unwillingness to
sell to injectors on a commercial
basis.

O The kind of scheme Lothian
would like is running south of the
border in Bradford. Unlike their
Scottish equivalents, it appears
local and health authorities in
England can set up needle
exchanges and provide for (ree
distribution of syringes through
pharmacies without having to get
health department approval.

The Bradford scheme is funded

by Bradlord Metropolitan
Council. It began in May [987
and by carly 1988 23 pharmacies
were being supplied packs of five
needles and syringes with a
condom and advice leatlets.

Sharps containers for returns
werce provided.

Participating pharmacies are
paid a small retainer but, says
June Whitham, the borough’s
AIDS Coordinator, pharmacists
see it as their contribution 1o
preventing HIV spread rather
than as a commercial sideline. In
the first nine months of the
scheme 5345 needles/syringes
were distributed.

Clients of the scheme carry a
numbered registration card and
pharmacists are asked to record
syringe outgoings and receipts for
each registered user. Similar
schemes variously funded operate
elsewhere in England..

A lively debate on needie
supply conducted in the pages of
the Pharmaceutical Journal has
shown that pharmacists are
deeply divided on the issue. But
the profession’s leaders in
Scotland and in England sce
participation by pharmacists as a
valuable public health measure
and as adding further weight to
their claim to be primary health
care providers rather than merely
dispensing agents.

Last April the President of the
Pharmaceutical Society said there
should be at least one pharmacy
in each area supplying injecting
equipment to drug users. With so
many pharmacies it’s being said
that if just one in ten agreed to
supply injectors they could make
a major dent in the number
forced to share injecting
equipment due to the
unavailability of fresh supplics.

Timetable of official action on pharmacy sales

DFebruary 1986: Council of the
Pharmaceutical Society withdraws
its ban on pharmacists selling
syringes and needles to drug
misusers but emphasises that the
pharmacist should exercise
*professional discretion™ over each
sale.

D September 1986: Report of the
Scottish Committee on HIV
Intection and Intravenous Drug
Misuse comes down against
distributing injecting equipment
through pharmacies.

D April 1987: Pharmaceutical
Society issues guidelines to
pharmacists involved in syringe/
needle distribution schemes. Supply
of free equipment under schemes
should, they say, always be done by

the pharmacist and accompanied by
encouragement to return used
equipment and to use local drug
advisory services.

D> March 1988: Government
publishes the AIDS and Drug
Misuse report of the Advisory
Council on the Misuse of Drugs.
The report recommends that
pharmacists be encouraged to sell
injecting equipment and provide
health education and treatment
advice, while health authorities
should provide pharmacies with
disposal facilities for used syringes
free and on request.

D June 1988: Scottish Home and
Health Department issues a circular
instructing health boards to attempt
to identify enough pharmacists

prepared to sell syringes and
needles to drug users to meet the
local need. The circular is
concerned *‘only with facilitating the
sale ... as a normal commercial
transaction™. Guidelines to
pharmacists incorporate Scottish
legal requirements limiting sales to
five syringes per visit.

D September 1988: Department of
Health issues a circular to English
health authorities on preventing
HIV infection among drug injectors.
Health authorities are not
instructed to encourage syringe
distribution through pharmacies,
but to service pharmacists selling
syringes to drug users with
literature and, if requested, with
safe disposal facilities.

O A professor of clinical
pharmacology and medical
practitioner has been appointed
to the chair of the Advisory
Council on the Misuse of Drugs
for three years from 1
November 1988. Professor
Grahame-Smith of Oxford
University succeeds Dr Philip
Connell, formerly of the
Maudsley Hospital’s drug
dependency unit. The current
Advisory Council membership
includes just two members from
the voluntary sector —
Geraldine Nolan of DAWN and
Dave Turner of SCODA.

O On 7 November the first needle
exchange opened in New York,
the city worst hit by drug-related
HIV spread, years after similar
schemes started in the UK. The
project’s coordinator described it
as a “miniscule” effort. Opposition
from minority-group politicians
and claims that the programme
amounted to genocide against
blacks and Hispanics mean that so
far just one site has been opened
— in the main office of the city’s
health department. Only injectors
of at least 18 years of age who
have been referred by a treatment
service can use the scheme. HIV
testing is mandatory.

Drwg Abuse Reporr: 22 November 1988, 7
22), p.1-2.

O The Department of
Education and Science has
announced that government
funding for local authority drug
education coordinators will be
extended through to 1990 but
will cover only 70 per cent of the
costs in 1988-9 and 50 per cent
in 1989-90. Also extended is
government funding for in-
service training of teachers in
drug education.

Hansard: 27 October 1988, 1461, col.309,

O On the basis of 20-year follow-
up study of 100 heroin addicts, Dr
George Vaillant has concluded
that formal inpaticnt treatment is
less important than lifestyle
changes in preventing relapse.
Changes that impose an
alternative structure and provide
alternative rewards to addiction
appeared to block drug-seeking
behaviour. Most significant of
these was finding a substitute
dependence, a new human
relationship, inspirational group
membership, or parole requiring
strict schedules of attendance and
work. Dr Vaillant believes his
results show addiction is not
primarily caused or maintained by
the properties of the drug.

Vaillant G.E. "What can long-term follow-
up teach us about relapse and prevention of

relapse in addiction.” British Jowrnal of
Addiction: 1988, 83, p.[147-1157.
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US backs off from zero tolerance

When President-elect Bush takes
over on 20 January his armoury
will include “massive” anti-drug
abuse legislation shaped under
the intense political pressure of
last year’s elections.

Before adjourning, Congress’s
last act was to pass the Anti-Drug
Abuse Act of 1988. At 3.16am on
22 October when the Senate
finally approved the bill just five
senators were present. None drew
attention to the lack of a quorum.

Such was the rush that the bill
was passed ‘blind’, Not until two
days later did anyone have a
written copy to refer to. By 18
November legal drafters had
sorted out its ramifications
sufficiently for President Reagan
to sign the law into effect.

Four days of round-the-clock
bargaining between the House of
Representatives and Senate
merged their vastly different bills
before the adjournment. In the
process a partial retreat from the
House’s hard-line proposals left
the act still breaking new ground
in the war on drugs but further
from “zero tolerance” than the
White House had wanted.

Some observers believe parts
of the new law may in practice
decriminalise drug use. the
opposite of the intended zero-
tolerance crackdown.

Last spring a White House
conference called for “aggressive
street-level enforcement™
including prosecution of users
found with small amounts of
drugs. They'd been told by Nancy
Reagan that even the casual user
is an “accomplice to murder”.

Bush took up the theme,
featuring the arrest and
prosecution of drug users in his
election platform. But civil fine
provisions in the final act are
now being seen as providing an
alternative to criminal
prosecution for possession of
“personal use” amounts of
drugs.

Civil fines will be limited to
$10.000 as opposed to up to
$100.000 and one year’s
imprisonment under criminal
proceedings. Legal safeguards
mean defendants can appeal the
fine in court, where the burden of
proof reverts to the prosecution.
Records of the fine would be
expunged after three years’ free
of drug offences and a “clean’
drug test.

Pressure on the courts and
prisons (one of the few agencies
to be funded well short of their
budget request) might tempt
prosecutors to opt for new civil
proceedings as an alternative to
prosecution.

Users may avoid
prosecution

“It’s bizarre, but this may
have a twisted, unintended
effect,” said the former director
of NORML, the US cannabis
legalisation campaign. “This
opens up the option of fining
drug users instead of jailing
them, one of the steps we’'ve been
arguing for all along.”
(International Herald Tribune, 30
October 1988.)

Major question marks hang
over the other main zero-
tolerance provision in the law —
denying federal benefits to
convicted drug offenders. Senate
concerns led to the exemption of
health and welfare benefits. The
decision to deny benefits is to be
discretionary and taken by a

judge rather than by the federal

agency providing the benefit.

Even so Congress delayed
implementation until [
September 1989 to give it time to
reconsider the issue. Fears that
denying housing, educational and
other forms of assistance to drug
users would impede their
progress to a drug-free lifestyle
may yet kill the provision.

If implemented it could be that
benefits denial can only be
imposed after a formal criminal
conviction. Drug users dealt with
through civil proceedings only
would then escape this further
punishment — a far cry from the
original intention.

Also watered down was the
attempt to impose no-excuse
forfeiture of vehicles (cars, ships
or planes) used to transport
drugs. Now owners will be able
to recover their property if they
can show they didn’t know
personal-use amounts of drugs
were being carried, and had taken
reasonable steps to see their
vehicle was not involved in law-
breaking. US Customs vigorously
opposed this escape clause.

For the US legal system the
most extreme proposal in the bill
was to allow the admission of
evidence obtained in searches
conducted without a warrant. If
police believed they were acting
within the law they could use the
fruits of warrantless searches to
secure a conviction.

Removing the constitutional
protection against arbitrary police
search was too much for the
Senate. The no-warrant-needed
proposal was quickly dropped in
the attempt to get a composite
bill through.

Congress approved the death

penalty for major traffickers who
murder in the course of their drug
business, and for anyone who
kills a law enforcement officer
while committing a drug-related
crime. However, this federal
statute is likely to be used only
rarely.

Testing employees for drugs
will not be required of companies
in receipt of federal grants or
contracts. But they will be
required to take educational and
disciplinary steps to ensure a
drug-free workplace and to make
addiction treatment available.

Quayle: Congress upset Bush’s plans
for him to become ‘drug czar’.

A pilot programme will assess
the feasibility of drug-testing
applicants for drivers’ licences.
Those who test positive must
either agree to regular testing or
be denied a licence for at least a
year.

O Bureaucrats in the USA’s
multi-billion dollar drug abuse
industry are perhaps most
concerned about who will be
appointed director of the new
Office of National Drug Control
Policy created under the Anti-
Drug Abuse Act.

Billed in the US drugs press as
the nation’s “drug czar”, the
appointee will have considerable
power to influence policy and
funding of both enforcement and
treatment/education efforts.

Long before anyone knew
Senator Quayle would get the
job, Bush promised his future
vice president would coordinate
US anti-drug strategy as head of a
“cabinet-level Council of War”
(also dubbed the “drug czar™).

Congress’s stipulation that
their drug czar under the new law
should not hold another federal
position has put a stop to Quayle
taking on the role, but 1t’s being
suggested that Bush may wriggle
out of the restriction by making
the postholder report direct to the
vice president.

O The Drug Training Unit at
the London Boroughs’ Training
Committee has been funded by
the Health Education Authority
to evaluate service provision in
the UK for the training of
professionals on drugs, HIV and
AIDS. The project aims to
produce an overview of training
initiatives for professionals in
social services, health
authorities, drug agencies and
probation. People with
experience of developing
training initiatives are asked to
contact the Drug Training Unit,
9 Tavistock Place, London
WCI1H 9SN, phone 01-388 2041.

O A study published by-the
American Neurological
Association has added to the
evidence that very long-term,
heavy toluene misuse can cause
lasting brain damage characterised
by cognitive impairment and
unsteady gait. The seven subjects
had sniffed on average two cans of
toluene mixture a day for 14 years.
Documentary and urine test
evidence indicated that
degenerative changes found by a
new brain scan technique were not
due to current solvent abuse.
Rosenberg N.L. ef al. “Toluene abuse
causes diffuse central nervous system white
matter changes.” Annals of Neurology:
1988, 23(6) p.611-614.

O Every Tuesday until May the
BBCI1 lunchtime programme
Daytime Live will be focusing on
different aspects of
benzodiazepine dependence.
Each Tuesday a helpline will be
available from 1-6pm on 0345
500 800 financed by a £70,000
grant from the Department of
Health. Dr Peter Tyrer, an
expert in the treatment of
tranquilliser dependence, has
welcomed the ‘“constructive
tone” of the first

programmes.

O A study in south London shows
that heroin smoking (‘chasing the
dragon’) can be a stable pattern
rather than a preliminary phase
before injecting. The first heroin
addicts seen since March 1987 by
the new Maudsley Community
Drug Team consisted of 32
‘chasers’ and 44 injectors. Most of
the injectors had moved to
injecting within a year of their
first heroin use, but nearly 90 per
cent of smokers had been
‘chasing’ for at least two years.
Dosages among "chasers’ were as
high as among injectors,
contradicting the belief that the
economic pressures of
maintaining a heavy habit lead to
injecting.

Gossop M er al. “Chasing the dragon:
characteristics of heroin chasers.” British

Jowrnal of Addiction: 1988, 83, p.1159-

1162,
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PLATFORM

COST-

EFFECTIVENESS

IS not a dirty

word

A ‘very modest proposal’ says the
author. Others may see it as an
unholy descent from saving lives, to
saving money. Welfare benefit
gained per £ spent is the issue,
outreach work the example.

James Les Kay

ANXIETY ABOUT HIV infection has been
coupled with the long-standing awareness that
only a minority of injectors are in touch with
any helping service. As one solution to this
problem, "outreach’ has become the buzz word
in the drugs field. Last year the Advisory
Council on the Misuse of Drugs argued:
Outreach workers can [contact] drug misusers who
may not otherwise seck help. for instance, young drug
misusers, drug misusing prostitutes. occasional drug
misusers and amphetamine misusers.'

The smallest sensible unit for outreach work
would be two workers attached to a community-
based team. Even if the salaries were modest and
support services budgeted at rock bottom, it is
difficult to see how such a pair of workers could
be tunded for less than £25.000 a year.
Established as a separate team with their own
administrative support and offices, costs could

shoot up to £40,000. An ambitious target would
be for them to bring an extra 5-600 new clients
into contact with services over three years.’

[t is now relatively simple to calculate the
range of costs for each of these clients (see
table): at the most optimistic, £125 per client; at
the most pessimistic, £240 per client.

Another way to address the problem of
injectors not yet in contact with services would
be to cut out the middle person — in this case, the
outreach worker—and substitute directeconomic
incentives to drug users themselves. The
medium for an incentives strategy could be
needle exchange clients. They are in a sort of
limbo between those trying to stop using drugs
and those out in the community with no
intention of doing anything about their drug
use.

Needle exchange clients could be offered

money to bring their friends into contact with
our services. An offer of £10 cash per new
contact would result in a rapid influx of hitherto
unseen drug injectors, We could then offer each
of these new contacts £5 for listening to a short
presentation on safer injection techniques
promoting the needle exchange service.

This very modest proposal has the great
beauty of being the most cost-controlled
service one could imagine. If the incentives
strategy failed, it would cost almost nothing.
Costs are incurred only to the extent to which it
succeeds in attracting clients — and these will
never be more than £15 per client plus minimal
servicing costs. In contrast, it outreach workers
fail to make any new contacts they still cost the
full budget allocation from day one.

It might be thought that £10 is not much of an
incentive — but this is £10 per client. If a drug
user were energetic enough to bring in ten, they
would be going away with £100. They would
have earned it. If £10 was not enough £20, £30,
or even more could be offered — as long as the
fee stayed under about £100 per new contact, it
could still be guaranteed to be cheaper than the
outreach option.

Without some such attempt to calculate the
costs and benefits of different ways of providing
this sort of service, it seems difficult to justity
new expenditure on as vague a concept as
outreach work.

Counter-counterarguments

O The first argument against such a strategy
might be that it would be difficult to administer.
Certainly there would need to be very clear rules
for managing a system which hinged on handing
out cash. Ensuring there was no time when
significant amounts of cash were held would
mean repeated visits to a nearby bank, but it
ought to be possible to make such arrangements
fairly easily. No worker should be left operating
solo in such a setting — but that shouldn’t be
happening anyway.

It would also be necessary to have some way
of checking that new contacts were not just
passers-by press-ganged intoservice as imaginary
injectors. But this is not a new problem for
needle exchanges: staft there routinely seek
evidence of injection, either by inspection of
injection sites or through a brief discussion
assessing how much the client knows about
methods used for preparing and injecting drugs.

There are genuine organisational problems
to be overcome in ensuring the smooth,
argument- and corruption-free dissemination
of cash in return for contact. I cannot believe
these would defcat the imagination of staff
currently deployed in services such as needle
exchanges.

I Advisory Council on the Misuse of Drugs, AIDS and Drug
Musise. Part 1. HMSO. 1988,

2 This target is based on discussions with fieldworkers and
some managers of drug services. The consensus was that my
largel” was very optimistic.

The economics of outreach

3. Nureo DN.. “Drug addiction and crime. a complicated Yearly Cost over Clients Cost per
issue”. British Jowrnal of Addiction: 1988, 82(1). "
Parker H. et al, Living with Heroin, Open University Press, Outreach method cost 3 years reached client
1988,
The author has worked for many years in Outreach team:
drugs training for the Lifeline Project in optimistic estimate £25000 £75000 600 £125
Muanchester, which he recently left to help pessimistic estimate £40000 £120000 500 £240
form NETWORK ADA. He can be contacted
on 0706 828963, Needle exchange clients Dependent on performance £157
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O A more principled objection might be that it is
immoral to pay drug users cash which they
would in all likelihood spend on drugs. This
would be a peculiar position to adopt when
drugs and free needles are already being handed
out as an incentive to make contact. Set against
it is the fact that, if we were not paying drug
users, many would raise the cash by victimising
the local community. The link between acquisitive
crime and illicit drug use has been well
established in recent years.*

Are we morally secure in ignoring the rise in
burglary rates due to injecting drug use, not to
mention the health risks from needle sharing?
Might we be more righteous in the long run if
we were to offer financial incentives to drug
users to encourage contact with services? If
they use those incentives to further their drug
use, so what? — they were going to continue
using and sharing anyway. These are not new
moral dilemmas. In educational work it has
long been argued that a harm-minimising
strategy should override moral fastidiousness.

OAnother argument is that the contrast with
outreach work is false — that the aims of
outreach work are not to bring drug users into
existing services, but to create an entirely new
type of service operating out in the community
and responsive to the needs of that community.

This may be a sensible objective for outreach
work. But it is not how new outreach services
have recently been justified. Demands for these
services clearly originate in the threat of an
epidemic of HIV disease. The case has been
persuasively made that the objectives of
abstinence-orientated drug services have to
give way to the priority of curbing HIV
infection. Opportunities to encourage safer
drug use (ie, no longer sharing needles) can
only occur if drug users are brought into contact
with the advice. persuasion and resources
available at services such as needle exchange
schemes.

By definition, the sine gua non of harm-
reduction services 1s their ability to contact
those at greatest risk. Outreach work may be
justifiable in its own terms — but it becomes an
important part of the response to HIV only to
the extent to which it succeeds in reaching those
parts which other services have not.

THERE IS NOTHING new about offering drug
users payment to cooperate with drug services.
It is a well-established tradition in research in
America. In north-west England a recent series
of user interviews in the evaluation of Lifeline’s
comic earned participants £10 an hour. The
system worked without any serious problems.

The idea of economic incentives ought to
appeal to those of a Thatcherite persuasion —
though this is probably the reason why it will
get a ‘no’ from people who only need to think
that it smacks of capitalism, to know that they
oppose it.

A final argument in favour of at least
attempting this incentives approach is that it
would be very cheap to launch. If it proved
unsuccessful. the experiment would have cost
very little. The idea could be introduced on a
pilot basis for a few months with only one or
two thousand pounds in the Kitty. Perhaps the
best way to test the validity of arguments for
and against this strategy would indeed be to
launch it on just such a pilot basis, and see what
happens next. O

TALKING POINT

Facts Learning Meanings
Practical about drugs Theoretical
Skills can be ahr!al_ysed Issues
CE as a shifting ;
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Status quo trainin Critical
o g and 4
Rigid education Flexible
Product Process

TRAINING I

|EDUCATION I

SKILLS or ISSUES?

The nature of drug training

THE TERM ‘training’ makes me feel
uncomfortable, evoking images of dogs being
trained to sit, or soldiers trained to kill. It
implies obedience, and that there is a ‘right’ and
a “wrong’ way of doing things. In reality, what’s
called ‘training’ often lies somewhere on a
continuum between training and education, and
not at either extreme. In the drugs field, as
elsewhere, learning processes have to be an
appropriate mix between training and its
opposite and contradictory concept, education
(see diagram).

O Training is about looking at facts and
providing practical skills for dealing with them.
[tis more rigid than education, often being based
on the status quo and promising an end-product,
ie, the trained or skilled worker: “Training
involves a narrowing down of the consciousness
to master certain techniques or skills.” (Peter
Abbs, Guardian, 5 January 1987.)

O Education, on the other hand, looks at the
meanings behind the facts and the issues that
arise from them, as well as the facts themselves.
Ideally it should be a critical, flexible process
valid in itsell whether or not there is an end-
product such as practical skills or qualifications:
“Education is an opening out of the mind which
transcends detail/skill and whose movement
cannot be predicted”. (op cit.)

From these definitions it is clear that what
many people bring to a leaming event on drugs
is their experience of training, not education.
This may be their experience of the British
school system, which increasingly fits the

criteria for training rather than education, or of

professional training in, for example, social
work, teaching or medicine. As a result they
expect to be provided with the facts about drugs
and drug users and the practical skills to deal
with them — end of story.

Education by itself is as useless as training by
itself in helping people to cope through their
learning about drug problems. It can be so
woolly that it never tackles the issues it
discusses in a practical sense. Certainly it is bad
practice to send someone away from a learning
event without some enhancement of their skills.

If education is emphasised rather than the

The author is a Training Organiser with the
DrugsTraining Projectar Stirling University,
Scotland's  national drug training
organisation. The Project can be contacted
on 0786 73171.

Is it drug training workers need — or
drug education? Decide for yourself
what learning about drugs should
really be about.

Dave Macdonald

training product, people may initially feel de-
skilled and /ess able to cope, because they feel
their existing knowledge base and skills are
inadequate, and no new skills have been learnt.
They may feel personally challenged or
criticised. However, their competence will
eventually be enhanced as they discover how to
adapt their existing skills to the issues that
emerge during the learning experience —
learning how' to solve their problems rather than

just what the solutions are.

Indeed, many educational models assume
that learning is a process filled with tension and
conflict. It seems essential, then, that this
experience should be conducted within a
context of maximum safety and support and
with evaluation and follow-up built in. This is
particularly true, for example, of the new
courses we are organising for drug workers in
Scotland. These workers are increasingly
having to work with HIV-positive clients, and
need help with sexuality and sexual counselling,
pregnancy counselling, bereavement and loss.

THE BEST SKILLS to help people come to
terms with the many facets and complexities of
the ‘drug problem’ may be those of education
itself — to be flexible and critical, to examine
the issues, and to maintain an open mind. After
all, the *drug problem’, like education itself, is
a phenomenon the movement of which cannot
always be predicted. |

I have refrained from giving in-depth
examples of training and education in the
drugs field. Readers should consider for
themselves whether the model described
makes sense. If you are a participant, do you
feel you are experiencing a balanced
approach that meets your needs? If you are
a helper, are you clear where you and your
course stand on the education/training
continuum, and how you fit this to the needs
of the course participants?

DRUGLINK January/February 1983)9



SYRINGE EXCHANGE 3:

CAN INJECTORS CHANGE?

SYRINGE EXCHANGE schemes aim to help
drug injectors change their behaviour to reduce
their risk of becoming infected with HIV or, if
already infected, the risk of their transmitting
the virus to others. In an earlier Druglink article
(July/August 1988, p.8-9) we reported on the
risk behaviour of syringe exchange clients
around the time they first attended the schemes.
In this article we look at the extent to which
clients still at the schemes three months later
reported that they had changed their HIV risk
behaviourintwo key areas — needle and syringe
sharing, and sexual activity.

But before this it is important to put any such
changes in context. People who come to
exchange schemes report lower levels of
syringe sharing than those reported in earlier
research (see table 1 in the earlier Druglink
article). We thought this reflected a general
trend towards reduced risk behaviour among
injectors inresponse to the extensive government
anti-injecting campaign and other publicity
about the dangers of injecting.

To check this we interviewed a comparison
group of injectors not attending syringe exchanges.
Between March and June 1988 we interviewed
220 injectors in 17 towns. About a third were
reached through drug services, and the rest
through informal contacts.

What we found forced a revision of our
views. Over 60 per cent of these ‘non-attenders’
had shared in the previous four weeks compared
to just 36 per cent of syringe exchange clients.
The highest rates were found in Scotland (76
per cent) and among injectors interviewed
outside service settings. A second survey
between July and September found a similar
result.

We now think syringe exchanges attract
people already at a lower risk of HIV infection
than is found among injectors in general. Other
strategies will have to be developed to reach
higher risk injectors.

Syringe sharing reduced

Given that syringe exchange clients already
have lower levels of risk behaviour, are they
capable of making further changes? To look at
this we tracked the pilot schemes’ clients for
three months. We found that only 33 per cent of
all attenders stayed through to the fifth visit,
and only 6 per cent to the twentieth. It appears
that the schemes’ clients do not ‘enrol’ and
become regular attenders — a fact which must

The authors are from the Monitoring
Research Group at Goldsmiths' College in
London. The first author is the Group's
director. They thank staff at the 15 projects
researched for their help with the evaluation,
which is funded by the Department of Health
andthe Scottish Home and Health Department.
The final report of the evaluation 1Is
avaitable from the Monitoring Research
Group — phone 01-692 0815 for details.
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In this last of three reports the Monitoring Research Group fills in the bottom line
of its study of the Government’s 15 pilot syringe exchange schemes. The issue is
whether the schemes’ clients reduced their risk of HIV infection by changing their
drugtaking and sexual practices. On the basis of all three reports the researchers
then give their overall assessment of how the schemes have performed.

Gerry Stimson, Kate Dolan, Martin Danoghoe,
Lmdsev Alidritt, Rachei Lat

force a revision of service planning to achieve
more accessible, user-friendly services (see our
article in Druglink May/June 1988).

Not all the drop-outs happened for negative
reasons. For example, some clients went into
treatment or stopped injecting, but others
continued to inject or died or went to prison. We
have little information about this because our
research was not designed to follow those who
dropped out.

What of those who stayed? Some were re-
interviewed about three months later. A
comparison of the behaviour reported at the
first and second interviews (summarised in
table 1) shows that needle and syringe sharing
was reduced. The key measure — whether the
person had shared in the previous four weeks —
dropped from 34 per cent to 27 per cent.

This trend to less risky behaviour was found
in all the measures of sharing. There was a fall
inthe numberinjecting withequipment previously
used by someone else (risk of infection) and in
those passing on used equipment (risk of
transmission). Also reduced was the number of
different people shared with on a single
occasion.

While the number of sharing partners and the
frequency of sharing are important, so too is the
type of person shared with. There were
reductions across various types of sharing
partner. Those sharing with friends declined
from 22 per cent to 17 per cent, with
acquaintances from 13 to 8 per cent, with
dealers from 11 to 8 per cent, and with sexual
partners from I per cent to 5 per cent.

Clients were asked why they “might have
had to share” needles and syringes (in the first
interview over the last year, in the second over
the last three months). Of particular significance
was the major reduction in those who said they
had shared because needles and syringes were
hard to obtain (see table 2).

The overall reductions in syringe sharing
reported above may hide significant variations
in how individuals changed: some, for instance,
may have actually increased theirrisk behaviour.

In fact we found that 21 per cent of the sample
shared at least as much at the second interview
as they did at the first. But this leaves many
more — 79 per cent — who either sustained their
non-sharing behaviour or cut the extent to
which they shared (details in table 3).

Further evidence of reduced risk behaviour
was found in the types of drugs injected. By the
second interview decreased rates of injection of
most drugs left amphetamine the one most

commonly injected. The number of injections
also decreased from an average of 53 to 45 in the
previous four weeks.

Moves in sexual behaviour

By definition syringe exchanges emphasise
drug use, and their staff reported difficulty in
discussing sexual behaviour with clients.
However, there were a number of changes in
sexual behaviour, most on a scale similar to
changes in syringe sharing (see table 4).

Over the three months since they were first
interviewed at the schemes there was a fall in
the number of clients who were sexually active.
Down too was the number with multiple
partners. Up slightly was the number with a
regular sexual partner. This may indicate that
clients were changing from casual towards
regular relationships. (Though there was no
further evidence to support this interpretation
and the extent of the change was small.)

The increase in the proportion of clients who
had sexual relationships with a non-injecting
partner has two sides to it: for the client it
reduces their risk of HIV infection; for their
non-injecting partner, it may increase it.

The only negative change in sexual behaviour
was a decrease in the use of condoms. However,
the fact that even at the second interview 31 per
cent reported some use of condoms probably
compares well with the general population.

Key Findings
DSyringe exchanges attract injectors already
at a lower risk of HIV infection. Other
strategies need to be developed to reach
higher risk injectors.
DAfter attending the schemes for three
months:
— 27 per cent of the clients had shared in the
last four weeks compared to 34 per cent when
they came;
— 45 per cent no longer said they’d shared
because injecting equipment was hard to
obtain;
— 79 per cent had sustained non-sharing or
reduced their sharing behaviour;
— overall, sexual activity was slightly
reduced.
D Despite these improvements, after three
months 21 per cent continued to share at least
as much as when they first came.
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occasions — approximately 142 for each question.

Table 1. Needle and syringe sharing

All percentages are based on the total number of people interviewed on both

First Second
interview interview First Second
% % interview interview
% %
Not shared in last 4 weeks 66 73
Equipment hard to obtain 54 9
Shared in last 4 weeks 34 27 Equipment cost too much 16 2
Shared with: Didn't like carrying equipment 17 6
—one 17 16 You or someone else needed 53 18
— two plus 17 11 an injection
Most people shared with on one In custody 6 4
occasion: Group using drugs together 34 15
—one:; 20 18 Exchange scheme closed 29 9
— two plus 13 9
Shared by:
— using syringes already 25 19 All percentages are based on the total number of people interviewed on both .
used by someone else occasions — approximately 142. At the first interview they were asked about sharing
d a over the last year; at the second, sharing over the last three months.
— passing on used syringes 30 25

Table 2. Reasons for sharing

Table 3. Pattems of change in syringe

occasions —approximately 142.

All percentages are based on the total number of people interviewed on both

. . First Second
Sharmg behakur interview interview
% %
Proportion Pattern of change
of sample ) No sexual partner in last three months 23 31
First —— ) Second Sexual partner in last three months 77 69
interview interview Number of partners:
; ‘ —one 51 48
79 per cent Sustained non-sharing or cut sharing — two plus 26 21
Consisting of: ; _ Of those sexually active:
— 53 percent  Not sharing » Not sharing — partners who do not inject 46 55
— 20 per cent  Sharing——————) Stopped sharing — used condoms 38 31
— #6percent Sharing——————> Sharing less Current regular sexual partner 49 52
- Of those with regular partner:
21 per cent Maintained or increased level of sharing — partner does not inject 54 61

Table 4. Change in sexual behaviour

Percentages based on the total number of people interviewed on each occasion —
approximately 142 — unless indicated otherwise.

Syringe exchange schemes: an overall assessment

Syringe exchange was launched at considerable
speed in a situation where urgent measures
were (and still are) needed to prevent the spread
of HIV, and where little was known about the
operation and impact of such a service. Given
the known link between syringe sharing and
HIV transmission, the strategy aims to interrupt
transmission at the key point where infection is
possible. It has considerable potential as a
relatively simple and cheap measure for
preventing HIV infection. Like most social
interventions, it also has potential negative
effects.

When it was first introduced some people
had expected syringe exchange would be the
major intervention that would help drug
injectors change their behaviour. Expectations
were possibly higher than for any other strategy
for helping drug users, meaning syringe

The Monitoring Research Group's earlier Druglink reports
dealt with the operation of the pilot exchange schemes
(Druglink, May/June 1988) and with the HIV risk behaviour
of clients at first attendance. (Druglink, July/August 1988).

exchange has been assessed against extremely
high standards. Yet, compared with some other
approaches to helping drug users (for example,
many treatment programmes), syringe exchange
is still in its infancy in terms of service
development and the volume of research
evidence.

DFirst, what we don’ tknow. We do not know the
impact of supplying syringes on the prevalence
of injecting drug use nor how the advent of
syringe exchanges has affected the demand for
treatment: the data needed to make these
assessments is not available. This lack also limits
our assessments of other AIDS prevention
strategies.

DWe also do not know the impact of syringe
exchange on the HIV status of clients. For
various reasons (the timetable for the evaluation,
the possible deterrent effect of testing, and the
possible low uptake of testing) it was unlikely
that the HIV test data could have been easily
interpreted. We also do not know how having a
syringe exchange affects HIV rates among
injectors in the local community.

DWhat we do know is that the results are
encouraging and support the argument that drug
injectors can be helped to make small changes in
their behaviour which could be of cumulative
importance in reducing the spread of HIV.
Whether the changes are large enough for this to
happen remains to be seen.

THE EVIDENCE appears to be that syringe
exchange:

— reaches injectors who are not in touch with
other services;

— does this at reasonable cost;

— isdelivered in a way that is acceptable to most
clients; and

— helps some drug injectors maintain low risk
behaviour and some others to adopt it.

There are areas in which syringe exchange
needs to be developed (to be expected in any
innovative service) and it will not be suitable
for reaching all drug injectors. Finally, syringe
exchange has considerable potential as a low
threshold contact point for drug injectors within
an overall preventive and helping response. Wl
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LIVING GLASSIC

ROLLESTON:
THE DEFENCGE
OF THE

RIGHT TO
PRESCRIBE

Rolleston and his
committee fought off the
Home Office challenge
and established the right
to prescribe for addiction.

In British drug history no document has
mare claim 1o the term ‘classic’ than
the 1926 report of the Rolleston
committee. Under pressure from the
Home Office the eminent physicians on
the committee claimed their right to
prescribe —evenifit meant maintaining
addicts to the grave. It all happened in
the wake of the First Worid War; in the
post-AIDS era Rolleston’s analysis is
still relevant.

Beginning here and continuing on
page 14 we reprint exiracts from the
report. On the opposite page is an
analysis of the background to the report
with an assessment of its status today.

ADDICTION TO MORPHINE or heroin is

rare in this country and has diminished in
recent years. Cases are proportionately more
frequent in the great urban centres, among
persons who have to handle these drugs for
professional or business reasons, and among
persons specially liable to nervous and mental
strain, Addiction is more readily produced by
the use of heroin than by the use of morphine,
and addiction to heroin is more difficult to cure.

Use of the drug in medical treatment was
considered by the witnesses, with but one
exception, to have been the immediate cause of
addiction in a considerable proportion of the
cases they had treated. Some regarded it as the
cause in from one-fourth to one-half of their
cases. and one thought that it accounted for the
majority... Cases ... in which the addiction took
its origin in the use of the drug through mere
curiosity or search for pleasurable sensations ...
appear Lo be exceptional, and may be expected
to become even less prevalent through the
operation of the restrictions on supply.

The ‘disease’ of addiction

In the present report the term ‘addict’ is used as
meaning a person who, not requiring the
continued use of a drug for the relief of the
symptoms of organic disease, has acquired, as
a result of repeated administration, an
overpowering desire for its continuance, and in
whom withdrawal of the drug leads to definite
symptoms of mental or physical distress or
disorder.

There was general agreement [among medical
witnesses| that in most well-established cases
the condition must be regarded as amanifestation
of disease and not as a mere form of vicious
indulgence. In other words. the drug is taken in
such cases not for the purpose of obtaining
positive pleasure, but in order to relieve a
morbid and overpowering craving. The actual
need for the drug in extreme cases is in fact so
great that if it be not administered, great
physical distress culminating in actual collapse
and even death may result, unless special
precautions are taken such as can only be
carried out under close medical supervision,
and with careful nursing.

It is true that there is a certain group of

continued on page 14 »
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LIVING CLASSIC

“THE COST OF THIS Inquiry (including the
printing of this Report) is estimated at £65 5s
6d.” announced the Departmental Committee
on Morphine and Heroin Addiction in its
report to Neville Chamberlain, then Minister
of Health. Sir Humphrey Rolleston (Bart.,
KCB, MD, PRCP — President of the Royal
College of Physicians), leading exponent of
the disease view of alcoholism, chaired the
committee of nine doctors behind the bargain-
basement report that set the course of
twentieth-century opiate addiction treatment
policy in Britain.

Whatthey did was to reach anaccommodation
with the penal line emerging out of the
crackdowns initiated during the First World
War. Home Office Under-Secretary Sir
Malcolm Delevingne had led the attack,
aiming for an interpretation of the 1920
Dangerous Drugs Act which would outlaw
long-term prescribing.

But the outcome was a set of government-
endorsed guidelines which allowed doctors to
continue to supply opiates not just to freat
addiction, but also to maintain addiction in
patients who could lead a “fairly normal and
useful life” with the drug, but not without it.
For40 years these words formed the unamended
basis of the *British system’ for dealing with
opiate addiction — world-renowned for its
humanitarian medical approach. A common
contrast was with the absolute prohibition on
heroin across the Atlantic, which created
criminals out of addicts who could have led
law-abiding lives in Britain.

That contrast was not uncontested — if your
addiction problem had been as big and as bad
as ours, then you'd have gone penal too, said
some Americans. Some British commentators
agreed — it was the fact that our addicts were
few and socially integrated that allowed us to
be liberal, not our liberality that kept the
addiction problem small.

Variations on this chicken-and-egg argument
are still alive. Would it help today’s heroin
problem if doctors went back to maintenance
en masse? Or are we now in the US situation
of the '60s, with an illicit market so well
established that doctors prescribing more
opiates would only end up feeding the market
rather than undercutting it? Apart from these
questions of social policy, is 1t ever in the
individual patient’s best interests to ease their
addiction lifestyle problems by providing a
legal supply of drugs?

The first real test of the ‘British system’
came in the 1960s. What happened then
supported the view that Rolleston’s liberalism
was a concession granted to doctors and
addicts on condition of ‘good behaviour’, not
an outright victory for the medical lobby.

The eminent physicians on the committee
had cleared for themselves a wide space in
which to exercise their medical discretion —
but they had done it within the enforcement-
dominated system established by the 1920
Dangerous Drugs Act. When eventually the
addicts no longer behaved discreetly and the
doctors failed to control them, then the
enforcement system closed in to control both
addicts and doctors through legal restrictions.
By 1968 all but a few hundred doctors
specially licensed not by the DHSS but by the
Home Office — the state’s enforcement arm —

How the
Rolleston report
set the course
of addiction
freatment in
Britain
Mike Ashton

were barred from prescribing heroin or
cocaine for addiction. All doctors had to
notify opiate addicts to the Home Office — a
way of tracking addiction and preventing
double-prescribing, but also a way to keep
tabs on doctors engaged in addiction treatment.

What was so different? First and foremost,
it was the addicts. Doctors had been and still
were mostly conventional and respected
middle and upper class citizens. In the pre-
NHS days of the 1920s, so too were their
private addict patients. Indeed, a
disproportionate number were themselves
doctors or in other professions specially
vulnerable to addiction due to their easy
access to drugs. Many of the addicts of the
20s were of the same exclusive ilk as the
committee which looked into their plight, and
most shared the same social stratum as the
doctors they consulted. With mutual
understanding they played the doctor-patient
game, each accepting addiction as an illness
and causing no more angst to the wider society
than do elderly heart patients today.

By the 1950s this cosy consensus was
cracking and by the early 1960s — for those

who had eyes to see — it had disintegrated.
From 1960 on the Home Office noted that new

cases of addiction “included increasing
numbers initially of beatniks (mainly from
the upper socio-economic classes), and latterly
. members of the working class, many with
aconsiderable record of juvenile delinquency.”

A social gulf had opened between doctors
and their new addict patients. From now on
they were going to be playing different
games: “vicious indulgence” would have
been Rolleston’s verdict on the roots of the
new drug users’ addiction. The ideological
mismatch forced the doctors into policing
addicts through carrot-and-stick controls, and

the addicts into the underdog’s tactics of

manipulation and deceit. tactics they
successfully employed to extract maximum
dosages from unprepared doctors.

No longer isolated in their own homes, the

The Rolleston report, or more properly the
Report of the Departmental Committee on
Morphine and Heroin Addictionwas published
by HMSO in 1926 as a report to the Minister
of Health. It is available for reference in
ISDD’s library and photocopies can  be
purchased for £3.60.

addicts formed a subculture through which
surplus drugs circulated creating more addicts.
The doctors were losing their grip on the

addiction disease — now described as a
“socially infectious condition™. Spiralling
addiction statistics bore witness 1o the

virulence of the drug habit in the “liberated’
sixties.

The resulting public spectacle with queues
of "junkies’ forming outside all-night chemists
helped justify the 1968 curbs on the professional
freedoms established by Rolleston. But to this
day Britain is unique in allowing injectable
heroin to be indefinitely prescribed for no
other reason than that the patient has been
diagnosed by a doctor as being addicted to the
drug. This ‘treatment’ is reserved to a few
specialists, but even the GP can prescribe
injectable methadone on a similar basis. The
argument is still alive over whether prescribing
should become more or less restrictive.

British drug workers are now attempting to
bridge the social and ideological gulf between
drugtakers and society to increase the penetration
of HIV prevention efforts among injectors.
Rolleston’s report was written at a time when
this gulf was non-existent. In this sense its
analysis is more relevant now than at any time
since the '60s.

But Rolleston’s legacy is sometimes
misunderstood. The committee never posed
maintenance as a freatment for addiction —
but, more modestly, as a potentially “medically

Humanity there was,
but at its heart Rolleston was
a defence of privilege

advisable” intervention if repeated attempts
at treatment (ie, withdrawal) had failed. In
Justifying this option the report repeatedly
refers to the lack of suitable institutions in
which to effect a residential cure. Had these
been widely available at a price most people
could afford, and with the powers to detain
addicted patients, then, the committee mused,
perhaps everyone could be treated and
maintenance would be unnecessary (and
probably improper).

The committee’s speculation might just
have been a clever way to achieve consensus
(*We disagree on whether everyone is curable
in theory but at least we can agree that in
practice it is impossible’). However, it does
provide ammunition for an argument that a
well-resourced NHS/voluntary sectortreatment
service might eliminate the need for long-
term prescribing.

Rolleston’s report is one that still repays
reading. For thoroughness of analysis and
simple humanity it outshines most if not all
later reports. But the humanity is there
because the authors were talking in a sense of
themselves — their own class, often their own
profession. At its heart Rolleston was a
defence of privilege — of private doctors and
their private patients. The social upheavals of
the "60s changed all that. The AIDS crisis of
the '80s could be moving us back to search for
ways Rolleston’s ‘user-friendly’ approach
can be adapted for today.

iqrd

DRUGLINK January/February 1983 b13




LIVING CLASSIC

P continued from page 12

persons who take the drugs in the first instance
for the sake of a new and pleasurable sensation,
eg, the ‘underworld class, who often use heroin
for this purpose as a snuff. But even among
these a morbid need for the drug is acquired and
the use is maintained not so much from the
original motive as because of the craving
created by the use.

The conclusion to which we think the
evidence points [is] that addiction may be
acquired by injudicious use of the drug in a
person who has not previously shown any
manifestation of nervous or mental instability,
and that, conversely, due care in administration
may avert this consequence even in the
unstable.

When treatment fails

Apart from the cases dealt with in the preceding
two paragraphs [those in pain due to organic

illness and addicts being treated for their
addiction by gradual withdrawal], we are

satisfied that any recommendations for dealing
with the problem of addiction at the present
time must take account of and make provision
for the continued existence of two classes of
persons, to whom the indefinitely prolonged
administration of morphine or heroin may be
necessary:

(a) Those in whom a complete withdrawal of
morphine or heroin produces serious symptoms
which cannot be treated satisfactorily under the
ordinary conditions of private practice; and
(b) Those who are capable of leading a fairly
normal and useful life so long as they take a
certain quantity, usually small, of their drug of
addiction, but not otherwise.

Most of the witnesses admitted the existence
of these two classes of cases, though in some
instances with reluctance. Some physicians of
great experience believed that if thorough

Administration of heroin
may be necessary for those capable
of leading a fairly normal and
useful life so long as they take their
drug of addiction

treatment could be carried out in all cases it
would very rarely, if ever, be found necessary to
provide any addict with even a minimum ration
of drug for an indefinite period.

It must be borne in mind. however, that those
witnesses who were most sanguine as to the
proportion of permanent cures that could be
obtained under the best possible treatment,
recognised that the results they described could
only be secured by treatment in institutions.

Looking to the small number of such
institutions in this country, as well as the cost of
the treatment which, reasonable as it usually is,
is beyond the means of some of the patients, and
the impossibility under the law as it stands, of
compelling persons suffering from addiction to
become inmates of institutions, it is clear that
under present conditions there must be a certain
number of persons who cannot be adequately
treated, and whom it is impossible completely
to deprive of morphine which is necessary to
them for no other reason than the relief of
conditions due to their addiction.

Further, many of the witnesses were of the
opinion that, even were it possible to treat

National Portrail Gallery, London

N 4
Sir Malcolm Delevingne of the Home Office

wanted Rolleston's committee to ban long-
term prescribing to addicts

thoroughly all cases, there would still exist a
certain number of persons who could be
grouped in one or other of the two classes above
enumerated. When, therefore, every effort
possible in the circumstances has been made,
and made unsuccessfully, to bring the patient to
a condition in which he is independent of the
drug, it may, in the opinion of the majority of
the witnesses examined, become justifiable in
certain cases to order regularly the minimum
dose which has been found necessary, either in
order to avoid serious withdrawal symptoms, or
to keep the patient in a condition in which he can
lead a useful life.

[t should not, however, be too lightly
assumed in any case, however unpromising it
may appear to be at first sight, that an
irreducible minimum of the drug has been
reached which cannot be withdrawn and which.
therefore, must be continued indefinitely.
Though the first attempt entirely to frec a
patient from his drug may be a failure. a
subsequent one may be successful.

Prescribing safeguards

A practitioner when consulted by a patient not
previously under his care, who asks that
morphine or heroin may be administered or
ordered for him for the relief of pain or other
symptoms alleged to be urgent, should not
supply or order the drug unless satisfied as to
the urgency, and should not administer or order
more than is immediately necessary. If further
administration is desired. in a case in which
there 1s no organic disease justifying such
administration, the request should not be
acceded to until after the practitioner has
obtained from the previous medical attendant
an account of the nature of the case.

The practitioner should endeavour to gain his
patient’s confidence, and to induce him to
adhere strictly to the course of treatment
prescribed, especially as regards the amount of
the drug of addiction which is taken. This last
condition is particularly difficult to secure, as
such patients are essentially unreliable and will
not infrequently endeavour to obtain

supplementary supplies of the drug. If, however,
the practitioner finds that he cannot maintain
the necessary control of the patient, he must
consider whether he” can properly continue
indefinitely to bear the sole responsibility for
the treatment.

When the practitioner finds that he has lost
control of the patient or when the course of the

case forces him to doubt whether the
administration of the drug can, in the best
interests of the patient, be completely
discontinued. it will become necessary to

consider whether he ought to remain in charge
of the case. and accept the responsibility of
supplying or ordering indefinitely the drug of
addiction in the minimum doses which seem
necessary. The responsibility of making such a
decision is obviously onerous, and both on this
ground and also for his own protection, in view
of the possible inquiries by the Home Office
which such continuous administration may
occasion, the practitioner will be well advised
to obtain a second opinion on the case.

In all such [apparently incurable| cases the
main object must be to keep the supply of the
drug within the limits of what is strictly
necessary. The practitioner must, therefore, see
the patient sufficiently often to maintain such
observation of his condition as is necessary for
justifying the treatment. The opinion expressed
by witnesses was to the effect that such patients
should ordinarily be seen not less frequently
than once a week. The amount of the drug
supplied or ordered on one occasion should not
be more than is sufficient to last until the next
time the patient is to be seen.

The need for rehabilitation

It was specially insisted upon by several
witnesses that the actual withdrawal of the drug
of addiction must be looked upon merely as the
first stage of treatment, if a complete and
permanent cure is to be looked for. As one
witness put it, the real gain to the patient by
withdrawal of the drug is to enable him to make
a fresh start in new and more favourable
circumstances, and little more than that can be
expected from the actual treatment itself,
whatever the method employed. A permanent
cure will depend in no small measure upon the
after-education of the patient’s willpower, and
a gradual consequent change in bis mental
outlook.

To this end it was regarded as essential by onc
witness that full use should be made of psycho-
therapeutic methods. both during the period of
treatment and in the re-education of the patient.
It was not considered that a lasting cure could be
claimed unless the addict had remained free
from his craving for a considerable period —
one and a half to three years — after the final
withdrawal of the drug.

Scarcely less important than psychotherapy
and education of the will is the improvement of
the social conditions of the patient, and one
physician informed us that he made it a
practice, wherever possible, to supplement his
treatment by referring the case to some social
service agency.

It was also regarded as important that the
physician in charge of the case should. while the
patient is under his care, make a thorough study
of the causes, pathological and other, which
originally led the patient to take drugs, and try
to remedy them. Pain, insomnia or other
physical malady must be suitably treated
before the patient is released from observation.
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LETTERS

NEW TRAINING AGENCY
UNDER FIRE

Network just another rip-off?

Dear Editor,
Your report on p.5 of the September/
October edition of Druglink claims
that NETWORK ADA is “the first
organisation to provide drug training
on a national basis.™ It seems worth
pointing out that the Drugs Training
Project at Stirling University has been
in existence since 1984. The project
provides training courses plus advice
and consultancy on training to drug
projects and others working with drug
users in Scotland. We certainly
consider ourselves to be a “national™
organisation, albeit not a British one.
While NETWORK may see its aim
as to "plug geographical gaps”™ south
of the border, it appears to be
widening gaps in Scotland. Its
forthcoming seminar in Glasgow on
outreach work with drug injectors is
particularly relevant given the high
incidence of HIV among drug users in

Edinburgh and Dundee. Yet at £39 tor
a one-day seminar, or £25 for
“volunteer-based agencies who may
not be able to afford the full price™. it
insults those non-funded voluntary
groups in Scotland whose members
would be hard pressed to find the
return rail fare to the venue, never
mind the fee.

If NETWORK is seriously
interested in helping people at the
grassroots level and are indeed a
“marketing cooperative™ and not just
another rip-off profit-making business,
then perhaps they should consider
making free places available for those
who cannot afford the fee.

These are my views and not
necessarily those of the Drugs
Training Project.

Dave Macdonald
Training organiser, Drugs Training
Project, Stirling Universiry.

We do give free places, says Network

Dear Editor,

Dave Macdonald’s first point about
national units is well made.

We appreciate the difficulties of
voluntary agencies operating on a
shoestring budget. Several of our
members have themselves been in
such a situation. Unlike most other
organisations, NETWORK gets no
core funding at all. All its events are
self-financing.

Despite this we have managed to
offer substantial reductions to
volunteer-based agencies at most of
our seminars, We have even managed
to make some free places available. At
the time of writing no one has been
refused entry because they couldn’t

afford the fee. We have also provided
free places at the Glasgow seminar
Dave refers to in his letter. We will
continue to offer good quality training
to the widest range of participants and
at the lowest costs possible.

For the record. NETWORK *is
indeed a "marketing cooperative™
Our constitution, which is a public
document, consists of model rules
proposed by the Cooperative
Development Agency, whose
assistance in setting up NETWORK
we gratefully acknowledge. Like many
drug field agencies we are a limited
company so our accounts will also be
public documents.

NETWORK members

Harm-reduction no problem down under

Dear Editor,

Having read the September/October
edition of Druglink, 1 would like to
respond to the debate on harm-
minimisation from the Australian
viewpoint, which may be useful to
alcohol and drug education
coordinators in the UK.

As you may be aware, Australia is
in its fourth year of the National
Campaign Against Drug Abuse
(NCADA). One of the stated officially
endorsed objectives of NCADA is to
“reduce the harm caused by drugs”.

This is essential to our campaign
because we recognise the importance
of addressing attitudes and behaviours
relating to legal as well as to illegal
drugs. This includes alcohol, tobacco
and pharmaceuticals which we
specifically address in our
programmes and media campaigns.

We have aimed to raise the
community s awareness to the point of
accepting that there are legal drugs and
that they cause by far the largest
number of drug-related deaths in this
country.

It is not an easy message (o get

across. Even after all our digging
away, the community still often relates
the word "drugs’ only to the illegal
substances. Possibly the media plays a
part in this perception as well as
people’s denial of their own habits.

[ can understand that referring to
harm-reduction may appear to be
condoning the use of illegal drugs, but
this has not been seen to be the case
here. I guess that is because our policy
is 1o talk about legal drugs 100. and to
point out that while they can be
beneficial and life-enhancing (except
for tobacco), they can also be
extremely harmful and costly to the
community.

[ would be happy to correspond
further on this issue or others in drug
education.

Thank you for the interesting
reading in Druglink.

Cecily Stead
National Drug Education
Coordinator, Department of
Community Services and Health, GPO
Box 9848, Canberra ACT 2601,
Austrafia.

Save paper
Use Druglink’s new
PHONE-A-LETTER
Service
Dial 01-430 1991

DRUG USERS IN PRISON

Promising moves in London

Dear Editor,

Since my article on working with drug
users in prison (Druglink,, September/
October 1988) was written, there have
been two developments [ would like to
acknowledge.

D Inner London Probation Service is
setting up its own specialist team of
officers to work on drug issues and to
encourage good practice throughout
the area. This should increase the
number of probation reports submitted
at court and parole hearings that
suggest a drug treatment alternative 1o
custody.

D The Community Drug Team at the
Maudsley Hospital in south London
have employed an “arrest referral
worker™ to work with the police and
courts to encourage people with drug
problems to make contact with the
drug services.

In mentioning the court work of
Alpha and Phoenix houses, I did not
wish to imply that other hostels do not
provide this service. Most therapeutic
communities are prepared 10 support
applications to the court for people to
be referred to them as an alternative to
custody. It's just that this is a drop in
the ocean compared to the number of
drug users appearing in court who
might be candidates for such an
arrangement.

Finally, I did not mention that the
Parole Release Scheme is one of the
Cranstoun projects, so has a
particularly good referral relationship
with the residential projects run by that
organisation.

Mike Trace
Coordinator, Cranstoun Parole
Release Scheme

Users learn to keep their heads down

Dear Editor,

[ read Mike Trace's article "Why Not
Work in Prison?” (Druglink,
September/October 1988) with interest
as a probation officer operating in the
penal system and with a background in
drug abuse work. I support his efforts
to promote greater liaison between
outside agencies and those working in
prisons.

He rightly says the Prison
Department has introduced measures
which directly and indirectly aid this
process. There is another side to the
story. Each institution operates such
policies in an idiosyncratic way.
dependent on the attitudes of key
individuals and the constraints
imposed by regimes and physical
tactors. The needs of individual
prisoners are not always afforded
priority and prejudice can sometimes
rear its head.

The systems in place for helping
drug abusers are rightly based on
voluntarism but the disincentives to

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

identify oneself are great, Some
prisons will not accept abusers of
drugs in class A of the Misuse of
Drugs Act. Admitting to such abuse
may result in transfer to a place further
away from home with a less liberal
regime.

While every effort is made to
maintain confidentiality, the
‘grapevine’ in prisons is a powerful
force and the link between injecting
drugs and AIDS is swiftly made. Other
inmates will ostracise the client no
matter what efforts are made to
educate them.

[n the year since the Home Office
policy was published only one man
has taken advantage of the help on
offer at my establishment. Many may
have been educated by his experience
to keep their heads down.

Probation otficers in prison are
sometimes isolated as champions of
optimism about inmates in a cynical
organisation. On this issue we are
more cautious. We would welcome
ideas on how the barriers confronted
by drug abusers in prison can be
overcome. Closer links with outside
agencies would be a start.

Barry North
Senior Probation Officer, HM Prison
Ranby.
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REVIEWS

{ L Two rarities —
o B e resources to
PARENT'S DRUG ACTION PACK help educate

PARENT’'S DRUG ACTION PACK. Salford
City Council, 1988. Pack with seven cards.
UNDERSTANDING PROBLEM DRUG USE.
North West Regional Drug Training Unit.
Manchester: NWRDTU, 1986. Video pack.
£31 inc. p&p.

Despite the flood of resources that have
emerged in the last two years, there remains a
depressingly small amount of material aimed
at parents, so Salford’s Drug Action Pack is to
be commended for seeking to target resources
at this most neglected group. In the same way,
the veteran video Understanding Problem
Drug Use stands as a pioneering attempt to try
to demystify problem drug use for a wide
audience.

Salford’s pack secks to give very simple
drug pharmacology backed up with
straightforward advice on how to broach the
subject with your son or daughter. It is
primarily aimed at parents who suspect their
child is using — not at families with long-term
problems.

The video aims at a wider audience and
seeks to put illegal drug problems in the
context of legal drugs, and to conceptualise
problemdrug use around easy-to-grasp “handles’
as a way to understand it. The issues are broken
down into a series of triangles reflecting
aspects of the problem, making drug misuse
seem less of an intimidating whole. It offers no
factual information about drugs themselves.

Both products have their uses with parents —

though neither, I suspect, as a whole. The video
is now seriously out of date in respect of the
urgency of AIDS and the need for harm-
minimisation. This movement is outstripping
some of the more traditional orthodoxies
covered in the video — reduction and detox,
PSE and “prevention’ — and leaves the health
risks referred to looking distinctly incomplete.

The Parent's Drug Action Pack has its
problems too. A lot of the suggestions and hints
for broaching the subject with kids have an
unrealistic, idyllic air: it gives the impression
of being aimed at middle class parents who are
articulate enough and have the time to debate
issues  with their otherwise unblemished
offspring. To the vast majority of parents with
drug using kids, these polite truisms are of little
help in dealing with the desperation of the
situation they find themselves in.

Nonetheless there are occasions when I
would use the Salford pack, and segments of
the video. As a whole the video is no longer
useful, but its good sections — such as the call
for trained, confident generic workers — are
still up to the minute.

For some parents the Salford pack is a good
starting point. However, it needs to be backed
up with stronger resources to help the parent
living with drug problems, and which reflect
class and race differences in family structure
and ideology.

Robin Burgess
County Development Worker, Leicestershire
Community Drug Services.

S~ 4 ..o . parents and
— communities
rather than
professionals
or drug
workers.
UNDERSTANDING
PROBLEM
DRUG USE
. Trebach’s

blockbuster is
"‘E the bible of the
1 transatlantic
drug war
opposition. But
the guru fails to

convert our
reviewer.

That Could Mak

America Safe

ARNOLD 5. TREBACH

THE GREAT DRUG WAR AND RADICAL
PROPOSALS THAT COULD MAKE AMERICA
SAFE AGAIN. Arnold S. Trebach. London:
Collier Macmillan, 1987, 401 pages.£17.50.

“*What's happening to us? And why s it
happening now?" Randi Henderson asked ...
want very much to answer her and everyone
clse who has been asking me recently why we
are now in such difficulty over the drug issue,”
begins the author of this book. And answer he
does, for 400 pages and in much the same style:
confident, brash and with no little attention to
Amold S. Trebach.

The overall argument is straightforward: we
are losing and will go on losing the war against
drugs. Our (that is, the USA's) drug laws are
irrational, based on flawed scientific assumptions
and out of touch with the desires of “millions
of Americans”. They force the drugs market to
become a black market, increase profit levels
and thus provide incentives (o increase the very
problem they are trying to eradicate. In
addition they encourage crime and violence as

well as aggravating the problems addicts
encounter. We are too obsessed with heroin
and not obsessed enough with the great evils of
alcohol and tobacco (he also mentions
hamburgers and coffee). The drug war is
characterised by hysteria and McCarthyism.
We must calm down, be rational and set
reasonable objectives.

Trebach is insistent that he is not arguing for
decriminalisation, at least not of heroin. These
same McCarthyites have, he suggests, conducted
scandalous campaigns against him in the past
saying that he is. What he wants is more
“flexibility”. This turns out to be, as far as
heroin is concerned, something more like what
he supposes is the “British system”. In
particular, he is keen that medical use of heroin
and marihuana be permitted (for cancer and
glaucoma respectively), that heroin on
prescription be made available for maintenance
of addicts, and that clean needles are supplied
to injecting addicts.

Other proposals: provide inexpensive
treatment for the millions of tobacco and
alcohol addicts and the heroin addicts; establish
controls over these treatment centres; reinforce
civil liberties. for example, against search
procedures.

The general proposition is not contentious.
Students of social policy are now well aware
that policies and laws can backfire and have
paradoxical effects. They know that enthusiasm
is nosubstitute for flexibility and discrimination.
However, there are sub-arguments which are
much more contentious.

First, there is the market argument. Blanket
criminalisation indeed increases prices and
profits, especially when vigorously pursued,
but that does not mean heroin is indeed just a
commodity like other commodities, as the
argument might imply. It i1s more helpful to

consider it as one of a collection of “difficult’
goods including pornography and firearms.
They are difficult because there are complicated
arguments about their effects beyond the
effects on the individual, about minors, and
because the facts keep changing. We thought
the issue of pornography and violence on
television was sorted out by the early *70s; now
it is back with a vengeance.

The sub-argument about alcohol and tobacco
is also contentious. Trebach is as ‘hysterical’
about them as his opponents are about heroin.
He rightly criticises media use of official
figures about heroin then uses similar figures
about alcohol. It is not good enough to use that
current euphemism ‘alcohol-related’ disease
or injury. A thoughtful treatment would have
looked for dissimilarities between alcohol and
tllegal drugs (eg. in their widely differing
cultural contexts) and not just lumped them
together on a scale of medical danger.

Trebach tries to understand and sympathise
with users of illegal drugs but he makes no
similar effort to understand and sympathise
with the greater number of people strongly
opposed to them. They are “hysterical”. A
genuinely populist and indeed democratic
approach (he makes great play of democracy)
would not dismiss the opinions of many more
“millions of Americans™ in this elitist way.
He 1s rather like those criminologists who
discuss laws entirely in terms of the effects on
(potential) criminals rather than as political
confirmations of the law-abiding majority’s
sentiments and habits.

But then, Trebach has little time for
sentiments, values and the dispersed and
spontaneous social wisdom embodied in habits
and ‘prejudices’.

None of this weakens his general proposition
that more flexibility is needed. But his case

16 4DRUGLINK January/February 1989

isdd



REVIEWS

would have been stronger tf he'd taken the
complications and rival arguments seriously
(he often parodies opposing arguments).
Instead he uses his 400 pages to give extended
case studies about “Ned”, “Sylvia™ and
others. The argument itself fills few pages: it is
copiously  illustrated rather than closely
developed.

Had the argument been developed. I think 1t
would have become clear that much of it is
indeed a potential argument for decriminalisation.
I can quite well understand why his opponents
misunderstand him. There is a respectable
argument for decriminalisation (though I

disagree with ity and much of his evidence
backs it. At no point does he satisfactorily
explain why he does not advocate it.

The Great Drug War is in a genre we see
little ol this side of the Atlantic — a fat book on
a serious topic, aimed at the popular market. In
general | welcome such books and wish we had
more here. But not in this case.

First, because it is not a very good example
of the genre -—— the journalistic part of the
Jjournalism-academic mix is rather contrived
and sell-obsessed. After a lady has helped him
give up smoking cigars, “'the most destructive
[habit| on the face of the earth,” we learn that:

“In 19791 married the lady who gave me that
crucial bit of advice on making choices. There
is much happiness all around me.”

Second. and more importantly. because
what 1s needed is not more advocacy with
illustrations, but an attempt to address in detail
the arguments and sentiments from all sides
and the progress the debate has made. The “big
book withamessage ondrugs’ itself misportrays
the range of different arguments and sub-
arguments which make up the topic. They can
no longer (it in onc book or one message.

Digby Anderson
Director of the Social Affairs Unit. London.

Recent US
elections had
Bush, Dukakis
and both sides
of Congress
scrambling to
appear tough on
drugs. As this
book shows,
politicking over
prohibitions is a
US tradition.

CRIME
CRUSADES
AND
CORRUPTION

Prohibitions in the United States
19001987

Foreword by Hugh Brogan

CRIME, CRUSADES AND CORRUPTION:
PROHIBITION IN THE UNITED STATES,
1900-1987. Michael Woodiwiss. London:
Pinter. 1988. 260 pages. £25.

Michael Woodiwiss's book comes at a
particularly opportune time. It enables us to
view the US Presidential election in a rather
difterent light from the hullabaloo of the past
few months. At the very ume that the
Republican convention was trumpeting the
importance of freedom in the land of the free
(and how they were going to preserve it), “the
United States had on its statute books the most
thorough oversight of personal behaviour in
the Western industrialised world™.

Reagan, following in Nixon's footsteps.
highlighted the drugs issue through most of his
administration. Being "againstdrugs’. whatever
that may mean, was like being against cancer.
child abuse or dyspepsia. The argument was
rarely claborated. You cither gave the problem
a lot of thought and got really confused or, like
most voters, gave it no thought at all — it was
enough to be ‘agin it". Drug users usually
stayed mum and hoped the issue would go
away. It was an easy vote-winrer, and any
politician who questioned the rationale behind
blanket repression tended to be on a hiding to
nothing.

One of Woodiwiss's most persistent and
well-documented themes 1s the way that
alcohol and drugs policy in the US has been
shaped not to confront “problematic substance
use’. organised crime. and institutionalised
corruption. but to win elections — ie. for short-
term gain — and. in the case of venal
politicians, policemen. and public officials,
long-lerm profits. There are moments when the
arguments appear a little selective, the rhetoric
repetitive, and the misprints glaring, but one
cannot help cheering the author on. His target

is bigger than a barn door and he is not short of

ammunition.
In a sense. Woodiwiss marshals too much

rather than too little material. The reader
sometimes  gets lost. Indeed. so does the
author. who occasionally has to stop, re-
orientate himself and repeat his basic arguments.
Students of the use and abuse of drug policies
may not find a great deal new in the drug
section. but as a whole this book provides an
overview of American responses to alcohol,
gambling. prostitution and drugs that has been
sadly lacking.

The chapters on urban crusades and corruption
will be of particular interest to those with only
a vague notion of what happened between the
end of Prohibition and the beginning of the
War on Drugs. What becomes clear is that
many cities barely bothered to enforce the vice
laws at all. The judges. prosecutors and police
chiefs appointed tended to be those who would
accept and connive at the pay-off system. It
was graft, more than anything else, that kept
the urban political machines running.

The scarch for alien conspiracies in the form
of an all-embracing Mafia mega-mob or
godless Empire of Evil was a hallmark of the
carly Filties. Some of the ravings put in
evidence by the author reflect only too well the
poisonous atmosphere of the period and the
darker side of the American psyche, although
one sometimes feels that the quotations could
have been bricfer.

As  Woodiwiss  says.

organised crime

developed in the United States not because of

some mysterious alien conspiracy, but because
it exploited easy opportunities to amass wealth
for a select few in a corrupt system. However,
it would have been helpful to his understanding
of 'mafia’ (I deliberately omit “the’) if he could
have consulted recent judicial material on both
sides of the Atlantic.

He would have confirmed that the grandiose
fantasies of men like Harry J. Anslinger had
little or no basis in fact. But he would also have
found that some of the run-of-the-mill accounts
of how “families” and family members did
cveryday business. given by mafia witnesses
and US agents in earlier hearings. ring true in
the light of later events. There is sometimes a
tendency. even in the most balanced attempts
to demythologise mafia. for it to end up
sounding as irrelevant and ineffectual as a
fargely extinct peasant friendly-society with
odd rituals. like a student fraternity devoted to
swallowing goldfish.

Today, organised crime of all ethnic and
social complexions is busily supplying the
goods and services that politicians. with equal
industry, are denouncing and prohibiting. In
1982 a task force. nominally headed by Vice-
President Bush, deployed everything from
destrovers and helicopter  gunships to a
balloon-shaped radar device nicknamed Fat

Albert 1o intercept smugglers in South Florida
waters. A year later an enlarged task force,
once more headed by George Bush, was
expanded into a national narcotics interception
system. Seizure figures were inflated and great
victories claimed for a system that was later
described by other equally anti-drug officials
as an “intellectual fraud” and a “brilliant
political stroke but a lousy agency".

Meanwhile Bush moved onto greater things.
full of admiration for the Contras and the
Afghan mujahideen — whose trafficking
activities have become increasingly evident —
while asserting that Cuba and Nicaragua were
“in bed with drug smugglers™. He'd obviously
been talking to Fat Albert, because the US
Drug Enforcement Administration knew little
or nothing about it.

Like liberal Republicans no longer in
fashion, such as Dewey and Rockefeller, Bush
has campaigned hard, and made political
capital, on law and order. The death penalty for
traffickers has been tentatively floated as part
of his platform. Being ‘tough on drugs’ makes
Bush look less of a wimp, so we're told. As
usual, nobody, from Jesse Jackson on the left to
Lyndon Larouche on the lunatic right, appears
prepared to tell the voters the truth — that the
‘war’ on drugs is already lost, and that it’s time
to change the battlefield and change the foe.

Roger Lewis
The reviewer is a visiting professor at the
ltalian National Research Council’s [ROSS
Institute in Salerno. Italy. He has worked for
the ltalian Antimafia Commission, and is co-
author of Big Deal, The Politics of the Illicit
Drugs Business.
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is now being
produced using an
in-house desktop
publishing system.
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LISTINGS

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

PUBLICATIONS

Prevention

[0 57 REASONS NOT TO DO
DRUGS. M.M. Kirsch. Illustrated by
Yvonne M. Gaudet. Minneapolis,
Mn.: CompCare, 1987.
Unpaginated. $5.95.

Collection of cartoons

Available from CompCare Publishers.
2415 Annapolis Lane Minneapolis,
Minnesota 55441, USA.

CJA COURSE GUIDE TO DRUG
EDUCATION. TACADE. HEA/
TACADE, 1988. 79 pages. Training
manual. £6.50.

A guide for trainers running courses
for researchers and other workers
involved in educating young people
about drugs/alcohol.

Available from TACADE, 3rd Floor,
Furness House, Trafford Road., Salford
MS 2X1. phone 061 848 03S1.

Therapy

HOW TO HELP
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COHOW TO STOP: ADO IT
YOURSELF GUIDE TO OPIATE
WITHDRAWAL.

COHOW TO HELP: A PRACTICAL
GUIDE FOR THE FRIENDS AND
RELATIVES OF DRUG USERS.
London: Blenheim Project, 1988.
Booklets. £0.75 each.

New editions of the well-established
advice leaflets from a London drug
street agency.

Available from ISDD, £0.95 each inc.
p&p.

COMOTIVATIONAL INTERVIEWING.
Dr Henk van Bilsen and Dr Gerald
Bennett. Bournemouth: East Dorset
Community Drugs Team, 1988.
Video. £35 inc. p&p.

Training video on a counselling
technique developed by Dutch
psychologists to help increase
motivation for change among drug
users.

Available from Training Video. East
Dorset Community Drugs Team, Roval
Victoria Hospital. Gloucester Road.,
Bowrnemouth, BH7 61F. Chegues
pavable to E. Dorset H.A.

CIRESIDENTIAL REHABILITATION
GUIDE FOR DRUG DEPENDENTS.
SCODA, 1988. 285 pages. Directory.

£6.
CJA GUIDE TO RESIDENTIAL
SERVICES FOR DRUG USERS.

SCODA, 1988. Wallchart. £0.20.
The first is a detailed referral guide
updated in January 1988, The
wallchart is free with the guide or
available separately.

Available from SCODA. | Hatton
Place. London ECIN SND, phone 01 -
430 2341

ODRUGS: HOW THE GHURCH
CAN HELP. Mark T. Elvins and
Teresa Searle. Great Wakering:
McCrimmons, 1987. 47 pages.
Booklet. £1.45.

A brief history on drug misuse and
how a Catholic community helped
problem drugtakers.

Available through bookshops.

O ANSA JOURNAL. Association of
Nurses in Substance Abuse.
Quarterly Journal. £10 p.a. to non-
members.

Articles, news and information for
nurses involved in alcohol or drug
work.

Available from Chris Burke, ANSA,
clo. Alcohol Problem Advisory
Service, National Temperance
Hospital, Hampstead Road, London
NW/I 2LT, phone 01-387 2620.

HIV/AIDS

OJAIDS IN SAN FRANCISCO: AN
OVERVIEW OF SERVICES. Edward
Baracat. 15 pages. Report.

[J REPORT FROM NEW YORK:
SERVICES AND STRATEGIES FOR
THE IVDA. Susy Hogarth. Report.
OTHE AMSADODD SECOND
ANNUAL FORUM ON AIDS AND
CHEMICAL DEPENDENCY. Susy
Hogarth. Conference report with
edited transcripts and papers.
Terrence Higgins Trust, 1988.
Reports of HIV/AIDS work, research
and thinking in the USA,

Details from THT, 52-54 Grays Inn
Roud, London WCIX 8LT, phone 01-
831 0330.

OO HIV,AIDS AND PRISONS. Prison
Reform Trust. London: Prison
Reform Trust, 1988. 28 pages.
Booklet. £2.95.

With recommendations for risk-
reduction strategies.

Available from the Prison Reform
Trust, 59 Caledonian Roud, London
NI 9BU.

Women

COOWOMEN AND DRUGS: GETTING
HOOKED, GETTING CLEAN. E.
Pelvso and L.S. Pelvso. Minneapolis,
Mn.: CompCare, 1988. [iv] 231
pages. Book. $9.95

Firsthand accounts of problems with
legal and illegal drugs.

Available from CompCare Publishers,
2415 Annapolis Lane, Minneapolis.,
Minnesota 55441

O STRESS AND ADDICTION
AMONGST WOMEN: REPORT OF
AN AD-HOC WORKING GROUP.
Women's National Commission.
London: Cabinet Office, 1988. 200
pages. Report.

A study of the causes of stress
amongst women and the possible link

between reactions to stress and drug
problems.

Available from the Women's National
Commiission, Cuabinet Olffice,
Governmenr Offices, Great George
Street, London SWIP 3AQ

Other

O THE COCAINE WARS. Paul Eddy
el al. London: Century, 1988. 399
pages. Book. £14.95.

Investigation of the South American
cocaine trafficking cartel.

Available through bookshops.

ODRUGS: WHY SAY NO? vanora
Leigh. Penguin, 1988. 150 pages.
£1.99. Book.

A general introduction for the adult or
young adult reader.

Available through bookshops.

Lonsico Ji .2 %
DRUGS

WHY SAY NO?

COFAMILY WORK WITH PROBLEM
DRUGTAKERS. 19, 20, 26 January
1989, London. £75 for staff outside
London, free in London.Drugs
Training Unit, London Boroughs’
Training Committee.

Details from Mary Denis, 01-388
2041.

OBASIC BRIEFING. 31 January, 25
April, 1989.

COWORKING WITH DRUG USERS.
28 February, 23 May, 1989.
CICHILD CARE AND DRUG USE. 21
March, 27 June, 1989.

South West Thames Regional Drug
Problem Team. London. Free but £1
for refreshments.

Series of half-day workshops.

Details from Course Organiser. Dept
of Addictive Behaviour, Clare House,
St George's Hospital, Blackshaw

Road. London SW17 0QT. phone 01-
672 4286.

O THE LAW.IN ACTION FOR DRUG
WORKERS. Release and SCODA.
31 January, Exeter; 14 February,
London; 3 March, Bradford; 13
April, Manchester. £20.

Series of one-day events. Information
on drug laws. police powers, role of
lawyer, legal aid and confidentiality.
with legal surgery to deal with specific
problems.

Details from Julia Langrish, Release.
169 Commercial Street, London Ef
O6BW, phone 01-377 5905.

O FAMILY SUPPORT SERVICES.
ADFAM National. 17-19 February,
Bristol. £50 residential, bursaries
available,

Residential weekend on working with
families of drug users.

Details from ADFAM National, 82
Old Brompion Rd. London SW7 31L.Q.

O EXPLORING OPIOID DRUGS.
Leeds Addiction Unit. 16 March
1989, Leeds. £15.

For drug workers and other
practitioners with experience of the
problems of opioid misuse.

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

MEETINGS

OIMPROVING THE
EFFECTIVENESS OF COMBATIVE
MEASURES ON DRUGS OF
ABUSE. International Study Centre,
1-3 March 1989, Lisbon, Portugal.
$1250.

International Conference aiming to
draw on ditferent national experiences
to improve measures to combat drug
supply/demand.

Details from International Study
Centre, P.O. Box 330, 3130 AH
Viaardingen, The Netherlands.

OAIDS: INFLUENCES TOWARDS
CHANGES IN DRUG PREVENTION
AND TREATMENT POLICIES.
Centre for Substance Abuse Policy
Studies, Hatfield Polytechnic, 23-25
June 1989, Hertford.

International conference.

Details from Stuart Ware, Conference
Organiser, Hatfield Polvtechnic, Balls
Park, Hertford, SG13 8QF, phone
Hertford 558451,

ORGANISATIONS

CJADFAM NATIONAL
New address: 82 Old Brompiron Road,
London SW7 3LQ.

Call the

a specimen copy.

Information Officer on 01-430 1993 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 publications received by
the library — phone 01-430 1961 for subscription details and
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The third (1988) and fully updated edition
of the compact, comprehensive guide
for non-specialists working with drug
users and for those new to the
drugs field.
Sections on working with drug users,
the drugs, and the services, plus
law and emergency procedures.

Available from ISDD

YOU CAN COPE is the manual’'s message to
those wary of getting involved in helping
drug users.

by City Roads

the crisis intervention centre for chaotic drug users in
Greater London. City Roads is a charity and a
registered nursing home.

Available for £3.50 inc p&p from ISDD or from City Roads
(Crisis Intervention) Ltd, 356/358 City Road, London ECI.

MAINLINERS NEWSLETTER
CONTAINS —UP-DATES,
Y INFORMATION, EDUCATIONAL
CARTOONS, LISTINGS,

PERSONAL STORIES, +
ARTICLES RELEVANT TO HIv,
AIDS & DRUG USE/MISUSE.

A help-line for drug users

& ex-drug users
worried about HIV & AIDS

Information Services
available from
ISDD’s library

Phone 01-430 1961 to learn more about:

..... 01-738 7333

[ v e B st s s i g v Free access to ISDD’s reference collection.

| MAINLINERS NEWSLETTER SUBSCRIPTION FORM [ v Literature searches and reference lists.

I nave -

I i v Drug Abuse Current Awareness Bulletin: a

I MAILING ADDRESS i I monthly listing of all the material received into the

| I library, £24 p.a.

| S | v Drug Abstracts Monthly: a selection of the most

I occuPATION i significant articles received into the library with

I I full abstracts for the professional or researcher,

PHONE NUMBER & £16 p.a.

| + 4

| DATE — 1 v Press Digest: a selection of the most important

I CHEQUES/POSTAL ORDERS MADE PAYABLE TO I . and ipt‘om‘mli\/c Llf'IiC‘|Ch from th.‘ British ])I‘.CS.\,

I MAINLINERS 1 |l compiled from ISDD’s monthly intake cut from
[ over 650 national and local papers and popular

I SUBSCRIPTION TO NEWSLETTER: £25 per year (12 issues) | | journals, £16 p.a.

I FOR AGENCIES, UNIVERSITIES, INSTITUTIONS etc. i

| FREE FOR POSITIVE PEOPLE I v Coming in 1989 selective bulletins for readers

I B interested in particular aspects of drug misuse.

] MAINLINERS « P.0. BOX 125 « LONDON SW9 8EF | ||
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