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Life in the slow lane:

are we serious about services
for stimulant users”?

It is perhaps not surprising given client demand and
government policy, that most statutory drug services
still carry caseloads weighted heavily towards opiate
users offering little else other than needle exchange

for stimulant users. Any other form of intervention has

invariably been left to the under-funded voluntary
sector. But given the substantial rise in stimulant use
through the 1990s, for how much longer will a second

class service be acceptable?
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In September last year I attended the
long-overdue first National
Conference on Stimulants. Although
the conference included a number of
interesting presentations, key issues
remain which have not been
addressed or debated in relation to
services for stimulant users. This
article is intended to raise some of
these issues and generate that debate.

A suitable case for treatment?
Given that amphetamine has been a
major part of the UK drug scene since
the 1960s and with ecstasy and
cocaine also now prominent - why is
it that services for stimulant users are
so poorly developed? Could it be that
only those users who present a
substantial and obvious broader threat
to society in terms of public health or
crime, warrant our care and attention?
If so, then the service they receive will
be more about protecting society from

them as prolific criminals or spreaders
of disease, than helping them
overcome the problems that resulted
in their drug use escalating to
problematic levels.

To those who might try and wish
stimulant users away, [ would remind
them that the Government’s much-
publicised 10 year strategy, Tackling
drugs to build a better Britain states
clearly what is expected of drug
services and repeatedly refers to the
need to provide services for all drug
users, not just those dependent on
opiates.

Do we need specialist services
for stimulant users?

This is not a simple or straightforward
question. Many drug users use both
stimulants and depressants and so to
view stimulant and depressant users as
two distinct groups, requiring different
services is neither helpful nor
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necessarily the way forward.

However, experience and statistics,
have shown that over the past ten years
most statutory drug services have
failed to attract significant numbers of
stimulant users into services and have
failed to retain those they do attract for
any length of time (unless offered an
open-ended dexamphetamine
prescription). Clearly existing services
are failing stimulant users.

Rather than looking to set up
specialist services for each particular
type of drug, we should aim to ensure
that all drug users have access to a
broad range of services which differ in
terms of operational policies and
treatments offered. It may be that
some of these services will be seen as
more appropriate for one particular
type of drug user, but that should be
for them to decide, not us. If existing
statutory services cannot meet the
needs of stimulant users then new
initiatives/services need to be
established, but they need not be

exclusively for them.

What might a service more
attractive to stimulant users
look like?

The Piper Project evolved out of a peer
research/peer education project which
had been operating in Trafford for
over two years, targeting crack cocaine
users (Druglink May/June 1995).
[However, having set up a service which
we hoped would attract this client
group, we found we have attracted a
much broader range of clients from
cannabis smokers to alcohol users.
What these clients have said is that
they feel more comfortable
approaching a service which has some
of the characteristics of the voluntary
street agency while still having the
support of, and belonging to, a
network of well established statutory
service? So what lessons have we learnt
so far?

Attracting clients

Attracting heroin users to a prescribing
service is not difficult - get a building,
get a doctor, get a prescription pad, get
several more prescription pads, put a
sign on the door proclaiming
“methadone here” and wait for the
stampede. Unfortunately, heroin users
will tolerate waiting lists, endure rude,
incompetent and judgmental staff,

monotonous assessment fHO['ITlS, urine
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screening and a game of role play with
the reluctant doctor if at the end of the
day the service comes up with the
goods - a methadone script.

One of the most effective forms of
publicity with heroin users appears to
be word of mouth: most users present
to services because they know
someone else who goes and says its
OK. Unfortunately crack users do not
appear to ‘confess’ so freely, choosing
not to disclose their drug use to
anyone outside their immediate circle
of close friends - and even within
these close circles, talk of drug
problems and attendance at drug
services is often taboo.

So attracting stimulant users is not
so easy, we have to work a bit harder,
we may even have to spend a bit of
money. Managers have to understand
that drug users and drug markets are
becoming increasingly sophisticated
and for services to compete for the
attention of users they need to be
handing out something more than a
folded piece of photocopied A4. Staff

need to be given the time and the

But no amount of publicity will work

if the product you're selling isn’t up

resources to research and develop
appropriate publicity, and managers
need to be aware that the returns for
their investment may take time to
materialise. We have to get involved in
marketing and publicity -
uncomfortable words for many in the
Health Service, but necessary all the
same.

Marketing or publicity can take
many forms:
e OQOutreach interventions with clear
aims and under the direction of
competent management with access to
necessary resources.
¢ Educational materials involving
users not only in writing, design and
production, but also distribution
which is likely to enhance credibility
of the materials out in the community
among those not coming to services
o Use of the local media taking into
account who the target audience is,
what is the most appropriate medium,

aims of the publicity, and what use of

the media might do for the image of
your service
¢ Identifying groups/organisations in
your area who already have contact
and credibility with your local target
group. This may inform us of the
needs of users and how these can be
met. However drug services need to
recognise that such organisations have
their own agendas and these need to
be researched and recognised when
considering partnership or joint
initiatives.

But no amount of publicity will
work if the product you're selling isn't

up to scratch.

The first response

The first impression a client has of
your service is crucial. A person on the
end of the phone who sounds
genuinely interested, understanding
and reasonably competent will result
in considerably fewer 'no shows’ than
one who makes you feel like they are
doing you a big favour by just
answering the phone.

Replacing an answer machine with a
call divert service to a human being
into the early evening is a simple and
relatively inexpensive way of giving
callers a more positive first experience
of your service; allowing clients to
make initial contact anonymously
puts the anxious or paranoid at greater
ease.

Most commentators refer to the
need for services to respond quickly to
requests for help from stimulant users
and so services should be developed in
a way that allows workers to free
themselves from other responsibilities
in order to be able to respond quickly
when clients present. Managers and
funders might argue that an
immediate response is a luxury we
can't afford but if we make clients wait
for two or three weeks we may as well
not bother.

If an appointment cannot be
arranged immediately at least offer
something - a definite date, time and
named worker; literature through the
post; advice and information over the
phone. Stimulant users often present
in an anxious and agitated state, not
sure if they want to be there and
uncertain whether it will do them any
good. If your first response does not
give them some reason to believe they
are doing the right thing they won't

hang about for long.
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The initial assessment

Our experience suggests that initial
assessments for stimulant users last
much longer than those for heroin
users, anything up to three hours.
Clients are often very unsure of what
they want from the service, and again
if you don’t give them some belief in
their ability to stop using stimulants,
and possibly some belief in your
service being able to help then they
won't return for a second
appointment.

a) Most clients presenting to Piper
have wanted to stop using ~ not cut
down, not get some form of
“acceptable” substitute, not just have a
brief period of recuperation, but stop
for good. The idea of returning to
occasional, controlled, recreational
use is undoubtedly an attractive one
but by the time they present to services
most have long since stopped
believing that this is a possibility. They
need to stop and they need to stop
now.

b) So what do we do, what do we
ask? Unfortunately there is no such
thing as a “general assessment”
applicable to all stimulant users. No
systematic or structured assessment
procedure. Drug workers need to have
the skills and experience necessary to
quickly assess the most appropriate
way of working with each client. One
also has to be aware that this may be
the one and only time they attend ~
the assessment has to double up as the
intervention. In the space of two hours
you might have to complete an
assessment, discuss different
‘treatment’ options, initiate the most
appropriate, discuss relapse
prevention strategies and discuss other
services/agencies who may provide
additional support.

Training, experience, access to
appropriate literature and visits to
other agencies with experience of
working with stimulant users are some
of the ways we can ensure staft have
the necessary skills to do the job - but
again these cost money and take time,
things which many agencies do not
have.

Treatment options

The range of treatment options
available when working with
stimulant users are many and varied -
from counselling to acupuncture,
family therapy to symptomatic
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prescribing. But this article is not
intended to be the definitive guide to
treatments for stimulant users. Rather
it intends to encourage a broader
debate about how we might work
more effectively with this group and
enlist support for those agencies
prepared to look beyond the narrow
range of treatments currently available,
most of which have been developed
from our experience of working with
opiate users.

One argument which is now widely
accepted is that drug services cannot
do the job alone. Drug use does not
exist in isolation and when working
with stimulant users, users who are
not physically addicted to their drug of
choice, the significance of social,
emotional and psychological factors
are all the more apparent. Drug
agencies have a responsibility to
identify other agencies in their district

If your first response does not give
them some reason to believe they
are doing the right thing they won'’t

hang about for long

who are able to provide additional
help and support and who also have
to accept that they have a role to play.
DRGs and DATs are both in a position
to facilitate this process and push for
change; we, as workers, have to make
sure they do just that.

Monitoring and evaluation
Statutory drug services are funded by
public money. We need to spend what
is a limited resource in the most
effective and efficient way and we need
to be able to demonstrate that this is
being done. We therefore need to
monitor the effectiveness of drug
services and evaluate different
treatment interventions.

The tools currently used to do this,
again developed from our work with
opiate users, are often inappropriate
when it comes to stimulant users.
Inventories which are completed every
six months are going to be of limited
value when the average client attends
for only four menths; the proportion
of injectors sharing equipment

becomes meaningless when most
don't even inject. Services need to be
given the time, resources and support
to develop appropriate evaluation and
monitoring criteria and an
understanding from funders and
managers that there is more to success
than dealing with the greatest number
of clients over the shortest period of

time.

So where do we go from here?
Services for stimulant users are still
very much in their infancy. If we are
serious about developing services for
this client group then we have to
accept that it may be necessary to
question and challenge the way we
have gone about working with drug
users in the past. We need to accept
that effective and efficient doesn't
necessarily mean cheap and we need
to invest in resources and staff training
if we are to have any impact in the
future.

Those in the field, be they
purchasers or providers, need to
recognise that stimulant use is a very
real problem for a significant
praportion of users and that those
problems affect families, friends and
the wider community.

Just because you can't always
prescribe a pill to make it better
doesn’t mean that it isn't a “real”
problem. Just because it isn't
physically addictive doesn’t mean it
isn’t difficult to stop, and just because
you have to work a bit harder with
them doesn’t mean we shouldn't
bother or support those that do.

Who knows, if we do get it right in
the future those treatments which
prove to be effective with stimulant
users may also be found to be
transferable, and equally appropriate
for the large number of heroin users
currently targeted by, and in receipt of,
the lion's share of existing resources ll

So what are your experiences of trying to set
up a service for stimulant users? Have you
come up with new ways of working with this
group? Are they a homogenous group? Can
we talk about stimulant users — or are there
significant differences in working with say
injecting amphetamine users and crack

smokers? How subtle do services have to
be? Is it true that nobody will give a damn
unless the link is firmly established between
stimulant use and acquisitive crime or
communicabte disease?






