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DRUGS & AIDS
PREVENTION

SYRINGE EXCHANGE SCHEME

the Liverpool Experience is a 30-minute

programme, with an accompanying information

booklet, which gives an insight into the setting-up
and operation of this specific HIV/AIDS
prevention initiative. It is designed for Health

Authorities or other agencies who may be

considering establishing such a service in their

area.

This is not intended as a blueprint for setting up a

similar scheme anywhere in Britain as each

scheme must be relevant to the needs of the local
drug-using population as well as taking into

consideration the resources available for such a

venture.

The Liverpool scheme has been in operation

since October 1986, during which time the

staff and consumers have been faced with a

number of problems and dilemmas. The

experience of initiating and operating this
service is shared in this video to enable other
agencies to fully consider the implications of
the spread of HIV amongst drug injectors
and the relevance of such a prevention
strategy.

The video and booklet examine the many

different aspects of syringe exchanges,

including:

e the background to why the scheme

was set up;

practical day-to-day issues of

operation;

equipment, advice and information;
health issues, such as safer sex, safer
drug use, diet and exercise etc.;

e primary health care for infections
and other complications of bad
injecting;

¢ liaison with other agencies such as
the media and the police;
¢ evaluation and monitoring.

There is much to consider when
initiating this HIV/AIDS prevention
strategy and the information contained here hopes

to give some answers and direction to those faced with the task.

The video and booklet are available at a cost of £50 * from: The Mersey Regional
Drug Training & Information Centre, 10 Maryland Street, Liverpool L1 9BX,
England, or telephone 051-709 3511.

* (Free loan to Agencies within Mersey Region - contact your local Health Promotion Unit).
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NEWS & REPORTS

Reagan guns for users but Congress unsure

President Reagan is reported to
have accepted a ‘punish the users’
policy to reduce the demand for
illegal drugs. In October, Dr lan
Macdonald, director of Reagan'’s
White House Drug Policy Office,
told the New York Times: “we've
got to start holding the users
responsible for the problem . . . |
think we’re now ready to start
arresting users . . . | talked to the
President about it, told him my
ideas. And he’s cleared it. He said
OK™ (Drug Enforcement Report,
9 November 1987). Earlier
Macdonald had told a conference
of drug abuse workers that drug
users must be recognised as the
“principal cause” of drug abuse
and advocated “incarceration” if

necessary to prevent HIV-
infected users continuing to take
drugs (US Journal of Drug and
Alcohol Dependence, October
1987).

In December, the beleaguered
Macdonald backpedalled from his
‘arrest users' statement and told a
House of Representatives select
committee that the President had
merely accepted a policy of
“holding users responsible™ for
their actions. For instance this
could mean that youngsters
caught with small amounts would,
he said, be held overnight until
their parents came to pick them
up (Drugs & Drug Abuse
Education, December 1987).

Elsewhere, Dr Macdonald has

praised options such as short
periods of community service or
Missouri's law revoking the
driving licences of minors found
with small amounts of drugs or
alcohol. His line, and it appears
the President’s too, is that the
country must demonstrate its
single-minded opposition to
illegal drugs by apprehending and
‘censuring’ small-time users as
well as big-time dealers.

The White House is unlikely to
attempt to direct state
enforcement authorities to
implement a ‘go for the users’
policy. Instead their strategy
appears to be to influence the
‘climate of opinion’ so that
‘turning a blind eye’ to minor drug

law infringements is no longer
acceptable enforcement practice:
“All we're saying,” explained
Macdonald, “is that we think it
makes good sense to look at the
business of dealing with the small-
time little user as part of the
problem, and discouraging that
user may indeed bear tremendous
results.”

The House select committee
that quizzed Macdonald was
scathing about the possibilities of
implementing such policies
without extra resources to fund
more police, jails and courts.
Committee members complained
that limited resources dictated
drug dealers rather than users
remain the enforcement priority.

Pressure mounts

The Advisory Council on the
Misuse of Drugs is due to report
to the Home Secretary on 5 May
on whether it would be
appropriate to control anabolic
steroids under the Misuse of
Drugs Act. Supporters of the plan
want to use the Act to ban
unauthorised imports and to ease
prosccution of steroids dealers by
making possession an offence.

Anabolic steroids are now
controlled only under the
Medicines Act, which does not
make unlawful possession an
offence and allows the drugs to be
imported without a licence or a
prescription if they are for
personal use. Drugs imported in
this way are being sold to
sportsmen and women to increase
muscle bulk and improve strength
and power, and in lower doses to
increase competitiveness. Sale or
supply without a prescription is an
offence under the Medicines Act,
but the maximum penalties are
low (two years plus fine) and
collusion between suppliers and
consumers makes the offence
difficult to detect.

The Misuse of Drugs Act could
be used to ban imports of anabolic
steroids not authorised by an
import licence, even if the would-
be importer had been prescribed
the drugs. Possession without a
prescription and possession with
intent to supply could also be
made offences, meaning
prosecutors would not have to
obtain evidence of actual supply
in order to convict traffickers.
Supply and intent to supply carry
a maximum sentence of life
imprisonment for the most heavily
penalised class of drugs, and five
years for the least heavily
penalised.

What the Advisory Council has
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to decide is whether the anabolic
steroids “are being or appear . . .
likely to be misused [and] the
misuse is having or appears . . .
capable of having harmful effects
sufficient to constitute a social
problem™ — the criteria for
controlling drugs under the
Misuse of Drugs Act.

Pressure is growing on the
Council to recommend Misuse of
Drugs Act controls. At the end of
1987, a series of articles in the
Times alleged misuse of anabolic
steroids had become widespread.
An editorial claimed the
revelations proved misuse of the
drugs was causing sufficient harm
to justify control under the Act
(Times, 31 December 1987).

In September, a report by the

steroids
controlled under
the Misuse of
- Drugs Act, but
will the Advisory
Council agree?

for steroids ban

Minister of Sport at the
Department of the Environment,
Colin Moynihan, and the vice-
chairman of the Sports Council
Sebastian Coe, placed the use of
performance-enhancing drugs in
sport firmly in the context of the
wider drug abuse problem: “It is
patently wrong for the misuse of
drugs in any context to be given
the slightest measure of
acceptability.”

Evidence sent to the Advisory
Council in January by the Sports
Council and the Department of
the Environment supported the
inclusion of anabolic steroids in
the Misuse of Drugs Act.

However, some officials fear
this would be a “sledgehammer to
crack a nut”, steroids misuse

being confined to limited, casily
identified groups.

A private member’s bill to
amend the Misuse of Drugs Act to
cover anabolic steroids is due for
its second reading on 13 May. The
bill has been proposed by Menzies
Campbell, the Liberal spokesman
for sport and a former olympic
sprinter. His hope is that a
positive recommendation from
the Advisory Council will come
through in time for the
Government to support his bill, or
use the simpler procedure of
issuing an order-in-councif to
achieve the same result. Mr
Campbell believes there is a
parliamentary majority in favour
of his bill.

Despite the pressure, in
January the Advisory Council was
reportedly “not yet convinced”
that steroids should be controlled
under the Act (Times, 15 January
1988). One compromise would be
to control steroids under the
regulations that prohibit supply or
possession with intent to supply,
but not possession.

B If possession of steroids is
made an offence, positive test
results might theoretically be used

the drug. The Sports Council is
implementing a tougher testing
regime to allow for random
testing of competitors at events or
in training. Competitors who did
not agree to random testing would
forfeit official funding and
support. The plan is that the
governing body of the sport or
failing that the Sports Council’s
drugs review panel will publicise
the names of offenders. Whether
this information could be used in
criminal proceedings is currently
unclear.
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Anti-‘war’
groups organise
in USA and
Europe

As the *war against drugs’ hots up
in Europe and America, two
organisations have emerged
dedicated to reversing what they
sce as the tendency to adopt ever
more ‘repressive’ measures to win
an unwinnable war.

The European Movement for
the Normalisation of Drug Policy
is based in the Netherlands and
has representatives in Italy,
Switzerland, Belgium, England
and Germany. Its aim is to have
drug use treated as a ‘normal’,
legitimate part of modern life.
“Primary” problems caused by
excessive use of drugs are, the
movement believes, being
compounded by “secondary”
problems arising from society’s
response to those drugs.

In December the European
Commission rejected its
parliament’s call for
“harmonisation™ of drug laws
across Europe, lifting a major
threat to Netherland's liberal
policies.

Last year in the USA | Professor
Arnold Trebach founded the
Drug Policy Foundation “to
provide an international forum
and support group for . . . the
loyal opposition to the war on
drugs.” A distinctive feature of
Trebach’s approach is his
deployment of arguments tailored
to the dominant conservative
mood in the USA as well as the
more traditional civil liberties case
tor a less enforcement-oriented
response to drugs.

In a missive sent out from his
Washington HQ last September,
Trebach says:

“1 am talking particularly to you
sitting comfortably in Middle
America, you who oppose the use
ot drugs, especially by our
children, and you who are the
leaders of major business and
social institutions and who may
call yourselves conservatives.”

To these citizens Trebach holds
out the prospect that backing off
from the war will help hold down
taxes (needed to run the prisons
to house drug offenders) and
undercut the itlicit market,
reducing the threat of drug-
related erime and corruption. The
repeal of prohibition is cited as an
example of a time when
prominent conservatives played a
major role in “rescuing” the USA
from its last anti-drugs disaster.

So far there is no sign that
cither of these organisations has
dented the determination of
national and international policy
makers to be seen to be pursuing
the objective of eliminating the
misuse of drugs.
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Query over cocaine

The 261 per cent increase in
Customs’ cocaine seizures in 1987
was not accompanied by a
correspondingly dramatic
extension of the drug’s use in
Britain, say police and Home
Office sources.

Last year, UK Customs officers
seized 358kg of cocaine, as much
as in the previous five years
together. For the first time since
1975, Customs’ seizures of
cocaine exceeded their seizures of
heroin, which stood at 189kg in
1987 compared to 179kg the year
before (see left hand figure). A
news release announcing these
provisional figures said that
during 1987 “cocaine took over
from heroin as the biggest drugs
threat facing Britain.”

A closer look at the statistics
raises doubts about such
comparisons. The cocaine haul in
1987 represents only about haif as
many daily doses for a heavy user
compared to the equivalent for
heroin. A single seizure
accounted for nearly 60 per cent
of the total, raising doubts about
whether 1987 was a harbinger of
things to come or merely a “fluke’.

Just as fundamentally, no one
knows what proportion of the
cocaine seized was destined for
consumption within the UK.
Concern over heroin mounted in
the late "70s, not only because
more was being seized, but also
because estimates of the
proportion of the seizures meant
for the UK rose from 20 per cent
to 80 per cent, confirming Britain
had become a major market.

However, South American
cocaine exporters see Western
Europe as a single market.
Seizures made in Britain may
have been in transit elsewhere or
destined to be split up for
distribution to the wider
European market. It's known that
the largest single seizure in Britain
in 1987 — 208kg — was on its way
to Holland, though Customs say a
“substantial part™ could later have
been re-exported to Britain.

Police and Home Office
intelligence suggest the cocaine
market in the UK increased only
modestly in 1987. At the end of
the year, police sources within the
National Drugs Intelligence Unit
still saw a cocaine “explosion’ in
Britain as more of a threat than a
reality. There was, they said,
more of the drug about, it was
cheaper, purer, and finding its
way out of the champagne parties
and “on to the streets™, but “not
causing great concern at the
moment”. In January 1988, Peter
Spurgeon, Chief Inspector of the
Home Office Drugs Branch, said:
“There are indications that
cocaine is spilling marginally over
into the provinces and
downmarket, but it is difficult to
be precise.”

In recent years police cocaine
seizures — indicative of the street
visibility of the drug — have been
falling (see right hand figure).
Sixty per cent of the 430 police
cocaine seizures in 1986 were
made in London. The indications
are that in 1987 cocaine was still
found mainly in London and used
by those in higher income
brackets. In the USA | it was the
‘re-packaging’ of cocaine as
‘crack’ that sent cocaine diving
downmarket, but by the end of
1987 in the UK there had been
just one significant seizure of
crack — half a kilo produced by a
diversifying east London
amphetamine laboratory.

Cocaine purity at wholesale and
retail levels has increased but the
price has remained relatively
stable at around £70 a gram.
Without a price or ‘packaging’
breakthrough to spearhead their
drive, the cocaine traffickers are
finding it hard to make significant
inroads into the mass
amphetamine markets of northern
Europe. The national drugs
agency Release say that in Britain
in 1987 amphetamine sulphate
bottomed at £4 a gram and was
rarely above £12 a gram. Despite
its abysmal quality and dwindling

‘threat’

purity — as low as five to 10 per
cent — the longer lasting
‘sulphate’ is still the stimulant of
choice for those whose resources
dictate value-for-money rather
than quality or *luxury’.

More UK amphetamine
laboratories were *busted’ in 1987
than in the previous year. It now
appears that the bulk of
amphetamine in Britain is home-
produced, so cocaine importers
are facing not just an established
market for amphetamine, but also
an established, low-cost, and
relatively hard to detect domestic
‘cottage industry” producing the
rival stimulant.

The 1987 report of the United
Nations International Narcotics
Control Board confirms that it is
still a case of the cocaine “threat’
hanging over rather than
descending on Western Europe:

“Some observers of the rapid
spread of cocaine abuse in the
United States predicted a similar
development in Western Europe.
Fortunately, the spread has been
slower than predicted. *Crack’
abuse has appeared only in
isolated cases. Nevertheless . . .
the increase in supplies from Latin
America and the need of the more
highly organised trafficking rings
to find new markets could lead to
a deteriorating situation in the
near future. High seizures of
cocaine in Western Europe in
1987 may be indicative of such a
trend.”

Even if the predicted *flood” has
not arrived, there has, it’s
generally agreed, been an
increase in cocaine use in the UK
and its use has spread beyond the
society elites of the mid-"70s. In
parts of inner London, cocaine
has been a “street drug” for years.
Local gangs in areas such as
Brixton control the distribution of
the drug and its use is widespread
despite low incomes and high
unemployment. Aithough *crack’
has not caught on, cocaine paste is
reportedly commonly smoked in
some areas.
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Doctors turn to more addictive
short-acting benzodiazepines

Figures recently released by the
DHSS show that prescribing of
the type of benzodiazepines
thought most likely to lead to
withdrawal problems has been
increasing, even though the total
number of benzodiazepines
prescribed is falling. It also
appears that while doctors have
reacted to bad publicity about
benzodiazepine dependence by
cutting down on their use for
daytime anxiety-relief, the
message has not got through that
benzodiazepines prescribed as
sleeping pills may be just as likely
to cause dependence.

The British national formulary

the official prescribing guide
issued by the BMA and the
Pharmaceutical Society — warns
doctors that “Withdrawal
phenomena are more common
with the short-acting
benzodiazepines.” The rapid
elimination of these drugs from

the body causes a relatively steep
fall in blood concentrations: the
steeper the fall in blood
concentrations, the more severe
the withdrawal. In contrast, the
slower rate of elimination of
longer acting benzodiazepines
such as diazepam provides a built-
in tapering effect that helps
minimise withdrawal problems.
Prescribing of shorter-acting
benzodiazepines has been
increasing over the last 10 years
(top figure). In 1977, they
represented just over seven per
cent of all the benzodiazepines
prescribed in Great Britain; by
1986, nearly 53 per cent. Despite
the greater risk of withdrawal and
dependence, these newer drugs
are increasingly used as hypnotics
(to promote sleep) because their
short duration of action helps
prevent residual morning
sleepiness (the “hangover’ effect).
Used as anxiolytics (for anxiety-
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relief), they minimise the extent

to which the drug accumulates in
the body as fresh doses pile up on
the remains of the previous dose.

Most popular of the shorter
acting anxiolytics is lorazepam
(Ativan, etc), now prescribed
almost three times as often as
chlordiazepoxide (Librium, etc).
At 3,149,000 prescriptions in
Great Britain in 1986, lorazepam
is the second most frequently
prescribed anxiolytic. The steep
fall in blood levels characteristic
of short-acting drugs is aggravated
in the case of lorazepam by
difficulties in achieving a gradual
reduction by taking smaller doses,
leading to particularly severe
withdrawal problems (see page 14
of this issue of Druglink).

Any benzodiazepine used in
lower doses has an anxiety-
relieving effect and in higher
doses promotes sleep, but
differing pharmacological
profiles, tradition and marketing
have led to the drugs being
divided into anxiolytics and
hypnotics. Publicity about
dependence problems has
concentrated on the daytime use
of benzodiazepine anxiolytics
such as Valium. Between 1977
and 1986, doctors reduced their
prescribing of these drugs by over
seven and a half million
prescriptions. However,
prescribing of benzodiazepine
hypnotics shows no signs of falling
off, having remained stable at
14-15 million prescriptions for the
last five years (second figure).

These latest statistics raise
queries about the extent to which
any reduction in dependence
problems associated with the drop
in benzodiazepine prescribing
may have been counteracted by
increasing use of shorter acting
compounds. They also suggest
that attempts to achieve further
major reductions in prescribing
will have to tackle the less
dramatic but now more
widespread use of
benzodiazepines as hypnotics.
One seemingly unqualified bright
spot in recent prescribing trends is
the continuing drop in the
prescribing of the overdose-prone
barbiturates, down to just 1.3
million prescriptions in 1986.

1. Excluding clonazepam, which is
marketed only for treating epilepsy.

2. Includes: temazepam, forazepam,
triazolam, oxazepam, lormetazepam,
loprazolam, alprazolam, bromazepam,
ketazolam.

3. Includes: nitrazepam, diazepam,
chlordiazepoxide, clobazam, flurazepam,
clorazepate, flunitrazepam, medazepam,
prazcpam.

B For the first time the Home
Office has issued a separate set of
statistics detailing drug addiction
and offence rates by police force
area.' The figures are for 1986 and
reveal, for example, that the
number of police seizures of drugs
varied from 1,171 per million of
the pepulation in London to just
147 per million in Cleveland. In
Scotland, just two out of 1,836
drug offenders were cautioned by
the police compared to 22 per cent
of offenders in England.
Merseyside had the highest rate of
new notifications of addiction —
440 per million of the population.

1. Home Office. Statistics of the misuse of
drugs United Kingdom, 1986. Area tables.
Available from H.O. Stat. Dept., Lunar
House, 40 Wellesley Rd, Croydon, Surrey
CRO9YD, price £2.50.

B The new form for doctors to
notify patients addicted to opiates
or cocaine (HS2A I(rev)) includes
the question: “Does the patient
inject any drugs being misused
(include non-notifiable drues.
such as amphetamines)?”

is to gather information on the
risk of HIV-transmissio= throv zh
injecting. Gone are the old form’s
questions about the addict’s
appearance, designed to help
expose those using pseudonyms to
obtain prescriptions from more
than one doctor.

B Six pharmacies, a voluntary
drugs agency, and a hospital in
Sheffield, are cooperating in a
novel ‘commercial’ needle-
exchange project.' Addicts
requiring injecting equipment
from the pharmacies must first
receive counselling from the drugs
agency or hospital on sale sex and
safe injecting practices. From then
on the equipment is sold to them in
the usual manner. Aecording to
the organisers, this
straightforward commercial
procedure is more acceptable to
many addicts.

1. Godfrey K.E. “Shefficld needle
exchange.” Pharmaceutical Journal: 21
November 1987, p.607-8.

B Interviews with a sample of
chronic solvent misusers in Leeds
showed that more than a third had
suffered accidents related to their
sniffing and nearly all had stolen
to support their habits.' While
intoxicated, these experienced
sniffers could create hallucinatory
experiences “almost at will”.
Delusions of being able to fly or
swim had sometimes led to
dangerous behaviour.?

. Evans A.C. and Raistrick D.
“Patterns of use and related harm with
tolucne-based adhesives and butane gas.”
British Journal of Psychiatry: 1987, 150,
p.773-776.

2. Evans A.C. and Raistrick D.
“Phenomenology of intoxication with
toluence-based adhesives and butane gas.™
British Journal of Psychiatry; 1987, 150,
p.769-773.
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WHEELING AND DEALING

THE ESTATE whose recent drug use
history is described here is a long-
established, predominantly white, working
class community in north London, where
the extended family is very cvident and
also very important. Employment is tradi-
tionally based on street markets and the
print industry, where job opportunities
depend largely on family connections and
who you know. The comparatively high
incomes from these sources are frequently
spent in a conspicuous and hedonistic way:
champagne parties in the West End, night
clubs, expensive ‘designer’ clothes, winter
holidays in the Canaries.

Most social activities centred on alcohol,
though by the mid-70s cannabis and some
stimulants were being used by the younger
generation. However, by 1980 there was an
influx of cheap heroin and drug patterns
changed dramatically. Initially, the drug
was used only by young men, mainly at
parties, often with friends, complementing
the ‘man about town’ image of the well-
heeled. ‘cool’, sophisticated lavish spen-
der. Heroin was seen as conferring high
status — as daring, trendy and masculine.
Illicit drug use also seemed to fit in with the
image of the ‘wheeler-dealer’ market trad-
er always out for a ‘quick buck’ or ready to
do a mate a favour.

Assimilation of heroin use into the domi-
nant male culture meant the community,
although not condoning it, did not actively
seek to stop it. By the end of 1981 a wider
circle of people became involved as re-
creational heroin use, with the emphasis on
sociability and sharing, started to compete
with more traditional weekend activities.
During this period most 17-25 year olds on
the estate seemed to know of people using
heroin and a large minority were using
heroin experimentally or recreationally,
along with some cocaine, amphetamines
and cannabis.

Drugs were distributed through small-
time sellers, but on a widespread scale.
Heroin became another commodity: it
could be given as a favour; exchanged;
quite frequently ‘lent’ or *borrowed’, like
money. labour and skills; or shared as a
form of conspicuous consumption. Sellers
would not be handling more than three
grams a week: a seller on a Monday might
be a buyer at the weekend.

Distributed through local family and
social networks, heroin became very ac-
cessible, every street or block having its
own seller. The drug was very pure and
relatively cheap at £80 a gram. [t was
smoked or ‘snorted’ rather than injected
and no distinction was made between daily
and ‘weekend’ users.

The author is now coordinator of the
new Enfield Drug Project, having
worked as a social worker at a drug
dependency unit in north London. He
has known the group of drug users
described in this article since [980.

How local culture can influence the
nature and spread of heroin use —
sometimes tacitly encouraging,

sometimes effectively resisting.

Tom Aldridge

=y Ll

BY 1986 THE PICTURE had changed.
Now there are a number of well identified
(by the community) drug using individuals
and families, regarded as atypical and
excluded from the ‘macho’, sophisticated,
group. The new generation of 17-20 year
olds and their predecessors from 1980 are
becoming less involved with heroin. In-
stead alcohol and to some extent stimu-
lants have become preferred drugs. No
longer is heroin use condoned, but actively
discouraged.

The way heroin is distributed has also
changed. Sellers are now involved with
much larger amounts — up to two ounces a
week — supplied by one dealer who no
longer lives there, and who, except for the
sellers, has no direct contact with users.

There is no longer a sense of fellowship
or friendliness involved in acquiring drugs,
partly due to the dramatic increase in
violence, with poor payers, or sellers who
have fallen behind with their sales, being
terrorised and beaten up and, on at least
one occasion, forced to commit other
crimes. Heroin distribution has increasing-
ly become a business, meaning sellers have
had to deal outside the community to
maintain sales. A drug use pattern that
grew out of the local culture has turned
into an alien offspring, clearly connected to
an external criminal world. Members of
the community still involved are ostra-
cised.

Reasons for these changes are many and
complex: perhaps most fundamentally, the
community’s image of the drug user
changed. From being an ‘accessory’ to the
role of the cool sophisticate, heroin has
come to be associated with drug dependent
individuals, and families suffering prob-
lems ranging from imprisonment to chil-

dren being taken into care. The experi-
mentation that does take place now is
much more low-key and secret and certain-
ly does not have community approval.

Decline of the print industry and the
street markets, and increasingly dismal job
opportunities for young people, mean
money is no longer so available on the
estate. For some it was possible to main-
tain heavy heroin habits (half a gram daily)
and continue to work, but redundancy,
unemployment and changing social cir-
cumstances, have made financing drug
purchases more difficult. Most decided to
quit taking heroin, but a few continued.

Obtaining drugs now entails a high risk
of involvement with a dangerous criminal
group. To most people in the area, petty
crime is part of everyday life, but there is
strong social pressure against more serious
or socially ‘demeaning’ crimes such as
burglary. robbery or prostitution. Only
those most committed to drugs or already
criminally involved would associate them-
selves with these activities in order to
continue their drug use.

The role of women in the community has
changed as problems developed. Heroin
use was initially mainly a male activity, the
woman's role being to observe and admire.
Later, coinciding with an increase in
female use, women were expected to sup-
port and look after men developing prob-
lems with dependent drug use. Very carly
on, heroin use by women was seen as
unacceptable: ‘female’ reasons for not us-
ing heroin — bad mothering, prostitution,
etc — were highlighted out of all propor-
tion to the incidence of these behaviours.

What seems to have happened is that, in
a male-dominated culture, women heroin
users became scapegoated as the embodi-
ment of the problems caused by the drug.
Consequently, women drug users who
needed care and support obtained it only
from other women, frequently being re-
fused help by men they had previously
cared for.

A further factor influencing the develop-
ment of the area’s heroin problem, is the
nature of the heroin itself. Partly through
control of distribution by ‘outsiders’ and
the urge to maximise profits, heroin on the
streets is much less pure, so more users are
injecting. Today most drug users in the
areca are not specifically heroin users, but
polydrug users taking large amounts of
tranquillisers and sleeping tablets.

THE EXPERIENCE of this estate seems
to show how changing patterns of drug use
can owe more to local social and cultural
mores than to changes in the availability of
heroin. When heroin use was seen to *fit’,
it was a widespread, tolerated, social-
recreational activity. When it became
associated with problems incompatible
with the valued sophisticated, wheeling-
and-dealing lifestyle, then the community
turned against it and only the more com-
mitted or the already *deviant’ persisted. O
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TWO YEARS AS a research fieldwoi-
ker, working primarily in north Lon-
don, has brought me into direct contact
with several hundred regular drug us-
ers. | have talked with them, eaten with
them. drunk and smoked with them,
and even waited for hours on end at
street corners for ‘the man’.

Some have had no knowledge or
experience of the helping services;
others have been doing the rounds for
years. Some are long-term users, living
in the nostalgic cocoon of the 1960s,
constantly referring to the old "Dilly
scene, with its copious supply of drugs.
love and camaraderie. Others, more
recent users, arc the products of
Thatcher’s Britain, whose adult experi-
ence is often coloured by unemploy-
ment, homelessness and no forseeable
future.

Although some I've met have had
stable jobs and settled lives, most have
been unemployed. Nonetheless, the di-
versity of backgrounds has been as wide
as society itself. Even though I have yet
to ‘snowball’” into a high-court judge,
there is no doubt that heavy illicit drug
use permeates all the social strata.

So when asked to write an account of
a typical drug user’s day, I was aware of
the need to avoid caricature or
stereotype. To me, they, like the rest of
us, are just trying to make some sense
out of their lives. They have responsibi-
lities. decisions and choices to make.
What differentiates and marginalises
them from the rest of society, is the fact
that they illicitly consume (and often in

large and extremely expensive quanti-.
q

ties) controlled drugs.

What I wish to convey in this “peep
behind the curtain’ is the combination
of ordinariness and uniqueness of a life
in which illegal drug use has a central
place. The only way to do this and to
maintain a verisimilitude is by present-
ing a ‘corporate body’. ‘Janet’, our
fictitious heroin user, is an amalgam of
individuals, incidents, anecdotes, and
observations, but most of all, realities,
witnessed during the past two years of
fieldwork.

IT'S MONDAY, 7.45am, Janet shares
her second-storey housing association
flat in inner north London with her two
children, Beth, 12, and Jesse, 6. The
rooms are furnished and clean. There’s
food in the fridge and the remnants of a
birthday party on the kitchen table.
Janet has yet to admit to her children
that she’s a drug user, but knows she’ll
have to talk to Beth soon. Janet's
account of the day starts as the aiarm on
the bedside clock rings.

The author is a research officer at the
Drug Indicators Project based at Birk-
beck College. His responsibilities in-
clude fieldwork in the London area.
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LIVING

WITH DRUGS:
A STRATEGY

FOR

SURVIVAL

Telescoped here into a single fictional day are events typical of the lives of
many on the fringes of drug-centred subcultures, maintaining a life of their
own despite regular drug use. Not totally immersed in the hustling scene of
London’s West End, so far, ‘Janet’ is managing to keep it together.

Robert Power

Okay. okay. I'll just give myself
another five minutes and then I'll call
the kids.

“Mum, wake up, mum.” Beth standing
over me.

“What? What time is it?” [ look at the
clock; it's twenty past eight. “Sorry darl-
ing, I've overslept a bit. You get Jesse
dressed and I'll get your breakfast.™

I'm dying for a hit, but I always make
sure to get the kids off to school first. “Be
good, and be sure to take Jesse right into
the playground.,” I say to Beth on the
doorstep, “and be straight back after
school.™

I lock and bolt the door, go into the
bedroom and have the first hit of the day.
I'd saved a third of the quarter I scored
yesterday. I'm quite good like that; |
nearly always manage to keep a bit stashed
for the morning. A friend of mine posts a
fiver's worth to himself each day, so as not
to be tempted to use his morning’s hit in
the middle of the night. I've lost too many
giros in the post to trust to that, so I hide
my little bit of gear behind the sugar jar.

Dring, dring . . . dring, dring . .. I'm
not answering the phone at the moment.
You see, | was dealing up until recently —
just enough to support my own habit —
and 1 get all sorts of people ringing up
asking me if “Hilary’s™ around. 1 stopped
dealing a month or so back. Things were
getting too heavy, what with ‘rip-offs’ and
police busts around this way. I was terrified
that, if I got caught, they'd take my kids
away. It’s funny, being a drug user and a
mother; you feel you have to be a super-
parent just to prove to yourself that you're

doing okay.

That little bit of gear’s taken the edge off
things and I can get on with the day. I get
dressed, have a cup of tea, a slice of toast,
and set off for work.

"Work™ is a local packaging tirm where
I'm supervisor for the morning shift. The
conditions are bad, there’s no union, but
it’s cash in hand, so I can still draw my giro.
No one has any idea | use, so I can keep my
work life totally separate from the drug
scene. | even go for an occasional drink
with work friends. I don’t bother with
alcohol much, and they're always on to me
to *have a good drink’. But I go off to the
loo and have a little hit, and they're none
the wiser.

I've always been meticulous with
ncedles, ever since my husband (we split
up three years ago) got hepatitis from
sharing dirty works. Now with all this
AIDS business, there’s no way I'd use
someone else’s works. It they want to use
minc, that’s their business. On average, |
have three or four hits a day, and use
different veins each time. People can hard-
ly sce the marks.

I like my work. It keeps me in touch with
‘normal’ people, fits in well with the kids’
schooling, and gives me a purpose to the
day. I get £80 a week, and with my giro,
this covers household expenses, clothes
and toys for the kids. Beth's getting into
‘designer’ labels which cost a fortune — 1
never shoplift the kids’ clothes.

So, what with all the ordinary expenses,
I still need to find money for my drugs. I've
always — touch wood — managed to stay
clear of the law; but since 1 stopped




dealing, I've started shoplifting. When
things got really desperate a couple of
months ago, 1 did go to the drug clinic. But
they said I'd have to come back the
following week, and then the week after
that, before [ even got a snift of a
prescription. Anyway, even though [ gave
a false name, [ was paranoid about the
kids, so I didn't go back.

It's nearly 2pm now, and I always start to
feel a bit ‘sick” by the end of work.
Everyone thinks [ look rough because of
the strain of bringing up two small children
on my own, and, of course. I never let on
otherwise.

Straight after work [ get the bus to the
West End. Each day | need to make about
£25 for the quarter-gram habit I'm trying to
maintain at the moment. I concentrate on
about ten big stores, never going back to
the same one more than once a fortnight.
They're all large enough for you to be
anonymous, but you have to be really
careful these days, security is so hot.

It's important to look smart, as they can
spot a junkie a mile off. So I go to a local
pub, put on make-up, comb out my hair
and smooth my coat. [ sometimes wear a
wig or glasses, but I haven’t been to this
shop in a month, so no one's likely to
recognise me. | normally try to get one
item that will net the full £25. Today I'm
going for a leather skirt.

With the leather skirt under my dress, |
hold my breath and leave the store. No
heavy hand on my shoulder, no shouts
behind me as I walk briskly along Charing
Cross Road.

Ten minutes later I meet a man I was
introduced to by a friend. The man’s a
fence who operates out of a video shop in
Soho. I show him the skirt: he gives me
£30, although it’'s worth £120. “See you
tomorrow,” he says, staring at me as [
leave the room. He's offered me money for
sex before now. He thinks he's biding his
time until my habit gets bigger or [ get too

' l
I

sick. But oh npo, I draw the line at
prostitution.

Outside, it's a five-minute walk to the
amusement arcade where ‘the man’ should
be. I usually score nearer to home, but
there’s a drought on, so I've been forced to
come up West for the past week.

Walking along the street, it's like being
in two ditferent worlds at the same time.
The tourists and *straights’ meander along,
peering into the sex shops and cafes,
wondering what really goes on in there.
They treat the area as a mysterious and
slightly dangerous place. Then they're off
down the “tube’, or to the next guided tour.
They’re in their world, and we’re in ours.
To me, walking towards the arcade, the
streets are full of junkies, dealers, runners,
prostitutes, pimps, rent-boys, CID, DS,
and uniformed Old Bill. I see and recog-
nise them all.

In the faces of the junkies, you can read
the way the day’s going. Today there are
too many anxious and sick expressions; too
many police, too much movement. When |
get to the arcade, I recognise three others
who are waiting: “We’ve been here three
hours and there’s no sign of him.” It's
getting on for four, and I can’t wait much
longer. The kids expect me back by S5pm. I
wait until four-thirty. Still no man, and a
couple of uniforms have passed by giving
us long, hard looks.

“I'm going,” 1 say, and head off down
the road, feeling sicker by the step.

The thought of getting gear had staved
off the sickness, but now it flows through
me like a panic. 1 get to a phone that works
and takes coins, and call home. I've got a
special code with the kids — I don’t want
them to answer the phone to other drug
users. I let the phone ring three times,
replace the receiver, then ring again.

“Hello  darling, how's Jesse . ..
good . . . good girl . . . Look, I'm going to
be a little bit late. There’s some sausages
and frozen veg. in the fridge. Cook some

WHAT’S YOUR VIEW
ON ‘JANET’?

Send your comments and views on
‘Janet’ and the day’s events as soon
as possible for publication as a
‘Letter to the Editor’ in Druglink.

for Jesse and you. I'll be back soon, no
later than seven. Okay, my love? . . .
Don’t answer the door, and give your
brother a bath if I'm not back by six-
thirty . . . Bye for now.” | hate leaving the
kids on their own, though Beth's really
mature and responsible (she's had to be).
Still, it’s better for everyone that I'm not
sick in the evening.

It's murderous on the tube heading for
Earls Court and my second chance of a
score at a pub I know. It’s the rush hour
and I'm sweating and fecling really bad. |
look at the crowd of faces around me.
They're tense and drawn; they look as bad
as | feel. With any luck, I'll get my smack
soon and they’'ll get their gin and tonics.

Outside the station | head straight for
the pub. I order a vodka and tomato juice
and scan the bar. In the corner there’s a
woman | vaguely remember from the
pool-hall days. I sit down next to her, take
out my cigarettes and offer her one.

“Anything around?” I ask quietly and
hopefully.

“How much?” she says.

“A quarter,” | whisper.

“Twenty-two,” she replics.

She goes to the ladies and | follow her a
minute or two later.

Back on the street, with the packet
tucked into my sock, I make a quick call to
tell the kids I'm on my way home. I'll have
to wait for the hit until 1 get indoors. |
hardly ever carry works with me in case |
get pulled and charged (they can get you
just for the remains in the syringe). Still, [
feel a thousand times better for having
scored; I light up another cigarette and try
to relax into the journey.

It's seven-thirty by the time | get home.
The kids are watching TV and there are
two empty plates on the kitchen table.
“Good girl, Beth,” | say. “You just look
after Jesse for five more minutes and
mummy’ll bring you through some hot
milk and biscuits.™

I carefully split up the gear, wrap one
third in cling film and stash it on the shelf
for the morning. Half of what's left I inject
into my arm, and then sit for a minute
feeling the sickness recede. I'll use the rest
before 1 go to bed.

After a while, [ make up a tray of milk
and biscuits and go into the living room.
Jesse's tallen asleep on the sofa. | put down
the tray and carry him through to his bed.
The phone rings, I ignore it. When it stops,
I take the receiver off the hook. Back in
the living room I take a silver hairbrush
from the sideboard and sit behind Beth as
she watches TV. “One, two, three,” I
count softly, brushing her thick blonde
hair. “One day at a time, sweet Jesus, 9
one day at a time.
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IN ORDER TO explore new dimensions
of the relationships between heroin use
and unemployment, it is helpful to forget
about heroin for a moment and to focus
on the lives of the unemployed. Marie
Jahoda’s study of the town of Marienthal
during the US slump of the 1930s can offer
an inroad. One more subtle effect which
emerged with particular clarity was the
impact which unemployment had on the
experience of the passage of time, in that
unemployment seemed to have the effect
of destroying the habitual time-structures
by which we order so much of our every-
day lives.'

Those of us fortunate enough to be in
work will often curse these same time-
structures — the need to get up every
morning at the same time, to catch the
same bus or train, to clock in and clock
out at certain hours, to work to the strict
timetable of the factory or the office. and
so on — which are experienced as a
burden and a strain. And so they are. But
if these routine time-structures are
suddenly removed, through unemploy-
ment or retirement, then people are often
left feeling bewildered
and rudderless.

One of the find-
ings of the Marien-
thal study was that
everything seemed
to take twice as long
for unemployed men
as it did when they
were in work. It was observed that people
even walked at a measurably slower pace
in the streets. And yet, although these
men had so much time on their hands,
they seemed quite unable to meet dead-
lines effectively, and their wives would
complain that they seemed unable to turn
up punctually at meal times. It was as if
without a routine time-structure which
broke up the day, time and the passage of
time became quite meaningless.

Marie Jahoda suggests the unemployed
are required to carry a “heavy psycho-
logical burden™ resulting from “the
destruction of a culturally imposed time-
structure”. Moreover, “to blame the un-
employed for their inability to use their
time in a more satisfactory way . . . would
amount to asking that they single-handed-
lv overthrow the compelling social norms
under which we all live and which provide
a supportive frame within which indi-

Despite  the

1. Jahoda M. et al. Marienthal: the sociography
of an unemployved community. Tavistock, 1972,
2. Jahoda M. Emplovment and unemployviment:
a  social-psychological  analvsis.  Cambridge

University Press, 1982,

The author is Professor of Social Work at
Middlesex Polytechnic. This article has
been edited from his paper “Social depriva-
tion, unemployment and patterns of heroin
use” in A land fit for heroin? edited by
Nicholas Dorn and Nigel South (Macmil-
lan Education, 1987). Copyright
© Geoffrey Pearson, 1987.

heroin — financing it, buying it,
using it — can re-structure a life ;"
de-structured by the dole.

Geoffrey Pearson

- WHEN TIME FALLS APART

viduals shape their individual lives™,

What | now wish to suggest is that
heroin use within the contexts of unem-
ployment can take on a new significance,
as an effective resolution of the problem
of de-routinised time-structures. Depen-
dence on heroin, quite literally, imposes
its own rigid time-structure involving a
necessary cycle of events if withdrawal
sickness is to be avoided. This cycle was
described to us repeatedly in interviews
with heroin users and ex-users in northern
cities. The rhythm of a heroin user’s day
was often described as if it were dictated
by the beat of a metronome: getting up.
hustling for money. buying heroin, smok-
ing it. and then hustling for the next bag:

“Like you get up. you've gotta go out,
get your money, get your smack, come
back. use it . .. You're alright for ten
minutes, go back out again, get money

you're turkeying after a couple of
hours. can’t get nothin’, whatever, back
out again . . ."
— Colin, 23 years of age, Manchester

These busy cycles of activity were com-
monly experienced as all-consuming pre-
occupations. So
much so that if and
when someone at-
tempted to ‘come
‘stay  off”
heroin, the question
of how to break from
the routine and re-
place it with a new
and different pattern of daily activities
could be experienced as a more difficult
obstacle to overcome than actually with-
drawing from heroin. In common with
many other accounts from ex-users, ‘com-
ing off” was seen as relatively easy com-
pared to ‘staying off’, and it was some-
times felt that the problem of “staying off’
was made all the more difficult by the
absence of employment possibilities which
would be able to supply alternative
routines and rewards. On the one hand,
these daily routines of a heroin habit can
be seen as a dismal compulsion from
which the user cannot escape. But at the
same time they offered to people
meaningful structures around which to
organise their lives in an eventful and
challenging way.

In the absence of competing routines
and structures of meaning and identity —
such as might be supplied by work com-
mitments — it will not only be more
difficult to ‘come off" and “stay off” heroin:
it will also be more likely that a novice
user will establish a pattern of habitual
heroin use in the first place. Heroin is not
instantly addictive: it is necessary to work
quite hard at becoming a heroin addict.
That is to say, the drug will need to have
been taken regularly on a daily basis for
some length of time before the onset of
dependence. There will be different time-
scales for different people. but it seems
highly likely that this transition will be
accelerated where there are no competing
claims on the user’s time and attention,
such as the possibilities of work commit-
ments. O

consequences,

JOINING T

Adventure, challenge, an abhsorhing way
army, but arguably the attraction of a
unemployed young people in pre-’90s Brit:
the absence of alternatives, they have

Mark

STOOD AT THE bar in a local pub, I
overheard a conversation between two
young men. The one I knew to be a heroin
‘addict’ listened politely as his old school
friend excitedly told of his challenging life
in the army. When the heroin user seemed
unimpressed with some part of the mono-
logue, the squaddy would take a large gulp
of his pint and say, “Anyway, anything’s
better than the dole!™

At first 1 thought about the obvious
differences in their lifestyles and then
the similarities. In a week’s time, when the
squaddy was clambering over an obstacle
course somewhere in  Germany, ‘the
addict’ might be clambering over a back-
yard wall with a red-hot microwave.

By definition, soldiering is a risky busi-
ness which can end in death. Because of
the risks, heroin ‘addicts’ also sometimes
meet untimely ends. Both deaths are
equally futile and avoidable. Many ordin-
ary soldiers wouldn’t be in the army if they
could have got a job at home. Like these
soldiers, most of today's heroin ‘addicts’
are psychologically normal but unem-
ployed. their ‘addiction” a way of life
adopted in the absence of anything better.

Just as 15 years ago young people might
have experimented with the army and left
soon after joining, so young people experi-
ment with the drug scene for a short time
and leave once something more interesting
turns up. Why people join the army or start
taking drugs are not the real issues. Why
they stay in, or carry on using drugs to the
level of ‘addiction’, are.

One thing is clear: for unemployed,
working class people, adoption of a heroin
addicted lifestyle is not a ‘retreat’ from the
world. Many well meaning commentators
have jumped to the conclusion that unem-
ployment = heroin. For them, unemploy-
ment causes psychological despair and, as a
potent analgesic, heroin alleviates the pain
of this despair. Heroin *addiction’ is seen
as a retreat from the harsh realities of
Britain in the late 1980s: “Pass the gear and
close the curtains, man!”

This analysis misses the point. If you are
on the dole or on a training scheme, it is
impossible to use heroin daily and ‘retreat’.
Even a modest habit is too expensive for
people on £30 a week to maintain while

The author is Prevention Development
Officer at the North West Regional Drug
Training Unit and was «a fieldworker in
the research project that produced the
1986 HEA report, Young people and
heroin use in the north of England.

10 <€ DRUGLINK March/April 1938



HE PROFESSIONALS

f life — it’s not a recruitment ad for the

heroin-based lifestyle for thousands of
in. Are they addicted — or is it just that in
thosen drug use as a profession?

hilman

l unproductively slumped in front of the TV.
In the North West, normal, unemployed

I heroin *addicts’ are not running away from

‘life’. On the contrary, in sustaining their
heroin habits they display talent, innova-
tion and an entreprencurial energy that
would put them at risk of receiving the
Queen’s Award to Industry in any legiti-
mate endeavour. [t is the hectic and
challenging lifestyle that attracts unem-
ployed and under-employed working class
youth. In working class neighbourhoods,
the classic drugs of retreat are alcohol and
benzodiazepines, not heroin.

It is said addicts cannot imagine them-
selves without heroin. Yet there will be
people reading this article who are dissatis-
fied in their work. However, most are
unlikely to leave their jobs until a more
attractive alternative offers itself. Many of
today's normal heroin “addicts’ are exactly
the same. In the current economic climate,
it is not that addicts cannot imagine them-
selves without their drug. Rather, they
cannot imagine a life that does not revolve
around the drug.

MUCH OF THE frustration experienced
by drug workers has its roots in our failure
to recognise how fundamentally the drug
using population has changed. Before the
1980s, theories of ‘addiction” in Britain
were formulated around a small number of
homeless and rootless in major cities. Drug
workers” folklore has it that these *addicts’
were using drugs as an answer to their
intra- and inter-personal problems.
These were the people who wanted to
retreat from reality and often used the
perfect drug of surrender to do so —
barbiturates. Maintenance prescribing and
‘junkie doctors’ also meant that — though
financially disadvantaged — addicts in the
'60s and early "70s could have a passive

‘ relationship to opiates. Such emotionally
scarred individuals are still around the drug
| scene, but they are a minority.

One such recently bemoaned the fact
that the harsh reality of monetarism had
changed the heroin scene beyond recogni-
tion: no more jazz clubs or long discussions
about existentialism as you swapped your
pharmaceuticals, just an impersonal cash
transaction, carried out on hostile terri-
tory. He described going to score and the
disgust he felt at the company he found
himself in: “Spotty kids clutching video
recorders and copies of the Sun.”™ (Even in
the 1960s, normal working class ampheta-
mine users preferred to break into chemists
and take their drugs rather than to politely
ask doctors for them.)

If there is so much difference between

‘addicts” who frequent the same score,
imagine the diversity at a national level.

At this point one begins to realise the
futility of trying to formulate grand
theories of ‘addiction’. As total explana-
tions, disease models, psychological mod-
els or ‘visitation from Venus' models are
equally misguided. They suggest ‘addic-
tion” magically wipes out differences be-
tween rich and poor, male and female,
black and white, young and old.

Repeated heroin use causes problems
because of its legal status, its cost, its image
in the eyes of family and friends and its
associated risks to health. The biggest
problem, however, is none of these, but
the fact that together they present users
with a series of challenges that must be met
and overcome every day of their “addict’
careers. Potholers only explore existing
holes: heroin addicts have to dig the hole,
explore it, and then get out. Whether the
tools are ropes and pitons or KitKat
wrappers and syringes, the name of the
game is adventure.

By definition. the legal status of heroin
introduces the user to criminality. The
drug’s cost compounds their involvement,
forcing contact with wider circles and
higher levels of the criminal world, where,
no matter how unsuccessful you have been
at school, at some level you can be of use
to someone. Whether legal or illegal, a job
well done provides all the intrinsic and
extrinsic rewards. And in the criminal
world, one can determine one’s own moral
code (eg. only steal from businesses) —
another empowering experience.

To finance their habits, *addicts’ become
more and more adept at larceny. Soon
their exploits become legendary in the drug
subculture and status is given accordingly.
Many young male heroin “addicts’ I speak
to remind me of Jesse James. A typical day
involves securing some item, preferably
small and electrical. Jesse then transforms
this into ready cash. At a hastily convened
meeting, Jesse and the gang pool money
and information about the best buy. A
‘scout’ 1s sent out to secure the drug. If this
exciting and risky procedure is successful
and the scout is not headed off at the pass
by the sheriff or bushwacked by renegades.
it’s back to the hideout for a nice relaxing
toot or fix with the rest of the gang.

It ts during this period that one’s outlaw
status in relation to the rest of “Hicksville
is confirmed. Depending on the quality
and quantity of the day’s cache, the whole
process may be repeated several times
before retiring to bed exhausted — always
remembering to save a little taste for
tomorrow morning’s “Kick start’.

LEARNING WHAT our views on “addic-
tion’ are and so what we want to hear is
now part of the “addict’s” self-administered
training scheme. But for me a drug ‘*addict’
is a drug "user’ who has chosen to *Join the
Professionals” — *“anything’s better than
the dole!” i

Wasted My.;'cfas

Liver Complaints

A Which image is closest to the reality
of heroin use in Britain today — the
desperado, the ‘professional’, or the
government advertising campaign’s
apathetic addict ‘screwed up’ by heroin?
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PRACTICE NOTES

How one therapeutic community is responding to HIV and AIDS

SPREAD OF HIV among drug abusers
means residential drug units will have to
review their philosophies, methods of op-
eration and their relationships with their
client groups. Alpha House has always
been modelled along traditional concept-
based therapeutic community lines, where
high demands are put on residents who are
placed in stress situations to help them
develop and discover their own potential
through coping with these situations.
Anyone with a drug problem who is
known to be HIV-positive, or is suffering
from AIDS-related complex or AIDS
itself, is welcome to apply to Alpha House.
Each case is assessed on an individual
basis. Over the last two and a half years, an
average of over five per cent of residents at
Alpha House have been HIV-positive. We
are expecting a steady increase in this
population over the next |8 months to two
years and are preparing ourselves for an
HIV-positive population possibly as high
as 50 per cent in three years' time.
The advent of HIV and AIDS has led us
to totally review our method of working.
The following are some of the conclusions
we came to: we hope they will provide
discussion points and stimulation for other
residential units in similar situations.

STRESS. HIV-positive residents should not
be exposed to undue stress. Stress can be a
factor in suppressing the body's immune
system: the implications for someone who
is HIV-positive may be enormous. It could
trigger the development of the AIDS-
related complex or the full AIDS syn-
drome. Agencies should therefore be
building stress reduction into their residen-
tial programmes. Alpha is tackling this in a
number of ways:

» In the hierarchical structures we oper-
ate, the emphasis is being moved away
from personal achievement and individual
‘promotion’ through the structure towards
people working together to achieve a
common objective.

» Opportunities for relaxation periods
and yoga are being included in the working
day.

» The amount of free time is being in-
creased.

» Residents are being taught about stress
and stress management — how to cope
with conflict and stressful situations in a
healthy way.

GROUPWORK. The encounter group has
always been a basic therapeutic tool in
concept houses and is itself a valuable way

Stewart  Dickson is the Programme
Director and Jane Hollis is a Senior
Group Worker at Alpha House, a re-
sidential drug rehabilitation unit in
Hampshire. They have run training
courses in specialist HIVIAIDS counsell-
ing for Hampshire Social Services, Wes-
sex Regional Health Authority, the prob-
ation service, the police and a range of
non-statutory agencies.
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AIDS

Anger in Alpha House, where
confrontation has heen the
major therapeutic tool. Now
AIDS is forcing a rethink.

IN THE HOUSE

Nowhere is the re-evaluation of drug services forced by HIV and AIDS more
painful than in the traditional concept-based therapeutic communities, with
their uncompromising philosophies and hierarchical regimes. But, as this
report shows, far-reaching changes may he needed.

Stewart Dickson and Jane Hollis

of relieving stress. But in groups of this
kind, it is important to be aware of the
dangers of pushing people to extremes to
achieve an emotional catharsis — particu-
larly if this is going to leave them
weakened, shaking and distraught.

Alongside encounter groups, Alpha is
moving towards a more open, nurturing
style of groupwork with a great deal of
positive support and sharing. More work is
also being done in areas such as massage,
fantasy, relaxation and individual counsel-
ling rather than groupwork.

DIET AND HEALTH. Alpha House has
always emphasised the importance of a
healthy diet and residents are taught how
to plan and prepare meals based on a
sound knowledge of nutritional principles.
We are now looking even further into diet,
especially the use of pre-packed food and
additives, and teaching these skills to
residents.

Employment of staff with nursing back-
grounds will be needed in the future,
particularly in relation to working with
residents showing signs of suffering ill-
effects from HIV-infection. These staft will
also have a counselling/health care role in

the community and would be used for
external as well as internal education.

SPLITEES. Residential agencies need to
work a great deal more positively with
residents who leave prematurely. Coun-
selling facilities and points of contact with
the agency need to be set up to help
provide the increased moral support they
may need, particularly if they are HIV-
positive. No good can come out of a
situation where someone who decides to
leave a treatment programme does so
under a negative cloud, having been ostra-
cised by everyone.

People leaving prematurely will need a
great deal of help and support in the wider
community, particularly if they are HIV-
positive. If they are intent on resuming
drug use, we need to consider whether to
refer them direct to a clinic which will
prescribe for them on a maintenance basis,
in order at least to get them into a healthy
environment away from the street scene
with all its implications.

TESTING. In the past, Alpha House has

offered the HIV antibody test to residents
after approximately three months resi-

isdd
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Fow typical is the example «f Alpha House
o confronting the issues rised by HIV and
ARG To get son ides, Druglink con-
duced @ cstraw pef’ of 12 residential
rehapilitation how. o », including  concept-
based therapeutic conmunities, houses pri-
aanly providing supocitive accommoda-
tion, and private clinics.'

In general, the projects contacted said
they operated on the assumption that all
prospective  residents  are  HIV-positive,
without 1nsisting on testing for HIV as a
pre-condition of entry. The Ley Commumty
has been suspended from SCODA  for
insisting on testing but told us they merely
discussed testing with prospective residents.
Clouds House canvasses residents about
admitting somebody known to be HIV-
positive: so Tar, no applicant has been
turned down by the existing residents.

Once there, residents in all the projects
surveyed have access to voluntary testing on
demand, but in the four concept houses run
by Phoenix and in the Coke Hole Trust, this
is available only after a minimum three
months in residence. mainly to allow tor a
settling-in - period. Al clients are  given
pre-test counselling, but the involvement of
staff in this varies from the well developed
counselling base at Phoenix. who have been
counselling HIV-positive residents for at
least two years, to a reliance on external
counscllors with specific expertise. The Ley
Community, for example. provides coun-
selling but also works closely with the
Harrison Unit at the Radceliffe Infirmary in
Oxford.

There appears to be a contradiction in the
fact that while most houses assume their
residents are HIV-positive, there has been a
very patchy policy response in terms of
adjusting the environments of these com-
munitics to this assnmption. Only basic
safety rules about dealing with spilt blood
had been adopted by all the projects.

(.

PATCHY RESPONSE TO HIV IN RESIDENTIAL REHABS |

However, when HIV or AIDS are ac-
tually identified in the house, there can be
rapid rethinks of care and hygiene practices.
An cxample s ROMA. which houses
addicts who are still using drugs. There the
presence of an AIDS sufferer highlighted
the need to forge links with a wider range of
care professionals and prompted considera-
tion of major changes in domestic hygicne
procedures, such as the employment of
domestic staff and the use of dishwashing
machines.

Whether or not stress management is an
issue seems to depend in part on the nature
of the therapy. It is more likely to be
addressed in concept houses such as those
run by Phoenix — which recognised at an
carly stage that their traditionally confron-
tational approach would have to be re-
viewed — than in projects like the Coke
Hole Trust, where no gonfrontational
groupwork is conducted.

Even so. staff at Coke Hole have discus-
sed teaching stress-reducing techniques to
individuals, and where one client was
admitted actually suffering from AIDS. he
was “allowed™ not to confront this until
ready. which in this case took a year.
Although not a direct response to HIV and
AIDS, the private Charter Clinic has
adopted a less confrontational variety of the
‘Minnesota method and has stress counsel-
lors on the premises anyway for its psychiat-
ric patients.

AIDS has led Phoenix to adopt a more
“sophisticated™ approach to healthy eating,
while the Charter Clinic’s resident dietician
iIs seen by any HIV-positive resident.
Others, like the Coke Hole Trust and the
Cranstoun Project, routinely emphasise
healthy living without taking any special
policy decisions in the light of AIDS.

All the houses contacted conduct some
kind of in-service training in relation to
AIDS and HIV, albeit very rudimentary in

most cases. Phoenix’s staff have developed
particular counselling skills over the past
few years. and their advice is sought by
other agencies. However, most houses
don’t want to make a “big thing” about HIV
and AIDS and this affects decisions, not
only on staff training, but also on recruit-
ment. There is nothing to suggest specialist
staff are being sought; more than one house
commented that it was difficult enough to
get the right kind of staff without trying to
find those with “specialist” skills.

residents seems to be universally enforced.
Most houses admitted the rule is probably
flouted, but the response to this varies. At
Phoenix condoms are available without
residents having to ask. Some other houses
say condoms are available on request but
enforce a strict no-sex rule on residents.
under threat of expulsion — it's unknown
how far this may deter residents from
asking. Suffolk House gives condoms to
those leaving the project. Safe sex advice is
generally incorporated into discussions on
healthy living.

house’s methods only occurs when staft are
faced with a resident who is known to be
HIV-positive, even though they are already
working on the basis that all residents may
be infected. One spokesperson admitted
they were stumbling in the dark on how best
to proceed on a number of issucs. Others
seem to have their eyes tightly shut, hoping
to wake up and find it'’s all been a bad
dream. 0

A ban on sexnal relationships between

It would appear overall that a review of a

L. The projects contacted over the telephone were:
Phocnix (with four houses). Suffolk Touse and the
Ley Community = all concept-based  therapeutic
communities: the  private  clinies Charter - Clinie
(Chetsca) and Clouds House: the ROMA  Drug
Project: the Coke Hole Trust: Chatterton Hey: and
the Cranstoun Project in Esher,

/

dence: latest informed opinion 1s that this
should be delayed until at least six months.
We still believe residents should be offered
testing and have the opportunity to look at
the life problems involved in being HIV-
positive in the supportive framework of
our trecatment unit.

However, there are a number of issues
around the test: eg, if the results get on to
medical records, insurance companies will
refuse to insure people found to be HIV-
positive and may charge an increased
premium merely if they have had the test.
In the early days residents used to ask for a
test. but our figures for 1986/7 show a
movement away from testing. In pre-test
counsclling, staft now, if anything, give
more emphasis to the possible negative
consequences of being tested.

SEXUALITY. Many drug abusers have nev-
er had a sexual relationship without being
under the influence of drugs or alcohol,
and have doubts and fears about them-
selves as sexual people.

Those HIV-positive especially need the
reassurance of knowing they can still be
sexually attractive, loved and needed. This
can lead them to disregard the practical

information they have been given. There is
the danger of going headlong into a sexual
relationship, not practising safer sex and
possibly picking up sexually transmitted
diseases. In someone who is HIV-positive,
these can cause further damage to the
immune system and be more troublesome
than usual. There 1s, of course. also the
risk of their passing HIV on to their
partners.

Residents need more than factual in-
formation about safer sex. It is important
to provide a range of opportunities for
them to talk about their fears. doubts and
expectations about their sexuality in single-
sex groups, mixed groups and individual
counselling sessions. At Alpha, residents
are also helped to ask for and give non-
sexual warmth, physical contact and in-
timacy.

We also need to look at sexual rela-
tionships in the therapeutic community,
espectally if they are not allowed but are
nevertheless furtively happening. For ther-
apeutic reasons, particularly to do with the
past sexual exploitation of female resi-
dents, Alpha still bans sex within the
programme, but there is a live debate
about whether to recognise that it happens

and to take measures to minimise any
harm, such as providing condoms.

STAFF. The entire staff tcam should be
involved in re-evaluating the programme.
Ex-addict staft especially may be torn
between, on the one hand, loyalty to
traditional ways of working they perceive
as having achieved their own successful
rehabilitation, and on the other, the needs
of a changing and increasingly vulnerable
client group.

All staft members need to closely ex-
amine their own fears, taboos and inhibi-
tions in the areas of sex, dcath and
bereavement. There will also be an in-
creasing nced to support staff working
closely with people who are dying.

THE TRADITIONAL concept-based
therapeutic community, whose main tools
are encounter, confrontation, pressure and
negative reinforcement, must change or
become increasingly unacceptable to refer-
ral agencies. Therapeutic community staff
need to take on new roles in facilitating
residents in a movement towards positive
change — change that must now encom-
pass staying healthy, not just drug-free. O
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A PROBLEM WITH LORAZEPAM?

AMONG THE benzodiazepine tranquillis-
ers, lorazepam — marketed in the UK
under the trade names Ativan and Alma-
zine — has acquired a particularly bad
public reputation for causing drug depend-
ence and withdrawal symptoms." * Clear
scientific evidence is lacking, but clinical
impressions in general support lorazepam’s
*bad press’.” 'and in a recent study, 20 out
of 50 patients consecutively referred for
help with benzodiazepine withdrawal were
receiving lorazepam.®

WHY DOES lorazepam seem to cause
greater problems than other benzodiaze-
pines? There are several reasons:

» Lorazepam is extremely potent: its
anxiety-relieving activity per milligram is
estimated to be up to 10 times that of
diazepam (Valium)." A patient taking what
appears to be a small to moderate dose of
lorazepam (typically Img three or four
times a day) may actually be taking the
equivalent of 30-40mg diazepam, a very
considerable dose. The high potency of
lorazepam has not been fully appreciated
by medical practitioners. It is thought to
result trom the especially high affinity of
this drug for benzodiazepine receptors in
the brain. coupled with a slow rate of
dissociation  after  binding to  these
receptors.” Other potent benzodiazepines,
such as triazolam and alprazofam, give rise
to similar withdrawal problems.

» The problem of potency is compounded
by the tablet strengths in which the drug is
supplied. Since its introduction, lorazepam
has only been available in lmg or 2.5mg
tablets. It is not uncommon for patients to
be prescribed three 2.5mg tablets daily,
roughly equivalent to 75mg diazepam, a
dose greatly in excess of that required for
most anxiety states. At such high dosage,
relative to other benzodiazepines, it is not
surprising that problems of dependency

1. Coleman V. Life withowt tranquillisers. London:
Piatkus, (Y85,

2. Brasy Tacks, BBC 2, 20 Oct 1987.

3. Tyrer Pooet al. Lancer: 1983, 1. p.1402-1406.

4. Lader M. In: Brass Tucks. BBC 2. 20 Oct 1987,
5. Ashton H. British Journal of Addiction: 1987, 82(6).
p.663-671.

6. Smith D.E. and Wesson D.R. Journal of Psvchoac-
tive Drugs: 1983, 15(1-2), p.85-95.

7. Ellinwood E.H. et al. Psychopharmacology: 1985,
86, p.392-399.

8. Tyrer P.oet al, op cil.

9. Northern Regional Health Authority, Drug News-
letter: 1985, 31, p.125-128.

10, Tyrer P.oet al. op cit.

I1. Northern Regional Health Authority, op cit.

12, Ashton H.. op cit.

13. Ashton 1L and Rawlins M.D.. 1987, unpublishced
clinical observations.

14, Taylor D. In: The benzodiazepines in curren
clinical practice. Royal Socicty of Medicine Services.
1987, p.13-18.

The author is a Reader in Clinical
Psychopharmacology at the Department
of Pharmacological Sciences of the Uni-
versity of Newcastle upon Tyne.
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Last October’s BBC2 Brass Tacks
programme spotlighted addiction to
lorazepam. Is the drug so bad, or is it
just one tranquilliser problem among
many? A leading medical authority
assesses the evidence.

Heather Ashton

and difficulty in withdrawal are pro-
nounced with lorazepam.

» The tablet strengths in which lorazepam
is supplied also make slow withdrawal
difficult. If someone decides to reduce
dosage. the smallest decrement of
lorazepam that can practically be achieved
is 0.5mg, obtained by halving a Img tablet.
This cut (approximately equivalent to Smg
diazepam) may represent a sizeable prop-
ortion of the daily dose — enough to
precipitate a withdrawal reaction.

» Withdrawal symptoms are most severe
when blood concentrations of benzodiaze-
pines are falling.” Lorazepam is eliminated
from the body moderately quickly (within
10-20 hours blood concentrations fall to
half the peak level obtained from a single
dose”). Even with chronic dosing, blood
concentrations are likely to fall appreciably
between each tablet. Such falls can be
enough to precipitate withdrawal symp-
toms, and concomitantly patients may de-
velop a craving for the next tablet which
they know will alleviate the discomfort.
Other rapidly eliminated benzodiazepines,
such as triazolam, produce similar acute
withdrawal effects.

» Lorazepam is traditionally prescribed
for daytime anxiety-reduction (ie, as an
anxiolytic), in contrast to many other
benzodiazepines which are given as night-
time hypnotics (eg. nitrazepam, Moga-
don). Possibly patients deemed by their

“When somebody comes into my office
and says that they've been trying to stop
their lorazepam, my heart sinks because 1
know I shall have twice as much of a
problem as getting them off, say, Valium:
the symptoms are more severe, they're
more persistent, more  bizarre, and
people are much more distressed by
them ... I feel that this compound
should not now be prescribed because of
the problems which may arise in some
patients.”

— Professor Malcolm Lader, member
of the Committce on the Review of
Medicines.

“We have much more difficulty getting
people off Ativan than we do heroin,

doctors to require daytime treatment have
more severe anxiety and are more suscepti-
ble to dependence on tranquillisers than
those judged to need only a hypnotic.

ALL BENZODIAZEPINES produce, to a
greater or lesser extent, the same problems
as lorazepam. However, benzodiazepine
withdrawal is generally smoother and more
convenient with diazepam." which is less
potent, has a very much slower rate of
climination,' and is available in smaller
tablet strengths (diazepam 2mg tablets are
roughly  equivalent to  02mg  of
lorazepam). There is thus a trend for
long-term lorazepam users to be transfer-
red to diazepam, which is then slowly
withdrawn."” Recent observations of 35
patients on lorazepam for up to 16 years
show that diazepam substitution can usual-
ly be accomplished without difficulty.”
Over three-quarters of these patients felt
better or reported no change in symptoms
after changing to diazepam. Eight experi-
enced temporary drowsiness or increased
anxiety. but these symptoms could usually
be overcome by individual adjustments to
dosage.

HELPING PATIENTS to withdraw from
lorazepam. diazepam, or other benzo-
diazepines, does not of course solve the
tranquilliser problem. Although total pre-
scriptions  for benzodiazepines are now
declining, their use as hypnotics continues
to rise." and new anxiolytics are being
introduced. Despite present optimism, it is
hard to conceive of any drug which effec-
tively relieves anxiety and insomnia yet
does not carry a risk of dependence and
withdrawal effects. The challenge for
medicine. and indeed for society in gen-
eral, is to find alternative. non-
pharmacological, long-term methods for
managing stress and anxiety. O

mainly because with heroin . . . within a
couple of weeks they’re off and then the
problem is staying off. But with Ativan
it's much more prolonged and they take
up a lot more time in terms of treatment
than do heroin users.”

— Jim Corcoran, Torbay Drug Addic-
tion Team.

“There’s no scientific evidence to indicate
that one particular tranquilliser is worse
than another . . . To act just against one
would be wrong because there is a prob-
lem with the whole group.”

— Professor Michael Rawlins, member
of the Committee on the Safety of Medi-
cines and chair of its Subcommittee on
Safety, Efficacy and Adverse Reactions.

From BBC 2's Brass Tacks programme, 20 October 1987,

In 1986 in Great Britain, pharmacists dispensed 3,149,000

prescriptions for lorazepam. More statistics on page 6.
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THE GLOBAL CONNECTION: THE CRISIS OF
DRUG ADDICTION. Ben Whitaker. London:
Jonatham Cape, 1987. 432 pages. £16.

As one would expect from Ben Whitaker,
his excursion through the world of drug use
and its ramifications is balanced, civilised
and humane. The book is packed with
anecdote, information and opinion — a
veritable plum pudding of a book for a
knowledge-hungry reader. However, it is
anuw aamagingly over-ambitious. Compli-
cated issues are broached but oversimpli-
fied, while sources — reliable and dubious
— are cited with little discrimination. On

occasions the reader gets lost in a flurry of

random statistics and ‘expert’ opinions.
Nevertheless, the chapters on aleohol and
tobacco are particularly strong, as are the
sections dealing with the industrialised
nations’ exploitation of the Third World.

In an account of such breadth, there are
inevitably errors. For instance, ampheta-
mine sulphate did not suddenly reappear
on the London market in the 1980s having
faded away in the 1970s. The price and
consumption of ‘speed’ have been one of
the constants of the illicit market for the
past 15 years. Nor was there a sudden
striking boom in cocaine in 1983. Re-
creational use, as well as price, had been
steadily rising since the mid-1970s,
although admittedly a glut in the world
market led to an abundance of supply in
the autumn of 1983.

Whereas there is a wealth of valuable
material in The global connection, the
book remains a gallant but frustrating
failure. The author has ability, talent and
sufficient access to primary sources to have
been able to develop any one of his
number of themes into an original and

considered contribution to the literature.
Instead, he relies almost entirely on secon-
dary sources and sometimes highly ques-
tionable press reports, and makes the
fundamental error of attempting to cram
the contents of a hogshead into a pint pot.
As a result, The global connection is a well
written, popular, but often confusing sally
into a field littered with bad, boring books.
It seems to have been hurriedly thrown
together because of the author’s attempt to
cover too much material. With a little more
discipline and a narrower focus, The global
connection could have broached new
ground. As it is, it represents an interest-
ing, but wasted, opportunity.

Roger Lewis

The reviewer is researching AIDS and
intravenous drug use for the health author-
ity in Rome.

BEN WHITAKER
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THE CRISIS OF DRUG
ADDICTION

Y-ACT: A RESOURCE PACK OF MATERIALS
ON SUBSTANCE EDUCATION FOR USE
WITH VOLUNTARY AND PART TIME YOUTH
AND COMMUNITY WORKERS. English
National Council of YMCAs Drugs Educa-
tion Unit, 1987. £19.

Drug training resources focused on the
needs of youth and community workers are
a rarity. This is about to change with the
publication of packs from ISDD and
TACADE as well as the new National
Youth Bureau health education pack.
However, first off the mark is this new
YMCA training pack.

The introduction states that while subst-
ance abuse is the focus, “the programme is
much more diverse than this, incorporating
an evaluation of management policy,
emphasising whole staff/unit development
and raising issues which are more about an
entire approach to youth work and to
personal and social development as part of
the club curriculum™. Further, the pack
aims to “develop the youth workers’ skills
so that they are not just aware of the
issues, but have examined their attitudes to
those issues, thought about club policy in
relation to them, and planned a coherent
framework.™ All eminently laudable — but
how good is this pack in achieving such
aims?

The four main sections each comprise a
number of training exercises. The first
section on “Attitudes and values™ contains
ten. There are some interesting exercises
for checking out and exchanging attitudes

to drugs and drug use, but no clear
commitment to challenging stereotypes.
(In fact, some of the exercises are in
danger of reinforcing stercotypes.)

The second section, on “Facts™, is shor-
ter. My copy did not contain one exercise.
What [ did get was not particularly original
but referred to So vou think you know
about drugs (1SDD), the DrugWise card
game and TACADE card game. None are
included with the pack and while the first
two are probably useful resources, the
third contains some dubious ‘facts’. No
guidance is given about the suitability or
use of these resources.

The third section, “The individual in the
youth club™, has some useful exercises to
enable workers to explore themselves,
their own adolescence and influences on
their behaviour. It then develops into
examining influences on young peoples’
drug using behaviour. The fourth section,
on “Implementation™, looks at the aims of
substance education, how to intervene in
situations where drugs are being used, and
touches on social education issues.

There is no doubt the pack contains a
number of useful exercises. However, as a
whole it has significant failings. It comes
across as a series of exercises thrown
together and is clearly not a comprehensive
or coordinated package that fits the train-
ing needs of youth and community work-
ers. It provides very little guidance for the
facilitator/trainer. A few exercises are
quite well explained and give aims,
methods. timings. etc, but many have little

or no explanation. There is little guidance
about possible pathways through the pack.
too many loose ends, and no clear process
by which workers can move from the
training experience to develop intervention
strategies, policy and structured social
education programmes. In this sense the
pack does not live up to its promises.
The more I looked at the pack, the more
confusing I found it. | kept thinking about
who it is intended for and how it might be
used. Dropped in the hands of inexperi-
enced trainers, confusion could abound.
More experienced trainers may find some
of the exercises useful but should also note
its “all white middle class’ feel, debatable
definition of drug misuse (to say it is
“wrong” or “incorrect™ drug use begs the
question), and orientation towards a nar-
row, club-based definition of youth work.
Another problem is the way the pack
implies social education work should be in
response to the oceurrence of drug misuse.
A clear philosophy and purpose are lack-
ing. Hurry up ISDD and TACADE. I'm
sure we can do better.
Julian Cohen

The reviewer is Coordinator for Drugs
Education in Tameside, Greater Manches-
ter and works with the school, further
education  and  youth and community

sectors.

Y-ACT is available from the National
Council of YMCAs, 640 Forest Road,
London EI7 3DZ, phone 01-520 5599.
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LIFE EDUCATION CENTRES. A project of

the Variety Club of Great Britain.

The first Life Education Centre was started
by the Reverend Ted Noffs in 1979 at the
Wayside Chapel in Sydney. Australia. Af-
ter ten years of crisis drug counselling it
was realised that progress would only be
made through preventive education rather
than just by intervention.

The preventive drug education program-
mes are aimed at five to 12 year olds, as
well as including parents’ nights and
teacher involvement. They are designed to
complement existing health education in
schools, though in an emotive field where
present developments  (including the
TACADE materials and the drug educa-
tion coordinator posts) have taken some
years to gain access to the curriculum,
some defensiveness will have to be over-
come.

Like the ethos of our own current
initiatives, the material in the Life Educa-
tion modules is non-threatening and broad-
ranging. It stresses the positive aspects of
life. centering on the human body: how it
can be affected, how precious it is, and
therefore how precious each individual is.

Children’s attitudes are undoubtedly
formed before adolescence and much of

our British research is revealing the early
stage at which young children learn about
substances and are influenced by society in
the usage of some drugs. All substances are
therefore included in the participatory
learning modules, legal and illicit. The
dangers of the shock-horror approach and
the way negative commands can propel
children to do what is forbidden are suc-
cinctly explained.

Again the philosophy is similar to most
recent initiatives in this country: demystify-
ing and informing about choices and deci-
sions that have to be made in life (hopeful-
ly. helping individuals towards positive
fulfilment).

After having spent many years fighting
for drug education to be part of the
curriculum rather than raised separately
and perhaps occasionally (merely propping
up the romance and mystique), it perhaps
seems strange to support an apparent
return to the ‘one-off’ approach.

However, this is not so. Life Education
Centres run progressive programmes, the
same children going through a different
module each year. Perhaps the most excit-
ing aspect is the technology used: a star
ceiling, illuminated models, a talking brain
and even a giant puppet giraffe. These are
not merely gimmicks, but fascinating aids

to children and adults alike. The wonders
of the human body are brought home very
clearly in a very positive atmosphere.

Jill Pearman, the National Director, has
an excellent rapport with young and old as
well as being professionally extremely
competent. Her enthusiasm for the whole
programme is based on positive feedback
from eight years of extensive involvement
in Australia.

There can be nothing but benefit from
the Life Education Centres. One toured
the country last summer and is now work-
ing in schools in the London area, and
another tour is scheduled for summer [988.
One centre has been permanently based in
Essex. They are over here due to the
interest and sponsorship of the rock group
Dire Straits, the Variety Club of Great
Britain, and TV AM’s Wide Awake Club.

Dave Hicks

The reviewer is Coordinator of Drug Con-
cern (West Cumbria), Drug  Training
Adviser to the North West Thames RHA,
and chairs the Drug Trainers’ Forum.

Life Education Centres can be contacted
through Jill Pearman, National Director,
Life Education Centres, PO Box 137,
London NIO 3JJ, phone 0f-341 5902.

LETTERS

Abstinence not the
only goal

Dear Editor,

In the article by Dr John Strang in
your issue of July/August 1987, he
speaks of more “liberal™ prescribing
once again being discussed as a
possible way of bringing more drug
users into treatment.

If I recall correctly, one of the
main reasons for pressure coming
on the prescribing of heroin was the
change to freeze-dried ampoules,
which were so expensive that if we
wished to prescribe heroin to even a
few patients, our drug budget was
quickly overspent, The short, sharp
shock of the rapid reduction of oral
methadone was the result of
increased demands on clinics in the
wake of the rapid increase in drug
use in the late "70s. These changes in
practice have been re-interpreted in
the light of the belated efforts of the
government in the '80s, which,
sadly, chose to declare war on
drugs.

We can come to see abstinence as
the only legitimate goal of treatment
of drug dependence. The aims of
medical treatment include
preserving life, slowing down the
rate of progress of a disease,
arresting the disease, reversing the
disease process (including
remission), facilitating
rchabilitation, relieving suffering
and producing a cure.

[ would therefore disagree with
Dr Strang when he says, “If there is
one element which is a sine qua non
of treatment of drug addicts, then
surely this must be change,™ and
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“Merely enticing the *pre-
contemplator” [ie, ol abstinence)
into contact with the drug clinic is of
little value if not accompanied by a
change for the good in drugtaking
behaviour.” These quotes show a
moralising attitude out of place in a
medical setting.

Itis quite irrelevant to our
professional duties how patients
came to harm themselves, in
particular, whether the illness is
self-inflicted. We do not call a
coronary care unit a ‘fat-abuse unit’,
nor an obesity clinic a ‘food abuse
clinic’, nor a thoracic ward a
‘tobacco abuse unit', but if we are to
be consistent, that is what they are.

While diversion of prescribed
drugs on to a ‘grey market’ is
undesirable, this risk should not be
allowed to dominate prescribing. If
it does, it reflects the prejudice
against drug users rather than a
deep concern for the problem as a
whole.

As Dr Strang says, we are very
close in terms of clinical practice,
but may be much further apart in
our attitudes to drug use and drug
users. These wider issues are being
fought out under the cover of
differences in prescribing practice.

HIV infection and AIDS have
shot to picces our shabby practices
and are forcing us to reconsider our
morals, cthics and practices in the
ficld of drug dependence, including
facing the politically unpalatable
reality that prohibition is far more
dangerous than controlled drug use.

David Marjot
Consultant psychiairist, Regional
Alcoholism and Drug Dependence
Unit, North West Thames RHA.

National curriculum:
concerns valid say
TACADE

Dear Editor,

In response to your report “Relief
over national curriculum™ (Druglink
January/February 1988, p 4), 1
would like to echo the relief
regarding the increased time that
looks likely to be available for
subjects other than the ‘foundation
subjects’.

However, I have to question your
correspondent’s view that some
health educators’ anxieties about
the role of biology in health
education arc based on “an implied
opposition of interests between the
teaching of science and other
subjects.” Your report’s
“alternative” view that “there is no
such clash of interests, and that
biological knowledge is as valid as
— but quite different from — other
forms of knowledge” reveals a total
misunderstanding of the debate.

The argument is not that
biological knowledge is invalid, or
different, or inappropriate, but that
knowledge offered through
whaiever subject medium is not in
itself sufficient for a comprehensive
provision of health or drug
education.

Furthermore, it is not only a
matter of knowledge or content, but
also of how such knowledge or
content is communicated. Health,
or drug, education is ultimately
concerned with the way people
behave. Behaviour is not based
purely on knowledge but on a range
of factors such as the individual’s

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

attitudes, values and skills, their
awareness of the range of influences
that affect our choices, and political
dimensions of, for example,
environment and culture.

Moves to rclax the constraints of
the national curricufum should not
lead to complacency. It remains a
mystery that an area of learning
such as health education, which is
vital to all people in all aspects of
their future life and wellbeing, as
well as being a factor in the efficient
social and financial management of
the country, can fail to be other than
the first priority of any educational
provision.

The academic success, social
wellbeing, and general happiness
and welfare of young people and the
nation, are only likely to be realised
on the basis of a thorough health
education contribution — not seen
as one of a mass of subjects fighting
for a portion of the 30 per cent of
time left available, but as a (if not
the) foundation subject. Or does a
health educated nation mean an
aware and questioning population
who, for example, refuse to provide
revenue through the misuse of drugs
such as tobacco and alcohol? And
would that be considered ‘healthy'?

Jeff Lee

Executive Officer (Administration &
Development), TACADE



LETTERS
SCOTTISH ANGER AT FAMILY SUPPORT GROUPS ANALYSIS

Dcar Editor,

As Chairman of the National
Association of Family and Support
Groups, I fecel I must respond to
“The rise and fall of family support
groups” in the January/February
1988 issuc of Druglink. This article
brings home to me the necessity of
our existence, particularly when [
read such gross misrepresentations.

Our 250 member groups are
targely from strect agencies
throughout the length and breadth
of the UK. These groups comprisc
of local residents living in arcas with
little or no recreational or social
amenitics. As a result of this,
parents and other concerned
residents have come out to offer a
local response to a problem which is
destroying the social fabric of the
community. They have done so with
very little finance or resources.

Over the last five years, I have
had the privilege of watching such
groups grow [rom a handful to a
national movement. I have been
fortunate in visiting these groups as
they have come together in frequent
meetings to sharc knowledge and
experience. These people have done
s0 in a manner which is dignified.
They meet tremendous resistance
from many professionals in the
statutory agencies and government
funding bodics. Articles such as you
have published only reinforce that
resistance and do nothing to lift the
morale of the pcople who are
working in the frontline of the drugs
problem in this country.

Jimmy Boyle

Chairman, National Association of
Family and Support Groups

Decar Editor,

The attitudes and analysis
expressed in “The rise and (all of
family support groups™ (Druglink,
January/February 1988) did not
accord with our experienee of
working with family support groups
in Scotland, where such groups are
very much ‘on the rise’.

The article was based on a model
of *conventional’ family support
groups as primarily middle class
therapeutic groups. This model
seems too static and limited to
cxpress the dynamics of what the
groups we know actually do.

Unlike the assumption made in
the article that working pcople
prefer to “take [their secrets| to a
professional who they believe will
be discreet™, many family support
groups in Scotland began because
working class people perceived that
professional help was not the
answer, because, for example, they
had an in-built suspicion of
professionals or because
professional help just wasn’t
available in their community.

Although groups began with a
few parents or family members of
users who wanted to support each
other, many were quickly diverted
into providing services for users —
again because of the lack of
adcquatcly resourced statutory
services in their area.

This caused conflict and strain
within the groups, whose members
were not skilled, resourced, or able
to deal with young users who
reminded them of their own sons
and daughters, yet it enabled them
to forge another role for themselves
— that of community activists. They

organisced public meetings and
provided information and advice for
a wholc range of community groups
and members.

The positive work done by such
groups has, for example in
Strathelyde, led to family support
group represcntatives being asked
to attend hcalth board committce
meetings and Glasgow District
Council Drugs Committee
meetings, and at national level to
serve on the Scottish Drugs Forum's
management committee.

The *Alternatives to family
support groups™ outlined in the
article already cxist in several arcas
of Scotland. Let us hope these are in
fact neither alternatives nor
adjuncts to family support groups,
but equal partners in a common
cause based on a coherent network
of planned services.

Dave Macdonald and
Vicky Patterson

Drugs Training Project, University
of Stirling

THE AUTHORS REPLY

Decar Editor,

Our article “The rise and fall of
family support groups” (Druglink,
January/February [988) secems to
have served the purpose of
stimulating debate.

The main point made in the
article was that the image of family
groups as quasi-therapeutic talk-
shops corresponds only to a
proportion of family and community
responses to drug-related problems.
A diversity ol forms of community
networking and public activism —
some of which are summarised in
our list of ‘options’ — exist
alongside the more privatised
groups.

We also noted that, while many
people’s first response may be to go
to ‘the professionals’, their
expectations of what the
professionals can do for them are
sometimes sorely dashed. Hence the
increasing turn to broader
community responses. We think

that there may be some cross-border
agreement over these points.

As originally drafted, the first
paragraph of the article stated that
the situation might be different in
Scotland, but this reservation was
lost in the editorial process, leaving
footnote one referring to a useful
article in the Scottish Drugs Forum
Bulletin.

We plcad guilty to doing no
research in Scotland. Our article
was based on the experience of
three research and action-research
projects carried out in various parts
of England, some results of two of
which arc reported by Donoghoe et
al in the recent Macmillan book, A
land fit for heroin? We would very
much like to learn more about the
work being done in Scotland.
Nicholas Dorn, Christine James and

Nigel South

ISDD Research and Development
Unit

Parents groups and
professionals must
work together

Dear Editor,

I was very pleased to read “The
rise and lall of family support
groups” (Druglink, January/
February 1988), as [ don’t think
enough research has gone into these
groups, yct they are so much a part
of today’s drug problem.

Parents are starting to get their
act together but there are many
more out there who nced help.
More than ever before, parents and
professionals need to work
together.

I belicve most support groups
were helped off the ground by at
least one professional. Some
parents are articulate enough to
start up on their own: they know
exactly what type of group they
want, be it a pressure group,
counselling service, weekly
meetings, or to run an information
and referral centre. Parents still
need the help of professionals, as
most know nothing of the local
councils, how to write out a
constitution {or a group, how many

officers there should be and many,
many other things they need to
know to run a successful group.

A family support group can
become a vital part of the lifc of the
parent of a user. [t can get them out
of the housc and with other parents
of drug users, so they don’t feel
alonc. They learn about drugs and
the cffects they have on their sons/
daughters. which helps in
understanding the problems they
are going through. They learn how
to cope with living with someone
who is not yet ready to come oll
drugs, instead of crying all day.

Yet, in most parts of the country,
parents are suffering behind closed
doors because therc are no support
groups, and they don’t know how to
go about starting one. There must
be hundreds of professionals who
sec users and their parents every
day. If only they would ask a couple
of parents to start a group, with
their help, I am sure they would get
a good response.

I would be glad to send
professionals *guidelines” on how to
start a successful group.

Joan Keogh

Wirral Parents Against Drug Abuse,
142 Home Farm Road, L49 71.W

Needle exchanges:
Government con?

Dear Editor,

Regarding your report on syringe
exchange schemes (Druglink,
January/February 1988, p.6), I fcel
we must view with caution any
scheme introduced so quickly by
this Government. | neither trust
their motives nor expect a
favourable outcome {rom any
research being conducted. No
matter how good the reputation of
the researcher, the DHSS will, 1
belicve, select what information
they need to prove preconceived
ideas.

Let’s not be coy: these schemes
were designed to fail. The main
objective was to identily hitherto
unidentified drug users, rather than
to look after their welfare. [tis
important to identify drug users, not
because it is felt they need
treatment, but rather to find out
what they want and need.

As ‘street-level” workers, we can
only work at an educative level.
Providing needles and drugs is only
part of that strategy. We must
abandon a treatment model (or
mentality) and take on board the

fact that our task lics in helping
people to keep their limbs attached
and their internal organs in good
working order. T understand the
“traumatic™ decisions that have to
be made in implementing harm-
reduction policies, and applaud
Allan Parry for being able to make
these decisions and stick by them
against a great deal of political
disquicet.

I'm sure the politicians who decry
total use of harm reduction will
cventually decide that throwing
needles at drug users will solve
nothing. Perhaps that’s the decision
they want to reach, who knows?

Certainly, this Government could
not get away with painting drug
uscrs red to identify them, so
opening needle exchanges appeared
to be a good way to draw them out
of the woodwork.

[t's interesting to note from your
report that schemes which educate
rather than treat arc more attractive
to the user. As any cducationafist
will admit, once a picce of
information has been learned, it
cannot be unlearned.

Andy Fox

Project Leader, The Bridge Project,
Ayr
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LISTINGS

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

PUBLICATIONS

AIDS

» FACTS ABOUT AIDS FOR DRUG
USERS AND THEIR PARTNERS.
Terrence Higgins Trust. London:
THT, 1987. 10 pages. Booklet.
£0.20.

Updated (September 1987) edition
of the handout giving facts on
AIDS, safer sex and safer drugs.
Available from THT, BM A/DS,
London WCIN 3XX.

> HIV AND AIDS: FACTS FOR
WOMEN WHO USE DRUGS. Drugs
Alcohol Women Nationally, 1987.
Leaflet. £2.50 per 10 copies. Free to
individual women (with s.a.e.).
Information on risk-minimisation,
pregnancy testing and where to go
for help.

Avuailable from DAWN London,
Omnibus Workspace, 39-41 North
Road, London N7.

Education/Youth

» DRUG USE: THE FACTS YOU NEED
TO KNOW. Youth Enquiry Service,
Strathclyde Resource Unit. Pack
with video and booklets. £20.

An information pack on drugs and
young people in Scotland aimed at
young people aged 16 and over.
Available from Youth Enquiry
Service, Strathclyde Resource Unil,
Adelphi Centre, 12 Commercial
Rouad, Glasgow G5 0PQ.

» TALKING ABOUT DRUGS. Oxford
Independent Video, 1987. Video
with teaching pack. £30.

40-minute video for use with groups
of 14-18 year-olds in formal and
informal settings.

Available from Oxford Independent
Video, Pegasus Theatre, Magadalen
Road, Oxford OX4 IRE, phone
0865 250150.

Parenting

» PROPOSED PROCEDURE AND
POLICY GUIDELINES FOR WORK WITH
PREGNANT WOMEN WHO MISUSE
DRUGS. Clinic Social Workers’
Group, 1987. 4 pages mimeo. Free.
Advice from drug dependency unit
social workers.

Available from Rosemary Morle,
Standing Conference on Drug
Abuse, I Hatton Place, London
ECINSND, phone 01-430 2341.

» DRUGS: A PARENTS’ ACTION
PACK. Compiled by Salford
Community Drugs Team, Salford
Health Promotion Service and
Salford Education Department.
Salford: Community Drugs Team,
1987. Folder of cards.

Pilot of a pack which offers
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guidance on how to prevent a drugs
problem in the family and how to
cope if one arises.

Details from Peter Polese,
Community Drugs Team, 6 Acton
Square, The Crescent, Salford M5.

UPDATED EDITION:
SEPTEMBER 1987

Facts about
AIDS for

drug users

and their
partners...

PUBLISHED BY

"TERRENCE HIGGINS TRUST'

Other

» KENT DRUG NEWS. Kent Council
on Addiction. First issue November
1987. Newsletter.

For workers in drug and alcohol
projects in Kent.

Details from Kent Council on
Addiction, 41 Wincheap,
Canterbury, Kent CTI 3RX, phone
0227 454740).

» DRUGS HANDBOOK 1987-8. Paul
Turner and Glyn N. Volans.
Macmillan, 1987. xiv, 182 pages.
Directory. £7.50.

Concise information for
professionals other than doctors on
medicines prescribed or bought over
the counter.

Available through bookshops.

» MINOR TRANGUILLISERS: HARD
FACTS, HARD CHOICES. MIND.
Leaflet. £0.25 each, 10 for £2, 100
for £18.

Originally published in English in
1984. Now also available in Bengali,
Cantonese, Greek, Hindi, Punjabi,
Turkish and Urdu.

Available from MIND, 22 Harley
Street, London WIN 2ED, phone
01-637 0741.

» STATISTICS OF THE MISUSE OF
DRUGS, UNITED KINGDOM, 1986.
Home Office. Three sets of tables,
£2.50 each.

Official addiction notification and
drug law enforcement statistics.
Basic statistics are in Home Office
Statistical Bulletin issue 28/87. Also
available are Supplementary tables
giving more detailed national
statistics and Area tables giving
statistics by police force or health
authority.

Available from Home Office
Statistical Department, Lunar
House, 40 Wellesley Road,
Croydon, Surrey CRO9Y D, phone
01-760 2850.

> SEMINAR FOR NEW WORKERS. 16
March 1988, Woking. £20.

> RESIDENTS’ ASSOCIATIONS: A
COMMUNITY RESPONSE TO DRUG
PROBLEMS. 16 April, Woking. £20.
» THE CHURCH AND DRUGS. 26
April, Guildford.

» SPORT AND DRUGS. 6 May,
Epsom, £20.

> INTRODUCTION TO ALCOHOL AND
DRUGS PROBLEMS. 6-10 June,
Sussex. £195 non-residential.

» DRUG PROBLEM TREATMENT IN
CASUALTY DEPARTMENTS. 15 June,
Guildford. £20.

Surrey Drugs Resource Scheme,
1988.

Prospectus and details from Janet
Taylor, Training Organiser, Surrcy
Drugs Resource Scheme, 21
Kingsway, Woking, Surrey GU21
INU, phone 04862 755914.

» DRUG AWARENESS COURSES.
Drug Concern (Barnet). 1988 first
tier courses; 17-18 March, 13-14
April, 16-17 May, 14-15 Sept, 20-21
Oct, 24-25 Nov, 1-2 Dec, in Barnet
(London) and Borehamwood
(Herts.). Free to local staff, £10 per
half day for others.

Designed to help participants assess
and deal with problem drug use
among their clients.

Prospectus and details from David
Sheehan, Drug Concern (Barnet),
Woodlunds, Colindale Hospital,
London NWY5SHG, phone 01-200
9525.

» COMMUNITY DRUG TEAMS:
CLINICAL AND ORGANISATIONAL
ISSUES. Maudsley Drug Training
Unit, Maudsley and Bethlem Royal
Hospitals. 17 March 1988, London,
£10.

Workshop for staff of community
drug teams.

Details from Maudsley Drug
Training Unit, {1 Windsor Walk,
London SES 8BB, phone 01-703
6333 ext 2755.

» SUBSTANCE ABUSE STUDY WEEK.
Dept. of Continuing Education,
University of Warwick. 18-22 April
1988, Coventry. £195 non-
residential.

For people working with problem
drug or alcohol users.

Details from Mrs Jenny Blake, Dept.
of Continuing Education, University
of Warwick, Coventry CV47AL,
phone 0203 523683.

» GROUPWORK WITH PROBLEM
DRUGTAKERS. London Boroughs
Training Committee. 5-6 May 1988,
London. Free to professionals in
Greater London area, others £52
non-residential.

Details from Mary Denis or Annas
Dixon, 01-388 2041 ext. 43.

» RESIDENTIAL WEEKEND
WORKSHOP ON SUBSTANCE ABUSE.
Suhstance Ahuse Project, Crawley
Hospital. 10-12 June 1988, Keymer
(near Brighton). £65.

For workers helping clients with
problems associated with substance
abuse. Aim is Lo improve
intervention strategies and practical
skills.

Details from Project Coordinator,
Substance Abuse Project, Crawley
Hospital, West Green Drive,
Crawley, West Sussex RHII 7DH,
phone 0293 551134.

> HIV/AIDS AWARENESS. 13-15
June, Rugby, £120 residential; 5-6
September, London, £60 non-
residential.

> HIV AND AIDS TRAINING. 11-13
July, Rugby, £170 residential; 12-14
October, London, £90 non-
residential.

Family Planning Association, 1988.
Details from Course Organiser, ~
Education Unit, FPA, 27-35
Mortimer Street, London WIN 7RJ,
phone 01-631 0555.

> WORKING WITH PHONES.
Network Training and Consultancy.
7 July 1988, Manchester.

An introduction to telephone
counselling for drugs, alcohol and
AIDS workers.

Details from Network, [ Belwood
Road, Manchester M21 2BS, phone
001 861 8626.

ORGANISATIONS

> LEGALISE CANNABIS CAMPAIGN.
New address: BM Cannabis 2455,
London WCIN 3XX, phone 0742
425122 or 01-585 1031 .

> NARCOTICS ANONYMOUS.
National addicts’ self-help group.
New address: PO Box 704, London
SWI0ORN, phone 01-351 6794/6066
(24-hour answerphone, office staffed
2-8pm weekdays).

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

Ay 2020 Eaa

YOU AND THE ANTIBODY TEST
FACTS FOR DRUG USERS

2nd Edition

SAFER SEX SAFER DRUG
SYRINGE CARDS

completely Revised and up To Date

ORDER FROM ADDRESS BELOW MARKING
THE ORDER "LEAFLET DESPATCH".
PRICES ON APPLICATION.

TERRENCE HIGGINS TRUST LTD,
52-54 GRAYS INN ROAD,
LONDON WC1X 8LT.

The Terrence Higgins Trust is pleased
to announce the expansion of its
Drug Support Services. We are now
a team of four people. We look
forward to assisting agencies and
clients in 1988.
Administration Phone No 01-831 0330
Helpline 01-242 1010
52-54 GRAYS INN ROAD
LONDON WC1X 8LT.

BWILEY

Drug Use and Misuse

Edited by T. HELLER, M. GOTT and C. JEFFERY, Department of Health and Social
Welfare, Open University, Milton Keynes, UK

Most people use drugs, whether alcohol, tobacco, tranquillisers or
painkillers. Sadly, widespread drug use is associated with a huge toll of
adverse consequences, including drug dependence, harmful physical
side-effects, public order offences, and many social problems.

This selective and highly informative guide to the drug field has been
produced with a view to training members of the health care professions
in the subject of drug abuse. It combines research findings with practical
issues, and in doing so presents a comprehensive overview of the
background to the subject.

Partial contents: Overview of the Use and Misuse of Drugs; Addiction: A
Challenge to Society; Patterns of Drug Taking in Britain; Is Alcoholism a
Disease?; Findings of a National Survey of the Role of General
Practitioners in the Treatment of Opiate Misuse; Drug Abuse Briefing;
Understanding Drug Use; Benzodiazepine Withdrawal; Unemployment
and lllegal Drug Use; Becoming a Heroin User and Heroin Using Careers;
Alcohol Problems and the Family; Becoming a MarijuanaiUser; Smoking
in Pregnancy; The Attitudes of Expectant Mothers; Historical and Political
Perspective: Taking Care of Business — The Heroin User’s Life on the
Street; Tackling Drug Misuse: A Summary of the Government’s Strategy
2nd Edition; British Drug Policies in the 1980s; Can a War on Drugs
Succeed?; The Rise and Fall of the Solvents Panic; Misuse of Drugs Act;
Drink and Political Economy; Treatment and Change; Community
Initiatives in Drug Treatment; Recognition and Treatment of Alcohol-
related Disorders; Tranquilisers; Preventing Drug Problems.

0471916846 216pp October 1987 £9.50/$18.85

Wiley books are avaifable through your bookseller. Alternatively, order direct
from Wiley (payment to John Wiley & Sons Ltd). Credit card orders
accepted by telephone — (0243) 829121 or FREEFONE 3477.

JOHN WILEY & SONS LTD
BAFFINS LANE - CHICHESTER - W. SUSSEX PO19 1TUD

DRUG PREVENTION AND
TREATMENT POLICIES IN THE UK:
WHAT HAPPENS NEXT?

HATFIELD POLYTECHNIC: 22-24 JULY 1988

* n . ” . . .
A "Consultation Conference” to promote dialogue between those involved in
the control, prevention and treatment of drug-related problems.

*

An opportunity for the various schools of thought and disciplines to come
together and explore policies and practice issues.

*

What should be our responses, two years on, to Tackling Drug Misuse:
A summary of the government’s strategy (1986)? Is it time for a rethink?

*

Contributors to the conference will include representatives from government,
national and statutory bodies, drug agencies and drug users.

Further details from: Dr Stuart Ware, Drug Prevention Unit, Hatfield Polytechnic, Hertford SG13 8QF. Tel: 0992 558451, ext. 230.
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FEATURED IN DRUGLINK IN 1987

P> AIDS and drug use. including research on whether addicts can change to lower risk behaviours — issue 2; a call for cooperation between

drug agencies and AIDS groups, with a list of groups — issue 3; how AIDS work forces counseliors to confront their own reactions to sex
and death — issue 5.

> The prescribing debate. A series of papers on prescribing in the response to addiction and AIDS, from doctors with extensive personal
experience of the complex and controversial issues involved. See issues 4, 5 and 6.

B Addicted parents, their babies, their social workers — who needs protection? See issue 4.
» Up to one million drug dependent casualties of the UK's tranquilliser/sleeping pill epidemic. See issue 5.
¥ Does social deprivation cause drug misuse? Or is it the other way round? See issue 6.

Back issues available* at reduced rate of £1.50 each or £9 for the year. Specify volume 2 and issue number(s) required.

* some available as photocopies only
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