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B NETWORK has been created by staff working in training,
research and management in the AIDS, drugs and alcohol (ADA) fields.
NETWORK is being established as a marketing co-operative and will
provide ADA consultancy and development support to a wide range of
organisations. NETWORK also runs courses, seminars and conferences
on ADA matters.

B NETWORK is self-financing. It does not rely on any statutory
source of core-funding and is therefore completely independent.

B NETWORK activities already underway include:

® advising multi-disciplinary drug problem committees on the
development of services and on the creation of district ADA training
plans;

m advising the personnel department of an engineering company on
company policy on ADA problems and devising and running training
programmes for line managers;

® the organisation of training courses (see below);

® materials development support for educationalists working in both
independent and statutory sectors.

B Some details of future NETWORK activities are listed below. All are
national events. There are no catchment areas for NETWORK. For further
information contact NETWORK Consultancy at 1 Belwood Road,
Chorlton-cum-Hardy, Manchester M21 2BS.

Date Venue ‘Content

May 11 London Drugs and AIDS training: an international seminar

July 7 Manchester Working with phones — an introduction to telephone counselling

Sept. 15 Manchester Harm-minimisation for teachers — a one day conference

Sept. 24 Leeds Harm-minimisation for youth workers — a one day conference

Oct. 18,19, 20 Manchester Telephone counselling — a three day intensive course

Oct. 24, 31 and Nov. 14 Manchester Managing the micro — a three day course on managing new
technology

Nov.7,8,9 Manchester Drug training for trainers — a three day residential course on drug
training

Nov. 13-30 7 city tour Outreach work with drug users — an international speaker tour

Nov. 19 London Harm-minimisation for youth workers — a one day conference

Nov. 30 London Harm-minimisation for teachers — a one day conference
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I THIS ISSUE

8 PLATFORM D> BEYOND ‘JUST SAY NO’

Educational attempts to stop young people taking drugs don’t work and
those that aim to prevent harm from illegal drug use are unacceptable. Ian
Clements, Julian Cohen and Pat O’Hare look for a way round the drug
education impasse.

STOPPING HIV — RESEARCH, EXPERIENCE, POLICY
10 SYRINGE EXCHANGE. 1

This first in a series of articles from the Monitoring Research Group
describes why some exchange schemes attract more clients than others. To
come — the schemes’ clients, what they know and what they do, and
whether their HIV risk behaviours have changed for the better.

]2 PRAGTICE NOTES P> SYRINGE EXCHANGE:
THE LIVERPOOL EXPERIENCE

Liverpool’s syringe exchange epitomises some of the main points emerging
from the evaluation of the schemes. User friendly enough to attract clients
never before seen at a drug service, Janette Carr, Steve Dalton, and co.
find themselves meeting the unmet needs of people with serious health and
welfare problems.

SEE ALSO news reports on the Monitoring Research Group’s syringe
exchange research (p.4) and on pages 6-7 the major policy debate
following publication of the AIDS and drug misuse report from the
Advisory Council on the Misuse of Drugs.

4] NEWS AND REPORTS

Normally mild-mannered members of the Advisory Council on the Misuse
of Drugs condemn the government’s response to their AIDS and drug
misuse report. Drugs field split over the way forward for SCODA.

15 REVIEWS

Experiencd trainers assess the glossy new Open University drugs training
pack and course reader. Howard Parker reviews A land fit for heroin?, and
the researchers evaluating syringe exchange schemes view the video
Syringe exchange scheme: the Liverpool experience.

17 LETTERS

Listen to the addicts, says Dick Hallett. Listen to the workers, says Ailsa
Duncan — boiled syringes do melt.

]7 LISTINGS P> PUBLICATIONS. COURSES. MEETINGS

Cover photo courtesy of David Hockley of the National Biological Standards Board. Myriads of newly
formed HIV particles (the small spherical bodies) bud from an infected T-lymphocyte immune cell.
Magnification approx. x 16600,

INSTITUTE FOR THE STUDY OF DRUG DEPENDENCE

14 Hatton Place, off St Cross Street, London ECIN 8ND. Phone 01-430 1991.
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NEWS & REPORTS

Injectors deny HIV risk

In February, part one of the
DHSS-funded evaluation of
syringe exchange schemes was
published by the Monitoring
Research Group at Goldsmiths’
College in London, summarising
the development of 15 schemes in
England and Scotland between |
April and 31 October 1987.

The researchers looked at the
implementation of the schemes,
but also considered the clients
themselves, their knowledge of
HIV and risk reduction, and their
injecting and sexual behaviour.
Information was gathered using a
questionnaire answered by 182
clients across all the schemes over
a four week period.

During that period over a third
of those questioned had shared
injecting equipment, with scarcity
of equipment, the need for a fix,
or the camaraderie of group drug
use cited as the main reasons for
sharing. Only six per cent said no
attempt had been made to clean
the equipment the last time they'd
shared. Most clients had been
sexually active during the

previous three months but just a
third had used condoms.

Until the three-month follow-
up questionnaires are
administered and analysed, it is
not possible to say whether clients
changed their behaviour after
attending the schemes. However,
most said they'd changed to safer
drug using habits, “because of
AIDS™ and most gave worries
about AIDS as their reason for
coming to the syringe exchange in
the first place. Changes in sexual
behaviour were less commonly
reported.

Despite the fact that at least a
third of clients had recently
shared equipment and that many
were not using condoms although
they were sexually active, only
eight per cent thought they had a
high risk of contracting HIV.
There seemed to be little
correlation between knowledge
and behaviour, for nearly all the
clients knew about the routes of
HIV transmission while at the
same time indulging in risky
practices.

IF

Mot all babies with ALDS Jave momiias whe

shoot ug o who sleep with men whio have shol ap

Babags with ATIXS can hve very long
r T3

passed 1 o

YOU EVER
SHOT DRUGS GET

TESTED BEFORE
YOU GET PREGNANT.

DON'T MAKE THEM
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Most HIV-positive women in Europe and the USA became
infected through injecting or through sex with a partner who’d
injected. In January one out of every 61 children born in New
York were HIV-positive. This US ad attempts to stem the tide.

SCODA faces challenge of statutory sector

A fight over the ‘ownership’ of
the Standing Conference on Drug
Abuse (SCODA) was decided in
favour of the status quo at the
organisation’s annual general
meeting in March, but the
underlying arguments remain
unresolved. At issue was how
SCODA — rooted in the non-
statutory sector — should respond
to the expansion of drugs
provision by statutory services.

The significance of the
argument lies in the fact that
SCODA is the only organisation
which aims to coordinate the work
of drug agencies at a national
level, and in the fact that SCODA
is the closest thing Britain has to a
body capable of representing the
interests of the drugs field as a
whole.

Advocates of change argued
that SCODA’s present
constitution would leave it further
and further behind the
development of the statutory
sector response and the spread of
drug problems and services to the
provinces. Already, argued Lynne
Milburn, in areas such as the
North West SCODA was seen as
irrelevant to the work and
interests of most specialist drugs
workers. Despite its 20
community drug teams, only one
SCODA management committee
member works in the area and
drug workers there see no clear
way of having a voice in
SCODA'’s affairs.

It's a problem recognised by
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SCODA in 1986 when the last
AGM changed the membership
rules in a way which allowed
unlimited numbers of statutory
service workers to join as
individual members (provided
only one joined from each
service). Up till then the rules
ensured that a majority of the
membership were non-statutory
agencies, who, unlike statutory
services, can join SCODA as
organisations.

The intention of introducing
and then in 1986 opening up
individual membership was, says
SCODA’s coordinator Dave
Turner, to allow statutory services
too to be represented on an
organisational basis — but the
problem was to define the
boundaries of the organisation to
be represented. In the case, for
example, of a drug dependency
unit, this might range from the
unit itself up to the RHA.

SCODA’s management sought
to overcome this problem by
limiting individual membership
from the statutory sector to either
the head of the service or
someone joining with their
permission, ensuring that the
‘individual’ members represent
their statutory agencies in all but
name. The historically dominant
role of the non-statutory sector in
SCODA is preserved by a rule
reserving half the seats on its
management committee for
representative members from
voluntary or volunteer ageneies.

The March 1988 AGM
witnessed the failure of an
attempt to bring dissident
SCODA members together with
the management committee to
hammer out changes to this
complicated structure. The
previous AGM had joined the two
camps in an organisation
commission, but in March only
the commission members who
were not on SCODA’s
management committee reported
back to the meeting. Their paper
complained that SCODA’s
management had obstructed the
commission’s work and failed to
take it seriously, while the only
management committee member
to reply to the allegations made it
clear that for him the commission
was unwanted, unloved and
considered unrepresentative of
the membership, despite being set
up and elected by an AGM.

The half of the commission that
reported in March called for a
structure where drugs workers
would join as individuals only,
and on the same basis whether
they worked for a statutory or a
non-statutory service.
Representation of the members
on the management committee
would be on a regional basis,
ensuring each area had a say and
that members in those areas knew
who to lobby to influence
SCODA policy.

Changes such as these in the
rules governing membership of
SCODA and the make-up of its

management committee can only
be made if a majority of both
classes of members — non-
statutory agencies and individuals
— are in favour. In effect this
gives the managements of non-
statutory agencies a veto over
anything that might weaken their
position.

Only the change to individual
membership was put to the vote in
March. Its effect would have been
to shift power in SCODA away
from agency managements to
agency staff, with potentially the
statutory sector in the majority.
Not surprisingly the motion fell,
gaining the support only of a small
minority of delegates from non-
statutory agencies.

Supporters of the change
argued that the decision would
leave statutory workers, denied
equal access to SCODA, little
option but to divide the field by
setting up their own
representative body, a move that
most people, including Dave
Turner, would regret. But unlike
the dissidents, he sees little
chance of it happening. Statutory
services, he points out, use
SCODA heavily and have been
drawn into SCODA’s work
through individual membership
and SCODA-initiated regional
forums. He believes SCODA
already represents the views of
non-statutory agencies by
adopting broad policy positions of
relevance to drug workers,
whoever their employer.




NEWS & REPORTS

B Latest figures on deaths
associated with solvent misuse in
1986 show a decline for the first
time since 1977. The figure of 116
in 1985 fell to 93 in 1986, however,
“this may not represent a decline
because in any one year one would
expect some random variation
[and] it is our impression . . . that
there will be more deaths in 1987
than in 1986. For these reasons, it
would be unwise to conclude that
the rate is falling.” Despite the
overall fall, deaths involving gas
fuels (butane, etc) were at their
highest ever in 1986, accounting
for 37 per cent of all the deaths.
St. George’s Hospital Medical School,
Department of Epidemiology and Social
Medicine. Trends in deaths associated with
abuse of volatile substances 1971-1986.
Available from the Medical School,
Cramner Terrace, London SWI17 ORE.

B For the first time the British
government's annual report to the
United Nations Commission on
Narcotic Drugs has revealed the
occupational status of drug
offenders. It shows that 61 per
cent of those convicted of
possession in 1986 were
unemployed and over half the
remainder were unskilled. For
convicted traffickers the figures
were 54 per cent unemployed and
37 per cent of the remainder
unskilled.

UN Commission on Narcotic Drugs.
Annual reports questionnaire 1986,
Available for reference dnly at the ISDD
library.

B The numbers of press cuttings
received into the ISDD library has
fallen for the first time since 1976.
Taking into account the national
and local press and cuttings from
popular and specialist magazines,
the numbers, which peaked at
15262 in 1986, fell in 1987 to 8971.
The biggest fall was in the
numbers of local cuttings received,
down by nearly 50 per cent from
10858 to 5972. ISDD’s cuttings
come from a comprehensive
selection of over 650 periodicals,
so a fall of this size almost
certainly reflects a nationwide
decline of press interest in drugs.

B Two appeal court cases heard
at the end of 1987 have clarified
the application of sentencing
guidelines in the light of the 1985
increase in the maximum penalty
for trafficking in class A drugs
from 14 years to life
imprisonment. Now the guidance
is that trafficking in drugs
controlled in class A of the Misuse
of Drugs Act (heroin, LSD, etc)
with a street value of over
£100,000 should be punished by at
least ten years imprisonment, and
by at least 14 years if the drugs are
worth £1 million or more. By
implication the recommendation
for cases involving class A drugs
worth up to £100,000 is a sentence
of three to ten years.

Criminal Law Review 1988, p.258-259.

DHSS could be in the dock over Ativan

In January the Committee on
Safety of Medicines (CSM)
formally recognised
benzodiazepine withdrawal
problems and the dangers of long-
term prescribing. The CSM
recommended that
benzodiazepines should only be
used in the treatment of severe
anxiety or insomnia and then for
two to four weeks only. In what
appeared to be an oblique
reference to growing concern over
lorazepam (Ativan), the CSM
said “no epidemiological evidence
is available to suggest that one
benzodiazepine is more
responsible for the development
of dependency or withdrawal
symptoms than another.™

The CSM'’s recommendations
were subsequently taken up in
Parliament. In the Commons,
Robert Wareing asked about the
DHSS’s plans for ensuring GPs
followed the CSM guidelines. In
the upper house, Lord Ennals
asked whether the government
and the CSM were prepared to
advise GPs not to give repeat
prescriptions. In summary, the
rephes were that doctors had to
use their professional judgment,
that much self-monitoring was
already in place and that
discussions were going on to
improve information about repeat

prescribing.

Meanwhile, the Observer has
weighed in on behalf of
tranquilliser *victims® with its own
campaign focusing on the
activities of the newly formed
Council for Involuntary
Tranquilliser Addiction (CITA).
CITA wrote to Health Minister
Edwina Currie asking for
additional resources to help
tranquilliser dependents and were
“shocked™ by her response,
prompting an Observer (10 April
1988) editorial calling Mrs
Currie’s reply “dusty™ and
accusing her of adding insult to
injury by labelling tranquilliser
dependents as “drug misusers”.

But one group of tranquilliser
dependents are not to be denied.
Following the precedent of the
Thalidomide and Opren cases,
1500 people, backed by MIND,
are planning test cases against the
drug companies and the medical
profession, involving primarily
the benzodiazepine tranquilliser
Ativan. One of the solicitors
representing the group would not
rule out anybody as potential
defendants in the case, including
the CSM and the DHSS. Any
admission at this stage by either
the DHSS or the CSM of
widescale problems with
benzodiazepines, or with Ativan

in particular, could have legal
implications later on.

In the midst of all this attention,
the drug companies themselves
have been strangely quiescent.
They have even agreed in
principle with a recently tabled
amendment to the Health and
Medicines Bill which would
compel GPs to reassess patients
before repeat prescribing.

One reason may be that, in
commercial terms,
benzodiazepines are fast
becoming drugs of the past. The
patents on many have expired and
a new generation of anti-anxiety
drugs are in the pipeline. Already
buspirone (trade name, Buspar)
has been launched in the UK (just
after the CSM’s report), as the
first of the new non-
benzodiazepine anxiety reducing
drugs. But the drug has split those
most closely associated with
research into benzodiazepine
dependence. Professor Malcolm
Lader from the Institute of
Psychiatry has said that the
dependency trials for Buspar are
satisfactory, while Dr Heather
Ashton from Newcastle
University believes “any drug
which is effective in alleviating
anxiety is addictive by its very
nature” (Observer, 20 March
1988).

Researchers stress

In London on 13-15 April the first
major gathering of British drugs
researchers were told new ways
must be found to influence drug
misusers at risk of AIDS through
sharing injecting equipment. One
week after the government’s
cautious response to the recent
AIDS and drug misuse report (see
pages 6-7 of this issue of
Druglink), the emphasis at the
conference was on the need for
more innovation and imagination
in combating drug problems.

The conference brought
together 130 researchers to hear
24 papers probing the shape and
cffectiveness of Britain's multi-
million dollar response to drugs
and AIDS. The finding that even
drug users who know the risks of
sharing injecting equipment and
have access to clean equipment
may continue to share led to the
conclusion that prevention
workers must now consider
helping drug users acquire the
practical skills needed to avoid
catching or transmitting HI'V.
(For more, see report on p.4.) To
effectively communicate with
drug users, drugs and AIDS

need for innovation

educators need to adopt the
techniques of the advertiser, the
soap-opera, and the comic-strip,
said researchers from Liverpool
and London.

Life imprisonment, parole
restrictions and the new laws
permitting seizure and
confiscation of assets, form a
major part of the government’s
offensive against drug dealers.
But, ISDD researchers said,
enthusiasm for successively
raising penalties might be more
profitably re-directed to
increasing the slim chances of
traffickers being arrested. The
research team described seven
types of drug dealing
organisation, each with different
characteristics and vulnerabilities,
including what they called “state-
sponsored enterprises™, allowed
to trade or dealt with lightly in
return for information or in
payment for political services to
the state.

The push to mobilise GPs and
other non-specialist welfare
workers to help deal with problem
drug users has been given new
urgency by the AIDS threat. But

ISDD PHONE LINES

ISDD’s main phone num-
ber remains 01-430 1991,
but reorganisation on to
two sites means not all de-
partments can be reached
from this number. Please
note the following num-
bers:

Information service

01-430 1993
Director
Current awareness
bulletins 01-430 1961

Publications Unit
General enquiries

Druglink 01-430 1991
Publications orders

01-404 4451
Research unit 01-242 1878

evidence presented to the
conference showed that GPs
generally see drug users as
unwelcome patients to be referred
on to specialist services where
possible. In the North West,
generic professionals have, the
meeting heard, been pulling out
of drugs work as community drug
teams develop into drug specialist
services. Stagnation in the non-
specialist response could mean
the network of services needed to
counter drugs-related HIV spread
to the general population will fail
to materialise.
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HIV top priority, says official report

Once again drug misusers are
being seen as the carriers of an
infectious diseasc which “if
allowed to spread unchecked, will
become a menace to the
community™. The quote is from
the 1965 Brain committee report,
but is also the message of the
latest drugs report from a
government advisory body. In
1965, addiction itself was the
disease to be prevented, now
AIDS is the top priority, says the
AIDS and drug misuse report
from the Advisory Council on the
Misuse of Drugs, released by the
government on 29 March.' (See
official overview opposite.)

The Brain committec’s
recommendations established the
legal and medical framework for
the treatment of addiction still in
place today. Twenty-three years
later the AIDS and drug misuse
report is being heralded as the
new “blueprint™ for drug services
in Britain. It seeks to re-order the
objectives and revamp the
operation of drug agencies and
workers in the service of the
anti-HIV offensive. but backs off
from attempting a wholesale shift
from combating drug problems to
combating AIDS. Abstinence
remains, says the advisory
council, the “ultimate goal™, but a
goal that must be shelved if it
conflicts with preventing HIV
spread. This uneasy alliance
between AIDS priorities and anti-
drugs objectives leaves drug
workers to walk a fine line
between radically different aims.
The report puts it this way:

“The different goals for drug
misusers must not be seen as in
competition. Care must be taken
when advising on avenues to
abstinence to ensure that advice is
given on ways of reducing the risk
in the event of on-going use or a
return to use. Likewise, advice on
risk-reduction with regard to on-
going use must not encourage
continued use and should where
possible increase awareness of the
greater benetit from abstinence as
and when that may be achieved.”

Again the parallel with the 1965
Brain committee report is
striking. Then another attempt to
graft the public health objective of
preventing ‘infection” on to a
system geared to individual
treatment left drug workers to
walk an equally thin tightrope —
that of prescribing addicts enough
opiates to pre-empt the
development of an illicit market,
but not so much that the market
was supplied by the overspill and
new addicts created.

Implementation of the advisory
council’s recommendations on
AIDS and drug misuse would, the
council say, require “a substantial
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Government rejects call for more
money to fight AIDS in drug users

increase™ in the funding of drug
services — first to cater for the
much wider range of drug
misusers who will need to be
contacted, including many whose
only "drug problem’ is their risk of
transmitting or catching HIV;
second, to give each client the
extra advice and counselling time
needed to deal with HIV and
AIDS.

Government response
‘extraordinarily disappointing’
In the absence of an official DHSS
launch, four members of the
advisory council’s working group
that produced the report arranged
their own press conference. All
four were unreserved in their
condemnation of the
government’s initial response.

circular being sent out with the
report merely promises to
continue the extra £1 million p.a.
for AIDS work in the drugs fieid
first provided in 1987/8. In future
years RHAs will have to use that
£1 million both to fund the AIDS
and drugs work already underway
and to upgrade drug services in
their regions to meet the
objectives identified in the AIDS
and drug misuse report. At least
some of the authors of that report
believe it falls far short of what's
needed.

The theme of the government’s
response was that we are already
doing what's needed and will
continue to do so. In two areas
they specifically rejected the
working group’s advice — on
expansion of syringe exchange

THE NEW GOALS FOR DRUG WORKERS

These ways of reducing the risk of HIV transmission are
now the priority goals for drug workers, said the advisory

council:

— preventing or reducing injecting drug misuse;

— preventing or reducing sharing of injecting equipment;
— preventing or reducing unprotected sexual intercourse;
— advising infected women to avoid pregnancy and
providing help where needed to reduce the number of

births to those women.

Ruth Runciman, the working
group’s chair, said the statement
to the House of Commons from
Health Minister Tony Newton
(see “The government’s reply™)
promised “very little in the way of
positive action and nothing in the
way of resources™. FFor Dave
Turner of the Standing
Conference on Drug Abuse, the
response was “extraordinarily
disappointing™.

There was bafflement at the
government’s apparent refusal to
shell out what Ruth Runciman
said would later look like
“peanuts™ to forestall the need in
a few years time to spend much
more treating the consequences of
an unchecked AIDS epidemic.
John Strang of the Maudsley
Hospital's drug dependence unit
hinted that the £5 million p.a. for
drug services provided from
1986/7 to health authorities might
need to be doubled to embrace
anti-AIDS objectives. The DHSS

The Advisory Gouncil’s new
AIDS and DRUG MISUSE

report is available from ISDD,
£6.50 inc. p&p.

schemes (“not . . . sufficient
evidence” of effectiveness) and on
the provision of condoms in
prisons to prevent HIV spread
from drug offenders through
homosexual activitics

(“a resulting increase in
homosexual activities™ would
raise HIV risks).

In Scotland the government was
openly dismissive of the chapter in
the report calling for urgent action
north of the border: according to
Scottish Minister Michael
FForsyth, the working group had
simply misread the situation.
Gerry Stimson has been
monitoring the work of the
government’s “pilot” syringe
exchange schemes. He counsels
there is an urgent need for more
schemes in Scotland and believes
that in the circumstances the
existing schemes have been
“remarkably successful™ in
attracting clients, demonstrating
that drug misusers will come
forward to schemes if they are
provided. But on 31 March 1988
government funding for the two
remaining Scottish schemes ended
and no more central money will
be provided, leaving health
boards to dip into their own

pockets — against sometimes
vociferous local opposition — if
schemes are to be continued or
expanded.

Lack of needle exchanges is one
example of the absence of an
infrastructure of drug services in
Scotland needed to support the
developments recommended by
the advisory council. Few doctors
are willing to treat addicts and
those that are will generally not
prescribe substitute drugs. one
reason why some Scottish drug
misusers have migrated to
England, taking part of Scotland’s
HIV problem with them. Over a
fifth of the people who tested
positive for HIV at St Mary’s
Hospital's drug dependency clinic
came from Scotland.

Within the working group there
18 suspicion that the change in
political leadership at the DHSS
from Norman Fowler to John
Moore has been accompanied by
a less pragmatic and more
moralistic response to AIDS.
Official unwillingness to be seen
to be condoning drug misuse in
pursuit of public health objectives
related to AIDS has been an
undercurrent in the government’s
response from the start, but now
the fear is that maintaining a
strong anti-drugs stance has
become the main concern.

Where the report saw the anti-
drugs effort being redirected to
AIDS prevention, the
government appears keen to
maintain the existing thrust of
drug misuse policies and to tack a
relatively discreet element of HIV
prevention on at the edges. with
specific central funding running at
a fifth the rate of funding for
mainstream drugs work.

There is some optimism that the
government may yet be persuaded
to change tack. Bill Nelles
(formerly drug education officer
with the Terrence Higgins Trust)
is probably the first health
authority appointee with the task
of generating the response to drug
misuse among GPs which the
advisory council says is “essential™
to counter HIV spread. Based in
Reading and working for the West
Berkshire Health Authority, he
hopes the government may be
more flexible in private than their
political image will allow them to
be in public. “Drug workers
should not accept the
government’s statement™, he said.
“Over the last two years if the
pressure has been put on hard
enough they have backed down.”
Dave Turner too emphasised this
was just the government’s initial
response.

1. Advisory Council on the Misusc of

Drugs. AIDS and drug misuse. Part 1.
London: HMSO, 1988.
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B HIV is a greater threat to public and
individual health than drug misuse. The first
goal of work with drug misusers must there-
fore be to prevent them from acquiring or
transmitting the virus. In some cases this will
be achieved through abstinence. In others,
abstinence will not be achievable for the time
being and efforts will have to focus on
risk-reduction. Abstinence remains the ulti-
mate goal but efforts to bring it about in
individual cases must not jeopardize any
reduction in HIV risk behaviour which has
already been achieved.

B The most effective way of educating drug
misusers about HIV, and changing their
behaviour so as to minimise the risks, in-
volves first bringing them into contact with a
helping agency. At present, only a small
minority of drug misusers are in touch with
such services. The report discusses how larger
numbers can be brought into contact with
services. It concludes that community-based
services provide the best opportunity and that
considerable development and expansion is
necded to ensure that accessible and attrac-
tive services are available throughout the
country. The role of general practitioners and
other generic professions is also emphasised
and suggestions are made to promote greater
GP involvement with drug misusers. The
need for specialist psychiatric services to back
up these front-line services, providing help
and support and accepting referrals in diffi-

> WHAT THE ADVISORY COUNCIL’S REPORT SAID

cult cases, is highlighted. Without this sup-
port, the ability of front-line services to make
contact with more drug misusers and help
them move away from HIV risk behaviour is
seriously impaired.

W Having established contact with drug mis-
users, the next step is to educate them about
HIV and how to avoid acquiring or transmit-
ting it. The report rccommends that all
services for drug misusers should give practic-
al and explicit advice on risk-reduction. This
advice must recognise that some will carry on
misusing drugs, by injection in some cases,
[and] cover sexual transmission. If education
15 to succecd it is essential that drug misusers
who cannot be persuaded to stop injecting
should have access to sterile needles and
syringes. The report . . . concludes that a
combination of syringe exchange schemes
and over-the-counter sales from community
pharmacies offers the best solution.

M The role of prescribing in attracting drug
misusers to services and helping them move
away from HIV risk behaviour is discussed.
The report concludes that prescribing is one
of a number of tools which can help achieve
this in some cases but stresses that it is not a
panacea. It emphasises the need for treat-
ment to be tailored to the individual drug
misuser if it is to be effective in inducing a
change away from HIV risk behaviour. This
means that a full range of treatment options
must be available in each district so that those

providing services to drug misusers can select
the most appropriate treatment package.
B The report . . . recommends urgent action
to improve prisoners’ education about HIV
and AIDS. It stresses the importance of
identifying drug misusers when they enter
prison and seizing the opportunity presented
to educate them away from HIV risk prac-
tices and, where possible, towards sustained
behaviour change.

B Special mention is made of the situation in
Scotland which is a cause of grave concern.
Prevalence of HIV among injecting drug
users is high {yet] services north of the border
are ill-equipped to play an effective role in
combating the spread of the virus. The lack of
psychiatric input to drug services and the lack
of treatment options are worrying. So too is
the continued shortage of injecting equip-
ment in places and the lack of access to
already overstretched counselling and advice
services. Additional recommendations are
made for immediate action in Scotland.

B The measures recommended have not
been costed in detail but it is clear that a
substantial increase in funding for services for
drug misusers will be needed. Investing now
in these measures . . . will bring much greater
future savings and benefits in both human
and financial terms.

From the overview in pages 1-3 of the AIDS and drug
mistse report.

| THE GOVERNMENT’S REPLY

M It is self-evident that if people do not start
using drugs in the first place then they do not
put themselves at risk of infection through
this route. We remain therefore determined
to prevent the misuse of drugs.

B But we must recognise that there is a
population currently at risk of acquiring the
AIDS virus through their injecting drug
misuse, and | accept the ACMD’s [Advisory
Council on the Misuse of Drugs] advice that
services should be developed in order to
make contact with as many of that population
as possible.

Services should be prepared as necessary to

advise and encourage drug misusers to reduce
the health risks associated with their drug
misuse — to themselves and to others — as
an intermediate goal in getting them to stop
drug misuse altogether.
B The ACMD recommends that sterile in-
jecting equipment should be widely available,
through an expansion of syringe exchange
schemes, and sales through pharmacies. We
have considered this recommendation care-
fully in conjunction with the preliminary
findings of an evaluation of 15 *pilot’ syringe
exchange schemes around the country. While
the evaluation points to some promising
features of such schemes, we do not consider
that we yet have sufficient evidence to recom-
mend an expansion of schemes in England. 1
accept however that some local agencies in
England and Wales have already decided to
set up their own exchange schemes, and that
more may do so. In order that such schemes
should operate as effectively and responsibly
as possible, I intend to make available gui-
dance based upon the principles underlying
the pilot schemes and drawing on the early
lessons of the evaluation.

B The Home Secretary and the Secretary of
State for Scotland have considered the
ACMD’s recommendation concerning the
availability of condoms in prison, but believe
that it tails to take account of all the relevant
factors, including the effect which a resulting
increase in homosexual activities would have
in terms of risk of HIV infection and other-
wise. They do not intend to make any change
in present policy in this respect.

We endorse the ACMD’s view that there
will be a continuing need for national and
local publicity about the link between AIDS
and drug misuse, Last year we launched two
parallel campaigns designed to deter young
people from starting to use drugs, and to
warn of the particular dangers — of which
AIDS is the most scrious — of injecting drug
misuse.

From the statement by Tony Newton, Minister for
Health, to the House of Commons, 29 March 988,

On the day the report was published Michael
Forsyth, Scoutish Health Minister, made a
statement on AIDS and drug misuse refer-
ring 1o the beleaguered Scottish syringe ex-
change schemes and responding 1o the ACMD
report’s chapter on Scotland.

I propose to approach the Scottish depart-
ment of the Pharmaceutical Society of Great
Britain in the near future to discuss with them
the contribution which sales by pharmacists
might make towards the wider availability of
clean equipment.

As regards the two needle exchange
schemes which are still in operation — those
in Edinburgh and Glasgow — Lothian and

Greater Glasgow health boards have been
informed that, although central funding of
the schemes will not continue beyond 31
March when the formal period of monitoring
and assessment is due to end, they may
continue to operate the schemes if they
consider this to be appropriate in local
circumstances. So far as further needle ex-
change arrangements by health boards are
concerned, we are not yet in a position to
reach general conclusions on whether any
extension of the existing arrangements would
be appropriate. However, if any health board
considers . . . there is a need for such facilities
in their area, we shall be prepared to consider
specific proposals.

The [ACMD’s| report expresses particular
concern about the position in Scotland . . . In
my view the chapter of the report on Scotland
does not give an entirely balanced assessment
of the situation in Scotland nor does it take
into account the different historical back-
ground to the drugs problem here. In particu-
lar, the report fails to acknowledge that many
drug misuse services in Scotland have already
adapted their approach in response to the
problems presented by the spread of HIV
infection among drug misusers. | am however
sending copies of the report to health boards
and local authorities and to various repre-
sentative bodies. I also propose to hold early
discussions with the Scottish division of the
Royal College of Psychiatrists about the
report, including its recommendations on the
need for increased input to the management
and treatment of drug misuse by the psychiat-
ric services in Scotland.

From the statement by Michacl Forsyth to the House of
Commons, 29 March 1988,
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BEYOND JUST SAY NO'

IN 1986 DRUG education coordinators
were appointed in most LEAs in the
country. One of their tasks was to promote
education in schools to *“combat drug
misuse”. Very soon some came to the
conclusion that the medicine wasn’t work-
ing. Kids were using a variety of drugs,
both legal and illegal, in spite of a growing
amount of money spent on drug education
materials. New packs are springing up
every month, almost all aiming to prevent
drug use among young people. Many
teachers and youth workers are suffering
from problem pack use.

It is our contention that drug education
should go beyond primary prevention —
the attempt to stop people taking drugs.
Most of the kids who don't use drugs are
not influenced by drugs education, in the
same way that it doesn’t influence those
who do use. It has, at best, a neutral effect.
Drug education should encompass the best
aspects of primary prevention program-
mes. It should give information, it should
get kids to examine their attitudes, to
examine social, legal, political, historical,
cultural and health issues. Most important-
ly, it should look at secondary prevention
strategies, ie, how to prevent kids harming
themselves from drug use. The decision-
making plus enhancement of self-esteem
approach is dishonest and cynical when
applied to primary prevention, with which
it has become synonymous.

This article is not meant as a blueprint or
model for future harm-minimisation ‘les-
sons’, but rather as a contribution to the
debate among drug educationalists.

Primary prevention fails

The first attempts at drug education were
in the main didactic, with an explicit
message that drugs should not be used.
The main technique was to show young
people the horrible effects of drugtaking to
frighten them off. Better dead' is the classic
example, a film often shown in a school
hall to 200 youngsters. One problem with
this approach is that for most of the
audience the reality of drugtaking does not
involve the needles, long-term use and
addiction portrayed in the film.
Information-giving is another approach,
based on the assumption that man is a
rational being, ie, you can give information
which will change attitudes which will show
itself in a change of behaviour. Unfortu-
nately, this sequence does not always
happen in that order — people often
modify their attitude to fit in with their

lan Clements is Specialist Adviser for
Drugs Misuse with the Metropolitan
Borough of Bury. Julian Cohen is Coor-
dinator for Drugs Education in Tame-
side. Pat O'Hare is the Drugs Education
Coordinator  for the Metropolitan
Borough of Sefton.
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Drug education in schools seems to be up a blind alley — approaches aimed at
preventing drug use are ineffective and those aimed at reducing harm are
unacceptable. Meantime AIDS is pushing back the frontiers of acceptable
responses to drug users outside the school. Could drug education gain new

dynamism from these developments?

lan Clements, Julian Gohen and Pat 0’Hare

Schoolchildren: told what to wear, to
call teacher ‘Sir’. Can drug education
really ‘empower’ them?

behaviour. Some of the information given
is inaccurate, sometimes deliberately so —
“prophylactic lies™.’

The attempt to stop young people using
drugs became more sophisticated and
moved into the area of skills. The idea is
that young people are given classroom
practice in the skills required to live in a
drug-oriented society (eg, decision-making
skills) for later use in the real world. But
there is no evidence that skills practised in
school are of use in real situations and, in
drug education, ‘decision-making’ usually
really means saying no. Would it really be
acceptable if the pupils decided to use
these skills to say yes?

A further development is the affective
approach. The assumption is that if we
enhance young people’s self-esteem, they
will not need drugs. But is enhancement of
self-esteem possible in many educational
establishments, and is there necessarily a
link between self-esteem and drugtaking?

In  general primary prevention
approaches of whatever kind:

— seem to be ineffective;’

— lack a social, cultural, and political
dimension and focus on the individual,
adopting a victim-blaming approach;*

— deal in stereotypes and isolate and
castigate drug users as deviant;

— are negative and do not address the
problems of young people who reject the
message — any outcome other than not
taking drugs must be seen as a failure;
— are based on flawed assumptions about
behaviour change;

— focus on the expertise of the educator as

opposed to young people’s experience;
— do not take into account a period in
everyone's life called adolescence during
which people like to take risks.

PSE — new methods, same aims

The current consensus is that education
about drugs should be integrated into a
personal and social education programme
(PSE)." These programmes aim to use
participative learning techniques to enable
pupils to make healthy and effective life
choices from a wider range of options.
Why then are drug education programmes
aimed at primary prevention — designed
to narrow choice — thought to fit so snugly
into PSE, part of an educational philoso-
phy meant to widen choice?

The reason could be that PSE aims and
practice are not in harmony. Some staff
may confuse the radical new classroom
practice with a radical change in education-
al aims. But in much PSE-based drug
education we find the same old primary
prevention aims dressed up to look new.

The extent to which PSE could enlarge
young people’s area for responsible
decision-making is limited by the contrary
messages they receive from the whole
school structure. Fundamental to the PSE
approach is an acceptance of young peo-
ple’s choices which is clearly missing from
educational institutions. While cliches such
as ‘decision-making skills’, ‘promotion of
self esteem’ and ‘empowerment’ are com-
monly regarded as objectives central to
PSE work, these institutions (schools espe-
cially and possibly to a lesser extent youth
centres) in fact devolve very little power to
young people and accept only a very
limited and prescribed range of attitudes
and behaviours. [n most schools and youth
centres the majority of the decisions are
made for them — when to attend, what to
do, what to wear, even when to talk.

But the main reason why drug education
“fits’ into PSE, is that, just like most drug
education, PSE has generally failed to
progress beyond personal education con-
centrating on the skills of the individual,
and pays only lip service to social educa-
tion. It is, as currently practised, rooted in
an individual change or cultural adjust-
ment model which blames individuals for
being in their position, and attempts either
to train them out of it or to train them to
accept it.* This model places little emphasis
on structural factors such as environment,
social conditions, class, race, gender, etc,
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as influences on or reasons for people
making decisions about their lives.

By not considering structural factors and
only exploring personal skills, it becomes
easy to decide in what way an individual is
deficient and needs ‘improving’ — the
standard is the educator’s own lifestyle and
value structure. Accordingly, drug educa-
tion strategies based on primary preven-
tion view drug use as ‘wrong’ or ‘deviant’.

Preventing harm — new aims,
same methods

Evidence that primary prevention does not
work, and that it may even be counterpro-
ductive, has forced some educationalists to
rethink their strategy. There is a growing
recognition that lessons can be learned
from the secondary prevention approaches
being debated and practised by drug work-
ers in the context of the current panic
about HIV. Among drug workers, this
harm-minimisation approach has become
the norm in some parts of the country. The
issuc here is — how is drug workers’
secondary prevention practice being re-
interpreted for educational use?

The cornerstone of secondary preven-
tion as practised by drug workers is the
conviction that drug use is occurring and is
often likely to continue, so the only realis-
tic aim is to encourage ‘sensible’, less
damaging use. This often takes place
around specific concerns — injecting, shar-
ing needles, HIV and other infections,
and, with regard to solvent use. using
smaller bags, not doing it alone, avoiding
potentially dangerous environments, etc.
Such approaches tend to focus on indi-
vidual users and are mainly based on
information-giving. The assumption is that
many, especially novice, users lack the
necessary information for safer drug use.’

In common with traditional primary
prevention education, this approach im-
plies a model of behaviour where informa-
tion leads via rational thought to behaviour
change. Also it is still focused on the
individual and in danger of ignoring
structural factors limiting freedom of
choice.

The need to go beyond primary preven-

. Project lcarus. Better dead. 1972,

2. Trebach AL the great drug war: and radical propos-
aly that coudd make America safe again. New York:
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The structure of drug education approaches

Information-giving
(‘the facts will speak for
themselves®)

Skills

(practice lifeskills needed
to cope with drug en-
vironment)

education

Structural
(appreciates  social and
environmental influences)

METHOD AIM
Primary prevention Secondary prevention
(stop use) (reduce harm)
Didactic First attempts at drug educa-  For example, anti-injecting/
(explicit instruction, scare | tion, still being used anti-sharing  AIDS  cam-
tactics) paigns

Now less popular in drug
education because found to
be ineffective

Dominant approach in drug

Underdeveloped
education but recognised as
a progressive approach

Primary prevention is the dominant aim in drug education.
Secondary prevention is fundamental to much work with drug users.

in some parts of Britain, the
dominant  approach  in
drugs work

Developing in anti-AIDS
work in syringe exchanges,
eg, injection skills

in drug  Undeveloped in drug educa-
tion and ad hoc in drugs

work

tion in educational institutions is taking a
number of forms, or rather, proposed
forms — while many practitioners are
beginning to talk about it, there is not a lot
of innovative work actually being done.

One school of thought is that potential
or actual drug users should be identified
and worked with." There are obvious diffi-
culties in identifying, targeting and in-
teracting with users, especially within edu-
cational institutions. While this may be
relevant or possible in cases that come to
light through actual drugtaking, it does not
address the question of whether everyone
should be educated about drugs within a
harm-minimisation strategy, whether they
are using or not. Quite apart from the fact
that the whole thing could turn out to be a
self-fulfilling prophecy — *We need poten-
tial drug users and you are them’ — there
are considerations such as labelling, stig-
matisation and stereotyping, and the fact
that other young people may aspire to join
this group to gain status.

The information-giving approach to
harm-minimisation will possibly be limited
in its effectiveness for the same reasons it
has failed to achieve primary prevention
objectives. Educationalists arc now con-
sidering harm-minimisation strategies that
go beyond giving information focusing on
the risks run by individual drug users. For
example, Keith Tones has outlined an
approach which stresses skills (first-aid,
counselling skills and helping strategies) as
well as information about drugs and help-
ing agencies.” We would regard this as a
useful starting point.

Any approach to harm-minimisation
must move away from detailed examina-
tion and questioning of an individual’s drug
using behaviour. We need to arrive at a
point where drugs are seen In a wider
social, community and political context. To
be effective, we are suggesting that harm-
minimisation needs to develop a non-
judgmental understanding of drug use that
does not stigmatise drug users, one practic-

al application of which would be support
for drug using members of the community
rather than rejection.

The obvious question is whether existing
educational institutions are able to adopt
such a concept. The school environment
and cthos is unlikely to allow such work to
proceed overtly. Despite the fact that
harm-minimisation work in schools is done
around alcohol, it rarely stretches to other
drugs, especially illicit drugs.

However, we do have a model for a
harm-minimisation approach to drugs
working within the current largely repres-
sive, authoritarian school structures —
alcohol education. We encourage people
to ‘drink sensibly’, and could move to-
wards this type of approach in relation to
illegal drugs by educating parents, gov-
ernors, teachers and others about the
possibilities.  Covert, piecemeal, un-
approved initiatives by individual teachers
are, necessarily, severely limited and
whole school approaches will not be easy
to develop. However, we must begin the
task.

Arcas of education other than schools
might be more able to embrace harm-
minimisation. For example, the youth and
community service generally does not suf-
fer from the structural and legal constraints
of schools and its customers are the young
people themselves rather than parents and
governors." Similarly, further and adult
education are important areas to explore.

OUR UNDERLYING assumptions are
that drug use is part of normal behaviour
and will take place. The moral high ground
has in the past been claimed by the “just say
no’ lobby who, while accepting that some
young people will ignore their advice, see
these as inevitable casualtics i their
attempts to prevent drug use to the exclu-
sion of other aims. Our view is that the
moral high ground lies with developing
strategies aimed at minimising harm to
individuals and communities. ]
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The government-sponsored syringe ex-
change schemes were announced fol-
lowing reports of high levels of HIV
infection among some groups of injec-
tors, particularly in Edinburgh." = The
McClelland Committee reviewed the
situation in Scotland in 1986 and drew
attention to the shortage of injecting
equipment in Edinburgh. They recom-
mended that injecting equipment be
provided to addicts unwilling to stop
injecting, coupled with counselling.
The issues raised by McClelland and
concern about the spread of HIV were
taken up by the Scottish Home and

Health Department and the Depart-
ment of Health and Social Security. In
December 1986 the Secretary of State
for Social Services and the Minister of
State for Scotland announced that a
number of injecting equipment ex-
change schemes would be established
and also that a total of £1.3 million
would be made available to enable drug
agencies to enhance their AIDS and
drug misuse counselling services.*
The policy was implemented at con-
siderable speed, with only about four
months between these announcements
and the official launch of the schemes.

LAST APRIL the British government
launched a number of schemes to attempt
to prevent the spread of HIV infection
among injecting drug users (see panel
above for the background to this decision).
The aim of the schemes (known as “syringe
exchange schemes’) was to provide sterile
injecting equipment for drug injectors,
along with advice on risk-reduction.

The ground rules were that the equip-
ment should be issued on an exchange
basis to drug misusers already injecting
drugs and unable or unwilling to stop. The
schemes also had to provide counselling on
drug problems, HIV testing, and safer sex
advice, and the Scottish schemes included
a medical input.

Fifteen agencies in England and Scot-
land were recruited to run the schemes and
there is considerable variation in the way
they operate. Some are linked to outpa-
tient drug dependency clinics, others are
outside the NHS in drug advice and in-
formation agencies. Most are office-based,
but in Sheffield the equipment is supplied
by local pharmacists. One started in an
accident and emergency department but
later moved to shopfront premises. Open-
ing hours range from one half-day a week
to daily.

Accommodation is minimal — it may be
a corner of a multi-purpose room, a small
room set aside for the purpose, or, at St
Mary's Hospital in London, a converted
caravan on a hospital site. For its first year,
the Liverpool scheme operated from a
converted toilet on the ground floor of a
drug information agency. In Edinburgh the
scheme runs from a hospital outpatient
unit used at other times in the week for a

1. Peutherer LLE. er al. Lancer: 1985, 2 (8464). p.1129-
1130,

2. Robertson J.R. et al. British Medical Journal: 1986,
292, p.527-529.

3. Scottish Home and Health Department, HIV infec-
tion in Scotland: report of the Scottish Comunittee on
HtV infection and intravenous drug misuse. 1986.
4. Dcpartment of Health and Social Sccurity press
release 86/418.

The first author is director and other
authors research staff at the Monitoring
Research Group at Goldsmiths' College
in London. They thank staff at the 15
projects researched for their help with
the evaluation, which is funded by the
DHSS and the SHHD.
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child health clinic. In Sheffield syringes are
sold at the pharmacist’s counter.

Syringe exchange is still at an early stage
of development and the picture is rapidly
changing. Some of the developments may
be influenced by the high levels of dedica-
tion and enthusiasm among staff in the
schemes. Such is their commitment and
energy that we fear some will suffer from
exhaustion, and believe clear ways of
providing support are needed, including a
national forum for exchange workers. As it
is still early days. we shouid be cautious
about drawing conclusions about the suc-
cess of the schemes in helping drug injec-
tors reduce their risks of HIV infection.

We will be evaluating the schemes at two
levels:

— their implementation — whether they
are reaching drug injectors and managing
to remain in contact with them, plus how
the service is actually delivered; and

— their impact — whether they encourage
and enable drug injectors to change their
risk behaviour.

Measuring impact requires detailed in-
terviews with clients over a period of time:
the results of this work will be reported
later this year. This report concerns the
implementation of the schemes in their
first few months up to October 1987.

Customers attracted but drop-out high
So far the schemes have been reasonably
successful in reaching injecting drug users,
with the three largest working at near
capacity seeing 20-50 clients a day. At the
largest schemes the numbers of clients who
have attended at least once is in the
hundreds. Between June and October 1987
(which includes time when some schemes
were not operational) the 15 schemes saw
about 750 new clients.

But for various reasons some schemes
are failing to attract clients in sufficient
numbers — four had seen fewer than 20
people. Schemes serving a rural population
are faced with local transport problems
while in many towns pharmacists offer an
alternative source of syringes. Some
schemes have yet to adequately inform
injectors of their existence or establish a
local reputation. In others there are prob-
lems of accessibility due to their geog-
raphical and institutional location. Most
clients who stay with the schemes travel
only a short distance — two miles or less —
suggesting similar services may need to be
established on a neighbourhood level.

SYRINGE E:

Last June a government-funded project
exchange schemes. The results will influe
This first report is about whether the sct
keep clients — the basis for achieving

Gerry Stimson, Kate Dolan, Mar

There are some interesting differences
between the drug users reached by the
schemes and those reached by other drug
services. As with many other services. the
majority claim opiates are their main
drugs, but the schemes are also attracting
some primary amphetamine injectors.
Over half of the clients interviewed had
injected amphetamine in the last four
weeks.

People attending the schemes tend to be
older, longer term injectors: the average
time since first injection is eight vears.
Fewer women attend than would be ex-
pected from the experience of other drug
agencies, perhaps because men collect
syringes for their partners.

The schemes are reaching people not in
contact with other drug services. Nearly
one third of clients have never had any
treatment for drug problems and another
third had received treatment in the past but
were not in treatment when they contacted
the scheme. Many had also nor received
help from other services and agencies,
including social workers, probation offic-
ers, self-help groups, residential communi-
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began evaluating the work of 15 syringe

nce the fate of schemes throughout Britain.

,emes are working in ways that attract and
changes that reduce HIV risks.

lin Donoghoe and Lindsey Alldritt

ties, hospital in- and outpatient units, or
accident and emergency departments.
Some drug injectors who would need to
be reached for an effective HIV interven-
tion strategy are not yet being attracted to
the schemes. Groups that need to be
specially targeted are women and younger
people with a shorter history of injecting —
among present clients, even the ‘younger’
users with no previous treatment have
been injecting for an average of six years.
Dropout from the schemes is high. Most
clients make only two visits and just 34 per
cent attend five times or more. In some
cases there may be good reasons for this,
such as referral for treatment elsewhere, or
use of alternative sources of new equip-
ment. In other cases it is hard to see how
the aim of reducing the risk of HIV
transmission can be achieved with such
limited contacts, raising the issues of how
schemes can improve retention rates and
maximise the benefits of the first contact.

New methods of working develop

On average clients receive seven syringes
each visit though a few schemes give out an

average of only one syringe per visit — low
compared to the number of times clients
are likely to inject before returning.

The requirement for the schemes to
distribute equipment on an exchange basis
is important from infection control and
public health perspectives, and for main-
taining good relations with the local com-
munity. However, the rate of exchange —
which averages 78 per cent — is extremely
variable, with the pharmacy scheme
achieving the lowest rate at 30 per cent.
Being strict about exchanging on a one-to-
one basis in order to achieve a high return
rate may conflict with the desire not to
deter clients.

The extent, intensity and quality of
counselling is extremely variable. Drug
workers appear to find it much easier to
discuss reducing the risks of drug use than
to discuss sexual practices — the reverse of
what we hear from the staff of genito-
urinary medicine clinics — a finding with
clear implications for training.

All the schemes orient their work to
reducing the risk of HIV infection by
encouraging clients not to share injecting
equipment and to adopt safer sexual be-
haviour. In a few, staff are developing a
broader idea of their work beyond their
initial remit, and we are seeing the emerg-
ence of a new way of working with drug
users. Some staff have developed a more
general harm-minimisation approach in-
volving counselling in ‘safer drug use’. This
might include advice on health problems,
injection sites, and drug dosages. Not
everyone is able to work in this way — not
surprising, given that British drug services
have tended to adopt therapies which
involve a “contract’ between the client and
the agency leading towards abstinence.

The agencies report a wide range of
problems in their clients which are not
being satisfactorily dealt with by other
agencies. Significant here is the lack of
primary health care for many drug injec-
tors, and a number of social welfare and
drug-related problems. Some workers find
they spend much of their time working on
these problems rather than exchanging
syringes. In response to these needs some
agencies are considering introducing prim-
ary medical care services.

The combination of the client group
being reached and their lack of use of other
services, together with new methods of
working, indicate that the schemes might
be developing into a different level of
service for drug injectors — a new tier of
care oriented to risk-reduction, harm-
minimisation, and primary medical and
social care. Syringe exchange schemes can
be seen as a ‘low-threshold’ contact point
for drug users within an overall pattern of
local service provision.

How successful have they been?

The main issue facing schemes as they
develop in the coming months is that they
do not have a monopoly over the supply of
injecting equipment and must make par-
ticular efforts to attract clients. There is a
wide variation in service delivery — poss-
ibly different kinds of schemes will succeed
with different types of drug user, compli-
cating the task of identifying generally

Syringe exchange in Scotland is to date
more problematic than in England. One
scheme faced considerable operating
difficulties and closed after a few weeks.
Until recently another faced a residents’
picket, and the third operates only one
afternoon a week. The difficulties arise
from a combination of circumstances,
including uncertainties at a financial
and administrative level. The Scottish
Lord Advocate agreed to guidelines
which limited schemes to issuing up to
three syringes each visit: with limited
opening hours, this may mean only
three syringes a week for each client.
Nevertheless, Scottish schemes have
succeeded in attracting more clients
than some in England.

applicable good practices.

Our provisional view is that if we define
success in terms of attracting and keeping
clients, then it is important that schemes
are:

— in areas where there is a high prevalence
of injecting;

— accessible, posing the minimum of
physical or psychological barriers to
attendance;

— staffed by people who take a non-
judgmental attitude to the client and his/
her behaviour; and

— informal in their relationships with
clients.

Other factors that should be considered
when establishing further schemes are:
— careful publicity by schemes to establish
their reputation with drug injectors;

— local administrative support and enthu-
siasm;

— good record-keeping to identify client
groups, client retention and exchange
rates, and to monitor clients’ risk-
reduction behaviour;

— convenient opening hours;

— good relations with local media, police
and community groups;

— clear goals and objectives;

— the issue of adequate supplies of inject-
ing equipment.

Fifteen schemes were monitored in the
five months to the end of October 1987.
Here are some of the critical statistics
from the research.

The clients

Number seen 769
Average age 26.8
Below 20 years of age 9%
Proportion male 78%

Av. years since first injection 7.7
In treatment for drug problems:

— now 34%
— previously 35%
— never 31%

The operation of the schemes
Reasons for clients attending:

— AIDS worries 56%
— equipment scarce 38%
Proportion returning for:

— 2nd visit 66%
— 5+ visits 34%
Syringes issued per visit 7
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SYRINGE
EXCHANGE:
E LIVERPOOL
EXPERIENCE

Janette Carr and Steve Dalton

Mersey’s Regional Drug Training and Information Centre runs one of the
busiest syringe exchange schemes in Britain. Soon after opening, staff found
they had to make controversial decisions about how far to go in making the
scheme attractive to injectors and meeting their needs for equipment and
advice. With AIDS prevention now the overriding priority, within months they
had re-written the rule book on dealing with drug misusers. Two nurses from
the scheme share the lessons of the Liverpool experience.
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LIVERPOOL’s syringe exchange scheme
has been in operation since October 1986.
In the ten months from December 1986 the
scheme saw 733 clients who made a total of
3177 visits. One lesson learnt from our
experience in running the service is that
schemes need to be relevant to local
circumstances, so this article is not in-
tended as a blueprint for schemes else-
where. But how our staff and consumers
faced the problems and dilemmas involved
in launching this new type of service and
our knowledge of other services suggest
some important points new schemes will
need to take into account.

The practicalities

Which agency? A  predominantly
abstinence-orientated service may be faced
with dilemmas if it operates a scheme.
Syringe exchange schemes are an HIV/
AIDS prevention exercise, so whether
their users continue to take drugs is not the
primary concern. However, customers
must be given every encouragement and
opportunity to stop using drugs or at least
to try to stop injecting. The most obvious
problematic scenario is an individual who
attends a drug agency and tells their
counsellor they are not using drugs, and
then has to go to the same agency for clean
equipment because they are using.

A scheme independent of any existing
drug agency is ideal, but may be financially
prohibitive or impractical in a community
with few drug injectors. If the scheme is to
co-exist with an established drug service,
efforts could be made for it to appear
independent, possibly by opening at dif-
ferent hours, using different staft, alterna-
tive buildings, etc.

In many arcas retail pharmacists will
supply drug users with sterile equipment.
This can be problematic if the pharmacist
does not offer any facilities for returning
equipment. Valuable opportunities to
promote safer practices can be lost if the
pharmacist has no time to see the custom-
ers individually. In arcas where pharmacies
are the primary outlet for equipment,
cooperation with local drug agencies is
useful.

Maximise accessibility. To maximise the
scheme’s use, its premises should be cen-
trally located with good public transport
access. There should be a direct street
entrance — attenders should not have to
negotiate  “obstacles’. eg. go through
another facility. use call buttons, enter
through several doors. ctc. The premises
should be relatively anonymous, and lo-
cated such that attenders feel “‘comfortable’
entering the building and minimal disrup-
tion is caused to local residents and
businesses.

The first author is the coordinator of the
needle exchange scheme run by the
Mersey Regional Drug Training and
Information Centre. Both authors are
registered general nurses and registered
mental nurses. They acknowledge the
assistance of leff Collinson.




PRACTICE NOTES

Syringe exchange schemes should be
open for as long as possible and as many
days as possible — local consumer needs
should dictate.

Consult the local community. Before
opening a scheme it may be useful to
contact any retail pharmacist in the area
selling injecting equipment to users, to
gain some indication of possible uptake.
Liaison with the police is necessary to
agree policy and request their cooperation:
in Liverpool police have agreed not to
prosecute people found with needles and/
or syringes, used or not.

In Merseyside, ‘parents groups’ were
inittally not consulted for fear that prot-
racted discussions would delay the
scheme’s opening. Other schemes have
now been able to consult concerned pa-
rents groups before opening and invite the
staff of the Liverpool scheme to give
evidence in support of the need for the
scheme and the overall benefit to a com-
munity.

Publicise with care. Initial advertising
should be low key and preferably confined
to the drug injecting population. Concern
will be easier to allay and sensational
reporting easier to avoid if the scheme has
already been operating for a time before its
existence becomes public knowledge —
then the organisers can show there is
nothing to fear. Once established, sug-
gested places to advertise include retail
pharmacies, accident and emergency de-
partments, youth service premises. police
stations, taxis, public transport, DHSS
offices, GPs’ surgeries and areas of identi-
fied high incidence of illicit drug use.

Equipment and materials to suit local
needs. [.ocal variations and consumer
needs should dictate the range of equip-
ment available and the amount dispensed.
A wide range and variety of equipment
should be available to attract and retain
clients. The amount dispensed should be
based on the client’s needs and their
cooperation in returning used equipment.
Limiting the amount dispensed can lead to
frustration and client drop-out. Experience
has shown that in the long term comprom-
ising with individuals who fail to return
equipment may be the best option.

Disposal of used equipment needs to be
frequent, preferably weekly. District
health authority policies regarding infec-
tion control etc should be adhered to.

Educational material should be suited to
local drug use patterns to maximise uptake
by the scheme’s customers.

Staff attitudes crucial. The most impor-
tant attribute staff in schemes must possess
is the ability to work in a consumer-led
service. Drug injectors’ needs must dictate
the direction of the service within the
parameters of safe practice. Development
of a non-judgmental, ‘user friendly’ atmos-
phere relies heavily on the attitude of the
staff.

Experience of working with drug users
should exist within the staff team but it is
not essential for all staff to have such
experience — this work is AIDS preven-
tion and not primarily drug treatment. The
ability to assess the injectors’ physical and
psychological condition is essential, as are
effective communication skills.

Sexual practices of the scheme’s users
may need to be openly aired, and the staff

involved neced to feel confident and com-
fortable about giving advice on these mat-
ters. Staff training needs must be met.

Not just a swop shop

The Liverpool scheme started simply as a
‘swop shop’ to exchange used equipment
for new, but it soon became clear there was
a valuable opportunity to educate the
scheme’s users to reduce the risks they
encountered. The range of services offered
can be wide and have far reaching consequ-
ences.

Safer injecting. Many injectors show evi-
dence of poor injecting technique lcading
to unnecessary damage to veins. If the
veins in their arms become unusable, they
will often resort to injecting in the femoral
vein, and many who do this mistakenly
puncture the femoral artery or nerve,
risking serious physical damage.

With appropriate assessment and educa-
tion these hazards can be avoided. Injec-
tors can be given advice on less damaging
techniques, such as using multiple injection
sites and finer needles, and on the anato-
mical position of veins in relation to other
organs etc.

Safer sex. Making condoms available at
syringe exchange schemes opens up the
opportunity to promote ‘safer sex’. Most
people attending schemes will be sexually
active, but discussions with those attending
the Liverpool scheme suggest they may
have misinterpreted or ignored national
safer sex campaigns. Regular contact pro-
vides a chance to reinforce the desired
behaviour. >

Our answers to a sample of questions
commonly put to us by agencies con-
sidering setting up a syringe exchange
scheme:

What do you do if someone doesn’t
return their used equipment? It is un-
realistic and naive to expect a drug
injector with an erratic lifestyle to oper-
ate a strict one for one exchange, so the
scheme operates on the individual hav-
ing an overall credit/debit standing. For
example, it is acceptable for a user to
take five syringes on one visit and ten
on the next, as long as they return 15 on
the third. However, one for one ex-
change is encouraged.

What do you do if someone says they are
going to inject for the first time and asks
for equipment? They would be counsel-
led at length about the hazards of
injecting and alternative modes of
administration would be discussed. Fol-
lowing assessment, if staff are con-
vinced they will inject despite their
advice, equipment and advice on safer
injecting would be given.

PROBLEMS AND WORRIES — SOME QUESTIONS ANSWERED

What if someone wants to pick up
equipment for friends? They would be
encouraged to ask their friends to come
in themselves as they may need advice
as well as equipment, but as long as
used equipment is consistently re-
turned, this arrangement is acceptable
— after all, the scheme’s opening hours
may prevent some people attending.

What about very young people? We
would advise them about the hazards of
injecting and discuss alternative modes
of administration, but ultimately, if they
show evidence of injecting, they can
obtain equipment. It is better for these
young people to be in contact with some
service than none, and, most important,
that they do not share equipment.

What do you tell users about femoral
injecting? It is essential that staff in-
volved in giving this advice have a
sound knowledge base and seek medical
support. Anyone intending to inject in
the femoral vein must be counselled
about the possibility of using other veins
or modes of administration. Advice

given to those determined to go ahead is
designed to avoid complications involv-
ing nearby organs. Femoral vein inject-
ing is extremely dangerous, so such
advice should not be given lightly.

Do you think there is a dilemma in
giving users clean equipment to inject
‘dirty drugs’? Yes . .. but fortunately
in Liverpool the drug dependency clinic
prescribes injectable drugs to deter-
mined drug users, greatly reducing the
social and physical risks. Although the
scheme and the clinic operate from
different premises, attenders being
maintained on drugs by the clinic more
often return to the scheme than those
not being maintained.

Are you ever afraid of them being
violent? No. There have been thousands
of visits to the Liverpool exchange
scheme and no untoward incidents.
Users see the service as being for their
benefit and treat the staff with respect.
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PRACTICE NOTES

A client of the Liverpool scheme shows
the results of repeated use of the same
injection site. Ulceration in the skin at
the injection site is surrounded by swell-
ing due to circulatory impairment that
extends to the whole lower limb. This
type of damage is not unusual among
long-term injectors.

Client advecacy. Many drug injectors
have experienced difficulties with estab-
lished services (health, social services,
DHSS) and feel alienated from these ser-
vices. Staff in exchange schemes can play
an important role as ‘go betweens’, guiding
injectors to ‘user friendly’ individuals with-
in these services.

Health advice and treatment. Many in-
jectors using the Liverpool scheme have
medical complications arising from poor
injecting technique and use of adulterated
drugs. These include cellulitis, phlebitis,
varicosed veins, severe bruising, and
abscesses. Reluctance to use established
services can mean these injuries are not
attended to. However, injectors may bring
these problems to staff in schemes. If a
qualified nurse is employed they can pro-
vide basic but often very effective treat-
ment and advice. If further treatment is
required, the individual can be encouraged
to use mainstream health services.

HIV testing/counselling. Mersey Regional
Drug Training and Information Centre
does not encourage anyone to be tested for
HIV. Initially people who asked for tests
were encouraged to seek guidance from
the sexually transmitted diseases clinics,
but their reluctance to use established
Services was an issue.

Anonymous HIV testing is now avail-
able at the Liverpool scheme. Appropriate
pre-test education is given to anyone re-
questing the test with a commitment by the
staff involved to ongeing counselling re-
gardless of the result. Medical support is
available from a consultant in genito-
urinary medicine.

Reaching new groups. Syringe exchange
schemes are primarily HIV/AIDS preven-
tion agencies, but there are many possibili-
ties for extending the educational and
primary health care services provided.

For example, a group of females in-
volved in prostitution to finance their
heroin habits regularly attend the Liver-
pool exchange. Valuable work has been
done educating them individually about
safer sex practices and each is provided
with sufficient quantities of condoms.

This group are very reluctant to use
established health and social services for
fear of recrimination. Many have young
children and, justifiably or not, are con-
cerned about their parenting being judged
on the basis of their other activities. These
women feel comfortable discussing their
health and social problems at the ex-
change, because the scheme is a complete-
ly confidential service and requires no
details which might identify users. De-
velopment of services based around the
exchange scheme mean this grossly under-
serviced group will have access to primary
health care, cytology screening, STD ser-
vices, health education, etc.

fnitially via the syringe exchange
scheme, inroads have been made into the
well established male prostitution or ‘rent
boy’ scene in Merseyside.

Younger injectors may have fewer re-
sources, be less “hardened’, and more wary
of the ‘authorities’, and so may be more
easily deterred by psychological or physical
barriers to attending schemes. Experience
suggests it is not sufficient to have one
central scheme in a region, but that a
network of local schemes is needed to
attract the maximum number of users. [

Equipment

Starting a syringe exchange? This is a
typical list of the hardware you'll need.
Costs are as charged by the suppliers
listed in the notes.

Imi syringe/needie’
2ml syringe'

Sml syringe’

10ml syringe'

" needle 25g

1" needle 23g'

12" needle 21g'
Sterets injection swab*

£5.23 per 100
£3.71 per 160
£3.81 per 110
£4 per 80

£1.42 per 100
£1.53 per 100
£1.44 per 100
£55 per 5000

Disposal containers for used equip-
ment:

Capacity 20 litres’ £2.85 each
Capacity 4.5 litres’ £0.73 each
Also small “community™ size container’

Condoms/spermicides of various makes
and prices: the Liverpool scheme has
spent £1200 on these in 12 months.’

1. Beeton & Dickinson, Between Towns Road,
Cowley, Oxford, OX4 3LU.

2. Scton Prebbles, Tubiton House, Oldham, OL3
JHF.

3. Danicls Health Care, 130 Western Road, Tring,
Herts, HP23 4SU.

4. Family Planning Sales, 28 Kelburne Road,
Cowley, Oxford. OX4 38Z.

Statistical profile

B Liverpool’s needle exchange has
probably seen more clients than any
other exchange scheme in the UK.

H Between October 1986 and the end of
1987 the Liverpool syringe exchange
scheme saw:

— 774 clients;

— of whom 85 per cent were men;
— the age range was [5-50, average 25;
— 42 per cent were not in treatment;
— 52,451 syringes were dispensed and
44,987 returned.

M Monitering Research Group data on
51 clients of the Liverpool scheme show
that:

— over 60 per cent attended at least five
times, one of the highest re-attendance
rates among the schemes researched;

— on average 14 syringes were issued on
each visit, the second highest among the
15 schemes researched;

— despite this high issue rate, the 51
clients actually returned more syringes
than they were issued: only one other
scheme recorded a return rate of over
100 per cent.

How the Liverpool needle exchange can
help workers or agencies setting up or
running schemes. (Other experienced
schemes can often help in similar ways.)

» We can give more information and
advice on the points covered in this
article.

» We provide training for needle ex-
change staff in the Mersey region and
can advise on training needs elsewhere.
» We can advise on how to set up a
new scheme.

» We are available for consultation
over particular problems that arise in
the running of existing schemes.

» We have produced Syringe exchange
schemes — the Liverpool expericnce, a
video and booklet describing the opera-
tion of the Liverpool scheme. available
from us, price £50.

» We are publishing safer injecting/
safer sex advice leaflets for our custom-
ers which might serve as a basis for
other schemes.

P To see if we can help, contact the
Mersey Regional Drug Training and
Information Centre, 10 Maryland
Street, Liverpool L1 9BX, phone 05t
709 3511,
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REVIEWS

DRUG USE AND MISUSE. Open University
in association with the Health Education
Authority, 1987. Individual Study Pack,
£35. Group Study Pack, £95.

This training pack comes in two forms. The
individual pack is a “distance learning’ pack
for practitioners working with drug users,
consisting of workbook, audio cassette,
and course reader (reviewed separately
below). The group pack is for people
training groups of practitioners. It includes
the individual pack plus a video and group
leader’s notes.

THE INDIVIDUAL STUDY PACK is
almost of an academic standard. Unfortu-
nately this may exclude part of the in-
tended audience outlined in the pack’s
publicity material.

Professionals of a certain academic level
would find using the pack an intellectually
rewarding experience enhancing know-
ledge and challenging attitudes. However,
its comprehensive and challenging nature
makes it essential that students learn not
just on their own, but also through group
discussions based on the excellent exercises
in the workbook. As well as offering
support, such discussions would help
achieve the pack’s stated aim: “to present a
balanced view and to challenge, and assist.
you to make up your mind about the kind
of approach that best suits vou.”

Having completed the individual study
pack, we were sometimes left with & sense
of confusion. For example. the workbook
begins by stressing that alcohol is a drug

along with illegal and other types of drugs,
yet the chapters on intervention
approaches and treatment skills highlight
services for those taking drugs illegally.
Also we read that cannabis users may
become biologically dependent and may
suffer short-term psychosis — but when
and how were not clear, and substantiating
references were not included.

While it was good to see the workbook’s
mention of harm reduction as an interven-
tion strategy, a more thorough explanation
of what it entails plus more practical
examples would have been useful. We also
discovered several inaccuracies, such as
references to “Palfrium™ (ie, Palfium),
“DFI88™ (ie, DF118), phenylcyclidine (ie,
phencyclidine), and “grouching” (ie,
‘gouching’). The workbook does not have
an index and neither the workbook nor the
course reader includes a glossary of terms,
an addition which would be useful, given
that the pack is designed for self-study.

_Department of Health & Social Welfare

SUSE™

GROUP LEADER"S PACK

THE GROUP STUDY PACK includes
the individual study pack plus a 45-minute
video and 36 photocopied pages of notes
for group leaders. .While £35 seems an
acceptable price for the individual pack,
the group pack seems overpriced at £95.
Notes for trainers on using the individual
pack in groups are inadequate, even more
problematic if, as the groupwork notes
suggest may be the case, people running
the group courses are not professional
trainers.

The groupwork notes concentrate on
setting up and running a training group —
information professional trainers would
not need, making the group study pack an
even less cost-effective option for this
potential market. On the other hand, it is
unclear whether trainers without a working
knowledge of drug use and misuse are
expected to have completed the individual
pack before training a group.

We would opt to use the individual study
pack together with other videos costing less
and offering better skills training, such as
the DHSS video pack Working with drug
users. Using Drug use and misuse with a
group of professionals would not be cost-
effective, as each participant is assumed to
have already completed the individual
study pack, at a cost of £35 each.

Dave Macdonald and Vicky Patterson
Training organisers, Drug Training Pro-
ject, University of Stirling.

The packs reviewed are available from the
Open University, PO Box 188, Milton
Keynes, MK7 6DH.

DRUG USE AND MISUSE: A READER.
Edited by Tom Heller, Marjorie Gott and
Carole Jeffery. Chichester: John Wiley,
1987. £9.50.

This book, the reader for the Open Uni-
versity’s new Drug use and misuse course
(reviewed above), is a goldmine of in-
formation, ideas and argument. The list of
authors reads like a Who's who of the drug
and alcohol field. In all there are 30 short
articles, most written in a punchy and
provocative style. Reading them I con-
stantly wanted to take up, or take on, the
ideas expressed — almost every article
raises dozens of discussion points. Some of
the contributions were specially commis-
sioned, others are rewrites of recently
published material, and there are two
classics, Becker’s “Becoming a marihuana
user” and Preble and Casey’s “Taking care
of business™.

The papers are divided into five sections.
In the first the articles pose questions such
as: whose problem is drug use?; is it the
responsibility of sndividuals, of carers, of
government, or of society at large?; how
can drug and alcohol use be understood?;
what is its meaning and function in our
lives? The second section provides more
detailed information on the drugs and the
possible consequences of their use, most of
which will be familiar to experienced drug
workers. who will probably find this the
least interesting part of the book.

The third section deals with issues such
as: unemployment and illegal drug use; the

user's life ‘on the street’; user careers;
women and drug use; smoking and pre-
gnancy; and alcohol problems in the fami-
ly. This section contains some of the most
thought-provoking pieces and is certain to
be a favourite in group discussions. Legal
and policy issues are explored in the fourth
section. As well as plotting the rise and fall
of a solvents “panic” and asking “can a war
on drugs succeed?”, this section gives
background information on government
strategy and details of drug laws.

The final section looks at intervention
issues and explores treatment. rehabilita-
tion and prevention strategies. There is
much of practical value here but also
traditional approaches are questioned.

There are some surprising omissions.
There is almost no mention of the current
major debate around use of maintenance
prescriptions to stabilise drug users or as an
incentive to contact helping agencies, and
only incidental discussion of the role of

volunteers and self-help groups. Given the
prominence of Alcoholics Anonymous
and, in some parts of the UK, of support
groups for drug users, this seems a strange
omission. The impression is given that
most services for those with drug and
alcohol problems are provided by health
care professionals working in statutory
agencies — cmphatically not the case.

Coverage of AIDS is also very sparse —
not the fault of the compilers, but rather a
demonstration of how quickly the drug
field has changed. Since this reader was put
together just two years ago, AIDS has
moved from being seen as a worrying yet
distant threat into arguably the dominant
feature of the drug problems field.

Despite these omissions, the reader is
still well worth the asking price of £9.50.
What 1 found most impressive was its
integrated approach towards substance
problems. It is one of the very few collec-
tions which covers the whole range of
substance issues from heroin to alcohol and
tranquillisers. It has been designed as a
tcaching aid and will no doubt be very
successful in this role, but can also be read
with profit by anyone interested in subst-
ance problems.

Les Kay

Since 1980 the reviewer has worked in
training about drugs for the Lifeline Pro-
ject. In 1984 he set up the first regional drug
training unit.

Drug use and misuse: a reader is available
from ISDD, price £10.20 inc. p&p.
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A LAND FIT FOR HEROIN: DRUG POLICIES,
PREVENTION AND PRACTICE. Edited by
Nicholas Dorn and Nigel South. Basing-
stoke: Macmillan Education, 1987. 187
pages. £6.95.

British researchers, drug educationalists
and thinking ‘practitioners’ are still trying
to catch up with the ‘epidemic’ increase in
heroin use during the 1980s and the associ-
ated political responses — the meaning of
both is still being worked out. This book of
readings is an important contribution to
our understanding.

The first contribution, from the editors’
own unit at ISDD, offers a no-nonsense
run through the nature of heroin, heroin
use and associated lifestyles. It isn't afraid
to acknowledge the pleasures and benefits
of drug use or to distinguish between more
and less safe methods of administration.

Gerry Stimson’s chapter looks at the
dominance of the medical establishment in
the control of drug use since the 1920s, a
dominance now being threatened by a
more centralist government with a more
overtly political style of intervention. Thus
political decisions about ‘law and order’,
the need to intervene in the economics of
producer countrics, and a more generic
approach to drug services provision, have
all become important policy thrusts in the
‘'war on drugs’. Stimson, however, raises
serious doubts about the effectiveness of
attempts to cut drug supplics, finishing
with a highly pragmatic cost-benefit analy-

sis of the policy options.

In chapter three Geoffrey Pearson pro-
vides a sensible and sensitive analysis of
the links between heroin use, unemploy-
ment and the housing market. It will be an
attractive read for those who sense the
relationships will be complex, but need
some outline ideas about how they might
look in a particular urban context.

For the next chapter Martin Donoghoe
and colleagues re-work their research on
community responses to drug misuse. This
is not a tidy chapter, however, and may
frustrate the reader looking for clarifica-
tion of the role of the family and the place
of *parental responsibility” in responding to
an offspring’s drug use. [ wondered if the
authors hadn’t got themselves caught be-
tween having enough case study material
to give the impression of uniqueness in
cach community’s response but insufficient
to identify generalisable patterns.

Chapter five, by Susanne MacGregor
and Betsy Ettorre, provides a summary of
the slow evolution of British ‘treatment’
policy, but is, if you'll pardon the pun,
fairly clinical stuff. [t suffers both from
going over ground already covered in the
tirst two chapters and from being devoid of
a ‘political economy’ backcloth. As a can-
ter through government reports and an
outline of the administrative responsibili-
ties of central and local government, it’s
fine. However, it already looks dated given
the civil war in pscyhiatry about metha-
done maintenanee, the funding crisis in the
health service, and the lowering of the

government’s profile on heroin use follow-
ing David Mellor’s departure.

The final chapter — given the book’s
message that the supply-side of the heroin
equation cannot be controlled at source or
via Customs control — is set up to recon-
cile policy and practice dilemmas. Qur
editors, try as they may, don't quite pull it
off, taking on the task of offering ‘solu-
tions” where only ‘contradictions’ will
really do. [ know theyv know better.

In conclusion, this is a very useful set of
papers. It was a book worth doing and is a
collection worth reading. It is. of course,
rather partial. There's no place for the
policemen who can sniff heroin a mile
away or the psychiatrist with a view from
the clinic. Moreover, a rather slow produc-
tion from manuscript and a rapidly chang-
ing drugs scene disadvantages this collec-
tion. It already looks dated — in relation to
the move away from smoking towards
injecting; concern and confusion about
injectors with HIV and related advertising
campaigns to encourage safer practices;
and clear evidence about the heroin-crime
connection among the ‘new users’. | thus
hope very much we’ll see volume two.

Howard Parker
Director, Misuse of Drugs Research Pro-
ject, University of Liverpool

A land fit for heroin is available through
bookshops or direct from ISDD price £7.50
inc. p&p.

SYRINGE EXCHANGE SCHEME: THE LIVER-
POOL EXPERIENCE. Mersey Regional Drug
Training and Information Centre, 1987.
Video with notes. £50.

This 28-minute video and accompanying
information booklet describe the imple-
mentation and operation of Liverpool’s
syringe exchange scheme. The intended
audience is people in health authorities and
clsewhere who are considering setting up
similar schemes.

The video presents the case for syringe
exchange as part of an HIV/AIDS preven-
tion strategy. starting with a paraphrase
from the McClelland committee’s report
on the Scottish situation: “prevention of
the spread of . . . TV must take priority
over any perceived risk of increasing drug
misuse™. A map of the UK, with some
rather dubious HIV statistics, backs up the
argument. The case is made that the tight
control of syringe availability is counter-
productive in the control of HIV infection
because it encourages the sharing of equip-
ment: hence the need to distribute syringes
to injectors — but on an exchange basis to
kecp dirty syringes out of circulation. The
video argues that increasing the availability
of syringes is unlikely to increase the
number of people who inject — an asser-
tion yet to be backed by hard evidence.

There is plenty of advice about cstab-
lishing a scheme, including negotiation
with significant parties such as health
authorities, other drug agencies, and the
police. Allan Parry, head of the Mersey
Regional Drug Training and Information
Centre, argues that it is important to
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establish trust with local drug users, and
that they should be the first people to be
consulted — the Liverpool approach is that
exchanges should be a “consumer-led ser-
vice™. To their benefit, the Liverpool
scheme is next door to the drug dependen-
¢y clinic, and the information centre
already had friendly refations with many of
its patients. Some of them were among the
first customers and helped to spread the
news to others by word of mouth.
Some of the difficult ethical and practical
issues are raised. for example, what to do
with clients under 16 years old, and how to
advise those who insist on using unsafe
injection sites. In practice syringe ex-
change involves more than just advice on
HIV risk-reduction, and workers will find
that they are involved in some general
harm-minimisation. Only indirectly does
the video suggest statf will be drawn into
helping clients with a wide range of social
and welfare problems. Neither does the
video address the fact that working in
schemes can make enormous demands on
the commitment and energy of staff, mean-
ing there should be clear staff support
measures including backing (financially
and otherwise) from local managers.
High client turnover is not adequately
addressed. On their own figures. 616 peo-
ple had visited in the eight months up to
when the video was made, making a total
of 2676 visits — an average of under five
visits cach. The scheme has an average of
77 new clicnts a month, but their graph
indicates that about 60 per cent of clients
who are not ‘maintained’ (ic, prescribed
drugs) make only one visit. This high client

turnover — or it could be sporadic attend-
ance — has been found in schemes
throughout the country, and indicates the
need to maximise the benefits of first
contact and to develop ways of keeping
clients in touch.

The small accompanying booklet falls
short of the standards set by the video, but,
as a total package. the video makes a good
introduction to the case for syringe ex-
change and is to be recommended. It
succeeds partly because of the confident,
fow-keyv, matter-of-fuct way Janette Carr
(who runs the scheme) and Allan Parry
describe the way they work. The question
remains whether syvringe exchange is effec-
tive. We pow know a lot about how to set
up these services and how to make them
attractive to clients. THowever, success is
not just a matter of reaching people, but of
cnabling them to change their behaviour
and reduce their risks of HIV infection.

Monitoring Research Group,

Goldsmiths’ College

The reviewers are engaged in a DHSS-
funded evaluation of 15 syringe exchange
schemes, including the Liverpool scheme.

The video is available from the Mersey
Regional Drug Training and [nformation
Centre, 10 Maryland Street, Liverpool L1
9BX.

See pages 12-14 for an article based
on experience at the Liverpool
scheme and pages 10-11 for the
Monitoring Research Group’s evalua-

tion of the 15 pilot schemes.
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PUBLICATIONS
AIDS

» AIDS AND DRUG MISUSE: PART 1.
Advisory Council on the Misuse of
Drugs. HMSO, 1988. 108 pages.
Report. £6.20

Report from the government’s
advisory body on how drug services
need to be expanded and adapted to
help prevent spread of HIV.
Available through bookshops, or
from ISDD price £6.50 inc. p&p.

» SYRINGE EXCHANGE SCHEME:
THE LIVERPOOL EXPERIENCE.
Mersey Regional Drug Training and
Information Centre, 1988. Video
and booklet. £50.

Advice on setting up and running
syringe exchange schemes.
Available from Mersey Regional
Drug Training & Information
Centre, 10 Maryland Street,
Liverpool LI YBX, 051 709 3511.

LETTERS

Persecuted and
patronised, says
addict

Dcar Editor,

[ was recently shown copics of
your magazine and I have to say |
was appalled. The inherent *we
know best” attitude to addicts
amazed me. [ can think of no other
minority subjected to such a mixture
of persecution and patronisation.

Has it occurred to you to solicit
material from addicts themselves?
Many people have now spent
decades as addicts and have a great
deal ol information and insight to
contribute. | have been using hard
drugs since I was 16, a registered
addict since the age of 22, and [ am
now 33. Having moved within this
subculture for more than half my
life, I think it self-cvident that 1 and
those like me often know a great
decal more about the problem than
many sociology graduates, ‘workers
in the field’, and self-proclaimed
experts’.

In her rather schizophrenic article
“Maintenance or abstinence™
(Druglink Scptember/October 1987,
p. 1), Jackic Chang writes of
*enforeed” maintenance™. This is
cxactly the right term as it brings
home the degree of control desired
by the power elite over a scction of
the community. Those who argue
against maintenance do so solely
because they believe drugtaking is
morally wrong, so it is wrong to
muke it “respectable” through
prescribing. They must face the fact
that its non-existence would lead to
a wholesale increase in many forms
of criminality. The desire for drugs
cannot be turned off like a tap.

> AIDS: THE ISSUES FOR HOUSING.
Resource Information Service, 1987.
69 pages. Booklet. £4.50.

How the housing sector can respond
to people with AIDS, HIV-related
conditions or who are HIV positive.
Available from RIS, 5 Egmont
House, 116 Shaftesbury Avenue,
London W1V 7DJ.

Treatment

» COCAINE: A CLINICIAN’S
HANDBOOK. Arnold M. Washton et
al, eds. Chichester |etc.]: John
Wiley, 1987. 262 pages. Book.
£25.50.

Available through bookshops.

» PATHWAYS FROM HEROIN
ADDICTION: RECOVERY WITHOUT
TREATMENT. Patrick Biernacki.
Philadelphia: Temple University
Press, 1986. 245 pages. Book.
Based on interviews with a hundred
ex-addicts.

Available from Temple University
Press, Philadelphia 19122, USA.

» ROCK BOTTOM: BEYOND DRUG
ADDICTION. Members of the Arta
Rehabilitation Centre. Stroud:
Hawthorn Press, 1988. 61 pages.

Stress and upheaval following the
police clean up of central London’s
drug dealing arcas in 1974 led to my
cventually going crying and
grovelling (quite literally) to a
sneering and disapproving GP for
referral to a drug dependency unit.
Addenbrookes Hospital's drug
dependency unit saved my life at
this time — one small-scale example
of the raison d'étre of unpressurising
maintenance clinics.

Sadly, Dr Ann Dally (Druglink,
September/October 1987, p. 14) hit
the nail on the head when she
referred to the average doctor’s
obsession with power. Symptomatic
of this is the patronising attitude
adopted at the very first contact:
‘Hallo John, I'm Dr So Important’
— u calculated attempt to force a
parent-child relationship. A
minority scem to actually relish
their power. I was once under the
“care’ of a doctor who would say,
“Arc you coping OK on your
seript?” If one said *Yes', her reply
was, "Fine: we'll cut you down.” If
one said, *“No, I'm having to
supplement my dosc with black
market drugs,” her attitude was,
‘Then why should we help you if you
persist in supporting the black
market? I'm going to cut you off.” |
have seen half @ dozen junkies quite
literally shaking with fear as they
waited to be bullied and insulted by
this ambulatory extension of society
as the enemy.

Only a system of clinics clearly
designed to help and care non-
judgmentally, to empathise rather
than to sympathisc, can gain the
confidence of people who have
suffered this kind of treatment
probably consistently over perhaps
a decade or two.

I wish you good luck in the future

Book. £3.95.

Information on various aspects of
drug misuse based on the
experiences of a Dutch therapeutic
community.

Available through bookshops.

Social work
> WORKING WITH DRUG USERS.

Ronno Griffiths and Brian Pearson.
Aldershot: Wildwood House, 1988,
108 pages. Book. £4.95.

Practical guide for social workers
and other welfare professionals.
Avuailable through bookshops.

DEALING WITH DRUGS. BBC Radio 4.
London: Broadcasting Support
Services, 1987. 3 audio cassettes.
£7.95.

Tapes of the radio series aimed at
non-specialist workers.

Available from BSS, 252 Western
Avenue, London W6 3XJ.

For drug users

> SAFER DRUG USE: A USER’S
GUIDE. London: Community Drug
Project, 1988. 10 pages. Booklet.
£0.50.

How to survive as a drug user/

and thank you for trying to help us.

I would welcome correspondence
from anyone who finds this letter in
any sensc stimulating (either
negatively or positively), especially
fellow-sufferers.

Dick Hallett

Private correspondence to the author
should be sent via the editor of
Druglink. Letters for publication im
Druglink should be marked for
publication and sent to the editor.

‘Janet’ — moving and
realistic

Dear Editor,

The article about *Janet” and her
predicament (Druglink. March/
April 1988, p.8-9) had a profound
effect on me. There are many
families similarly maintaining a life
of their own despite regular drug
use — the difference is that it is not
fiction.

The article dispelled the
stercotyped image of the heroin
‘addict’. It is very casy to be
judgmental and scathing towards
the main character’s illegal, anti-
social activities and her
preoccupation with “scoring’ while
her children attended to their own
needs. But what about Janet's
needs?

Many people would be quite
happy to focus on the negative
aspects of Janet's life. However, if
one can ignore the episode of
‘scoring’ and associated activitics,
the reader actually feels the
profound love Janet has for her
children. In times of difficulty Janet
acted responsibly by ensuring the
children were alright and could
attend to their own nceds.

[ felt empathy with the main

co?

Comm unity D;xg' frojecg

injector — avoiding AIDS,
overdoses, infections, etc.
Available from ISDD.

» CHANGING GEAR: A BOOK FOR
WOMEN WHO USE DRUGS ILLEGALLY.
London: Blenheim Project, 1988. 28
pages. Booklet. £0.75.

Guide for women who use drugs
illegally. Drug cifects, injecting,
pregnancy, contraception, children
and dependents, sources of help.
Available from ISDD, £0.95 inc.
p&p.

character because, during my
relatively short period as a drug
worker, | have come into contact
with numerous families in a similar
predicament. There have been
many occasions when 1 have
admired their tenacity and
entreprencurial skills in functioning
as parents, breadwinners and drug
uscrs while struggling to keep the

family together.
Y108 Mark Dears

Social worker, Chorley & South
Ribble Community Drug Teamn

Boiled syringes melt

Dear Editor,

Having received a copy of the
SCODA leaflet AIDS. How drug
users can avoid it (2nd edition), |
was concerned that the advice
graphically illustrated in a ten-step
programme involves dismantling
and boiling syringes and needles as a
method of sterilisation (see Druglink
January/February 1988, p.5). We
decided to test this and found the
plastic barrels and needle mountings
melted and bent within 1%2 minutes.
This could place drug users in an
invidious position if they were trying
to sterilise their last syringe. Having
carried out the ten-step programme
once and observed the results, drug
users may be discouraged from
trying to clean their works in future.

Perhaps SCODA should have
tested the programme before
printing such preposterous advice.
SCODA do a severe disservice to
everyone trying to work with drug
users by undermining the credibility
of information.

Ailsa Duncan
Drug Services Coordinator, West
Berkshire Health Authority
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LISTINGS

Periodicals

» NEWSLETTER OF THE EUROPEAN
MOVEMENT FOR THE
NORMALISATION OF DRUG POLICY.
Quarterly, first issue June 1987.
Journal of the movement which
aims to reverse the *war on drugs’.
Enquiries to European Movement
Jor the Normalisation of Drug
Policy, postbox 2579, NL-3000 CN
Rotterdam, The Netherlands.

» THE INTERNATIONAL NETWORK
BULLETIN. Bimonthly newsletter,
first issue March 1988.

Aims 1o be a vehicle for
international communication
between drugs workers/agencies.
Details from Editors, International
Network Bulletin, PO Box 15121
Washington, D.C. 20003, USA.

» SOUTH EAST STAFFORDSHIRE
DRUGLINE NEWS. S.E. Staffs.
Drugline Centre (Turning Point).
Quarterly newsletter. Free.

From a drug advice and counselling
service.

Details from S.E. Staffs. Drugline
Centre, 47A Station Street, Burton
upon Trent, Staffs. DEI4 TAX,
phone 0283 512255.

Other

> A LAND FIT FOR HEROIN? DRUG
POLICIES, PREVENTION ANO
PRACTICE. N. Dorn and N. South,
eds. Basingstoke: Macmillan
Education, 1987. 200 pages. Book.
£6.95 paperback.

Papers on crop substitution and
anti-trafficking measures. heroin
and social deprivation, family and
community responses, soctal work
and medical provision.

Available through bookshops or
from ISDD, price £7.50 inc. p&p.

» RESPONSES TO DRUG AND
ALCOHOL PROBLEMS IN THE
WORKPLACE. International Labour
Office and World Health
Organisation, 1987. Paek containing
audio tape and slides.

Aim is to encourage programmes
for dealing with workplace drug
problems. For trade unions and
employers.

Available through bookshops or
from [LO Publications, 11.0, CH-
1211 Geneva 22, Switzerland.

» LIVING HIGH: DAILY MARIJUANA
USE AMONG ADULTS. Herbert
Hendin ef al. New York: Human
Sciences Press, 1987. 183 pages.
Book. $24.95.

Aims to understand the role of
cannabis usc among heavy and long-
erm uscers.

Available from Human Sciences
Press, 72 Fifth Avenue, New York,
NY 10011-8004. USA.

» FOOLS’ PARADISE —
AMPHETAMINE AWARENESS VIDEO.
Alan Staft (West Suffolk Drugs
Advisory Service), 1988. £18.

20 minute video for use with young
people, warning about the risks of
amphetamine misuse.
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Available from Jacelton Video Co.,
12 Station Road, Thetford, Norfolk,
IP24 1AL, phone 0842 2203.
Preview copies £5 from West Suffolk
Drugs Advisory Service, phone 0284
62377.

» DRUG AWARENESS COURSES.
Drug Concern (Barnet). 1988 first
tier courses: 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 usc.
Details from David Sheehan, Drug
Concern (Barnet), Woodlands,
Colindale Hospital, London NW9
SHG, phone 01-200 9525.

» SOLVENT SNIFFING. SEMINAR
FOR RESIDENTIAL WORKERS.
National Children’s Bureau.

Three separate one day seminars:
19 May 1988, Birmingham, £11.50;
25 May 1988, Peterborough, £11.50;
26 May 1988, Hull, £14.10.

Details from Richard lves, National
Children's Bureau, 8 Wakley Street,
London ECIV 7QE. phone 01-278
9441.

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

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

» SEMINAR FOR NEW WORKERS
INTRODUCING THE DRUGS AND
ALCOHOL FIELD. 14 September,
Woking. £20.

» SOLVENTS. 28 September,
Woking. £20.

Surrey Drugs Resource Scheme.
1988.

Details from Janet Taylor, Surrey
Drugs Resource Scheme, 21
Kingsway, Woking, Surrey GU21
INU, phone 04862 755914.

» RESIDENTIAL WEEKEND
WORKSHOP ON SUBSTANCE ABUSE.
Substance Abuse Project, Crawley
Hospital. 10-12 June 1988, Keymer
(ncar Brighton). £65.

For people working with problem
drug users. Aims to improve
intervention strategies and skills.
Details from Coordinator, Substance
Abuse Project, Crawley Hospital,
West Green Drive, Crawley, West
Sussex RH11 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 7R/J,
phone 01-631 0555.

» THE MANAGEMENT OF ALCOHOL
AND DRUG MISUSE IN GENERAL
PRACTICE. L.ceds Addiction Unit. 29
June-1 July 1988, Ripon.

Enquiries to DrJ. Bahrami, Post-
graduate Dean’s Office, Worsley
Medical and Dental Building, Leedy
University, Leeds L.S2 9JT.

» WORKING WITH PHONES.
Network Training and Consultancy.
7 July 1988, Manchester.
Introduction to telephone
counsclling for drugs, alcohol and
AIDS workers.

Details from Network, | Belwood
Road, Manchester M21 2BS, phone
61 861 8626.

» COUNSELLING WOMEN IN
TREATMENT. UNDERSTANDING
FAMILIES AND HELPING THEM
CHANGE. 21-26 August 1988. £330
residential,

» CLINICAL SKILLS FOR GROUP
THERAPY LEADERS. 29 August-2
September 1988. £295 residential.
Hazelden Foundation (USA) and
Chemical Dependency Centre Ltd.,
Gloucestershire.

Workshops based on the *Minnesota
method’.

Details from Penelope Bieber,
Chemical Dependency Centre, 11
Redcliffe Gardens, London SW10
9BG, phone 01-352 2552.

» COURSES FOR ALCOHOL/DRUG
WORKERS. University of Kent. 19-23
September 1988, Canterbury. Each
course £123 non-residential, £213
residential.

Five separate short courses on:
applying theory and rescarch;
groupwork; family therapy:
counselling; acting as a consultant to
other workers.

Details from Gail Jones, AITU,
Rutherford Extension, University of
Kent, Canterbury CT2 7NX.

> DRUGS AND ALCOHOL STUDY
COURSE. 22 Septemher-17
November. £50.

» AIDS AND HIV INFECTION IN
INTRAVENOUS DRUG USERS. 1
December. £20.

Leeds Addiction Unit. Leeds. 1988.
Courses for people working with
problem drug users. Firstis an

in-depth course for social welfare
practitioners with experience of
drug/alcohol problems.

Details from Gillian Tober, 40
Clarendon Road, Leeds, 1.S2 9P,
phone 0532 45661 7.

AIDS: MODELS OF CARE. London
Boroughs’ Training Comrmittee.
Two one-day conferences, 19 May
and 28 June 1988, London. £36
statutory organisations, £28
voluntary.

For planners and managers of
services for people with AIDS or
ARC.

Details from Andrew Christie,
London Boroughs' Training
Committee, 9 Tavistock Place,
London WCTH 9SN.

» DRUG PREVENTION AND
TREATMENT POLICIES IN THE UK:
WHAT HAPPENS NEXT? Hatfield
Polytechnic. 22-24 July 1988,
Hatlield.

A “consultation conferenee™ to
promote dialogue between different
schools of thought.

Details from Dr Stuart Ware,
Hatfield Polytechnic, Balls Park,
Hertford SG13 8QF, phone 0992
558451 ext. 230.

» DRUGS: A COMMUNITY AFFAIR.
CEDAR (Hounslow Community
Education Dept.). 3-4 August 1988,
Hounslow, London. £40.
International conference for public
and drugs workers.

Details from CEDAR, 38 Hanworth
Road. Hounsfow TW3 (UD, phone
01-560 5709.

» AIDS RESEARCH — THE
IMPLICATIONS FOR HEALTH
PROMOTION. 13 September.

» DRUGS — RESPONSES IN YOUTH
WORK. 27 September.

Durham Health Authority. Durham.
1988.

Conferences for a range ol health,
cducational and vouth workers.
Details from Durham Health
Education, Appleton Howse,
Lanchester Roud. Durham, DH1
SXZ, phone 9] 386 4911, ext. 3361.

» RESPONDING TO DRUG
PROBLEMS: AN ANGLO-DUTCH
DEBATE. Royal Society of Medicine
and Society for the Study of
Addiction. 15-16 September 1988,
London.

Conference with speakers from
Holland and UK plus discussion
groups.

Details from Barbara
Komoniewska, R. S M_ | Wimpaole
Street, London WIM SAE, phone
O1-408 2119, ext. 301

Call the Information Officer on 01-430 1993 for more
information and advice on any of the publications listed,
all of which are normally available for reference in ISDD’s
library. ISDD’s Drug abstracts monthly gives a much fuller
summary of the content of the most significant publica-
tions received by the library — phone 01-430 1961 for
subscription details and a specimen copy.




Humberside County Council

Social Worker
Level 3

$10191 — §12075

DRUG AND ALCOHOL
RESOURCE AND TREATMENT
TEAM (DARTT)

The Hull and East Yorkshire Health Authorities
and Humberside Social Services Department
have worked together to set up a Drug and
Alcohol Resource and Treatment Team
(DARTT). The team will consist of two level 3
social workers, two community psychiatric
nurses, principal psychologist, health
educationalist, consultant psychiatrist and
clerical support staff.

The team aims to add to the support already
being provided to people working in the field
of drug and alcohol problems and will also
have a direct treatment role. The team will be
based within the Coltman Neighbourhood
Team in Hull (premises at present being
arranged) and will provide a service to the
area covered by the Hull and East Yorkshire
Health Authorities.

While each social worker will have (or will
develop) a specialist knowledge of drug or
alcohol problems, this specialism will not be
exclusive and the team will function as a
single unit.

Applicants will need two years post-
qualification experience. For an informal
discussion please contact Geoff Martindale,
phone 0482 225855. Application form
available by writing to: The Director of Social
Services, Personnel Section, Flemingate
House, Flemingate, Beverley, or by
telephoning Louise Towse, 0482 871421,
ext. 532. Post no: SC396.

Humberside County Council
working towards equal opportunities

COOPERATION FOR A NEW DEAL

A national drugs conference with a difference!

This conference is being held on Friday 20 May 1988 at
the Royal Hotel, St Mary Street, Cardiff. The theme,
“Cooperation for a New Deal”, follows on from the 1987
event in London which was guided by the topic “National
Trends — Local Initiatives”. A sample of 60 people who
work with drugs related issues in the UK were polled in
order to distill their concerns into the programme within
the designated theme of the conference.

A range of contributors from throughout the UK will
address the major concerns of the drugs issue and the
conference will culminate by debating the motion:

“THIS ASSEMBLY HAS NO CONFIDENCE IN THE
STRATEGY OF PREVENTION”

An attendance fee of £12.50 (£10 for members of
non-statutory organisations) will be charged and this will
provide for lunch, tea and coffee in one of Cardiff’s
premier hotels. The Royal Hotel is in the city centre close
by the main rail and bus terminii and with easy access to
the M4.

For further information and booking forms please
contact Dieter Kessel, Health Education Centre,
Hensol Hospital, Pontyclun, Mid Glamorgan, phone
0443 224455.

COURSES AT THE UNIVERSITY OF
KENT

The following short courses will be run by the Alcohol
Interventions Training Unit from 19-23 September 1988.
The fees are £213 (residential) or £153 (non-residential).
For further information please contact Mrs Gail Jones,
A.LT.U.,, Rutherford Extension, University of Kent,
Canterbury CT2 7NX.

UPDATE: CURRENT THEORY & RESEARCH IN THE ALCOHOL/DRUG
FIELD Aimed at practitioners who want to link theory and
research currently of interest to their everday work.

USING FAMILY THERAPY WITH COUPLES & FAMILIES WITH
ALCOHOL/DRUG PROBLEMS This course will enable partici-
pants to explore the dynamics within families and to
develop ways of understanding them.

GROUP WORK WITH PROBLEM DRINKERS Although the focus
will be on working with groups of people who abuse alcohol,
the methods explored in this course are equally applicable
to other types of ‘addictive behaviour’ and practitioners in
the drugs or alcohol field with some experience of group
work are welcome to apply.

C(OMMON DIFFICULTIES IN COUNSELLING PROBLEM DRINKERS
Topics such as ‘motivation’, counselling boundaries, coer-
cion, goal choice and relapse will be explored, with an
emphasis on counsellor/client relationship issues. The focus
will be on working with problem drinkers but drugs
counsellors are welcome to apply.

The A.L'T.U. also offers a one year, part-time Diploma in
Alcohol Counselling and Consultation, and in-service train-
ing and consultancy. Further details available from Mrs
Jones at the above address.
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<« High Profile —
from ISDD’s
Research and
Development Unit
Newspaper-style,
easy-to-use
materials for youth
workers responding
to issues around
legal and illegal
drugs.

@ Sold in bundles of 20 only

@ Each bundle supplies 20 workers with a 24-page
newspaper, posters and game

Price 1 bundle £40
2 bundles £70
3 or more bundles £30 each.

MISUSE"

A Drug use and misuse: a reader Edited by
Tom Heller, Marjorie Gott and Carole Jeffery.
Published by John Wiley, 1987.

Set book for the new Open University Drug use and
misuse course.

“A goldmine of information, ideas and argument”
— Les Kay, Lifeline Project
Price £10.20.

DEP/\I'(TMENT OF HEALTH AND SOCIAL SECURITY

AIDS and drug
misuse. Part 1 »

Report by the AIDS and
Advisory Council

on the Misuse of DRUG MISUSE

Drugs. Published [UCA®!
by H MSO » 1988, Report by the Advisory Council on the Misuse of Drugs

“A blueprint for the
new ‘British
system™

— Dr John Strang,
Drug Dependency
Units, Bethlem
Royal and
Maudsley Hospitals

The first major official report on the implications of
AIDS and HIV for drug misuse services.

Price £6.50.

Her Majesty's Statiomery Gifice

Changing gear: a book for women who use
drugs illegally Blenheim Project, 1988. ¥

Practical information for women; different drugs;
implications of drug use for contraception,
pregnancy and childcare.

Price £0.95.

CEIA N sINNIC
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All prices include p&p.




