The new Guidelines introduce the
concept of levels of expertise in
treating drug users.

Level 1: the generalist
Medical practitioners who may be
involved in the treatment of drug misuse,
although this is not their main area of
work. They should be able to
demonstrate relevant competence to
underpin their practice and care for a
number of drug misusers, usually on a
shared care basis. Services to be
provided...to include the assessment of
drug misusers and, where appropriate,
the prescribing of substitute medication...
Such dactors would undergo regular
training and have knowledge of
prescribing issues and options,
approaches to the development and
understanding of dependence, policy
issues and the management of drug
treatment.

Level 2: the specialised
generalist

A practitioner whose work is essentially
generic or, if a specialist, is not primarily
concerned with drug misuse treatment,
but wha has a special interest in treating
drug misusers. Such practitioners would
have expertise and competence to
provide assessment of most cases with
complex needs.

...Drug misuse practice would possibly
involve prescription of specialised drug
regimens. Additionally, they can
potentially act as an expert resource in
shared care arrangements for general
practitioners and professional staff
operating at Level 1.

Such doctors would be required to
undergo appropriate training to enable
them to maintain this level of
competence.

Level 3: the specialist

...Such a practitioner works in a specialist
multidisciplinary team, can carry out
assessment of any case with complex
needs and provide a full range of
treatments and access to rehabilitation
options.

Their practice would probably involve
prescription of injectable and other
specialised forms of prescribing, which
will require appropriate Home Office
licences. They can act as an expert
resource in shared care arrangements for
other practitioners and professional staff.

Specialists in addiction would hold a

" higher qualification with a CCST in
psychiatry, and would be required to
maintain their level of specialist
competence by attending appropriate
training events.
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Licensed

In the face of stiff opposition from other
members of the clinical guidelines

working group, some of whom threatened

to resign, Home Office proposals for a
massive extension of the licensing
system have been modified.

Currently any doctor wishing to prescribe

heroin, cocaine or diconal has to be in possession

of a Home Office license. The proposal was to
extend this to all controlled drugs including
ordinary oral methadone, which doctors claimed
would have caused chaos within the treatment
system, not least because many doctors might

simply have opted out of treating drug users by
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Private doctor

refusing to apply for a license. Nor would such
an all-embracing scheme have done much to
encourage new doctors to become involved.
According to the Department of Health's press
release announcing the Guidelines, the licensing
proposals as they currently exist would require a
license to prescribe any injectable drugs which in
turn would only be granted to those doctors with
“sufficient training and expertise” which in the

main would be statutory service psychiatrists in

charge of the drug clinics. In addition, “all private

prescriptions for contrelled drugs should require
a license” This presumably means that even if a
private doctor wishes to prescribe 1mg/1ml oral
methadone, s/he would need a Home Office
license.

The government says it will be consulting on
these proposals later this year, a process which
is supposed to include user groups. Any changes
to the current system require an amendment to
the Misuse of Drugs Act and so would have to
go before Parliament. This means that with the

consultation process only just starting, MPs

will not be asked to consider new legislation until

the end of the year with no new scheme in place
until early 2000.
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Doctors still at war

Back in 1968, few doctors opposed the
introduction of licensing (covering just heroin
and cocaine) which allowed the majority of
GPs to turn away from their doors the rising
tide of young problem drug users. [t wasn't
until the early 1980s and deliberations of the
Advisory Council on the Misuse of Drugs
(ACMD) resulting in the landmark Treatment
and Rehabilitation Report that battle was fully
joined over the future of prescribing policy.

In his two-part Druglink article from 1986,
former editor Mike Ashton mapped out the
territory over which so many angry words still
pass. It is salutory to read those articles and
realise that while the personalities might have
changed, the same arguments rage on - using
guidelines and licensing as a weapon against
irresponsible prescribing (both the amount
and type of drug) set against clinical freedom
and patient choice.

Through the ACMD report and two
subsequent sets of guidelines, those GPs most
committed to a comprehensive range of
surgery-based treatment have managed to stave
off the more draconian proposals for the
control of the drug therapies available for
dependency treatment. As it stands, their view
may have prevailed once more, but we don’t
yet know the shape of the final set of Ilome
Office proposals for extending the licensing
system. Before the politicians walk through the
division lobbies, there may be yet more blood
on the tracks i

Drug Misuse and Dependence ~ Guidelines on
Clinical Management

Available from HIMSO, £9.50, or on the Department
of Health's web site at www.doh.gov.uk/drugdep.htm

Over to you

{n the next issue of Drugfink we will be
publishing reactions to the Guidelines from
a variety of professionals involved in drug
treatment. But have your say as well. What do
you think of the Guidelines? Are they just a
sideshow to the big issue of licensing? Will
they help encourage more doctors to treat
users? Or are they just a device to control
what doctors do? Will they, as Tessa Jowell
announced, improve care for drug users?
Would stricter licensing help stem the flow of
drugs, including methadone onto the streets
and reduce deaths? Or is it an even bigger
payday for the dealers? Write, FAX or email
(harrys@isdd.co.uk)
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Health authority shuts
black drugs agency

Lambeth Southwark and Lewisham
Health Authority (LSL} where
collectively nearly 30 per cent of the
population are non-white, has closed
the only local drug agency whose
core client group were young, black
drug users ~ key targets identified by
the drug strategy as priorities for
services.

The Brixton Drugs Project (BDP) opened
early in 1995 and has been the principal
provider of services for primary crack users and
young black drug users in Lambeth plugging
the gap in the general drug misuse services
which are primarily oriented towards white
opiate users.

BDP was funded by the Brixton Challenge, a
partnership of voluntary and statutory
agencies. However, funding was due to end in
March 1998, and so the exit strategy was to
approach LSL to pick up the tab. After a
favourable Health Authority review conducted
in mid 1997, the then substance misuse
commissioner Don Lavoie concluded that BDP
needed around £120,000 to offer services to
stimulant users across the three boroughs, a
service development which was part of LSL's
longer-term planning.

[However, Don Lavoie left in November
1997: BDP was told to rebid and then only
given £75,000. This may have been in part
because the purchasers in LSL were faced with
a total bill of £345,000 from other agencies
whose funding was coming to an end at the
same time as BDP. There were also some
concerns coming from the review that BDP

was not seeing enough clients.

Downer for Leo
Director Leo Downer was told that BDP had to
increase their crack user client load by 400 in
the course of the coming financial year. He
said: “This isn't going to happen. It is much
more difficult to attract naturally suspicious
crack users to services without the ‘drug carrot’
. that opiate-based services can offer.” BDP
negotiated the increase down to around 300
new clients and boosted up the £75,000 by
obtaining an extra £38,000 from charitable
trust funding in time to start the new financial

year in April 1998. They opened up a satellite
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operation in Southwark and were attracting
Lewisham-based crack users, all adding weight
to BDP’s claim to becoming LSL's main
provider of stimulant services.

“The first I knew that things were really
going to collapse” says Downer, “was October
1st 1998 when we went to the Intentions
meeting with all the other voluntary sector
substance misuse providers where the Health
Authority says what it is they want to fund. And
they said quite clearly - and there were lots of
people who heard this ~ that they were not
going to fund any agency that targets minority
communities.”

Substance misuse contracts manager Frank
McGhee says that the issue of whether or not
LSL would fund ethnic minority services in the
area was irrelevant to the BDP situation,
because BDP was not a black-only service.
However, BDP and many other providers in
LSL did not see it this way at all, not least the
director of a local black alcohol service who

immediately resigned.

Tough tendering
In line with Don Lavoie's vision, LSL indicated
that it would welcome a joint bid for area-wide
stimulant service provisian from BDP and the
Community Drug Project (CDP) based in
Southwark. Talks commenced but soon
collapsed, Downer saying to Druglink, that he
felt BDP was being set up for takeover in which
he would be demoted to managing a satellite
operation and so be less of a bother to 1SL,
although he refutes any notion of himself as a
troublemaker stating that his relationship with
Don Lavoie was “brilliant”.

BDP decided to go it alone and put in a bid
for 1999-2000 which not surprisingly failed.
Ultimately, BDP may have fallen foul of the

drive to rationalise service provision across
LSL, which may be justified in terms of the
efficiency and effectiveness of services. But
the process itself has left in its wake a trail of
bitterness and resentment with an
underlying sense that there is a direct link
between challenging the authorities and
survival, and also exposing the wide cultural
gulf that seems to exist between the
voluntary sector and the commissioning
group. Service providers who spoke to
Druglink criticised LSL for continuing to go
down the road of compulsory competitive
tendering (CCT) for voluntary sector services
(the tender document went nationwide) rather
than adopting the increasingly favoured policy
of Best Value (where ‘cheapest’ doesn't
necessarily mean ‘best’) which would have
meant a much closer examination of the value
of the service on offer from BDP and possibly a
more positive outcome for the project as a
result.

It was pointed out to Druglink that there was
no CCT for statutory services which underlines
the experience of drugs workers that the
commissioners are more comfortable talking
to NHS consultants than voluntary sector staff
whose views and opinions are {according to
one worker) “constantly rubbished”.

On the other hand, it is noticeable that the
outcry over the closure has been muted. Some
put this down to the climate of fear generated
by LSL's aggressive purchasing policy, but
others indicate that BDP while delivering at a
client level, had not farmed the partnerships
and networks necessary in the current strategic
climate, had dane little to build links within
the local black community generally and with
the Black Drug Workers Forum in particular,
whose offer of help was allegedly refused.

At the bottom of the pile, of course, come the
clients with no interest in strategic tidiness or
the ebb and flow of local politics. Workers
think it unlikely that many of Lambeth's black
crack users will venture down the white-
dominated Old Kent Road to CDP. L.SL say a
satellite service will open up in the Brixton
area, but apparently there is no extra cash to
establish this. For his part Leo Downer is
adamant that from the client’s point of view

“something that worked has been destroyed” Wl
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