PRACTICE NOTES

Out on your own:
making solo outreach

It was sink or swim when the
ex-clinic worker had
to outreach alone

An account is given of the tactics used to
increase the effectiveness of drugs out-
reach work in an area with only a single
employed outreach worker. Although
reassuring for the worker, too close an
association with office-based services
was counter-productive and instead a
community base was established. Use of
employment trainees and volunteers
from the drug using community helped
extend the work and proved therapeutic
for some of the current ‘street’ users.

Keith Bolton & Sue Selleck

Keith Bolton is Outreach Development
Worker and Sue Selleck is an Outreach
Worker at the North East Essex Drug and
Alcohol Service. They thank Peter Sternberg,
District HIV Worker, for his assistance.

FEW DISTRICTS outside major cities
employ more than one drugs outreach
worker. Many knowledgeable people be-
lieve such a set up is unworkable or at least
difficult, and perhaps dangerous. Having
been in just such a situation, I would like to
share some of the problems I experienced,
together with some of the ways I attempted
to overcome them.

When [ first took up post with the North
East Essex Health Authority, my desk was
in the main office in the drug centre. Initially
this helped me to feel at home in an
environment [ knew and feltcomfortable in.
Clinic attenders all seemed to speak well of
the centre so I felt I could ride on the back of
its success.

This proved to be my first big mistake:
the more [ got involved in outreach, the
more clients I came across who held very
strong negative views on drug services. As
soon as I was seen as part of the drugs team,
I found myself facing questions such as
“Why don’t ‘you’ give injectables/mainte-
nance/amphetamines/heroin?”, and I spent
a lot of frustrating time trying to answer
them.

[ also felt *caught between a rock and a
hard place’ when clients attending the drug
centre for oral methadone (so are not
supposed to be using other drugs) also
turned up at the needle exchange.

Although it was very tempting for me to
get involved in clinic work because of my
professional past and the need to do
something ‘useful’, [ began to recognise the
need to distance myself from the drugs
team.

But once I had distanced myself it was
not obvious where I should go and what to
dowhen | gotthere. I wenttowork every day
with my diary almost empty; my few
appointments were with other agencies, not
with drug users. It was obvious that I needed
some new direction to move in. These are
some that I tried to make single outreach
work.

work

Employment Training trainee. With no
money left for new posts there seemed no
chance of a second outreach worker, but
during a meeting at our local Employment
Training organisation the possibility of an
employment trainee was discussed. It seemed
unlikely that the organisation would offer a
suitable person, so I set about looking for
my own candidate.

The wife of a drug user in rehabilitation
had said she would like to return to work.
She had many attributes important in an
outreach worker: knowledge of the local
drugs scene and of drugs, a drive to help
people involved with drugs and an accept-
ing, non-judgmental nature. She could be
around drug use without being shocked and
her resistance to the temptation to use drugs
had already been tested.

ET training offered her £10 on top of her
income support plus a childminding allow-
ance of up to £50 for each of her two
children. Afterseven months’ training she is
now a full-time paid drugs outreach worker,
an appointment made possible by the
progress made while she was an ET trainee.

Moving base. In our main town most drug
use and drug dealing occurs inside houses or
flats, making initial contact with users more
difficult. Many of the area’s drug users lived
on alarge housing estate accounting for half
the drug centre’s new referrals, so we
looked for an easily accessible, user-
friendly base on the estate. A new commu-
nity resource centre was being set up by a
church-based organisation in a caravan
close to the estate’s main shopping precinct,
offering drop-in facilities using specialist
input from a variety of agencies.

Much to our surprise they showed great
enthusiasm about our involvement. The
caravan provided us with a fixed-site needle
and syringe exchange in the centre of the
estate close to a main methadone-dispens-
ing pharmacy, as well as an accessible base
towork from. All the staff including visiting

DRUGLINK July/August 1991 9



specialist agencies helped in the exchange
when we were not there. This added
respectability to the scheme without putting
clients off.

However, our needle exchange became
busier and higher profile than we’d antici-
pated. This was thought to be to the
detriment of the other services. Also some
clients exhibited disruptive behaviour which
may have been accepted in an exchange
staffed by experienced workers but not in a
multi-functional centre. Eventually we had
to leave.

Syringe exchange packs. Despite ten
pharmacies and a fixed site open two
afternoons a week, we were still not
attracting enough syringe exchange clients.
Those who did attend mostly went to the
pharmacies, where all they took were
needles and syringes, declining condoms
and educational literature.

To attract more people and offer a more
comprehensive service, we devised a pack
system. Initially we developed ‘starter
packs’ consisting of a mixture of needles
and syringes, condoms, guidelines on safer
sex and injecting techniques, a mini
sharpspack, addresses for disposal of used
needles and syringes, and an order form for
the next issue.

Starter packs are held at mental health
units, social work departments, GU clinics
and accident and emergency departments.
These organisations are asked to ascertain
whether injectors they see use the syringe
scheme, and if not to offer them an
introductory pack. Similar packs are now
supplied by pharmacies instead of supply-
ing injecting equipment alone.

Nevertheless, about half of the clients

exchanging syringes still only attend the
pharmacies. One of the benefits of outreach
workers making up packs for the pharma-
cies is that we can use them to distribute
information to people we do not meet, with
a fair chance it will get into their homes and
be read by other drug users.

To attempt to avoid used equipment
being discarded when we are not around to
collect, the health promotion HIV worker
arranged with the council to install a ‘needle
dump’ in the public toilets on the estate. This
sealed disposal bin is fed by a chute large
enough to take a mini sharpspack but small
enough to prevent anyone retrieving dis-
posed equipment.

% With few maintained users
to draw on, we decided to
recruit ‘street’ users as
volunteers *

Outreach volunteers. Like many outreach
workers, | use drug users as informal
volunteers by asking them to take informa-
tion or deliver some needles and syringes to
a mate. With this in mind we decided to
embark on a more formal outreach worker
volunteer scheme.

The lack of maintenance treatment in our
district meant we had no pool of methadone
maintained users to draw on. To fill the gap
we decided to include current ‘street’ users
among our volunteers — a potentially
controversial step.

A detailed description of the scheme was
circulated to all relevant people including
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Making contact with stay-at-home
drug users can be a lonely business

drug service managers, police, the Director
of Public Health and-the area health
authority. No objections were raised.

Our recruitment campaign included let-
ters inour needle exchange packs, adverts in
the university magazine, and registering at
the volunteer bureau. We then held open
evenings presenting the scheme to all
interested parties. Interviews were held and
a member of the volunteer bureau helped in
the selection.

At the time of writing we are over half
way through training the second group of
volunteers. These groups are made of one
third current street drug users, one third ex-
drug users, and one third non-drug users.
The aim is:?

— to provide a balanced team approach;

— to aid credibility of the scheme among
Service users;

— to offer a consistent service (could be
difficult if only current drug users were
involved);

— to involve drug users in service planning
and provision;

— to have an in-built monitoring mecha-
nism within the team.

We seem rightly to have anticipated a
high drop out rate from the scheme: fromthe
first group of nine workers only four are left.
Being a valued member of an organisation
makes some users consider their situation
more seriously and gives them confidence
to tackle their own problems. This may
result in them leaving both the drug scene
and the volunteer scheme, perhaps meaning
we have to constantly train replacements.
But even those who have dropped out (par-
ticularly current users) apparently continue
to act as outreach workers, offering advice
and information to their peer group. |
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