RESPONSES TO HEROIN MISUSE

WORKING TOGETHER

A MAJOR FINDING of our report Young
people and heroin: an examination of he-
roin use in the North of England was that
the heroin problem tends to be highly
scattered and localised, and also makes a
very different impact on the routine work-
loads of different agencies. This suggests
the need for highly localised intervention
and prevention strategies. It also means
there is a significant amount of local
variation in the picture described below,
which has been edited from the chapter of
our report dealing with professional and
agency responses.

Non-specialist agencies

PROBATION. Among non-specialist
agencies the probation service had most
contact with heroin users (or ex-users) in
its day-to-day operations, but rarely be-
cause of drug offences per se. More often
people would be known to the service by
virtue of other forms of crime not neces-
sarily committed to support their habit.
One probation officer was surprised to
discover that most of the locally notorious
user-dealers had been known to the service
for some years, mainly because of offences
preceding their involvement with heroin.
But in other areas probation officers would
have people on their caseloads who had
more clearly become involved in crime
(primarily shoplifting) in order to support
their habits.

Most commonly a person’s drug misuse
would come to light in the preparation of
social enquiry reports for the courts. Less
frequently, a probation officer might be
supervising clients who used heroin, in
which case the officer might be able to
offer an important counselling function.
But in whichever way, probation officers
displayed more awareness and understand-
ing of the heroin problem than other
professional groups. Even so, in many
areas the probation service reported that
heroin made little or no impact on staff
workloads.

SOCIAL SERVICES. Social services de-
partments had much less contact with
heroin users. Social workers rarely came
across heroin use in their extensive super-
visory work with young offenders, confirm-
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ing the view that heroin use is rare among
young adolescents. Departments would be
most likely to have contact with a heroin
user as an adjunct to child care issues,
typically when the parent of a child consi-
dered to be ‘at risk’ of harm or neglect was
discovered to be using the drug.

However, these cases were so infrequent
that they did not constitute an accumulated
body of knowledge or working practices,
even in areas with an extensive heroin
problem. In one area where probation
officers felt besieged by clients with heroin
misuse problems, a senior social worker
had to struggle to recollect a small handful
of heroin-related cases within the past 12
months.

Social workers were also typically faced
with role confusion in those heroin-related
problems they did encounter. The focus for
social services intervention was the child
‘at risk’, meaning social workers were
badly placed to offer help to the family
member using heroin.

It takes very little imagination to see that
where a social worker has been in-
strumental in removing a heroin-using pa-
rent’s children into care, it will be unlikely
that the parent will then be able to relate to
the social worker as a source of personal
help within a trusting relationship. It takes
even less imagination to envisage the head-
line in the press should a social service
department, knowing a parent to be using
heroin, allow a child home, risking public
infamy if the plan went wrong.

EDUCATION. Education departments,
the schools and youth service, have a
self-evident role to play in effective health
education on drug problems, but almost
without exception education departments
said heroin use was not a problem in their
schools. There is some indication in parts
of Merseyside of a small and possibly
growing heroin experimentation among
young people aged 15-16 years. Elsewhere
our enquiries drew a blank, though more
detailed investigations might reveal scat-
tered pockets of concern. But if we set
speculation to one side, then uniformly the
drug problems encountered with this youn-
ger age group concern alcohol and solvent
abuse, even in areas where heroin misuse
was established among older age groups.

Among health professionals such as
health visitors and community psychiatric
nurses we found a very varied response
depending on local policy, although the

scattered nature of our enquiries with these
professional groups would make us more
cautious in identifying any regular pattern.

Specialist agencies

The agencies considered so far have a
largely re-active role in the drugs field. In
the case of the medical profession and the
police, however, there is a substantial
difference, in that they also have a pro-
active role by which they can determine not
only what specialist facilities will be made
available, but also shape some characteris-
tics of the drug problems in an area.

DOCTORS. An obvious point is the pre-
scribing policy of local medical practition-
ers (whether in specialist drug posts or not)
which can alter which drugs are available
locally and in what quantities. For exam-
ple, wherever there is a heroin problem,
then methadone has a street value. Howev-
er, we found that its price can double
where methadone maintenance has been
discontinued by the local drug dependency
unit or hospital clinic.

Prescribing policy can also sometimes
have a dramatic impact on wider patterns
of drug availability and drug choices. In
one area where methadone and other
heroin substitutes had been more easily
available for some years, maybe as much as
50 per cent of opiate misuse revolved
around illicit pharmaceuticals, rather than
imported street heroin.

MAINTENANCE AND ABSTINENCE.
Undoubtedly the most important way in
which medical practices have a ‘pro-active’
influence depends upon the availability of
methadone maintenance in an area, as
opposed to an abstinence model where
heroin substitutes are only available in a
phased withdrawal programme.

Where methadone maintenance is avail-
able it can enable heroin users to bring
some stability into their lives by releasing
them from the need to ‘hustle’ in order to
finance their habit, and hopefully act as a
staging-post to eventual abstinence.

Where the abstinence model is the only
treatment on offer, the heroin user is faced
with a stark choice between continuing to
use opiates illegally or stopping complete-
ly. Supporters argue this clarifies treatment
goals by removing the constant bargaining
process between staff and users over how
much methadone should be prescribed.

One self-help group of heroin users we
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met had embraced this abstinence ideology
with good effect. In their view, methadone
simply substituted one drug problem for
another, whereas coming off heroin “clean’
offered a clear goal to someone who had
discovered the motivation to do something
about their drug misuse. By offering each
other mutual support during withdrawal
and in the ensuing months they were
helping to turn the tide within the peer
group of their neighbourhood against he-
roin use, and steadily attracting new mem-
bers to the self-help network.

A different response to the unavailabil-
ity of methadone, from another area, was
evidenced by a woman in her early 30s who
had been financing her heroin habit by
prostitution for some time. She had en-
tered a detoxification programme where
she found that withdrawal was not too
difficult, but quickly relapsed on return to
her friendship network of heroin users.
Now, some months on, she was growing
tired of her lifestyle, but felt unable to cope
without the cushioning effect of opiates.
What she would really like to do, she said,
was to obtain a methadone maintenance
prescription to enable her to bring some
‘normality” back into her life — but this
was simply not available where she lived.
Without the necessary supports to sustain
anything like a commitment towards absti-
nence, she had switched from smoking to
injecting in order to save money. When
‘chasing’ she needed to smoke a gram a day
to ‘keep straight’, but now she could get by
on a quarter.

These contrasting experiences indicate
how an abstinence model thrusts a heroin
user who has become disillusioned with the
habit, back onto the resources of the local
drug culture. Where these local influences
are benign, leaders within a peer group can
help turn opinion against heroin. Where
these influences are in the opposite direc-
tion, refusal of maintenance therapy can
lead to deeper involvement in heroin.

In contrast, the availability of metha-
done maintenance can radically alter an
addict's perceptions of their problems —
and not necessarily for the better. In one
locality where methadone maintenance
was available, without any counselling
requirement, several heroin users asserted
they were ‘off drugs’ even though they
were taking hefty daily doses of oral
methadone, and occasionally ‘cranking up’
with injectable methadone available from
the same medical source. Ex-users and
their families in this area had come to
accept a particular ‘medical’ definition of
their difficulties, whereby heroin was de-
scribed as a ‘drug’ and a problem, whereas
methadone was seen as a ‘medicine’.

We can see, then, how the ‘pro-active’
power of the medical profession deter-
mines the overall context within which
heroin users must come to terms with their
drug misuse, and within which non-
specialist agencies must work.

PHARMACIES. One further way in
which local practices can influence drug
choices, and the health risks associated
with these choices, is the availability of
syringes and needles through chemist
shops and other outlets where injection is

the preferred way of taking heroin.

In one town in the North West where
injection dominated the local scene,
syringes and needles had been easily avail-
able through a retail pharmacy. When this
recently closed down medical practitioners
noted a sudden upsurge in hepatitis cases
in the town, seemingly directly attributable
to the fact that the scarcity of syringes had
led to an increase in needle sharing among
heroin users. In response to this crisis, a
discreet health education campaign on
‘harm-minimisation’ lines had been laun-
ched through a local community newspap-
er, outlining the dangers of unhealthy
injection practices, and informed sources
believed this had helped contain the prob-
lem and contributed to an improvement of
injection techniques among heroin users.

POLICE. The ‘pro-active’ role of the
police can also determine how the heroin
problem is experienced locally. In some
areas police drug squads have given high
priority to sophisticated surveillance
methods, hoping to bring effective pro-
secutions against large-scale dealers.

However, effective surveillance must
mean that smaller scale user-dealers are
allowed to operate openly in some neigh-
bourhoods over long periods of time, often
to the alarm and annoyance of other local
residents. This can lead to poor rela-
tionships between police and public, with
community groups questioning whether
police are taking the drugs problem
seriously enough. By allowing user-dealers
to operate with relative freedom, such
policies can also increase the risk that
heroin will begin to circulate within the
neighbourhood peer-group.

In other areas the police are quite
prepared to take action against small-scale
user-dealers. Where such a policy has been
adopted, it seems to have encouraged the
heroin-using population to remain inward-
looking and reclusive — in sharp contrast
to neighbourhoods with highly visible user-
dealer networks seen by local residents,
quite understandably, as a threatening
nuisance.

These differences can also have a
marked impact on neighbourhood morale,
influencing the extent to which residents
feel they can contribute to the prevention
of drug misuse. Ripple-effects of these
problems can also reach far beyond the
confines of drug abuse. In one locality with
a highly visible heroin problem, a GP
reported that the major impact of heroin
misuse on his own workload consisted of
elderly people, often highly anxious as a
result of local heroin misuse and associated
crime, who sometimes felt unable to con-
tinue their independent life because of
these fears and requested admission to an
old people’s home.

Conflicts in drugs liaison

In the face of potential conflicts and
misunderstandings such as those outlined
above, various drug liaison initiatives have
attempted to improve inter-agency coop-
eration and coordination. Our research
indicates growing awareness of the need
for effective liaison, but enthusiasm needs

to be tempered with a recognition of some
quite fundamental and inescapable divi-
sions within the drugs field.

At the most general level there are three
quite separate spheres of concern and
practical action:

— treatment and rehabilitation;

— education and prevention;

— distribution and supply, that is, polic-
ing.

Each of these is equally important and
legitimate in its own way. However, they
are not necessarily easy to reconcile, so the
potential for inter-organisational strain is
considerable within any attempt to fashion
a more effective system of inter-agency
liaison.

TREATMENT. Where methadone
maintenance is available there is room for
sharp conflicts of interest between doctors
and police, who are inclined to see out-
patient methadone prescribing as adding to
the local street market for drugs. But in
one area where methadone is available,
this was justified partly on the grounds that
it reduced the need for heroin users to
engage in crime. However, police drug
squads did not agree, nor is it a point of
view supported by some parents groups
where we heard loud complaints against
doctors prepared to prescribe heroin sub-
stitutes, on the grounds that this was ‘soft’
on drug misuse. “The junkie’s friend” was
the term used to describe a prescribing
doctor in one heated parents’ group meet-
ing we attended.

HEALTH EDUCATION. Health educa-
tion in the drugs field can be roughly
divided into:

— policies which attempt to reduce the
general level of demand for drugs, going
for outright prevention; and

— policies which assume drug use cannot
be eliminated and which, under the title of
‘harm minimisation” or ‘risk minimisation’,
offer people who persist in using drugs
advice to minimise the harm they do to
themselves.

Once again, we encountered sharp divi-
sion of opinion, the most clear division
being between professionals and non-
professionals. Professionals tended to rec-
ognise that harm-minimisation strategies
could make an important contribution to
drugs education. Even so, there was some-
times a reluctance to become publicly
associated with such strategies because of
the hostility which can be directed against
them, hostility particularly evident among
some parents groups who see this as a ‘soft’
option condoning drug use.

POLICE INVOLVEMENT. One area of
difficulty repeatedly experienced by volun-
tary parents groups and other community
initiatives, is involvement with the police.
These groups were usually established to
offer help and support to drug users and
their families, and sometimes to establish
advice and counselling centres. Police in-
volvement poses a difficult choice, because
if seen to be too closely involved with law
enforcement agencies they might risk los-
ing the trust of their target population.
In one instance the issue of whether[>
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a probation officer should be admitted to a
liaison committee was also scrutinised
carefully, because of the close association
between the probation service and the
courts. In another, local police, having
been instrumental in establishing a drug
liaison committee, then withdrew because
they felt their participation might prejudice
the committee’s aims of offering confiden-
tial support and counselling to drug users
and their families.

The role of the police in health educa-
tion programmes is another area of poten-
tial conflict, with evidence of wide varia-
tion in practice. In some areas, drug squads
seem happy to accept invitations to visit
schools and youth clubs to give talks,
similar to the way police have traditionally
offered road safety advice. However, in
one of these areas a major youth centre
had discontinued this practice because it
was felt that visiting officers seemed far too
curious about the drug using habits of the
youngsters, which was hardly calculated to
encourage trust and an open discussion of
drug choices.

In other areas the police seem less sure
that drugs education is their proper func-
tion, and in one district police only gave
demonstrations and talks to groups of
people over 18 years of age. Here we were
informed that the police agreed with expert
opinion that drugs education should be
integrated within a general health curricu-
lum in schools, and that to single out drugs
for special mention risked glamourising the
issue.

There were also instances where parents’
and community groups had moved towards
a ‘pressure group’ function in order to
campaign for increased resources, includ-
ing more effective policing. These groups
encouraged police involvement and were
happy to supply them information on local
dealing networks. Moreover, in some
meetings we attended these groups were
also prepared to discuss (if not actually
implement) vigilante-style direct action
against local dealers. Paradoxically, these
groups are also more likely to be critical of
the police, whom they see as providing an
inadequate service.

The centrality which the role of the
police assumed in disputes within commun-
ity initiatives and liaison committees was
largely symbolic — one which focused a
live tension as to whether such groups were
concerned with ‘care’ or ‘control’.

MULTI-DRUG FOCUS. Another active
source of tension in drug liaison initiatives
arises from the fact that they often have a
multi-drug focus, meaning that some in-
terest groups become impatient when the
drug at the centre of ‘their’ problem is not
the centre of attention in a drugs liaison
committee’s business.

Drug squad officers, for example, may
view discussing problems with legal drugs
such as alcohol and tranquillisers as a waste
of their time. In mutual-aid groups, pa-
rents of opiate users have been scandalised
by the suggestion that tobacco and alcohol
were much more significant health prob-
lems overall than heroin. This simply
confirmed their view that it was only
possible to understand drug problems from
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first-hand experience within one’s own
family.

Heroin misuse tends to have only a
peripheral importance for non-specialist
public agencies, so it would be unrealistic
to expect them to place a high priority on
involvement in liaison initiatives directed
against heroin abuse. Indeed, even special-
ist agencies with day-to-day contact with
the heroin problem do not necessarily
agree about the nature and scale of the
problem. Police in some areas were quite
sceptical about the scale of heroin use in

We encountered sharp divisions
of opinion on health education,
the most clear being
between professionals
and non-professionals.

their district, sometimes in sharp disagree-
ment with estimates produced from medic-
al sources. In the police view, especially in
some areas to the east of the Pennines,
these estimates had vastly inflated the size
of the heroin problem.

PARENTS AND PROFESSIONALS.
Whatever their origins, the driving force
behind parents’ groups and similar volun-
tary initiatives tends to be the parents of
drug-users and ex-users. They cmbrace a
variety of ideologies: from those who
recommend that one’s drug-using offspring
should be ‘loved’ and ‘cherished’ whatever
problems they inflict upon the family, to
those who urge a more confrontational
stance, or those — like the national orga-
nisation Families Anonymous — which
advises families to allow addicts to hit
rock-bottom so they are forced to seek
help for themselves.

Sometimes thesc groups include a coun-
selling function, especially where there had
been professional involvement, though
more commonly they act as self-help and
mutual-aid groups. Indeed, parents’
groups are sometimes suspicious of coun-
selling services offered by professionals.
“Unless you’ve taken drugs or lived as a
parent with drug takers, then our view is
that you can’t begin to understand what it’s
all about”, is a typical sentiment.

This essentially ‘populist’ stance of some
parents’ groups can make for uneasy ten-
sions between such voluntary initiatives
and the services offered by public agencies
and professionals. We have already de-
scribed how parents’ groups can be quite
hostile towards prescribing doctors, metha-
done maintenance programmes, or ‘harm-
minimisation’ health education strategies,
which they define as being ‘soft’ on drugs.

But there is also evidence of a suspicious
attitude among professionals towards some
of the practices embraced by voluntary
groups, particularly the practice known in
one group as ‘sharing’, a routine in which
all participants were required to offer
personal testimony to their difficulties and
‘share’ their experiences of drug problems.
As a means of ventilating pent-up feelings
in an accepting atmosphere, this can un-
doubtedly offer relief to people in distress.
However, it was a common professional
view that there was too little structure in

sessions such as these, leading to an un-
helpful and unceasing out-pouring of feel-
ing — a “permanent confessional”.

One issue in these conflicts is the ques-
tion of where responsibility lies for drug
problems. A primary consideration within
a counselling philosophy is to encourage
people to take responsibility for their own
actions and problems. But some parents’
groups are anxious to place the blame for
their children’s heroin use somewhere else.
A ‘demonology’ is thereby constructed,
according to which the heroin user is seen
as the hapless victim of a range of alien
forces — pushers, prescribing doctors, bad
company, etc.

But there is also evidence of good
working practices in many parents’ groups,
and the ‘confessional’ itself can be impor-
tant in showing new members that they are
‘not alone’ and that it is possible to live
with and express powerful emotions with-
out buckling under the strain. The diffi-
culty sometimes, as ever with ‘grass roots’
initiatives, 1s how to reconcile their wilder
enthusiasms with what can be offered by
public agencies and professionals. Even so,
the bitter criticisms which parents’ groups
sometimes advance against professional
services reflect not only the intolerable
anxieties and strained loyalties which the
families of drug users often encounter, but
also the real weaknesses and shortages of
effective public provision.

IMPROVED LIAISON and coordination
in the drugs field, together with closer links
between statutory agencies and voluntary
initiatives, would be welcome. However,
little purpose will be served by exhorta-
tions to ‘cooperate’ and ‘coordinate’, un-
less there is sufficient acknowledgement of
legitimate areas of disagreement between
agencies reflecting their different tasks and
responsibilities, together with other areas
of mutual misunderstanding which are a
common feature of inter-organisational re-
lationships in most spheres of practical
action. It would be wrong to assume that
any single agency or interest group has the
‘correct’ view of the problem which must
then be imposed upon other agencies and
accepted by them.

Differences in power between different
public agencies is another characteristically
difficult area. One reason for the caution
oftén shown towards police involvement in
drug liaison initiatives is the fear that
police preoccupations will come to domin-
ate their work, simply because of the
power of the police as a social institution.
Voluntary bodies will sometimes be suspi-
cious of statutory agencies for the same
reasons, where powerful clinic-based
medical specialisms are perhaps most fre-
quently experienced as aloof and unre-
sponsive to locally felt needs.

For these kinds of reasons it is equally
important to recognise not only the prom-
ise of improved inter-agency liaison, but
also its limitations. The diversity of the
heroin problem is such that it also requires
a diverse repertoire of responses. The aims
of drug liaison initiatives should be to
sustain sufficient commitment between
different interest groups to allow for both
cooperation and conflict. |
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