Debate
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prescribing
for opiate
addiction.
See pages 11
Over half
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on henzo-
diazepines
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pills. =
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dependence and withdrawal.

A NEW TRAINING VIDEO

The programme was produced by
MUTYV for the North West Regional Drug
Training Unit. It was financially
supported by the North West Regional
Health Authority.

This programme is primarily
intended for anyone working with parent
groups. It can also be used by anyone
who is unsure of the basic information
about drugs and their effects.

It is available for purchase at £45,
plus £1 p&p, and can be previewed/
hired for £6, plus £1 p&p.

Kenyon Ward, Prestwich Hospital,
Bury New Road,
Manchester M25 7BL
Telephone: 061-798-0919

URGENT REQUEST FOR
SUBMISSIONS TO THE
ADVISORY COUNCIL ON THE
MISUSE OF DRUGS

AIDS and DRUG MISUSE

The Advisory Council on the Misuse of Drugs has set
up a working group to examine the implications of
HIV and AIDS for drug misuse services. As its first
priority the group will consider what further action
can be taken to combat the spread of infection
amongst drug misusers; it intends to complete an
interim report on this aspect by December. The
group will be receiving evidence, by invitation, from a
number of people with relevant expertise/knowledge.

Any individual or organisation wishing to submit
observations may obtain details of the group's terms
of reference and guidance on the form of written
submissions from:
The Secretary - ACMD Working Group
Room B1413
Alexander Fleming House
Elephant and Castle
London SE1 6BY, phone 01-407 5522 ext. 7735

The last date for receipt of completed written
observations will be 30 September 1987.

North Manchester Health Authority

requires a

DRUGS TRAINING
DEVELOPMENT WORKER

for secondment to the North West Regional Drug
Training Unit.

Temporary post 7 months (full time) or up to 12
months (part time) to suit postholder. Salary scale
£9676-£11884 pro rata.

The job is to plan and implement a programme of
multi-disciplinary training courses for fieldworkers
within the City of Manchester. Experience in the
design and running of courses essential. Knowledge
of drugs misuse advantageous.

Informal enquiries to: Lynne Milburn, Co-
ordinator, North West Regional Drug Training
Unit (Tel: 061 798 0919). Job description and
application form from District Personnel Depart-
ment, North Manchester Health Authority, Central
Drive, Crumpsall, Manchester M8 6RL (Tel: 061
795 4567).

Deadline for applications:
Friday 18th September 1987.
Interviews week commencing S5th October.
We are an equal opportunities employer.

This programme shows through
a series of interviews with work-
ers in related professions, how
women’s drug use is not only
seen as more deviant by the
general public, but often by the
health and related services.

z It suggests women drug users
are treated differently by the
courts, being judged not as drug
users but as women and
mothers.

The video comes complete with

A VIDEO ABOUT L
spm? suggested training exer-
WOMEN S &=

The programme was produced

SUFFERING
T

on a low budget and is only
available in a VHS format. This
is reflected in the purchase price
of £20 + £1 p&p.

The video is also available for
hire/preview at £6 + £1 p&p.

Kenyon Ward, Prestwich Hospital,
Bury New Road,
Manchester M25 7BL
Telephone; 0617980919
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US awaits crucial drug screening decision

The notion that employees in
this country should be tested for
drugs by their employer is novel
enough to make front page
news. But in America, the appa-
rent attempt by the Reagan
administration to hijack screen-
ing as part of the propaganda
war against drugs has elevated
the legality of workplace drug
testing into the employment
issue of the '80s. All eyes are
now on a US federal appeals
court, to see if it will uphold a
lower court’s decision that Pres-
ident Reagan’s plan to test up to
half the federal workforce is
unconstitutional.

Drug screening in America is
nothing new: armed services
personnel and civilians in ‘sensi-
tive’ posts have been subjected
to testing by the military for
some years. And by 1986, at
least 25 percent of the Fortune
500 list of top US companies
performed drug screening of
some type. However, govern-
ment intervention has trans-
formed screening into an issue
of major public concern.

British Nuclear Fuels Limited

' INVASION OF
PRIVACY . . !

— C(live Jenkins |

The concept behind the tests
raised the question of whether
one had to be absolutely
“clean” to go to work — and
that is an Hitlerian concept.

British unions too are starting
to worry about drug testing,
illustrated by this extract from
the ASTMS magazine.

In March 1986, the Presi-
dent’s Commission on Orga-
nised Crime recommended that
all US companies screen their
employees for drugs. To ‘assist’
this process, the Commission
urged the withholding of federal
contracts from firms failing to
institute testing procedures. To
set an example, the Commission
asked the government to inau-
gurate regular testing of federal
employees. On 15 September,
President Reagan made the
announcement: his vague refer-
ence to only those in ‘sensitive
posts’ being liable to be tested in
reality meant up to half the
government’s 2.7 million work-
force. Guidelines for testing
were issued in February this
year, but by then the battle was
joined.
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Unions oppose Presidential order

Only ten days after Reagan'’s
announcement, a government
official, William Anderson, was
telling a House of Representa-
tives sub-committee that he
failed to see the need for such
blanket testing. He quoted a US
National Institute on Drug
Abuse (NIDA) survey from
1982 which showed that drug
misuse fell off sharply after the
age of 26 and pointed out that
94% of the 2.7 million workers
were over 26.

The implicit suspicion was
that making drug war propagan-
da was the true motivation be-
hind Reagan’s announcement.
Legislative counsel to the
American Civil Liberties Union
went further: “Drug testing
does not get at drug use or drug
problems in the workplace . . .
It [only] makes those employers
who use testing into surrogates
of law enforcement officials, de-
putised members of the Presi-
dent’s national crusade against
drug abuse.”

Not surprisingly, trade unions
have been in the forefront of the
battle over the legality of drug
testing, opposing testing if there
are no reasonable grounds to
suspect drug use is impairing
work performance. The Nation-
al Treasury Employee’s Union
immediately challenged the
Presidential order on the
grounds that it violated the
Fourth Amendment of the US
Constitution, protecting citizens
from unreasonable search and
seizure by the government. The
union won the argument at dis-
trict court level, but at the time
of writing, the appeal court has
yet to hand down its judgement.

Last November, Customs
workers won a similar case stop-
ping the Customs Service from
drug testing them, only to see
the decision overturned by the
Supreme Court in June. Opin-
ion is divided as to whether this
latest court ruling will affect the
outcome of the treasury work-
ers’ case.

Even if the courts decide that
testing federal employees does
not violate the Fourth Amend-
ment, the way is still open to
challenge the President on con-
stitutional grounds protecting
against self-incrimination or in-
vasion of privacy, and with
rights of privacy arguments not
covered by the Constitution.

Also not covered by the Con-
stitution are those working in

the private sector: only the ac-
tions of government can be res-
trained. However, private com-
panies are involved in litigation
as a result of testing where
employees are claiming wrong-
ful dismissal, violations of feder-
al and state fair employment
laws, and defamation. These are
still working their way through
the courts, so in a very real
sense, the jury is still out on the
legality of screening workers for
drugs.

Controversy also rages over
the standard of testing in labor-
atories. The Federal Centers for
Disease Control studied drug
testing laboratories between
1972-1981. They found only one
out of eleven could test accur-
ately for cocaine. Widespread
drug testing means big money
for laboratories, prompting the
US National Institute on Drug
Abuse to issue new, far tougher
criteria for the certification of
drug testing laboratories. The
American Association for Cli-
nical Chemistry criticised the
new standards as too restrictive
and involving the acquisition of
expensive equipment. They
countered with their own survey
in the same month of 47 labs,
recording an accuracy in excess
of 99 percent.

While lawyers and the judici-
ary hammer out the legal points,
the medical community seems
equally divided over the reliabil-
ity of the urinalysis tests them-
selves. A test which indicates a
drug is there when it’s not, is
called a ‘false-positive’. A re-
port from Pharmchem Labor-
atories Inc. in California
claimed that “no known pre-

scription or non-prescription
drugs will give false-positive
marijuana results”. However,
another article stated: “Com-
mon urinalysis test for mari-
juana can show false-positive
results from painkillers such as
Advil and Nuprin. Contac can
trigger false-positives for
amphetamines.” Worse still,
from the employee’s point of
view, is the claim that melanin,
a body chemical naturally found
in urine, can also show up as
positive for marijuana.

Part of the problem is not so
much the technology of testing
as the way it is used and the
firancial constraints. Currently
available cheap and convenient
screening techniques are insuffi-
ciently reliable. Official advice
is that drug-positive results
should be confirmed by using
more accurate but also more
expensive tests but some com-
panies are unwilling to foot the
$100-a-time bill for a second
test.

Alcohol is another problem.
There is evidence that com-
panies are excluding alcohol
from their testing programmes,
despite the fact the alcohol is
probably the drug most likely to
be used on the job and to cause
poor work performance.

A whole drug screening in-
dustry has sprung up — and not
just around drug testing labor-
atories and equipment. One
American company offers pow-
dered urine — just add water
for a ‘clean’ sample! And at the
other end of the spectrum, a
publisher has produced an anti-
drugs package for the concerned
employer incorporating a 300-
page manual, videos, etc — a
snip at £3000! The spirit of
(drug-)free enterprise lives on,.

Mana
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Dutch drug liberalism

under pressure

Students at the July 1987 Insti-
tute on Drugs, Crime and Jus-
tice in London were treated to
the sight of a distinguished cri-
minal court judge demonstrat-
ing how minor drug offences are
disposed of in his country —
with a shrug of the shoulders,
the imaginary papers were drop-
ped into an imaginary bin:
“Why bother . .. what good
would it do?”

Fritz Ruter was explaining
Holland’s drug law enforcement
policy to an audience largely
from the USA, driving force
behind the current international
drugs ‘war’. The conference/
course was organised by Profes-
sor Arnold Trebach of the
American University in
Washington, leading domestic
opponent of Reagan’s anti-
drugs crusade.

Ruter described how his
country traditionally responds
to undesirable behaviour by
“encirclement, adaptation, in-
tegration and normalisation,
rather than exclusion through
criminalisation, punishment and
stigmatisation”. In the drugs
field, this tradition has brought
them into conflict with the
dominant international mood.

Holland’s solution to this
dilemma is to deflect interna-
tional criticism by following the
international UN conventions in
law, but then to use prosecuto-
rial discretion and the informal
development of more liberal
practices to bend the conven-
tions to Dutch traditions.

Majority political opinion in
the Netherlands in the early '70s
favoured legalising cannabis, a
direct contravention of the UN
Single Convention on Narcotic
Drugs. Responding partly to in-
ternational pressure, in 1976 the
Dutch instead reduced penalties
to a maximum two years for
cannabis dealing and one month
for having not more than 30
grams for personal use.

But the Dutch “expediency
principle” gives public prosecu-
tors immense scope to waive
prosecution “on grounds deriv-
ing from the general good”.
Guidelines for the investigation
and prosecution of drug offen-
ders sent to public prosecutors
by the Minister of Justice stipu-
lated no specific police inves-
tigation and, as a rule, no pro-
secution in possession or dealing
cases involving not more than 30

grams of cannabis.

Incredibly, the 1976 guide-
lines also permitted unhindered
sale of small amounts of canna-
bis at government-sponsored
youth centres, so long as the
selling was done by a “reliable
person” who refrained from
openly advertising their wares.
Over the years, the ‘coffee
shops’ in and around cities like
Amsterdam also began selling
cannabis without interference.

The 1976 amendments in-
cluded increased penalties
against ‘hard’ drugs — in prac-
tice, all illegal drugs except can-
nabis. But again, the expedien-
cy principle was used to soften
the blow. In 1985, the Minister
of Justice described current
Dutch policy as the de facto
decriminalisation of the posses-
sion of any drug for personal use
and of small-scale cannabis pro-
duction and dealing.

Asked at Trebach's course if
such policies had led to the
threat of international sanc-
tions, Eddy Engelsman, head of
the Drugs Branch of the Dutch
Ministry of Welfare, Health and
Cultural Affairs, was diploma-
tic. “No, not openly,” he re-
plied.

The Netherlands government
sees itself as walking a tightrope
between international and, to
some extent, internal pressures
to come down hard on drugs
and traditional Dutch tolerance.
“The Netherlands has a lot of
international interests, both
economically and in several in-
ternational bodies,” explained
Engelsman. “Netherlands does
not want to become the ‘Libya
of Europe’.”

Fresh from the UN-organised
drugs conference in Vienna in
June, Engelsman saw the future
of international drug policy as
an attempted blanket interna-
tionalisation of “repressive” leg-
al measures. “In other words, a
‘war on drugs’ coming very close
to a real moral -crusade.”
Against this tide, all the Dutch
could do is “hold the line”.

USA and West Germany
emerge as the main countries
felt to threaten Dutch drug poli-
cies, the former as the historical
instigator of the international
conventions and current leader
of the international anti-drugs
crusade, the latter much more
directly as an aggrieved neigh-
bour sharing a long and porous

USA

with ‘deviant’

the
Dutch. With some justification,
Ruter and Engelsman saw the
EEC itself as a threat to Dutch
drug policy independence.
Speaking to the European

frontier

Parliament in 1986, German
MEP Elmar Brok explained her
call for the ‘harmonisation’ of
drug laws across the EEC.
“Otherwise countries with a
more lenient approach, ie, the
Netherlands, only act as a spur
to the rest of Europe.” British

-MEP, Andrew Pearce, joined

in. Amsterdam is, he said, the
“cesspit of Europe where any-
thing goes”. The Netherlands
should “put its house in order™.

Ruter foresaw that EEC plans
to lift border controls in 1992
would be “a disaster” for Hol-
land, giving its neighbours more
reasons to demand Dutch com-
pliance.

But reasons for maintaining
the liberal stance remain strong.
The 1976 legislation and guide-

SWEDEN

GERMANY

EEC

lines sought to separate the peo-
ple and places involved in the
effectively legalised cannabis
market, from those involved in
the illegal market in heroin,
cocaine and other drugs. The
aim was to avoid young canna-
bis consumers being brought
into contact with drugs thought
to pose “unacceptable risks”.
Dutch government officials
and academics maintain that the
policy has succeeded, without
an accompanying explosion in
the use of cannabis. Dutch
speakers were not slow to point
to the much higher rates of use
in West Germany and the USA.
Holland’s other major policy
objective — to prevent anti-
drug laws causing more damage
than the drugs themselves — is
also claimed to have been at
least partially successful, though
addicts in Holland still suffer all
the consequences of a thriving
illicit market in unclean,
adulterated heroin.

Extra year DES funding for
education coordinators

Drug education coordinators in
local education authorities in
England and Wales will be cen-
trally funded for a third year,
but from 1989 onwards their
LEAs will be expected to pick
up the tab, a conference of
coordinators learnt this June.
To ease the transition, the De-
partment of Education and Sci-
ence has funded an evaluation
of the work of the coordinators,
the report of which may help
LEAs find reasons to support
them in a context of financial
constraints,

A University of Southampton
team will be conducting the
evaluation, but their apparent
lack of consultation over the
methodology aroused criticism
at the conference.

The conference, organised by
Her Majesty’s Inspectors of
Education (HMI), was also

preoccupied with the future of
health and social education in
the context of the government’s
proposed National Curriculum
for schools. Many coordinators
fear the curriculum may lead to
drug education and other areas
of health-related education
being “infused” throughout (or
integrated within) several sub-
ject areas — to the detriment of
personal, social and health
education as a distinct practice.
Another, related fear, is that
the new curriculum of ten com-
pulsory subjects will edge drug
education towards an approach
emphasising ‘content’ (roughly,
‘facts’) more than ‘process’
(affective and skills-based learn-
ing methods aimed at exploring
attitudes, developing decision
making skills, enhancing self-
esteem and developing the abil-
ity to resist peer pressure).
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New faces hut old policies at Home Office

Margaret  Thatcher's  post-
election government re-shuffle
has put Douglas Hogg, Under-
Secretary of State at the Home
Office, in charge of coordinat-
ing drug policy. He takes David
Mellor’s place chairing the
inter-departmental Ministerial
Group on the Misuse of Drugs.
Douglas Hogg’s background
could hardly be further removed
from the experience of the skag-
heads, speed-freaks, black gan-
ja smokers and small-time deal-
ers of Britain’s drug scene,
though his time as a Metropoli-
tan Police special constable sug-
gests a readiness to get down to
the grassroots. Son of Lord
Hailsham, Hogg junior was edu-
cated at Eton and Christchurch
College, Oxford, called to the
bar in 1968, and became Under-
Secretary in 1986, where his
responsibilities included the
police and crime prevention.
On appointment to his drugs
coordinating role, David Mellor
too was an Under-Secretary of
State, being promoted to Minis-

ter of State during his tenure, so
Hogg’s move to drugs does not
necessarily mean the area is
being given less priority.

The new drug policy chief
appears set to continue his pre-
decessor’s strategy, with the
emphasis on legal and adminis-
trative measures to curtail the
supply of drugs and punish the
traffickers. In the Stoke-on-
Trent Evening Sentinel (29 June
1987), he is reported to feel
parents are in the “front line of
the fight against drugs” and to
believe there was “usually a
progressive decline from canna-
bis to the hard drugs”.

If the report is anything to go
by, Hogg’s repeatedly expressed
conviction that “hard drugs des-
troy” will incline him towards
pushing the British and the in-
ternational legal system to more
hard-line measures to meet the
threat, while his linking of can-
nabis to these ‘destroyers’ bodes
ill for the remnants of the Legal-
ise Cannabis Campaign.

At the Vienna international

conference (see separate re-
port), Hogg called for asset sei-
zure provisions such as those in
Britain’s Drug Trafficking Off-
ences Act to be given interna-
tional backing through the UN
Convention on llicit Drug Traf-
ficking now being prepared.
The aim would be to enable
“effective action against [traf-
fickers’] assets, wherever they
may be held” (The Independent,
19 June 1987).

One of Hogg's key advisers
on domestic drug policy is Peter
Spurgeon, the new Chief In-
spector at the Home Office
Drugs Branch. Spurgeon took
over from Bing Spear last Octo-
ber, occupying an influential
position in the enforcement of
prescribing restrictions affecting
in particular the treatment of
opiate addiction. The Inspecto-
rate investigates suspected cases
of irresponsible prescribing and
if necessary instigates Misuse of
Drugs Act tribunals to withdraw
the doctor’s right to prescribe
controlled drugs. Home Office

inspectors also often supply
essential evidence to General
Medical Council disciplinary

hearings — as in the recent Ann
Dally case.

Spurgeon previously spent 15
years in criminal policy and then
three years as the Home
Office’s head of security, but
has so far de-emphasised the
role of law enforcement in the
response to the “human” prob-
lem of addiction. His preference
appears to be for a caring, flexi-
ble response geared to the indi-
vidual addict rather than a
blanket approach geared to the
needs of society as a whole.

With Spurgeon at the helm,
the out and out bad apple
among the medical profession
may still get hammered, but an
Inspectorate-initiated  crusade
against ‘unorthodox’ prescribers
appears unlikely. Suspicion of
treatment orthodoxies and ini-
tial reliance on informal persua-
sion (backed by the implicit
threat of tribunal proceedings)
appear more his style.

World conference turns moral screw

The first world drugs confer-
ence, the UN-organised Inter-
national Conference on Drug
Abuse and Illicit Trafficking
held in Vienna from 17-26 June,
provided stage and audience for
the 138 participant states to
demonstrate the strength of
their government’s political will
in the fight against drugs. A
tangled mass of competing poli-
cy formulations emerged in the
form of a Comprehensive multi-
disciplinary outline of future
activities relevant to the problem
of drug abuse and illicit traffick-
ing (CMO), probably destined,
according to SCODA’s Dave
Turner, a conference delegate,
“to be quietly filed, perhaps to
be drawn on occasionally for a
parliamentary reply”.

For all the passion with which
it was debated, the CMO
obliges no-one to do anything.
But, as the revealing closing
statement by the conference’s
secretary-general implied,
merely being there to argue it
showed “the seriousness with
which government’s viewed the
problems”. Presumably so as
not to find themselves on the
moral defensive, “in their pre-
parations for the conference,
governments had acted to
strengthen their national laws”.

During the conference itself,
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nine states announced their in-
tentions to abide by one or both
of the UN drug conventions and
three promised extra money for
the UN Fund for Drug Abuse
Control. Among these was the
UK, pledging £3.4 million for
crop substitution and rural prog-
rammes in Pakistan and £0.8
million for law enforcement in
Bolivia and Ecuador —
attempts to curb the heroin and
cocaine traffic respectively.

In enthusiastic closing state-
ments, officials saw the confer-
ence as turning the moral screw
on government’s to join a co-
ordinated  “counter-offensive
against the insidious threat of
drug abuse and against the orga-
nised forces of evil which con-
spire against our society”.
Mahathir Mohamad, Malaysian
Prime Minister and victor in the
wrangle over the conference
presidency, put it this way: “No
nation or political leadership
can now afford to ignore or
stand in the way of the cam-
paign to rid us of the scourge of
drugs and drug traffickers . . .
The CMO . . . must . . . be re-
garded as a morally binding
pledge”. With Malaysian courts
regularly hanging convicted
traffickers, Mohamad has no
fear of throwing stones from
inside a glass house.

Margaret Joan Anstee of the
UN’s Vienna office took on the
task of following through the
implementation of the confer-
ence’s recommendations and
coordinating UN drug abuse
control activities. According to
her the conference had widened
UN involvement to encompass
reducing demand for drugs
through treatment and rehabi-
litation as well as the traditional
supply-reduction area.

It was over treatment and
rehabilitation that some of the
most heated debates occurred.
Tentative  Dutch  proposals
on needle-syringe exchange
schemes were met with “out-
rage” says Dave Turner, and the
final statement spoke instead of
investigating “possible prophy-
lactic measures which would rot
promote or facilitate drug
abuse” (italics added). Harm-
reduction programmes such as
methadone maintenance met
with majority disapproval but so
too did compulsory treatment.

With nearly half the states
sending cabinet-ranking minis-
ters, being seen to be
wholeheartedly behind the in-
ternational anti-drugs effort is
clearly of widespread political
importance. Tangible benefits
to problem drugtakers are less
obvious.

Lords decision
on ‘supply’

If someone leaves their illegal
drugs with you and you intend
toreturn them later, you may be
guilty of possession with intent
to supply, a Misuse of Drugs
Act offence carrying a max-
imum sentence of life imprison-
ment. By implication, actually
returning the drugs could consti-
tute the equally heavily penal-
ised offence of supply — so
ruled the House of Lords on §
March 1987.

Their lordships argued that
since there is no legally enforce-
able ownership of the drugs in
the first place, there is no legal
duty on someone temporarily
holding them to return them to
the original ‘owner’. Hence to
do constitutes supply.

The Criminal Law Review
(1989, p.564-5) argues the deci-
sion fails to adopt a common
sense definition of the word
“supply” and extends the law
beyond the original intention of
punishing “pushers”.

An carlier Court of Appeal
decision (Times, 22 November
1985) not affected by this latest
case established that passing
illegal drugs to another person
for safekeeping is not supply,
there being no intention that the
custodian should ‘benefit’ from
receiving the drug.



ELECTION °87

What the parties said about drugs

o
<& CONSERVATIVE

Under the heading “Fighting Crime”, the
Conservative Party’s election statement Our
first eight years trumpeted their record on
drugs law enforcement. This section in the
manifesto itself — The next moves forward
— repeated those claims and added a
promise for the future.

We have taken the battle against drugs into
every corner of the globe where production
or trafficking flourishes. We have more
than doubled the number of customs spe-
cialist drug investigators. We have streng-
thened the effectiveness of the police in the
fight against drug abuse. Traffickers can
now be sentenced to life imprisonment.
They also stand to lose all the wealth
generated by their evil trade under the
most far-reaching asset seizure provisions
anywhere in the world.

We have funded about 200 new drug
treatment facilities. Our prevention cam-
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Labour’s manifesto was silent on drugs. But
their election document on crime preven-
tion, Protecting our people, criticised the
government's record and promised more
vigorous pursuit of similar policies.

The rapid rise in the misuse of drugs and
intoxicating substances such as solvents
(glue sniffing) has emerged as a serious
problem.

@ A minimum of 50,000 people are depen-
dent on drugs such as heroin, methadone,
Diconal, amphetamines and cocaine
with 335 drug-related deaths known to the
Home Office in 1983.

@ There is a growing incidence of serious
crime associated with the illegal supply of
drugs to young people. In 1985, England
and Wales had nearly 8,000 recorded
offences of drug trafficking — a 22 per cent
increase on 1984.

@ Social and economic factors are partly
responsible for stress, boredom and de-
spair which may in turn lead to some young
people experimenting with and becoming
addicted to hard drugs.

The Tories have failed to tackle this
huge social problem. They have cut the
number of Customs and Excise officers in
the front line of the battle against drugs.
There are ports in Britain where there is no
physical presence of a customs officer to
prevent and deter the importation of drugs

paign, targeted on youngsters at risk, 1s
encouraging a strong resistance to hard
drugs amongst teenagers.

The battle against drugs can and must be
won. Already there are some signs that the
heroin problem may have passed its peak.
The cocaine explosion has never hap-
pened. It need never happen.

We will continue to make the defeat of
the drug trade a key priority.

Thatcher
wins
another
five
years

to defeat
the

drug
trade

and other illegal goods. Such ports may
already be targeted by criminals.

There are only 41 special drug treatment
clinics and drug dependency units in the
country. The £2 million allocated to the
health education programme is totally in-
adequate to stem the tide of drug abuse.

Labour will:

@ act decisively against the traffic in drugs.
We will increase the resources of the
Customs and Excise, the police and other
agencies who combat the traffic in drugs
and work with other countries to suppress
illegal drug production and trafficking.
@ take effective action to detect and con-
vict drug dealers. We are determined that
drug taffickers will receive effective prison
sentences and that their assets will be
seized. We have supported this position in
Parliament and will continue to do so. We
will give courts the powers to pass sent-
ences appropriate to the seriousness of
their crime. We will ensure that they forfeit
the assets of their crime by seeing that
those assets are not hidden by banking or
other practices.

@ promote a well-funded drug abuse pre-
vention programme, aimed particularly at
young people. The government have cut
treatment facilities for drug addicts. These
cuts will force some addicts to turn to
crime. Drug users who need treatment
should be helped to overcome addiction.
@ improve and expand services for recog-
nising, treating and rehabilitating drug
misusers and ensure they have the same
rights to proper treatment as people with
other health and social problems.

Was the drug problem an election
issue? In a small way it was, in-
creased government action giving
scope for manifesto claims and
opposition criticism. But the argu-
ments were about how much rather
than what should be done.

The SDP/Liberal Alliance manifesto did
not mention drugs. Their election leaflet on
health policy, The alliance for health, did
— but it was no more than a mention.

To complement direct government action,
we will encourage people to adopt heal-
thier lifestyles. We will restore an indepen-
dent health education body and increase
funding for health education. We will
launch major campaigns to improve the
national diet and to eliminate smoking and
the abuse of alcohol and of illicit drugs.

“The one thing I see a great need for, is
a political initiative, because that is the
one thing that's lacking here. Most
American politicians are aware of
what’s happening . . . Until we have
that sort of national awareness, which
will then permeate through all the other
sections, we’re not going to get very
far . . . I've been trying for the last 29
years to instill a little bit of interest in
this problem in the areas where there is
power to do something. [t's been very
difficult . . .7

— Bing Spear, Chief Inspector of the
Home Office Drugs Branch, 1981.

“When I heard the party was insisting
we had a debate, for the first time I can
recall, on drug abuse, | was sur-
prised . . . But . . . 1 have become sure
this decision . . . was the right one.”
— Kenneth  Clarke, Minister for
Health, addressing the 1984 Conserva-
tive Party conference.

“Many years ago, in my naivete, I was
saying what was needed was more
political interest. Now we've got no-
thing but political interest.”

— Bing Spear, ex-Chief Inspector of the
Home Office Drugs Branch, 1987.

In a message to the international con-
ference on drug abuse and illicit traf-
ficking, Pope John Paul IT extended his
“encouragement and admiration . . . to
all those countries in which government
leaders and citizens are truly committed
to combating the ... misuse of
drugs . . . If it is true that the youth of
today are the greatest consumers of
hard drugs, then it is legitimate to ask if
this is due to the kind of society in which
our young people are being reared”.
— The Tablet, 4 July 1987.
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BENZODIAZEPINE PRESCRIBING

THE AFTERMATH

SINCE THEIR introduction to the medic-
al profession and through them to the
general public in 1960, the benzodiaze-
pines have become, worldwide and in the
UK, the most commonly prescribed type of
psychotropic drug and one of the most
widely prescribed drugs of any kind. They
are credited with being “the most commer-
cially successful drugs of all time”,' and in
the mid-1970s, when they reached the
zenith of their popularity, were estimated
to have sales worldwide of $1,000 million.*

As prescription medicines, benzodiaze-
pines are considered to have five main
uses: as anxiolytics (tranquillisers), seda-
tives and hypnotics (sleeping pills), muscle
relaxants, anti-convulsants (for treating
certain types of epilepsy) and amnestics (to
relax patients before surgery). However, it
is as tranquillisers or sleeping pills that the
vast majority of benzodiazepines have
been prescribed. Indeed, the most com-
monly prescribed benzodiazepines have
become known to the general public by
their manufacturer’s brand name or their
medically approved titles, eg, tranquillisers
such as Valium (diazepam), Ativan
(lorazepam), Librium (chlordiazepoxide)
and Serenid-D (oxazepam) or sleeping pills
such as Mogadon (nitrazepam), Euhypnos
and Normison (temazepam) and Halcion
{triazolam). Conversely, it is possible that
many people do not know they are taking
these drugs and so are unaware they may
be at risk from dependence and withdrawai
problems, particularly after extended use.*

Benzodiazepines represent only the

The author is a social worker specialis-
ing in mental health problems, currently
researching benzodiazepine use and
problems on an ESRC scholarship. For
17 years he was employed in the interna-
tional advertising and marketing of
pharmaceuticals. He can be contacted on
0892 723765.

Table 1. Estimates of the number of UK adults at risk of

benzodiazepine dependence

The decline of the henzodiazepines may just be clearing the way for a new
generation of anxiety-beating, dependence-producing drugs. John Cooper
reminds us of the legacy of the benzodiazepines — hundreds of thousands
dependent, with the demand for help far outstripping supply — and calls for
action now to prevent a new wave of psychotropic drug addiction in the *90s.

John Cooper

latest drugs in a long succession of hypno-
tics, sedatives and tranquillisers, all of
which, after many years of clinical use by
doctors, consumption by patients and com-
mercial success for manufacturers, have
belatedly been found to have a range of
adverse side effects. Not the least of these
is their ability to produce physical or
psychological dependence, with the associ-
ated problems of withdrawal. Drugs that
have previously fallen out of clinical favour
in this way include: chloral hydrate, metha-
qualone, meprobamate, and barbiturates,
which since their decline in medical popu-
larity in the early 1970s have become well
established street drugs, a fate which seems
to be befalling benzodiazepines.*

Another product which dropped drama-
tically out of the clinical limelight was the
notorious sedative/hypnotic thalidomide.
It is possible that damage to the unborn —
less serious than that caused by thalido-
mide — may yet materialise as a consequ-
ence of the inappropriate use of
benzodiazepines.*

Up to 1 million dependent?

DHSS prescribing statistics refer to all
types of tranquillisers, sedatives and
hypnotics, not just the benzodiazepines.
But benzodiazepines account for over 95
per cent of all tranquilliser and sedative
prescriptions and 85 per cent of hypnotics,*
so the statistics closely reflect the fate of
the benzodiazepines. Total prescribing of
all tranquillisers, sedatives and hypnotics

has dropped from a record 42.2 million in
1978 to 30.3 million in 1985. As figure |
shows, tranquilliser prescribing has de-
clined most markedly, while prescribing of
hypnotics has dropped very little over the
same period of time, from 17.2 million to
16.0 million.”

But the situation regarding the repeat
prescribing of these drugs — the problem
which leads most directly to dependence —
may not be so encouraging. In 1984,
Professor Malcolm Lader — Britain’s fore-
most medical expert on tranquilliser de-
pendence — warned that repeat prescrib-
ing was a cause for concern, with 64 per
cent of benzodiazepine prescriptions being
issued as long-term repeats with the likeli-
hood of a decrease in their therapeutic
effect and an increase in the risk of
dependence problems.® Even now, over 85
per cent of prescriptions for hypnotics and
over 75 per cent for tranquillisers may be
repeats.’

However, as Heather Ashton has
pointed out: “It is not known, despite
various estimates, what proportion of pa-
tients taking benzodiazepines become de-
pendent, or what determines whether or
not they do™ — a sentiment shared by
other leading medical experts.'” Never-
theless, it is possible to attempt to recon-
cile at least some of the estimates of
chronic use and dependence.

Table 1 lists some of the estimates of
people “at risk’ from dependence (ie, using
for longer than four months). The first of
these, the MORI survey conducted in 1984

Table 2. what the experts say about how many UK adults

are likely to suffer benzodiazepine withdrawal problems

Source Definition % No. Comments Source Definition Number Comments
: Trickett S. Addicted to 1.25 ==
Lacey R. et al, Using regularly 8% 3.5 Refersto - 2 =] ot
1985, for four months million tranquillisers  1986” tranquillisers o
reporting or more and hypnotics  Ashton H., Addicted to 1 million —
MORI survey® 1986% Valium and other
Calculated Using regularly 4% 1.6 Refersonlyto g!‘ugs i ll';e il
from Balter et for four months million tranquillisers, fees R RIY
al, 1984* or more in last 12 not hypnotics Turner D., Physically 600,000 —
months 1984 dependent 700,000
Lader M., Will develop 250,000 Assumed 20% of long-
Lader M. et al, Take 3.1% 1.25 Basedon the 1986* withdrawal term users develop
1986% benzodiazepines million Balter figures symptoms dependence. Derived
for more than one from Balter study, so
year excludes hypnotics.
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Figure 1. Trends in family practitioner prescribing of sedatives/tranquillisers

and hypnotics in Great Britain
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Figure 2. The probable extent of
benzodiazepine use and dependence
in the United Kingdom

9-10 million use benzodiazepines
during a year

3.2-3.5 million at risk
of dependence (use
for four months+)

640,000 to 1 million likely
to suffer withdrawal problems

by MIND and the BBC That's Life prog-
ramme, produced an estimate of 3.5 mil-
lion people using tranquillisers or hypno-
tics for four months or longer” —
apparently twice the figure derived from
the important Balter et al study conducted
in 1981 and published in 1984."

However, the Balter survey did not
cover hypnotics — and these account for
roughly half of all benzodiazepine prescrip-
tions. Benzodiazepine hypnotics are pre-
scribed on a repeat basis as often as
tranquillisers and are just as likely to
engender dependence, so estimates de-
rived from the Balter study probably need
to be doubled to take in hypnotics as well
as tranquillisers. There were other metho-
dological differences between the Balter
and the MORI studies. However, some
degree of compatibility can be arrived at if
allowance is made for the absence of
hypnotics in Balter’s survey.

» MORI found 23 per cent of the popula-
tion had taken tranquillisers or hypnotics.
Doubling Balter’s figure of 11.2 per cent
(which excludes hypnotics) gives an
equivalent estimate of 22.4 per cent having
taken the drugs in the last 12 months.
Together the studies suggest 9-10 million
UK adults take benzodiazepines during a
year.

» On chronic use, MORI found eight per
cent used tranquillisers, sedatives or
hypnotics for four months or more —
precisely the percentage obtained by
doubling Balter’s four per cent. So both
studies suggest 3.2 to 3.5 million people in
the UK can be considered potentially at
risk from dependence.

The crucial issue is: how many of these
chronic users are actually dependent to the
extent that they would suffer withdrawal
symptoms if they stopped. Various esti-
mates have been made (see table 2), based
on estimates of the proportion of long-term
users who suffer withdrawal. These range
from 15 to 50 per cent, but most have been
derived from people who have taken ben-
zodiazepines for a very long time or in high
doses, and do not relate directly to people

who have used for four months or more.
1f 20-30 per cent of the people who use
benzodiazepines for four months or more
might need help to cope with withdrawal
problems — and the lower percentage is
probably a conservative estimate — then
some 640,000 to one million UK adults are
to some extent dependent on benzodiaze-
pines (see figure 2)." This leads on to the
question of where a potentially large num-
ber of people with benzodiazepine with-
drawal problems could go for help.

Help under-funded

Nobody really knows how many organisa-
tions there are in the UK offering help to
benzodiazepine dependent people, where
they are, or what sort of services they
provide. Some of my own research has
aimed to rectify this situation by estab-
lishing a national database of organisations
and publishing the result as a directory.
Funding for such an exercise has not yet
been forthcoming, but provisional research
has produced interesting findings. A search
of the available reference sources sup-
plemented by a questionnaire sent to Com-
munity Health Councils" revealed a total
of 518 organisations in England which may
offer such help. About 440 of these
appeared very likely to provide some form
of benzodiazepine service, of which 280
were known to provide tangible help, such
as telephone counselling, advice leaflets,
face-to-face or group counselling, etc.

What emerges from this provisional
national sample is the importance of spe-
cialist benzodiazepine groups and similar
organisations, NHS services, and MIND,
as sources of help for people with benzo-
diazepine problems.

The results of a separate questionnaire
survey sent to the readers of the Benzo-
diazepine  Interest Group’s (BIG)
newsletter'” suggest that hospital clinical
psychology departments play a major part
in the provision of NHS services for people
with benzodiazepine problems.

The BIG survey also revealed that:

P> Ex-users appear to play an important
role in the provision of help for people with
benzodiazepine problems. In about half
the organisations surveyed ex-users were
taking an active part in providing services
tor clients. They also ran office services
and set up new self-help groups. This
finding relates not only to groups such as
specialised  benzodiazepine  self-help
groups, MIND and to a lesser extent
drug/alcohol agencies, but also to 40 per
cent of the NHS psychology departments
studied.
P> Involvement of ex-users may have a
profound effect on the services organisa-
tions provide, which tend to be more
varied and more ‘consumer orientated’ or
‘consumer accessible’. These services may
include dissemination of printed advice
leaflets, provision of telephone counsell-
ing, advice on step-wise reduction prog-
rammes, tapes on stress and relaxation
management. There may also be more
emphasis on group work of various kinds.
This is true not only of organisations like
MIND and self-help groups but of psychol-
ogy departments as well.
P The organisations most in need of finan-
cial help appear to be the ones which deal
with relatively large numbers of benzo-
diazepine dependent people, including
specialist self-help groups and NHS ser-
vices, particularly psychology depart-
ments, offering consumer-orientated and
accessible services. These organisations,
apparently carrying the brunt of consumer
demand for services, are fostering a dyna-
mic form of self-help involvement but
receive little financial backing, particularly
from central government sources. These
organisations need to be evaluated, but
funding is required now if many are to
survive long enough to be studied.
Before leaving the question of what help
is available for benzodiazepine dependent
people, it is important to touch on two
further sources. First, the recent emerg-
ence of a large number of advice leaflets,
books or audio-tapes (at least nine since
1982) on the subject of benzodiazepine

DRUGLINK September/October 1967 &> 9



continued from page 9

dependence and how to cope with with-
drawal — a development which, it can be
argued, reflects consumer demand for
help, as does the fact that the MIND
tranquilliser leaflet has now sold more than
100,000 copies and Shirley Trickett’s book
Coming off tranquillisers is in its second
edition (Thorsons, 1986).

Further indicators of consumer demand
are requests for advice or help as a result of
media campaigns concerned mainly with
illegal drugs. During the 1986 TV South
“Action on Drugs” campaign, callers men-
tioned tranquillisers twice as often as the
next most mentioned drug, and 61 per cent
of calls received during the 1982 LBC radio
“Drugs and the Family” campaign were on
the same subject.

Secondly, one must not forget the im-
portance of GPs. They exert enormous
control over the current and future use of
benzodiazepines or the substitution of new
products. Some may be able to assist in
reducing the level of benzodiazepine
prescribing™ or deal with dependent
patients."” However, if GPs have sufficient
time and expertise to deal with anxiety and
sleep problems, we have to ask why there
was a proliferation of benzodiazepine pre-
scribing in the first place.

The lessons of GURB

Problems in controlling the medical availa-
bility of sedatives, hypnotics and tranquil-
lisers are illustrated by the CURB cam-
paign, a brave attempt by doctors, funded
by the DHSS, to persuade the medical
profession to reduce the use of barbiturates
as hypnotics — but one that raises many
questions.

Between 1975 and 1977, CURB may
have helped accelerate the decline in bar-
biturate prescribing. However, it did not
reduce the use of hypnotics overall (a
stated objective), for during the period of
the campaign prescriptions for benzodiaze-

pines as hypnotics rose.

Also, between 1971 and 1978 prescrip-
tions for benzodiazepines as tranquillisers
increased from 17 million to 30 million
while barbiturates dropped from 13 million
to five million — a net gain for tranquilliser
prescribing overall of five million.™

Obviously some of these changes were
due to GPs switching to the relatively new
benzodiazepines, considered at the time to
be safe and less addictive. Some may also
have resulted directly from consumer de-
mand, as GPs used 440,000 CURB anti-
barbiturate leaflets to help them dissuade
patients from using these drugs. However,
was it consumer demand that produced a
net increase in tranquilliser usage and in
hypnotic prescribing? Or was it astute,
opportunistic marketing by benzodiaze-
pine manufacturers? And if, as now, there
had been a network of self-help organisa-
tions promoting non-pharmacological ways
of coping with anxiety or sleeplessness,
would the CURB campaign have been
accompanied by an increase in benzodiaze-
pine prescribing?

Should an exercise like CURB be repe-
ated for the benzodiazepines? I believe
there is a case for it, provided it does not
panic doctors into indiscriminately and
abruptly withholding the drugs, or resuit in
the inadvertent promotion of a fad for new
alternative drugs — a factor which would
readily be exploited by pharmaceutical
manufacturers. However, its organisation
should be more catholic, involving not just
doctors but representatives of benzodiaze-
pine self-help groups, MIND, psycholog-
ists and other paramedics. Also, it is vitally
important that the existing network of
benzodiazepine organisations should be
financed and publicised so they can play
their part in such an exercise.

Summary and suggestions

» The problem of benzodiazepine de-
pendence may be numerically large, in-
volving 640,000 to one million people,

many of whom may need advice or assist-
ance with the sometimes protracted prob-
lem of withdrawal.

» Much of this help could be provided by
existing statutory or voluntary organisa-
tions. This network comprises at least 280
organisations in England but may be as
many as 613 in England, Wales and Scot-
land.

» Funding is needed to ensure the survival
of many of these organisations, or to
expand their services to meet what appears
to be a demand from consumers and from
medical and paramedical professionals
who need help with their patients.

» Potentially this network of services can
not only help with benzodiazepine prob-
lems, but also provide advice and practical
help on non-pharmacological means of
dealing with anxiety/sleeplessness. They
may also help ward off any future epidemic
of psychotropic drug prescribing involving
the new, safer but more expensive drugs
due to appear in the near future.”

» Government expenditure in 1987 on the
media-visible ‘Law and Order’ issue of
hard drug use was reported as £24 million.*
The number of addicts was reputed to be
80,000, meaning £300 per head was spent
on people with illegal drug problems. In
1985, government spent  between
£200,000* and £500,000* on benzodiaze-
pine groups. If one million people are
dependent on benzodiazepines, this pro-
duces the ironic figure of £0.50 a head.
» Where could more money come from?
The ‘Limited List’ was introduced on 1
April 1985, coincidentally increasing de-
mand for help from people who had been
abruptly taken off benzodiazepines with-
out proper support and advice on
withdrawal.™ However, it is claimed that
the NHS drugs bill has been cut by £75
million, £15,500,000 of which came from
savings on benzodiazepine prescribing in a
12-month period.” What about re-
investing this large sum of money in
providing services for people with benzo-
diazepine problems? (]
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PLATFORM

Countering AIDS and curing addiction
are different aims requiring radically
different strategies. Half-hearted
merger could doom both to failure,
argues Jackie Chang.

Jackie Chang

REPEATED, frequent contacts with my
drugtaking patients over the past ten years
have led me to the startling conclusion that
they are actually people and, moreover,
likeable, resourceful, worthwhile people.
They have gained from being treated with
respect and where they have been success-
ful in staying off drugs for any length of
time, have invariably made dramatic leaps
in personal growth.

I have come to believe addiction is an
illness which, with correct treatment, can
be brought under control and cured. The
cure, however, cannot be written on a
prescription pad. Although there is no
‘medical’ cure, the advantage of seeing
addiction as an illness is that it takes away
that most counter-productive emotion —
guilt. How much less judgmental and more
encouraging it is to talk of sick people
becoming well rather than bad people
becoming good!

My use of the word ‘addict’ is deliberate.
To call a truly addicted person by any other
name serves only to reinforce the denial on
the part of the addict and indeed the
professional. Use of the word detracts
neither from my sense of respect for the
person nor from my sense of responsibility
to him.

Not only is addiction an illness, it is a
family illness and families frequently suffer
more serious and longer lasting harm than
their addict members. Help to my patients
is often ‘traded’ for their permission to
liaise with the relatives or friends whose
support they need if they are to make
significant and successful changes in their
lifestyles. My current initial approach to
the management of an opioid addict in-
volves possibly a short ‘detox’ with coun-
selling and family involvement where
possible. I like to point my patients and
their relatives in the direction of Narcotics
Anonymous and Families Anonymous re-
spectively. Where relapse occurs, a re-run
of the above may be appropriate after
further assessment and_ counselling, or
referral to another agency may be indi-
cated. I see myself as a signpost rather than
as a prescriber or a counsellor.

There is a world of difference between
‘maintenance’ and a short or even a long
‘detox’ where abstinence is the ultimate
goal. Controlled drugtaking without absti-
nence as a goal is not a treatment objec-
tive, and maintenance is not a treatment
for addiction. It is a method by which
people are enabled to continue taking
drugs. Moreover, it is a method which can
rob the drugtaker of any reason to change.

} The author is a GP in Cheshire. She has
| also written the booklet Coping with
‘ drug misuse in general practice: a per-

sonal view.
[

MAINTENANCE OR
ABSTINENCE?

People do not stop taking drugs until
they make a personal decision to do
so.Such decisions are often prompted by
the medical, legal and social consequences
which normally ensue as a result of the
drugtaking. If doctors enable addicts to rid
themselves of their medical problems by
prescribing, this almost automatically rids
them of their legal problems. Families may
well then contribute to this enabling pro-
cess by removing their social problems and
making them comfortable. The scene is
then set for the drugtaker to carry on
taking drugs indefinitely, without having to
face the inevitable natural consequences.

HOWEVER, a new issue has entered the
arena. It is the increasing prevalence of
AIDS. The figures are spine-chilling and
they suggest heterosexual AIDS is very
closely linked with intravenous drugtaking.
With the other routes for HIV transmission
relatively under control, it is thought this
country can be spared an AIDS epidemic if
only intravenous drugtaking can be con-
tained. If the facts and predictions are
correct, then something must be done on a

Maintenance is not a treatment, it
merely enables people to continue
taking drugs.

national scale to protect society from the
havoc which will otherwise ensue.
There seem two possible ways to curb
the spread of drug-related AIDS. The first,
and the one we seem to be adopting, is to
attempt to tinker with and adapt addiction
treatment. It involves more education,
easier access to needles and syringes and
more readily available methadone. Super-
ficially, it may seem an acceptable way of
dealing with the problem. It is cheap:
indeed, it costs almost nothing to shift the
onus for more prescribing on to the GP —
seen here as elsewhere as a limitless
resource. But that is its only advantage. It
is otherwise a grossly inadequate, hapha-
zard response and one doomed to failure.
Not only are such tactics inadequate as a
means of controlling AIDS and counter-
productive with respect to the separate
issue of addiction treatment: they are even
more grossly counter-productive in the
messages they convey. It must not be
implied that the solution to the problem of
addiction to illicit drugs is simply to chuck
licit prescribed drugs at it. It would follow
that the solution to the horrendous tran-
quilliser addiction epidemic is simply a
matter of prescribing more tranquillisers!
The alternative — an effective national
harm-minimisation strategy to counter
AIDS — will inevitably involve a much
more painful and costly response. It could
only be justified if the threat of AIDS

dissemination is as grave as the scientists
predict. Instead of attempting to subvert
addiction treatment, a massive network of
maintenance centres could be established,
with no pretence at aiming for abstinence
but solely intended to prevent the spread
of AIDS.

Which drug is provided and how much
will have to be left to the addict — there
would be no point offering oral methadone
where injected heroin or, indeed, amphe-
tamine is the preferred drug. Points such as
provision of ‘fixing’ rooms, ‘help’ with
‘safe’ injection techniques, biochemical
marking of the drugs for ease of identifica-
tion in compulsory urine tests, and indeed
many other issues, will have to be carefully
considered.

Such a drastic attempt to solve the
demand side of the drug problem would
have to be backed up by massive law
enforcement on the supply side to effec-
tively force addicts into the maintenance
centres. Severe sentences would need to be
given to anybody caught for offences such
as importation or dealing and even posses-
sion of drugs for personal use.

The financial cost of such a strategy
would be very high. It would not solve the
problem of illicit drugs, but should reduce
the demand for illegal injectables and, as a
consequence, minimise the potential for
the spread of AIDS and hepatitis B. It
would also reduce the numbers of young
people getting sucked into the drugtaking
network due to existing addicts’ need to
sell drugs to finance further drug use. Set
against the financial and social costs to
society of an AIDS epidemic, it could be
argued that the money would be wisely
spent.

Within this group of ‘forcibly’ main-
tained addicts, there would be some who
wanted to change — most notably those
who would feel they were being controlled
not only by the drugs, but also by the
system. The jobs and interests of profes-
sionals working to an abstinence goal
would therefore not necessarily be
threatened.

Many doctors, including myself, would
find it distasteful to work in such a setting
— but since the maintenance centres would
dispense rather than prescribe drugs, there
may be no need for doctors to be involved
at all.

It is ridiculous to equate maintenance
with treatment. However, the kind of
‘enforced’ maintenance which 1 have de-
scribed backed by a massive increase in
policing may be a suitable strategy for the
quite separate issue of AIDS prevention.

AT THE MOMENT I see my role as
helping to provide a service for people who
want to stop taking drugs, and I shall
continue doing exactly that. O
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- TREATMENT TRENDS

THE STATISTICS TELL THE STORY

Addiction notification statistics can be used to answer some of the
important questions about recent developments in the treatment of
addiction. Notifications are sent to the Home Office by doctors,
who are legally obliged to supply certain details of patients they
attend who they know or suspect are addicted to one or more of a
list of thirteen opiates (including heroin) or cocaine. Notifications
from prison doctors aside, the number of addicts notified directly
reflects the demand for medical treatment of addiction or of related
complaints.

Only a minority of addicts are notified — now anywhere between
a quarter and a tenth according to different estimates — but trends
in notification numbers also probably reflect trends in the overall
extent of opiate addiction, and therefore in the unmet potential
need for treatment. Figure one shows that since 1980 the demand
and the need for treatment have probably both been sharply
increasing. Nor can this be accounted for by a steady accumulation
of addicts plus the relapse of the previously addicted, because there
has been an even steeper rise in the number of addicts notified for
the first time.

In response to the first wave of young heroin addicts in the '60s,
the government set up a network of specialised hospital treatment
centres. At first they succeeded in taking over treatment of the
majority of existing and new addicts from GPs, who had been
banned from prescribing heroin for addiction. But the specialist
centres have been unable to absorb the much larger waves of ‘new’
addicts (many will have been addicted for several years before being
notified) in the '80s, most of whom have turned to GPs for
treatment. As figure three shows, assessment and treatment of

opiate addiction is no longer the preserve of specialists, one of the
main facts behind recent re-evaluations of the treatment system and
an important feature of the current debate.

Initially many hospital centres prescribed addicts the drug they
wanted — heroin. But in the mid-70s, the balance tipped from
attracting addicts into treatment and prescribing drugs that would
keep them there, towards prescribing regimes that denied the addict
the legal means to continue their heroin/injecting lifestyle, and then
sought to move them relatively quickly to total abstinence from
opiates (figure four). Some observers suggest ‘consumer resistance’
to these regimes is why most addicts seeking treatment now go first
to GPs, and why many more do not seek medical help of any kind.

But even if the treatment centre doctors — with few exceptions,
the only ones who could prescribe heroin for addiction — returned
to heroin prescribing, they would now be in ‘competition’ with a
large, well organised illicit market of a kind that did not exist in the
'60s (figure five). With illicit supplies relatively easily available, the
extent to which heroin prescribing can now induce addicts into
treatment must be much less than in the '60s or early '70s.

Integrating — or choosing between — attracting new patients
into treatment, confronting existing patients’ addiction, attempting
to undercut the illicit market, and, now, preventing the spread of
AIDS — in the context of a greatly increased addiction problem and
an established illicit market — these are the unenviable alternatives
facing addiction treatment today. i

Mike Ashton

How many addict patients? How many new patients?
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THE FUNDAMENTAL CHALLENGE. Coping with and — if
possible — countering the recent rapid increase in
the demand for treatment is the fundamental chal-
lenge facing addiction treatment today. The number
of notified addicts nearly doubled in the ten years
from 1970: in the first five years of the ’80s, the

figure has all but tripled. The number notified for the first time,
an indicator of the rate of spread of addiction, rose even more
steeply — by two and a haif times between 1970 and 1980 and
then quadrupling in the following five years. See figure 2 for the
ages of these ‘new’ addicts and figure 3 for the dectors whe
notified them.



Are ‘new’ addicts getting younger? |

Where do ‘new’ addicts go for treatment? |

Cumulative percentage of UK addicts notified for the first time aged
under 21, 21-29, or 30+.
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THE NEW YOUNG ADDICTS. Throughout the *70s and
’80s newly notified addicts have been mainly in their
teens or twenties. Though rising since 1979, the
propartion of under-21 year olds is still less than in
the early '70s, but the numbers are far larger — over
1500 in 1985 compared to 310 in 1978.

What drugs do treatment centres prescribe?

Quantities of heroin (injectable) and injectable or oral methadone
prescribed to addicts by NHS hospitals in England and Wales.
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THE MOVE AWAY FROM HEROIN. Soon after heing
established in the late ’60s, hospital treatment
centres began to switch addict patients from heroin
— their drug of choice — to injectable and then oral
methadone. By 1977 just one in ten of all addicts in
treatment were being prescribed heroin.

Cumulative percentage of addicts notified for the first time who were
notified by GPs, hospital doctors (mainly in the treatment centres), or
by prison medical officers.
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GPS IN THE FRONT LINE. The general practitioner has
hecome first port of call for most of the increasingly
large waves of new young addicts seeking treatment.
Hospital treatment centres — set up to divert addicts
array from GPs — have been relegated to second
place.

How big is the illicit market?

Quantity of heroin seized by UK Customs and police and cumulative
total seizures.
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COMPETITION INCREASES. In the first years of the *70s
prescribing had been controlied and smuggling was
minimal. In the late *70s, most seized heroin was en
route glsewhere. But now hundreds of kgs of smug-
gled heroin destined for the UK market are seized —
and many more hundreds are not.
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PLATFORM

Twice rebuked by her own profes-
sion’s disciplinary committee, Dr
Dally still forcefully argues the case
for ‘stabilisation’ treatment for long-
term opiate addicted patients.

Ann Dally

THE PRESENT DEBATE about pre-
scribing and the increasingly prohibitionist
policies of the past decade, can already be
seen as an episode in the long history of
medical madness. Every now and then the
medical profession launches an attack on a
section of the community. The causes
usually include a desire for power, fear of
alternative, rival approaches, and the
attempt to forestall inevitable changes.
The attacks usually take the form of a bid
for ascendancy on the part of a few doctors
backed by moral indignation in the general
population: the aim is to destroy, control
or conceal what is regarded as ‘morally
unacceptable’.

The victims are usually without power or
organisation and often disadvantaged:

— they may be young, as when doctors
informed the world, on ‘scientific’ grounds,
that masturbation caused insanity;

— they may be unfortunate, as when
psychiatrists shut unmarried mothers into
lunatic asylums;

— they may be potential rivals, as in the
vicious attacks by doctors on independent
midwives during the nineteenth century.

Doctors are in a unique position to make
such attacks, for they hold a unique kind of
power and knowledge. Recently one of
their most blatant attacks has been on drug
addicts, particularly long-term addicts.
Like all such attacks, it claims to be in the
best interests of the patients and to em-
body ‘good clinical practice’ formulated in
the ‘light of experience’ — but it is none of
these things.

After the drug dependency units were
set up in 1968 and GPs were forbidden to
prescribe heroin, they came to believe drug
dependency was now a matter for ‘special-
ists’ and so did not develop skills for
dealing with addicts. Later events rein-
forced this trend. The Guidelines' of 1984
purported to encourage GPs to look after
addicts but in effect carried the opposite
message. Now few GPs feel competent in
the field and most don’t want to be
involved.

No one makes trouble for doctors if they

1. Medical Working Group on Drug Dependence.
Guidelines on good clinical practice in the treatment of
drug misuse. DHSS, 1984,

2. Marjot D., in File on four, BBC Radio 4, 14
February 1987.

3. Shown for example in the Granada TV War on
drugs programme, 11 May 1987,

4. *Management of drug addicts: hostility, humanity
and pragmatism”. Lancer: 9 May 1987, p.1068-9.

5. At a mecting of the Royal College of Psychialrists
held in Llandudno, 28 March [987.

The author runs a private practice spe-
cialising in addiction treatment and is
president of the Association of Indepen-
dent Doctors in Addiction.
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STABILISE
NOT CRIMINALISE

ignore or reject addiction treatment, but
plenty of trouble awaits those who take an
interest and dare to prescribe. Home
Office and General Medical Council disci-
plinary procedures have become more
frequent. It has become increasingly clear
that doctors who try to help addicts are
putting their heads above the parapet, and
are likely to have them shot off * a
position powerful doctors have worked to
achieve.

Meanwhile the ‘official’ policy, initiated

by a small group of London drug de-
pendency unit consultants but adopted
over most of Britain, has become in-
creasingly restrictive. The policy is as far as
possible to:
— stop prescribing for addicts, or pre-
scribe non-injectable heroin substitutes
only for a short period to those who say
they wish to give up drugs. regardless of
the patients’ increased use of the black
market;

Prohibitionist policies can already be
Seen as an episode in the history of
medical madness.

— make the prescribing regime the same
for everybody, regardless of individual
differences;

— make a contract with the patient about
what you are going to prescribe and when
they will be drug free: s/he will sign
anything to get their drugs, it gives you
control, and if they can’t keep to the
‘contract’, that’s their problem;

— if it becomes known that you never
prescribe injectables, no one will ask for
them: then you can say there is ‘no need’
for them and the policies are working.

This regime caused severe suffering
among long-term addicts, many of whom
had been prescribed injectable opiates for
15 years or more. Few could give up just
because the policy had changed. Those
who could not had to raise perhaps £80 a
day or more for black market drugs.
Almost invariably this meant theft, pros-
titution or drug dealing. It became virtually
impossible for an addict to lead a normal,
honest life — excellent for the traffickers
but tragic for addicts and their families.
Stable addicts became unstable. They gave
up their jobs, sold their houses, lost their
interests and became absorbed in obtaining
drugs. Many died or became physical
wrecks. Many deteriorated as people: mar-
riages broke, children were deprived. The
decisions of a few doctors caused havoc in
the many addicts’ lives.

The community also suffered. Soaring
drug-related crime meant prisons became
overcrowded, largely with drug-related
cases, and in turn became centres for drug
trafficking — many new addicts are now

created in prison. Meanwhile addiction
spread as addicts were forced into
‘pyramid-selling’ to new users to finance
their own black market purchases.

Now there is an even worse threat —
AIDS, spreading faster among heterosex-
uals by intravenous drug users sharing
needles than by any other means. AIDS
has added urgency, but in spite of the huge
shift in public opinion,' it has not yet
changed policies except in a marginal and
cosmetic way. But, as the Lancet empha-
sised recently, even if AIDS did not exist,
there would still be a need to review drug
policies.’

Instead of acting, doctors and adminis-
trators are still arguing about how they can
change as little as possible and whether
‘maintenance’ means ‘no intention to get
the patient off drugs’ or whether it is only
another word for ‘slow detoxification’ or
‘long-term prescribing’. Talk about ‘“flex-
ibility’ has so far not amounted to very
much. Recently the Royal College of
Psychiatrists rejected by a large majority
the motion that ‘maintenance’ has any
place in addiction treatment — and only
one third voted for providing clean needles
on an exchange basis." The Advisory
Council on the Misuse of Drugs is still in
the process of appointing a working party
to ‘look into it'.

Medical madness has often been fol-
lowed by nemesis. Likewise the attack on
long-term addicts has been followed by a
vast and continuing increase in addiction
and AIDS. You can’t hold back the tide of
whatever is happening, but you can make it
worse. You can pretend nothing has
changed or that you must appoint a com-
mittee or do more research before making
up your mind. In an emergency such as
this, many people, including perhaps you
and me. will be destroyed while “experts’
argue about the morality of ‘encouraging
something that is inherently wrong’ or the
precise meaning and implications of
‘maintenance’.

YET WE COULD ensure addiction does
as little damage as possible. We could
separate the clinical problems from the
power struggles and accept the realities.
Come what may, addicts will continue to
get their drugs. If we would only be more
logical, they could get these in a way that
would protect us all and also eliminate the
black market. Understandably doctors are
reluctant to be drug suppliers — yet they
insist on keeping their monopoly on pre-
scribing. If doctors cannot be more realistic
and less power-conscious, then supplying
drugs to addicts need not be done through
them — other arrangements could be
made. If this were to happen, we, as
doctors, would have to be prepared to give
up some of our power.




TALKING POINT

AIDS AND DRUG WORKERS

AIDS IS CLEARLY an issue which drugs
agencies must confront, and articles such
as Bill Nelles's (Druglink, May/June 1987)
stand as a clear challenge to do so. Yet
there is, still, a detectable reluctance
among some agencies to ‘do’ anything
about AIDS (except, that is, to discuss
what should be done). In the drug agen-
cies, we need to ask ourselves what, in
practical terms, we are doing now, that we
weren’t doing before we heard of AIDS.
Where there has been little change, this
may be explained by our own reluctance to
face issues which affect us very personally:
specifically, those of sexuality and death.

It is, of course, possible to argue that
these issues often crop up in the course of a
counselling session, so any trained counsel-
lor should be able to deal with them as with
any other problem. This argument falls
short of the truth for several reasons. For
example, counselling about sexual or rela-
tionship problems tends to go on in very
general terms, rarely turning into a graphic
discussion of sexual activities — a very
different matter from telling a client how to
put a condom on, or how to produce the
sensations of penetration without anal or
vaginal intercourse. Working with people
to change their sexual habits requires that
sexuality should no longer be embarras-
sing: this requires us to be comfortable
with our own sexuality, and that of our
clients.

Death and bereavement, too, are issues
which are shown in a new light as a result
of AIDS. For some agencies, the death of
clients has always been an occasional real-
ity, but the workers concerned did not
necessarily have the individual or agency
resources to deal with these events. It may
rather have been a case of biting back grief
and using emotional detachment to deal
with client deaths — the way most people
in our culture deal with death. This is not
particularly healthy, nor is it appropriate as
a ‘coping mechanism’ for those working
with HIV-positive people or those suffer-
ing from AIDS. Our own suppressed grief,
fear and bitterness at the deaths we have
encountered, whether in our private or
work lives, have to be dealt with to some
degree before we can provide care to those
who are dying from AIDS, or those who
are infected and fearing death.

The central problem is that most of us
did not come into the drugs field to do this
type of work. We did not expect sexuality
and death to be issues which occupied a
large part of our time and attention, or, at
least, not in the very personally challenging
way outlined above. This fact has many
implications for agencies, both in terms of
future volunteer and worker selection, and
current staffing practicalities. How will we

The author is the supervisor of the
Swansea Drugs Project (phone 0792
472002) and chairs the West Glamorgan
AIDS Project.
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Facing death and talking in graphic
detail about sexuality and sexual
practices is hard for most of us —
but that’s just what AIDS is forcing
drugs workers to do. Should they —
can they — meet the challenge?

Paula Hendry

ensure that a client, who has developed
full-blown AIDS, receives high standards
of care from a staff member who is capable
of discussing death and associated issues, if
the client wishes to? Have we reached the
point in our own personal coming-to-terms
with death where we can befriend a client
to the point of their death, with the
necessary calmness and strength?

The training implications are clear, but
are all our staff prepared to undergo that
training, to confront the virtually unique
juxtaposition which AIDS creates between
some common sexual activities on the one
hand and illness or death on the other?
That training in itself can be painful,
striking deeper chords than any general
counselling training course and is, under-
standably, not an experience which every-
one can undergo with equanimity.

Deaths workers have encountered in
the past may profoundly influence
their relations to the dying.

What, then, does such training entail?
The relevant work on sexuality centres on
recognising sexual conditioning (most com-
monly messages about sex received as a
child), and understanding it for what it is:
subjective rather than an absolute state-
ment of what is ‘right or wrong’, ‘nice or
dirty’. It is necessary to lay aside prejudices
arising from this conditioning. Whether we
find ‘rimming’, oral sex during menstrua-
tion, or any other activity, distasteful, is
not the point. We must be able to accurate-
ly assess and communicate the degree of
risk of these activities without any bias
arising from our own sexual preferences.

Lastly, sexuality work is about losing
some of our social inhibitions. We cannot
— as the government’s leaflet campaign
did — ‘throw’ safer sex information at
people in a random way, and hope they
will absorb it, in spite of our embarrass-
ment and theirs. Working with people to
change their behaviour, as all drugs work-
ers know, needs careful, long-term support
and motivation. This educational work
cannot take place if we, as workers, feel
embarrassed, or, indeed, if our own sexual
habits are ‘unsafe’— drugs workers are not
in some mysterious way immune from HIV
infection.

Emotional detachment characterises the
most common approach to care of the
dying: ‘not getting involved’. This is both
painful for the client/patient/family mem-

ber who is dying, and does them a great
dis-service. Now many people involved in
AIDS work are finding they cannot (and
do not wish to), leave their work behind at
the end of the day. It is particularly true of
our treatment of the dying that our be-
haviour towards them is inextricably bound
up with the ways in which we have dealt
with the deaths we have known in the past,
or with the fear of our own death. But this
close identification puts us at risk of
emotional burn-out, and of overwhelming
anxiety for the health of those of our
clients who are HIV-positive.

The answer to this dilemma lies in
spending time in a supportive environ-
ment, working on our grief and associated
feelings of anger, fear and bitterness. As
an initial training requirement, workers
must be introduced to the idea that the
deaths they have encountered in the past
may profoundly influence their current
reactions to death and the dying. It is
necessary for counsellors to be involved in
counselling each other, to express — and
so relieve — their emotions within the
confines of a counselling group. In their
client work, this ‘purging’ process enables
workers to focus as far as possible on the
dying person, without being distracted by
their own grief. It enables them to become
very close to the dying, without fear of
permanent emotional damage when death
occurs, since an outlet is provided for the
thoughts and feelings provoked by that
event. Such training and mutual support
necessitates an openness and concern for
other workers which many projects may
not yet have achieved.

The advent of AIDS means we can no
longer separate our work and personal
lives as sharply as we would probably
prefer for our own comfort: not, perhaps, a
palatable fact for most of us. But, as Bill
Nelles pointed out, even if we mobilise
needle exchange and other measures now,
many of our clients will already have been
infected. We will find it difficult to counsel
and advise them with the necessary optim-
ism and hope for their future, if the
possibility of their death is a fearsome,
lurking spectre, which we as counsellors
refuse to confront.

A PROPORTION of our clients will de-
velop full-blown AIDS. For many of them,
their drugs worker will be the one worker
they have learned to trust and the one who
best understands their drug use. While we
may prefer to turn these clients over to
AIDS projects and medical staff, the fact
remains that it may well be to us they turn
for befriending towards their death. We all
need to make agency decisions as to
whether we are ready to undertake work of
this type. Where reluctance to confront the
AIDS issue remains, we must ask ourselves
whether that reluctance can realistically be
justified in the face of the likely high levels
of HIV infection among injecting drug
USers. Al
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ADDICTION: THE PSYCHOLOGICAL HALF-NELSON

PERHAPS the one thing which differenti-
ates the human species from the others on
earth is the limitless human capacity for
differentiation: our potential for making
choices. The phrase ‘fulfilling one’s poten-
tial’ has been used and re-used to the point
of becoming a cliché. If it still means
anything, it must mean that an individual is
capable of individuality — of taking goal-
orientated decisions which they believe to
be in their best interest.

Another thing which marks us out from
the rest of creation is the capacity to
become, as a result of our own actions,
dependent on mood-altering substances.
We voluntarily change our internal en-
vironment by means both fair and foul.

Drug dependence and drug independ-
ence exist only as notional end-points to a
continuum. Where does ‘use’ end and
‘abuse’ start? What differentiates experi-
mentation from habituation?

One potentially useful way of mapping
the journey from drug independence to
drug dependence is to equate it with the
increasing inability to make choices. The
‘career’ of a long-term drug misuser can be
plotted through the cumulative limitations
placed on that person by their increasing
dependence, leading to the vanishing point
where the drug and its acquisition become
the only choice they can make — and to

1. Miller W.R. “Motivational interviewing with prob-
lem drinkers.” Behavioural Psychotherapy: 1983, I1,
p.147-172.

2. Marfatt A. and George W. “Relapse prevention:
introduction and overview of the model.” British
Journal of Addiction: 1984, 79, p.261-275.

The author is a senior clinical psycholog-
ist and coordinator of the Options Pro-
ject in Worthing.

LETTERS

Michael George offers a vision of
addiction as the progressive and
deceptive loss of the human capacity
to choose.

Michael George

have a ‘choice’ of only one alternative
makes a nonsense of the word. The addict
becomes driven by one drive alone and as
such is in grave danger of forfeiting much
of their human potential.

As a result other factors emerge which
can further weaken the addict’s capacity
for change. Habituating to the mental set
of ‘choosing the drug’, they lose sight of

“There is no subjugation so perfect as
that which keeps the appearance of
freedom, for in that way one captures
volition itself.”
— Jean-Jacques
1762.

the alternatives which are actually avail-
able. Once drug use assumes the status of a
necessity, it is only human nature to turn a
blind eye to the risks, costs and losses
involved. It becomes a case of accepting
that which you cannot change and persuad-
ing yourself that it’s ‘not so bad after all’.
Hence the apparently self-destructive ac-
tions of drug misusing clients who sweat
under one sword of Damocles or another
— a final ultimatum from an employer,
spouse, parent or partner; a court case
deferred to ‘give them a chance to sort
themselves out’; or an imminent threat to
their well-being from accident or disease.

In many cases the cumulative effect of
these pressures fails to reach the ‘critical
mass’ which makes behaviour change
possible. Why should this be?

Rousseau, Emile,

Rousseau’s advice to teachers was: “Let
the child believe that he is always in
control, though it is always you, the
teacher, who really controls. There is no
subjugation so perfect as that which keeps
the appearance of freedom, for in that way
one captures volition itself . . .” (italics
added).

Substituting ‘user’ for ‘child” and ‘subst-
ance’ for ‘teacher’ helps explain the
addict’s inability to change despite the
pressures. The addict retains the illusion of
decision-making, submitting to the insi-
dious imposition of increasing limitations
still believing they retain a hold on their
own destinies. A major emphasis of treat-
ment must therefore be to encourage
drug-independent decision making — the
perception of real alternatives once again
and the freedom and empowerment to
decide accordingly.

This aspect of counselling is especially
important in preventing relapse. The so-
called “Abstinence Violation Effect™ can
turn a lapse (a limited, temporary resump-
tion of drug use) into a ‘re-lapse’ (total
re-involvement with ‘back to square one’
results). Drug misusers convince them-
selves that a single violation of abstinence
means ail is lost, and they might as well
relinquish all attempt at control — an
example of drug-dependent quasi-decision
making; the perception of no alternatives.

DRUG-RELATED tramline thinking is a
travesty of the human potential for inven-
tion and diversification, but to ignore it is
to underestimate the psychological half-
nelson of the addictive process. Counsell-
ing should loosen this stranglehold by
encouraging autonomous thought and ac-
tion: a personal declaration of indepen-
dence. a

AIDS: ‘never share’
should be the

message
Dear Editor,

In the article *“Addicts can
change™ (Druglink, March/April

1987, p.8-9), I was very surprised to
read the list of “low risk™, “medium
risk” and “high risk” behaviours
related to HIV infection.

It is extremely dangerous to diffe-
rentiate in this way. For example,
who is to know that sharing needles
and syringes with a few friends is
safer than sharing with a large num-
ber of strangers? What level of
‘safety’ is involved? Is this good
enough? What is meant by “usually
clean equipment effectively”™? We
are treading a very dangerous path
if we give peopie these types of
categories.

Information should be given in a
clear, unemotional and factual way.
Injecting is dangerous and for peo-
ple who are not prepared to stop,
the only reliable way to avoid infec-
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tion is not to share needles and
other equipment. This is the mes-

sage we should be promoting,
together with supplying sterile
equipment.

Anything less than this is risky
and highly contentious.
Heidi Gilhooly
Counsellor, AIDS Information
Officer, Drug Concern (Barnet)

Dear Editor,

It is a pity that the otherwise
interesting article on AIDS and
addicts'  behaviour  (Draglink,
March/April 1987, p.8-9) caused,
among workers in the field, strong
disapproval and a sense of alarm, as
the sharing of equipment — limited
to small groups or infrequently — is
described as “medium risk” in the
inserted table.

This message is confusing and
may lead to misinterpretation and
inaccurate information inadvertent-
ly being passed on to drug users.

A strong “NEVER SHARE”
message, not only for HIV, but

other illnesses too, should be pro-
moted loud and clear to maximise
our chances of success, as. on ex-
isting knowledge, one cannot be
over-cautious.

Dr E Baracat
On behalf of the St Clement’s Drug
Dependency Unit, London

Drugs no answer to
social problems

Dear Editor,

John Marks (Druglink, July/
August 1987, p.l14) suggests that
maintenance prescribing engages
users into treatment who might
otherwise procure adulterated sub-
stances from unsavoury sources.

The argument that maintenance
prescribing is a necessary carrot has
never been proved. For some users,
the idea of a maintenance prescrip-
tion as a way into treatment is like
offering food to an anorexic as a
way into treatment. There are mis-
users who seem reluctant to avail
themselves of any service offered.

| Letters should be less than 300 words in
length and may be abridged at the
editor's discretion. Letters criticising
previous articles may be sent to the

| original author so they can reply in the
same issue of Druglink.

There is also the issue of mainte-
nance prescribed drugs finding their
way on to the black market or of
patients supplementing their dos-
ages with illicit supplies.

A long history supports the no-
tion that prescribing substances to
treat problems which are largely
social creates more problems than it
solves. There is a fundamental ques-
tion begging to be asked — for
whose benefit are these drugs being

" prescribed to addicts?

As for buying drugs from the
Matfia, well, you may also be renting
your hotel room from them, buying
your casino gambling chips, buying
your clothes from their shops, or
even be a fan of their musicians . . .

Alan Rosenbach
Substance Abuse Project, Crawley




REVIEWS

THE HEROIN USERS. Tam Stewart. Lon-
don: Pandora, 1987. xii, 240 pages. £5.95.

Written from a woman’s point of view by
an ex-member of the Liverpool heroin
scene, The heroin users is an exceptional
book. While there is a whiff of the confes-
sion box about it, the ‘MY LIFE TRAP-
PED IN HEROIN HELL’ theme is only
allowed in temporarily and even then
manages to be highly informative as
opposed to merely embarrassing.

Books in this genre, though worthy in
intention, usually amount to a testament of
faith in a particular cure or a lurid attempt
to shock ‘the kids’ away from drug use.
Tam Stewart breaks refreshingly out of this
mould and offers to guide the reader
through an exploration of her own, and her
colleagues’, experiences. The reader is
then left to draw their own conclusions, on
the grounds that understanding is perhaps
better achieved from a distance than from
the author’s close proximity to the subject.

The readability of this lively and humor-
ous work is enhanced by its very useful
organisation. The book is divided into four
main parts and over 60 sub-sections, deal-
ing with a wide range of topics from advice
on sexual adventures to “Junk and Jesus”.

Speaking from her vantage point in
Liverpool, Ms Stewart claims: “The people
have lost their religion: they want their

opium back”. It is acknowledged that
heroin can cause problems for the “Mar-
quis of Arsehole”. It is also pointed out
that such well-heeled individuals wouild
never find themselves wishing they could
sell their “Princess Margarets™ (the lungs
of a heavy smoker) to a body bank in order
to finance their habit. “Some junkies sell
shares to finance their habit while others
flog the furniture. It is obvious which of
these sacrifices is easier to make.”

The reader is shown how heroin use
among unemployed people often amounts
to a do-it-yourself job creation scheme.
Once enrolled, the ‘trainee’ becomes
familiar with a world where crime and
heroin walk hand in hand and the excite-
ment of procuring the drug becomes as
addictive as the substance itself. An other-
wise dull and anonymous existence is given
some meaning by accepting the challenge
laid down by heroin and its plethora of
state-endorsed mythologies. Acquiring,
sustaining and finally quitting a heroin
habit requires a level of skill, commitment
and ingenuity that would be hard to find
among the members of many other profes-
sions.

Most of Ms Stewart’s colleagues cited
concrete goals, such as jobs or large sums
of money, as the things that would encour-
age them to stop using. If these concrete
goals are unattainable, then “a gallon of

methadone and a straw” will do to be going
on with. Psychotherapy is vociferously
condemned, and the location of ‘sympathy’
in the dictionary is seen to accurately
reflect its worth, ie, “somewhere between
shit and syphilis”.

There are countless reasons for recom-
mending this book. For me, the one that
stands out is Ms Stewart’s courage in
presenting a book which shows, in context,
the attractions of a heroin using lifestyle.
These attractions have got to be under-
stood if we are to respond to heroin users
in an appropriate manner.

The dominant discourse, echoed in the
majority of the literature, is one where to
mention such attractions is to run the risk
of being branded a traitor in the ‘War
Against Drugs’. In writing this book, Ms
Stewart has symbolically burnt her draught
card and joined the ‘loyal opposition’ who
fear that a declaration of war means that
logic, reason and understanding are re-
placed by lies, damned lies, and statistics.
Essential reading.

Mark Gilman

The reviewer is a co-author of Young
people and heroin in the north of England
(Gower Press, 1987) and is currently Pre-
vention Development Officer with the
North West Regional Drug Training Unit in
Manchester.

DRUGS IN PERSPECTIVE. Martin Plant.
London: Hodder and Stoughton, 1987.
£5.95.

The new edition of Drugs in perspective
provides an introductory overview of cur-
rent thinking and research in drug use and
misuse. It is a well presented book with
nine chapters working their way through
the drugs people use, why they use them
and what happens when they do, followed
by an appendix of useful addresses and a
recommended reading list.

Chapter one sets the scene by presenting
the case for examining all substances —
legal and illegal — together and highlights
the paradox in social policy and prevailing
public attitudes to different drugs. In the
chapter on drugs and their effects a num-
ber of difficulties arise. It is hard to see
why the author chose the headings he did,
sometimes naming a currently misused
drug (eg, alcohol) or a drug (eg, Mandrax)
no longer misused, and other times an
arbitrary drug group. In an introductory
text this is not calculated to help the reader
understand drugs and their effects — an
objective better accomplished by using a
classification according to effects on the
nervous system.

There are a number of other details in
this chapter with which I would take issue.
For example, mentioning only two with-
drawal symptoms from alcohol is poten-
tially misleading, as is the statement:
“Sometimes withdrawal after prolonged
heavy opiate use is fatal” — as far as I
know, this only happens in those who are
already ill. This highlights the difficulty in
choosing not to include many references in
the text, as clearly statements like this must
be backed up. Equally, I would welcome

something newer than: “The seriousness of
opiate withdrawal has been much exagger-
ated”, when what we need is an under-
standing not of how comparatively mild
the symptoms are, but why they are so
difficult for ‘addicts’ to bear.

In discussing why people use drugs, the
author offers a collection of ‘approaches’,
‘reasons’ and ‘theories’. The conclusion,
that there is no one theory but there are
many reasons does not do justice to the
currently favoured model of drugtaking
which is embedded very firmly in social
learning theory of human behaviour, and
takes account of all the ‘reasons’ cited for
particular patterns and incidents of drug-
taking. The conclusion to this chapter
suggests a confusion of ‘theory’ with the
causes of a particular piece of behaviour —
theories subsume causes rather than being
equivalent. Furthermore it was disappoint-
ing in a field so unjustifiably bereft of good
sociological analysis that the author, a
sociologist, dealt with the contribution of
sociological theories in half a page.

The chapter on “Drugs and the Law” is a
testimony to the value of having continu-
ally updated information in this rapidly
changing field. This chapter presents in-
formation of great practical value on the
legislation relating to the whole variety of
drugs of misuse. Sadly, though, it contains
a resounding inaccuracy about late ’60s
drug legislation: “General practitioners
were no longer allowed to prescribe opi-
ates for drug dependence”. In fact they
were allowed to prescribe opiate drugs
other than heroin (and now also dipipa-
none). This misconception is common and
it was regrettable to see it reproduced in
this book.

What becomes of drugtakers and what

can be done are disposed of in relatively
short chapters: the author sets the record
straight about the ‘fate’ of drugtakers
generally not being deterioration and
death, but I anticipated more than two
suggestions — restricting availability and
education — on preventive strategies.
There is little on damage-limitation or
harm-reduction, increasingly provided by
agencies whose hands are not tied by an
excessively ‘moral’ approach to drugtak-
ing. And what about the plethora of
increasingly sophisticated interventions
being developed by those who have a
theoretical framework for understanding
drug use and misuse? Perhaps this omis-
sion is a reflection of the lack of clarity
over what it is we are trying to prevent.
The book is commendably free of jargon
and therefore entirely accessible to readers
from any academic or professional back-
ground. It would, however, have been
valuable to explain concepts such as the
“addiction producing potential of some
drugs” and equally to give a name to
others, such as the extent to which a drug’s
effects are dependent on the environment
(‘plasticity’) — so simply described in
chapter two. After all, discussions about
jargon aside, it is useful to have a common
language in a particular field of enquiry,
and books such as this are well placed to

promote such a language.
Gillian Tober

The reviewer is currently Tutor in Addiction
at the Leeds Addiction Unit and formerly a
social worker at the Leeds Detoxification
Centre.

Drugs in perspective is available from
ISDD at £6.50 inc. p&p.
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LISTINGS

Materials listed below are available for
reference in ISDD’s library. For a free
listing, send a copy of your new
publication/audio-visual material to
ISDD's library. Courses, conferences and
other events also listed — send details to the
editor at least six weeks in advance. Inclu-
sion cannol be guaranteed.

PUBLICATIONS

General

» THE NATURAL MIND. Revised
edition. Andrew Weil. Boston:
Houghton Mifflin, 1986. 226 pages.
Book.

An update of the "60s classic
subtitled *“An investigation of drugs
and the higher consciousness™.
Available through bookshops.

» ACTION ON DRUGS. TVS
Community Unit, 1986. Pack.
Information pack accompanying the
drugs campaign mounted by the
regional television company in late
1986. A report on the campaign is
also available.

Available from the Community Unit,
TVS, Television Centre,
Southampton, SO9Y5HZ.

Helping drug users

Drug Problems
Where to get help

o

&

» DRUG PROBLEMS: WHERE TO GET
HELP. Updated 2nd edition. BBC
Drugwatch and SCODA, 1987. 166
pages. £3.95. Directory.

The only national directory of drug
services. Organised by geographical
region and type of scrvice.
Available through bookshops, or
from SCODA, I Hatton Place,
London ECIN 8ND at £4 inc p&p.

» TRANQU\LLITY WITHOUT
TRANQUILLISERS. Granton
Tranquilliser Support Group.
Edinburgh: Scottish Community
Education Council, 1986. 24 pages.
£1. Booklet.

A guide to coping with tranquilliser
use and withdrawal illustrated by
first hand accounts from ex-
tranquilliser users who have been
helped by self-help groups.
Available from the Community
Health Project, Craigmuir School,
West Pilton Park, Edinburgh EH4
4ET.
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> “GOING WEST”. WORKING WITH
YOUNG PROBLEM DRUG-USERS ON
THE STREETS OF CENTRAL LONDON.
Mark Lee, Leslie Rudd, and Janis
Barrett. London: Turning Point,
1987. iv, 126 pages. £10. Report.
Report on detached work with
young problem drugtakers not in
contact with any helping agency.
Available from Turning Point Drugs
Research Unit, CAP House, 9/12
Long Lane, London ECIA 9HA.

> SUFFERING FROM LIFE. North
West Regional Drug Training Unit,
1987. Purchase price £21, hire price
£7, inc p&p. Video.

Training video and suggested
exercises on women'’s drug use
based on interviews with
professionals.

Available from NWRDTU, Kenyon
Ward, Prestwich Hospital, Bury
New Road, Manchester M25 7BL.

» ADDICTION PACK. Lynx. Belfast:
Extern Organisation, 1987. 44
pages. Single copies free.

[llustrated guide to drug problems
for professionals in Northern
Ireland. Information on legal and
illegal drugs, details of facilities
available and a wallchart of essential
facts about drug effects.

Available from Francis Dunsaith,
The Extern Organisation, 46
University Street, Belfast BT7 [HB.

Education

» TACFACTS. TACADE, 1987. A
series of 12 concertina leaflets
available at £2.50 + p&p or £0.25
each + p&p.

One leaflet each on: alcohol;
amphetamines; barbiturates;
caffeine; cannabis; cocaine; heroin;
inhalants; LSD; nicotine;
tranquillisers; Misuse of Drugs Act.
Available from TACADE, 3rd
Floor, Furness House, Trafford
Road, Salford, M5 2X]J.

> DRUGS, ALCOHOL AND MENTAL
HEALTH. Alan Cornwell, Vicky
Cornwell. Cambridge University
Press, 1987. 96 pages. Book.

A concise account of problems
related to drugs and alcohol and
states of mental illness. Mainly
written for *A’ level social biology
students,

Available through bookshops.

» HEALTH AND DRUGS. Dorothy
Baldwin. Hove: Wayland, 1987. 32
pages; illus. £5.25. Book.

[llustrated colour book for young
people on legal and illegal drugs
with the intention of promoting
sensible choices regarding drug use.
Available through bookshops.

> DRUGS. Nigel Hawkes. London:
Observer Communications, 1987. 48
pages. £2.50. Booklet.

Educational booklet based on
newspaper reports from around the
world. Looks at historical, social
and treatment aspects, with sections
on the drug trade and the war on
drugs.

Available through bookshops.

Heroin lifestyles

» THE HEROIN USERS. Tam
Stewart. London: Pandora, 1987.
£5.95. Book.

Based on the author’s experience
as a heroin user in Liverpool. Who
takes heroin and why, and the
lifestyle changes that may result.
Information on how to come off
heroin and some of the myths that
surround the drug’s use.
Available through bookshops.

» THE NEW HEROIN USERS.
Geoffrey Pearson. Oxford: Basil
Blackwell, 1987. 194 pages. £6.95.
Book.

First hand accounts from heroin
users of what their drug use has
meant to them, based on research in
the north of England.

Available through bookshops.

Cocaine

» COCAINE: DRUG NOTES 5. 1SDD,
1987. 12 pages, £0.70. Booklet.
Basic facts on cocaine and its use in
Britain. Special sections on the issue
of dependence and comparing
sniffing and smoking.

Available from ISDD.

> ADVERSE HEALTH
CONSEQUENCES OF COCAINE ABUSE.
A. Arif, ed. World Health
Organisation, 1987. vii, 41 pages.
Book.

Chapters on treatment and
prevention and on freebasing as well
as adverse health and social
consequences.

Available through bookshops or

from HMSO Publications Centre, 51

Nine Elms Lane, London SW8
SDR.

» COCAINE: CLINICAL AND
BEHAVIQURAL ASPECTS. Seymour
Fisher, Allen Raskin and E.H.
Uhlenhuth, eds. Oxford University
Press, 1987. ix, 256 pages. Book.

A collection of papers providing an
overview of cocaine and discussing
historical, cultural, clinical and
necurological aspects of cocaine use.
Available through bookshops.

Families

> DRUGS: INFORMATION FOR
PARENTS. Manchester University
Television Productions and North
West Regional Drug Training Unit,
1987. Purchase price £46, hire price
£7, inc p&p. Video.

Training video for anyone working
with parents’ groups, giving basic
information on drugs and their
effects.

Available from ISDD.

» CHILDHOOD AND CHEMICAL
ABUSE: PREVENTION AND
INTERVENTION.

Stephanie Griswold-Ezekoye, Karol
L. Kumpfer and William J.
Bukoski, eds. New York and
London: Haworth Press, 1986. xvii,
299 pages.

An American collection of papers
covering various aspects of
adolescent drug usc and its
prevention.

Available through bookshops.

C OPING WITH

ANVGHTMARE

» COPING WITH A NIGHTMARE:
FAMILY FEELINGS ABOUT LONG-
TERM DRUG USE. Nicholas Dorn,
Jane Ribbens and Nigel South.
ISDD, 1987. 72 pages. £2.50. Book.
Firsthand accounts of what it’s like
to have a drug user in the family.
Available from ISDD.

Sport

» DYING TO WIN. Sports Council,
1987. Concertina leaflet.
Information and advice for coaches,
parents. teachers or friends who
may know someone taking drugs to
improve their athletic performance.
Available from the Sports Council,
16 Upper Woburn Place, London
WCIH 0QP, phone 01-388 1277.

Research

» DRUG QUESTIONS, ISSUE 3.
Nicholas Dorn, Lorraine Lucas and
Nigel South. ISDD, 1987. 105 pages.
£10. Directory.

Third issue of the annual register of
drug research projects in Britain
from ISDD’s Research &
Development Unit.

Available from Lorraine Lucas at
ISDD.

Journals

» BUZZ: NEWS AND DEBATE ON
DRUG MISUSE IN EAST SUSSEX. East
Sussex Drugs Advisory Council.
Twice-yearly newsletter, first issue
Summer 1987.

A forum for the exchange of views
and information among people
working in drug abuse in East
Sussex.

Available from ESDAC, Pelham
House, St Andrew’s Lane, Lewes,
East Sussex BN7 1UN.

» THE AIDS LETTER. Royal Society
of Medicine Services Ltd. £12 p.a.
subscription. Bi-monthly newsletter,
first issue June 1987.

Claims to provide up-to-date,
reliable information on all aspects of
AIDS and HIV, free from
commercial influences.

Available from RSM Services, 1
Wimpole Street, London WIM 8AE,
phone 01-408 2119.



LISTINGS

» DRUG SEMINAR. Brahma
Kumaris World Spiritual
University. 16 September 1987.
London. Free.

Will examine the benefits of a
holistic/personal approach to
combating addiction and report
back on the Vienna international
drugs conference.

Details from BKWSU, phone 01-328
2478.

» RESIDENTIAL WORK AND
SOLVENT ABUSE. National
Children’s Bureau and Wirral
Committee on Solvent Abuse. 24
September 1987, Liverpool. £12.
Accommodation £10 + VAT.

One day scminar.

Details from Ralph Charles, Wirral
Solvent Abuse Council, 222 Liscard
Road, Wallasey, L44 5TN.

» SKILLS FOR MANAGING
TRANQUILLISER WITHDRAWAL.
Bolton Withdrawal Project. 25
September 1987. Bolton. £20.
Training day/workshop
concentrating on the practical
problems that arisc during
tranquilliser withdrawal and the
skills needed to deal with them.
Details from Julia Silvester,
Psychology Department, Bolton
Generul Hospital, Minerva Roud,
Bolton BL4 0JR, phone 0204
390675.

» OLDER PEOPLE AND DRUGS. 30
September 1987.

» AIDS AND DRUG USERS. 10
November 1987.

Surrey Drugs Resource Scheme.
Epsom. £20, voluntary agencies £15.
Courses for professional and
voluntary groups who come into
contact with drug problems.

Details from Training, Surrey Drugs

Resource Scheme, 80 East Street,
Epsom, KT17 1HF, phone 03727
29425,

» WORKING WITH DRUG ABUSING
PARENTS. 30 September 1987.
Nottingham. £30.

Details from Audrey
Christopherson, 10 Hallam Road,
Nottingham NG3 6HA, phone 0602
507839.

» YOUNG PEOPLE, DRUGS AND
SOLVENTS. 30 September 1987.

» LIMITING YOUNG PEOPLE’S DRUG
USE. 11 November 1987.

National Children’s Bureau.
London. £20.98 for members,
£27.88 non-members.

Two in a five-part series of seminars
on young people and drugs, aiming
to provide practical help to those
working with young people.

Details from NCB, 8 Wakley Street,
London ECIV 7QE, phone 0]-278
9441.

» DRUGS AND ALCOHOL STUDY
COURSE. Leeds Addiction Unit. 8
October-26 November 1987. Leeds.
£45.

Specialist long training courscs for
professionals with a working
knowledge of the problems of
alcohol and drug misuse.

Details from Gillian Tober, Tutor in
Addiction, 40 Clarendon Road,
Leeds LS2 9PJ, phone 0532 45661 7.

» SUBSTANCE MISUSING PARENTS,
THEIR BABIES AND YOUNG
CHILDREN. 30 October 1987.

» AIDS AND DRUG MISUSE:
CONFRONTING THE CRUCIAL ISSUES.
13 November 1987.

» ALCOHOL AND DRUG PROBLEMS
IN THE WORKPLACE: THINKING
ABOUT POLICIES AND PRACTICE.

27 November 1987.

Addiction Research Unit, Institute
of Psychiatry. London.

Series of one day seminars on
current issues in problems of
substance use.

Details from Ms Betsy Thom,
Addiction Research Unit, Institute of
Psychiatry, 101 Denmark Hill,
London SES 8AF, phone 01-703
5411, ext. 110 or {28.

» ORGANISING HEALTH AND DRUG
EDUCATION COURSES. TACADE. 7-
9 December 1987, Berkshire. 21-23
March 1988, Warwick. 22-24 June
1988, Wakefield. £95.

To help trainers organise courses for
teachers and other professionals.
Based on the Free to choose and
Alcohol education syllabus courses.
Details from TACADE, 3rd Floor,
Furness House, Trafford Road,
Salford M5 2XJ, phone 061 848
0351.

» PREGNANCY, CHILDCARE AND
ADDICTION. Leeds Addiction Unit.
18 February 1988. Leeds. £12.

For drugs workers and generic
workers involved in the
management of pregnant women
and young children where drugs
may be involved.

Details from Gillian Tober, Tutor in
Addiction, 40 Clarendon Road,
Leeds LS2 9PJ, phone 0532 456617 .

» THE ROLE OF PRESCRIBING IN
TREATMENT AND REHABILITATION.
Wessex Drugs Forum. 14 September
1987. Bath.

One day symposium for workers in
the South Western and Wessex
RHAs.

Details from Regional Drug
Problem Team, Northern Road
Clinic, Northern Road, Cosham,
Portsmouth, PO6 3EP, phone 0705
324636.

» PREVENTION OF DRUG ABUSE
AMONGST YOUNG PEOPLE. Wirral
Parents Against Drug Abuse. 22-23
September 1987. Liverpool. £12 per
day. Accommodation £15 per night.
National Conference with
international speakers and
workshops on drugs at work,
cannabis, prevention, AIDS and
drugs.

Details from Wirral PADA, 142
Home Farm Road, Woodchurch,
Wirral, Merseyside L49 7LW, phone
051 678 4666.

TRANQUILLISER
CONFERENCE

24 October 1987 at the Cairn
Hotel, Windsor Street, Edinburgh

This conference will concentrate
on the problems and effects of
minor tranquillisers (Valium,
Librium, etc).

One of the main speakers will be
Dr C.H. Ashton, from the
University of Newcastle upon
Tyne.

Fee: £5 (inc. lunch); unemployed, £2.50.

Further details from: Sylvia Gray, W.ES.T.,,
Prescribed Drugs Project, 9/4 Wester Hailes Park,
Edinburgh, EH14 3AE. Phone: 031-442 2465

ND NATIONAL DRUG
TP TRAINERS  FORUM

OPIATES.

DEVELOPMENTS.

FEE £10.

@ FOR THOSE INVOLVED IN TRAINING
ABOUT ALL SUBSTANCE PROBLEMS —
LEGAL AND ILLICIT, FROM ALCOHOL TO

® TO SHARE IDEAS, EXPERIENCES,
METHODS AND MATERIALS. A SUPPORT
FORUM ENCOURAGING AND PROMOTING
PROFESSIONAL TRAINING

@ INDEPENDENT OF NATIONAL BODIES,
COVERING THE BRITISH ISLES,
SPANNING STATUTORY AND NON-
STATUTORY WORKERS.

@® MEMBERSHIP IS INDIVIDUAL, ANNUAL

FURTHER DETAILS FROM:

DAVID HICKS, CO-ORDINATOR, DRUG
CONCERN (WEST CUMBRIA),
WHITEHAVEN HOSPITAL, FLATT WALKS,
WHITEHAVEN, CUMBRIA CA28 7S8S.,
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1SDD PUBLICATIONS

THE FIRST | | et I | WRITTEN
BOOK TO ON THE
GIVE DE AI_ING BASIS OF
COMPREHENSIVE TWENTY
PRACTICAL WITH YEARY'
GUIDANCE EXPERIENCE
T0 SOCIAL DRUGS {f | INDRUGS
WORKERS | SOCIAL WORK
AND ANNAS DIXON | AND TRAINING.
OTHERS . Accompanies
INVOLVED ' the BBC Radio
IN DEALING | series of the
i
DRUG | 1987. 208 pages
PROBLEMS £8.50 inc. pép.
ALSO AVAILABLE

Basic facts on the
‘champagne’ drug that's
rocked America.

INE <{ ALSO AVAILABLE

Twelve page leaflet from
ISDD’s publications Unit.
£0.70inc. p&p.

ORDER
FROM

isd

INSTITUTE FOR THE STUDY OF DRUG DEPENDENCE
1-4 Hatton Place, London ECIN 8ND. 01-430 1991



