THE JOURNAL ON DRUG MISUSE IN BRITAIN September/October 1988

Some HIV positive drug users are now
tuming to each other for support. See

“Right on brother - don’t \»ﬂ page 9.
let anyone tell you it's & ,565 ' “Sorry - no needles yet
not OK.” AV and we don’t prescribe -
AIDS b“b B\ but we're looking at the
SELF-HELP GROUP ks reports.”
DRUG SERVICE

INSIDE:  HIV+ DRUG USERS HELP THEMSELVES 9  DRUG
WORKERS SHOULD GO TO PRISON 6  VIDEO NASTY FROM
WESTMINSTER? 4 &16  FURTHER BEYOND JUST SAY NO 12

isdd Institute for the Study of Drug Dependence, 1-4 Hatton Place, London ECIN 8ND Vol 3, issue 5 £2




ADS

NETWORK
ADA Ltd.

22 Crosfield Avenue, Summerseat,
Bury, Lancashire BL9 5NX.

Phone 070682 8963

AIDS — REDUCING THE RISKS

Outreach work with injecting drug users.
A series of seminars in November 1988.

W AIDS/HIV infection is a major threat to the health of the
community at large and to injecting drug users in particular.

B Most drug injectors are not in contact with drug services.

B ‘Outreach work’ might be a useful way to increase the levels of
contact with drug injectors.

NETWORK has organised a series of seminars on ‘Outreach
work with drug injectors’. These will be information exchanges
between staff from different disciplines and in different areas.
Among the speakers will be Yolanda Serrano, Director of ADAPT,
a Bronx-based outreach project doing harm reduction work with
New York's drug injectors.

Seminars will be held in: Manchester (18th), London (21st),
Cardiff (23rd), Bath (24th), Glasgow (28th) and Sheffield (30th) of
November. Each will feature Yolanda Serrano and other local
and national speakers with direct experience of outreach work
on drugs/AIDS. There will also be opportunity for workshop
groups and discussion.

All the seminars will be £39 inclusive of a buffet lunch and
refreshments. A reduced price of £25 is available for volunteer-
based agencies with little or no grant support.

Speakers will include:

Yolanda Serrano is Director of ADAPT which deploys
“recovering addicts” to go into New York's ‘shooting galleries’
and promote safer injecting techniques.

Yasmin Battiswala is a researcher who has worked with
prostitutes and drug users in London's West End for the Drug
Abuse Research Trust.

Hilary Kinnell is coordinator of Birmingham AIDS Project, which
deploys a team of outreach staff working with prostitutes in the
West Midlands.

Lyn Matthews is an outreach worker for Mersey Regional Health
Authority working with prostitutes in Liverpool city centre.

Stuart Menzies is the co-founder of MAINLINERS, a self-help
and support group for HIV positive drug injectors.

Netta Mclver is Principal Officer (Addictions) for Strathclyde
Regional Council's Social Work Department,

Lynne Milburn is coordinator of the North West Regional Drug
Training Unit, a project of Lifeline Projects Ltd.

Maxine Sullivan is an outreach worker for Manchester
AIDSLINE. She has the brief of working with drug injectors and
prostitutes in the inner city.

Geoff Jones is a detached worker for Sheffield AIDS Education
Project.

Mark Lee is an outreach worker for London's Hungerford
Project.

DRUG EDUCATION — TOWARDS A NEW REALISM
Harm minimisation strategies for schools and the youth service

Venue Date
-~ Manchester University Sept. 15
Leeds University Sept. 24

London, National Children’s Bureau Nov. 19
London, National Children’s Bureau Dec. 1
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Closing date Focus Cost
o Schools £3990
— Youth work £39.90

Sept. 30 Youth work £39.90

Sept. 30 Schools £39.90

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

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

B Some details of future NETWORK activities are listed
below All are national events. There are no catchment areas
for NETWORK. For further information contact NETWORK
ADA Ltd., 22 Crosfield Avenue, Summerseat, Bury,
Lancashire, BL9 5NX: telephone 070682 8963.
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DRUGLINK is about “disapproved’ forms of
drug use — seen legally, socially and/or
medically as ‘misuse’. Druglink does not aim
to cover alcohol and tobacco use. Druglink is
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WHY NOT WORK IN PRISON?
Asks Mike Trace of the Parole Release Scheme. With up to 12,000 drug
users spending time in British prisons this year, the need is there — and

recent Home Office policy decisions have created the opportunity.

GROUPS FOR HIV POSITIVE DRUG USERS

They turned to drug agencies, to gay AIDS groups, now they’re turning to
themselves for support. Bill Nelles’ moving description of the plight of HIV
positive drug users is followed by reports from three groups now giving
drug users and ex-users the chance to help each other cope with the virus.

FURTHER BEYOND JUST SAY NO

Six letters in the last issue of Druglink, three extended responses this time
plus the original authors’ reply to their critics— when Ian Clements, Julian
Cohen and Pat O’Hare penned “Beyond ‘Just Say No’” they provoked a
debate over the future of drug education that seems set to continue.

TALKING POINT D> COUNSELLING — AND DRUG
COUNSELLING

Experienced drug worker Roger Duncan says counselling techniques can
get in the way of the real business of street agency drugs work — forming a
person-to-person relationship with the client.

Have Westminster produced a video nasty?

‘Dangerous political opportunism’ say drug workers; ‘It’s a shame if people
want to stand in the way’ says the producer. Read London drug education
coordinators’ damning review of this new anti-drug video on page 16 and
our investigation on page 4.

NEWS AND REPORTS

Controversy over new video (see panel above) and over the effects of the
Government’s anti-drugs/anti-AIDS campaigns. Ecstasy surfaces in
clubland.

REVIEWS

Safer Drug Use — London’s Community Drug Project breaks new ground in
advice booklets for drug users. Westminster’s Ribbon Anti-Drug Video and
Solvent Abuse: a Guide for the Carer get pasted by the experts. Living with
AIDS will help your clients cope with HIV infection.

LISTINGS D> COURSES. MEETINGS. ORGANISATIONS.
PUBLICATIONS.

Cover illustration by Redesign
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NEWS & REPORTS

‘Party political’ drug video row

In a review in this edition of
Druglink (see page 16), London
drug education coordinators say
Westminster Council’s latest high
profile anti-drugs initiative is a
“dangerous . . . mishmash of
misinformation.” It takes the
form of a 12-minute video aimed
at “all young people, from the age
of 11 years,” featuring four drug
injection scenes and three case
histories of drug-related deaths.

“To me it’s just a party political
broadcast for kids. That’s really
all it is,” said a local drug worker
who’d worked with the video in
Westminster schools.

As well as being shown in
Westminster schools, viewing
copies are being sent unsolicited
to all local authority chief
executives in London and to their
counterparts in other
metropolitan authorities. The
London drug coordinators’
concern is that, at £6 a time, the
video will be seized upon as a
cheap drug education option,
taking drug teaching back to the
dark days of one-off shock-horror
presentations to whole school
assemblies.

The video was launched on 3
March as part of Westminster’s
star-studded Ribbon Anti-Drug
campaign, itself launched by

Princess Diana in November 1986
with a “Say No To Drugs” slogan
and a letter of support from
Downing Street.

Centrepiece of the campaign is
the Ribbon Award competition,
in which youngsters inside and
outside Westminster are invited
to enter their ideas on how to help
young people say no to drugs. The
winner will be flown across the
Atlantic courtesy of Richard
Branson to link up with the
Hollywood Says No To Drugs
campaign.

Westminster commissioned Sas
Public Relations Ltd. to devise
the campaign. Sheila Spaul of Sas
produced the video and says it
was intended solely to promote
the campaign and its associated
competition. She was “absolutely
amazed” that anyone should think
it was meant as drug education,
though pleased if people wanted
to use it as part of their
educational programme.

Sas seem to have been less than
successful in communicating their
intentions. London drug
education coordinators who this
summer had received the video
via their local authorities all
thought it was intended for
educational use — as did two of
the drug workers in Westminster

who’d worked alongside Sas
showing the video in the
borough’s schools. The drug
worker’s role was to use the video
to ‘trigger’ a discussion on drug
issues, then Sas came in to
promote the campaign.

As one of the workers pointed
out, the fact that the video’s pack
says it is meant to “encourage
young people to be more aware of
the dangers of drug abuse™ seems
to imply an educational aim.
Nowhere on the pack or in the
letter sent to chief executives is it
said that the video’s sole
recommended use is to promote
the campaign.

Both workers saw themselves as
making the best out of a very bad
job. “That’s the worst thing I've
heard about it,” said one, after
being told the video was being
sent outside the borough. “I'd
thought, thank Christ only a few
poor kids in Westminster are ever
going to see this crap.” For them
the Ribbon campaign and video
rated as cosmetic political
opportunism. “They’re trying to
be seen to be doing something
without actually doing anything.
The aim is to blow Westminster's
trumpet.”

Lesley de Meza is Harrow’s
drug education coordinator. She
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Westminster’s anti-drug logo
taken from the campaign entry
form

says the video is being shown as a
drug lesson in some schools and
points out that the distinction
between promotion and education
is likely to be lost on its young
viewers. “Whichever way you
look at it, if young people are
being exposed to that video, that
isn’t good news.”

Westminster Council’s officials
and political leaders were
unavailable for comment on the
video. Their press office said that
on this topic Sas Public Relations
Ltd spoke for the borough. Sheila
Spaul of Sas said the Ribbon
campaign aimed “to build
awareness among the community
that there is a drug problem. I
think it’s a shame if people want
to stand in the way. It’s very sad.”

‘Huge’ numbers using MDMA, say Release

MDMA — methylenedioxymeth-
amphetamine to the chemist but
‘Adam’, ‘XTC’ or ‘Ecstasy’ to its
users — is being used by “huge
numbers of young people” say
Release, the national drugs and
legal emergency service.
However, police in London and
nationally query the validity of
their claims.

MDMA, controlled under the
Misuse of Drugs Act in class A, is
related both to mescaline and to
amphetamine, hence its curious
psychedelic/stimulant
pharmacological profile. Taken
by mouth in doses of 100-150mg,
after some twenty to sixty minutes
the user commonly experiences a
mild but euphoric ‘rush’ followed
by up to three hours of heightened
sensory awareness, euphoria and
a tendency to feel empathic
intimacy with the nearest
members of the human race.

Unlike LSD, only with
atypically high doses is there loss
of contact with reality. Though
MDMA produces the
physiological stimulation
characteristic of amphetamine,
the accompanying feeling is
usually relaxation. Like
amphetamine, the energy of the
high is followed by fatigue.

What brought MDMA to
Release’s attention was the other
side of this seemingly rosy picture.
Some of the recent spate of callers
had been distressed by the
psychedelic side of MDMA, days
later feeling anxious and worried
both by the original experience
and by continuing visual
distortions, or by events that
reminded them of their ‘trip’.

The description of their reports
given by Release’s Director, Jane
Goodsir resembles the “delayed
anxiety disorder” described
among a few novice MDMA users
in the USA in 1986, and
attributed then to MDMA'’s
release of previously suppressed
anxieties, hostility or guilt. The
explanation is credible because
the drug is universally credited
with the ability to dissolve defence
mechanisms and inhibitions.

MDMA’s amphetamine side
seems responsible for the other
type of problem seen at Release.
As with the so-called ‘speed run’,
MDMA devotees sometimes take
frequently repeated doses over
several days. Too much of this
without a break leaves the user in
a “chaotic and burnt-out state”
and people “are experiencing
extreme anxiety, confusion and

depression following heavy use.”

Release say MDMA has
become an “indispensable part of
the evening” for large numbers of
fashionable young people who get
stoned together at music clubs and
warehouse parties. Most see it as
a good-time ‘up’ drug that causes
few problems. This picture
accords with the New Musical
Express exposé (16 July) which
linked MDMA with the new ‘Acid
House’ music scene flourishing in
London clubs.

Jane Goodsir believes the first
half of 1988 saw MDMA
percolate out of elite fashionable
circles to a mass youth market,
outside as well as inside the
capital. Freelance journalist Peter
Nasmyth, author of two prescient
MDMA features in The Face, says
the drug is also being used as a
tool of self-exploration in
“therapy circles”.

Police are aware of MDMA's
place in the youth/music scene,
but dispute Release’s account of
the extent of recent use. The
National Drugs Intelligence Unit
were not aware of any recent
upsurge, while Superintendent
Maclaurin of the Metropolitan
Police Drug Squad said he would
“be surprised if it was as

widespread as [Release] have
indicated.” His reasoning was that
the price (Release say £20-25 a
tablet, his estimate was £25-30)
would make it a poor economic
proposition compared to
amphetamine, and that, if huge
numbers were using, police would
be making many more seizures. A
quick check with his lab revealed
eight or nine MDMA samples in
the last couple of months —
unusually high, but still, he
believed, not consistent with mass
use of the drug.

Peter Nasmyth believes there
are “definitely more people using
MDMA than police would
imagine,” but says they are not
usually the kind of people that fall
foul of the police. Middle class
with jobs and money, they have
neither the need nor the
inclination to run the risk of arrest
in order to finance their drug
experiences.

In July a record MDMA seizure
in London of 2500 tablets and
Release’s concern that the
relatively high price could be
driven down as large quantities
come on to the market, could
mean that police and the rest of us
see much more MDMA in the
future.



NEWS & REPORTS

War of words over campaigns

A press release war over the
effectiveness of the government’s
anti-drugs/anti-injecting
campaigns has ended with neither
the critics nor the government
able to prove the crucial point —
whether the campaigns changed
drug use behaviour.

B The war started with a
broadside from the Social Affairs
Unit, a right-wing think-tank
whose research report The
Megaphone Solution' generated
news coverage in May. The telling
point was that none of the
Government’s evaluations could
reliably monitor changes in
behaviour as opposed to changes
in attitudes or intentions.

B Next was a DHSS press release
dated 23 June claiming that the
results of two of these evaluations
(from RBL and Andrew Irving
Associates) showed “AIDS and
Drug Misuse Publicity Campaigns
a Success.” The evaluations
covered the latest of the
campaigns launched a year ago:
one being anti-heroin (“Smack
Isn’t Worth It”), while the other
focussed on anti-injecting (“Don’t
inject AIDS”).

B RBL'’s evaluation was based on
interviews with a random sample
of 720 13-20 year olds in England
and Wales conducted in January
of this year, around the time when
the main part of the campaigns
were coming to an end.’ It was the
latest in a series of six surveys
begun early in 1985, before any of
the campaigns had started.

For RBL and for their DHSS
paymasters, the crucial question
put to the youngsters was how
they would respond if offered
heroin by a friend. Ninety-four
per cent said they wouldn’t try it,
virtually unchanged since the
figure noted in late 1985 after the
first of the campaigns. All but a
few would also, they said, reject a
similar offer of a syringe to inject
with. However, few had had any
real-life experiences against which
to test the strength of their resolve
— just five per cent had ever been
offered heroin and one per cent a
syringe.

B Andrew Irving’s evaluation is
designed to add flesh to these
findings through in-depth interviews
and group discussions with people
who’d used drugs, and with drug
workers.’ Among the less
experienced of these drug users,

the report says that the latest

1. Anderson D. The megaphone solution.
London: Social Affairs Unit, 1988.

2. Research International (RBL). Heroin
misuse campaign evaluation. Report of
findings — stages I-VI. April 1988.

3. Andrew Irving Associates. DHSS:
anti-drugs — AIDS campaign RS2299.
Qualitative evaluation report. April 1988.
4. Brown C. and Lawton J. lllicit drug use
in Portsmouth and Havant. PSI, 1988.
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anti-heroin campaign had
successfully tarnished heroin’s
image, increasing the barriers
between crossing over from using
other drugs to using heroin. But,
they comment, “the emphasis on
heroin is now felt to be less
relevant in most areas because the
drug is hardly available and young
people at risk are much more
likely to be confronted by a range
of other drugs.” The report
suggests there was evidence that
the “successful stigmatisation of
heroin has allowed other drugs to
seem relatively less harmful.”

The same report says the anti-
injecting campaign had helped
bring home to injectors the risks
of sharing and made non-injectors
less likely to graduate to injecting
by using someone else’s
equipment. But, although regular
injectors want to conform to the
‘don’t share’ message, most
admitted they would share if they
had to.

Most worrying was Andrew
I[rving’s confirmation of the
findings from the monitoring of
exchange schemes that even
people with a high chance of
becoming infected with HIV (eg,
drug injectors and their partners)
deny they are personally at risk —
the ‘It won’t happen to me’
syndrome.

The report ends with some
controversial recommendations,
including considering harm-
minimisation measures such as
giving guidance on cleaning
equipment and “safe sharing”,
and providing condoms in prison.
B It was these evaluations that
junior health minister Edwina
Currie used to answer critical
press coverage arising from a
research study press-released by
the Policy Studies Institute (PSI)
on 11 July.* The study was widely
reported as showing “Drug
Campaigns are Counter-
Productive” (Independent, 11
July), but a close reading of the
research report, as opposed to
PSI’s press release, indicates that
it shows no such thing.

PSI’s study was primarily an
‘indicators’-type study in which,
working from a diverse data set,
the researchers draw up a
patchwork picture of a local
problem.

Press reports had it that the
research showed that “the sleazy,
rebellious image portrayed in the
campaign’s adverts attracted
rather than repelled young
people,” and that the alarmist
anti-drug publicity was “more
likely to attract vulnerable people
to drugs than put them off.”
(Daily Mirror, 12 July).

But on this topic, the PSI report
itself is ambivalent. Most of the
adult drug users interviewed were

“sceptical” about the benefits of
such campaigns: some felt they
might encourage themselves or
others to take drugs, others felt
the opposite. The researchers add
to this their observations that,
since “the school pupils who had
taken drugs liked to see
themselves as taking physical and
legal risks in defiance of
authority,” some of them might
be attracted into deviancy by
images meant to put them off.
Finally — and this seems to be the
clincher for these researchers —
they report that local
professionals are critical of
government mass media
campaigns.

In summary, the evidence
advanced by the report is at best
ambiguous, and at worst simply
opinionated. The opinion may be
quite correct, but this is neither
tested nor demonstrated.

How and why, then, did the
PSI, a highly respected research
organisation, get into the position
of being quoted as ‘finding’ a
result that it had not ‘found’ at all?
PSI’s press release of the research
forefronted four ‘findings’, of
which the third was that “Alarmist
anti-drug campaigns [are]
counter-productive for many at
risk.” This press release, plus
journalists’ need to find ‘the
story’, resulted in the
manufacture of particular news —
research shows government
campaign no good.

It was this tendentious and
peripheral aspect of the research
that hungry news editors found
the most newsworthy and which
appeared to link into the
preoccupations of the quality
press and the anti-government
tabloids.

M Just two days after the PSI
release, Edwina Currie countered
with a DHSS release saying the
PSI view was “quite astonishing.
They did not ask the school
sample any questions at all about
the anti-drug advertising . . . PSI
conclude that because most of the
heroin users were critical of the
campaign that such campaigns are
counter-productive for many at
risk. However, there is no
evidence that they showed any of
the advertising material to the
drug users that they interviewed.
Their sample did not represent
the main target groups for the
Government advertising.”

Her comments on the
methodological inadequacy of
PSI’s study as a campaign
evaluation are certainly justified,
the main point being that PSI's
drug user sample were mostly
heavily into drugs, whereas the
campaign was aimed primarily at
preventing people getting to this
point.

B A review of ‘Minnesota Model®
drug and alcohol dependence
rehabilitation agencies has
concluded that they have a
‘“‘genuinely impressive track
record” with as many as two-
thirds of patients achieving a good
outcome a year after discharge.'
The review spotlights the ability of
the programmes’ “comprehensive
and dogmatic ideology” to address
problems ranging from the
spiritual to the medical, and to
effect a quasi-religious
“conversion” to a new way of life.

1. Cook C. “The Minnesota Model in the
management of drug and alcohol
dependency. Part I1: evidence and
conclusions.” British Journal of Addiction:
83, p.735-748.

B A UK-wide support and liaison
group for agencies/individuals
involved in or interested in
distributing needles and syringes
to drug injectors (whether on an
exchange basis or not) was
established in July. Provisionally
named the National Coordinating
Party of Needle and Syringe
Exchange Schemes, the group
also plans to promote training and
to act as a pressure group on
behalf of schemes and their
clients. They plan to organise
regionally with the regional
representatives forming a national
committee. For more information
contact Dave Emson,
Peterborough Community Drug
Team, 53 Thorpe Road,
Peterborough PE3 6DA, phone
0733 67451 ext. 4161.

H By the end of 1987 in the UK
there were 83 known HIV
antibody positive children
presumed to have been exposed to
the virus in the womb. Of these, 42
(51 per cent) had mothers who
were definitely or probably drug
injectors or the sexual contacts of
injectors. Not all the children had
actually been infected with HIV.
In some cases only the HIV
antibody is transmitted to the
child.

AIDS UK, June 1988. HEA and PHLS.

8 A small group of drug trainers
and educationalists has set up the
first organisation to provide drug
training on a national basis.
Network ADA (“AIDS, Drugs,
Alcohol”) is a commercial
marketing cooperative whose
members are directly organising
training events and underwriting
other events organised locally.
The aim is to plug geographical
gaps and to give Network’s
members and local contacts the
freedom to tackle controversial
themes or topics outside the
mainstream of drugs work
unrestricted by their full-time
occupational affiliations. Network
can be contacted at 22 Crosfield
Avenue, Summerseat, Bury,
Lancs. BL9 SNX, phone 070682
8963.
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WHY NOT WORK
IN PRISON?

Mike Trace

Last year an important Home Office policy statement helped open the way for
drug services to work in prisons. Just one agency in Britain specialises in this
work. Its coordinator argues that prison or the threat of prison creates
intervention opportunities that must be seized, and shares his experience of
how to go abhout working in prison.
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THIS YEAR, 6-7000 people will be sent-
enced to terms of imprisonment for drug
offences. A few of these will be traffickers,
but most will be in trouble because of their
use of illegal drugs. Parole Release Scheme
figures show that half the prisoners who
approach us for help with a drug problem
had been convicted, not of a drug offence,
but for ‘fundraising’ offences such as burg-
lary, shoplifting and cheque fraud. Extra-
polation leads to the estimate that this year
10-12000 people will pass through the
British prison system as a result of their
illegal drug use. Not all of these will be
drug dependent, but all will have a drug
problem — for many their only problem
will have been getting caught. Nonethe-
less, the solution to their problem lies in
changing the lifestyle and habits surround-
ing their use of drugs.

A significant proportion of prisoners
seek the help of drug rehabilitation ser-
vices to achieve these changes, but most
don’t get access to specialist help. Despite
extensive contact with the criminal justice
system, 60 per cent of the Parole Release
Scheme’s clients have never contacted a
drug service. It is important to change this
situation: recidivism among known drug
abusers is predictably high, and nothing
will stop the cycle of prison—drugs—crime
as long as someone needs £100 a day to buy
drugs. It is the role of the services — in this
case a combination of the prison authori-
ties, the probation service and the
voluntary sector — to give prisoners the
opportunity to break this cycle.

Intervention by drug services while
clients are in prison is opportune because:
— the client is relieved of physical depend-
ence and removed from what is often a
chaotic lifestyle while outside;

— imprisonment is a stark reminder of the
hazards of such a lifestyle;

— prison imposes a routine, giving inmates
plenty of time to think about what to do
with their lives.

Also, the time is ripe for voluntary drug
services to increase their work with prison-
ers as this is now being supported by the
prison service itself. A statement issued
jointly with the probation service last
September called for better cooperation in
the throughcare of prisoners with drug
problems and for increased use of specialist
services within prisons and on release
(summary on facing page). Intervention by
drug services could take place before sent-
ence, during sentence, or in preparing for
the prisoner’s release.

The author has been the coordinator of
the Parole Release Scheme since April
1987, having previously worked as a
residential project manager in a hostel
for parolees. The Parole Release Scheme
is a non-statutory agency which aims to
increase the opportunities available to
people leaving prison who have a history
of drug problems. Its advice and referral
service is at 148-150 Penwith Road,
London SWI18 4QB (phone 01-871
4299) and its hostel is at 30 Sisters
Avenue, London SWII 55Q (phone
01-223 2494).




Before sentence

Representing a client in court and suggest-
ing drug rehabilitation as an alternative to
custody is not a new idea, but it is also not
yet widespread. Apart from court work by
Lifeline in Manchester and Release in
London, and the induction teams of
Phoenix and Alpha House, little is done to
persuade judges and magistrates that im-
prisoning people with drug problems is an
expensive waste of time if offenders don’t
get a chance to deal with the real cause of
their crimes.

Few rehabilitation services see them-
selves as playing an ‘alternative-to-custody’
role. This is for two reasons: they have
plenty of applicants who are not in trouble
with the law; and they lay a heavy emph-
asis on voluntary motivation to change. It
is widely believed that if the motivation is
provided by the threat of imprisonment
then the client will be trouble.

I would dispute this. Obviously some
people will try to exploit the system, but it
is possible to spot this at an interview. It is
also possible that trying to avoid imprison-
ment is a valid reason for applying to a
drug rehabilitation service. Studies of ther-
apeutic community residents in the USA
have shown that the degree of ‘success’
(not offending or taking drugs after treat-
ment) increases with the time they spent in
the programme — and on average clients
sent for rehabilitation through a court
order stayed longer than those that went
voluntarily. Tangible motivations, such as
the threat of a prison sentence, can more
reliably achieve a client’s commitment to
treatment than a voluntary decision to
change.

In Britain thousands of drug offenders
add to overcrowding in prison; most don’t

Remand prisoners

on their way to
court. If drugs is
their problem they
have little chance
of a ‘therapeutic’
sentence.

need to be there. Many would benefit from
spending that time looking at their prob-
lem in a positive way, but ways to divert
them from custodial sentences do not exist.

During sentence

People with drug problems require much
the same range of services whether they
are inside or outside prison. In prisons, as
elsewhere, it is unrealistic to think that the
authorities can eradicate drug abuse.
Smuggling — through visits, packages,
home leaves and little clingfilm packets
thrown over the wall — continues to make
drugs of all kind prominent in prison life.

Some of the problems associated with
drug use in prison are, however, more
worrying than outside prison. Sale and
barter of drugs causes control problems for
prison authorities, and the concentration

of an HIV high risk group in insanitary
conditions with only a handful of needles
(much harder to smuggle in than drugs)
constitutes a serious AIDS risk.

Prison medical officers interview each
prisoner on arrival. Those identified as a
drug misuser (most misusers are not identi-
fied) are offered a supervised withdrawal.
In most cases, the prisoner then sits out the
sentence to be returned to their old way of
life — without much hope, and with a
dangerously reduced tolerance level.

If they are lucky, prisoners with drug
problems will hear about or come in
contact with a drugs group run in prison by
the probation service or by a local drug
counselling service, but these are few and
far between in the 120 prisons in England
and Wales. This is a pity because interest is
high (sometimes only as a way out of

THROUGHCARE OF DRUG MISUSERS IN PRISON: HOME OFFICE POLICY

In September 1987 a Home Office policy statement on drug
misusers in prison was sent to all prison governors, prison medical
officers and chief probation officers in England and Wales.’ The
main points were:

» The Home Office recognises its responsibility to make “the most
of the opportunities which can be developed within the facts of
custody and available resources to encourage drug misusers to give
up their drug habit.”

» “It will be the responsibility of the governor to facilitate the
establishment of a coherent system for the management of drug
misusers in the establishment and to ensure in discussion with the
medical officer and seconded prebation officer its satisfactory
development . . . The governor will wish to be satisfied that the
optimum use is being made of opportunities and support such as
are available from within the prison establishment . . . and from
suitable drug counselling facilities whether statutory or voluntary
from the local community.”

» Requests from drug services to visit prisons will be considered in
the light of a 1979 circular on ex-offender welfare workers. This
says agencies which wish to send an ex-prisoner should consult the
prison governor, who will decide each case on its merits taking into
account a number of criteria to assess whether the visit is likely to
be of positive benefit to the inmate.

» The prison medical officer and seconded probation officer
should work together to ‘““develop satisfactory arrangements for the
continuing care and support of the drug misuser.”

» The medical officer should examine the prisoner and if need be
set in train “appropriate withdrawal arrangements” in accordance
with their own clinical judgment.

isdd

» If the prisoner consents they should be referred to the seconded
probation officer “who may know of outside agencies or potential
self help groups which might . .. assist the prisoner’s social
rehabilitation.”

» The probation officer has a “key role” in the continuing care
and personal support of inmates for whom the medical officer has
confirmed a drug misuse problem. Throughout the sentence the
probation officer should monitor factors which might influence the
success of the support programme for the prisoner and keep the
medical officer informed.

» Before discharge the prisoner should be seen by the medical
officer who will offer clinical advice. Together with the probation
officer, they will also draw the prisoner’s attention to appropriate
specialist advisory centres or support groups in the community.
Early warning of discharge should be sent to the outside probation
officer who will be responsible for taking forward the support
programme, including arranging for the prisoner’s non-clinical

"needs to be met during the ‘“particularly vulnerable months

immediately following release.”
» Before discharge (and for remand prisoners, before sentence)
the medical officer or probation officer should hand a drug
advisory card (reproduced on page 8) to the prisoner and use its
contents to help offer guidance.

1. Home Office Prison Service. Policy Statement on Throughcare of Drug Misusers in the
Prison System. 1987. Copies from HM Prison Service, Cleland House, Page Street,
Londen SWIP 4LN.
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prison routine), and the audience is de-
finitely there for the dissemination of harm
minimisation advice, the discussion of drug
issues, and the provision of individual
counselling and support, particularly
through long sentences.

Many prisoners take advantage of visits
by Narcotics Anonymous volunteers, and
think that their methods are pursued by all
drug services. Work in prisons by drug
advice agencies has grown over the last
couple of years and in some cases the
Home Office has been willing to fund it,
but resources for this area of work are still
overstretched. The Parole Release Scheme
is the only drug agency specifically set up
to work with prisoners. It covers 21 prisons
in the South East, and good work is done
by the street agencies in York, Bristol,
Exeter and Bury St Edmunds, but this is
still a drop in the ocean.

Planning release

Even with improved resources, the effec-
tiveness of rehabilitation efforts in prison
must be limited. Decisions made in the
prison environment may not be kept to
once a prisoner is released; and creating a
supportive and therapeutic feeling in the
prison culture of machismo and self re-
liance is nigh impossible.

So in working with prisoners, it is impor-
tant to concentrate on preparing them for
release back into the real world. This may
involve advice on harm reduction and
giving addresses of needle exchanges and
self help groups, or arranging applications
to residential rehabilitation services — a
prison sentence naturally breaks all pre-
vious contacts and makes a rehabilitation
programme seem an attractive proposition
to the client.

Prison referrals to residential projects
present particular difficulties. The first
hurdle is the policy of some projects not to
take clients direct from prison. Presumably
this is to do with fear of prison culture and
institutionalisation affecting the project’s
atmosphere, but people imprisoned for

Drug advice card
recommended by
the Home Office for
prisoners.

@ You have now been off drugs for
some time. That's a big plus.

@ Now you owe it to yourself to keep
off drugs permanently

@ Whether you do or not s largely up to
your own efforts. [t won't be easy But
help is available if you need it.

@ If you feel you need help don't get
disheartened. Contact your local drug
treatment or advisory centre. A
telephone number is below

@ Remember that if, sadly, you decide
to return to drugs your body 1s no longer
used to them. It will be positively
dangerous to start using the same
amount as before you stopped Yaur
tolerance will be reduced and you will
overdose

@ Be aware too that if you inject drugs
you are in a high nsk AIDS group Do
not share equipment

Telephone No
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Wandsworth has
enthusiastically
embraced drug
agency help for its
prisoners, referring
62 to the PRS in
1986/7.

GETTING STARTED

How to make contact with prisons/prisoners

For one off visits to clients, either:

— get the client to send you a Visiting
Order for a specific appointment in the
general visiting area, where all social
and family visits take place; or

— if you need more privacy, some
prisons can allocate you an interviewing
room or cubicle. First check with the
governor’s office that your organisa-
tion, and the person visiting, are accept-
able, then book the visit by asking the
prison switchboard for the office that
coordinates ‘official visits’.

For more information contact the PRS
for a copy of A Guide to the Prison
System for Residential Drug Projects,
by Steve Taylor of the Parole Release
Scheme.

their drug problem are no different from
the general drug using population, and
have as much right to treatment. Trying to
arrange a release plan that involves a few
weeks back in the community before a
placement is offered is usually impractical
— and, if the client survives this interlude
without disappearing, they have probably
shown that they do not particularly need
residential support.

The next problem is how a project can
assess the appropriateness of an applica-
tion. The best way is for the client to visit
the project to be interviewed by the staff
and, in some cases, by the residents as
well. Although not always possible, this
happens more than you might think
through the relaxation of home leave and
temporary release regulations — another
example of the prison service’s coopera-
tion. These concessions now allow prison-
ers to be interviewed at a project during a
day out, or even to stay there for a couple
of nights. Interviews of this type mean
inappropriate referrals are usually soon
discovered.

Where in-house interviews are not possi-
ble, residential project staff have two
options: to visit the prisons themselves, or

For entering into a working relationship
with a prison:

It is important to first get the
appropriate consent from the gov-
ernor’s office by writing to them outlin-
ing the work that you plan to do. It also
helps if one of the groups within the
prison is particularly supportive of your
intentions. Most welfare work is the
responsibility of the probation staff, but
the education office, the prison medical
service, or the prison officers them-
selves might also be involved, depend-
ing on the nature of your work. You can
publicise the service to prisoners
through posters within the prison, or
through leaflets kept by probation offic-
ers or included in prisoners’ reception
information packs.

to enter into agreements with agencies like
the Parole Release Scheme to interview
the prisoner on their behalf and bring back
a recommendation plus any relevant
paperwork.

Many hostels find bedspace planning
difficult because of the uncertainty of
parole dates, and find it easier not to deal
with prison referrals until a definite release
date is nearer. The solution is not to hold
bedspaces open for prison applicants, but
to give them a positive release plan to look
forward to as early as possible in the
sentence and to make the offer subject to a
vacancy.

MORE COOPERATION between pris-
ons and drug services is needed because of
the increasing number of drug users receiv-
ing custodial sentences, the wastefulness of
the crime and prison cycle, and the threat
of the spread of AIDS. At a time when
making drug services accessible to groups
who haven’t previously made contact is so
important, we have thousands of people
passing time in prison because of a drug
problem who, for the first time, are willing
to approach such services if given the
chance. d
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GROUPS FOR

HIV POSITIVE

'DRUG USERS

Some drug users at risk of or with HIV/AIDS have been doubly let down: first hy
drug services; second, by the gay self-help groups they turned to when the
services failed to respond. Now groups are being formed by and in some cases
specifically for drug users. Bill Nelles sets the scene, then we hear about
three of these groups — Mainliners, Positively Women, and the group at the

Terrence Higgins Trust.

BY THE TIME you read this about 1200
days will have passed since the first UK
AIDS and drugs conference. Given the
magnitude of the threat, those of us in-
volved in organising the event hoped that
within weeks emergency programmes
would be launched encouraging users into
treatment, educating them about the
hazards of sharing needles, and giving
them clean ones.

But by the end of the day it was clear
how divided and cautious most of the
workers had been. The goals that had
seemed to be the most logical starting point
to those from AIDS organisations were
not, it seemed, the goals of most of the
drug agencies, some of whose members
shared little common ground in their views
on managing drug dependence.

The debate about those goals continues.
But, in the main, those tactics first prop-
osed over three years ago became the
official policy recommendations of the
government’s most influential drug work-
ing parties. Most voluntary agencies have
anticipated the changes, and have good
policies and plans — but little money to
fund them, and a lot of bureaucracy to
tackle if they want some. In the statutory
sector, these policies are still nowhere near
being implemented. Even if agreement
could be reached on what to do, the £1
million funding for establishing HIV and
drug programmes this year works out to
just £20-50,000 per district. Largely due to
their HIV-related workload, existing pro-
jects too need more staff, impossible on
existing budgets.

The author is consultant trainer to West
Berkshire HA on AIDS and drug misuse
issues. For three years he was Drug
Education Officer at the Terrence Hig-
gins Trust, where he helped start the
trust’s drug users’ support group. Bill
Nelles also compiled and edited this
feature.
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Many health districts maintain only a
drug counselling service with no formal
medical links. These are finding it particu-
larly difficult to cope with their HIV
workload. They have district -wide respon-
sibilities but without access to beds cannot
provide inpatient withdrawal, are unable
to arrange for prescribing, neither can they
provide outpatient therapy with substitute
drugs.

Despite two major official reports in
1986 and 1988 recommending flexible pre-
scribing and a change of approach in
relating to clients and their needs, at times
it seems impossible to overcome the inertia
in the statutory treatment system. Most
areas are ‘discussing’ the recommendations
— not acting on them.

AIDS groups step in

Failure of the system to help them at the
time of their greatest need alienated many
HIV positive clients and led some to reject
treatment. Many approached AIDS groups
for help, relegating drug clinics to a minim-
al role, usually merely as the source of a
prescription. Some have found these ‘gay-
founded’ AIDS groups very helpful; others
have had unhappy experiences.

In some AIDS organisations there has
been pressure to offer drug users program-
mes based on a notion of equality, reject-
ing traditional client/worker relationships
and allowing the client sometimes to be a
person in need of help, sometimes a person
giving help. At times this has worked well,
especially with recovering/ex-drug users —
but at other times clients and workers have
been hurt and become confused.

Gay men have sometimes related to drug
users either as a stereotyped group of
criminals and psychological misfits, to be
politely shunted off to special facilities or,
more fraternally, as another persecuted
minority. Both points of view can be
equally misguided.

It was hard for gay men in these groups
to appreciate how messed up someone
taking drugs can get. Used to taking a
stand against the portrayal of homosexual-
ity as an illness or a deviation, they
imported gay liberation politics from an
arena where it was appropriate to one —
addiction — where it was often inappropri-
ate and sometimes destructive. In their
turn the drug users wanted to work as they
saw the gay men working, but many were
not yet and perhaps never would be at the
point where they could stop seeking and
start giving help.

Telling someone who feels compelled to
inject themselves with powerful substances
that it’s their right to do so, and that their
lifestyle is as valid as anyone else’s, does
not help them overcome what any objec-
tive observer would see as a problem. The
effect is rather to reinforce the most
negative aspects of a drug dependent
lifestyle.

Groups where this attitude predomin-
ated nearly veered away from a support
and therapy role to adopting a ‘user’s
rights’ stance where the client’s definition
of what they needed was accepted without
challenge. Challenge would have invited
accusations of being prejudiced and patro-
nising, not only from the clients but some-
times also from one’s colleagues. In some
circumstances this meant that the vulner-
ability of someone still dependent on drugs
and their potential to get into deep water
went unnoticed.

People still dependent on drugs and
struggling to cope with being diagnosed
HIV positive need neither to be rejected as
‘not one of us’, nor saddled with the added
burden of being an activist help-giver and
told their lifestyle is OK. But, whatever
their mistakes, these early AIDS groups
held the bridge for a long time while drug
treatment agencies were learning the reali-
ties of AIDS. For that, many clients are
and were grateful. AIDS groups are now
learning about drugs work, but still need to
find out how to bring it into the main-
stream of their activities.

GIVEN THIS HISTORY, it is not surpris-
ing that HIV positive drug users have
recently moved to set up their own groups
to provide support in an atmosphere uni-
que to drug users, and with a structure
offering the chance for total participation.
Some of these have got bogged down in
‘right to use’ arguments, but some, usually
those with drug worker involvement, have
avoided these traps. The largest of these
groups, Mainliners, is following the road
pioneered by ADAPT in New York, form-
ing a coalition of professionals and ‘clients’
to decide on appropriate services and to
deliver them to drug users as a group.
Most of all, these groups represent a new
phase in the battle against AIDS — a time
when drug users with HIV start to look
after their own. Gay men started doing it
five years ago. It’s been a long time coming
for the drug users, but I feel a new time
may have begun. O

Turn over for reports from three HIV
support groups
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On these two pages we focus on three
HIV self help and/or support groups
involving drug users. All have been
running some time and have worked
through many of the problems of self
definition and self organisation. The
THT group is part of a larger AIDS
organisation, but the other two are not,
marking the beginning of AIDS orga-
nisations reflecting the interests of the
‘cinderella’ risk groups: women and
drug users.

For the THT and, to a lesser extent,
for Positively Women, key issues such
as who served who with what service
were dominant for the first months. In
the THT group there were early argu-
ments over whether they needed a
facilitator, and over reconciling the
position of those on methadone pre-
scriptions with those who were drug
free.

Basic to THT’s raison d’étre is the
protection and empowerment of people
with AIDS and HIV. This puts a
tremendous burden on the organisa-
tion, which consists of people with HIV

and AIDS and those committed to their
care. They do not always agree and this
was the case at the birth of the Drug
Users Support Group. Charged emo-
tions must be expected where young
people are dying and feel forsaken and
alone. However, these were at times
destructive and frightening for people
coming to the group for help.

To its credit (though some may shud-
der) the THT group set out to break
down barriers between users and ex-
users, and to give members a major say
in both the practices of the group and its
ethos. Most of the original fights have
been resolved, and the group seems to
have reached a stable point at which the
Drug Education Group (the profession-
als at the THT, from whom the facilita-
tors have been drawn),the Trust’s drug
counsellor, and the participants all feel
involved. Time will tell whether this
model of ‘unity in adversity’ will work.

Though its first members were ex-
drug users, Positively Women sought
from the start to avoid being a support
group solely for drug users. They felt

their shared identity as women was the
cement with which they wished to bind
the group. They have never engaged a
professional facilitator, relying on their
own ability to support each other and to
run the group. They hope to continue to
broaden their base among women,
while always supporting those hurt by
drugs.

Mainliners is the most recent of the
three groups and unique in that the
whole organisation is given over to
AIDS and drug users, past or present.
Established in large part by ex-residents
of Phoenix House, it now operates out
of the premises of a London drugs
advice agency. The group is facilitated
by a one-time senior staff member of
Phoenix House and is well placed to
offer more dynamic therapeutic group
work to its members. Mainliners’
founders have been very careful to
bring many diverse views together onto
its governing committee. It is to be
hoped that this will prove to be to their
advantage. 5

Bill Nelles

Positively Women supports women who
are HIV positive or who have ARC or
AIDS, however they became infected,
though the first members of the group were
drug users.

The support group started meeting a
year and a half ago. Then, although most
women who knew they were HIV positive
were or had been drug users, existing
women’s AIDS support groups excluded
drug users. Most drug services were, and
still are, male-oriented, and AIDS orga-
nisations ran groups consisting mainly of
gay men. As a woman and an ex-drug user
with HIV, I felt doubly isolated. Contact-
ing other HIV positive people was invalu-
able, but to carry on living with the virus I
and other women in my position needed
support which fulfilled our needs as
women. This just did not exist — hence
Positively Women.

I started Positively Women by sending a
poster everywhere I could think of where
women with HIV might go. At first it was
mostly other drug users who responded,
but now most of my new contacts are with

POSITIVELY
WOMEN

Sheila Gilchrist — the group’s founder
— describes Positively Women.

women who became infected through sex-
ual activity. About 30 women participate in
the group with an average 10-15 attending
each fortnightly meeting.

Having had my fill of being counselled
by professionals, I decided not to involve
professionals at all. My need was simply to
talk to other women in my situation from
all walks of life. Although in theory I
facilitate the group, in practice we all know
that I need support as much as anyone else
in the group. Partly to help shed the ‘drug
users group’ label, we now meet at the
Soho Women’s Hospital rather than on
drug agency premises. The first half hour

of each meeting is open to other organisa-
tions to come and tell us about their work,
but the next two hours is attended only by
women with HIV.

Positively Women has also developed
beyond its London-based support group to
provide a mutual advice/information/
counselling network for over 100 women
throughout Britain. I also give the added
service of one-to-one counselling to
women who, apart from the issue of living
with HIV, have additional problems which
at first they find difficult to discuss in the
group. The work goes on without any
funding beyond small donations from indi-
viduals.

The women that contact me now are still
disillusioned with what the AIDS groups
offer. Mixed-sex groups are available but
these fail to take into account the fact that
there is a lot more pressure on women witt
HIV and even more prejudice against
female than male drug users.

Positively Women can be contacted on
01-671 4469 or 01-734 1794.

Mainliners was started off earlier this year
by a group of HIV antibody positive ex-
drug users who were fed up with the lack of
specialist services for drug users around
HIV and AIDS. In the beginning myself and
Stuart Menzies, founder members, decided
that a support group run by a qualified
facilitator was the best idea. But, as we
spoke to different drug agencies, needle
exchanges, STD clinics and to drug users
themselves, it became apparent that what
was needed was a new organisation offering
practical help as well as emotional support.

From that moment we decided that a
different approach was needed, so we reg-
istered Mainliners as a charity to enable us
to secure the necessary funding. We started
a support group of ex-users because it was
quite easy to do this with little financial
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MAINLINERS

lan Palliser, one of the founding
members, tells the story of Mainliners,
currently the largest of the AIDS/drugs
self-help groups.

support. The group has proved a success,
with most of the major drug rehabs in
London allowing residents to attend.

We intend firstly to support ex-drug
users, and secondly to work with people
who are HIV positive and still using drugs,
though we realise these two groups have
somewhat different needs. We hope that by
early next year the Mainliners centre will be

open. The initial service will include a
drop-in centre staffed by volunteers and
paid staff. An assistance vehicle will pro-
vide essential transport for clients to and
from hospitals, etc. We also intend to
provide many social events as well as a
crisis intervention service.

Mainliners has received a lot of support
and, probably more importantly, some
money to further its aims. The National
AIDS Trust provided £30,000 to the group
for set up costs, but this will scon be gone —
so whether Mainliners continues and grows
is as much a question of money as of the
dedication of the people involved. a

Mainliners can be contacted at The Enter-

prise Centre, 444 Brixton Road, London
SW9, phone 01-274 4000 or 0836 726775.
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THE THT DRUG USERS SUPPORT GROUP

A support group for HIV positive drug
users and ex-users has been running at the
Terrence Higgins Trust since October
1987. The aim was to support drug users
who had been diagnosed HIV positive
(including those who had gone on to
develop ARC or AIDS) and who had
made a decision to try and live in a more
responsible way. Although there have
been attempts to make the group take the
role of an HIV positive drug users’ rights
group, and to provide practical (eg, finan-
cial) assistance to its members, these soon
proved beyond the resources available.
The primary aim has become clearly estab-
lished as that of providing a safe space in
which to ventilate feelings.

At first four facilitators attended the
group on a rota, but the lack of continuity
did not promote a secure atmosphere. As a
result one of the four (Susan Hogarth)
began taking the group on a regular basis.
At this time a business meeting was held to
outline some criteria for group mem-
bership. These were:

» Those attending the group should have
been diagnosed HIV positive.

» Everyone wishing to attend should
either be stabilised on medication or drug
free, but not still using street drugs or
injecting.

» Anyone turning up in a drug-induced
state may be asked to leave — at the
group’s discretion.

» Everything said within the group and
the identity of its members should be
absolutely confidential.

» Changes to the structure or purpose of
the group should be put to a vote before
implementation.

» The facilitator should emphasise the
confidentiality of the group at each meet-
ing.

These guidelines were never formally
implemented but were generally adhered
to. As with all guidelines, exceptions have
had to be made. It is important to have
clear criteria and some understood guide-
lines, but at the same time, the facilitator
must use common sense and judgment. We
are aiming to support the drug users, not to
alienate them.

The members are equally divided into
ex-users who are abstinent, people who no
longer use regularly but still occasionally
use potentially addictive substances, and
those on a methadone prescription. It was
anticipated that mixing these groups might
have caused difficulties due to their diffe-
rent aims and needs, but this has not
always proved so, with the ex-users being a
positive influence on the others in terms of
generating motivation to come off drugs,
as well as being generally supportive.

The members are at different stages of
HIV infection, ranging from asymptomatic
to ARC and AIDS. Current health prob-
lems are therefore a regular group con-
cern, with the asymptomatic ones being
supportive to the less well, but at times
experiencing guilt at still being well, and
fear of having to go through similar experi-

Susy Hogarth, Massimo Riccio and
Geraldine Mulleady, three members of
the Terrence Higgins Trust Drug Educa-
tion Group, describe the workings of the
THT Drug Users Support Group, one of
the first such groups in Britain.

ences. For this reason, some asymptomatic
members have, at times, been reluctant to
continue attendance.

Attendance fluctuates as weekly attend-
ance is not required. Overall membership
is about 30 and 8-10 members attend each
group. About two-thirds are men and
one-third women, with the women attend-
ing less often than the men, perhaps due to
the fact that the women are mostly asymp-
tomatic at present.

Group dynamics

Primarily drug addicts have had a code of
behaviour that has not embraced the
morality of any society. There is usually a
premise of choice in what they have been
doing. Addicts will defend their right to
use, to destroy themselves and to survive
without help from society. Although there
is often cooperation with authority, there is
no acceptance of authority. Along with this
seems to go the attitude that anything that
may happen to them (overdoses, prison,
etc) is an accepted risk.

With the recognition that they are in-
fected for life, the belief system of HIV
positive drug users has been shattered.
Addicts have a real problem not only with
the fact that they cannot change the reality
of HIV, but also with having to accept
being trapped and needing help from a
society they have done without. Being HIV
positive is a burden they can’t carry on
their own.

The changes in lifestyle and behaviours
that having the virus requires are enor-
mous and very unpalatable. Drug addicts
who attend the support group have made a
decision to come together to support each
other in their efforts to make these changes
and to take responsibility for not putting
anyone else at risk. Often they feel there is
not nearly enough recognition of how hard
it is for them to change their behaviour.

Another belief that the addicts had was
that their addiction was temporary — that
one day they would cease these behaviours
and go on to meet the right partner, have
children and put their addiction behind
them. The reality that they can never have
that dream fulfilled has been a major grief
issue in the group.

Poverty is another major issue and pro-
vokes envy of the gay HIV positive man —
the assumption being (often correctly) that
many gay men have led a productive life so
have homes, cars, bank balances and jobs.
Even though the addict must accept that it
has been their behaviour which has left
them without these things, they have to
face the fact that they may never be well
enough to be able to change the situation.

Most group members have problems
with housing, food and clothing, and are
very frustrated by the system, and then
very frightened when they are ill and need
these basics. Members with more experi-
ence of dealing with these issues are very
informative and now are offering to meet
(outside the group) to help others get
through these problems. Members are also
now noting which health workers and
clinics are the most supportive and passing
that information on in the group. This
came about after much ventilation of anger
at disrespectful treatment in both outpa-
tient and inpatient settings.

Present sexual behaviour is another
ongoing issue. It is absolutely clear that, as
heterosexual men and women, the mem-
bers are not considering alternatives to
penetrative sex and are resistant to the gay
message of alternative sexual activities.
Nevertheless, there is an enormous
amount of fear around the risk of infecting
a partner, and we regularly hear about the
risk factors of the condom (breakages,
etc).

Health problems currently affecting par-
ticular members are dealt with on a weekly
basis. Several are quite ill and their attend-
ance is dependent on their health. There
has been a poor level of acceptance of the
physical limitations of being ill, connected
with the addicts’ lack of maturity and
ability to take responsibility for maintain-
ing their health before knowing they were
HIV positive. There is a great deal of anger
and frustration at the inability to be inde-
pendent and also at not feeling like doing
things.

Towards self help

Since the beginning of the HIV epidemic,
gay men have been actively organising and
running their own self help groups, which
have played an important role in health
promotion and in offering support and
advice. At first drug users may require
more input from professionals to establish
and maintain their own self help network,
as in New York City during the early
development of ADAPT. The extra input
may prove crucial in helping drug users
develop their own coping strategies to
reduce risk behaviours and stem the spread
of HIV infection. These groups may pave
the way for the development of a self help
network, facilitated by the fact that group
members will have a greater knowledge of,
and easier access to, current drug users in
the community. O

The section of this article headed “Group
dynamics” has been adapted from Susy
Hogarth’s contribution to the THT booklet
Support Groups for Drug Users with HIV,
ARC and AIDS, available from THT at
£0.75 inc. p&p. Susy Hogarth was the
group’s regular facilitator from October
1987 to February 1988. The group now
meets at a more accessible location near
Victoria station, and can be contacted
through David Bickerton at the THT,
phone 01-831 0330.
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If ninety per cent of
youngsters never take a
potentially dangerous illegal
drug, why teach them how
to do it safely? Colin Noble
probes the fundamental
basis for secondary
prevention.

Two issues ago in Druglink three drug education
coordinators from the North West pointed their
personal way to “Beyond ‘Just Say No’”. Their aim
was to help start a debate over the future of drug
education. Six letters in the last Druglink and the

three extended responses on the following pages of
this issue prove they succeeded. After these re-
sponses read the authors’ reply on pages 14-15 —
and judge for yourself if they got more debate than
they bargained for.

1 -

FURTHER
BEYOND

JUST
SAY

Ultimately the answer to the problem of
young people using drugs lies not with
education but with the Treasury. If suffi-
cient investment is put into providing
exciting and accessible pursuits for teen-
agers there is ample evidence that the vast
majority would grasp them. Options cur-
rently open to many youngsters are sparse,
rigid and brain-numbingly boring: the
down-market youth club, with its drab
decor, secondhand furniture and moth-
eaten image, blends nicely with the various
spurious training schemes on to which
school leavers are conscripted.

However, a revolution in leisure provi-
sion is not very likely in the short term, so
the question remains — what can and
should education do? “Beyond ‘Just Say
No™” strongly suggested we should go
down the harm minimisation path. After
all, the authors claimed, we already do this
with alcohol — we accept it’s going to be
used and educate to prevent harm, so let’s
treat education for other drugs in a similar
fashion. It’s so breathtakingly simple —
and simplistic!

In many areas illegal drug taking is rare
among school-aged teenagers. In Kirklees
a recent survey in all our 26 secondary
schools indicated that less than one per
cent of pupils have used cocaine, heroin or
amphetamines. Ten per cent said they
knew where to get illegal drugs, most
referring to solvents and cannabis.

In this context, what is the relevance of
secondary prevention education aiming to
reduce harm from practically non-existent
forms of drug use? Prevalence of use is a
crucial basis for an educational strategy on
drugs. In Merseyside they may be
approaching a time when illegal drug users
will be in the majority, but the situation
there should not be extrapolated as a
blueprint for the country as a whole.

Even if illegal drug use were as prevalent
as alcohol use, can the two be considered
as deserving of similar treatment? One of
the great Archimedian Eurekas of drug
education is the discovery that alcohol is a
drug. However, it is a different drug: it is
‘legal’. So for sensible — ‘harm-
minimising’ — drinkers there are no
arrests, no criminal records, no unerasable
files, no employment, credit or housing
difficulties: not so for the harm-minimising
heroin user. Alcohol is quality controlled
at the point of production so you know
what you’re buying: not so with illegal
drugs.

History and culture have determined



Parents and school
governors may now be
implacably opposed to harm
reduction drugs education —
but Adrian King believes it
doesn’t always have to be
that way.

that alcohol is our traditional drug, the
properties and dangers of which are largely
understood. We know how to reduce the
harm from alcohol, by banning advertising,
by random breath-testing, by raising the
price, and by properly controlling access.
Alcohol is not, as far as I know, taken
intravenously, a point to consider at the
moment.

If ‘illegal’ drugs were legalised and prop-
erly controlled, many of these arguments
would fall, but this is unlikely.

The “Beyond ‘Just Say No’” authors
challenge a central plank of personal and
social education (PSE) when they query
the link between self esteem and drugtak-
ing. Research in Kirklees suggests there is
such a link. In our survey it was quite clear
that those with low self esteem were more
likely to smoke and drink immoderately
(Health Related Behaviour Questionnaire,
Kirklees LEA). The group with the highest
self esteem were Asian Moslem girls from
a strictly orthodox background. I would
suggest this stems from living in a very
structured environment where their posi-
tion and future is clear, doubts are few,
and they feel valued and cared for. I would
also suggest that if their culture required
them to use an illegal drug, then no
education on earth would stop the vast
majority of them doing so, because refusal
would lower their self esteem.

This is the crux: some young people will
use drugs precisely because it raises their
self esteem — it confirms them in the eyes
of their peers. So we need to consider
which sources and elements of self esteem
encourage responsible behaviour.

A properly constructed and comprehen-
sive drug education programme should not
differentiate between primary and secon-
dary prevention. When examining the use
of any drug, should not the dangers be
examined — how and why people are
harmed? The fact that illegal drugs are
used safely by many people has to be
explained, and that in turn leads to the
question, ‘how?’ I suppose it comes down
to a question of emphasis. Secondary
prevention may be found on the high moral
ground in the North West. A pity the same
ground holds the educational imperialists.

=

Colin Noble is Drug Awareness Coordina-
tor for Kirklees Metropolitan Council in
West Yorkshire.
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The notion of school-based education aimed
at reducing risks from taking socially un-
acceptable drugs continues to cause anxie-
ty. According to Ian Clements et al’s paper,
the anxiety is such that only outside schools
is there a real chance of introducing harm
reduction education in the near future.
They spotlight parents and school gov-
ernors as obstacles to educational change —
but such pessimism may underrate the
extent to which non-specialists can shift
their attitudes once convinced the change is
needed to protect their children.

At the moment the polarisation of the
arguments over drug education positively
invites parents and others to adopt a stance
violently for or against harm-reduction
education. Faced with this choice, most will
be violently against.

“Our disapproval — no, our condemna-
tion of drugtaking must be consistent and
rigorous. We must leave no gap which
could be construed as conferring choice
upon pupils, or we shall risk stimulating
their experimentation on the one hand —
and justifiable criticism from parents, gov-
ernors and the public on the other hand for
presenting no clear lead on what is essen-
tially a moral issue” — so says one extreme.

At the other end of the spectrum, howev-
er, is an equally vociferous group: “Experi-
mentation with potentially dangerous drugs
happens and will go on happening. All the
moralising in the world won’t stop it, and
endless warnings will surely destroy the
credibility of what we tell pupils, making us
powerless to reduce the risks they may face.
Indeed, we have a duty to ensure that if
pupils decide to take drugs, they do it as
safely as possible — otherwise we lay
ourselves open to a charge of neglect.”

Amazingly, both extremes are right in
their fundamental beliefs. Risk reduction
may well be interpreted by some as collu-
sion — unless great care is taken, such
charges might be justified. But surely
teachers, among others, do have a duty to
protect the wellbeing of pupils in the most
effective way they can?

The mistake the anti-harm reduction
group make is that — regardless of whether
drugtaking is right or wrong — conde-
mning it is unlikely to make a scrap of
difference to how many pupils experiment
with drugs. But their stance helpfully re-
minds us that we are in a social and political
climate where decisions about what is
taught are in full public view. It is currently
not possible for educators simply to decide
what makes the best sense, and to teach it.

Skills for Adolescence and Drugs and the
Primary School Child, programmes dissemi-
nated by TACADE, recognise and provide
for the need to inform and involve parents.
If participative sessions are undertaken
which provide parents with a balanced and
informed perspective on drugs in society,
explore parental concerns, and seek to
clarify the related educational issues, I
believe parents themselves will call for
harm reducing strategies in the education of
their children.

What may emerge from such sessions is a
strong alliance between teachers and pa-
rents sharing the common aim of the
continued wellbeing of pupils. Such an
alliance may be employed to explore ways
of implementing harm reduction which are
appropriate for an individual school and
acceptable to parents.

Not all parents will participate and, of
those who do, not all will be in favour of
harm reduction strategies. But the level of
support will be felt, the climate tested.
More confident and realistic decisions can
then be made about what can safely be
attempted in the classroom and what judi-
ciously laid aside. A similar process will
need to be undertaken to enlist the support
of governors if the harm reduction nettle is
to be fully grasped in the curriculum.

It is this process of engaging parents and
governors in a dialogue with teachers which
offers us the greatest opportunity to alter
the climate in favour of harm reduction. It
ranks equal in priority with the drug-
related in-service training for teachers cur-
rently being provided.

The good news is that the climate is ripe
for change as perhaps never before. We
must capitalise upon it. a

Adrian King is Drug Education Coordinator
Jor the county of Berkshire.
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Factionalism in drug
education does nothing to
promote the broad ‘whole
person’ approach we need
in schools, say Wigan
educationalists Christine
Baxter and Madeleine
Savage.

NO

The final word goes to the
brave trio who started the
debate. “Beyond ‘Just Say
No’” authors Ian Clements,
Julian Cohen and Pat
O’Hare reply to their critics.

The claim that drug education coordinators
have failed in their task seems premature.
It is two years since the first of the
coordinators came into post; in many
areas, very little work had previously been
carried out on drug education. The first
measure of the effectiveness of coordina-
tors should be their ability to bring about
changes in the school curriculum and in
teaching methods. Such changes are gener-
ally expected to take up to five years to
achieve, but already some schools have
begun the process.

The second measure of effectiveness
should be evaluations of the impact of
these programmes on small groups of
young people. One model is Wilcox and
Gilles’ evaluation of a smoking education
programme for primary school children
(Public Health: 1984, 98, p.49-51). Similar-
ly detailed evaluations need to be carried
out for other programmes before we can
say ‘drug education does not work’.

These evaluations must allow for other
factors in society which affect health out-
comes. It is unreasonable to expect that the
programmes themselves will solve all the
problems unless they enjoy community
support and unless there is a willingness in
the community to make resources avail-
able, both for the education programmes
and to provide alternative activities for
those who currently use drugs.

To be effective, drug education must
indeed be far more than exhortations to
‘Just Say No’. Young people need informa-
tion about drugs, but they also need an
opportunity to discuss their own and other
people’s attitudes and a chance to acquire
skills to enable them to cope with drug use.

Media messages about drugs are fre-
quently confusing. Glamour adverts for
drugs such as alcohol can be at variance
with a young person’s everyday experience
of the drug, but can nevertheless be an
important influence on their behaviour.
Merely changing attitudes does not deter-
mine behaviour — but the opportunity to
think through some of these interpersonal
issues can be very helpful.

Classroom attempts to teach decision
making skills with the message ‘say no’ are
unsuccessful — but many skills can be
taught or improved. Skills such as listening
and communication, and strategies for
building and ending relationships, are ex-
tremely important in daily life. Functioning
satisfactorily at this level is an important
component of the individual’s self esteem.
Harm minimisation techniques are as de-

14" <4 DRUGLINK Septembsr/October 1988

pendent on these interpersonal skills as
primary prevention strategies.

Giving young people information about
how to use drugs safely can only be of
value if they have the skills to negotiate
these ‘safe’ strategies with their peer
group. Telling kids not to share needles or
only to sniff solvents from small bags,
when the unsafe practice is common in
their peer group, requires them to be as
assertive in using ‘safely’ as in not using at
all.

We also need to introduce a variety of
coping skills to help young people reduce
or avoid legal and illegal drug use. Relaxa-
tion techniques can offer a positive alterna-
tive. Ways of getting help for problems are
important, and skills are needed in dealing
with service providers. Other ways to
occupy time need to be made available and
to be practical for the individual in their
circumstances. Harm reduction strategies
are not an alternative to primary preven-
tion — both are an important and integral
part of a wide ranging strategy to enable a
‘whole person’ approach to the problems
of drug use.

Above all, education processes must not
harm those for whom they are devised.
This is something which must be borne in
mind when advocating harm reduction
strategies alone. Responsible adults, no
matter how aware of the fact that legal
drug use may be as harmful as illegal drug
use, should not condone the latter — at the
very least because of the effect a criminal
conviction could have on the career pros-
pects of the young people they are working
with.

Everyone who works with young people
agrees that helping them cope with drug
use is important. Perhaps now is the time
for drug educators at all levels to work
together to implement a well supported,
broad-ranging strategy. Unsupported, nar-
rowly based strategies — whether or not
they occupy the “moral high ground” —
simply waste the energies of the educators
and do nothing to help those for whom
they are devised. a

Christine Baxter is Alcohol and Drug
Education Coordinator for the Metropoli-
tan Borough of Wigan. Madeleine Savage is
a Health Education Officer with Wigan
Health Authority.

One of the criticisms made of us, despite the
references we gave, is that we assumed
primary prevention was ineffective. The
fact is that there is no strong evidence for
the success of primary prevention, except
with regard to the short term effectiveness
of a few smoking education projects. These
are welcome results but hardly sufficient to
counter overwhelming evidence of the in-
ability of primary prevention approaches to
affect other forms of drugtaking. This may
be difficult to stomach, but it is reality.

Together with our colleagues, we hope
that appointment of drug education coordi-
nators in 1986 improved practice, but we
shouldn’t forget that much innovative
drugs education work preceded our
appointments.

Evidence offered for a link between
drugtaking and self esteem is inconclusive.
We find self esteem a difficult concept to
grapple with — what is it, who defines it,
how is it measured and how could it be
linked to drugtaking? We feel bombarded
by anecdotal evidence which appears con-
tradictory. Recently an Education HMI
returned from the USA saying how struck
he was by the high level of self esteem of
young people in America coexisting with
high levels of drugtaking. Let’s not rush to
conclusions on this one until we know what
we mean by self esteem.

We are not claiming all personal and
social education (PSE) is ineffective, nor
“cynically abandoning pupils” to the school
system. The three of us have for years been
advocating PSE and, like our colleagues,
are aware of its progressive nature and the
need to defend it. We are also aware of the
valiant efforts and strides forward recently
made in PSE, many through drug educa-
tion coordinators.

However, in our experience much PSE
work in schools is poorly resourced, badly
coordinated, taught by the uncommitted
and given the lowest priority on the time-
table. This is probably the general picture,
with the good practice that does exist being
restricted to a few classrooms. The point is
that we cannot expect too much from PSE
when some of its fundamental tenets
(empowerment, informed decision-making,
etc) are contradicted by so much else young
people experience in schools. We want to
promote PSE but have to admit its limita-
tions and look for ways to influence school
structure, decision-making and ethos.

There is a danger that talk of the need to
integrate drug education into the curricu-
lum and to develop general skills will result
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in us not even bothering to talk to the
students about drugs. Our article was not
about PSE itself but about drugs education.
By focusing on concepts such as self esteem,
empowerment and decision-making skills,
educators risk losing sight of the ultimate
aims — to affect attitudes to drug use and
drug using behaviour.

The question is how to affect these. Harm
minimisation is an alternative perspective
with the potential to reduce the negative
impact of drugs on individuals and com-
munities. There is no reason why we cannot
begin to develop harm minimisation
strategies nor why these cannot be applied
equally to ‘legal’ and ‘illegal’ substances.
Such an approach is desperately needed for
us to have any real impact on drug use.

Surprisingly, some of our colleagues who
adhere to a PSE/empowerment/informed-
decision-making philosophy cannot see that
for them harm minimisation is a much
more appropriate stance than primary pre-
vention, which allows for no such widening
of choices. We should not forget that most
drug use is pleasurable and exciting without
causing damage.

Understandably, some say harm mini-
misation is not relevant to school students
because most do not take drugs. However,
many are experimenting with drugs now
and others will do so in the future. Even if
they never take drugs we need to educate
them to understand those who do. There is
a need to go beyond individualistic
approaches targeted at potential or actual
drug users.

We are not merely relying on structural
changes to reduce drug problems, but we
have tried to explain the need to take
structural factors into account for effective
drug education strategies. Hopefully
Thatcherite Britain has not yet shackled
our thoughts and actions to the extent that
we cannot discuss politics and campaign for
improvements in material circumstances.

“Beyond ‘Just Say No’” did not attempt a
complete blueprint. It did try to be positive
and constructive by suggesting unachiev-
able aims are dropped in favour of develop-
ing a new practice which can minimise
harm. Instead of adhering to an ineffective
traditional view of drugs education, we
would like to endorse the optimism of
Adrian King and Richie McKie. Let’s be
bold and move forward. O

Ian Clements, Julian Cohen and Pat O’Hare
are drug education coordinators for Bury,
Tameside, and Sefton.
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TALKING POINT

COUNSELLING -
AND DRUGS
COUNSELLING

Roger Duncan

OVER THE PAST five years the work
done in the rapidly expanding number of
‘street’ drugs agencies has been defined
more and more closely in terms of the
professional social work and ‘therapy’
techniques used. This definition has occur-
red partly as a result of the need to sell the
work of such projects to the funding
agencies of the various types — which
increasingly include central and local gov-
ernment and the NHS — and partly out of
the need of the workers to feel that what
they were doing was ‘real’ social work.

In such agencies the role of counselling
(”systematic guidance” as the dictionary
has it — with the emphasis on following an
explicit system) has become paramount,
indeed, almost obligatory. One sometimes
has the impression people believe that if
only enough of it was available all the
problems of drugtakers (among others)
could be solved. Training for counsellors
has become more and more closely defined
and this is weighed by their understanding
of these precious definitions. Counselling
skills take on a somewhat mystical air:
mere mortals tremble at the threshold.

These developments continue at a some-
what worrying and usually uncritical pace.
Drugs agencies have always had to contend
with disapproval from statutory profes-
sions, in particular, from the medical pro-
fessions. Raising the name of ‘counselling’
has to some extent been a defence to this
criticism. Counselling has become a re-
spectable professional technique, an
answer to the question, ‘Well, what exactly
can you do with no medical/social/etc
training?’

There are, however, fundamental diffi-
culties. Most drugs workers are involved in
something which, while it may be similar to
counselling, is something different from
and more than counselling. It is befriend-
ing, advising and informing, as well as
offering guidance. In drugs work, distinc-
tions between these elements are more
blurred than in some other areas. My own

The author is Project Coordinator of the
Swansea Drugs Project (SAND) and has
worked in the drugs field for 11 years.
He can be contacted at the project on
0792 472002.

agency’s attempts to separate counselling
and other work with individuals was not
successful. In most other agencies [ know,
workers in ‘counselling sessions’ attempt a
whole range of types of work. I suggest
that we, as drug workers, begin to more
accurately describe the work we do and to
give that work its own name and status.
The success of any work with clients
appears to depend, not so much on the
knowledge or techniques of the worker,
but on their ability to form a close rela-
tionship with the drug user. This not very
original conclusion is borne out in much of
the research on the relative values of
different therapies, on the value of trained
as opposed to untrained therapists, and on
the merits of volunteer workers.
Although this is a well known point, its
significance has not been properly appreci-
ated. One implication is that street agency

Success depends not on techniques
but on the ability to form
person-to-person relationships

advisers should be selected more on their
ability to form person-to-person rela-
tionships (with drug users in particular)
rather than on their counselling qualifica-
tions or knowledge. With no statutory
sanctions to wield nor drug inducements to
offer, the first thing drug advisers need to
do is to hold on to their clients and get
them coming back. It is the quality of the
client-worker relationship that achieves
this, not the mechanistic ‘turning on’ of
counselling techniques.

WHILE COUNSELLING can help in
establishing non-judgmental relationships,
it is only one of many tool chests successful
drug workers can exploit. We should, as
part of our training structures, be exploring
the whole gamut of relationships. In par-
ticular we should recognise those elements
of counselling technique which actually
distance us from our clients. Concentrating
too much on whether your technique is
‘right’ (am I sitting the right way, asking
the right kind of questions) can obstruct
the more important business of forming the
relationship that provides the essential
basis for change. a
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REVIEWS

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

Safer Drug Use has evolved from the ethos
of the London street agencies established
in the late '60s to early *70s: it is non-
judgmental, realistic, accessible and in-
formative. It faces squarely the real prob-
lems that drug users encounter, and offers
solutions. Primarily, it is brave. Any drugs
agency that works within a harm reduction
rather than an exclusively abstinence brief
knows critics are quick to talk of profes-
sionals ‘encouraging’ drug use and ‘collud-
ing’ with illegal behaviour. This booklet
neither encourages nor colludes. It is clear
in its aim and uncompromising in its
message: drug use can be dangerous — so,
if you are doing it, take care of yourself.

The booklet succeeds in the most part
because it is clearly set out, funny, and
friendly and accessible without falling into
the trap of over-simplification. The title
helps too: at last a booklet without AIDS
all over the front, one that the shy or
intimidated can pick up in a drop-in centre
or waiting room without prejudice.

I bave only two criticisms. Firstly, our

clients would like to take copies away with
them and pass them around their net-
works, but Safer Drug Use is not pocket-
sized and is too firm to fold. Secondly, the
section headed “Protecting Yourself from
AIDS” is not of the same high quality as
the rest of the booklet. We should not
continue to advocate a ‘just use a condom
and all will be well’ approach to safer sex.
It’s a start, but is too simplistic and
fundamentally unsafe. Of course in a book-
let a clear message has to be communicated
in a few words, but the passages on safer
sex are unimaginative and discriminatory:
condoms do not help lesbians practise safer
sex. Elaboration on the phrase “If you
have sex use a condom” is therefore
essential.

Overall, however, this is an excellent
publication. It approaches topics relevant
to drug users with clarity and understand-
ing. Many of the topics have been discus-
sed in street agencies for years, but to my
knowledge have never before been written
down for less experienced drug users to
learn from.

Publication of this booklet may in that
sense be well timed. Five years ago experi-
enced users passed on their ‘handy hints’ to

some of those newer to drug use. Now, as
the older network have moved on and
young people have started to use in greater
numbers, much useful, practical informa-
tion is not reaching users at the start of
their drugtaking careers. The Community
Drug Project’s leaflet can fill this gap, but
distribution is now crucial to its success or
failure. It must be distributed widely and
with imagination for it to reach its major
target — people at the start of the drug
using continuum. Our clients suggested
copies be sent to all prisoners; there must
also be many other ways to distribute Safer
Drug Use — CDP now have to find them.

I believe this booklet is essential for all
drug projects and for all workers new to
the drugs field. It should be brought to the
attention of all residents of and callers to
drug projects, and, through non-drug
agencies and centres, to the attention of

potential drug project clients.
Nicola Sugden

Hungerford Drug Project, London
Safer Drug Use is available from ISDD at

£0.50 inc. p&p. Discounts on orders of 25
or more — phone 01-404 4451 for details.
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LIVING WITH
AIDS AND HIV

g A Guide for the Carer
JOHN S.CAMERON

THE WESTMINSTER RIBBON ANTI-DRUG
VIDEO. City of Westminster, 1988. Video.
£6.

If you have 12 minutes to spare and want to
learn how to inject illicit substances, the
new City of Westminster Ribbon Anti-
Drug Video is for you. This shot-in-the-
vein image is shown four times inters-
persed in a Cooks Tour of street drugs and
their associated horrors.

Smoking, alcohol and solvent misuse are

mentioned in passing, together with the’

fact that they cause greater damage than
drugs controlled under the Misuse of
Drugs Act. But this is only a brief mention
-— the overriding message is one of misery
and despair underlined by the video’s
shock-horror approach. This style of drugs
education has been totally repudiated by
drugs educators, who share the concern
expressed by the Advisory Council on the
Misuse of Drugs about “measures which
deliberately present information in a way
which is intended simply to shock or scare”
(Prevention, HMSO, 1984).

We are introduced to three dated and
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bizarre case histories of young men who
allegedly died through drug misuse. In no
way are they related to the contemporary
experience of the young people at whom
this video is apparently aimed. The anti-
dotes to drugs offered by the commentary,
“Outwit the predator, the drug pusher”
and “Just say no”, lack credibility. Life just
isn’t like that. These simplistic messages
together with stills of the Government’s
anti-heroin posters attempt to reactivate a
discarded campaign. Is this not a big step
backwards?

In the middle of this mishmash of misin-
formation you may hear some appropriate
messages, but sadly these are lost as we,
the audience, turn our attention to playing
‘spot the celebrity’. We identified the
Princess of Wales, David Frost, Esther
Rantzen, John Hurt, Frank Bruno, Hazel
O’Connor and Bill Wyman — all of whom
may mean a lot to Wogan watchers, but
not much to the target group of young
people “from the age of 11 years”.

Publicity material claims that the video
has a “very strong and serious anti-drug
message and contains a mixture of pop art,

tragedy, information and fun”. However,
it is not fun but dangerous and misleading.
At £6 it may seem a bargain — but we
would urge colleagues to consider the
prediction in the 1984 Prevention report
that “As the causes of initial or occasional
drug misuse come to be better understood
and the responsibility for future prevention
policy more clearly defined, we expect that
drug education will increasingly adopt
techniques which focus on social and cultu-
ral factors.” This video takes us back in the
opposite direction; it has no place in the
repertoire of drug education resources.
Lesley de Meza
Colin Chapman

Drug Education Coordinators for Harrow
and Redbridge respectively, on behalf of
the London Regional Drug Education
Coordinators.

The video is available from Sas Public
Relations Ltd, 1a Galliard Street, Sand-
wich, Kent.

See also related news report on page 4.
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| REVEWS

LIVING WITH AIDS AND HIV. David Miller.
Basingstoke: Macmillan Education, 1987.
136 pages. £7.95 paperback.

David Miller is a principal clinical psycho-
logist at Middlesex Hospital Medical
School. During the last four years he has
counselled hundreds of HIV/AIDS pa-
tients, as well as their partners, carers and
loved ones. Now he has translated this
experience into a book, which provides a
sympathetic and in-depth guide for people
with AIDS and HIV and their counsellors.

The first two chapters are admirably
clear and concise accounts of the virus,
how it is spread and detected and the

clinical manifestations of HIV infection.
The sections which follow contain a wealth
of practical information and advice on
coming to terms with diagnosis (typical
questions following HIV results, telling
others the news), on practical adjustments
(work, finance, safer sex, health boosting
by diet and exercise), on psychological
adjustments (fighting uncertainty, over-
coming stress and anxiety), and adjust-
ments in relationships (including preparing
for bereavement).

However this book contains more than
useful information and advice. For the past
two and a half years David Miller has been
the co-facilitator of the UK’s only long

term AIDS support group, People With
AIDS. Living with AIDS and HIV is
peppered with direct quotes from members
of the group. The result is to emphasise
and reinforce the points Dr Miller is
making in a compelling and often very
moving manner.

This is an excellent, very readable and
informative book that deserves to be popu-
lar with all those concerned with AIDS.

Victor Daniels

The reviewer is co-editor of the Royal
Society of Medicine’s journal The AIDS
Letter. This review was first published in
The AIDS Letter: 1987, 1 (4).

SOLVENT ABUSE: A GUIDE FOR THE
CARER. John Cameron. Croom Helm,
1988. 150 pages. £8.95.

It is hard to know who this book is
designed for: it is too detailed for the
non-professional reader, but for the pro-
fessional it is inadequate. It also suffers
from a variety of confusions — one of the
most serious of which is not knowing what
its subject matter is. While calling itself a
book about solvent abuse, it gives brief and
often confusing details about some other
drugs, but they form an eclectic list:
cannabis and LSD are there, as are banana
skins and nutmeg, but amphetamines are
not and neither are those most widespread
drugs of use and abuse — alcohol and
tobacco. Indeed, these are almost entirely
ignored. It is as if Cameron doesn’t see that
the youngsters with whom he has worked
actually use such drugs. He goes so far as
to say that taking solvents with cannabis or
amphetamine possibly accounts for “80-90
per cent of all substance and drug mixing”.
This is unlikely to be true, even if we
assume that alcohol and tobacco are not
included in Cameron’s definition of
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‘drugs’.

This example highlights another confu-
sion: the reader often does not know when
Cameron is drawing on his own experience
(no reference is given for the statement
quoted above, but it sounds authoritative),
and when he is giving us the benefit of
another’s experience. Much of the book is
filled out with chunks from other people’s
work. For example, the 33 pages of appen-
dices consist of a summary of one project’s
research on deaths related to solvent snif-
fing plus lists of teaching aids and addres-
ses obtained from Re-Solv. At one point
we are given extracts from the DoE Urban
Programme criteria. The whole structure
of the book is a bit ‘chunky’: there are lots
of subheads of various weights (some very
confusing) and lists of all sorts. Poor
editing and proof-reading add to the im-
pression that this is a book which has been
cobbled together.

When it comes to giving guidelines on
treatment, Cameron appears to believe in
throwing everything in and hoping the
reader will extract something of use from
the resulting broth. We are told about art
therapy and hypnosis, trust exercises and

residential,

the use of computers. While these are
possibly useful approaches, we are not
given enough information to make up our
minds, and Cameron nowhere reveals in
any detail how he has used any of these
approaches with real young people.

For Cameron it seems young people do
not exist except as addictions to be de-
tected, symptoms to be treated, and cases
to be managed. But unless solvent sniffing
is understood in the context of the misuse
of other drugs (including the legal ones)
and in the context of the role of young
people in today’s society, no guide to
treatment will be of much use in helping
them kick what for some is a habit which,
although messy and dangerous, is never-
theless functional in their lives. To under-
stand this we need to look at motivations,
rather than simply attempt to understand
the effects of drugs (in any case paradoxic-
al) and to apply various therapies in a
mechanistic attempt to alter behaviour.

Richard Ives

Formerly Development Officer with the

National Children’s Bureau Solvent Misuse
Project.

Details from Course Organiser,

publication/audio-visual material  to
ISDD’s library. Courses, canferences and
other events also listed — send details to the
editor at least six weeks in advance. Inclu-
sion cannot be guaranteed.

» DRUG WORKSHOPS. S.w.
Thames Regional Drug Problem
Team. Various dates from
September 1988 to June 1989.
London. £1.

Three series of afternoon
workshops on: basic information
about drug misuse; working with
drug users; child care and drug use.
Details from Course Organiser,
Dept. of Addictive Behaviour, Clare
House, St George's Hospital,
Blackshaw Road, London SW17
0QT, phone 01-672 4286.

» DRUG AWARENESS COURSES.
Drug Concern (Barnet). 1988 first
tier courses: 14-15 Sept, 20-21 Oct,
24-25 Nov, 1-2 Dec, in Barnet
{London) or Borehamwood (Herts.).

isdd

for others.

To help participants assess and deal
with problem drug use.

Deuails from David Sheehan, Drug
Concern (Barnet), Woodlands,
Colindale Hospital, London NW9
SHG, phone 01-200 9525.

» DRUGS AND ALCOHOL STUDY
COURSE. 22 September-17
November. £50.

» AIDS AND HIV INFECTION IN
INTRAVENOUS DRUG USERS.

1 December. £20.

» ALCOHOL AND DRUGS: AN
INTRODUGTORY COURSE. 26-27
January 1989. £30.

Leeds Addiction Unit. Leeds. 1988,
The first is an in-depth course for
welfare workers with experience of
drug/alcohol problems.

Details from Gillian Tober, 40
Clarendon Road, Leeds, 1.S2 9PJ,
phone 0532 456617.

> DRUG USERS AND AIDS. North
West Regional Drug Training Unit.
28-30 September, 31 October-2
November 1988, Cheadle. £30

Details from Val Foulkes,
NWRDTU, Kenyon House,
Prestwich Hospital, Bury New
Road, Manchester M25 7BL.

» INTRODUCTION TO ALCOHOL AND
DRUGS PROBLEMS. 3-7 October,
London. £195 non-residential.

» SIMPLE INTERVENTIONS FOR
PRIMARY WORKERS. 19 October,
Sussex. £40.

» TRANQUILLISERS. 9 November,
Woking. £20.

» VIDEO USE IN COUNSELLING
TRAINING. 23 November, Woking.
£40.

Surrey Drugs Resource Scheme.
1988.

Details from Janet Taylor, Surrey
Drugs Resource Scheme, 2{
Kingsway, Woking, Surrey GU21
INU, phone 04862 755914.

» HIV AND AIDS TRAINING. Family
Planning Association. 12-14 October
1988, London. £90 non-residential.
For people who have attended a
more basic HIV/AIDS awareness
course.

Education Unit, FPA, 27-35
Mortimer Street, London WIN 7RJ,
phone 01-631 0555.

» DRUG AWARENESS COURSES.
Drug Concern (Harrow). 13
October, 8 December, 1988; 19
January, 16 March, 1989; Harrow.
Series of multidisciplinary
introductory courses.

Details from Drug Concern, Siddons
House, Roxeth Hill, Harrow HA2
047, phone 01-864 9622.

» BASIC COURSE ON WORKING
WITH DRUG RELATED PROBLEMS.
Cooperative Training Services. 27-
28 October 1988, London. £55
statutory organisations; £18
voluntary (free if Home Office
funded).

Details from Janet Maitland, CTS,
c/lo NACRO, 169 Clapham Road,
London SW90PU.

» TELEPHONE COUNSELLING. 18-20
October, £169 non-residential.

» DRUG TRAINING FOR TRAINERS.
7-9 November, £249 residential.
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Network ADA. 1988, Manchester.
Details from Network ADA, 22
Crosfield Avenue, Summerseat,
Bury, Lancs. BLISNX.

ORGANISATIONS

» NETWORK ADA Ltd.

See news report page 5.

> NATIONAL COORDINATING PARTY
OF NEEDLE AND SYRINGE EXCHANGE
SCHEMES.

See news report page 5.

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

» DRUGS — RESPONSES IN YOUTH
WORK. 27 September.

Durham Health Authority. Durham.
1988.

Details from Durham Health
Education, Appleton House,
Lanchester Road, Durham, DHI1
5XZ, phone 091 386 4911, ext. 3361.

» DRUG EDUCATION. THE NEW
REALISM: TOWARDS A STRATEGY
FOR HARM MINIMISATION. 15
September, Manchester; 1
December, London.

» DRUG EDUCATION. A NEW
REALISM: TOWARDS A STRATEGY
FOR HARM MINIMISATION FOR THE
YOUTH SERVIGE. 24 September,
Leeds; 19 November, London.
Network ADA. 1988.

Two sets of one day conferences on
drug education in schools and in the
youth service respectively.

Details from Network ADA, 7
Crescent Road, Birkdale, Southport,
phone 0704 68317 or 0706 229537.

» CHILDREN OF DRUG ADDICTED
PARENTS. Dutch Institute for
Alcohol and Drugs. 12-14 October,
The Hague, Netherlands. 375 Dutch
guilders.

International conference with
simultaneous translation into
English available.

Details from NIAD, Marja Macville,
PO Box 725, 3500 AS Utrecht, The
Netherlands.

» AIDS — REDUCING THE RISKS.
Series of seminars in November 1988
in Manchester (18th), London (21st),
Cardiff (23rd), Glasgow (28th) and
Sheffield (30th). £39.

Outreach work with injecting drug
users.

Details from Network, 22 Crosfield
Avenue, Summerseat, Bury, Lancs.
BL9 5NX, phone 070682 8963.

» PRIMARY HEALTH CARE AND THE
ADDICTIONS: PRACTICAL AND
THEORETICAL ISSUES. Annual
symposium of the Society for the
Study of Addictions. 24-25
November 1988, London.

Details from Mrs L. Hughes, Section
of Clinical Psychopharmacology,
Institute of Psychiatry, De Crespigny
Park, London SES5 8AF.
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> AIDS ’88: PLANNING THE FUTURE.
Terrence Higgins Trust. 26-27
November 1988, London.

Plenary sessions on drugs and HIV/
AIDS and AIDS and young people,
plus workshops.

Details from Conference Team,
THT, 52-54 Grays Inn Road,
London WCI1X 8JU, phone 01-831
0330.

» DRUG POLICY REFORM. FIRST
WORLD CONGRESS. Drugs Policy
Foundation USA/UK. 14-19 May
1989, Lisbon.

Organised by the US-based anti-
drug war group.

Details from Gil Martin, 41 Valley
Road, Welwyn Garden City, Herts
AL87DH.

PUBLICATIONS

Medical

» DRUG MISUSE: A PRACTICAL
HANDBOOK FOR GPs. A. Banks and
T.A.N. Waller. Blackwell Scientific,
1988. 344 pages. £12.95.

Edited by and published in
association with ISDD.

Available through bookshops or
fromISDD at £13.70 inc. p&p.

» COCAINE. D. Weiss et al.
Washington: American Psychiatric
Press, 1987. xiv, 178 pages. Book.
Overview of cocaine for
professionals and those with cocaine
problems.

Available from American
Psychiatric Press, Inc., 1400 K
Street, NNW., Washington DC
20005, USA.

AIDS

» AIDS AND IV DRUG ABUSERS:
CURRENT PERSPECTIVES. R.P.
Galea et al, eds. Owings Mills,
Maryland: National Health Book
Publications, 1988. xxxv, 328 pages.
Book. $35.

Emphasis on educational
interventions.

Available from Rynd
Communications, 99 Painters Mill
Road, Owings Mills, MD21117,
USA.

> AIDS: THE WAY FORWARD.
Manchester: Lifeline Project, 1988.
Policy report. £1.50.

From the major voluntary drugs
agency in the North West,

Available from Lifeline Project, 463
Chester Road, Stretford, Manchester
Mieé.

Treatment

» USER FRIENDLY? TACKLING THE
DRUG PROBLEM. Portsmouth:
Project lcarus, 1988. Video. £25.
Examines the work of the
Portsmouth Drugs Treatment and
Advice clinic and explores attitudes
towards drug abuse.

Avadilable from Project [carus, 214a
Havant Road, Drayton,
Portsmouth, Hants.

» ADDICTION: THE CAUSES, THE
FEARS AND THE HOPES. Michael
Hastings. London: Scripture Union,
1988. 95 pages. Book. £3.95,
Basic information with case
histories. Written from a Christian
perspective.

Available through bookshops.

Policy

» TACKLING DRUG MISUSE: A
SUMMARY OF THE GOVERNMENT’S
STRATEGY. 3rd ed. Home Office,
1988. 57 pages. Booklet. Free.
Available from ISDD.

» ECONOMIC ASPECTS OF THE
ILLICIT DRUG MARKET AND DRUG
ENFORCEMENT POLICIES IN THE
UNITED KINGDOM. Home Office
Research Study no.95. A. Wagstaff
et al. HMSO, 1988. Report. £7.95.
Costs-benefits of enforcement
policies.

Available through bookshops.

Prevention/Education

» YOUNG PEOPLE IN THE
PREVENTION OF ALCOHOL, SOLVENT
AND DRUG MISUSE. Veronica
Wilson. Penarth: Council for Wales
of Voluntary Youth Services, 1987.
204 pages. Report. £1.

Final report of a project on the
potential for involving young people
in drug prevention.

Available from CWVYS, 5
Washington Chambers, Stanwell
Road, Penarth, South Glamorgan
CF6 2AF.

» HEALTH ACTION PACK: HEALTH
EDUCATION FOR 16-19s. Gay Gray
et al. Cambridge: National
Extension College, 1987. Education

pack with workbook, photos, games,
etc. £39.95.

For use in school and youth work
settings.

Available from NEC, 18 Brooklands
Avenue, Cambridge CB2 2HN.

» DRUGS AND THE NERVOUS
SYSTEM. Los Angeles: Churchill
Films, 1988. Video and discussion
guide. £90 + VAT.

For 13-16 year olds.

Available from Boulton-Hawker
Films, Hadleigh, Ipswich, Suffolk
IP7 5BG.

Other

> OPIATE ADDICTION, MORALITY
AND MEDICINE: FROM MORAL
ILLNESS TO PATHOLOGICAL DISEASE.
Geoffrey Harding. Basingstoke:
Macmillan, 1988. viii, 98 pages.
Book. £25.

Concepts of addiction in nineteenth
and early twentieth century Britain.
Available through bookshops.

» WAITING FOR THE MAN: THE
STORY OF DRUGS AND POPULAR
MUSIC. Harry Shapiro. London:
Quartet, 1988. x, 276 pages. £14.95.
Available through bookshops.

» WIRRAL’S ENDURING HEROIN
PROBLEM: THE PREVALENCE,
INCIDENGCE AND THE
CHARACTERISTICS OF DRUG USE IN
WIRRAL 1984-7. C. Chadwick and

H. Parker. University of Liverpool
Misuse of Drugs Research Project,
1988.

Documents a trend to injecting in an
area with a remarkably high
prevalence of heroin use.

Available from Department of Social
Work Studies, University of
Liverpool, Liverpool L69 3BX.

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




ADS

SOLVENT
ABUSE

it/ “A BOMBSHELL?”

(WHAT EVERY PARENT SHOULD KNOW ABOUT SOLVENT ABUSE)

Re-Solv’s new 30 minute video and two work booklets, produced by the Royal Scciety of Medicine in consultation
with TACADE. Sponsors for the video include the Department of Health, the Department of Trade and the Home
Office.

“A Bombshell?” is the first video designed specifically to help parents understand solvent abuse. In the form of a drama
it sets out to look at the way four families react to the news that their child has experimented with solvents. In the
process it discusses sniffing, why children do it, what can be done and where help is at hand. The video comes with full
discussion notes and background information in the form of two booklets designed by TACADE. These may either be
used as part of a group discussion or on their own. The entire package is available at a cost of £20.00 including VAT

and post and packing.
This is a video that every parent should see

USE ITAS A REGULAR PART OF YOUR SUBSTANCE ABUSE TRAINING

Please forwardtome ________ copies of “A Bombshell?” with 2 free workbooks for each video ordered. |
enclose my cheque/postal order for

Name
Address

Postcode

PLEASE RETURN TO RE-SOLV AT THE ADDRESS BELOW ISDD/A

THE SOCIETY FOR THE PREVENTION OF SOLVENT
= AND VOLATILE SUBSTANCE ABUSE
St, Mary’s Chambers, 19 Station Road, Stone, Staffs. ST15 8JP.

EAST DORSET DRUGS

COORDINATOR ADVISORY SERVICE

(EDDAS)

Salary range £10,191-£12,075
(pay rise pending from July)

The Brent Community Drug Service is a new service set up
to combat drug and substance misuse in this north west

London borough. This newly created post arises from the

g
We're a small, committed team and urgently need a Drug separation of'the countyTWIde Sivice 1nt<?
Training Coordinator — up to £13,000 (inc. LW). You two local services. You will play a key role in
should ideally have experience of drug training as a health managing and directing a well established
education worker or counsellor. voluntary service for those whose lives
You will work with the Health Education Dept. in a ha\{e been adyersely affec‘Fed S
multi-ethnic inner city area and make a major contribution drugtaking. You will be re'spon51ble for daY
to the work of the Community Drug Service. to day control of the service within Council

olicy and for recruitment, training and
For an informal chat phone Jo Mensah-Tandoh, Project S ; o

Manager, 01-965 9716/9784, or write to Brent Community supeerspn of volun.teers. YAl W,l“ slsc lsnd
Drug Service, Central Middlesex Hospital, Acton Lane, EDPAS s developing an ex#ensnon of the.
London NW 0 for further information and an information service to include problem drinkers, and will
pack. be supported by the Council of Management
and local statutory services including the
Community Drug Team. Clerical support is
available.

Closing date for applications: 23 September 1988

For further information and application

PARKSIDE HEALTH AUTHORITY form, please ring EDDAS on 0202 28718 or
WORKING FOR EQUAL write to us at 79 Old Christchurch Road,
OPPORTUNITIES Bournemouth, BH1 1EW.
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NEW BOOKLET FROM ISDD

DRUGS AND DRUG USING:
A GUIDE
FOR AIDS WORKERS

M The first basic introduction to drug misuse
specifically for HIV/AIDS workers new to the
care of drug users.

M Easy to read. Clearly presented.

M Ideal as an AIDS or drug training course
handout.

M Includes:

[ the risks of using drugs

[0 understanding drug use

1 caring for drug users — what are
the issues?

[0 what help is available
[ pull out summary chart on the effects of

drugs £1.75
including
postage

Details from ISDD on 01-404 4451

RESEARCH

Drug Questions
research register for 1988 is now
available.

Drug Questions
lists and describes 189 drugs, solvents
and AIDS-related research projects in
universities, polytechnics,
health authorities, drug agencies, and
other contexts.

Drug Questions
also contains selected reports on harm
minimisation, race and tranquiilliser use,
and drugs/HIV.

Available from ISDD

for £10 including p&p
from Lorraine Lucas at ISDD,
write or phone 01-242 1878

REGISTER

1988 edition of this life-saving wallchart guide
to coping with drug-induced overdose
emergencies.

Revised in accordance with the latest edition of
the authorised first aid manual from St John’s
Ambulance, St Andrew’s Ambulance Association,
and the British Red Cross Society.

Still £1.50inc p & p.
Details from ISDD on 01-404 4451,

Need a meeting/training/
conference space?

MEET IN THE
MIDDLE

In the new meeting room at ISDD/SCODA’s premises
in central London. You and your guests not only get a
well equiped meeting space but also direct access to
ISDD’s library and a chance to arrange to renew (or
make) acquaintances at SCODA and ISDD.

B In central London with easy access via local and
national transport services.

B Facilities include provision of catering from basics to
banquets, all usual visual aids, video projection and
recording, tape recording, film and slide projection,
etc.

B Details from Hilary Boord-James at ISDD, phone
01-430 1991.

We look forward to hearing from you!




