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Drug education:

teach or treat?

‘Education, Prevention and Treatment’ is the Holy Trinity of the
drugs field. We are equally comfortable with ‘Rights and Responsi-
bilities’. But as we prepare for a veritable explosion of tunding for
drug interventions with young people over the next three years,
are we sure we properly understand the nature and distinct
purpose of these terms? More to the point, while many of us

understand them, Kathy Evans helieves many of us may not concur.

here couldn’t be a more

important time (o take a

critical look at our strategy as
the basis for evolving drug education,
prevention and treatment for young
people. As someone whose work is
primarily concerned with working
with young people, I want to offer
my personal view of how and why
drug education has been misunder-
stood, and why 1 think the strategists
have confused its role and aims.

When we talk about young people

and drugs, the mental picture often
painted is one of safety nets and the
need to prevent young people from
falling through them. Drug educa-
tion is the safety net of the masses;
those who fall through require
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prevention and those who fall
through that will need treatment.
This is, perhaps, how we commonly
understand the difference between
the three. The aim of providing any
safety net at all is, I assume, because
we don’t want any young people 10
develop drug problems, or indeed to
come to any other avoidable harm or
injury as a result of drug use. Perhaps,
at least, we can find consensus in
that aim without too much difficulty.
We could also find consensus among
young people themselves about the
desirability of achieving it. I have
always suspected however, that
despite the ritually chanted mantra,
‘Just Say No doesn’t work’, the
universal underlying aim of the safety

net system is still abstinence. This is
nowhere more clear than in the drug
strategy itself.

Aim one of the drug strategy
requests universal and targeted drug
education and prevention initiatives
for young people. It is the corner-
stone of the drug strategy, only
equalled in publicity and political
priority by the host of criminal justice
initiatives to address drug-related
offending. Drug treatment for young
people, on the other hand, is
mentioned in aim three as one area
in need of specialist service develop-
ment within the wider world of
(predominantly adult) drug treat-
ment. Looking at the descriptions of
those aims, and following the
strategic logic, it is the provision of
drug education and prevention that
will ‘enable young people to fulfil
their potential in society’ (aim one).
For young people who fall through
the first two nets, the aim changes to
making sure they ‘live healthy, crime-
free lives’ (aim three). Why the shift
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from ambition and aspiration to
damage limitation? I shall return to
suggest an answer later.

In a ‘what works? world’, how are
we 0 Imeasure our success in meeting
either of these aims? Simple, your
success as drug educators is to be
measured by reductions in the
prevalence of drug use. In other words,
the litmus test of drug education is
behaviour change in the young
people who receive it. We find
ourselves back at square one.

This aim is not marginal or
reasonable changes in behaviour
either ~ the Key Performance Target
for drug education and prevention is
for a 50% reduction in use of Class A
drugs among young people. Just for
good measure there is a short-term
target not only to halt, but to reverse
by six months the reduction of the
average age of initiation into heroin
use. This is social engineering of epic
proportions to expect from any
educationalist, and disempowering as

a practitioner.

Stand and deliver
If [ put myself in this position and
imagine that | were to go into a
classroom or youth group to impart
information and promote discussion
of the effects of drugs and attitudes, 1
would think it entirely reasonable for
my success to be measured by the
degree to which I had actually done
those things. I can and should be
held accountable for what [ do,
especially when paid with tax-payers’
money or charitable donations.
However, what the drug strategy does
is to hand the burden of proof of the
worth of my work to voung people’s
freedom to make their own life
choices. Not only is this not fair, it is
not fair to the young people. Pupils
never agreed to take on the responsi-
bility of demonstrating by their
behaviour that I was a good drug
educator. Nor were they consulted in
setting the target for their behaviour
in the first place. And so [ am
effectively held professional hostage
to the whims, desires and informed
choices of the young people [ teach.
By contrast, the interventions that
can and should be measured, at least
in part, by the behaviour change of
the individuals receiving them are
harm minimisation and treatment

interventions. These are interven-
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tions that honestly and explicitly set
out to enable people to change their
behaviour in some way. There are
indeed two targets in the treatment
aim of the strategy that do this, in
relation to injection and sharing, and
in relation to drug-related deaths.
However there are no targets for post-
treatment abstinence (and nor
should there be). In the strategy the
treatment sector has targets to meet
relating to increasing drug users’
engagement and attendance at
services, and for improving consist-
ency and quality in service provision.
These are targets that we can and
should be held accountable for, both
to the funders and to the service
users. But why has the same
approach to target-setting for
education and prevention not been
applied? This is because, in my view,
drug education, as expressed in the
strategy, is fundamentally miscon-
ceived.

Let us examine drug policy and the

...drug education, as expressed in

the strategy, is fundamentally

misconceived.

strategy as a whole. Education,
prevention and treatment, different
as they are, are all lumped together as
being one side for achieving ‘demand
reduction’ The other side is of course
‘supply reduction’ through law
enforcement. [s it any surprise
therefore that drug strategists have set
behaviour change targets for the
outcomes of drug education? Not
really, because in the eyes of the drug
warrior, drug education, prevention
and treatment are the same thing
(demand reduction), just different
methods for different people. The
question of which people each of
them is for in this analysis takes us
back to the safety nets.

The majority of young people,
experience tells us, will not fall
through the first safety net, and
certainly not the first two - the good
kids, the ones who do well at school,
g0 to university and move on to
employment. Some might have
some adolescent hiccups on the way,
but they are the ones for whom
society has high aspirations of

abstinence and fulfilment of

potential. We know they are not all
currently abstinent, and so encourag-
ing them to become so, and for new
generations not to do it becomes the
target for drug education and
prevention.

Therefore, if we take the term
‘treatment’ to refer generally to those
interventions that deliberately
attempt to change and to reduce drug
using behaviour, drug education and
prevention are effectively (strategi-
cally) ‘treatment’ for the good kids.
And that leaves treatment being
‘treatment’ for the bad kids.

Where are the positive strategic
aspirations for these young people,
who also want to fulfil their potential
in society? There aren’t any. In effect,
they ‘don’t deserve them'. The best we
are asked to do is minimise the
damage they do to themselves and
everyone else and treat it as a
criminal justice and health issue, as
states the aim. The effect of this
separation is for schools and others
to be divorced from the planning
and provision of treatment for young
people. This is despite the fact that
continuity or re-engagement with
education is perhaps one of the most
important factors in successfully
enabling a young person to turn their
lives around and get back on their
feet.

Subconscious

Not only have education and
prevention been set treatment
(behaviour change) aims in our
national strategy, but further evidence
of this confusion is that drug
education’s professional discourse
even follows the drug treatment
paradigm. ‘Just say no’ versus
‘informed choice’ is exactly the same as
‘abstinence’ versus ‘harm reduction’,
they just use different words. But
which is more effective as an
approach to educating young people?
Which side are you on? I do not wish
to suggest for one moment that any
drug educator or prevention worker
is suffering from the delusion that
they are providing treatment — the
delusion lies elsewhere, and is largely
unconscious. [ would suggest,
however, that drug education, by
being set the lion's share of responsi-
bility for changing drug using
behaviour across the population of

young people (and therefore, the
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entire future population) is being set
up to take the blame for not achiev-
ing something it could never have
done, and should never have been
asked to do. It's time for drug
education to stand up and shout
‘foul’.

Right not wrong

This requires a clear conceptual shift
to a children’s rights approach, rather
than a ‘what works’ agenda. The aim
of drug education should not be
demand reduction at all - it should
be part of a child’s right to education,
part of the comprehensive process of
enabling them to learn about the
world around them, and to analyse,
understand and act within that
world. Drug education, like all
education, is a right, not an initiative.

Pulp fiction

Let the comparators for drug
education be other curriculum
subjects instead of drug treatment
and enforcement. If we were to
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measure the success of teaching
Shakespeare at school by reductions
in the sales of cheap love novels, it
would be equally inappropriate.
Children are the free citizens and
voters of tomorrow, and they have
rights as children now. What they
need from our schools and our
communities is not only help, advice

The aim of drug education should not
be demand reduction at all — it should

be part of a child’s right to education

and information on how they might
behave, but to be encouraged to
think about their part in a democratic
society and to study the ‘subject’ of
drugs from sociological, historical,
economic, geographical and political
perspectives, without reference o
their own or their friends” behaviour.
A children’s rights approach is
certainly needed if drug education is

to argue for appropriate targets that
are within its power to meet.

A children’s rights approach must
advocate for young people who
develop drug problems to be entitled
to the same outcomes and aspirations
as other young people.

A children’s rights approach is
needed to allow young people their
own voice in the drug strategy and to
set and agree to targets that affect
them, rather than having them
imposed.

A children’s rights approach to
drug education is also needed if
future generations of voters, politi-
cians and drug field professionals are
to develop drug policy into the 21st
Century in a more informed and
effective way than we have as a
society so far. M
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