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Too hot to handle

School-age drug users — too young to help?

THERE HAS RECENTLY been much
publicity about the changing patterns and
increase of drug use by younger people; the
main thesis of this article is that this
awareness has not been matched by an
increase in services suitable for young drug
users —it’s still as if they’re too young to
have a problem. Rave and dance culture has
attracted large numbers of new drug users
who regularly use ecstasy, amphetamines,
LSD and cannabis. Youth workers. teach-
ers, drug workers, and others report
increased drug use by younger groups.
Perhaps one in three young people will have
tried an illegal drug by the time they leave
school (see panel page 12).

Young people now represent a huge drug
consumer group that requires a correspond-
ingly large network of drug services tailored
to their needs. In reality this is far from the
case: in most parts of the country young
people who choose to use drugs are largely
abandoned, often due (o a combination of
ignorance, muddled morality and conserva-
tive working practices.

Drug use among injecting opiate users is
now generally viewed as a health issue that
requires pragmatic health responses. This is
exemplified by the rise of needle exchanges.
which would have been considered heresy
in the early 1980s. To this kind of harm
reduction activity, the moral outrage
typified by lurid tabloid press reports seems
largely to have abated.

If similarly pragmatic and sensible harm
reduction responses are aimed al young
drug users. moral indignation quickly
demonstrated by the Daily Star
and the Sun’s coverage of the Clull Ow
leafiet. With this harm reduction initiative
aimed at young ravers, some newspapers
took the simplistic line that if you're not
telling them to say no, then you're saying its
OK.

All this moral indignation fulminated in
the Star (26 January 1991) opposite their
page-three topless girl. This episode gives
rise to the sobering thought that providing
young people with advice on safer drug use
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will not be viewed in the same way as
giving similar information to older drug
users.

If young drug users get little help from
the media, they fare almost as badly with
specialist drug services. By some strange
tradition, these services view the younger
end of the market as not really having
proper drug problems. It’s the “cannabis
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isn’t really a problem, so go away and work
on it — come back when you're using
something really nasty” phenomenon.
Some agencies’ policies still stipulate that
they don’t see young people under a certain
age.

Many services are hard-pressed enough
to meet the needs of existing clients and
have (o prioritise how much time they can
give to different groups. In most needs
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Since the late '80s recreational drug use
among young people has increased in ex-
tentandin the variety of drugs used, creat-
ing a potentially large new consumer group
for drug services. Drug and medical serv-
ices shy away from getting involved with
young users and see them as the respon-
sibility of youth and education agencies,
whichinturnseethemselves asill-equipped
to deal with drug problems. The resulting
void in services available will only be filled
by cooperative inter agency working.
et s = eSS e ]

assessments young drug users come last.
The belief that one outreach worker,
however good, can provide a complete
service for young drug users and their
parents, reflects the lowly position of young
experimental and recreational users in the
thinking of some drug workers.

Another example occurred recently
when an outreach worker from a commu-
nity drug service who works with young

users was on extended sick leave. During
his sickness his school-age clients were left
without cover; a worker dealing with
traditional clients would have been covered.
Some drug services are largeting
outreach work at younger users; but many
see outreach as mobile equipment distribu-
) tion service for existing client networks, not
as an opportunity to develop an entirely new
client base. Younger drug users also rarely
equate their use of drugs with the stere-
otyped junkies on the Heroin Screws You
Up posters they grew up with. Local drug

services, seen as full of aging hippies
{ (clients and staff), do not seem relevant to
them and to their situation.
Drug services may be reluctant to get

involved with younger drug users because
they see working with kids as needing a
different set of skills. There's also the added
hassle of confidentiality issues, parents,
schools, etc. None of these should present
insurmountable problems. Most drug
workers can apply their existing skills to
younger users. It 1s the attitudes of the
workers that prevent the application of their
skills to this new group — one which does
not require prescriptions, works. etc, but

Jjust a chance to discuss their drug use and to
share a few concerns. The result of this
mutual misunderstanding is that those best
able to give advice and help are only just
starting to think about doing it.

Tears in the net

It could be argued that a multiplicity of non-
drug agencies are already available to
young people and able to help with drug

. problems. Some even have drug specialists,
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including probation, social services. and the
police. However, it is highly unlikely that
young people will seek help from any of
these services unless already in contact.

This leaves the education service, youth
services, and the voluntary agencies that
work with young people, to provide the
bulk of any drug service for the younger
user. At present these are probably the least
able to deal with drug using youngsters. not
because of a skill deficit, but rather for a
lack of knowledge, resources and training,
which often results in a lack of confidence.

Many youth workers — especially
detached workers — do come into contact
with experimental and recreational drug
users. However, youth services contact
relatively few young people and are
constantly under-funded and under threat.
Many have been decimated by the endless
rounds of local authority cuts.

Schools, which see most young drug
users, have also faced uncertainty in recent
years. The drug/health education coordina-
tor initiative has accelerated major develop-
ments both in drug education and in pastoral
responses to drug-related incidents. but
there is reason to doubt that either will be
fully sustained in the future.

Withdrawal of funding for the education
coordinators will leave whole areas of the
country, especially metropolitan areas,
without someone who is not only a special-
ist in drug issues as they affect young
people, but who also knows and under-
stands the education system.

As the education sector is being driven
towards a market system with neighbouring
schools competing for pupils, the danger of
being seen as a “school with a drug prob-
lem’ is all too real. All round the country
there are signs of a tougher line being taken
against pupils thought to have somehow
been involved with drugs. Often schools
permanently exclude pupils on the flimsiest
of evidence — sometimes purely on rumour.

This contrasts with the evolving police
policy in most parts of the country of
cautioning youngsters for possession of a
controlled drug. Those who have a
vocation to work with young people
are being pushed

into dealing with relatively
minor law-breaking in a punitive
way, placing the needs of the
child far below the needs of the
organisation. Meanwhile the
nation’s law enforcement agency
applies the lightest possible
sanction in the interest of the
child. A strange world.
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Dealing with drug incidents in schools in

| this heavy-handed fashion also goes a long

way towards neutralising the impact of drug
education. At least the National Curriculum
has provided the bones of a drug education
response that spans a child’s school life
from 5-16, and dispels many of the old.
failed drug education methods.

Going beyond emphasising the ‘dangers’
and anti drug sloganising, health education
guidelines encourage discussion of wider
social and personal issues. They cven
mention assessing risks and examining sate
levels of use. Admittedly it is alcohol and
tobacco that are cited as examples, but the
principle exists — and points are made to be
stretched.
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No matter how skilled and committed a
teacher may be in creating an atmosphere
where drug issues can be discussed and
cxperiences shared. it is difficult to imagine
that any child will even hint at having
personal knowledge or experience of drugs
at school — especially if other pupils have
been kicked out for just that.

Mending the net

Where does this leave the young person

who uses drugs and wishes to have a chat
about a few of their concerns? Unless they
bump into & survivor from the endangered
species of detached youth worker, or are |
lucky enough to live near one of the few

YOU'RE THE
EXPERT!

street agencies that target young people,
then tough. Not because the help doesn’t
exist. but because very few have vet
recognised the size and validity of the client
group. This recognition is the major missing
factor — recognition first that this large
group of users needs a service; second, that
the respective agencies can provide at least
part of that service.

[n any area there are many professionals
who work with young people, but often in
isolation, It is easy to see how busy generic
and drug workers can believe that an issue
like young drug use should be left to the
‘experts’ — the other experts.

Drug and medical services rationalise,
“There isn't a direct health problem, they
don’t need a script, detox or rehab; if there
is a problem, then it’s only the normal
growing up type. Best leave it Lo the
specialists, ie, teachers, youth workers, etc”.
Meanwhile those same teachers and youth
workers convince themselves that “This
isn’t the normal sort of adolescent issue like
truancy or petty crime — it involves drugs.
That requires specialist medical knowledge.
Best leave it to the experts, ie, drug and
medical services™.

Recognition that individually none of us
has the answer, but that collectively we
might, will move us a long way towards
service provision for this age group.

Once the need to deliver a service has
been recognised, the next stage is to form a

joint strategy drawing on the knowledge

and skills of various agencies and building
on existing good practice.

District and regional drug advisory
committees provide a ready made starting
point for this process. Many concentrate on
the more medically demanding dependent
users, to the exclusion of recreational or
experimental use and prevention. Each
committee should have these topics high on
its agenda. To do so adequately, they will

need to include the wide range of agencies
working with young people. Parents’
groups, community associations and
young peoples’ groups, should also be
involved, providing a valuable insight
into local trends.

It is highly unlikely that govern-

ment will rush to throw new money
at such an initiative. Existing
resources will need to be shared.
At this stage levels of commitment
will be tested: great to talk about
the needs of young drug users,
another thing when an already
cash-starved service is asked to
contribute.
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In the '90s the most remarkable depariure in
youth drug use was the integration of LSD
and ecstasy into mass youth culture. (The
other so-called dance drug, amphetamine,
has a record in mass youth/dance culture
going back to the 60s.) Although the rise of
LSD and ecstasy may be the highlight, there
appears to have been a trend towards
greater variety in youth drug use. with the
emphasis on stimulants and hallucinogens
but with cannabis also being used in a wider
variety of situations.

Two surveys allow us this track this
development. Most useful is the 1992
Gallup/Wrangler survey of 625 15-24-year-
olds, which replicated one done in 1989.
These surveys spanned the rise of a new
youth culture centred on rave dance and
music.' Over those three years (see chart)
admissions of drug use had virtually doubled
(from 15% to 29%). Ecstasy had risen from
obscurity to relative popularity (less than 1%
to 7%), and LSD from the experience only of
a small minority to a drug tried by 1in 10
young adults (up from 2.4% to 10%).

John Balding's annual reports based on a

1. Gallup/Wrangler. The youth report. 1992.

The proportions in 1989 and 1992 reported
as having taken ecstasy or LSD are calculated
from the proportions of drugtakers said to have
taken these drugs in these years.

2. Balding J. Young peopfe in 1991. Schools
Health Education Unit, University of Exeter,
1992. Also corresponding reports for 1991 and
1988.

Both-sex results have been calculated by
averaging figures for boys and girls;
the category 'natural hallucinogens' is treated as
in practice synonymous with magic mushrooms
and ‘synthetic hallucinogens’ as synonymous
with LSD.

The questionnaire used in this survey asked
separately about use of cannabis leaf and resin.
The figures and chart are based on the most
used of these.
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“@ Solvents
health behaviour questionnaire developed by
Exeter University’s Schools Health Education
Unit also help track drug use trends, this time
among school-age children.? Samples are not
selected on a random or representative basis
but depend largely on district health authorities
deciding to use the unit’s questionnaire to
survey the health behaviour of local school
pupils. Nevertheless, the sample sizes (in 1992,
over 20,000 in total including 8602 14-15-year-
olds) and the comparable methodology year on
year make these reports useful frend indicators.

In nearly all drug categories these studies

reveal a remarkable increase in admissions of
ever having used drugs between 1988 and
1991, a trend continued into 1992 (see chart).
The oldest children reported on in the 1992
study are 14-15-year-olds. In 1992 nearly a
| quarter of this age group had tried solvents or

illegal drugs. Experience of amphetamine, LSD,
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1 per cent or less in 1988 to over 5% in
1991. Use of ecstasy, listed as a separate
drug for the first time in 1991, rose from 2%
in that year to 4% the next. Cannabis, used
by 1in 50 of 14-15-year-olds in 1988, had
been tried by 1 in 10 in 1991 and by nearly
11in 7 in 1992. Because the questionnaires
asked separately about use of cannabis leaf
and resin, the proportions using cannabis in
either form may actually have been higher,

However, in certain schools in certain
localities, rates of use may be much higher,
as the Exeter university report for 1987
confirmed. In one local area, rates of ever
having been offered cannabis varied from
over 30% in one school to less than 7% in
another among children of the same age
and sex.

Mike Ashton, ISDD

Should this type of service really cost
that much? It is not a case of creating a
completely new infrastructure, rather one of
tapping into existing structuics and exper-
tise. A flexible service will operate where
the need is and use the facilities that young
people already use. Drug workers can
operate in youth clubs and schools. or co-
work with a detached youth worker who
may have identified a group needing more
specialist advice. Likewise teachers,
voluntary agency workers, youth workers,
education welfare officers, can work in drug
services.

A key to making this a reality is effective
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communication between agencies and joint
training for managers and frontline workers,
celebrating their different approaches and
experiences and building networks based on
understanding and awareness of roles and
skills,

The argument that extending services for
heavy-end dependent drug users to younger
users may encourage an escalation in their
drug use has some validity — but might also
be a cop out. If community drug services are
truly that, then skills are more important
than location; partnership with other
agencies widens that skill base to encom-
| pass a greater range of potential clients.

Young drug users are poorly served
because they don't fall into any existing
priority category. They are constantly
overlooked and even discriminated against
by health and local authority planners. The
ideas outlined here are intended to promote
discussion, to be adapted, to be rejected. It
that discussion does not take place. then
young people who choose to say “yes' to
drugs will still find either no service to help
them or one that is second class. As a result,
many more will face punitive action from
schools, impaired career opportunities,
damaged family relationships. and worse.
Over to you. B
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