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Talking to Tony in the warmth of the Brighton
Conference Centre I asked him how he coped with
homelessness, during his eight years on the
streets. ‘I just did’, he said, ‘you get used to it after
a while. You hardly notice how cold you are – you
get by.’

You could ask the same of some drug services
and general practices: how do you deal with the
homeless people that come to you? ‘You just do –
you get used to them after a while.’ Does that mean
they’re being treated as people who need help like
anyone else – or as someone to be hurried out of
the waiting room before they cause offence?

Sharyn Smiles, addressing an audience of mainly
GPs at the latest conference on managing drug
users in primary care, was an exceptionally engaging
speaker, and I found it very difficult to imaging her in
the situation she described herself living with a few
years ago, navigating the city by people’s shoes (see
page 12). How do people like Sharyn become so

invisible? Some of the stories aired at the
conference’s Q and A sessions shed some light on
the situation: some GPs were having to stop their
receptionists from turning homeless people away –
staff who were using bogus rules for why they
couldn’t join the practice, or making the conditions
difficult by demanding proof of identity through a
recent utility bill. ‘We need to get tough on these
practices and remind them what the law is,’ GPs at
the conference agreed. 

The challenge is taking this action beyond this
specialist group of sympathetic and highly
committed GPs, who have a special interest in
making it easier for those in most need to find them
and get treatment. 

Closed lists are a disgrace: GPs can register
anyone at their practice, so there is no excuse for
turning anyone away because they can’t produce
evidence of an address. No one should be at the
mercy of chancing upon a good outreach worker.
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The huge scale of opium cultivation in Afghanistan is
creating unmanageable problems in the region and
worldwide, according to a new series of ‘illicit drug trend’
reports issued by the United Nations Office on Drugs and
Crime (UNODC). The reports focus on Afghanistan, central
Asia, Pakistan and the Russian Federation and cover
opium cultivation and opiate production as well as
seizures, trafficking – including the trafficking of precursor
chemicals – and health consequences. A report focusing
on Iran will follow later in the year. 

The reports are designed to feed into evidence-based
policy and strengthen data collection and analysis. UNODC
last year outlined its plans to tackle the health, social and
security implications of the Afghan heroin trade with the so-
called ‘rainbow strategy’. This included measures to
increase the number of opium-free provinces in
Afghanistan, strengthen cross-border co-operation, reduce
the smuggling of precursor chemicals and secure central

Asia’s borders through increased intelligence co-operation. 
Last year’s opium poppy cultivation in Afghanistan

was on the largest scale ever, covering 193,000 hectares.
In the past, most of the processing of opium into heroin
took place in the neighbouring countries of Iran, Turkey
and Pakistan, but the reports state that Afghanistan itself
is now a major centre of heroin production, made
possible by the smuggling of chemicals such as acetic
anhydride into the country.

The bumper opium harvests are also creating large
scale drug problems in the region itself, say the reports,
as twice as much opium is produced in Afghanistan as is
consumed worldwide. There are now thought to be
around a million illicit drug users in Afghanistan, while as
recently as 2005 there were fewer than 100 treatment
centres in the whole country. 

www.unodc.org/unodc/en/frontpage/illicit-drug-
trends-of-afghan-opiates.html

UN issues stark warnings on
Afghan opium trade

Swindon fly high
Alcohol Concern’s first ‘kitemark’ has been awarded to the
Swindon Community Safety Partnership in recognition of the
quality of its alcohol strategy. The charity’s Local Alcohol
Strategies Kitemarking Initiative aims to champion good
practice and help local authorities develop their strategies.

Strategies are reviewed based on criteria from the Local
Alcohol Strategies Toolkit jointly developed by the Home Office
and Alcohol Concern. The kitemark initiative focuses on health
promotion, service user involvement, treatment and
interventions as well as cutting levels of alcohol-related crime. 

‘This new kitemarking process is further demonstration of
Alcohol Concern’s commitment to helping alcohol leads in
their drive for constant improvement at the local level,’ said
chief executive Don Shenker. ‘The new PSA and LAA targets
demand ambitious things of the alcohol sector and we expect
that those who sign up to a kitemark review will find it a
challenging but ultimately helpful experience.’

Marketing makeover?

The Portman Group is inviting drinks

companies to support an initiative

aimed at positively influencing the

drinking habits of young people,

including looking at how marketing

could help make drunkenness ‘socially

unacceptable’. ‘Companies recognise

the level of public concern surrounding

harms associated with some young

adults’ drinking,’ said chief executive

David Poley. ‘There’s been a growing

movement among industry over recent

months to use its marketing to

promote responsible drinking, and a

number of companies have developed

their own campaigns. We hope to

develop an initiative aimed at young

adults that can be supported by

producers, retailers and media

owners. This will demonstrate our

shared commitment to making

drunkenness socially unacceptable.’ 

www.portman-group.org.uk

30 years of support

London-based residential crisis

intervention service for chaotic drug

users, City Roads, is celebrating its

30th anniversary with a series of

events including a function at the Tate

Modern this week. Those admitted to

City Roads are both supported to

recover from their immediate crisis

and offered long term holistic care. 

Part of Cranstoun Drug Services, City

Roads admits people for up to 21

days. ‘We help people to identify the

motivations behind their drug use and

look at the immediate and longer term

consequences of continuing to use

drugs,’ said service manager Eileen

Doyle. ‘We support people to regain

control of their lives and adopt a

realistic achievable plan for a future

without drugs. Peoples’ lives have

often reached gridlock when they

arrive here.’ 

WHA focuses on alcohol

Health ministers from across the

world will discuss alcohol-related

public health problems at the World

Health Assembly, the WHO’s supreme

decision making body, in Geneva later

this month. The discussions follow on

from the 2005 resolution Public health

problems caused by harmful use of

alcohol, the first WHA resolution on

alcohol in more than 20 years.

http://www.who.int/mediacentre/eve

nts/2008/wha61/en/index.html

News in Brief

CATS out of the bag: Action on Addiction’s
new Centre for Addiction Treatment Studies
(CATS) has opened its door to students.
Working in partnership with the University of
Bath, the centre was the first in the country
to offer foundation degree and B.Sc. (Hons)
courses in addictions counselling.
‘Helping committed and talented people gain
knowledge and confidence so that they can
go out and make a difference to the lives of
people affected by addiction – that is what I
most enjoy and value in my work and in the
work of my colleagues,’ said Tim Leighton of
CATS (second from right ). Also pictured l-r:
Dave Mulvaney of RAPt, Annette Dale-
Perera of NTA and Professor John Strang of
the National Addiction Centre.

‘50 of the best’ from IHRA
The International Harm Reduction Agency (IHRA) has
launched the latest of its ‘50 best’ document collections, this
time focusing on alcohol harm reduction. Designed as a
resource for policymakers and researchers, the free archive
draws together 50 high quality papers outlining the thinking
behind – and evidence base for – different harm reduction
interventions and initiatives.

It offers a ‘one-stop resource for anyone who is
interested in how practical, targeted harm reduction
interventions can be applied to alcohol,’ says IHRA. Effective
alcohol policies will need to engage all relevant stakeholders,
the agency maintains – ‘including people who drink alcohol
and the alcohol vendors and manufacturers.’

Document collection available at www.ihra.net/Alcohol
HarmReduction. 

IHRA’s 19th international conference takes place in
Barcelona from 11-15 May. Full reports to follow in DDN.
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Third wave of prison
treatment approved 
The third wave of Department of Health
funding for the integrated drug treatment
system for prisons (IDTS) has been approved for
treatment in 38 more prisons, following
implementation in 53 prisons in the first and
second waves.

IDTS aims to provide more integrated drug
treatment, with a particular emphasis on clinical
and CARATs services. It proposes to create
multidisciplinary teams, as well as improved
clinical management, better targeting of
interventions to match individual need and
strengthening links with PCTs, treatment providers
and criminal justice integrated teams (CJITs).

The prisons selected for the third wave
include Leeds, Whitemoor, Reading, Belmarsh,
Lincoln and Dovegate. Prisons were selected on
a range of criteria including priorities for clinical
treatment in prisons not yet receiving additional
funds and prisons serving areas with a
prevalence of drug related deaths above 7 in
100,000 population. IDTS commissioning plans
will be jointly agreed with local DATs.

Drugs and alcohol identified as today’s ‘social evils’
Drugs and alcohol were identified as
among the main ‘social evils’ facing
the UK today in a large scale consulta-
tion carried out by the Joseph
Rowntree Foundation (JRF). 

More than 3,500 people were
surveyed for What are today’s social
evils? In addition to a web-based
consultation, a number of discussion
groups were organised across England
and Scotland to involve potentially
excluded groups such as BME

populations, young people, ex-
offenders, care leavers and people
with learning difficulties. ‘Although
the contributions of the unheard
voices stand out because of their
personal experience of many of the
social evils identified, it is striking how
similar the social problems identified
by each group were,’ says the report.

Among the other social evils
identified were individualism,
consumerism, inequality, decline of

community and decline of the family.
Those taking part identified drug and
alcohol misuse as a cause of ill health,
poverty and family breakdown as well
as a consequence of family
breakdown, weak communities, child
abuse, poverty, unemployment and
lack of opportunities. ‘The misuse of
drugs and alcohol stands out as a
social evil that is both the cause and
consequence of many other problems,’
says the report. Some participants also

criticised celebrity culture and the
media for glamourising drugs and
alcohol.

The consultation revisited the
concept of social evils identified when
Joseph Rowntree first set up the
foundation in 1904. Then he identified
‘poverty, war, slavery, intemperance,
the opium trade, impurity and
gambling’ as the ‘great scourges of
humanity’. 

www.socialevils.org.uk

Showing the way: Wandsworth Drug Project staff helped raise
awareness of drug and alcohol issues among local young people
at a joint event by the Wandsworth Drug Project and the Khalsa
Centre Panjabi Class in Tooting, south London. More than 700
people attended the event, the aim of which was raise
awareness of substance misuse issues and of the services on
offer to residents of the London borough of Wandsworth for
substance misuse problems. Members of the project gave a
presentation on drug and alcohol issues and distributed
information as well as setting up a stand where members of the
Sikh community could go for advice. Wandsworth Drug project
is part of the Wesminster Drug Project (WDP) service. ‘This was
a magnificent achievement and a demonstration of the
effectiveness of cooperation between different organisations
within the community,’ said Titania May, WDP community
outreach practitioner. ‘Hopefully this will be a long term
relationship working to the benefit of both WDP and The Khalsa
Centre Panjabi Class, as with many of the other relationships the
community outreach team has forged in Wandsworth.’

Rehab delivery
guidance issued
Guidance setting out the process for assuring
delivery of the capital development programme for
inpatient and residential rehabilitation drug and
alcohol services has been issued by the Department
of Health.

More than £54m was allocated to PCTs last April to
improve substance misuse services through a strategic
bidding process. The new document includes guidance
on the reallocation of funds if a scheme is unable to
complete within ‘reasonable timescales’, which will be
managed by the NTA and regional forums.

Capital development programme for inpatient and
residential rehabilitation substance misuse (drug and
alcohol) services 2007/08 and 2008/09 addendum
guidance has been sent to PCT and SHA chief
executives, as well as mental health trusts and
regional offender managers to provide additional
guidance to the regional forums and DAATs. 

If another bidding round is required, regional
forums have been invited to attract bids from providers
through local partnerships that meet previously
published criteria including monitoring, consultation,
care pathways, aftercare and a strategic approach. 

Schools could be
judged on drug use
The extent of drug use among pupils could become
one of the targets used by Ofsted inspectors to judge
a school’s performance, according to a leaked
discussion document from the Department for
Children, Schools and Families. 

According to the ideas set out in Indicators of
schools’ performance in contributing to pupil
wellbeing, seen by The Guardian newspaper, a new
range of measurements of things like drug use,
teenage pregnancy and bullying could be added to
existing criteria such as exam results and numbers of
excluded pupils. 

The document follows from last year’s Children’s
Plan, in which the government set out its intentions
to make child wellbeing a priority. Speaking at the
time of the launch, secretary of state for children,
schools and families Ed Balls said the government’s
job was to ‘intervene early to prevent children
engaging in risky behaviours like drug taking or binge
drinking, disengaging from education or getting into
crime’ (DDN, 14 January, page 5). Teachers’
associations have condemned the proposals as an ill-
conceived extension of ‘target culture.’



Crossing the great divide

T here's a pleasant buzz of activity in
the peer mentor office, based at
CRI’s headquarters in Brighton. The
office is crammed with desks and

people, but no one seems to mind squeezing
past one another to answer the phone. 

In one corner, Louise and Peter compare
folders of study notes. For both of them, this
is a far cry from the lives they were living just
a few years ago.

'I had a chaotic lifestyle,' says Peter. 'I
was homeless, living on the street, and IV
drug using.' Louise had missed out on
education at school and had fallen easily into
drug use. 'I suffered at school with low self-
worth and lack of confidence. I wanted to do
something for a long time, but was too
fearful,' she says. 

For both of these people, the peer
mentoring service has opened doors – not
just to their own life beyond recovery, but to

the chance of education, training and a 'real' career. 
The programme offers a first step into the world of work,

says Jane Bailey, CRI national volunteer manager, who cheerfully
steers the hubbub from her desk in one corner. It’s a little
known side of CRI, she explains. ‘Most people think we’re just
about criminal justice work, but we are also about working with
young people at risk, families and parents, people experiencing
homelessness and victims of domestic violence. Volunteers,
peer mentors and advocates work alongside these services to
provide additional support to service users.’

Alongside her, Matt Taylor, the national project support
officer, dives to answer the phone – part of a busy routine that
includes encouraging people to get involved with the service
and stay with it through every stage. Former service users
engage with the programme by starting a 12-week training

course in mentoring or advocacy skills and drugs and alcohol
information, which is accredited to level 3 by the Open College
Network. This essential first stage gives a thorough grounding
in models of practice – it will teach someone who is only
familiar with the fellowship model of recovery about cognitive
behavioural therapy for example – as well as practical skills
such as action planning and problem solving.

'Participants also learn how to keep themselves safe – it
becomes a form of support,' adds Bailey. They are then
matched to a placement for between four and 12 months as a
peer mentor or advocate. The final stage is to progress into a
volunteering role and take additional external training, such as
an NVQ in health and social care, a City and Guilds Progression
Award, a diploma in counselling skills – or maybe training in IT
or administration.

'Some don't realise how much they're taking on,' says
Bailey. But whether they complete the programme or not – and
three quarters do – parts of it will still equip them to deal with
life more easily. The expectation of the programme is that it will
get them into formal education and training.

For those who stick with it, the value of their experience is
obvious. Steven now has a paid job with a drug service in Leeds –
a situation he couldn't have imagined just over a year ago, when
he was a 'skinny and pasty 30-something shoplifter'. A run in with
the police left him with a ROB (restrictions on bail) and he was
introduced to Sally, his mentor, who helped him with housing and
benefits and helped him 'gradually piece together [his] excuse for
a life'. As he stabilised, he was encouraged to start on the 12-
week peer mentoring course, as the first step to becoming a
mentor – though at the time, he says, he didn't think this was
important: 'I just wanted to be around people like myself who were
trying to get some structure in their lives.’ But completing the
mentoring course gave Steven the confidence to do other
qualifications, including delivered learning, and he now volunteers
at ROB, where he first met Sally and began his journey.

'Perhaps for the first time I truly feel equal to my peers and
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Getting former drug users into employment is an obvious goal, but
the gulf between the old lifestyle and getting a paid job can seem
vast. DDN visited a peer mentoring programme in Brighton to hear
about those vital first steps into the world of work.

Journey guide: Matt Taylor,
national project support
officer, is first point of
contact for new applicants.
He guides mentors through
their placements, projects
and homework and is
‘always there with a kind
word of encouragement and
calming influence’.



Peter: From chaos to ambition
‘I came from a chaotic lifestyle … I hadn’t really done anything like this before. I didn’t know how to
access it or which route to go down. But rather than being thrown in the deep end, it gave me the
opportunity to learn from others.

‘I’ve found it an enjoyable experience. It’s a lot of information to take on board, but it’s given me a
broad knowledge. I want to work in this field and get a progression award and a diploma in substance
misuse. Ultimately I would like to work with teenagers.’

Louise: Never too late to learn
‘I wasn’t educated. I suffered at school with low self-worth and a lack of confidence. This felt
like taking a risk. I struggled with writing, but I did it. At college I had a placement and I have
my own clients now. I can give them advice, and that makes me feel good. I will probably have
to start at the bottom when I get a job, but that’s OK. This is a stepping stone to anything.’

Dan: On the other side of the fence
‘On my first street shift, I was teamed up with a police officer in the spirit of multi-agency
working. I was blown away when I saw who it was: Sergeant S used to arrest me and send me
to prison in my using days. 

‘What a turnaround – here we were working side by side to help people who were on the
streets to access support and get into accommodation.’
Dan was a peer mentor with Street Services Team and is now employed in a substance misuse service

Laura: Giving others confidence
‘Today I have agreed to help a group of peer mentors complete their evidence requirements for
the OCN accreditation. 

‘Some people lack confidence in their own ability, while others have struggled to keep their work
organised. I can relate to all of these anxieties. The atmosphere is relaxed and everyone is motivated
and capable. We cover a lot of ground.’
Laura, former peer mentor, is now volunteering, doing the one-year Progression Award and
volunteering with a needle exchange.

Miriam: Managing training alongside recovery
‘Having been successful in my own recovery programme, I wanted to use my learning to help
others through their treatment. The learning was realistic and practical for me to do as it was only
one day a week at first, so I could combine it with my continued recovery needs. The other learners
became friends with similar ambitions and we became our own peer support group. The
placement opportunity meant I could put my learning into practice fairly quickly.

‘I am also getting treatment for hep C, which has been very hard going. But I wanted others to
see that it is still possible to develop and learn while going through this – and it has also helped
me get through the rough patches.

‘Eventually I aim to become a support worker within this field, preferably within a Drug
Intervention Programme.’
Miriam is a CRI peer mentor, who has just learned she has won the Adult Learning of the Year
Award 2008 from the Brighton and Hove Learning Partnership.

Alison: Essential practical help
‘The other day I was able to support a chap whose flat had previously been vandalised and
boarded up following a visit out of town. He previously had some rent arrears and believing he
had been evicted, was sleeping rough for a few months. 

‘I met him in a Southwark substance misuse service and was able to contact the council,
housing department, benefits agency and police, and he was re-established in this flat.’
Alison has been working as a peer Advocate for the Southwark Peer Advocacy Service. Last month she
received a Southwark Stars Award for giving over 100 hours voluntary support and for her contributions
to the local community.

Tom: Back on track
‘I joined the ABC Project at a very low point in my life, having had to resign from a job I loved, due to
alcohol problems spanning 15 years.

‘My involvement with the project has helped me enormously to regain self-respect and
confidence. I have made new friends and am now looking to return to paid employment,
having been dry for 11 months.’
Tom is a volunteer mentor with Bromley Aftercare Service and doing an NVQ in Health and Social Care.

Some names have been changed at interviewees’ request.
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now feel that I am in a position to give something back,' he says. 'I
am just about to start my NVQ 3 in health and social care, which
may lead to full-time employment – something I never thought
possible  a year ago! As for the drugs, well I've been clear for a
year now and am learning how to handle the troubles life throws at
me.'

Of course it's not always plain sailing, and CRI are ready with a
lapse policy from day one. 'We recognise people have problems,'
says Jane Bailey. 'Some people decide they're not ready for it yet
and we help them recognise what they need to put in place,
whether it's a stint in rehab or steady one-to-one working.'

Dan is among those who took advantage of the lapse policy to
continue with the programme.  He had initially come into contact
with CRI as a homeless drug user, when the Street Services Team
found him a place in a hostel; then again through his CARAT
worker, when he was sent to prison. On release, the DIP team got
him engaged with the Foundation Programme, and he applied to do
peer mentoring. He was told it would take at least two years to get
the knowledge and experience to work in the field, so it was 'not a
short cut into the field as [he] first thought'.

Along the way he 'reached a hard and painful place in [his] own
recovery'. He was taken away from frontline working, in line with the
lapse policy, but was able to continue with his training and was given
administrative duties at West Sussex DAAT. After a period of stability,
he was able to rejoin frontline work at the Family and Friends Project,
where he became lead volunteer. He then returned to the peer
mentoring programme, completed a 'train the trainers' course and
delivered training to a group, and now – two years on from meeting
his peer mentor co-ordinator – has just been appointed as a sessional
drugs worker with Phoenix Futures, his first paid job in the field.

Since the first CRI peer advocacy service opened in Southwark
(featured in DDN, 31 October 2005, page 6), schemes have
opened across the country, from the south coast to York. The
latest, Staffordshire's T3 Project, will introduce peer mentoring for
young people, through a specially adapted version of the
programme for 16 to 21-year-olds.

'A key feature of the entire programme is taking things at a
steady pace, having lots of landmarks to achieve along the way,
and getting people out of drug services and into college,' says
Jane Bailey. 'It's about setting a realistic timeframe – but also
about creating interesting and challenging opportunities that keep
people coming back for more.'

The scheme is fully focused on getting people into employment.
But, she adds, 'for many who have not had any long term
experience of employment, this journey needs to be gradual – and
we need to be encouraging and supporting people to maintain the
changes they have made through treatment along the way.' Equally
important, the support doesn’t stop, and they are not left high and
dry: ‘We are committed to working with volunteers, mentors and
advocates as this supports our aim to stay involved for longer,’ she
says. ‘People who have come through services are then supported
into further training and volunteering, which gives them continued
support for a crucial 12-18 months beyond treatment.’  DDN
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‘Iwas not long out of a treatment centre when I
heard about Artheads,’ says Chris, a service
user. ‘There were some posters at my after-
care group, and then Sam came and made an

announcement urging people to get involved, and I
thought “why not?” It was really therapeutic.’

Sam is Sammy Manzaroli, substance misuse co-
ordinator for West Suffolk’s community safety
partnership. He had established a substance
misuse implementation team – which each year had
a relatively modest pot of money to initiate small
scale projects – and a member of the team
suggested an art show where service users could
display their work. Artheads grew from there. 

The bulk of the money for the project has come
from community safety partnership funds, but the
team also applied for a grant from the East of
England Regional Assembly (EERA). After a ‘Dragon’s
Den’ style presentation to a panel and audience,
the team won the people’s vote and was given
enough money to pay for a large scale show.

A right bunch of Artheads, to give it its full title,
has now evolved into something on a scale no one
envisaged when it was first conceived. Two major
annual shows have been held in Bury St Edmunds,
featuring not only painting and sculpture but
photography, film, animation, installations, inter-
active art, live music, poetry and drama, as well as
smaller shows in outlying districts. It was decided
very early on that the project be completely inclusive

and a determined effort was made to bring in as
wide a range of people as possible. 

Alongside involvement from schools, colleges,
youth services, professional artists and mental
health teams, the local community has also played a
very active role, and this mix of service users and
members of the public is one of the ingredients that
has made Artheads such a success. 

‘We’ve had local bands, which has brought in
young people, and we’ve also had recovering addicts
and alcoholics performing, which has brought in
service users and people in recovery – the mix has
been really interesting,’ says Sammy Manzaroli.
‘We’ve had lots of schoolkids, pensioners, all kinds
of people. Those teenagers don’t normally come into
contact with people who have had problems and are
now doing ok, so it’s been a real learning experience
for them – they’ve said they learned more about
drugs and alcohol than they ever did at school.’ 

While performing and displaying their work in
front of other service users is one thing, it’s quite a
step for some service users to do the same in front
of the wider public. ‘It’s been a real exercise in them
putting their necks on the line and saying it’s not a
case of ‘once an addict always an addict’ – that they
can recover and become really productive people,’
he continues. ‘At one event, everyone was singing
‘happy birthday’ because it was someone’s ‘clean
time’ birthday. All these teenagers were singing
along, thinking it was his birthday, and then the

compere announced he was three years clean and
the penny slowly dropped – they loved it.’

The two large scale events in Bury St Edmunds
have seen the team take over the Athaneum
ballroom for two days at a time, filling the main room
with sculptures and paintings, with a separate
performance room and non-alcoholic cocktail bar.
Interactive displays allowed visitors to construct
their own artworks, and films – ranging from tongue
in cheek works by the service users about their
experiences of treatment to animation and a serious
documentary – played on a continuous loop. ‘There
was a whole range of stuff on display for the two
days,’ he says. ‘That’s a massive undertaking.’

The art does not have be themed around
substance misuse if contributed by a service user or
someone with a link to substance misuse, such as a
partner or family member, but anyone without a direct
link is asked that their work says something about the
issue. There is no party line, however, and people can
express anything they feel without fear of censure.

‘There’s a lot of celebration of recovery, but we’ve
said we want real feelings, not just everyone falling
in line and saying “drugs are bad and everyone has
to get to get clean,”’ he says. ‘It’s about understand-
ing. We’ve had work from people who are abstinent,
scripted or dabbling – it’s totally inclusive. The main
thing is to get people talking, to say that drugs and
alcohol are here in our communities and always have
been. It’s about dispelling myths, because people

Art is becoming increasingly recognised as an important therapeutic tool, but
more often than not on a relatively modest scale. David Gilliver hears about a
project in west Suffolk that has dramatically outgrown its humble beginnings. 

Art for health’s sake



are bombarded with negative headlines all the time.’
The feedback from service users has been

extremely positive. ‘I submitted two pieces of work,’
says Chris. ‘They focused on both positive and negative
experiences with drugs, and I got a lot more out of it
than I expected. It made me discover a lot of things
about myself. I was really, really impressed with the
level of artwork on display – I’d love to carry on being
involved, and maybe do some performance work.’ 

Ludovic is another service user who has had his
work exhibited at the Athaeneum. ‘I was in recovery
and heard about the project through word of mouth,’ he
says. ‘I experimented with some 3D pieces, and it was
incredibly therapeutic – art is a very spiritual thing and
I got a real feel for it. I also exhibited photographs I’d
taken during my using when I’d got into an unmanage-
able situation at home. It was a complete mess and I
took pictures of the worst of that and contrasted it with
the purest thing I knew, my baby niece – from one
extreme to the other. It brings awareness to people –
whether it’s the general public or people who are using
– because it puts them into contact with people who
are getting their lives together.’

Bury St Edmunds and surrounding districts is
perhaps not the sort of area most people would
associate with substance misuse issues, but it is
certainly not without its problems. Like many market
towns, Bury and Newmarket have very strong night time
economies, with all the attendant problems of alcohol
misuse, and anecdotal evidence suggests cocaine use
is on the rise. There is also a growing heroin problem. 

‘It used to be that you couldn’t get heroin in Bury,
but that’s certainly not the case now,’ says Sammy
Manzaroli. ‘More and more people are experimenting
with it, and the treatment centre that has started in
Bury has no shortage of clients. There are NA and AA
meetings every day and they’re all packed out.’ Indeed,
both Narcotics and Alcoholics Anonymous have now
run open meetings at the Artheads shows, allowing
visitors to sit in and observe as well as meet people in
recovery and understand that recovery is achievable.

Family members have played a central role in
Artheads, including parents who have lost their
children to overdose. ‘One woman who came to the
show in January had lost her son that Christmas, so it
was very raw,’ he says. ‘She said it was incredibly
fortuitous that it should have been on at that time,
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and she’s now involved in lots of different things to
do with substance misuse work.’ 

Having outgrown its origins, the future shape of
project takes remains to be seen, although the aim
is for service users to take ownership and turn the
project into something more autonomous, espec-
ially as art is seen more and more as a viable
therapeutic tool. ‘It’s been massively successful,
and the next step is to find volunteers and agencies
to take control, because there’s no reason why it
shouldn’t really grow,’ he says. 

While the project has been incredibly rewarding,
doing something on this scale hasn’t always been
easy, he admits. ‘Getting agencies on board can be a
struggle. They’re all burrowing away on a daily basis
delivering treatment, and fitting this in is difficult
because it takes time and effort. What we need is
someone in each service to be a champion and take
responsibility for it, because it’s easy for it to get
pushed to one side. You have to be prepared to really
wade in there.’

The team now also visits schools and colleges,
taking along people in recovery to share their

experiences with the students. ‘I think it’s so
important that young people are exposed to this
and understand the risks they are taking – not
trying to scare them, just giving them the
information,’ he says. ‘Schools are now asking us
if we could take the show to them as well – there
are so many options and it’s got to the point
where we have to acknowledge that we can’t do
everything, and focus on what we’d really like to
do – what would be achievable, and what would
have the most impact. Where it goes from here is
up for grabs.’

If you’d like to offer support or get involved
contact Sammy Manzaroli on 01284 757601 or
Sammy.Manzaroli@stedsbc.gov.uk
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‘I believe that some people do not know
what they are capable of until they try. 
I am also aware that people need to be
given the opportunity to express them-
selves. Creative writing is an excellent
way to promote emotional wellbeing as
it builds self-esteem and confidence.’

The most serious misreading – one
which approached the wilful and thereby
the offensive – consists in his claim
that my intervention was motivated by a
feeling that my ‘own position is
threatened’ by the changes proposed in
his article. My letter contained a
reasoned argument; the Professor
either does not understand it, or can’t
be bothered to take the time to read it
carefully. Whatever the case may be, it
does not justify his resort to the
attribution of base personal motives. 

I paid his article the respect of
engaging with it in reasoned argument,
accepting it as the product of a different
set of intellectual positions and beliefs.
He should extend such elementary
discursive courtesy unless there are
strong grounds to act otherwise. 
Sebastian Saville,

executive director, Release

Release the pressure

I was interested to read ‘Chapter
One’, the article on creative writing
(DDN, 21 April, page 12). I am a social
worker/family support worker (and
also a poet) within the community
drug team in Inverclyde, and provide a
service for families who are affected

by another family member's drug use. 
However, I recently facilitated a

creative writing session for recovering
drug users. I provided several writing
exercise to the group, and as a result,
myself and the group wrote three
poems, which certain individuals
thought they could not do. We took turns
in discussing our poems, after which we
all recited them. We explored feelings
and emotions. We also laughed.

The group discussed how the
whole process was therapeutic and
somewhat cathartic. The creative
writing session enabled certain
individuals to express themselves in
a way that they never thought they
could. In effect, they were self-
actualising.

As a result of that particular
session, the group asked if I could run
creative writing sessions for them.
This service is now in the process of
being established.

I believe that some people do not
know what they are capable of until
they try. I am also aware that people
need to be given the opportunity to
express themselves. Creative writing
is an excellent way to promote
emotional wellbeing as it builds self-
esteem and confidence.
Gina Millar, Inverclyde

Let there be more light

In response to Neil McKeganey’s plea
for better education in the drugs field
(DDN, 10 March, page 13): I must say
that I am in total agreement with this
idea. 

I am in my first year of an addictions
counselling degree with Bath University
and Action on Addiction. The learning
and teaching I am receiving are excell-
ent and it is being delivered by committ-
ed and passionate professionals who
have worked in the drug and alcohol
field for many years.

Addiction is a complex subject and
I believe it is important that drug
workers are skilled and educated so
they can deliver a more effective
service. I come from a background of
drug and alcohol abuse and I used to
believe that my own life experience
was enough – but I soon found out that
it was not. I needed skills and training
for me to work effectively with
dependent people. We are dealing with
people’s lives every day, and I do not
think this should be forgotten.

I am now learning the value of
academic training in the drugs field.
What the team at Action on
Addiction have put together involves
a one-year work placement in
residential treatment centres. The
learning and experience is already
proving invaluable to me. 

Let’s hope in time more investment
is put into this kind of professional
education – after all, drug and alcohol
abuse is one of the biggest problems
we have in our society today.
Annmarie Clark,

foundation degree student

Caricatured view

I find it necessary to respond to Neil
McKeganey’s misreading of my letter
in reply to his ‘Up to the job?’ article
(DDN, 10 March, page 13). This is
not because his original article has
touched a raw nerve, as he implies
last issue (DDN, 21 April, page 8).
Rather, it is because he has failed to
pay attention to the argument I
made, and has instead conjured a
simplistic and caricatured version of
it from the recesses of his own
imagination. 

He claims that my letter ‘laments
the idea of a university’ education.
Nowhere in my letter did I express
any such lamentations. Rather, I
suggested that a mixture of skills and
learning contexts would be likely to
compose the best team of drugs
workers; this has indeed been my
experience. The academically trained
benefit from working with those
whose knowledge and skills derive
from social and cultural experience,
and vice versa. In the drugs field, the
mere presence of a degree or other
certification does no more to guaran-
tee a good drugs worker than the
absence of such. This, I think the ‘fair
witness’ will agree, is rather different
to simply denigrating the professional
qualification.

For Professor McKeganey to
claim, as he does, that my letter was
motivated by a desire that ‘things
remain the same’ demonstrates a
wanton disregard for the evidence. I
have worked for some years to
change practice and theory in the
drugs field, as he well knows. 
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I remember the day I left London. London to me was as addictive as the
drugs I was trying to escape from. It was so hard to actually make the break
to leave a city that had been so instrumental in the negative parts of my life
and even on the train down to the south coast, I got off three times. In a crazy
way I was truly addicted to London itself. 

The reason for leaving London was to go to my brother’s wedding – and
my plan was to never go back. I would find a place, anywhere that I could go,
and just escape from my addiction. This was not going to be easy; I left
London on the Friday and arrived in a south coast town to stay overnight with
a family that my brother knew.

The next morning the guy who owned the house asked me to accompany
him on a shopping trip; he was going to buy me a pair of shoes for the wedding.
During the car journey we began arguing about his Christian faith. We talked
about what had happened to me as a child – the way the church treated my
foster parents and the way a particular member of the Church had threatened
to throw me and my brother and sister out onto the street. I never forgot or
forgave him for that, and it was a big, big hurdle to me about the Christian faith.
I hated anything to do with God, Jesus and churches. As far as I was concerned,
I had been hurt as a child and there was no way this phoney faith would ever
convince me otherwise.

The journey seemed to go on forever, and all the time chat went back and forth
– me telling him how much I hated God, and the driver saying how much God loved
me. Then the driver said something that seemed to make so much sense I nearly
missed the meaning: he said ‘Bri, there is a rotten apple in every barrel,’ and it
was suddenly so darned clear I could not understand how I had missed it.

The next day I took my relatives to Church – under protest I may add. I found
myself kicking the chairs in front of me, and little did I know that the chair I was
kicking was the one that my future wife was sitting in. Not only did she become
my best friend and constant companion, but I came to love her deeply. This was
a whole new ball game for me: people seemed to care about me for the first
time in my life and there were no conditions. All I needed to do was be me. 

Back in that church, I grew more irate having to sit there and listen to the
sermon. The minister started talking to the 300 people in the congregation
about the keys to life. I thought to myself, ‘New life? What’s all this jive about?
After the service I went to see the minister and he led me through the prayer
to get to know this Jesus guy. Who was he, and how could an invisible being
change my life? Well that Sunday did change life for me beyond all recognition.
I never imagined how much I could believe something that is unseen. It was
truly amazing discovering faith.

Next issue: Bri tests his new faith – and finds that old habits die hard.

My great escape
In the third part of
his story, Bri
realises a change
of scene is his only
chance. Would he
adapt to living on
the south coast?

Post-its from Practice

Patient defined recovery 
Morphine sulphate can be a useful addition to the
prescribing toolbox, says Dr Chris Ford.

I felt a bit proud when Stuart came to see me to
show me his first pay packet. It wasn’t enormous
but it was more than the benefits he had been on
for years, and as he said: ‘It’s mine and I earned it’.
We also chatted about his health and his
maintenance script of morphine sulphate.

We laughed about the journey he had taken to
get to this point but it was far from funny in
reality. He had registered with us about six years
ago having moved into the area and had lost his
private script due to his doctor going before the
General Medical Council. At that time Stuart was

confrontational and demanded that I gave him the same script of 4 x 50mg
(200mg) ampoules of methadone, 20 x 5mg (100mg) of dexamfetamine
tablets and 3 x 10mg (30mg) of diazepam. He was also quite unwell with
swelling and ulcers on his legs.

We concentrated on improving his health and after a few months he settled
on 150mg of injectable methadone and 30mg of diazepam. After two years his
legs had improved and he decided he wanted to stop injecting as a first move to
getting off all drugs, and he requested a move to methadone mixture. He kept
trying but he didn’t settle and for a time returned to street heroin. A few weeks
later he represented and said he would like to try buprenorphine.

Again he really tried to settle but was unable to, so after a few weeks he
asked to go back on his injectable script because his life had become so
chaotic in such a short time. We agreed and he soon settled and decided to
remain on maintenance again.

Stuart remained well for a further six months on injectable maintenance
but unfortunately developed an acute deep vein thrombosis in his leg.
Because of this he again decided he must stop injecting. He asked me if there
was anything else he could try. 

I explained I had some experience of using oral morphine sulphate,
codeine and dihydrocodeine and had found all these drugs helpful in certain
individuals. I explained that none of them were licensed in the UK for the
treatment of opioid dependency but they had some evidence base. Morphine
sulphate is used extensively in Europe for maintenance and dihydrocodeine
has a small evidence base in the UK (Robertson R et al 2007).

After hearing all the evidence, Stuart decided he would like to try
morphine sulphate. When transferring people to it, I find each patient is
different on the amount they need, but it is usually double the methadone
(because of shorter half-life, which is about 12 hours) plus around a third
more. We started him on MST 60mgx3 twice / day = 360mg and he settled on
MST 2x100mg twice daily = 400mg.

He felt well on this and then began to talk about detoxification. But in his
counselling sessions he identified how scared he was of going back to
injecting and realised he wanted to work on developing skills and getting a
job, and stay on maintenance. We did not have a problem with his plan and
directed him to the local ‘back to work’ scheme and continued his script. 

It is clear that morphine sulphate is not right for everybody and should
only be used when other options have failed. But let’s use them if necessary
and not reduce our limited prescribing toolbox more than we have to. It is
also clear that maintenance is not right for all, but a person’s own choice
about ‘treatment’ and recovery is fundamental, and ‘recovery’ needs to be
self-defined. Stuart has defined his recovery as getting his first pay packet.

Dr Chris Ford is a GP at Lonsdale Medical Centre and clinical lead for SMMGP
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‘Ican’t tell you what it feels like to stand in a city centre and feel
completely alone.’ This, from a formerly homeless person,
encapsulates what it’s like to be one of life’s ‘easy to ignore’. 

Drug users may be on society’s unwanted list, but as a homeless drug
user Sharyn Smiles experienced what it was like to be at the bottom of the
heap – to experience stigma among other drug users and drug services, as
well as society at large.

‘If you smell when you’re in the waiting room, you can see the look of
distaste on people’s faces. I was urinated on by a stag party and had to go
to a drug service the next day,’ she recalls. ‘When I was on drugs I didn’t
want to be noticed. I used to recognise people by their shoes.’

Now director of Counted4, a support organisation for marginalised and
socially excluded people in the North East, Smiles works to improve the lot of
those living on the streets, or who find themselves in hostels that are often
damp, full of fleas or home to shocking bouts of violence. She recalls an
incident where police had to move residents out of a local hostel while they
cleaned up, because two of the residents had been murdered, their heads cut
off with a spade. Another of her clients was washed up on the beach the other
day. He’d taken to living there in preference to the nearby hostel.

The stories she relays from clients are all marked by lack of hope. When
she asked them where they saw themselves in two years’ time, the answers
revolved around being dead or in jail, if they couldn’t find accommodation.
Services did not seem to make many inroads to the chaos. Smiles would be
met by a barrage of complaints like ‘I shoplifted a pillow last week and
someone pinched it!’ but real progress could not seem to get beyond the
routine of risky injecting practices and blocking everything out by drinking
cheap White Lightning cider.

The bottom line, she reports, is that clients day and night experience
terror, anxiety, depression, loneliness and the realisation that they can see
no way out of their situation. Yet the network of professionals, including GPs,
pharmacists, outreach workers, housing and social services, and the police
can all play a vital part in finding people and re-engaging them with services.

Patrick Ireland, a GP at Birmingham Homeless Services Centre, believes
good outreach work coupled with good local partnerships can hold the key
– as long as participants are in it for the long haul. ‘It’s about persistence,’
he says. ‘We’re dealing with people who have no reason to trust us – it can
take 18 months.’

Building trust means listening to their stories and accepting that respect
and understanding can work wonders. ‘Look beyond their behaviours,’ he
advises. ‘Ask yourself, why do they shout at the receptionist? These may be
maladaptive behaviours, but they’ve enabled them to survive.’

Surveying his clients has highlighted inevitable patterns. The drug and
homeless outreach services work with the common threads of rough
sleeping, sexual and physical abuse, upbringing in a care home, mental
health problems and regular spells in the criminal justice system – all woven
into a drab carpet of low expectations.

He tells the anecdote of the man who broke into a pub, pulled himself a
pint and sat waiting with the alarm bells ringing for the police to come and
arrest him – because at least prison was warm and dry. With a physician’s
eye for what works to fix people, he laments: ‘It costs an awful lot to keep
people in prison. It revolts me.’

HARD TO REACH   
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Drop the ‘hard to reach’ line!
DDaarreenn  GGaarrrraatttt ffrroomm  tthhee  AAlllliiaannccee  ddiidd  nnoott mmiinnccee  hhiiss  wwoorrddss
wwhheenn  aaddddrreessssiinngg  GGPPss  aatt tthheeiirr  ffiinnaall  ccoonnffeerreennccee  sseessssiioonn..
HHeerree’’ss  aann  eexxttrraacctt ffrroomm  hhiiss  ssppeeeecchh..

What do we do with these damned elusive and ungrateful ‘hard to
reach’ communities that have avoided all attempts to be supported
and treated by us?

Who ARE  these hard to reach bleeders that skew our annual returns so
much, and keep the unwanted spotlight of the NTA fixed on our practice? Are
they anyone who’s not a white, male, able-bodied heterosexual who’s above
the age to drink alcohol legally – and responsibly! – but with no police record
and a penchant for street heroin, or do we mean any bugger that won’t
telephone us, book an appointment to be assessed and navigate a frankly
unknown, mysterious, impenetrable and scary system of triage, dosing and
stabilisation with a willingness, grace and dedication that acknowledges and
honours our expertise, professionalism and knowledge?

I’ve come to the conclusion that the whole ’hard to reach’ argument
is a misnomer used to shift the focus from areas of professional under-
achievement, to the inherent failings and ‘difficulties’ of our client
group. Is it fair or appropriate that in this first decade of the 21st
Century we continue to peddle the implication that because the
majority of our client-base are white, male  (presumably heterosexual)
opiate users in the 18-35 age range, anyone who falls outside of this
profile is somehow difficult? 

Is this not – in essence – just a further extension of the blame culture
that still underpins whole swathes of drug treatment provision in the UK;
the ‘problematic’ drug user, the ‘chaotic’ lifestyle, the ‘difficult’ client, the
‘hard to reach’ group? Perhaps only when we begin to talk of the
‘problematic’ treatment regime, the ‘chaotic’ bureaucracy, the ‘difficult’
provider and the ‘hard to access’ service in equal measures will we be at
a point where we can work effectively and constructively to redress this
balance, and get a clearer understanding of what we mean. Certain
people may be ‘hard to reach’, almost certainly ‘hard to hear’, clearly
‘hard to attract’, and invariably ‘hard to please’. But are they really that
‘hard to cater for’? 

I don’t believe we can continue to credibly peddle the ‘hard to reach’
line anymore, as any service that operates flexibly and sensitively
responds to an individual’s expressed, unique needs in an appropriate way
will attract people whatever their background. Do you really have ‘hard to
reach groups’ in wider general practice, or do you tend to find that your
patient group reflects the diversity of the communities you serve? I would
suggest the latter, so why does this suddenly become a problem when we
discuss drug provision?

As healthcare professionals we have a duty of care to our fellow,
exceptional human beings. They do not have a duty of compromise to our
systems of working.

The 13th national conference on managing drug users in primary care
shone a spotlight on clients that have slipped out of sight. DDN reports.
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Release’s executive director, Sebastian Saville, becomes similarly angry
when talking about the pointless waste of lives in prison for drug-related crime.
He sees it as the beginning of the end for many; after the trauma of isolation
comes the risk of being released without support – a critically hazardous time
for those cast out into society without any transition arrangements.

Saville asks questions to which the answers ought to be straightforward: Why
are prisoners released before the weekend when drug services aren’t open?
Can’t we end the ‘Friday syndrome’ by releasing them on (say) Tuesdays, when
they could be sure of somewhere to go? Why not introduce flexible prescribing,
so they can pick up a prescription daily for two weeks from anywhere in the
country, until they are linked into services? And why do we make it so difficult to
get treatment for bloodborne viruses as a matter of course? The shocking truth,
he says, is that ‘there are too many areas where the GP won’t start treating them
until they’ve stopped drugs’. Once you’ve been cast out as a drug using criminal,
it seems it’s very hard to get back in.

The issue of stigma can stand in the way of drug users’ treatment – whether
they are young or old. Anna Millington sees it displayed in its most punitive form
towards drug using parents, when too often the action is based on ‘probability
instead of evidence’.

‘Are harms related to parents’ drug use, or just circumstances in which they
live? Too often we rely on personal judgements to affect professional practice,’
she says.

She warns against the ‘tick box exercise of Hidden Harm’ making services
over-reactive, instead of working for the benefit of the child. ‘Is it any wonder that
the parent can be hard to work with, when they know they could have their child
taken away?,’ she asks.

The sequence of events can too often turn destructive instead of supportive:
‘Because it’s emotive, people become very aggressive – so it then becomes
easier to hand them over to social services,’ says Millington. 

At the opposite end of the scrutiny scale, older drug users can find
themselves with precious little attention at all, says 56-year-old Beryl Poole.

‘Taking drugs used to be a social thing. Now dealers come on bikes. You go
home and you’re on your own,’ she says, drawing on her own experience. ‘It can
be lonely.’

When patients go to the chemist for methadone it’s ‘like after the Crimea –
they’re all on crutches. Pharmacists can’t wait to get rid of them. All these
theories about connecting with people in the chemist – it just doesn’t happen.’

Since growing up as an Irish Catholic in a care home, Poole has lived with
drugs long enough to believe she ‘couldn’t take a detox at [her] time of life’.
Experience has left her wise to the attitudes she is likely to expect, and she has
adapted to survive: ‘Your medical records follow you – you’re a junkie. If I go into
hospital I’m OK because I know my stuff.’ She deals with the stigma by zipping
up her armour: ‘We’re a stubborn crew… Let us grow old disgracefully.’

Those that can adapt may well learn to survive – whatever their quality of life.
But what of those whose survival depends on being drawn into the net of
services?

GPs can play a central role in catching clients before they disappear,
according to Stephen Pick, a GP in Reading, who chaired the final session of the
conference. He commented: ‘We’ve moved on from what should we do, to how
do we do it, to how we do it better. It’s about hearing and listening to people with
their differences.’ DDN

 OR EASY TO IGNORE?
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Using clinical governance
can not only improve
drug misuse treatment –
it can drive an exciting
opportunity to change
services’ culture. Grab
the chance to be part of
it, says Dr Susi Harris.

Clinical governance is a system for delivering – and
demonstrating the quality and safety of – high
standard services. It is a framework encompassing a
wide range of established mechanisms, such as
clinical audit, education and training, research and
development, and risk management, but also requires
a culture of openness between professionals and with
the general public.

For most drug treatment services, implementation
of clinical governance is already a statutory or
contractual obligation. But there is now a new
emphasis on the ability of clinical governance to
improve drug treatment. This is because it is an
effective mechanism for improving clinical practice in
line with recent clinical guidance (Drug Misuse and
Dependence: UK Guidelines for Clinical Management
and the suite of NICE drug misuse guidance).

Clinical governance can be complex in the drug
treatment sector, which crosses health, social care
and criminal justice, and organisational boundaries.
And, although it is well-established in much of the NHS
and in other sectors, the National Treatment Agency
and National Audit Office research found that it was
sometimes inconsistently implemented, especially in
drug treatment and in primary care. There is also
evidence that primary care trusts are not always aware
of their clinical governance responsibilities when
acting as purchasers of drug treatment from the
independent sector.

Clinical governance can bring a whole new culture
to a caring organisation. It can promote the
development of a ‘learning organisation’ – one that
sees untoward events as spurs to necessary
improvements. But it goes one step further, giving rise
to the proactive ‘self-regulating organisation’ – one
that systematically reviews all its people and
processes, seeking out potential areas for
improvement, before untoward events have a chance
to occur. The whole ethos of clinical governance is
about quality. Quality means safety and effectiveness:

making sure that our clients, staff and communities
are safe, and that we responsibly allocate finite
resources towards evidence-based treatment that we
know will make a difference. It’s basically about
making sure we do the caring that we all try to do in
our jobs every day, as well as we possibly can.  

But don’t just take my word for it. The NTA
published draft guidance on clinical governance in
February (www.nta.nhs.uk/areas/clinical_guidance/
clinical_governance) and the following quotes are
adapted from the guidance: 

‘The more people grasp it the more they want to be
involved. This is exciting – as chair of a big committee,
it is akin to conducting an orchestra of accomplished
players... The cardinal benefit has been the ability to
form a culture that feels good. Staff [from all involved
services] know that they belong to this Directorate. It
has… allowed for the expression of local need as well
as local qualities.’
Camden and North West London Mental Health Trust
(William Shanahan, medical director and chair, Clinical
Governance Committee)

‘Now that staff are engaging with the process, teams will
automatically come up with service improvement
initiatives rather than these being imposed by
managers… A massive vehicle for change, very exciting.’
Cygnet Healthcare (Malcolm Carr, director of clinical
services)

‘Benefits to the organisation include… involvement of
all staff, which is empowering to more junior staff…
allows a bottom-up approach.’
Addaction

Consultation on the draft guidance, which will end
shortly, is your opportunity to shape and influence
guidance that will ultimately affect you as a
professional with a remit for drug misuse treatment,

whether delivering health or social care, and whether
independent or public sector. The principles of
clinical governance – of systematic quality assurance
and quality improvement – apply whether or not you
consider your drug treatment interventions to be
‘clinical’.

The consultation draft seeks responses in a
number of key areas. Firstly, clinical governance has
been around in the NHS for a few years now but,
because drug misuse services are so widely
distributed among different sectors, it is important to
know if the briefing adequately covers primary and
secondary care, non-statutory and criminal justice
sectors (including prisons).

Secondly, how do we manage clinical governance
interfaces, for example, between the clinical
governance lead in a Trust and the clinical lead in a
drug service, or between a local authority and its young
people’s drug and alcohol services?

Thirdly, what do you want to see in the guidance to
ensure it is of practical benefit? Would you like more
detail on how clinical governance can be made to be
valued and to work in real situations? Should it tackle
more practical aspects of implementation – almost
making it a 'how to' manual? And should it go into
detail on topics that are covered within clinical
governance but important in their own right and
perhaps needing greater guidance, such as clinical
supervision?

The consultation closes on 14 May so – assuming
you are reading this soon after DDN’s publication –
there is still an opportunity for you to contribute. A
diverse response from a wide range of those in the
drug treatment sector will help ensure that the final
guidance is a genuinely useful document that can
support us all in getting the positive benefits of
clinical governance embedded in our work, for the
good of our clients. 

Dr Susi Harris is clinical lead in substance misuse
(Calderdale) and formerly NTA Clinical Team GP.

Vehicle for change



In this Briefing, Professor David Clark focuses on a major problem: while addiction resembles other chronic

disorders, society uses an acute model of care for treatment.
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Background briefing | Professor David Clark

Nature of the problem: Addiction as a chronic disorder (part 2)

occurred at the precise time that critics were
documenting the ineffectiveness of this acute
model for chronic primary health disorders.

The shift to an institution-focused business
orientation in the 1980s diminished client advocacy
and contributed to the development of an aggressive
programme of managed care that shortened lengths
of stay and eliminated continuing care. During this
time, many treatment programmes were merged
into larger organisational networks. 

The nature of accountability shifted from long-
term recovery outcomes to procedural efficiency
and cost containment. There was an erosion in the
impact of factors known to contribute to long-term
recovery. Grassroots treatment programmes closely
connected to local communities of recovery became
professionalised, bureaucratised and disconnected
from these communities over time.

In the late 1980s and early 1990s there was a
massive slashing of federal funding to the
treatment field, related in part to the system over-
promising and under-delivering.   

By the late 1990s, the assumptions of the acute
care model began to be questioned. This criticism was
accompanied by widespread calls to change the
design of addiction treatment from an acute care
model to a model of sustained recovery management.  

Importantly, the acute care model sets the field
(and individuals) up to fail. This erodes long-term
societal confidence in addiction treatment as a
social institution:  

‘One of the problems with the expectation of
long-term change following a single episode of care
is that it holds substance abuse treatment to a very
high standard –  one that is not imposed on
treatments for most medical or behavioral
disorders’ (O’Brien & McLellan, 1996). 

You may think what has this got to do with the
situation in the UK?

We have an acute model of care. We have copied
many (certainly not all) aspects of addiction
treatment from the United States. We are focused
on performance measures, cost effectiveness,
improving the business ‘efficiency’ of treatment
agencies, and we have larger organisations taking
over programmes around the country. We do not
understand recovery or recovery management.

Some people argue we are 15-20 years behind
the US. Are we now facing the slashing of treatment
funds in the near future? 

We need to be seriously thinking about a chronic
or continuing model of care.

In my last Briefing, I considered the difference
between acute and chronic medical disorders and
emphasised that they have to be managed and
treated in very different ways. I focused on a paper by
William L. White and A. Thomas McLellan, which is
due to be published shortly by the journal Counselor. 

These American recovery experts point out that
there are many similarities between severe drug
and alcohol use problems (and addiction) and
chronic disorders such as diabetes mellitus type 2,
hypertension and asthma.
• They have a prolonged course, that varies across

individuals in terms of intensity and pattern, and
there is the risk of pathophysiology, disability
and premature death.

• They are influenced by behaviours that begin as
voluntary choices, but evolve into deeply
ingrained patterns of behaviour. The pattern of
onset of the disorder can be gradual or sudden.

• They are influenced by genetic heritability, and
other personal, family and environmental risk
factors. They can be identified and diagnosed
using validated screening and diagnostic tools.

• They have effective treatments, self-manage-
ment protocols, peer support frameworks and
similar remission rates, but no known cure.  

• They often lead to psychological problems that
include hopelessness, low self-esteem,
depression and anxiety.

The striking similarities between severe substance
use problems and chronic medical disorders do not
imply that similar disease processes underlie these
disorders. However, it does strongly suggest that we
should be using chronic or continuing care
strategies for substance addiction that resemble
those used for other chronic medical disorders. 

Despite the fact that addiction is a chronic disorder,
it has been treated in an essentially acute care model
of treatment. White and McLellan outlined the central
elements of an acute treatment model as such:
• Services are delivered in a programme of

activities – screening, admission, a single point-
in-time assessment, treatment procedures,
discharge, and brief ‘aftercare’ followed by
termination of the service relationship.

• A practitioner directs and dominates the
decision-making process during assessment,
treatment planning and service delivery.

• Service delivery occurs over a relatively short
period of time (eg 12 weeks).

• The individual/family/community is given the

‘Importantly, the acute 
care model sets the field

(and individuals) up to fail.
This erodes long-term
societal confidence in

addiction treatment as 
a social institution.’

impression at discharge that ‘cure has occurred’. It
is implied that long-term recovery is now self-
sustainable without ongoing professional
assistance.

• Post-treatment relapse and re-admissions are
viewed as the failure (non-compliance) of the
individual, rather than potential flaws in the
design or execution of the treatment protocol.  

In his fascinating book Slaying the Dragon: The
History of Addiction Treatment and Recovery in
America, William L White points to a number of key
factors that contributed to the acute care model seen
in the US in the 1970s and 1980s, some of which I
describe here.

The desire to legitimise addiction treatment led to
the field trying to emulate primary care medicine.
Treatment programmes were adapted from
standards for acute care hospitals with little focus on
service support for long-term recovery. Ironically, this



DDN is a free independent publication, totally self-funded through
advertising revenue. 

Published fortnightly for the last three years by CJ Wellings Ltd
with a circulation of over 11,000, the magazine provides an
unbiased round-up of the latest news, features and research from
the substance misuse field. 

The magazine is not affiliated to, or funded by, any of the agencies
working in the field, but works closely with them to ensure that
all areas of the drug and alcohol field are represented. 

We fiercely value our editorial independence and do not seek
funding for the production of the publication. We provide a cost-
effective targeted advertising service for the substance misuse
field – if you would like to support the magazine, keeping it free
of charge to all readers, please contact us the next time you need
to advertise.

To find out more about Drink and Drugs News or working 
with CJ Wellings Ltd please contact info@cjwellings.com
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"I have been extremely happy with the services
provided by Solutions Action Management. I have used
them a number of times to provide a range of staff,
from DAAT Commissioning Support posts to Qualified
Social Worker and Drug Worker posts. I am consistently
impressed with the level of skill and experience of the
candidates put forward by SAM Recruitment, and SAM
remains my preferred first option when seeking to fill
existing vacancies or looking for staff for one-off short
pieces of work.  It is extremely important to me to be
able to talk to an agency that really understands the
field and the issues involved and can work with me to
think up creative staffing solutions to some of the
needs of the substance misuse field in the 21st Century.
Drug & Alcohol Action Team, Joint Commissioning Manager

At Solutions Action Management we use our vast
amount of experience within the drug and alcohol
sector. As a truly specialist substance misuse
recruitment and consultancy agency we have in-depth
knowledge and expertise in this field that more

general recruitment agencies aren’t able to offer.
Whether you are a voluntary sector agency, local
authority or private sector client, we find the solution
to your staffing requirements. Our clients come back
to us again and again.

"Solutions Action Management work hard on behalf of
their consultants to ensure a perfect match between
project and personnel and I have always found all the
positions and work that I have been offered have been
suited to my skills set and interesting to be involved
with. I have been working with SAM for over four years
now and, as well as being very busy, have found the
support and range of work offered to be excellent."
Consultant in Mental Health, DAT Co-ordination, Joint
Commissioning & Strategic Project Work

We provide skilled and motivated drug and alcohol
professionals in all areas of the substance misuse field.
If you are an organisation with positions to fill or a
professional looking for your next role contact us now.

We provide:
� DAAT co-ordinators
� Joint commissioning managers
� Consultants/managers
� Needs Assessments/bespoke one-off pieces 

of work
� Nurses
� Drug/criminal justice workers
� Counsellors 12-step, BST, CBT

“Solutions Action Management have been very
supportive, approachable and efficient. I have never
experienced any problems whilst working through
them. I feel confident to advise anyone to approach
them for work/placements.”
Qualified Social Worker – Substance Misuse

Solutions Action Management are now CSCI
Registered and able to supply nurses. We are also
starting to supply to treatment centres internationally.

Solutions Action Management was founded in 2001 to meet the ever-growing demands and changes required
by the delivery of the National Drug Strategy. With the emergence of Drug Action Teams and greater funding
specifically targeting young people, communities and criminal justice we provide trained substance misuse
personnel in response to a growing demand for highly skilled individuals.

A skilled, professional and motivated workforce

See our latest vacancies at www.samrecruitment.org.uk 
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DDN in association

withFDAP
Essential workshops
Supervision, appraisal and DANOS 
2 June 2008 – central London
This one-day workshop for line managers and HR directors covers
supervision, appraisal and development of front-line staff against
DANOS and other national occupational standards. It is run by Iain
Armstrong – a leading expert in DANOS and workforce development

Performance management
9 June 2008 – central London
This one-day workshop for line managers and HR directors builds on the
"Supervision, appraisal and DANOS" workshop (outlined above), and
focuses on managing and developing practitioners' performance against
DANOS and other national occupational standards. It is run by Iain
Armstrong – a leading expert in DANOS and workforce development.

“The trainer worked at our pace, which helped 
us to learn in a relaxed environment”

“Well presented and interactive”

Cost: £110 + VAT per head   (15% reduction for FDAP members/affiliates). 

Rates for groups on application. Contact Tracy Aphra.

e: tracy@cjwellings.com,   t: 020 7463 2085.
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Chief Executive
c. £58k – £65k

A highly respected Charity well known for its drug and alcohol
treatment provision, seeks a Chief Executive to lead its multi-
disciplinary Senior Management team.

The successful candidate, who will report to the Charity’s Board of
Trustees, will be self-motivating, commercially astute and will possess
a wide working knowledge of the Drug and Alcohol sector.  They will
need to evidence skills in strategic planning, service development and
budget management and must have the capacity to provide strong
and inspirational leadership.  Also essential is a strong commitment to
continuous improvement of services for those affected by drug and
alcohol use and an awareness of the need to address all aspects of
social exclusion when working with this client group.

The position will be based in Plymouth; Devon and management
responsibilities will include staff working in three residential and
two non-residential centres in the city. 

For a job description and person specification, please contact:
Jude Wallace – 01752 500003
Closing date – 9th May 2008



RHOSERCHAN
Required: Counsellors

Rhoserchan seeks full time counsellor and part time weekend/
relief counsellor.  Details on www.rhoserchan.org.uk 
For both posts a diploma in counselling will be necessary.

www.drinkanddrugs.net
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Join our ‘Community Action Around Alcohol and Drugs’ team in an
exciting new phase of development. We need a full time 

SYSTEMS & DEVELOPMENT MANAGER
to manage the development and administration of the CAAAD Project
and the relationships with internal and external stakeholders. You
must have 2 years  experience of project management including
budget mgt, fundraising, reporting and monitoring.

Salary:  £27,594 per annum
Closing Date for receipt of application:  Friday 16th May at 10:00 am
Dairy date for Interview:  Tuesday 27th May

For a job pack giving more detailed information please contact:
Central Services Office, Barton Hill Settlement, 43 Ducie Road, 
Barton Hill, Bristol, BS5 OAX  Tel: 0117 9556971 
or E-mail: debbiep@bartonhillsettlement.org.uk
For more information, look on our website:

www.bartonhillsettlement.org.uk

Barton Hill Settlement is a community
managed multi-purpose centre providing a

range of services in inner city East Bristol  

Barton Hill Settlement has a policy of promoting equal opportunities and
diversity and therefore welcomes applicants from all sections of the community.
Limited Company Number 5031499        Registered Charity Number 1103139

West Sussex Drug &
Alcohol Action Team
Data & Information Officer
Drug and Alcohol Action Team
West Worthing
£25,320 - £27,594 (pay award pending)

Be part of an exciting new project to implement our new client
information system (HALO) across West Sussex.  You will need to
work creatively and efficiently to ensure that the collection,
processing and analysis of data meet the needs of our diverse client
group and agencies. With your expertise in the use of Microsoft
packages, including Excel, you will deliver training and need to
demonstrate that you are self-motivated to produce tangible results.

Post requires a Criminal Records check.
Closing Date 26th May 2008
Interviews will be held early June.

For further information please contact Jane Williams, Public Health
Specialist on 01903 708683.  For an application pack, please go to
www.westsussex.gov.uk/jobs or e-mail jobs@westsussex.gov.uk or
telephone 01243 642140 (24 hour).

Closing date: Tuesday 3rd June 

Invitation to tender
Lambeth Primary Care Trust on behalf of the Safer Lambeth
Partnership would like to invite expressions of interest from
suitably experienced organisations to provide a Vehicle
Management Service in support of an open access Mobile
Harm Reduction Service. The successful candidate will
procure, modify and manage the operation of the vehicle. The
Service delivered via the vehicle will operate on an ‘out of
hours’ basis and is targeted at vulnerable adults that use
drugs and alcohol. Operating within a multi-agency setting,
the successful candidate should demonstrate a good track
record of complex partnership & inter-agency working.

The contract will initially be for 2 years with an option to
extend for a further year, subject to review. The Service will
run a minimum of 25 hours a week.

Interested organisations should request an application pack
or further information via:

Philip Hands
Business Manager, Adult Services Team
Service Strategy & Commissioning Directorate
Tel – 020 3049 4160
Fax – 020 3049 4357
Email – philip.hands@lambethpct.nhs.uk

Final tenders must be received by Tuesday 3rd June
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STILL NO.1 FOR RECRUITMENT AND CONSULTANCY

020 8987 6061

Register online www.SamRecruitment.org.uk

SUBSTANCE MISUSE PERSONNEL
PERMANENT – TEMPORARY – CONSULTANCY
Supplying experienced, trained staff:
Commissioning � Service Reviews � DIP Management � DAT 
Co-ordination � Needs Assessments � Project Management � Group 
& 1-1 drug workers � Prison & Community drug workers � Nurses 
(detox, therapeutic, managers) � plus many more roles..... call today

NOW REGISTERING AND SUPPLYING NURSES

Substance Use Practitioner
(Stimulant Service) – Wolverhampton
1 x post 37 hours per week  Ref: W/08/9

1 x post 18.5 hours per week  Ref: W/08/10

Salary £22,845.00 to £26,067 per annum pro rata.

Aquarius is looking for skilled and enthusiastic individuals to develop a new and

innovative service in Wolverhampton for problematic stimulant drug users. The service

will be delivered from outreach settings including primary care and the DIP team.

The closing date is Wednesday 21 May 2008
Interviews are scheduled for Friday 6 June 2008
An enhanced CRB check will be required for these posts

Application packs can be downloaded from our website www.aquarius.org.uk or

email human.resources@aquarius.org.uk quoting the appropriate reference

code. Alternatively write to: Rachel Stubbs, Aquarius, 

2nd Floor, 16 Kent Street, Birmingham, B5 6RD

Overcoming the harm caused by alcohol, drugs and gambling
Aquarius – actively working towards equality in employment and service

delivery.   Aquarius Action Projects is a Registered Charity No 1014305.

Aquarius is a leading alcohol, drugs and gambling 
agency with services throughout the Midlands region. 



Part-time Substance Misuse practitioners 
£24,591 – £27,724 pro rata

Required for our facilities at Agar Grove & St. Augustine’s
(residential rehab) and Foulden Road (third stage scheme)

Rugby House Agar Grove & St. Augustine’s offers a structured
therapeutic and educational residential alcohol treatment programme
for men and women who wish to maintain abstinence and tackle the
underlying issues related to their drinking. Foulden Road is a third
stage scheme which provides a safe, supportive environment for men
and women who have completed second stage treatment for drug &
alcohol rehabilitation.

You must have a minimum of two years experience working with
alcohol and/or drug users, experience of running and facilitating
groups and workshops and an understanding of addiction treatment.

To request an application pack, please email: jobs@rugbyhouse.org.uk 
For further information on these positions see our website:

www.rugbyhouse.org.uk 
Rugby House provides a range of community and residential services 

in London for people with alcohol and drug related problems.


