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Injecting drug misuse

John Strang

The war on drugs will never be won, just as the war on
cancer and the war on poverty will never be won; but
what folly to fail to identify achievable goals, measures
of progress, and strategy of action in the ongoing war.

In each of these unwinnable wars great benefit (to both
personal and public health) may be accrued from
fighting on the right fronts. The challenge for the
strategist is to direct the available resources so as
to make advances on key fronts while guarding
against damaging losses elsewhere.
Does injecting drug use really deserve to be included

as one of the identified key areas? Considerations of
health strategy have previously been distorted by
prejudice and political sensitivities-and it is difficult
to believe that the new association with HIV and AIDS
will improve the clarity of vision. But we must now

address the synergistic pathology of drug misuse and
HIV,') and we have a right to expect more from a

government which has described drug misuse as "the
greatest peace-time threat to our nation"3 and HIV and
AIDS as "the greatest new threat to public health this
century."4 By 1986 official guesstimates were of
75000-150000 opiate misusers, half of whom were
believed already to be injecting, plus a similar number
of amphetamine injectors.' Like it or not, injecting
drug misuse will have a profound impact on the future
health of the nation.

For most diseases, there is a degree of stability in the
extent of penetration through society. This is not true
for either drug misuse or HIV infection, and the next
few years present an opportunity to influence the rate
and extent of spread of injecting drug misuse and HIV
infection. Future generations will hold us accountable
for the extent of our actions and inactions.

Why drug misuse should be a key area
Injecting drug misusers already comprise the fastest

growing group of people with AIDS in Europe.5
Between 1985 and 1989 the proportion ofdrug injectors
among people with newly diagnosed AIDS in Europe
rose from 15% to 36%, with the figure rising above 50%
in some regions.6 In England we are fortunate that the
epidemic began later than in other countries: hence we
have an opportunity to identify targets and work
towards improvements which reduce the speed and
eventual penetration of HIV and many other future
viruses. We missed the opportunity with hepatitis B
virus. Are we going to miss it also with HIV?
The shortlist of possible key areas is considered

according to three criteria: that the area is a major cause
of concern, that there is scope for improvement, and
that targets can be set. Drug misuse and HIV are
clearly a cause for concern. The scope for improvement
is striking when one considers that the most modest of
modifications in human behaviour remain our most
effective defence against the transmission ofHIV (and
hepatitis B and C viruses) among and beyond injecting
drug users. But it is likely that it is in setting targets
that this area is deemed to fail to make the grade, at
least for the faint hearted. In fact targets can be set and
are essential for a modem well planned strategy-I
have outlined them later in this paper.
Are there sufficient opportunities for influencing the

condition? Surely the nature of injecting drug use is

such that it is a closet behaviour. Perhaps so, but
sufficient opportunities already exist, even before its
inclusion in a strategy document. General practitioners
already see an estimated 6000-9000 opiate addicts
every month.7 Pharmacists are asked for needles and
syringes by an estimated 20 000 drug misusers a
month.8 Of the 50 000 inmates in Britain's prisons at
any one time, 10% of men and 25% of women will be
opiate addicts,9 although prison medical officers seem
to identify such addiction in only 1000 a year.'0
A distinctive feature of injecting drug use is the

extent to which it changes over time. The Home Office
figures (2000 addicts in 1970, 6000 in 1980, and 17 000
in 1990)10 suggest relentless progression, in the face of
which any health strategy might be futile. But there
is relief, both topographical and emotional. More
careful study of the data reveals an epidemic of oral and
intravenous amphetamine misuse with substantial
psychiatric morbidity in the late 1960s that was
effectively countered by public health measures," an
intravenous barbiturate epidemic in the 1970s that was
associated with high morbidity and mortality,'2 1'
and widespread popularity of intravenous Diconal
(dipipanone/cyclizine) with its own morbidity that was
reversed by new legislation. Even with heroin use the
pattern has changed: the universal injection of heroin
during the 1960s and 1970s altered during the 1980s, at
least in some British cities. By 1987, 90% of heroin
users in the Wirrall, Merseyside, were taking heroin by
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"chasing the dragon,"'" as were 50%o of a local treatment
sample in south London;' whereas elsewhere (for
example, Edinburgh) injecting remained the only
route.'6 ' It is this temporal and geographical variation
which should inform the targets, the strategy, and the
measures of progress.

Case against key area status
There are perhaps two main arguments why injecting

drug misuse may not be suitable as a key area. Neither
argument is sufficient to make the case. Firstly, there
needs to be a clear description of the area, and, with
drugs, this is difficult to define. Is it opiate use? Is it
illegal behaviour? Is it addiction? These confusions
have created mayhem and held back the subject for too
long. Sweep aside the moralising and shift the focus to
the harm which results (or might result) from use of
drugs. Thus the 1981 report from the World Health
Organisation considered "hazardous use" (where harm
might occur) and "harmful use" (where harm has
occurred)."' In Britain, the 1984 report on prevention
identified two legitimate goals: prevention of drug use
and prevention of harm associated with drug use.'9
More recently "harm minimisation" has become a new
buzz word in the specialty of drugs.'° Harm minimis-
ation refers to approaches that reduce or remove the
harm associated with drug use or with particular
aspects of drug taking behaviour. More recently,
AIDS has brought a particular clarity to this consider-
ation. The proposed key area is not defined by drug
group, nor by legal status of the drug or drug use; it is
defined by the nature of harm related to drug use
and, in particular, injecting.
The second argument against inclusion is based on

the inadequate state of existing means ofmeasurement.
Perhaps the government is daunted at the prospect
after the dismal response from some district health
authorities to the drug "Doomsday book" collated by
the Department of Health.2' But this was a bottom up
approach designed to chart the territory, whereas The
Health of the Nation is intended to be a top down
strategy.4 The argument is only as valid as the inability
to identify targets and introduce appropriate measures.
Targets have already been proposed for HIV and
AIDS2: targets for injecting drug misuse are proposed
below.

Identifying the targets
Despite the neglect of drug misuse in the green

paper (box) targets can be set. The opening recom-
mendation from the Department of Health and Social
Security's guidelines is that "all doctors have a
responsibility to provide care for both the general
health needs of drug misusers and their drug related
problems."23 The 1988 Watkins report (part of the
United States presidential commission on the HIV
epidemic) made important recommendations on
targets, such as the call for there to be "treatment on
demand."24 The 1988 British report on AIDS and drug
misuse made specific recommendations-for example,
that "a pattern of community based services should be
available in each health district" and that "all GPs
should provide care and advice for drug-misusing
patients to help them move away from behaviour
which may result in them acquiring or spreading the
virus."' The United States report Healthy People 2000
went one step further and set the targets that at least
90% of cities should have outreach programmes to
deliver HIV risk reduction messages to drug injectors
and that at least 75% of primary care providers should
"screen for alcohol and other drug problems and
provide counselling and referral as needed."24 I will

Green paper view on drug misuse

The green paper mentions reducing drug misuse
only in the context of HIV and AIDS. No specific
targets are suggested nor any methods for reducing the
prevalence of injecting drug misuse.

consider separately general health care targets and
drug related targets.

GENERAL HEALTH TARGETS

Injecting drug use is associated not only with
addiction but with 'other important public health
problems such as hepatitis B virus and HIV and AIDS.
Currently less than half of some injecting populations
are infected with hepatitis B virus. The Department of
Health's own report on immunisation recommends
that immunisation for injecting drug users should be
considered,26 but the practice remains extremely rare in
British drug services.27 Consider that the Australian
strategy document recommends a target of 95% for
hepatitis B virus vaccination in at risk groups.28
HIV seroprevalence in most British populations of

drug injectors is still low (<10%). The chief medical
officer's statement about the shifting cost-benefit
balance of HIV testing has not been heard yet by drug
users or drug workers. Most services are not yet geared
up to provide easy access to testing. In house facilities
for monitoring of immune status are even rarer.
This would not matter if drug users travelled to
available HIV services; unfortunately, they do not.
Consequently there is a need to set a target similar to
that in the American strategy document: that 80% of all
HIV positive people should have been tested.25

TREATMENT CAPTURE

But all these targets are set against a shifting
baseline, so simple descriptions of volume are in-
adequate. If drug services are to be given the target of
capturing drug addicts at an earlier stage then direct
evidence should be sought. Instead of the present
practice of presenting data on the age, sex, ethnic
distribution, etc (from which changes in capture
potential are optimistically deduced) why not go for the
real measures? Thus for new patients the interval
between addiction and first treatment contact should
be measured. Opiate addicts have typically been using
drugs on a daily dependent basis for four years before
first treatment contact.29 We should examine measures
of this addiction to treatment interval among patients
presenting for first treatment, or measures of relapse to
treatment interval among returning patients. For the
new syringe exchange schemes the drug user has
typically been injecting for seven years before first
attendance30; the equivalent measures would be
injecting to exchange interval for new attenders and
relapse to exchange interval for reattenders.

RETENTION

If treatment is believed to be of benefit then the
patient must attend long enough for treatment to be
administered. Existing measures of retention in pro-
grammes are adequate in some areas such as the new
syringe exchange schemes30 but need to be extended to
other forms of treatment. More than a third of
attenders at most syringe exchange schemes will attend
only once, and only one third attend more than five
times.30 Recent small scale studies show a similarly
disappointing drop out rate from inpatient3 and out-
patient detoxification programmes.32 The more wide-
spread and uniform examination of programme
retention rates is a simple but essential measure which

BMJ VOLUME 303 26 OCTOBER 19911044

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.303.6809.1043 on 26 O
ctober 1991. D

ow
nloaded from

 

http://www.bmj.com/


is surely a prerequisite to competent planning of health
care.

THROUGHPUT

Laudable and influential as such recommendations
may have been, they relate to process not outcome.
Indeed the AIDS and drug misuse report draws
attention to this point in the section discussing syringe
exchange schemes: while such schemes should not be
judged wholly on short term results, "ultimately they
must be judged on lasting evidence on behaviour
change."' If the new services are to concern themselves
with capture and retention, they must also address
throughput (the extent to which the treatment
population is changed as a result of the treatment
contact)33.
And so it is to outcome measures that our attention

should turn. Abstinence is not the only valid outcome.
It is not even the most important (except that it may
vary with other outcomes). Key intermediate goals can
be identified, such as the move from injecting to oral
drug use.' (Similar changes away from injecting may
also occur outside treatment (for example, from inject-
ing heroin to chasing the dragon),3' but we are unclear
about the part played by health care services). From
the point of view of transmission of HIV and other
viruses the pure target would be to reduce sharing of
injecting equipment. However, measurement would
be largely reliant on self reporting, which is unaccept-
able. So the surrogate target of reduction of injecting
should be considered, which is not only more measur-
able but is also more widely relevant to other harms (for
example, overdose). The value of the service would
then be gauged according to the extent to which it
promoted this reduction-either by stopping non-
injectors from starting injecting or by assisting injectors
to stop injecting. Simple measures can be used initially.
For opiate addicts in a methadone treatment pro-
gramme, stopping or reducing heroin use has long
been used as a measure in the United States; this is
measured by the proportion of "dirty" urines detected
on random urine testing." 36 The proportion of patients
with fresh venepuncture marks would be a similar
measure. In future a more valuable long term perspec-
tive on behaviour change may be obtained from hair
analysis.3

The strategy almost exists
Perhaps the official strategy document is the govern-

ment's Tackling Drug Misuse, but this document is
mainly concerned with customs and excise, police, and
other control strategies.38 The real strategy documents
have come from the Advisory Council on the Misuse of
Drugs (an independent body set up under the Misuse
of Drugs Act 1971). Their reports on treatment and
rehabilitation,'9 prevention,"9 and AIDS and drug
misuse'2 have received both covert and overt endorse-
ment from the government, and have become the
blueprints for subsequent developments of services.

These reports provided a framework for the pro-
motion ofinvolvement by general practitioners, backed
up by a local drug service or community drug team in
every district.404' Central funding initiatives from the
Department of Health pump primed these develop-
ments-eventually to the tune of £17m annually.42
With the AIDS and drug misuse reports, concern
shifted from dependent addicts to injecting users-and
simultaneously the sought after change in behaviour
itself changed. "There is an urgent need for injecting
drug users to travel hastily down the section of the road
from 'injecting' to 'no injecting.' As a second best,
they may make the journey from 'at-risk injecting' to
'safer injecting' insofar as the latter place may exist."43
From this new perspective, abstinence would perhaps

be seen as just a variant on oral only use, but with
uncertain robustness and representing an uncertain
drain of resources.

In Scotland the early McClelland report identified
essential components of a national strategy: "All drug
misusers must be brought into contact... [with] a
framework of service provisions which offer a compre-
hensive approach to the many complicated social,
financial, legal, psychiatric and other problems which
afflict many misusers"; "substitution prescribing is
likely to be a necessary part of the means used to attract
clients to services and to establish safer drug taking
practices"; "practical steps must be taken to provide
sterile injecting equipment to addicts who are unwilling
to stop injecting"; "staff working with drug misusers
will require adequate training and continuing access to
sources ofexpert support...."4" The "end" becomes the
reduction of HIV transmission among drug injectors
and, through them, to the broader general public: the
"means" becomes the refocusing of any and every
possible point of contact with the injector.

Problems with implementation
Unfortunately, these blueprints contain goals but no

specific targets or means of measuring progress. Some
data on opiate addicts do exist in the Home Office
addicts index, and despite continued poor compliance
by doctors45 the index has been a valuable indicator of
change.47 The new regional databases48 (anonymised
data on local drug users in contact with statutory and
statutorily funded services) should provide the means
for implementing many of the necessary measures-
for example, measuring changes over time in the
addiction to treatment interval ofnew patients.

Information will still be missing on patterns and
extent of drug use outside treatment services. One day
(perhaps today) Britain will need to tackle seriously
this gap in our information. The United States National
Institute on Drug Abuse has for many years conducted
household surveys to gather information on different
types of drug use "ever" and "last month." Healthy
People 2000 relies heavily on this source of information
to gauge the impact of public health and education
measures.25 Until we set up such regular household
surveys we will remain in the dark about the worth
(or otherwise) of various antidrug or anti-injecting
campaigns.

Conclusion
A national health strategy which fails to address

specifically the area of injecting drug use is surely a
strategy driven by political or public sensitivities, not
science. As with HIV and AIDS we will have failed to
grasp the nettle ifwe wait for a time when political and
public opinion are calmer or when scientific study is
more complete. The extent and nature of the area of
injecting drug misuse is changing now: it represents an
excellent opportunity to apply a truly valuable strategic
approach to the health of the nation.
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Social inequalities in health

Tony Delamothe

Although The Health of the Nation never considers
making social inequalities in health a key area, it
acknowledges the effects of "social circumstances" and
the "physical and social environment" on health and
accepts that health varies "significantly" according to
social and occupational group.' It even provides two
examples. Given the usual official reticence on the
topic this represents progress.

In his foreword Mr Waldegrave goes a step further:
he accepts that remedial measures work. Providing
financial support for certain groups and putting a
decent home within the reach of every family is partly
justified by "their relation to health." But the docu-
ment backs down from the obvious next step: tackling
social inequalities in health head on. Instead it counsels
"tempering idealism with pragmatism" when con-
fronting the challenge of the variations. "The Govern-
ment does not believe there is any panacea-here or
elsewhere in the world-either in terms of a full
explanation or a single action which will eradicate the
problem." Progress may be possible on three fronts:
* Through the continued general pursuit of greater
economic prosperity and social well being
* Through trying to increase understanding of the
variations and the action which might effectively
address them
* Through specific initiatives to address the health
needs of particular groups.

In his valedictory report on the state of the public
health the last chief medical officer wrote that low
income, unhealthy behaviour, and poor housing and
environmental amenities had the clearest links with the

excess burden of ill health.2 At the press conference
launching his report Sir Donald was more forthright,
saying that health inequalities will be eradicated
only by government measures to tackle poverty and
improve the conditions in which people live. "While to
specialists in public health the most attractive points of
initial attack are health promotion initiatives to reduce
risk factors such as smoking, poor diet, and physical
activity, there is a limit to the extent to which such
improvements are likely to occur in the absence of
a wider strategy to change the circumstances in
which these risks arise by reducing deprivation and
improving physical environment."3

Social inequalities in health must therefore warrant
further scrutiny as a possible key area.

Major cause of ill health
The Health ofthe Nation recommends judging candi-

dates for key area status against three criteria. .How do
social inequalities in health measure up? The first
criterion is that the area should be a major cause of
premature death or avoidable ill health in the popu-
lation as a whole or among specific groups. Examining
"burdens of disease"-mortality, morbidity, and cost
-is one way suggested for identifying the most serious
problems.

MORTALITY

A gap exists between the death rates of non-manual
and manual workers for most causes of death in almost
every age group, and the gap is widening (figs 1 and 24).
In 1981, 62 of the 66 "major list" causes of death in
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