
  [image: cover]


  
    
      
        [image: Image]


        EMCDDA


        MONOGRAPHS


        Harm reduction:

        evidence, impacts and challenges


        
          
            
              
                
                
              

              
                
                  	
                    Editors

                    Tim Rhodes and Dagmar Hedrich

                  

                  	
                    10

                  
                

              
            

          

        

      

    

  


  
    Copyright page


    About the EMCDDA


    


    The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) is one of the European Union’s decentralised agencies. Established in 1993 and based in Lisbon, it is the central source of comprehensive information on drugs and drug addiction in Europe.


    


    The EMCDDA collects, analyses and disseminates factual, objective, reliable and comparable information on drugs and drug addiction. In doing so, it provides its audiences with an evidence-based picture of the drug phenomenon at European level.


    


    The Centre’s publications are a prime source of information for a wide range of audiences including policymakers and their advisers; professionals and researchers working in the drugs field; and, more broadly, the media and general public.


    


    EMCDDA monographs are comprehensive scientific publications containing thematic papers prepared in the context of the Centre’s research studies and seminars. Topics include a wide range of issues relating to science, policy, theory and method.


    


    How to obtain EU publications


    Our priced publications are available from the EU bookshop (http://bookshop.europa.eu), where you can place an order with the sales agent of your choice.


    The Publications Office has a worldwide network of sales agents. You can obtain their contact details by sending a fax to +352 292942758


    


    European Monitoring Centre for Drugs and Drug Addiction


    


    EMCDDA Scientific Monograph Series No 10


    


    Luxembourg: Publications Office of the European Union


    


    Harm reduction: evidence, impacts and challenges


    


    Legal notice


    


    This publication of the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) is protected by copyright. The EMCDDA accepts no responsibility or liability for any consequences arising from the use of the data contained in this document. The contents of this publication do not necessarily reflect the official opinions of the EMCDDA’s partners, the EU Member States or any institution or agency of the European Union or European Communities.


    


    A great deal of additional information on the European Union is available on the Internet. It can be accessed through the Europa server (http://europa.eu).


    


    Europe Direct is a service to help you find answers to your questions about the European Union


    Freephone number (*):


    00 800 6 7 8 9 10 11


    (*) Certain mobile telephone operators do not allow access to 00 800 numbers or these calls may be billed.


    


    Luxembourg: Publications Office of the European Union, 2010


    


    ISBN 978-92-9168-419-9 (printed version)


    ISBN 978-92-9168-568-4 (EPUB)


    doi:10.2810/76576


    


    © European Monitoring Centre for Drugs and Drug Addiction, 2010


    


    Reproduction is authorised provided the source is acknowledged.


    


    [image: Image]


    


    Cais do Sodré, 1249-289 Lisbon, Portugal


    Tel. (351) 211 21 02 00 • Fax (351) 218 13 17 11


    info@emcdda.europa.eu • www.emcdda.europa.eu/

  


  
    [image: Image]

  


  
    
      Foreword


      
        It is with great pleasure that I introduce the EMCDDA´s latest Scientific monograph, which provides a state-of-the-art review of the role of harm reduction strategies and interventions. Harm reduction has become an integral part of the European policy debate on drugs, but this was not always the case. Although harm reduction approaches have a long history in the addictions field and in general medicine, our modern concept of harm reduction has its roots in the challenges posed by the rapid spread of HIV infection among drug injectors in the mid-1980s. Initially, there was considerable controversy surrounding the notion that preventing the spread of HIV was of paramount importance and required immediate and effective action, even if this meant that abstinence as a therapeutic goal had to take second place.


        In Europe today, that controversy has to a large extent been replaced by consensus. This reflects not only a general agreement on the value of the approach but also recognition that national differences in interpretation and emphasis exist. Harm reduction as a concept is now accepted as part of a balanced approach, an integral element of a comprehensive strategy that includes prevention, treatment, social rehabilitation and supply reduction measures. This, I would argue, is a strong endorsement of the pragmatic and evidence-based approach that European drug policies have come to embrace.


        It would be wrong to overstate this position; the drug debate remains an ideological as well as a scientific one. Nonetheless, the evidence that needle exchange and substitution treatment can be effective elements in a strategy to reduce HIV infection among injectors, and importantly that these interventions do not lead to greater harms in the wider community, has had a significant impact on European drug policies and actions. Although it would be wrong to minimise the continuing problem that we face, when comparing Europe to many other parts of the world it is clear that overall our pragmatic approach has borne fruit. Arguments may still exist about the relative role played by different types of interventions, but most informed commentators would now agree that harm reduction approaches have been influential in addressing the risks posed by drug injecting in Europe over the last 20 years.


        This is, then, an appropriate moment to take stock of existing scientific evidence on harm reduction and consider the issues that we will need to tackle in the future. The evidence for some harm reduction interventions is relatively robust. For others, methodological difficulties make generating a solid evidence base difficult, and the current scientific bases for guiding policymaking need to be strengthened.


        The assertion that the concept of harm reduction is an accepted part of the European drug policy landscape does not mean that all interventions that fall under this heading are either widely supported or endorsed. Many areas of controversy remain, and one purpose of this monograph is to chart where the current fault lines now lie, with the hope that future studies will provide a sounder basis for informed actions. Moreover, and perhaps more importantly, the drug problems and issues we face in Europe today are very different to those we struggled with in the past. HIV remains an important issue, but it is no longer the predominant one. From a quantitative public health point of view, drug overdose, HCV infection, and other psychiatric and physical co-morbidities are becoming of equal or even greater importance. In addition, drug injecting levels appear to be falling and patterns of drug taking are become more complex and are increasingly characterised by the consumption of multiple substances, both licit and illicit.


        What role will harm reduction have within this new landscape? This monograph begins to explore that question, as we consider how harm reduction strategies may be a useful component of our approach to the challenges that drug use in twenty-first century Europe will bring. I strongly believe that in taking drug policy forward we have a duty to learn from the past, and that ideological positions should not stand in the way of a cool-headed analysis of the evidence. In the future this is likely to become imperative both to those who instinctively support harm reduction approaches, and to those who instinctively oppose them. This monograph makes an important contribution to the debate by highlighting where we are now, and considering how we have got here. It also draws our attention to some of the challenges that lie ahead, if we are to understand the role and possible limits of harm reduction approaches to future European drug policies.


        Wolfgang Götz

        Director, EMCDDA
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      Preface


      
        Harm reduction is now positioned as part of the mainstream policy response to drug use in Europe. However, this has not always been the case, and in reflecting on this fact we felt that the time was right to take stock of how we had arrived at this position, ask what it means for both policies and action, and begin to consider how harm reduction is likely to develop in the future.


        This monograph builds on other titles in the EMCDDA’s Scientific monographs series, where we have taken an important and topical subject, assembled some of the best experts in the field, and allowed them to develop their ideas constrained only by the need to demonstrate scientific rigour and sound argument. Our Scientific monographs are intended to be both technically challenging and thought provoking. Unlike our other publications we take more of an editorial ‘back seat’ and we do not seek consensus or necessarily to produce a balanced view. Good science is best done when unconstrained, and best read with a critical eye.


        This volume includes a variety of perspectives on harm reduction approaches, together with an analysis of the concept’s role within drug policies, both in Europe and beyond. Readers may not necessarily agree with all of the arguments made or the conclusion drawn, but we hope it is perceived as a valuable contribution to the ongoing debate on how to respond to contemporary drug problems in Europe.


        A number of contributors explore what harm reduction means and what policies it can encompass, as well as charting how the concept evolved. They reflect on the point we have now reached in terms of both harm reduction practice and the evidence base for its effectiveness. A major issue that many contributors touch on is the difficulty of assessing how complex interventions occurring in real world settings can be evaluated, and why conclusive evidence in such settings can be so elusive.


        With an eye to the future, we also asked our contributors to wrestle with the difficult issue of how harm reduction might be extended into new areas that are of particular relevance to the evolving European drug situation. Here the empirical base for grounding discussions is far less developed, and a more exploratory approach is necessary.


        As a European agency, the EMCDDA has a somewhat unique perspective on the development of the drugs debate within the European Union. It is therefore appropriate for us to make our own introductory remarks about the mainstreaming of the concept of harm reduction at the European level, as opposed to the national one. This development, we would argue, is sometimes misunderstood, as there is a tendency by some commentators to polarise the position and focus exclusively on either the differences, or alternatively the commonalities, that exist between Member States in their drug policies. Europe is closer now than it once was in terms of how it responds to and views drug use, but differences still exist, reflecting national policy perspectives, cultural differences and, to some extent, simply a different experience of the drug problem.


        Despite these differences in opinion and experience, there is a general consensus that abstinence-orientated drug policies need to be supplemented by measures that can demonstrably reduce the harms that drug users are exposed to. This consensus is strongest in the area of reducing HIV infection among injectors — although even here there is disagreement on the appropriateness of which interventions might fall under this general heading. It is also the case that the range and intensity of harm reduction services available in EU Member States varies considerably. Therefore, the observation that harm reduction has played an important part in achieving the relatively positive position that the EU has achieved with respect to HIV infection among injectors has to be tempered with the comment that some countries have maintained low rates of infections among injecting drug users where the availability of harm reduction services has been limited.


        In summary, considerable debate still exists at European level on the appropriateness of different approaches, and some interventions, such as drug consumption rooms, are still highly contentious. However, Europe’s policy debate in this area appears now to be a more pragmatic one in which harm reduction policies are not automatically considered to conflict with measures intended to deter drug use or promote abstinence. Rather, the consensus is increasingly moving towards a comprehensive, balanced and evidence-based approach that seamlessly includes harm reduction alongside prevention, treatment and supply reduction measures.


        This monograph is comprehensive in its scope. It covers interventions that are still controversial and ones that have become so mainstream that many might now find it hard to believe that this has not always been the case. We have included voices from the user community, as activism has historically been an important element in the development of this perspective. The monograph also addresses new challenges for a harm reduction approach, such as alcohol and tobacco use and Europe’s growing appetite for stimulant drugs.


        The EMCDDA is grateful that so many experts were prepared to assist us with this work, often tackling new and demanding topics. This task would have been infinitely more difficult if we had not benefited from having a first-class editorial team working on this project. We are indebted to our editors, Tim Rhodes and Dagmar Hedrich, who both played a major role in conceptualising, planning and implementing this project and without whose input this document would have been a far less comprehensive and impressive achievement.


        It is important to note that the voices presented here are not those of the EMCDDA or the European institutions. As with other Scientific monographs, the intention is to provide a forum for stimulating debate and collecting high-quality scientific opinion and informed comment on a topic of contemporary relevance. The monographs are intended to be of particular interest to a specialist audience and therefore some of the papers in this collection are highly technical in nature. All papers presented here have been peer-reviewed to ensure an appropriate degree of scientific rigour, but the views expressed by the authors remain their own.


        The EMCDDA’s role is as a central reference point on drug information within the European Union. We are policy neutral; our task is to document and report, and never to advocate or lobby. This neutrality is important when we address any drug use issue, as this is an area where so many have passionate and deeply held views. However, it is particularly important when we address a topic like harm reduction, where perspectives are sometimes polarised and there are those on all sides of the drugs debate that see a linkage between this subject and broader issues about how societies control drug consumption. The rationale for our work is that, over time, better policy comes from debate informed by a cool-headed and neutral assessment of the information available. Many of the contributors to this report are passionate and committed in their views; they also provide a wealth of data, analysis and argumentation. They do not speak with a common voice, and we do not necessarily endorse all the conclusions drawn, but taken collectively we believe they make a valuable contribution to a better understanding of a topic that has become an important element in contemporary drug policies.


        Paul Griffiths and Roland Simon

        EMCDDA
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      Chapter 1: Harm reduction and the mainstream Tim Rhodes and Dagmar Hedrich


      Chapter 1


      Harm reduction and the mainstream


      Tim Rhodes and Dagmar Hedrich


      Abstract


      Harm reduction encompasses interventions, programmes and policies that seek to reduce the health, social and economic harms of drug use to individuals, communities and societies. We envisage harm reduction as a ‘combination intervention’, made up of a package of interventions tailored to local setting and need, which give primary emphasis to reducing the harms of drug use. We note the enhanced impact potential derived from delivering multiple harm reduction interventions in combination, and at sufficient scale, especially needle and syringe distribution in combination with opioid substitution treatment programmes. We note that harm reduction is a manifestation of mainstream public health approaches endorsed globally by the United Nations, and in the EU drugs strategy and action plans, and features as an integral element of drug policy in most of the European region. However, we note evidence that links drug harms to policies that emphasise strict law enforcement against drug users; an unintended consequence of international drug control conventions. The continuum of ‘combination interventions’ available to harm reduction thus extends from drug treatment through to policy or legal reform and the removal of structural barriers to protecting the rights of all to health. We end by introducing this monograph, which seeks to reflect upon two decades of scientific evidence concerning harm reduction approaches in Europe and beyond.


      Introduction


      Harm reduction encompasses interventions, programmes and policies that seek to reduce the health, social and economic harms of drug use to individuals, communities and societies. A core principle of harm reduction is the development of pragmatic responses to dealing with drug use through a hierarchy of intervention goals that place primary emphasis on reducing the health-related harms of continued drug use (Des Jarlais, 1995; Lenton and Single, 2004). Harm reduction approaches neither exclude nor presume a treatment goal of abstinence, and this means that abstinence-oriented interventions can also fall within the hierarchy of harm reduction goals. We therefore envisage harm reduction as a ‘combination intervention’, made up of a package of interventions tailored to local setting and need that give primary emphasis to reducing the harms of drug use. In relation to reducing the harms of injecting drug use, for example, this combination of interventions may draw upon needle and syringe programmes (NSPs), opioid substitution treatment (OST), counselling services, the provision of drug consumption rooms (DCRs), peer education and outreach, and the promotion of public policies conducive to protecting the health of populations at risk (WHO, 2009).


      Harm reduction as mainstream public health Tim Rhodes and Dagmar Hedrich


      Harm reduction in the drugs field has a long history, variably traced back to the prescription of heroin and morphine to people dependent on opioids in the United Kingdom in the 1920s (Spear, 1994), the articulation of public health concerns of legal drugs, alcohol and tobacco, and the introduction of methadone maintenance in the United States in the 1960s (Bellis, 1981; Erickson, 1999). By the 1970s, the World Health Organization (WHO) recommended policies of harm reduction to ‘prevent or reduce the severity of problems associated with the non-medical use of dependence-producing drugs’, noting that this goal is at once ‘broader, more specific’ as well as ‘more realistic’ than the prevention of non-medical use per se in many countries (WHO, 1974; Ball, 2007).


      The concepts of risk and harm reduction are closely aligned to that of health promotion and public health more generally. Yet in relation to illicit drugs, debates about developing public health approaches to reducing drug-related harms are often clouded by harm reduction positioned as a symbol of radical liberalisation or attack upon traditional drug control. Public health has at its core the idea of protecting individual and population health through the surveillance, identification and management of risk to health (Ashton and Seymour, 1988; Peterson and Lupton, 1996). It is essentially a model of risk and harm reduction. The new public health movement of the mid-1980s coincided with the emergence of human immunodeficiency virus (HIV) epidemics in many countries. This new vision of public health was heralded as a shift beyond narrowly defined biomedical understandings towards one that envisaged health and harm as also products of the social and policy environment, and which gave greater emphasis to community-based and ‘low-threshold’ interventions (WHO, 1986). Contemporary public health thus characterises risk and health decision-making as a responsibility of health conscious individuals whilst also emphasising the significance of the social environment in producing harm and in shaping the capacity of individuals and communities to avoid risk (Peterson and Lupton, 1996; Rhodes, 2002). Consequently, mainstream public health approaches recognise the need to create ‘enabling environments’ for risk reduction and behaviour change, including through the strengthening of community actions and the creation of public policies supportive of health (WHO, 1986). Harm reduction is an exemplar of mainstream public health intervention.


      Harm reduction as mainstream drug policy in Europe


      European intergovernmental collaboration and information exchange in the drugs field dates back to the early 1970s. While drug policy in the European Union (EU) remains primarily the responsibility of the Member States, cooperation in matters of drug policy between EU countries increased over the 1990s, resulting in the adoption of a joint EU drugs strategy as well as the elaboration of detailed action plans (MacGregor and Whiting, 2010).


      The EU drugs strategy aims at making ‘a contribution to the attainment of a high level of health protection, well-being and social cohesion by complementing the Member States’ action in preventing and reducing drug use, dependence and drug-related harm to health and society’ and at ‘ensuring a high level of security for the general public’ (Council of the European Union, 2004, p. 5). For over a decade, EU drug action plans have given priority to preventing the transmission of infectious disease and reducing drug-related deaths among drug using populations. In a Recommendation adopted by the European Council of 18 June 2003 on the ‘prevention and reduction of health-related harm associated with drug dependence’ (Council of the European Union, 2003), a framework for action is outlined to assist Member States to develop strategies to reduce and prevent drug-related harm through the implementation of harm reduction services for problem drug users. The Recommendation seeks to reduce the number of drug-related deaths and extent of health damage, including that related to HIV, hepatitis B (HBV), hepatitis C (HCV) and tuberculosis (TB). These aims are reiterated in the priorities of the current EU drugs strategy 2005–12 related to demand reduction, aiming at the ‘measurable reduction’ of drug use, dependence and drug-related health and social risk through a package of interventions combining harm reduction, treatment and rehabilitation, and which emphasise the need to enhance both the ‘quality’ and ‘effectiveness’ of services.


      Under the responsibility of the EU Commission, progress reviews of the implementation of the EU drugs action plans are carried out with the Member States and additional studies are commissioned to assess broader policy aspects. Such studies suggest a growing emphasis placed upon demand and harm reduction in national drug policies in the EU (van der Gouwe et al., 2006; European Commission, 2002, 2006, 2008, 2009). The reduction of drug harms thus features as a public health objective of all EU Member States (van der Gouwe et al., 2006; Cook et al., 2010; MacGregor and Whiting, 2010), with a trend in Europe towards the ‘growth and consolidation of harm reduction measures’ (EMCDDA, 2009a, p. 31). The European Commission has noted ‘a process of convergence’ in the drug policy adopted by Member States and, as a consequence, increased evidence of ‘policy consistency’ across the region (European Commission, 2008, p. 67). This convergence towards harm reduction in drug policy in Europe has been described as the ‘common position’ (Hedrich et al., 2008, p. 513).


      The ‘mainstreaming’ of harm reduction is also evidenced by its transference across substances, including those causing the greatest burden of global health harm at a population level, such as alcohol and tobacco (Rehm et al., 2009; Mathers and Loncar, 2006; Rehm and Fischer, 2010; Room, 2010). While the adoption of harm reduction measures in relation to tobacco is relatively developmental (Sweanor et al., 2007; Gartner et al., 2010), alcohol harm reduction has a long tradition and is a core feature of alcohol policy in many countries (Robson and Marlatt, 2006; Herring et al., 2010). Harm reduction may also feature as a stratagem of public health intervention in relation to cannabis, recreational and stimulant drug use (Hall and Fischer, 2010; Fletcher et al., 2010; Grund et al., 2010).


      Global drug control and harm reduction


      A recent EU Commission study on global illicit drug markets found no evidence that the global drug problem had been reduced in the past decade, but judged that the enforcement of drug prohibition had caused substantial unintended harms (European Commission, 2009). This latter finding was shared by the United Nations Office on Drugs and Crime (UNODC) in an evaluation of a century of international drug control efforts 1909–2009 (UNODC, 2009). The report clarifies that public health was the driving concern behind drug control, the fundamental objective of the international drug control conventions being to limit the licit trade in narcotic drugs to medical requirements. It states: ‘Public health, the first principle of drug control, has receded from that position, over-shadowed by the concern with public security’, and that ‘looking back over the last century, one can see that the control system and its applications have had several unintended consequences’ (UNODC, 2009, pp. 92–3), among them the emergence or growth of illicit drug markets, and a ‘policy displacement’ to investing in law enforcement responses, with a corresponding lack of investment in tackling the public health harms of drug use. International drug control is framed by three major UN drugtreaties (of 1961, 1971 and 1988), which encourage UN Member States to develop national policies based on strict law enforcement (Bewley-Taylor, 2004; Wood et al., 2009). There is an increased momentum, contextualised by a ‘preponderance of evidence’, in support of recognising that the current international drug control framework is associated with multiple health and social harms, and that these iatrogenic effects can include the exacerbation of HIV epidemics among injecting drug users (IDUs) (Wood et al., 2009, p. 990).


      Agencies within the UN system have recently re-focused their attention on the primacy of public health, embracing harm reduction interventions as part of a balanced approach with complementarity to prevention and treatment interventions. In December 2005, the United Nations (UN) General Assembly adopted a resolution encouraging global actions towards ‘scaling-up HIV prevention, treatment, care and support with the aim of coming as close as possible to the goal of universal access to treatment by 2010 for all those who need it’ (United Nations General Assembly, 2006). This led to the development of the WHO, UNODC and United Nations Joint Programme on HIV/AIDS (UNAIDS) joint technical guide for countries on target setting for universal access to HIV prevention, treatment and care for injecting drug users, and focused advocacy efforts on the need for greater coverage towards ‘universal access’ (Donoghoe et al., 2008; WHO et al., 2009; ECOSOC, 2009). Scaling-up access to, and achieving adequate coverage of, a ‘comprehensive package’ of harm reduction for problem drug users is a major driver of current global drug policy initiatives (WHO, 2009; Ball, 2010; Atun and Kazatchkine, 2010).


      Harm reduction as a ‘combination intervention’


      As a ‘combination intervention’, harm reduction comprises a package of interventions tailored to local setting and need, including access to drug treatment. In reducing the harms of drug injecting, for example, a harm reduction package may combine OST, NSPs, DCRs and counselling services with peer interventions as well as actions to lobby for policy change.


      Envisaging harm reduction as a combination intervention is not merely pragmatic and borne out of need, but is also evidence-based. Evidence points towards the enhanced impact of harm reduction services when they work in combination. Cohort and modelling studies have shown that the impact of NSP and OST on reduced incidence of infectious disease among IDUs can be minimal if delivered as ‘stand-alone’ interventions but are markedly more effective when delivered in combination, with sufficient engagement among participants to both (Van Den Berg et al., 2007). This may be especially the case in reducing the incidence of HCV among IDUs (Hickman, 2010). While epidemiological studies associate NSP and OST with reduced HIV risk and transmission (Gibson et al., 2001; Wodak and Cooney, 2005; Farrell et al., 2005; Institute of Medicine, 2007; Palmateer et al., 2010; Kimber et al., 2010), the evidence for these interventions impacting on HCV risk and transmission is more modest (Muga et al., 2006; Wright and Tompkins, 2006; Hallinan et al., 2004; Goldberg et al., 2001; Palmateer et al., 2010; Kimber et al., 2010). To date, there is only one European study showing that ‘full participation’ across combined harm reduction interventions (NSP and OST) can reduce HIV incidence (by 57 %) and HCV incidence (by 64 %) (van den Berg et al., 2007). A recent cohort study in the United Kingdom also links OST with statistically significant reductions in the incidence of HCV (Craine et al., 2009). Findings noting the enhanced effect of OST in combination with NSP on reduced HIV and HCV incidence among IDUs have particular relevance for countries experiencing explosive outbreaks of infectious disease.


      Just as the effectiveness of NSP and OST services may be enhanced when combined, there is an ‘enhanced impact’ relationship between participation in OST and adherence to HIV treatment and care among IDUs (Malta et al., 2008; Palepu et al., 2006; Lert and Kazatchkine, 2007). There is a potential HIV prevention effect derived from maximising access to HIV treatment (Ball, 2010; Montaner et al., 2006). Similarly, low-threshold access to HIV testing is an important combinative component of harm reduction. In the EU, there is a considerable level of homogeneity in policy priorities regarding measures to limit the spread of infectious diseases among drug users, with NSP being offered either in combination with voluntary testing and counselling for infectious disease, or in combination with the dissemination of information, education and communication materials (EMCDDA, 2009a, p. 83; EMCDDA, 2009c). Evidence also suggests an enhanced impact relationship between hepatitis C treatment and access to drug treatment and social support services (Grebely et al., 2007; Birkhead et al., 2007). Additionally, the integration of HIV treatment services with TB treatment and prevention services is a critical feature in determining health outcomes in people living with HIV (Sylla et al., 2007), especially in transitional Europe, which is ‘especially severely affected’ by TB drug resistance among drug using populations (WHO et al., 2008). Moreover, in HIV prevention there may be combined intervention effects resulting from sexual risk reduction being delivered alongside harm reduction (Lindenburg et al., 2006; Copenhaver et al., 2006). Harm reduction integrates with treatment and care in a combined intervention approach (Ball, 2010).


      Harm reduction and ‘enabling environments’ for health


      A fundamental tenet of public health intervention is to create environments conducive to individual and community risk avoidance, including through the creation and maintenance of public policies supportive of health (WHO, 1986). The continuum of ‘combination interventions’ available to harm reduction extends from drug prevention and treatment through to policy reform and the removal of structural barriers to protecting the rights of all to health. WHO makes specific recommendation for ‘laws that do not compromise access to HIV services for drug users through criminalisation and marginalisation’ (Ball, 2007). If public policies or laws generate harm then these too fall within the scope of the combination of interventions that make up harm reduction. Structural interventions for public health seek to remove contextual or environmental barriers to risk and harm reduction while enabling social and environmental conditions that protect against risk and vulnerability (Blankenship et al., 2006). The delineation of the ‘risk environment’ surrounding the production of drug harms in different settings has led to the identification of structural interventions with the potential for encouraging community-level change (Rhodes, 2002, 2009).


      Of critical concern — as evidenced by multiple studies in multiple settings — is how the legal environment can constrain risk avoidance and promote harm among problem drug users, especially among people who inject drugs (Small et al., 2006; Rhodes, 2009; Kerr et al., 2005). In some settings, intense street-level police surveillance and contact can be associated with reluctance among IDUs to carry sterile needles and syringes for fear of arrest, caution, fine or detention (Rhodes et al., 2003; Cooper et al., 2005; Miller et al., 2008). Evidence associates elevated odds of syringe sharing with increased police contact (Rhodes et al., 2004), confiscation of injecting equipment (Werb et al., 2008), and rates of arrest (Pollini et al., 2008), yet rates of arrest can show no deterrent effect on levels of injecting (Friedman et al., 2010). High-visibility policing, and police ‘crackdowns’, have been linked to the interruption of safer injecting routines, leading to safety ‘short-cuts’ or hasty injections, exacerbating the risk of viral and bacterial infections as well as overdose (Blakenship and Koester, 2002; Bluthenthal et al., 1999; Small et al., 2006). Such policing practices may displace drug users geographically, disrupt social networks of support, contribute to the stigmatisation of drug use, and limit the feasibility, coverage and impact of public health responses (Burris et al., 2004; Davis et al., 2005; Friedman et al., 2006; Broadhead et al., 1999). In turn, prison and incarceration are linked to elevated odds of HIV transmission among people who use drugs (Dolan et al., 2007; Jürgens et al., 2009; Stevens et al., 2010).


      Harm reduction may therefore include interventions that seek to reduce the harms generated by drug and other public policies, including through policy reform and legal change. For instance, as Room (2010, p. 110) notes: ‘If the harm arises from heavy use per se, reducing or eliminating use or changing the mode of use are the logical first choices for reducing the harm. But if the harm results from the criminalisation per se, decriminalising is a logical way of reducing the harm.’ WHO also notes that ‘the alignment of drug control measures with public health goals [is] a priority’ (Ball, 2007, p. 687). It is therefore important to note the potential public health gains of engaging policing and criminal justice agencies as part of local public health partnerships, including in the delivery of harm reduction interventions in community and closed settings (see Stevens et al., 2010).


      Coverage and scale-up


      2010 is the year for achieving the UN General Assembly target of ‘near universal access’ to HIV prevention, treatment and care for populations affected by HIV. In Europe, considerable progress has been made towards achieving greater coverage of harm reduction services for IDUs (see Cook et al., 2010). Every EU Member State has one or more needle and syringe programmes (EMCDDA, 2009a). Pharmacy-based NSPs operate in at least 12 Member States. All Member States provide opioid substitution treatment for those with opioid dependence (EMCDDA, 2009a). An estimated 650,000 people were receiving OST in Europe in 2007, though large national variations in coverage exist (EMCDDA, 2009a).


      Evidence suggests coverage is an important determinant of drug-related risk and harm. In a recent comparison of the incidence of diagnosed HIV among IDUs and the coverage of OST and NSP in the EU and five other middle- and high-income countries, those countries with greatest provision of both OST and NSP in 2000 to 2004 had lower HIV incidence in 2005 and 2006 (Wiessing et al., 2009). In this study, the availability and coverage of harm reduction measures was considerably lower in Russia and Ukraine where the incidence of HIV was considerably higher when compared to Western European countries. Whereas HIV transmission rates are stabilising or decreasing in most of Western and Central Europe, they are increasing in the Eastern part of the continent, outside the EU, where harm reduction services are ‘insufficient and need to be reinforced’ (Wiessing et al., 2008).


      Coverage of harm reduction interventions is variable within the EU. While recent estimates of the total number of OST clients represent around 40 % of the estimated total number of problem opiate users in the EU, the level of provision is far from uniform across the region. Estimates of coverage from 10 countries where such data are available range from below 5 % to over 50 % of opioid users covered by OST (EMCDDA, 2009e).


      European trends in the provision of NSP between 2003 and 2007 show a 33 % increase in the number of syringes distributed through specialised programmes, with steady increases in most countries, except several countries in northern and central Europe (EMCDDA, 2009d). Although country-specific coverage estimates of NSP are scarce, the number of syringes distributed by specialist NSPs per estimated IDU per year seems to vary widely between countries (EMCDDA, 2010). European-level estimates suggest that on average some 50 syringes are distributed per estimated IDU per year across the EU (Wiessing et al., 2009). Overall availability of sterile syringes is also dependent upon pharmacy provision, in turn influenced by legislation, regulations, and pricing, as well as by the attitudes of pharmacists.


      In its evaluation of the EU drug action plan, the European Commission emphasised that the ‘availability and accessibility of [harm reduction] programmes are still variable among the Member States’ and that ‘further improvements are still needed in [the] accessibility, availability and coverage’ of services (European Commission, 2008, p. 66). In the European region more generally, scaling up comprehensive service provision is a priority, with strengthening health systems, engaging civil society, and securing political commitment for harm reduction considered key determinants to effective scale-up (Atun and Kazatchkine, 2010). There is then considerable variability in how harm reduction is enacted in policy and even more so in practice, as well as resistance to the mainstreaming of harm reduction in some settings. Understanding the failure to implement evidence-based programmes and policies has been identified as a major topic for future research (Des Jarlais and Semaan, 2009). In countries where heroin epidemics are recent and rates of HIV infection among drug users low, implementation of harm reduction measures such as NSP or OST may be perceived by some as difficult to justify. This may be especially so in the context of finite and retracting economic resources in the health sector. Evidence, however, indicates the cost-effectiveness of the introduction and scale-up of harm reduction (Zaric et al., 2000; National Centre in HIV Epidemiology and Clinical Research UNSW, 2009).


      Voices of resistance to the mainstreaming of harm reduction in drug policy can be found within the EU (see MacGregor and Whiting, 2010), but are most vociferous within the broader European region, and especially Russia, which today has one of the largest epidemics of HIV associated with drug injecting in the world, has a policy that places strong emphasis on law enforcement, prohibits the introduction of OST and limits the development of NSP and other harm reduction interventions to adequate scale (Sarang et al., 2007; Human Rights Watch, 2007; Elovich and Drucker, 2008).


      Evidence, impacts and challenges


      An effective harm reduction policy, programme or intervention is one that ‘can be demonstrated, to a reasonable and informed audience, by direct measurement or otherwise, that on balance of probabilities has, or is likely to result in, a net reduction in drug-related harm’ (Lenton and Single, 2004, p. 217). This monograph aims to reflect upon over two decades of harm reduction research, evidence and impact in Europe and beyond.


      There are now multiple systematic and other reviews of the scientific evidence in support of different harm reduction interventions, especially in the context of HIV, hepatitis C and injecting drug use (Wodak and Cooney, 2005; Farrell et al., 2005; Institute of Medicine, 2007; Palmateer et al., 2010). Chapters in this monograph take stock of such evidence in European perspective, including regarding the effectiveness of interventions to prevent HIV and HCV among injecting drug users (Chapter 5 — Kimber et al., 2010), the role of DCRs (Chapter 11 — Hedrich et al., 2010), the effect of epidemiological setting on intervention impact (Chapter 6 — Vickerman and Hickman, 2010) and the implications that variations in drug use patterns have on harm reduction interventions (Chapter 15 — Hartnoll et al., 2010). While diffusing throughout Europe primarily in response to health harms linked to injecting drug use (Chapter 2 — Cook et al., 2010; Chapter 3 — MacGregor and Whiting, 2010), harm reduction approaches have mainstream applicability. Chapters consider the specific challenges of harm reduction interventions and policies regarding alcohol (Chapter 10 — Herring et al., 2010), tobacco (Chapter 9 — Gartner et al., 2010), cannabis (Chapter 8 — Hall and Fischer, 2010), recreational drug use among young people (Chapter 13 — Fletcher et al., 2010), and stimulants (Chapter 7 — Grund et al., 2010). The potential role — often unrealised — of drug user engagement and criminal justice interventions are also discussed (Chapter 12 — Hunt et al., 2010; Chapter 14 — Stevens et al., 2010). Taken together, this monograph seeks to synthesise, as well as critically appraise, evidence of the impacts and challenges of harm reduction interventions and policies in Europe and beyond.


      Harm reduction, like any public policy, is inevitably linked to political debate, and it is naive to assume otherwise, but it is precisely because of this that it is imperative that interventions are also developed upon evidence-based argument and critique. Europe is experiencing significant political change, which in 2004 enabled the most extensive wave of European Union enlargement ever seen. Following the ratification of the Lisbon Treaty by all 27 Member States in 2009, the importance of the Union as a major political player in the region will grow. Among the new challenges to be faced is maintaining a strong public health position in controlling and preventing HIV and HCV epidemics linked to drug use. This may be in a context of harsher economic conditions as well as increased migration, including from countries with large HIV epidemics driven by drug injecting and where evidence-based harm reduction measures are not always met with political commitment. The relative success of harm reduction strategies adopted in many European countries over the past two decades, and the evidence gathered in their support, provides a framework for the development, expansion and evaluation of harm reduction across multiple forms of substance use.
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      The diffusion of harm reduction in Europe and beyond


      Catherine Cook, Jamie Bridge and Gerry V. Stimson


      Abstract


      This chapter traces the diffusion of harm reduction in Europe and around the world. The term ‘harm reduction’ became prominent in the mid-1980s as a response to newly discovered HIV epidemics amongst people who inject drugs in some cities. At this time, many European cities played a key role in the development of innovative interventions such as needle and syringe programmes. The harm reduction approach increased in global coverage and acceptance throughout the 1990s and became an integral part of drug policy guidance from the European Union at the turn of the century. By 2009, some 31 European countries supported harm reduction in policy or practice — all of which provided needle and syringe programmes and opioid substitution therapy. Six countries also provided prison needle and syringe programmes, 23 provided opioid substitution therapy in prisons, and all but two of the drug consumption rooms in the world were in Europe. However, models and coverage vary across the European region. Harm reduction is now an official policy of the United Nations, and Europe has played a key role in this development and continues to be a strong voice for harm reduction at the international level.


      Keywords: history, harm reduction, global diffusion, international policy, Europe.


      Introduction


      The term ‘harm reduction’ refers to ‘policies, programmes and practices that aim to reduce the adverse health, social and economic consequences of the use of legal and illegal psychoactive drugs’, and are ‘based on a strong commitment to public health and human rights’ (IHRA, 2009a, p. 1). The term came to prominence after the emergence of HIV in Europe and elsewhere in the mid-1980s (Stimson, 2007). However, the underlying principles of this approach can be traced back much further (see box here). This chapter seeks to explore the emergence and diffusion of harm reduction from a localised, community-based response to international best practice. Since space restricts an exhaustive history transcending all aspects of harm reduction, we will focus primarily on the development and acceptance of approaches to prevent HIV transmission amongst people who inject drugs. It is these interventions that have come to epitomise the essence of harm reduction. For the purposes of this chapter, Europe is defined as comprising 33 countries — the 27 Member States of the European Union (EU), the candidate countries (Croatia, the Former Yugoslav Republic of Macedonia and Turkey), and Norway, Switzerland and Iceland.


      
        
          
            
              
              
            

            
              
                	
                  Early examples of ‘harm reduction’ principles and practice

                
              


              
                	
                  1912 to 1923

                

                	
                  Narcotic maintenance clinics in the United States.

                
              


              
                	
                  1926

                

                	
                  Report of the United Kingdom Departmental Committee on Morphine and Heroin Addiction (the Rolleston Committee) concluded in support of opiate prescription to help maintain normality for heroin-dependent patients.

                
              


              
                	
                  1960s

                

                	
                  Emergence of ‘controlled drinking’ as an alternative to abstinence-based treatments for some alcohol users.

                
              


              
                	
                  1960s on

                

                	
                  Grass-roots work on reducing harms connected to the use of LSD, cannabis, amphetamines, and to glue sniffing.

                
              

            
          

        

      


      The diffusion of harm reduction in Europe


      In 1985 HIV antibody tests were introduced, leading to the discovery of high rates of infection in numerous European cities among people who inject drugs — including Edinburgh (51 %) (Robertson et al., 1986), Milan (60 %), Bari (76 %), Bilbao (50 %), Paris (64 %), Toulouse (64 %), Geneva (52 %) and Innsbruck (44 %) (Stimson, 1995). These localised epidemics occurred in a short space of time, with 40 % or more prevalence of infection reached within two years of the introduction of the virus into drug-injecting communities (Stimson, 1994). Analysis of stored blood samples indicated that HIV was first present in Amsterdam in 1981, and in Edinburgh one or two years later (Stimson, 1991). Heroin use and drug injecting in European countries had been on the increase since the 1960s (Hartnoll et al., 1989) and research indicated that the sharing of needles and syringes was common amongst people who injected drugs (Stimson, 1991).


      It soon became evident that parts of Europe faced a public health emergency (see box below). Across Europe, the response was driven at a city level by local health authorities and civil society (sometimes in spite of interference from government) (O’Hare, 2007a). In 1984 (one year before the introduction of HIV testing), drug user organisations in the Netherlands started to distribute sterile injecting equipment to their peers to counter hepatitis B transmission (Buning et al., 1990; Stimson, 2007). This is widely acknowledged as the first formal needle and syringe programme (NSP), although informal or ad hoc NSPs existed around the world before 1984. Soon after, the Netherlands integrated NSPs within low-threshold centres nationwide (Buning et al., 1990).


      The transformation brought by HIV and harm reduction


      HIV and AIDS provide the greatest challenges yet to drug policies and services. Policy-makers and practitioners ... have been forced to reassess their ways of dealing with drug problems; this includes clarifying their aims, identifying their objectives and priorities for their work, their styles of working and relationships with clients, and the location of the work. Within the space of about three years, mainly between 1986 and 1988, there have been major debates about HIV, AIDS and injecting drug use. In years to come, it is likely that the late 1980s will be identified as a key period of crisis and transformation in the history of drugs policy.


      (Stimson, 1990b)


      In 1986, parts of the United Kingdom introduced NSPs (Stimson, 1995; O’Hare, 2007b). By 1987, similar programmes had also been adopted in Denmark, Malta, Spain and Sweden (Hedrich et al., 2008). By 1990, NSPs operated in 14 European countries, and were publicly funded in 12. This had increased to 28 countries by the turn of the century, with public funds supporting programmes in all but one of these (EMCDDA, 2009a, Table HSR-4). Some countries were also experimenting with alternative models of distribution, including syringe vending machines and pharmacy-based schemes (Stimson, 1989). By the early 1990s, there was growing evidence of the feasibility of NSPs and in support of the interventions’ ability to attract into services otherwise-hidden populations of people who inject drugs, and reduce levels of syringe sharing (Stimson, 1991).


      Figure 2.1: Year of introduction of opioid substitution treatment (OST) and official introduction of needle and syringe programmes (NSPs) in EU countries


      [image: Image]


      Note: The data represent the official introduction of OST, and the availability of publicly funded NSPs.


      Source: Reitox national focal points.


      The spread of NSPs in Europe in the late 1980s and throughout the 1990s was the result of broader policy shifts away from the treatment of dependence and towards the management of the health of people who used drugs (Stimson and Lart, 1990). A focus on health and its risk management increased the emphasis on low-threshold access to services and community-based interventions. Outreach, and especially peer-driven outreach, epitomised these shifts (Rhodes and Hartnoll, 1991; Rhodes, 1993). No longer were services solely reliant upon drug users seeking help for treatment, but instead they reached out to those most hidden and vulnerable as a means of reducing population-wide drug-related risk. In many instances, harm reduction was coordinated at the community or city level (Huber, 1995; Hartnoll and Hedrich, 1996).


      These shifts enabled the reshaping of prescribing and drug treatment services towards a more ‘user friendly’ and collaborative model. The practice of prescribing opiates to people dependent on them had been widely adopted as early as the 1920s in the United Kingdom (Department Committee on Morphine and Heroin Addiction, 1926; Stimson and Oppenheimer, 1982). Methadone maintenance treatment (MMT) was introduced in Europe in the 1960s; first in Sweden, then in the Netherlands, the United Kingdom, and Denmark (Hedrich et al., 2008), albeit with limited provision and often in the context of abstinence-orientated programmes. The emergence of HIV in the mid-1980s served to reinvigorate this intervention, combining it with outreach-based models, such as the ‘methadone by bus’ project in Amsterdam (Buning et al., 1990). The number of European countries with MMT rapidly increased throughout the 1990s (see Figure 2.1).


      By the 1990s, harm reduction was becoming endorsed as part of national drug policies in many European countries, although some were slower to follow suit (including Germany, Greece and France, which maintained abstinence-based policies) (Michels et al., 2007; Stimson, 1995; Bergeron and Kopp, 2002). It took over a decade, however, for the EU to agree, for the first time, a ‘Drugs strategy’ (European Union, 2000a) with an associated ‘Action plan’ (European Union, 2000b), for the period 2000–04, containing a number of concrete targets. National drug policies across Europe have always been the individual responsibility of Member States, and as such the EU’s role is a ‘co-ordinating, complementary and supporting one’ (Hedrich et al., 2008), creating frameworks rather than legally binding instruments. This first EU drugs strategy presented six recommended targets, one of which was ‘to reduce substantially over five years the incidence of drug-related health damage (including HIV and hepatitis) and the number of drug-related deaths’ (European Union, 2000a). Although the document did not explicitly use the term harm reduction, this target represents an important milestone in European drug policy.


      The next milestone came in 2003, when the Council of the European Union adopted a recommendation on the prevention and reduction of health-related harm associated with drug dependence. This stated that Member States should set the reduction of drug-related risks as a public health objective and listed some of the key harm reduction measures to ‘reduce substantially the incidence of drug-related health damage’ (see box below). In 2004 a new eight-year EU drugs strategy (2005–12) was adopted, which explicitly aimed for a ‘Measurable reduction of ... drug-related health and social risks’ through a comprehensive system ‘including prevention, early intervention, treatment, harm reduction, rehabilitation and social reintegration measures within the EU Member States’ (European Union, 2004).


      Council Recommendation of 18 June 2003 on the prevention and reduction of health-related harm associated with drug dependence (COM 2003/488/EC)


      Member States should, in order to reduce substantially the incidence of drug-related health damage (such as HIV, hepatitis B and C and tuberculosis) and the number of drug-related deaths, make available, as an integral part of their overall drug prevention and treatment policies, a range of different services and facilities, particularly aiming at risk reduction; to this end, bearing in mind the general objective, in the first place, to prevent drug abuse, Member States should:


      1. provide information and counselling to drug users to promote risk reduction and to facilitate their access to appropriate services;


      2. inform communities and families and enable them to be involved in the prevention and reduction of health risks associated with drug dependence;


      3. include outreach work methodologies within the national health and social drug policies, and support appropriate outreach work training and the development of working standards and methods; outreach work is defined as a community-oriented activity undertaken in order to contact individuals or groups from particular target populations, who are not effectively contacted or reached by existing services or through traditional health education channels;


      4. encourage, when appropriate, the involvement of, and promote training for, peers and volunteers in outreach work, including measures to reduce drug-related deaths, first aid and early involvement of the emergency services;


      5. promote networking and cooperation between agencies involved in outreach work, to permit continuity of services and better users’ accessibility;


      6. provide, in accordance with the individual needs of the drug abuser, drug-free treatment as well as appropriate substitution treatment supported by adequate psychosocial care and rehabilitation, taking into account the fact that a wide variety of different treatment options should be provided for the drug-abuser;


      7. establish measures to prevent diversion of substitution substances while ensuring appropriate access to treatment;


      8. consider making available to drug abusers in prison access to services similar to those provided to drug abusers not in prison, in a way that does not compromise the continuous and overall efforts of keeping drugs out of prison;


      9. promote adequate hepatitis B vaccination coverage and prophylactic measures against HIV, hepatitis B and C, tuberculosis and sexually transmitted diseases, as well as screening for all the aforementioned diseases among injection drug users and their immediate social networks, and take the appropriate medical actions;


      10. provide where appropriate, access to distribution of condoms and injection materials, and also to programmes and points for their exchange;


      11. ensure that emergency services are trained and equipped to deal with overdoses;


      12. promote appropriate integration between health, including mental health, and social care, and specialised approaches in risk reduction;


      13. support training leading to a recognised qualification for professionals responsible for the prevention and reduction of health-related risks associated with drug dependence.



      (Council of the European Union, 2003)


      During this time, the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) established itself as a core instrument for the monitoring of evidence related to patterns of drug use and policy in the EU. Founded in 1993, and building upon work by the Pompidou Group of the Council of Europe, the EMCDDA generated the first EU-wide overviews of harm reduction activity at the turn of the century (for example, EMCDDA, 2000). As the EU grew, newer Member States began to develop national drug monitoring systems to feed into this process. In addition, it has been argued that ‘there is clear evidence that “EU drugs guidance” was a model for national policies’ for newer Member States (Commission of the European Communities, 2007; Hedrich et al., 2008, p. 513). By 2009, there was explicit support for harm reduction in national policy documents in all 27 EU Member States, as well as in Croatia, the Former Yugoslav Republic of Macedonia, Norway and Switzerland (Cook, 2009). This convergence towards a ‘common position’ (Hedrich et al., 2008, p. 513) has allowed the EU to be a strong advocate for harm reduction at international fora (see also MacGregor and Whiting, 2010).


      The diffusion of harm reduction beyond Europe


      In Australia, medical experts learned of NSPs in the Netherlands through a letter in the medical journal The Lancet, and in 1985 ‘harm minimisation’ was universally adopted as a national policy (Wellbourne-Wood, 1999). In 1987, the Canadian Government adopted harm reduction as the framework for the National Drug Strategy (Canadian AIDS Society, 2000), and in the United States the first NSPs appeared before 1988 despite long-standing federal opposition to policies of harm reduction (Sherman and Purchase, 2001; Lane, 1993; Watters, 1996). In many US states, in the absence of legally endorsed needle and syringe distribution, some activist groups also began distributing bleach for cleaning syringes (Watters, 1996; Moss, 1990). The first harm reduction project in Latin America started in Brazil in 1989 (Bueno, 2007). Three years later, the HIV/AIDS Prevention Program for Drug Users was established in Buenes Aires. Touze et al. (1999) attributes ‘the increasing amount of information on international harm reduction experiences in the mass media’ as one of five contributory factors to the adoption of harm reduction in Argentina.


      Much international attention was focused on selected European cities, especially Amsterdam (where a city official was hired to manage the demand for visits), and Liverpool, which hosted the first ‘International Conference on the Reduction of Drug Related Harm’ in 1990 (O’Hare, 2007b). In the same year, Frankfurt also hosted the first ‘Conference of European Cities in the Centre of the Drug Trade’. New networks and alliances of cities and experts were emerging within and beyond Europe (including, in 1996, the International Harm Reduction Association). Bilateral funding and support from European governments also began to focus on harm reduction in the developing world (for example, the Asian Harm Reduction Network was founded in 1996 with support from the Dutch Government).


      At a global level, the World Health Organization (WHO) was one of the first multilateral bodies to endorse the underlying principles of harm reduction in a meeting in Stockholm in 1986 (WHO, 1986). As early as 1974, the WHO Expert Committee on Drug Dependence had made reference to ‘concern for preventing and reducing problems rather than just drug use’ (Wodak, 2004). Other agencies of the United Nations system — including UNAIDS (the Joint United Nations Programme on HIV/AIDS, established in 1996) — showed greater reticence or ambiguity. Since the turn of the century, however, harm reduction appears firmly entrenched in the international policy dialogue (United Nations General Assembly, 2001; International Harm Reduction Association, 2009b).


      In 2001, a meeting of the United Nations (UN) General Assembly (the chief policy-making body of the United Nations) adopted a ‘Declaration of Commitment’, which explicitly stated that ‘harm reduction efforts related to drug use’ should be implemented by Member States (United Nations General Assembly, 2001). Two years later, the WHO commissioned a review of scientific evidence on the effectiveness of harm reduction interventions targeting people who inject drugs, which was published in 2005 (WHO, 2005a; Wodak and Cooney, 2005; Farrell et al., 2005; Needle et al., 2005). That same year, methadone and buprenorphine were added to the WHO list of ‘essential medicines’ (WHO, 2005b), and UNAIDS released a position paper entitled ‘Intensifying HIV Prevention’ that listed a core package of harm reduction interventions (UNAIDS, 2005a) — later expanded to become the ‘comprehensive harm reduction package’ (WHO, 2009).


      In December 2005, the UN General Assembly adopted a resolution requesting that UNAIDS assist in ‘scaling-up HIV prevention, treatment, care and support with the aim of coming as close as possible to the goal of universal access to treatment by 2010 for all those who need it’ (United Nations General Assembly, 2006). This led to the development of WHO, UNAIDS and UNODC guidelines on national target setting and programming on HIV prevention, treatment and care for injecting drug users, and focused advocacy efforts on the need for greater coverage towards ‘universal access’ (Donoghoe et al., 2008).


      In contrast to the United Nations’ HIV/AIDS response, there has been notably less support for harm reduction from the various UN drug control agencies. Within the UNAIDS programme, UNODC is the lead agency on the ‘Prevention of transmission of HIV among injecting drug users and in prisons’ (UNAIDS, 2005b) but this role remains overshadowed by its parallel remit to control the production and supply of illicit drugs. In addition, UNODC’s governing body — the Commission on Narcotic Drugs (CND) — has seen ongoing resistance to harm reduction from some countries (including Japan, Russia and the United States), creating incoherence on a global policy position for harm reduction across the UN system (Hunt, 2008). The International Narcotics Control Board (the expert advisory body monitoring compliance with the UN Drug Conventions) has also regularly questioned the legality of some harm reduction interventions (Csete and Wolfe, 2007). Most recently, in 2009, CND adopted a draft ten-year ‘Political Declaration’ on drug control that (after months of negotiation and despite advocacy efforts from civil society, the UNAIDS Executive Director, and two UN Special Rapporteurs) resisted requests to include the term harm reduction (United Nations Commission on Narcotic Drugs, 2009; see also MacGregor and Whiting, 2010). Despite this, however, there were 84 countries around the world supporting harm reduction in either policy or practice by 2009, spanning every continent and including 31 European countries (Cook, 2009).


      Current harm reduction practice in Europe


      Europe remains one of the regions most supportive of harm reduction policy and practice, including through bilateral support from European governments to programmes in low- and middle-income countries. Yet there is still considerable variation within Europe in the extent and nature of harm reduction, and the coverage these interventions achieve among targeted populations (see Table 2.1, Figure 2.2 and Figure 2.3). We synthesise here current harm reduction practices in Europe, focusing on access to sterile injecting equipment, opioid substitution treatment and drug consumption rooms (DCRs) (see also Donoghoe et al., 2008; Aceijas et al., 2007; Kimber et al., 2010; Hedrich et al., 2010).


      Access to sterile injecting equipment in Europe


      By 2009, there were 77 countries and territories worldwide with at least one operational NSP, and 31 of these countries were European (Cook, 2009). With the exception of Iceland and Turkey, every European country where injecting drug use had been reported had one or more NSP (see Table 2.1). The most recent EU Member to begin providing sterile injecting equipment to people who inject drugs was Cyprus in 2007. Across the region, sterile injecting equipment is delivered through community-based specialist drugs services, pharmacies and outreach (including peer outreach), although not all service delivery models are employed in all countries. For example, access to free injecting equipment is only available through pharmacies in Northern Ireland, and two hospital-based outlets in Sweden (EMCDDA, 2009a, Table HSR-4). Syringe sales are legal in all countries, except in Sweden.


      In 2007, subsidised pharmacy-based syringe distribution was available in 12 countries: Austria, Belgium, Croatia, Czech Republic, Denmark, France, Greece, the Netherlands, Portugal, Slovenia, Spain and the United Kingdom. Seven countries also used syringe vending machines (Austria, Denmark, France, Germany, Hungary, Italy and Luxembourg) and several had mobile service provision (EMCDDA, 2009a, Table HSR-4).


      Table 2.1: Harm reduction practice in Europe


      
        
          
            
              
              
              
              
              
              
              
              
            

            
              
                	
                  

                

                	
                  Country

                

                	
                  Needle and syringe programmes

                

                	
                  Opioid substitution therapy

                

                	
                  Drug consumption rooms

                

                	
                  Prison needle and syringe programmes

                

                	
                  Prison opioid substitution therapy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Austria

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Belgium

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Bulgaria

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Croatia

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Cyprus

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Czech Republic

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Denmark

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Estonia

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Finland

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  France

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Germany

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Greece

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Hungary

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Iceland

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Ireland

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Italy

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Latvia

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Lithuania

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Luxembourg

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Former Yugoslav Republic of Macedonia

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Malta

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Netherlands

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Norway

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Poland

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Portugal

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Romania

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Slovakia

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Slovenia

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Spain

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Sweden

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Switzerland

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  Turkey

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  United Kingdom

                

                	
                  ✔

                

                	
                  ✔

                

                	
                  

                

                	
                  

                

                	
                  ✔

                

                	
                  

                
              


              
                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              

            
          

        

      


      Source: Adapted from Cook, 2009.


      Cross-country comparisons of coverage require robust reporting systems and harmonised indicators. While more robust than the data estimates available in other regions of the world, information remains unavailable for some European countries and patchy in others (EMCDDA, 2009a, Table HSR-5). In addition, estimating intervention ‘coverage’ — the proportion of target populations reached by harm reduction interventions, ideally with sufficient intensity to have probable impact — requires estimates of target population prevalence and intervention dose that are often unavailable or of dubious reliability (Heimer, 2008; Aceijas et al., 2007; Sharma et al., 2008). While most European countries have estimates of the prevalence of problem drug use, far fewer have specific estimates of the prevalence of drug injecting (EMCDDA, 2009a, Table PDU-1).


      Available data indicates substantial variation in NSP coverage across the region (Figure 2.2). Even when comparing the number of NSP sites nationwide, an indicator that does not take into account the size of injecting populations, or factors impeding service access, they vary from several thousand (France), several hundred (United Kingdom, Portugal, Spain) to fewer than five (Cyprus, Greece, Romania and Sweden) (Cook and Kanaef, 2008). A number of European countries are providing over 150 syringes per injector per year through specialist NSPs (for example, the Czech Republic, Portugal, Norway and Luxembourg) (EMCDDA, 2010) — levels of coverage that may contribute to the aversion or reduction of HIV epidemics (Vickerman et al., 2006). However, this is by no means consistent throughout Europe, and coverage is almost negligible in some countries (Figure 2.2). In Sweden (one of the first countries to establish NSPs in Europe), there are only two NSP sites, and the intervention reaches approximately 1 200 people; just 5 % of the estimated total number of people who inject drugs in the country (Svenska Brukarföreningen et al., 2007; Olsson et al., 2001).


      In addition, national NSP coverage estimates often hide dramatic geographical coverage variations, with provision in many cities, towns and rural areas woefully inadequate. In France, for example, there are no specialist drugs facilities with NSPs in some cities with a population over 100 000 and with known injecting drug use (ASUD, 2008).


      Figure 2.2: Syringes distributed through specialised programmes, per estimated IDU per year (2002–07)


      [image: Image]


      Source: EMCDDA, 2010.


      Figure 2.2 illustrates that many people injecting drugs in Europe have inadequate access to subsidised or free syringes from NSPs. In several countries, current coverage levels are not high enough to avert or reverse an HIV epidemic in the IDU population (Vickerman et al., 2006; Heimer et al., 2008). It should be noted, however, that pharmacy sales of injecting equipment are not captured in Figure 2.2 and may be a common source of syringes for some people using drugs in the region.


      Several countries have larger numbers of non-specialist pharmacy-based NSPs than specialist agencies (EMCDDA, 2006, Table NSP-1), and some (for example, Northern Ireland and Sweden) rely only on one type of outlet. Specialist NSPs, however, may provide more than needles and syringes alone, including a greater intensity of harm reduction advice and education, referrals into drug and HIV treatment, and a wider range of injecting equipment (including ‘spoons’ or ‘cookers’, water, filters, alcohol pads, tourniquets, condoms, acidic powders for dissolving drugs, and aluminium foil or inhalation pipes to assist ‘route transitions’ from injecting to smoking). Among the common developments in Europe is a diversification of outlets for needle and syringe exchange, which also provides a basis for scaling up syringe provision. In most countries several types of legal syringe sources, including NSPs, pharmacies and mobile units, are available to meet the needs of people who inject drugs.


      Access to sterile injecting equipment in European prisons


      Despite evidence-based reviews of effectiveness and recommendations for implementation (WHO, 2005a; Kimber et al., 2010), only 10 countries worldwide have introduced needle and syringe programmes (NSPs) in prisons. Six of these countries are European: Germany, Luxembourg, Portugal, Romania, Spain and Switzerland. The first prison NSP was introduced in Switzerland in 1992, followed four years later by Germany, and then Spain in 1997. Service models vary between prisons and include ‘one-to-one’ exchanges implemented by medical staff, exchanges operated by external NGOs or by peer workers, and the use of automated syringe vending machines.


      The number of prisoners with access to this intervention varies across the region, but only in Spain have syringe programmes been made available across a national prison system. In recent years, Spain has scaled-up the availability, while in Germany a change in government led to the closure of six prison-based syringe programmes, leaving only one (WHO, 2005c). In 2009, Belgium and Scotland were in the process of developing pilot programmes. Researchers on this issue have concluded that the poor availability of this intervention in Europe ‘cannot be based on logic’ (Stöver et al., 2008a, p. 94).


      Drug consumption rooms in Europe


      With the exception of one Canadian and one Australian facility, all DCRs are operating in European countries (see Hedrich et al., 2010). Germany, Luxembourg, the Netherlands, Norway, Spain and Switzerland have an estimated 90 DCRs collectively, spanning 59 European cities (with the majority in the Netherlands and Germany). These facilities, which are usually integrated into low-threshold drugs agencies, allow the smoking and/or injecting of drugs under supervision by trained staff and without fear of arrest. In 2007, there were an estimated 13 727 supervised consumptions in Luxembourg’s sole DCR and 11 600 in Norway’s single facility. In Germany, large numbers of supervised consumptions occurred in Frankfurt (171 235 in 2007), Berlin (12 000 in 2006) and Hannover (29 332 in 2006). Despite positive evaluations, these facilities remain controversial both within Europe and elsewhere (Hedrich et al., 2010).


      Access to opioid substitution treatment in Europe


      By 2009, there were 65 countries and territories worldwide that provided opioid substitution treatment (OST) for drug dependence, almost half of which were in Europe (Cook, 2009). All European countries where injecting drug use is reported, with the exception of Iceland and Turkey, prescribe methadone and/or buprenorphine as treatment for opioid dependence (see Table 2.1).


      In 2007, more than 650 000 opioid users were estimated to have received OST in Europe, with huge national variations in coverage (EMCDDA, 2009b). England and Wales, Italy and France were each prescribing the treatment to more than 100 000 people. Methadone is the most commonly prescribed OST medicine across the region, with the exceptions of Croatia, the Czech Republic, Cyprus, France, Finland, Latvia and Sweden, where high-dosage buprenorphine is used and Austria, where slow-release morphine is used more often (EMCDDA, 2009a, Table HSR-3). In general, the volume of OST prescribing increased between 2003 and 2007, with the most dramatic increases in Bulgaria, the Czech Republic, Estonia, Finland, Latvia and Norway. Decreases have been reported in Spain and a stabilisation of the demand for OST seemed also to take place in France, Luxembourg and the Netherlands (see EMCDDA, 2009a, HSR Tables).


      Figure 2.3: Opioid maintenance treatment clients as a percentage of the estimated number of problem opioid users, 2007 or most recent year available
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      Source: EMCDDA, 2009b.


      The coverage of OST provision varies greatly across the region. While countries such as Spain and the United Kingdom have large numbers of OST sites (2 229 and 1 030 respectively; EMCDDA, 2009c; United Kingdom National Treatment Agency, 2007), at least 10 European countries have fewer than 20 sites providing OST (EMCDDA, 2009c). Where estimates of the prevalence of problem drug use and data on clients in substitution treatment are available, the coverage of OST can be calculated (see Figure 2.3). While these estimates must be interpreted with caution due to uncertainties in both values, the results indicate significant variations in coverage across the EU — from 5 % in Cyprus and Slovakia to around 50 % in the Czech Republic, Germany and Italy. In a recent UN target-setting guide, reaching 40 % or more of people using opioids problematically with OST is cited as ‘good coverage’ (WHO et al., 2009).


      Even where OST is available, several factors influence the effective utilisation of services. Long waiting lists, limited treatment slots, strict adherence policies, and an unwillingness of general practitioners to prescribe OST are all reported to impact upon accessibility in European countries. The costs attached to OST, the lack of ‘take-home’ doses and, in some cases, the need for medical insurance also act as barriers (Cook and Kanaef, 2008).


      A number of European countries have remained at the forefront of innovation with regards to OST and drug dependence therapies. For those who cannot or do not wish to stop injecting, a small number of European countries prescribe injectable OST medicines (including the Netherlands, Switzerland and the United Kingdom) (Cook and Kanaef, 2008). The prescription of pharmaceutical heroin (diacetylmorphine) remains limited to a few European countries (Fischer et al., 2007; EMCDDA, 2009a, Table HSR-1). Despite positive findings from randomised controlled trials in several countries (indicating that diacetylmorphine is effective, safe, and cost-effective, and can reduce drug-related crime and improve patient health), only Denmark, Germany, the Netherlands, Switzerland and the United Kingdom include this intervention as part of the national response to drugs. Pilot programmes are currently underway in Belgium and Luxembourg (EMCDDA, 2009a, Table HSR-1).


      Access to opioid substitution treatment in European prisons


      European countries make up a large proportion of those worldwide that offer OST to prisoners; 23 countries in Europe out of 33 globally (Table 2.1). However, there are ‘heterogeneous and inconsistent regulations and treatment modalities throughout Europe’, and practice varies within countries and from prison to prison (Stöver et al., 2006). OST is available in the majority of prisons in Austria, Belgium, Croatia, Denmark, Luxembourg, Malta, Portugal, Slovenia and Spain (EMCDDA, 2009a, Figure HSR-2). It remains limited to specific geographical areas or a small proportion of prisons elsewhere in the region. In France, buprenorphine is more widely available in prisons than methadone (as is the case in the community), but this is still restricted to certain prisons (van der Gouwe et al., 2006). Latest estimates show that the national prison system of Spain provided OST to 19 010 prisoners, the highest number reported in Europe. Far fewer prisoners were receiving OST in other countries, including Ireland (1 295), Portugal (707), Belgium (300), Luxembourg (191), Finland (40), Serbia (10) and Montenegro (5) (Cook and Kanaef, 2008). Switzerland is the only country globally providing heroin (diacetylmorphine) maintenance to prisoners, although this is limited to two facilities (Stöver et al., 2008b).


      The availability and provision of OST in European prisons has increased in recent years, but the regulations and practices surrounding prison OST vary greatly, leading to gaps between treatment need and provision. For example, prison OST is often subject to overly strict inclusion criteria, resulting in relatively few prisoners being able to access it (BISDRO and WIAD, 2008). Medical risks associated with disruption of long-term maintenance treatment when serving prison sentences remain an issue where OST is not available to prisoners (BISDRO and WIAD, 2008). The difference compared to the availability of OST in the community is particularly striking (EMCDDA, 2009a, Figure HSR-2). Four decades after the introduction of community OST in Europe and following the considerable scale-up in the past two decades, the gap between treatment provision inside and outside prison walls has further increased.


      Conclusion


      Key messages


      • Harm reduction became widely established as a response to HIV/AIDS in the 1980s.


      • Early policy and practice was pioneered by a number of European cities.


      • By 2009, some 31 countries in Europe had needle and syringe programmes, and 31 had opioid substitution treatment.


      • Of the European countries reporting injecting drug use, only Iceland and Turkey have not implemented harm reduction measures.


      • Europe had a significant impact on the diffusion of harm reduction globally, and in 2009 there were 84 countries around the world that endorsed harm reduction in policy or practice.


      • The European Union has played a crucial role in promoting and supporting harm reduction at the United Nations.


      Since the mid-1980s, harm reduction has transformed from a peer-driven, grass-roots approach to an official policy of the United Nations, with Europe playing a leading role. European countries were among the ‘earlier adopters’ of harm reduction, facilitating its diffusion throughout Europe and beyond. Countries in Europe remain among the forerunners of innovations in harm reduction practice and technology — for example, developing new NSP products (such as coloured syringes to reduce sharing; Exchange Supplies, n.d.) and interventions to encourage transitions away from injecting (Pizzey and Hunt, 2008), delivering NSP and OST in prisons, and establishing DCRs. At the same time, definitions of harm reduction are expanding to embrace the need to protect the rights to health and access to services of people who use drugs, and to protect them from harmful drug policies, and Europe remains central to this dialogue and advocacy. There are now two decades of research and evaluation exploring the feasibility and impact of harm reduction interventions, especially among people who inject drugs (Kimber et al., 2010; Palmateer et al., 2010; Wiessing et al., 2009; Wodak and Cooney, 2005; Farrell et al., 2005; Institute of Medicine, 2007).


      Yet harm reduction practice and policy varies across Europe (see also MacGregor and Whiting, 2010). Where national harm reduction responses are well established, these may be threatened by governmental changes. The global politics of drug use continue to be polarised. One recent instance of this was the non-inclusion of the term ‘harm reduction’ in the ‘Political Declaration’ of the 2009 Commission on Narcotic Drugs, prompting a coalition of twenty-five UN Member States (the majority being EU countries) to announce that they would interpret sections of the Declaration to nonetheless mean harm reduction (International Drug Policy Consortium, 2009). The need for networking, exchange and coordination within Europe remains if policies of harm reduction in Europe and beyond are to be defended, strengthened and properly evaluated.
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      Abstract


      This chapter gives a necessarily brief overview of the development of drug policy at the European Union level in recent decades. These developments are set within the wider context of moves towards European integration. The chapter considers how far a process of convergence has occurred, within which harm reduction may have a central place; and how far this gives a distinctive character to European policy internationally. It draws mainly on documentary evidence and scholarly accounts of policy development. Key processes identified include: the achievement of agreed policy statements at intergovernmental level; the influence of guidance, action plans and target setting; the role of the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA); the spread of information; networking, training and collaborative activities among researchers and practitioners; the size and shape of the drug problem; and the impact of HIV/AIDS. While common agreements have been forged at the supra-national level, differences remain between and within different Member States, reflecting their social and political institutions, differing public attitudes, religious and cultural values, and varying financial and human resources.


      Keywords: European drug policy, harm reduction, convergence, cultural and institutional differences, political influences.


      Introduction


      A steady, progressive evolution of drugs policy, towards a more rational, evidence-based approach, has been the ambition of medical humanists and technocrats involved in policy and practice networks in the EU. Advocates like the International Harm Reduction Association and the Open Society Institute also hope to see harm reduction principles entrenched within policy. In the light of this, the aim of this chapter is to explore how policies have developed over time and what forces have been influential, considering in particular what has been achieved in terms of policy convergence and the introduction of harm reduction. To do this, we draw largely upon an analysis of the content of EU policy documents and key published books and articles.


      We define ‘Europe’ here as primarily referring to the European Union, and ‘drug policy’ as statements in EU policy documents. However, we recognise that Europe is a larger geographical and cultural entity than the European Union itself, and that the national policies of European countries also form part of ‘European drug policy’. In addition, we are aware that policies cannot be judged solely on the basis of statements in documents or the rhetoric of politicians and other players on the policy field. ‘Policy’ more broadly defined refers to the way a society meets needs, maintains control and manages risks. To describe and assess this would require analysis of what actually happens and with what impacts. Policy judged by functions or effects may result from forces other than the overt goals in formal policy statements. In a short chapter such as this, it is not possible to analyse or account for all these forces. We have chosen instead to look mainly at the formal development of EU drug policy, but attempt to set this within its context and to indicate that the process of development has not been inevitable and has at times been contentious.


      Methods


      This paper draws on research towards a social history of the development of the drugs problem and responses to it over a 30-year period. Here the focus is on European drug policy and specifically its links to public health and discussions of the role of harm reduction approaches. Methods used have included reviews of secondary literature in books and journals and of documentary evidence, especially that available through European institutions like the European Commission and the EMCDDA. Observation of discussions at conferences and networking meetings has also played a part, along with interviews with some of the key players in the development of policy over this period. A detailed narrative history is not possible in a short chapter so the approach adopted here is to present an interpretative account of developments.


      The context for policy development


      Development of the European Union


      The European Union (EU) is a political and economic union in which sovereign countries agree to share or give up some attributions and powers. A simple description of the process of policy development would note that in any given field it starts with open intergovernmental discussions then moves into areas where the union’s institutions obtain some power of proposition, action or decision. The EU is thus a policy actor in itself and one that is progressively trying to create convergence, while limited in its influence on actions at national level.


      The EU has expanded rapidly to its current 27 Member States in a period of economic liberalisation involving free movement of both labour and capital and a reduction in border controls. The size and shape of the drugs problem and responses to it within Europe have been influenced by these larger trends and the series of treaties that marked this trajectory: the Single European Act 1986; Maastricht Treaty 1993; Amsterdam Treaty 1997; and the most recent Lisbon Treaty. These Acts were important contextual features and, together with the collapse of the Soviet Union and reductions in border controls, influenced the supply of illicit drugs and the responses of criminal justice agencies. A number of key principles are important features of the European Project, especially human rights, electoral democracy and free trade.


      Throughout this period there have been two different visions of the European Union — characterised as the ‘widening’ or ‘deepening’ scenarios — with enlargement paralleling the dominance of the widening, free market approach. This approach emphasises economic cooperation alongside the retention of national sovereignty and national differences with regard to social and political institutions. The deepening agenda would hope to see agreement on social policies.


      While drug policy does not fit neatly into conventional models of social policy, attitudes to drugs and social responses to problems do reflect the historical development of institutions (constraining and shaping options for policy change) and cultural norms relating to rights and responsibilities. Moves towards a shared EU approach to drugs have been in this sense part of the European Project. The development of a drug policy could indicate some success for moves to deepen integration, with the development of shared practices related to social and criminal justice policies. The widening agenda — with enlargement increasing the number of EU Member States — clearly presents problems for integrationist ambitions as it increases the range of difference to be potentially coordinated in any shared strategy — differences of culture, language, path dependency in the development of institutions, human and financial resources: these and more influence the potential for acceptance and implementation of policy proposals.


      National policies


      We begin with a brief overview of the current state of play, considering what has been achieved in terms of policy coordination and recognition of a role for harm reduction. In 2008, there were 14 national strategies, 15 action plans, six programmes, two policy notes/documents, one white paper, one governmental plan, one implementation decree, and numerous provincial, regional, local or devolved administration documents relating to drug policy within the countries of the EU. A general trend can be discerned towards the production of explicit strategies and related action plans, increasingly linked to an overall EU drugs strategy. Within these statements, the term ‘harm reduction’ is often present and in some countries is specifically identified as a major policy goal (see Table 3.1).


      Table 3.1: Overview of national drug strategies and references to harm reduction within them


      
        
          
            
              
              
              
              
              
            

            
              
                	
                  

                

                	
                  Country

                

                	
                  Policy

                

                	
                  References to harm reduction

                

                	
                  

                
              


              
                	
                  

                

                	
                  Belgium

                

                	
                  Drug policy note 2001; covers both licit and illicit drugs

                

                	
                  Harm reduction (plus assistance and reintegration) one of three pillars of policy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Bulgaria

                

                	
                  National anti-drug strategy 2003–08 plus action plan

                

                	
                  Programme for the development of methadone maintenance adopted 2006

                

                	
                  

                
              


              
                	
                  

                

                	
                  Czech Republic

                

                	
                  National Drug Policy Strategy 2005–09 plus action plan

                

                	
                  Harm reduction one of seven policy fields in action plan

                

                	
                  

                
              


              
                	
                  

                

                	
                  Denmark

                

                	
                  Action plan ‘The fight against drugs’ 2003

                

                	
                  Harm reduction as a goal ‘paradoxical’ but should be an integrated element — some of these initiatives may be ‘pragmatic and reasonable’

                

                	
                  

                
              


              
                	
                  

                

                	
                  Germany

                

                	
                  Action plan on drugs and drug addiction 2003 — focus on all psychotropic substances

                

                	
                  Harm reduction (with survival aid) one of four pillars of policy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Estonia

                

                	
                  National strategy on the prevention of drug dependency 2005 plus triennial action plans

                

                	
                  Harm reduction one of six pillars of policy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Ireland

                

                	
                  National drug strategy 2001

                

                	
                  Need for continued efforts to enhance harm reduction measures, such as needle and syringe programmes (NSPs)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Greece

                

                	
                  National strategy on drugs 2006 — focus on illicit drugs and alcohol

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Spain

                

                	
                  National drug strategy 1999 plus action plan 2005

                

                	
                  Harm reduction a specific section in the strategy, with objective to ensure access to harm reduction programmes for drug dependent people with targets, especially NSPs and vaccinations

                

                	
                  

                
              


              
                	
                  

                

                	
                  France

                

                	
                  Governmental plan to fight drugs and drug addiction 2008; covers both alcohol and illicit drugs

                

                	
                  Harm reduction (with social reintegration) one of five axes of the plan

                

                	
                  

                
              


              
                	
                  

                

                	
                  Italy

                

                	
                  New action plan 2008

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Cyprus

                

                	
                  National drug strategy 2004 plus two action plans — focus on licit and illicit substances

                

                	
                  Harm reduction objectives listed, including NSPs and opioid substitution treatment (OST)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Latvia

                

                	
                  State programme for the reduction of addiction to narcotic and psychotropic substances 2005–08

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Lithuania

                

                	
                  National strategy on drug addiction prevention and control, and related national programme for implementation

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Luxembourg

                

                	
                  National strategy and action plan on drugs and drug addiction 2005–09

                

                	
                  Treatment is preferred to harm reduction, but integrated and complementary approach required; reduction of risks, harms and nuisance one of four axes of policy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Hungary

                

                	
                  National strategy on drugs 2000–09, plus action plan 2007

                

                	
                  Specific section on harm reduction, with reference to outreach, OST and NSPs as priority goals in context of development of treatment services

                

                	
                  

                
              


              
                	
                  

                

                	
                  Malta

                

                	
                  Drugs policy document adopted 2008

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Netherlands

                

                	
                  White Paper 1995 Drugs Policy: continuity and change — distinguishes soft and hard drugs

                

                	
                  To reduce harm to users, one of four major objectives of policy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Austria

                

                	
                  No federal strategy or action plan — objectives devolved by the nine provinces

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Poland

                

                	
                  National programme for counteracting drug addiction 2006

                

                	
                  Harm reduction (with treatment, rehabilitation and social reintegration) one of five pillars of policy

                

                	
                  

                
              


              
                	
                  

                

                	
                  Portugal

                

                	
                  National strategy for the fight against drugs 1999, plus strategic plan for implementation

                

                	
                  Specific sections on risk and harm reduction. Aim to constantly improve risk and harm reduction interventions. The boundaries between prevention, treatment, risk and harm reduction, reintegration and dissuasion are ‘artificial’

                

                	
                  

                
              


              
                	
                  

                

                	
                  Romania

                

                	
                  Anti-drug strategy 2005 plus action plan

                

                	
                  Specific section on harm reduction in action plan

                

                	
                  

                
              


              
                	
                  

                

                	
                  Slovenia

                

                	
                  Resolution on the national programme on drugs 2004

                

                	
                  Specific discussion of harm reduction programmes but in the context of noting that there are too few — aim to set up network of harm reduction programmes and increase access

                

                	
                  

                
              


              
                	
                  

                

                	
                  Slovakia

                

                	
                  National programme for the fight against drugs 2005 plus action plans

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Finland

                

                	
                  1997 national drug strategy and 2007 resolution

                

                	
                  Harm reduction (together with treatment) one of seven policy areas

                

                	
                  

                
              


              
                	
                  

                

                	
                  Sweden

                

                	
                  Separate plans for alcohol and drugs but adopted together: national alcohol and drug action plans 2006

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  United Kingdom

                

                	
                  Drugs: protecting families and communities 2008 — ten-year strategy plus three-year action plan

                

                	
                  Reference to harm minimisation through NSE and relevant treatments

                

                	
                  

                
              

            
          

        

      


      Note: The full text versions of the national drug strategies are available at http://www.emcdda.europa.eu/policy-and-law/national/strategies.


      


      At the present time, EMCDDA states, ‘the prevention and reduction of drug-related harm is a public health objective in all Member States and in the EU drug strategy and action plan ... The general European trend is one of growth and consolidation of harm reduction measures’ (EMCDDA, 2009, p. 31). But a closer look at the current situation gives a more qualified picture. EU Member States do employ a combination of some of the main harm reduction measures, which ‘are reported to be available in all countries except Turkey [but] considerable differences exist in the range and levels of service provision’ (EMCDDA, 2009, p. 31).


      Thus, harm reduction occupies a clear place within European policies but its influence should not be overstated. However, while differences between countries remain, these are not as great as in earlier times. The move to a shared position has involved compromises and a shift to the centre. Shared features of policy are also evident in the stress on research and information exchange and use of managerialist approaches, involving action plans, logframes, strategies, targets and benchmarks.


      How, then, do we explain continuing differences at national level? Do drug policies follow the shape of the drug problem in a country, and is this in itself a reflection of attitudes to drug use? Or can the policy environment influence attitudes and thus the size and nature of drug taking and associated problems?


      Since 1998, the year of the UNGASS Twentieth Session Declarations (United Nations, 1998), ‘most European countries have moved towards an approach that distinguishes between the drug trafficker, who is viewed as a criminal, and the drug user, who is seen more as a sick person in need of treatment’ (EMCDDA, 2008, p. 22). Differences remain, however, for example on whether or not to set threshold quantities for personal possession. There are differences also regarding maximum or probable sentences and whether or not these are becoming more punitive or lenient. Encouragement into treatment (increasingly as an alternative to a criminal charge or sentence) is developing across countries, but differences remain with regard to the stage when referral to treatment occurs. In the majority of Member States, substitution treatment combined with psychosocial care is the predominant option for opioid users. Shared concerns about public nuisance are visible, as are concerns around driving under the influence or use in the workplace.


      In general, public attitudes to drug taking appear to remain primarily restrictive. For example, a Eurobarometer survey in 2006 conducted in 29 countries found only 26 % supporting legalisation of the possession of cannabis for personal use (ranging from 8 % in Finland to 49 % in the Netherlands) (Eurobarometer, 2006, pp. 36, 49–50). A review of attitudes to drug policy in three countries with relatively restrictive policies (Bulgaria, Poland and Sweden) and three countries with relatively liberal ones (Czech Republic, the Netherlands and Denmark) found that for most people the most important factor influencing them not to use illicit drugs was concern about health consequences (ranging from 73 % in Bulgaria to 27 % in Holland). Fewer were primarily influenced by the fact of illegality (ranging from 3 % in Denmark to 19 % in Poland). Most saw prevention and education as the most important policy area (ranging from 17 % in Poland to 57 % in Sweden). Needle and syringe programmes (NSPs) were supported by some respondents (ranging between 22 % in Sweden and 54 % in Denmark) but opposed by others (ranging from 7 % in Denmark to 29 % in Bulgaria).


      This survey found a correlation between public attitudes on drug use and a country’s drug policies (Hungarian Civil Liberties Union, 2009). Countries were deeply divided in their views on the decriminalisation of cannabis. The majority considered drug use to be a public health issue and there was wide acceptance of NSPs as a response to HIV. However, the majority believed that prescribing heroin for addicts would do more harm than good. It is worth noting that some of the countries described above as relatively liberal have seen legislative and administrative moves to more repressive responses in recent years. So there is movement in a number of directions, away from harm reduction and public health principles in some cases, while in others there is a move towards agreement around a core of the more moderate and less contentious issues.


      European Union drug policy


      EU Member States are the main actors in the drug field, and drug legislation is a matter of national competence. However, the Treaties explicitly acknowledge the need to deal with drug issues at EU level, in particular in the fields of justice and home affairs, and public health. The tension between ideas of law enforcement and ideas of public health is built into this policy area. Drug trafficking has been a key area for developing cooperation between police and judiciaries. A multidisciplinary group has been working on organised crime and increased cooperation has developed between police, customs and Europol groups. The main technical and policy forum to facilitate joint efforts of Member States and the Commission is the EU Council’s Horizontal Drugs Group (HDG). This meets about once a month, bringing together representatives of Member States and the Commission. The HDG is playing a key role in the drafting of European drug policy documents. One of them is the current EU drugs strategy (2005–12) endorsed by the Council of the European Union in December 2004, which sets out two general aims:


      1. The EU aims at a contribution to the attainment of a high level of health protection, well being and social cohesion by complementing Member States’ action in preventing and reducing drug use, dependence and drug related harms to health and society; and


      2. the EU and its Member States aim to ensure a high level of security for the general public by taking action against drug production, cross border trafficking in drugs and diversion of precursors and by intensifying preventive action against drug related crime through effective cooperation embedded in a joint approach.


      (European Commission, 2008, p. 7)


      Overall, responsibility for drugs continues to be diffused across all pillars ([1]), leading to some confusion, and a constant struggle to improve coordination, which has developed in some areas more than others. The strategy also stresses the value of consultation with a broad group of partners, principally scientific centres, drug professionals, representative non-government organisations (NGOs), civil society and local communities. The current EU drugs action plan focuses on five priorities: improving coordination, cooperation and raising public awareness; reducing the demand for drugs; reducing the supply of drugs; improving international cooperation; and improving understanding of the problem.


      Moves toward harm reduction


      Under the heading of demand reduction, objective 10 of the current 2009–12 EU drugs action plan refers specifically to harm reduction. The objective here is to ‘ensure access to harm reduction services in order to reduce the spread of HIV/AIDS, hepatitis C and other drug-related blood borne infectious diseases and to reduce the number of drug-related deaths in the EU’ (OJ C 326, 20.12.2008, p. 14).


      Before that, on 18 June 2003, the Council of the EU had already adopted a recommendation on the prevention and reduction of health-related harm associated with drug dependence. This referred to the following aims:


      Member States should, in order to provide for a high level of health protection, set as a public health objective the prevention of drug dependence and the reduction of related risks, and develop and implement comprehensive strategies accordingly ... Member States should, in order to reduce substantially the incidence of drug-related health damage (such as HIV, hepatitis B and C and tuberculosis) and the number of drug related deaths, make available, as an integral part of their overall drug prevention and treatment policies, a range of different services and facilities, particularly aiming at risk reduction.


      (Council of the European Union, 2003/488/EC)


      This recommendation called upon Member States to provide a number of harm reduction interventions, including: information and counselling; outreach; drug-free and substitution treatment; hepatitis B vaccination; prevention interventions for HIV, hepatitis B and C, tuberculosis and sexually transmitted diseases; the distribution of condoms; and the distribution and exchange of injecting equipment (see also Cook et al., 2010).


      Drawing upon numerous EU policy documents, Figure 3.1 summarises some key events in the development of EU drug policy, noting the place of harm reduction within this. It suggests that until the mid-1980s, the idea of a European drug policy had not even been debated. Since this time, attention to drug issues has increased, and policy has developed in scope and detail. In the 1992 Maastricht Treaty, drug dependence was included in the field of public health. This was the first example of an EU treaty that specifically mentioned drugs and opened the possibility for setting up EU action and funding programmes in this field, although under the principle of ‘subsidiarity’. Subsidiarity means that in policy areas that do not come within the exclusive competence of the Community, action would be taken at EU level only if the objectives of the proposed action could not be sufficiently achieved by Member States acting alone and could be better achieved by the Community.


      Table 3.2 Some key events in the development of European drug policy


      
        
          
            
              
              
              
              
              
            

            
              
                	
                  

                

                	
                  Event

                

                	
                  Date

                

                	
                  Notes

                

                	
                  

                
              


              
                	
                  

                

                	
                  Co-operation Group to combat drug abuse and illicit trafficking in drugs (Pompidou Group) set up at Council of Europe, Strasbourg

                

                	
                  1971

                

                	
                  First multidisciplinary cooperation group in drugs field in Europe

                

                	
                  

                
              


              
                	
                  

                

                	
                  Trevi working groups to counter terrorism and to coordinate policing

                

                	
                  1976

                

                	
                  Agreed by EC Interior Ministers

                

                	
                  

                
              


              
                	
                  

                

                	
                  Schengen Agreement

                

                	
                  1985

                

                	
                  Removed border controls between Belgium, the Netherlands, Luxembourg, Germany and France

                

                	
                  

                
              


              
                	
                  

                

                	
                  EC countries redefine task of Trevi 3 working group

                

                	
                  

                

                	
                  To focus on international drug trafficking

                

                	
                  

                
              


              
                	
                  

                

                	
                  Single European Act

                

                	
                  1986

                

                	
                  Signed by EC Member States

                

                	
                  

                
              


              
                	
                  

                

                	
                  Stewart-Clark Inquiry into the Drugs Problem in the Member States of the Community

                

                	
                  

                

                	
                  Commissioned by European Parliament

                

                	
                  

                
              


              
                	
                  

                

                	
                  UN Convention against the Illicit Traffic in Narcotic Drugs and Psychotropic Substances

                

                	
                  1988

                

                	
                  Adopted at United Nations Conference

                

                	
                  

                
              


              
                	
                  

                

                	
                  CELAD established (European Committee to Combat Drugs)

                

                	
                  1989

                

                	
                  Members are coordinators of national drug policy — existed until 1993

                

                	
                  

                
              


              
                	
                  

                

                	
                  First European action plan to combat drugs

                

                	
                  1990

                

                	
                  Adopted by European Council in Rome (December 1990)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Frankfurt Resolution established ECDP (European Cities on Drug Policy)

                

                	
                  

                

                	
                  At First Conference: European Cities at the Centre of Illegal Trade in Drugs, Frankfurt

                

                	
                  

                
              


              
                	
                  

                

                	
                  Revision of European plan to combat drugs

                

                	
                  1992

                

                	
                  Adopted by European Council in Edinburgh (December)

                

                	
                  

                
              


              
                	
                  

                

                	
                  First European Drug Prevention Week, London

                

                	
                  

                

                	
                  Funded by the European Commission

                

                	
                  

                
              


              
                	
                  

                

                	
                  Cooney Inquiry on Drug Trafficking and Organised Crime

                

                	
                  

                

                	
                  Commissioned by the European Parliament

                

                	
                  

                
              


              
                	
                  

                

                	
                  Maastricht Treaty Europol Drugs Unit agreed EMCDDA agreed

                

                	
                  1993

                

                	
                  CELAD became K4 Committee — existed until 1997

                

                	
                  

                
              


              
                	
                  

                

                	
                  ECAD (European Cities Against Drugs) set up via Stockholm resolution

                

                	
                  1994

                

                	
                  At First Major Conference, in Stockholm

                

                	
                  

                
              


              
                	
                  

                

                	
                  EMCDDA established in Lisbon

                

                	
                  1995

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  European Union action plan to combat drugs (1996–2000)

                

                	
                  

                

                	
                  Adopted at Cannes European Council, June

                

                	
                  

                
              


              
                	
                  

                

                	
                  Community Programme for the prevention of drug dependence (1996–2000)

                

                	
                  1996

                

                	
                  Funding programme decided by European Parliament and Council, implemented by European Commission

                

                	
                  

                
              


              
                	
                  

                

                	
                  Dublin European Council

                

                	
                  

                

                	
                  Agreed need for strategy against organised crime

                

                	
                  

                
              


              
                	
                  

                

                	
                  Europol Drugs Unit established in The Hague

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Amsterdam Treaty

                

                	
                  1997

                

                	
                  Agreement on draft reached (entered into force in 1999)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Horizontal Drugs Group set up

                

                	
                  

                

                	
                  To report back to Coreper — replaced K4 committee

                

                	
                  

                
              


              
                	
                  

                

                	
                  EC Drug Unit placed under Task Force for Justice and Home Affairs

                

                	
                  1998

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Agreement between EU and Andes countries on money laundering and precursors

                

                	
                  1999

                

                	
                  Later agreements also with Chile and Mexico and with West and South Africa and Caribbean

                

                	
                  

                
              


              
                	
                  

                

                	
                  Europol Drug Unit is replaced by Europol

                

                	
                  

                

                	
                  Focus on serious international organised crime

                

                	
                  

                
              


              
                	
                  

                

                	
                  EU drugs strategy (2000–04)

                

                	
                  1999

                

                	
                  Endorsed by European Council in Helsinki

                

                	
                  

                
              


              
                	
                  

                

                	
                  EU action plan on drugs (2000–04)

                

                	
                  2000

                

                	
                  Endorsed at European Council in Sta. Maria da Feira

                

                	
                  

                
              


              
                	
                  

                

                	
                  Council of Ministers passes Recommendation on the prevention and reduction of health-related harm associated with drug dependence

                

                	
                  2003

                

                	
                  Seen as major step towards a progressive public health approach

                

                	
                  

                
              


              
                	
                  

                

                	
                  Pompidou Group platforms for Prevention, Treatment and Research established

                

                	
                  2004

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Council Framework Decision on drug trafficking

                

                	
                  

                

                	
                  Also stress on dealing with new synthetic drugs and chemical precursors and money laundering

                

                	
                  

                
              


              
                	
                  

                

                	
                  EU drugs strategy (2005–12) EU drugs action plan (2005–08)

                

                	
                  2005

                

                	
                  Endorsed by European Council

                

                	
                  

                
              


              
                	
                  

                

                	
                  HIV/AIDS protocols on treatment and care for the European region

                

                	
                  

                

                	
                  Published by WHO/Europe

                

                	
                  

                
              


              
                	
                  

                

                	
                  Green Paper ‘The role of civil society in drugs policy in the European Union’

                

                	
                  2006

                

                	
                  Presented by the European Commission

                

                	
                  

                
              


              
                	
                  

                

                	
                  Drug Prevention and Information Programme (2007–13)

                

                	
                  2007

                

                	
                  Funding programme decided by European Parliament and Council, implemented by European Commission

                

                	
                  

                
              


              
                	
                  

                

                	
                  EU drugs action plan (2009–12)

                

                	
                  2008

                

                	
                  Endorsed by European Council

                

                	
                  

                
              

            
          

        

      


      


      The 1997 Treaty of Amsterdam put even more stress on public health and made explicit reference to drugs. It was agreed that ‘the Community shall complement the Member States’ actions in reducing drugs-related health damage, including information and prevention’.


      Specific interventions are now detailed in two action plans (2005–08 and 2009–12) which inter alia aim to significantly reduce the prevalence of drug use among the population and the social harm and health damage caused by the use of and trade in illicit drugs. Actions at EU level must be targeted and offer clear added value, and results must be realistic and measurable. Actions must also be cost-effective and contribute directly to the achievement of at least one of the goals or priorities set out in the EU drug strategy. Evaluation of the impact of the first action plan (2005–08) in the area of demand reduction concluded that: ‘There remains a lack of reliable and consistent information to describe the existence of or evaluate the impact of prevention programmes; that further improvements are still needed in accessibility, availability and coverage of treatment programmes; and that the majority of Member States offer drug-free treatment, psychosocial treatment and substitution treatment’ (European Commission, 2008, p. 66).


      The European Commission concluded that:


      In the field of harm reduction, major progress has been achieved in recent years. In all EU Member States the prevention and reduction of drug related harm is a defined public health objective at national level. Among the most prevalent interventions are needle and syringe exchange programmes, outreach workers and opioid substitution treatment combined with psychosocial assistance. However availability and accessibility of these programmes are variable among the Member States and in some countries with low coverage, there are signs of higher levels of risk taking among new, younger generations of — in particular — heroin injectors who have not been reached by prevention and harm reduction messages.


      (European Commission, 2008, p. 66 [6.1.2.3: 4])


      The continuing lack of provision of services in relation to drug users in prison and released prisoners was also noted, while ‘treatment and harm reduction programmes are often not tailored to address the specific needs and problems of different groups of problem or dependent drug users, for example, women, under-aged young people, migrants, specific ethnic groups and vulnerable groups’ (European Commission, 2008, p. 66 [6.1.2.3:7]). The Commission also noted that ‘the evaluation shows that the action plan supports a process of convergence between Member States’ drug policies and helps to achieve policy consistency between countries’ (European Commission, 2008, p. 67 [6.1.3:2]).


      Factors influencing the development of EU drugs policy


      On the occasion of the launch of the EMCDDA’s Annual report on the state of the drug problem in Europe in 2008, the Director, Mr Götz, said, ‘there is a stronger agreement on the direction to follow and a clearer understanding of the challenges ahead’, indicating his opinion that within Europe a convergence of views on policy is developing. If this is so, it is a remarkable change in just over 20 years.


      A number of factors appear to have been influential in shaping developments in European drug policy:


      • the evolution within the European Union of competencies in the field of drugs;


      • the rising political priority of drugs across the areas of public health, public security (justice and home affairs) and external relations;


      • a clear demand from various European institutions as well as Member States for information and evidence for policymaking and decisions;


      • the creation of institutions such as the Pompidou Group and then EMCDDA and its national counterparts to meet those information needs;


      • the existence alongside the institutional developments of longstanding and interlinked human networks of drug researchers and the possibilities to channel that scientific knowledge into the institutional process;


      • the wider influence of international connections and the exchange of knowledge and experience.


      (Hartnoll, 2003, p. 67)


      Additional factors are: the growing similarities between countries in the nature and extent of their drug problems; the influence of evidence-based reason winning over ideology; and the effects of involvement in the practice of data collection and analysis, and a related development of norms, values and institutions (Bergeron and Griffiths, 2006, p. 123). In general terms, trends in drug use have affected many EU countries in roughly the same way and at roughly the same time (Bergeron and Griffiths, 2006). These have led to fairly radical changes in many countries, especially in the light of HIV/AIDS (see also Cook et al., 2010). In most EU countries, HIV and AIDS became a problem in the 1980s, levelling off after the 1990s, but with high levels of hepatitis C (EMCDDA, 2008). In addition, ‘since the 1985 Schengen agreement, and its facilitation of free movement around Europe, the prevention of international drug trafficking and organised crime has become a priority for all member states’ (Chatwin, 2007, p. 496) and


      national governments are eager to reap the benefits of unity in the area of controlling organised crime and the illegal trafficking of drugs. However, spillover of this level of European control to areas other than drug trafficking and organised crime prevention has not been as extensive. Trends towards the implementation of harm reduction initiatives and the decriminalisation of the drug user can be observed across Europe, with notable exceptions, but unity of policy in this area does not enjoy the same degree of official encouragement


      (Chatwin, 2007, p. 497)


      However, Chatwin has concluded that with regard to ‘the fight against organised crime and drug trafficking, some progress towards a European drug policy is being made’ (Chatwin, 2003, pp. 40–1). Finally, the ‘context of a particular country, its size, geographical position and relation to its neighbours, the state of the drug problem and public opinion ... political context [and] political ideology’ all influence national strategies (Muscat, 2008, p. 9).


      Harm reduction in international policy debates


      In 1992, the Cooney Report to the European Parliament had advocated the use of needle exchange and methadone treatment programmes (Cooney, 1992). This was evidence of a growing pragmatic approach in Europe based on harm reduction principles, reflecting a significant shift of opinion between 1985 and the early 1990s, very much influenced by awareness of HIV/AIDS and its links to injecting drug use (Stimson, 1995). The European Parliament at the time did not, however, adopt these recommendations.


      As illustrated in Table 3.2, there were a number of developments over the 1990s (see also Estievenart, 1995; Kaplan and Leuw, 1996), and in 2004 a former Interpol Chief writing in Le Monde felt able to declare the ‘war on drugs’ lost. Raymond Kendall said that it was time for an alternative approach — ‘harm reduction’ — and called for Europe to take the lead in an international movement to reform policy when the UN drug conventions came up for renewal in 2008. He said:


      Policies based solely on criminal sanctions have failed to demonstrate effectiveness. Economic corruption increases, organised crime prospers and developing economies are hard hit by military and environmental (crop eradication) interventions that have no apparent positive effect. At the same time, the marginalisation of drug users is compounded. There is therefore an urgent need for a multi-dimensional and integrated approach, which aims at reducing both supply and demand, and which also integrates harm reduction strategies designed to protect the health of the individual drug user as well as the well-being of society as a whole


      (Le Monde, 26 October 2004)


      Is Europe now leading the policy case for harm reduction? Judged in terms of where things were a few decades ago, Europe does appear to have a recognisably shared approach and countries have coordinated their policies. Importantly, Europe tends increasingly to speak with one voice on the international stage.


      EU drugs policy respects the International Drugs Conventions and implements the five principles of international drug policy adopted at the UN General Assembly Special Session (UNGASS) on Drugs of June 1998 (United Nations, 1998). These principles are: shared responsibility — de-emphasising the distinction between producing and consuming countries; an emphasis on multilateralism — recognising that unilateral action to single out particular countries is ineffective; a balanced approach — controlling demand as well as controlling supply; development mainstreaming — the drugs problem is complex and attention to sustainable development is critical; and respect for human rights.


      The EU is also playing an active role in developing UN drug policy, notably promoting the emphasis on demand reduction. For example, the Action Plan on Demand Reduction that followed the 1998 UNGASS resolution rested on a set of guiding principles on demand reduction, based to an extent on ideas of harm reduction, though the term itself was not allowed — ‘adverse consequences of drug use’ was preferred. In this way, European ideas can be seen to be penetrating to the international level. More recently the EU also supported the UNGASS reviews, for example by preparing resolutions for the Commission on Narcotic Drugs (CND) meetings. A thematic paper drafted by the EMCDDA on the role of syringe provision in the reduction of infectious disease incidence and prevalence was presented to the HDG before the 2005 CND session and formed the basis of a mutually agreed position from EU Member States (EMCDDA, 2004).


      The EU’s influence is partly levered by financial contributions: for example, between 1971 and 1998 the total contribution to UN drugs-related activities through UNODC from EU countries amounted to $535 million. Currently, EU countries contribute at least half of the UNODC budget. Additionally, in international cooperation activities with countries that want to sign association agreements with the EU, like Iran and Afghanistan, drug-related issues are raised, with human rights being discussed routinely. Particular attention is also given to assisting third countries, especially those applying for future membership of the EU, and countries that are main transit points for drugs reaching the EU. The EU thus reaches out to Latin America and the Caribbean, to central and south-east Asia and to West and South Africa.


      According to one drug policy researcher:


      The European Union is now mainly a single voice at international meetings with a strong and explicit harm reduction tone even though there are signs of modest retreat from some of the boundaries of harm reduction


      (Reuter, 2009, p. 512)


      In its evaluation of the EU drugs action plan 2005–08, the European Commission also concluded that the EU is increasingly speaking with one voice in international fora, notably in the UN CND (European Commission, 2008). It noted that the EU maintained a unified position in the UNGASS review process and that during the CND Working Sessions in 2006–08, the successive EU Presidencies delivered joint EU statements on the follow-up to UNGASS, drug demand reduction, illicit drug trafficking and supply, the International Narcotics Control Board (INCB) and policy directives to strengthen the UNODC Drug Programme, and the role of the CND as its governing body. The Commission, on behalf of the European Community, delivered its traditional statement on precursors at each CND session. However, the Commission warned that a harmonised approach among EU actors during the plenary meetings had to be maintained to ensure the EU speaks with one voice (European Commission, 2008). The EU positioned a paper in 2009 to CND noting the importance of harm reduction, but the inclusion of the words ‘harm reduction’ in the final UN statement were resisted, as they were a decade earlier in 1998 (International Drug Policy Consortium, 2009). Yet, while Europe may be seen to speak with one voice at the highest elite level, it is important to note that differences remain between and within countries, and groups organise to put pressure on these elites (see box here).


      Voices against harm reduction


      Drug abuse is a global problem ... Even though the world is against drug abuse, some organizations and local governments actively advocate the legalisation of drugs and promote policies such as ‘harm reduction’ that accept drug use and do not help drug users to become free from drug abuse. This undermines the international efforts to limit the supply of and demand for drugs. ‘Harm reduction’ is too often another word for drug legalisation or other inappropriate relaxation efforts, a policy approach that violates the UN Conventions. There can be no other goal than a drug-free world. Such a goal is neither utopian nor impossible.



      (Declaration of World Forum Against Drugs, Stockholm, Sweden, 2008)


      Step-by-step development


      It appears therefore that in drug policy as in other policy areas, incremental change has been the explicit strategy of those aiming at ‘closer European Union’ (that is, achieving an increasing proportion of common positions in policy statements), and has been actively pursued by the key actors within the dominant institutions of the EU (Hantrais, 1998; Clarke, 2001, p. 34).


      While enlargement might have been expected to lead to greater diversity within Europe on drug issues, oddly, convergence or harmonisation have in many ways followed the expansion of the EU. EU accession instruments had an impact on drug policy convergence and the adoption of harm reduction in new Member States. This is partly because the accession countries were keen to drop all vestiges of the former Soviet system and were open to demonstrating their adherence to European values and policies. The deliberate policy of institution building within the EU encouraged this process, including the coordination of activities aimed at synchronisation in the conduct of reviews, publishing of strategies and action plans and attention to the value of information and evaluation. Drugs as an issue can serve these purposes very well since drug misuse is at face value something all agree to be a bad thing: through the process of deliberating on drug policy, networks develop, institutions are formed and the wider aspects of a European approach are learnt, such as transparency, justification by reference to evidence, dialogue, and involvement of civil society.


      For instance, the European Union PHARE ([2]) programmes exercised influence over candidate countries aiming to meet the requirements for accession. The European Commission funded a multi-beneficiary drug programme within PHARE, and the EU included national drug policy as an area of focus in its accession talks with candidate countries, which all signed the UN Conventions. Many candidate countries made the prevention of trafficking of illicit drugs an area of special attention and focus.


      There have thus been a number of steps in the path towards convergence: the shared experience of practitioners, especially those involved in tackling the heroin, HIV/AIDS and hepatitis C epidemics and treating injecting drug users (IDUs); an increasingly shared perception of the problem, partly encouraged by dialogue around the development of information resources; the development of a common language to support the discourse; and the adoption of a set of common methods and reporting standards.


      Forums and networks have also played a role in developing shared understandings and approaches to the European drug problem. With the Frankfurt Resolution of November 1990, representatives from the cities of Amsterdam, Frankfurt, Hamburg and Zurich resolved that attempts at eliminating drugs and drug consumption were a failure and that a new model was needed to cope with drug use in European cities (http://www.realitaeten-bureau.de/en_news_04.htm). This led to the setting up of European Cities on Drug Policy (ECDP), which helped open up the debate for a Europe-wide harm reduction drug policy approach. The direct involvement of user groups as well as epidemiologists and medical and criminal justice and other practitioners has been another important factor. ENCOD (European Coalition for Just and Effective Drug Policies) is a European network of about 156 organisations and individual citizens affected by and concerned about current drug policies. Another important network is the International Drug Policy Consortium — ‘promoting objective and open debate of drug policies’; this brings together NGOs and professionals who specialise in issues related to illegal drugs, while the International Harm Reduction Association (IHRA) has influence through its efforts to promote a harm reduction approach to all psychoactive substances on a global basis.


      On the other hand, there have continued below the surface to be strong opposing currents of opinion on drug policy (see box here). In April 1994, the Stockholm resolution aimed to promote a drug-free Europe and established European Cities Against Drugs (now with 264 signatory municipalities in 30 countries). In this process, Sweden played a leading role (http://www.ecad.net/resolution).


      Conclusion


      Some have noted ‘a clear trend across Europe towards the recognition of harm reduction as an important component of mainstream public health and social policies towards problem drug use’, representing something of a ‘sea change in European drug policies’ (Hedrich et al., 2008, p. 512). This convergence appears to have been strongly influenced by the production of EU drugs strategies from 1999 onwards, and the development of concrete, measurable targets, action plans and evaluation strategies. Hedrich et al. note:


      By including harm reduction as a key objective of drug policy, EU action plans not only reflect what was already happening in some Member States in response to serious public health challenges but [also] that European instruments further consolidated harm reduction as one of the central pillars of drug policy.


      (Hedrich et al., 2008, p. 514)


      Convergence towards ‘policy consensus’ was thus ‘mediated by EU guidance while not originating from it’ (Hedrich et al., 2008, p. 507).


      The evidence reviewed in this chapter supports a conclusion of a progressive although limited convergence in European drug policies and that harm reduction is both an element and an indicator of this convergence. Opioid substitution treatment and needle and syringe programmes have become part of the common response in Europe for reducing problems related to drug injecting. This is characterised as a ‘new public health’ response to injecting drugs and HIV/AIDS (see also Rhodes and Hedrich, 2010).


      EU drugs policy mixes traditional law enforcement approaches with an increasing focus on public health. A public health approach could be seen as relatively humane, sympathetic to those affected by drug use — both users, and families and communities — and as following ethical principles (see also Fry, 2010). The public health model still, however, rests on a ‘disease’ conception of drug use, framing it as an infectious and communicable disease that can be regulated from above, using a package of measures including surveillance and monitoring and aiming at containment. The starting point is recognising that the disease is present, even if measures should try to prevent or eliminate it. The main concern is to reduce the risk of transmission and its development into an epidemic. This conception has grown in power with the arrival of HIV/AIDS, exacerbated more recently by hepatitis C. It is a feature of this model also to assume that some members of populations are more vulnerable than others and that, although the underlying causes may need to be understood and tackled, in the short term the focus should be on targeting these groups. The priority is to focus on containing and managing the disease. This approach, based on scientific evidence and filtered through a range of regulatory and advisory bodies, produces directives, recommendations and guidance documents to which national governments are expected to respond. These increasingly influence national policies, partly because national governments want to ‘show willing’, be part of and signed up to the European Project, and also in some cases because governments do not actually consider drugs to be as important an issue as others on their busy agendas, so they do not bother to contest the matter.


      In reality, implementation, a crucial element in the policy process, is influenced by the degree of acceptance by those involved of the measures suggested. Treatment professionals, service providers and budget holders influence the shape of service responses, and the wider society — of non-governmental pressure groups, drug users themselves and families and communities — may agree or disagree about the basic values on which these recommendations are based.


      Overall, however, within Europe, a coordinated and increasingly coherent ‘middle ground’ policy on drugs appears to be emerging, within which harm reduction has an accepted place. But there is continuing tension between opposing views. A compromise may hold for a while, but with changing circumstances and conditions further policy adaptations are likely to appear on the agenda.
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      Perspectives on harm reduction — what experts have to say


      Jürgen Rehm, Benedikt Fischer, Matthew Hickman, Andrew Ball, Rifat Atun, Michel Kazatchkine, Mat Southwell, Craig Fry, Robin Room


      Harm reduction is usually used as an umbrella term to define interventions, programmes and policies that seek to reduce the health, social and economic harms of substance use to individuals, communities and societies. But definitions of harm reduction are also contested. At the same time, a variety of challenges face the development and implementation of harm reduction policies in Europe and elsewhere. We invited nine international experts to reflect upon harm reduction. Between them, they reflect expertise in international public health policy and development (including representatives of the World Health Organization and Global Fund), the health and social sciences, medical ethics and user involvement. Their topics focus on challenges regarding:


      • strengthening the concept and evidence-base (Rehm and Fischer);


      • preventing hepatitis C (Hickman);


      • broadening the scope of interventions (Ball);


      • scaling up coverage (Atun and Kazatchkine);


      • generating genuine user involvement (Southwell);


      • the ethics of policy decision-making (Fry); and


      • how best to think about and define what we mean by harm (Room).
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      Harm reduction in an open and experimenting society


      Jürgen Rehm and Benedikt Fischer


      Over the past 25 years ‘harm reduction’ has played an increasingly prominent and explicit role in substance use policy and interventions, especially in Western Europe and Australia, but also in North America to some extent. Although people have struggled with the concept in terms of its clarity, and there has been ideological opposition to it since its inception, its fundamental significance is that it departs from the traditionally dominant approach by which the severity of substance use problems is principally defined by the extent, quantity or frequency of substance use by an individual or within a population. The implied logic of this conventional approach to substance use suggested that abstinence, and thus reducing the prevalence of use ought to be main goals of substance use, interventions or policy.


      Although the principles of harm reduction stretch back several decades, harm reduction practice was symbolically re-invented during the early phase of the HIV/AIDS epidemic among injecting drug users (IDUs) in the 1980s. This was a time when health workers started providing clean syringes to IDUs — rather than seeking to achieve their abstinence from drug use — in order to halt the spread of HIV. Since then, harm reduction initiatives and frameworks have been established for all areas of substance use, albeit not without substantial difficulty or opposition.


      Critics of harm reduction have claimed that the concept of ‘harm’ is not objectively defined, and therefore does not provide a strong empirical basis for the implementation and evaluation of harm reduction measures (Rehm and Fischer, 1997; Leshner, 2008; Hall, 2007). Further, it has been suggested that harm reduction approaches appear to sanction or even enable substance use, and therefore may facilitate the ‘legalisation’ of illicit substances, and thus may send out ‘the wrong message’ (DuPont, 1996). Finally, an often-cited argument is that harm reduction measures for illicit drugs contravene international drug control treaties, although such criticisms have been rejected both in theory and in practice (Room, 2003). For each of the main substantive substance use arenas (alcohol, tobacco, illicit drugs), there are distinct harm reduction debates and initiatives. We summarise some of these below, before sketching out an evidence- and experimental-based approach to implementing interventions based on harm reduction principles.


      Harm reduction in different fields of substance use: commonalities and differences


      The term harm reduction has somewhat distinct connotations in different fields of substance use.


      Alcohol


      In the alcohol field there has been recognition for some time now that abstinence may not be the ideal or most feasible outcome of policy or therapeutic interventions, as consistent light to moderate alcohol use without heavy drinking occasions has been shown to confer health benefits (Pearl, 1926; Rehm et al., 2004b; Rehm et al., 2003). Even though abstinence for everybody is not the main goal of alcohol policy in Western societies anymore, approaches to reduce consumption in a given country or region are still presented as harm reduction (Room, 2004). However, the current use of the term has evolved, and in the debates at the World Health Assembly towards establishing a global strategy to reduce alcohol-attributable harm, harm reduction has been framed in different ways by many players.


      Despite differences of emphasis, there is an emerging consensus among alcohol experts:


      • that abstinence may not necessarily be the only goal of a public health approach for the population and not even necessarily the goal of treatment for individuals who enter the treatment system (see ‘controlled drinking’ approaches as one kind of therapy, or so-called ‘wet hostels’ as one form of intervention, Podymov et al., 2006);


      • that patterns and practices of drinking predominantly influence the alcohol-related harm experienced (Rehm et al., 2003);


      • and that this harm from drinking is to a substantial extent also influenced by the environment and the context of drinking (Rehm et al., 2004a).


      Following this perspective, the risk behaviour of so-called ‘binge drinking’ (Gmel et al., 2003) has become the focus of many preventive and therapeutic interventions. Here, the advice might be to replace the consumption of two bottles of wine in one setting on a Friday with drinking one glass of wine daily in conjunction with a meal. This change of drinking patterns results in about the same amount of alcohol being consumed, but typically leads to much less health and social harm.


      However, closer examination shows that despite changes of language and examples, the interventions proposed are often still the same as 40 years ago within a supposedly different paradigm. As some of the accepted truths of the field (that is, that higher availability of alcohol leads to more harm under all circumstances) have been empirically challenged (example: Sweden has experienced much higher availability of alcohol in the past years, but not necessarily higher consumption or alcohol-attributable harm), the global strategy will need a much closer examination of what interventions produce which effects under what circumstances, and less debate on how we label the successful interventions.


      Tobacco


      Many have argued that harm reduction cannot be applied to tobacco smoking, since smoking even small quantities of tobacco is associated with significant health risks (Institute of Medicine, 2001). However, changing realities have led to a new focus on harm reduction and smoking, at least in high-income countries (Shiffman et al., 2002; Hatsukami et al., 2004; Hughes, 1995). In many Western countries, smoking is now increasingly concentrated in a population of ‘hard-core’ smokers who often have symptoms of depression (Fergusson et al., 2003) and/or are economically disadvantaged (Barbeau et al., 2004). Such people may not be able to quit their tobacco consumption entirely, but may be good candidates for harm reduction measures — for example, practices of controlled smoking supported by alternative nicotine delivery mechanisms — that lower the risks associated with their smoking. In addition, harm reduction may offer alternative interventions for smokers that are less punitive or stigmatising in an increasingly harsh ‘anti-smoking’ climate (Poland, 2000).


      Some attention has been given in this context to alternative or ‘safer’ nicotine delivery models that eliminate the highly carcinogenic effects of smoked tobacco inhalation by means of ‘cleaner’ forms of nicotine intake (Ferrence et al., 2000). These range from various culture-specific forms of chewed tobacco products (e.g. ‘snus’) to nicotine gum or patches. Some have pointed out that ‘controlled’ or ‘reduced’ smoking for certain users would at least reduce exposure to harmful tobacco smoke and its consequences (Drinkmann, 2002; Hughes, 2000), if it is not compensated by more harmful ways of inhaling. Studies have yet to demonstrate whether such approaches are really showing an overall benefit for the target groups. Again, an extensive ideological debate will not reduce any of the harms associated with smoking. Rather, well-designed and executed scientific experiments testing the benefits of different types of ‘harm reduction’ interventions for smokers resistant to quitting may inform the best mix of interventions for different target groups (Rehm and Strack, 1994).


      Illicit drugs


      Until recently, the harm reduction approach has been equally controversial in the field of illicit drugs (that is, drugs whose consumption is prohibited by law). Although depending on the type of illegal drug, an accumulation of evidence over the past couple of decades points to the substantial risks of death and disease associated with illicit drug use and specifically underlines the crucial role that behavioural, social and environmental factors play in aggravating or mitigating those risks (EMCDDA, 2003). Various harm reduction measures have been used to pragmatically reduce drug-related risks especially in the area of IDU, including needle exchange programmes that are known to reduce transmission risk behaviours for both HIV and hepatitis B and C among IDUs (Vlahov et al., 2001; Kimber et al., 2010). Supervised injection facilities — including many such operations in Europe and Australia, and one facility in North America (‘Insite’ in Vancouver) — have become a main intervention for IDUs and aim to reduce overdose, infectious disease and public order problems among IDUs by offering a protected and medically supervised drug injecting environment. Overall, the empirical evidence shows some success (Kimber et al., 2003; Hedrich, 2004; Hedrich et al., 2010), but the interpretation is limited by the weak designs applied in many evaluations, often represented by the lack of adequate control groups. This leaves the door open for alternative interpretations of data produced and subsequent ideological debate.


      Towards a more evidence-based and experimental approach


      Although the term ‘harm reduction’ has different meanings within and across different fields of substance use, there are some clear conceptual underpinnings. First, the primary emphasis within this paradigm is on the outcomes of substance use rather than on use itself. Second, the major objective of intervention measures is to reduce negative outcomes, regardless of whether or not use is reduced.


      As such, harm reduction can be construed as an alternative — welcome or not — to the conventional paradigm underlying substance use interventions or policy, which has been concerned principally with use per se. Clearly, all fields of substance use are starkly shaped by an abundance of ideology. Harm reduction is and will remain controversial in this climate, as it challenges or deviates from conventional approaches and norms to substance use, some of which signal that any form of substance use is bad or should not be accepted or ‘aided’. Thus, simply renaming the approach may incur some short-lived gains on the rhetorical level, but may not resolve these substantive conceptual dilemmas in the long run. Rather, the use of ‘harm reduction’ terminology should be avoided at the philosophical or abstract level, and instead should be specified concretely in each instance with regard to what is meant by ‘harms’, and how ‘the reduction of harm’ is supposed to occur and to be measured. Thus, harm reduction efforts in practice should be clear in their conception, based on evidence and implemented in a way that allows their effectiveness to be evaluated. This, in consequence, also means that harm reduction measures should be revised or suspended, if they do not deliver the intended or otherwise beneficial outcomes.


      In the field of substance use, ideology is a strong current, and a simple label (such as ‘harm reduction’) can suffice to render certain interventions or measures as unacceptable. We must therefore find ways to move towards a more experimental and evidence-based approach to substance use policy and interventions (Campbell, 1969; Rehm, 2009). Measures such as supervised injection sites should be implemented with clear outcome objectives on a time-limited basis; the progress towards these objectives should be monitored, and if not reached, the available — and typically scarce — resources should be invested in other interventions. Furthermore, experiments on programming options should be construed and implemented a priori with control groups, such as the Saturday opening hours for alcohol in Sweden, where the policy was implemented in one part of the country, with another part of the country serving as the control group (Norström and Skog, 2003). Such control groups are very valuable in distinguishing effects of interventions from secular trends or concomitant events. Another example in this direction would be the proposal for alcohol outlets in Canada to open on Sunday mornings in certain areas to avoid the use of surrogate alcohol by marginalised or poor alcohol addicts (e.g. homeless people) who do not have enough funds to stock their required alcohol supply over the weekend.


      It is unlikely that the fundamental philosophical controversy regarding ‘harm reduction’ will ever diminish or disappear. The only basis for a meaningful continued existence of harm reduction concepts will be a firm linkage with concrete definitions and operationalisations, and evidence-based assessments of whether the respective measures deliver on their objectives or not. These principles should also become a consistent standard for all policy frameworks relying on the harm reduction concept.
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      Matthew Hickman


      Harm reduction applied to substance use, such as injecting, is a form of secondary prevention. Harm reduction aims to prevent the consequence of drug use, that is, to reduce the burden of disease and improve the health of the population (Lenton and Single, 1998). Clearly when onset of drug use or progression to dependence cannot be prevented then it is logical to intervene in order to reduce the potential consequences of drug use, in the same way that once people have developed diabetes, obesity or high blood pressure primary prevention is replaced by other strategies that aim to reduce potential health problems associated with these conditions. In some chronic health problems the natural history requires life-long treatment (such as diabetes) whereas in others the disease or adverse condition can be reversed. The latter is true of substance use, which is often described as a ‘chronic relapsing condition’ — that is, it may be of long duration with multiple periods of recovery and relapse before final cessation (O’Brien and McLellan, 1996). Harm reduction, therefore, aims to reduce premature mortality and long-term health and social problems during periods of substance use. Replacing the term ‘harm reduction’ with ‘secondary prevention’ may please some or annoy others (Hall, 2007; Weatherburn, 2009). But any name change is less important than recognising that harm reduction is like any other public health intervention (Institute of Medicine, 2007).


      Evidence is required that a specific harm reduction activity is effective; that harm is reduced in order to justify ongoing support and investment; and that like any public health intervention the evidence is assessed in standard ways and compiled from study designs that can properly test whether exposure to the harm reduction intervention has reduced harm. In the hierarchy of study designs randomised control trials give the strongest evidence — if the research question and exposure lends itself to a trial. Next in the hierarchy come cohort studies and case control designs, which separate and attempt to clarify clearly the relationship between exposure and outcome. Cross-sectional or ecological study designs may corroborate or raise hypotheses — but cannot by themselves test them. Nonetheless it should be possible to generate good-quality evidence (even without a trial), especially by considering consistency of evidence across different studies, different study designs and settings (Rutter, 2007).


      Harm reduction or drug harms are collective nouns and cannot be reviewed as a whole. They encompass many forms of harm reduction (encompassing psychological and pharmacological therapies, provision of sterile drug taking equipment, and changes to the risk environment) and multiple harms (from neurocognitive deficit, psychological and psychiatric impairment, crime, family and social problems, and acute and chronic ill-health) (Horne, 2007).


      So let us consider a specific area — harm reduction and injecting drug use — associated with marked levels of harm, a range of interventions, and novel intervention development. There is good evidence from trials and well-conducted observational cohort studies that methadone reduces the risk of overdose, and can have a role in reducing HIV infection among injectors (Institute of Medicine, 2007). There is weaker direct evidence but good evidence from cost-effectiveness models that needle and syringe programmes reduce HIV transmission. More challenging for harm reduction, and what I want to focus on, is its role in preventing hepatitis C virus (HCV).


      HCV is a comparatively common blood-borne infection that may lead to liver cirrhosis, cancer and death. In the United Kingdom — and many other countries in Europe — 80 % of infections are due to injecting drug use and nearly 0.5 to 1 % of the adult population maybe infected with HCV (De Angelis et al., 2008). The risk of becoming infected with HCV increases with injecting duration, and in many cities in Europe one in two active IDU will be infected with HCV (Hickman et al., 2007). Two key harm reduction interventions that may reduce HCV transmission are: (i) needle and syringe programmes (NSPs), which aim to reduce the use and sharing of injecting equipment that maybe infected with HCV; and (ii) opioid substitution treatment (OST), which in the context of HCV aims to reduce injecting frequency and thereby reduce the probability of sharing and increase coverage of NSPs.


      The first challenge and obvious policy question is — what evidence is there that harm reduction reduces HCV transmission? Unfortunately there is very little direct evidence (ACMD, 2009). For example, Jo Kimber, Norah Palmateer and colleagues report overwhelming evidence from reviews and individual studies that NSP and OST reduce self-reported injecting risk (Kimber et al., 2010; Palmateer et al., 2010). However, there is insufficient review-level evidence that NSP or OST are associated with a reduction in HCV incidence.


      Does this matter? It might simply be because the studies are too small or underpowered to detect a difference in HCV incidence; if the outcomes are combined (reported sharing and HCV incidence) then the evidence is positive. However, it does matter. Reported injecting risk behaviour change is not a good enough marker of reduced HCV transmission. There are many cross-sectional surveys and longitudinal surveys of IDU that find reported sharing to be a poor predictor of HCV infection — with high rates of HCV among people who report ‘never sharing’, and comparatively small increased rates of infection among people who report sharing. Reported injecting risk may be misclassified or may be under- or over-reported due to social desirability or other reasons. More importantly, even if a reduction in sharing occurred, without information on HCV incidence we cannot be certain that the reduction was sufficient to reduce HCV transmission. We cannot rule out the possibility that NSP or OST are having no effect on HCV transmission.


      However, we know that OST and NSP are beneficial for other health outcomes. So the challenge and policy question should really be — what level of harm reduction is required to reduce HCV transmission? How much extra may be required? We know that in many other European countries HCV prevalence among IDU remains persistently high. In the United Kingdom, HCV prevalence has doubled among recent injectors in the last 10 years — evidence that current interventions and coverage are insufficient (Sweeting et al., 2009). In contrast, there is some evidence that HCV incidence has fallen in Amsterdam (van den Berg et al., 2007a). Indeed there is emerging evidence from the Amsterdam Addiction Cohort (AAC) of a positive intervention effect of harm reduction against HCV incidence (van den Berg et al. 2007b). IDU who were on ‘full’ harm reduction’ (that is, on OST and high coverage NSP — receiving a sufficient number of syringes for the reported number of injections) had an HCV incidence approximately one-third lower than those receiving either OST or NSP. HCV incidence among IDU-receiving ‘partial or incomplete harm reduction’ was no different from IDU receiving no harm reduction; and there was no evidence of an intervention effect for NSP or OST alone.


      The implication of the evidence from AAC is stark and far-reaching. If true, and we observe a similar picture in the United Kingdom (unpublished), then HCV incidence can be reduced, but providing a small amount of harm reduction is insufficient — partial harm reduction will not have an impact on HCV transmission. Further, only the combination of interventions seemed to have an effect. Perhaps the reason why there is no review-level evidence of an intervention effect in the literature is because studies have been investigating a single intervention (e.g. NSP vs. no NSP), and not assessing sites and subjects in OST with high levels of NSP coverage. It is not difficult to see why partial harm reduction may not be enough. If you live in a site where one in two IDU are infected with HCV, and the probability of HCV transmission after sharing an infected syringe is, say, 3.5 %, then you only need to share about 40 times to have a 50:50 chance of being infected with HCV. If you inject 500 times a year then even if you are safe 95 % or more of the time, it does not take many years for your chance of being HCV positive to become very high.


      This evidence leads to two further challenges. We need to strengthen the evidence base on what level and combination of harm reduction interventions reduce HCV transmission (Hickman, 2009). This is not trivial. Randomised control trials, at least for OST and NSP, cannot be used, as it would be unethical to randomise interventions that have proven benefit on other health outcomes. This may not be the case for other interventions, which, therefore, could be randomised alongside OST and NSP. Equally, longitudinal studies are expensive and difficult to conduct well and achieve high rates of follow-up. Instead, innovative methods may be required that make use of different serological markers of HCV infection to identify incident infections — and compare HCV incidence against different harm reduction exposures. A further complication is that these studies need to investigate and measure the impact of different combinations of harm reduction intervention.


      Finally, the challenge of HCV prevention to harm reduction providers and advocates is that services need to interact and combine. Providing sterile equipment or offering OST may not be enough; but the two need to work together. Reducing injecting frequency and achieving injecting cessation must become prominent goals of HCV harm reduction in order for the reduction in injecting risk and the scale of behaviour change required to prevent HCV to be sustainable.
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      Drug use is associated with multiple and changing health risks and harms, requiring increasingly diversified and complex responses. There is an emerging consensus that harm reduction programmes need to be comprehensive and flexible if they are to achieve significant public health outcomes. The example of HIV prevention, treatment and care among injecting drug users illustrates the importance of adopting a broader rather than a more restrictive definition of harm reduction (Ball, 2007a). Harm reduction programmes on the ground need to move beyond single interventions (such as needle exchange programmes and opioid substitution treatment) delivered in isolation, to a comprehensive set of interventions linked in with broader health and social services.


      How broad should the harm reduction net be cast? Within the context of HIV and injecting drug use there are multiple intervention points where HIV risk and harm can be reduced, including by decreasing HIV vulnerability and risk, preventing HIV transmission, treating those who are infected and mitigating the impact of HIV on communities. Considering a hierarchy of harm reduction goals, first, interventions can focus on those individuals and populations who are most vulnerable to adopting HIV risk behaviours (such as moving from non-injecting to injecting drug use) or are exposed to HIV risk settings (such as incarceration), but have yet to engage in risk behaviours. The aim of such interventions is to reduce vulnerability by addressing such factors as stigma and discrimination, marginalisation, gender inequity and criminalisation (UNAIDS, 2008). Second, for those who are already engaged in HIV risk behaviours interventions should target those behaviours to reduce risk, such as the use of opioid substitution treatment and needle and syringe programmes to reduce sharing of injecting equipment (Institute of Medicine, 2007). Some injecting drug users are more vulnerable than others, such as female drug users, prisoners and those in rural areas, because their situations prevent them from adopting safer behaviours or accessing prevention services. Third, where individuals are exposed to HIV, interventions for preventing or reducing HIV transmission may be considered, such as the use of antiretroviral drugs for post-exposure prophylaxis and the potential use of HIV vaccines and pre-exposure prophylaxis when they become available (Smith et al., 2005). Fourth, where transmission has already occurred interventions (including antiretroviral treatment) can aim to protect the health of those drug users living with HIV and to prevent onward transmission of HIV to their sexual and drug-using partners and to infants, including via ‘positive prevention’ interventions (WHO, 2008). Fifth, for those who become ill, treatment and care can reduce HIV-related morbidity and mortality and prevent and manage co-infections and co-morbidities (Ball, 2007b). And finally, interventions can focus on mitigating the social and economic impact of HIV on drug users, their families and communities, such as through social health insurance schemes and care for HIV orphans (Souteyrand et al., 2008; UNICEF, 2007).


      Despite multiple opportunities for reducing HIV-related harm among injecting drug users, most harm reduction programmes still focus on a limited number of interventions, particularly those that target specific HIV risk behaviours. Since the mid-1980s, the ‘big three’ interventions have been risk reduction communication (particularly through community-based outreach), needle and syringe programmes and drug dependence treatment (notably opioid substitution treatment for opioid users). For these interventions the evidence of effectiveness is strong and the feasibility of implementation has been demonstrated in some of the poorest and most difficult settings (Institute of Medicine, 2007; Needle et al., 2005; Wodak and Cooney, 2005; Farrell et al., 2005). In recent years, HIV treatment has been added to the list, with increasing evidence that people living with HIV who use drugs can achieve good outcomes with antiretroviral therapy (Lert and Kazatchkine, 2007). The World Health Organization (WHO), the United Nations Office on Drugs and Crime (UNODC) and the Joint United Nations Programme on HIV/AIDS (UNAIDS) have defined a broader package of interventions for HIV prevention, treatment and care among injecting drug users, adding five interventions to make nine ‘priority interventions’ (WHO et al., 2009b):


      • needle and syringe programmes;


      • drug dependence treatment;


      • behaviour change communication;


      • HIV testing and counselling (WHO and UNODC, 2009);


      • HIV treatment and care;


      • condom promotion;


      • prevention and treatment of sexually transmitted infections (Aral et al., 2005; Coffin et al., 2009);


      • prevention and treatment of viral hepatitis (Bottecchia et al., 2007; Hellard et al., 2009; WHO Regional Office for Europe, 2006);


      • and tuberculosis prevention, diagnosis and treatment (WHO et al., 2008).


      In addition, a programmatic framework is required to take these interventions to scale, including strategies to establish supportive policy and community environments, better engage civil society and other partners, build robust systems for service delivery, and strengthen strategic information to guide responses.


      The situation is dynamic, with new developments having implications for how harm reduction programmes might be structured in the future. Research on new HIV prevention interventions needs to be monitored closely to determine their relevance for harm reduction programmes. For example, there is a widening discourse on the role of antiretroviral drugs in the prevention of HIV transmission. A pre-exposure prophylaxis trial in Thailand, involving 2 400 HIV-negative injecting drug users, is studying the safety and efficacy of oral tenofovir for reducing HIV transmission among injecting drug users (CDC, 2009). Whereas the use of antiretroviral post-exposure prophylaxis has become routine practice in many occupational settings, consideration needs to be given to its wider use in non-occupational settings, including for injecting drug users (WHO and ILO, 2007). Recent studies suggest that suppression of viral load through antiretroviral therapy decreases the risk of HIV transmission between HIV-discordant couples (Reynolds et al., 2009). Several modelling exercises have considered the role of antiretroviral therapy in preventing the sexual transmission of HIV (Montaner et al., 2006; Granich et al., 2009), and in controlling HIV epidemics among injecting drug users (Bastani et al., 2010).


      Harm reduction programmes should benefit from new developments in HIV/AIDS treatment, care and support. New evidence is emerging that earlier initiation of antiretroviral therapy is associated with better treatment outcomes (NIAID, 2009). This has significant implications for prioritising HIV testing and counselling in harm reduction programmes, to ensure that the HIV status of drug users is determined early so that treatment initiation and prevention efforts may be optimised. The majority of injecting drug users in low- and middle-income countries are unaware of their HIV status. In a survey of 44 low- and middle-income countries in 2008, some 25 countries reported on the percentage of injecting drug users who had received an HIV test and test result in the past 12 months, with a median of only 23 % of injecting drug users knowing their HIV status (WHO et al., 2009a). The promotion of provider-initiated HIV testing and counselling (PITC) and the use of rapid HIV testing technologies is particularly relevant for harm reduction programmes, given that follow-up of individuals may be difficult (WHO and UNODC, 2009). In 2006, out of 44 European countries surveyed, 32 provided PITC specifically for injecting drug users (EuroHIV, 2007). The emergence of simpler, better tolerated and more robust antiretroviral therapy regimens offer opportunities for better treatment outcomes in drug-using populations where treatment adherence and toxicity continue to pose major challenges (Lert and Kazatchkine, 2007). Female drug users should benefit from new approaches to the prevention of mother-to-child transmission of HIV (WHO, 2009) and interventions for addressing gender-based violence (WHO, 2007). There is also increasing recognition that harm reduction programmes should address the broader health care needs of drug users living with HIV, including the prevention and management of common opportunistic infections (notably tuberculosis) (WHO et al., 2008), co-infections (including viral hepatitis and sexually transmitted infections) and co-morbidities (such as mental health disorders), in addition to addressing their sexual and reproductive health needs and rights (GNP+ et al., 2009).


      While much attention is given to specific HIV prevention technologies and treatment approaches let us not forget about the broader range of interventions that make for a truly comprehensive response, such as structural interventions for reducing HIV vulnerability and social protection for affected families and communities (Rhodes and Simić, 2005; UNAIDS, 2008). Furthermore, little consideration has been given to the potential role within harm reduction programmes of new or promising biomedical technologies for the prevention of sexual transmission of HIV, such as male circumcision and topical microbicides (Padian et al., 2008). Today, with the global economic downturn and competing public health and development priorities, we can anticipate ever-louder calls for prioritisation of investments and definition of essential packages of interventions. While this may be an opportunity to bring greater focus to our harm reduction work, we need to ensure that in doing so our public health goals of universal access, health equity and social health protection are not compromised. Certainly, priority must be given to protecting investments in already proven high-impact interventions, such as needle and syringe programmes and opioid substitution treatment. In austere times, can we justify expanding the harm reduction package to include new interventions when coverage of the ‘core’ harm reduction interventions remains abysmally low in most countries? Decisions will need to be guided by solid evidence. More efficient and effective models of service delivery are required, including the integration of harm reduction interventions into other relevant health services, such as primary health care, sexual and reproductive health, mental health and tuberculosis services. To garner broad support, we need to demonstrate that harm reduction programmes and services contribute to, and are part of, broader health and community systems that strengthen and contribute to broader health and development outcomes — that harm reduction is a public good worth investing in.
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      The exceptionality of the HIV/AIDS epidemic has long been acknowledged: it is shaped by and yet also impacts on socio-economic, political, cultural and legal environments, as well as individual beliefs and norms (Rhodes, 2002). This complex interplay of factors influencing the epidemic is particularly evident in concentrated epidemics driven by injecting drug use, as drug use is strongly influenced by macro-environmental factors such as political and economic changes, as well as socio-cultural and legal norms in particular settings. In many cases this leads to stigmatisation, marginalisation and isolation of injecting drug users (IDUs). Whilst evidence strongly suggests that HIV transmission driven by injecting drug use can be halted and reversed through effective multi-component harm reduction programmes (Ball et al., 1998; Institute of Medicine, 2007), this evidence has been overlooked or disregarded by policymakers in many countries. Consequently, in many parts of the world, injecting drug use is still fuelling HIV epidemics. Europe, a setting with contrasting policies to control HIV epidemics amongst IDUs and various levels of success with these policies, provides valuable evidence and a learning example to inform policy decisions on harm reduction programmes.


      The countries of western Europe ([3]), through wide-scale implementation of needle and syringe programmes (NSPs), opioid substitution treatment (OST), outreach, and education programmes implemented in the late 1980s and 1990s, were able to halt (such as the United Kingdom) or control (such as France, Italy, Spain) IDU-driven HIV epidemics (Stimson, 1995; Matic et al., 2008; Atun et al., 2008). Similarly, the central European countries of the Czech Republic, Poland, Slovakia, and Slovenia, which experienced rapid socio-economic, political and cultural transitions, were also able to stabilise their HIV epidemics at low prevalence by responding early through the implementation of effective control measures and comprehensive harm reduction (Donoghoe, 2006). Consequently, in western and central Europe, as of 2008, the reported number of new cases of HIV amongst injecting drug users had declined: accounting for a smaller proportion of the HIV burden than previously (UNAIDS and WHO, 2008). By contrast, former Soviet Union countries in eastern Europe and central Asia ([4]), which, following the dissolution of the Soviet Union in the early 1990s, were subject to rapid socio-economic, political and cultural transitions, experienced IDU-driven HIV epidemics (Rhodes et al., 1999), which today are persisting and worsening. In eastern European countries, the response to the IDU HIV transmission was slow and compromised by health systems unequipped to handle the rapid increase in the burden of HIV (Rhodes and Simic, 2005). Even now, though harm reduction programmes are being implemented in all countries of eastern Europe, coverage is woefully inadequate to have any impact on the epidemics these countries face (Donoghoe, 2006). This is evidenced by the current trend of rising HIV incidence amongst injecting drug users in eastern Europe (Wiessing et al., 2008). Of particular concern are the persistent inequities in access to prevention and treatment services and access to antiretroviral therapy (Atun et al., 2008; Donoghoe et al., 2007).


      To stem the HIV epidemics in eastern Europe, and to address the unacceptable inequities in access to antiretroviral therapy, it is essential to establish and scale-up comprehensive harm reduction programmes that incorporate NSPs and OST and ensure they are implemented in prisons in both western and eastern Europe. However, in many countries this expansion is hindered by inadequate provision in the legislation that protects the human rights of IDUs and by laws that criminalise injecting drug use and harm reduction programmes. This contributes to deep stigmatisation, and further isolation of this particularly at-risk group. However, in addition to legislative and regulatory barriers, other factors influence the scale-up of harm reduction programmes. We consider here the published literature to identify ‘barriers’ and ‘enablers’ to scaling up harm reduction programmes in Europe in order to better understand the challenges that need to be addressed to translate evidence into action.


      Health system organisation


      Many countries in eastern Europe have inherited vertically organised health systems, with parallel subsystems for HIV prevention and care, and substance use. These services are delivered by highly specialised providers, with little structural and operational integration of the services provided. This leads to fragmentation of services, prevents continuity of care and creates barriers for IDUs, a marginalised group who have poor access to services (Atun, 2006).


      This structural anomaly, which served well in the past, is not suited to the rapid implementation and scale-up of integrated responses to the IDU-driven HIV (and hepatitis) epidemics faced by these countries. Consequently, services that offer a suitable package of prevention, treatment and care are very limited in number, and when available they are largely inaccessible (Bobrova et al., 2007). For example, in Ukraine, the policy that permits only narcologists to prescribe OST has hindered scale-up of integrated harm reduction services (Bruce et al., 2006). As a result, only 0.1 % of IDUs are reached by this effective treatment (Matic et al., 2008).


      Ukraine is not alone in this practice; limiting the prescribing of OST to narcologists is common in most east European health systems — a feature that deters IDUs from seeking and adhering to effective treatment (Donoghoe, 2006). However, experience suggests that with appropriate service design these structural barriers can be overcome. In the Russian Federation, where similar structural rigidities exist and where consequently only 1–4 % of IDUs are reached by NSPs (Wiessing et al., 2009), decentralisation of these activities by including peer network and pharmacy distribution has boosted service coverage in areas where new service delivery models have been adopted (Sarang et al., 2008; Sharma et al., 2007). In contrast, evidence from transition countries such as Croatia, Lithuania, Poland and Slovenia, which soon after transition in the 1990s adopted integrated models of treatment and care for HIV positive IDUs, suggests increased service accessibility for patients (Sarang et al., 2007). In countries such as Ireland, the Netherlands, Norway, Sweden, and the United Kingdom, where in addition to specialised community- or hospital-based clinics general practitioners also provide HIV care and treatment services, service coverage and usage are high, with users reporting high satisfaction with services provided in the community and by general practitioners (Atun, 2006).


      Political support and leadership


      In western Europe, early in the HIV epidemic, support for harm reduction programmes by political leaders created an enabling environment for rapid introduction and scale-up of OST, NSPs and treatment and care programmes for IDUs. For example, in 1993 an initiative that introduced harm reduction in France was followed between 1995 and 2003 by the rapid scale-up of OST services. This led to a reduction in unsafe injection practices and a decline in HIV prevalence from 40 % to 20 % in the same period (Emmanuelli and Desenclos, 2005). In the United Kingdom, the health authorities, which enjoy substantial operational autonomy, were able to provide local leadership to establish service delivery units to quickly implement NSPs, outreach services, and integrated models of OST where a range of doctors could prescribe methadone (Stimson, 1995).


      In contrast, experience in eastern Europe is one of lack of leadership and political commitment to harm reduction. In Armenia, Russia, Tajikistan and Turkmenistan lack of obvious political support for harm reduction has meant that critical activities such as needle and syringe provision were not mainstreamed within the national HIV response, while the total prohibition of OST meant a comprehensive programme could not be mounted. A lack of political support and negative perceptions on harm reduction as a ‘Western concept’ at odds with the culture and norms in Russia has meant limited public funds being allocated to programmes to address the needs of IDUs (Tkatchenko-Schmidt et al., 2007). A strongly hostile legislative environment and socio-cultural intolerance in many countries to drug use further hindered attempts to develop NSPs and fuelled the practice of syringe sharing amongst IDUs who feared searches by police for injection equipment and possible incarceration (Rhodes et al., 2004). Likewise, Ukraine, one of the first eastern European countries to implement OST pilot projects, has been slow in scaling up these programmes due to resistance amongst the political leadership and some providers coupled with a shortage of financial resources and trained healthcare professionals. To date, there are only high-threshold services in the country (Matic et al., 2008, Schumacher et al., 2007).


      Insufficient domestic financing


      An important barrier to scaling up harm reduction programmes in eastern Europe relates to limited domestic funding allocated to HIV programmes, especially to prevention activities and targeted interventions for high-risk groups (Matic et al., 2008; Dehne et al., 2000). Though Belarus in its national AIDS programme had plans to set up NSPs nationwide, these could not be established due to financial shortfalls for programme implementation (Sarang et al., 2007).


      The Global Fund to Fight AIDS, Tuberculosis and Malaria has provided much-needed funding for programmes targeting injecting drug users and other at-risk groups, such as sex workers and men who have sex with men. Between 2004 and the end of 2008 the Global Fund, the largest donor globally for harm reduction programmes, had invested US $920 million in funding to support HIV programmes that include harm reduction components. Of this $920 million, around $180 million was specifically for harm reduction activities (Atun and Kazatchkine, 2010). In many countries of eastern Europe, the Global Fund is the sole funder of harm reduction programmes. In Ukraine, a Global Fund grant enabled the scale-up of a pilot buprenorphine substitution programme (Matic et al., 2008).


      Whilst the much-needed expansion in international funding for harm reduction is a welcome development, domestic investment targeting the needs of IDUs must also be expanded to increase access and service coverage, and to ensure sustainability. There are encouraging signs of increased investment and good coverage levels in some central and eastern European countries. For example, in the Czech Republic, where harm reduction programmes are primarily government funded, a coverage level of 82 % has been reached (Atun, 2006), while Estonia has agreed to continue funding through domestic activities that were initiated with Global Fund investments (Matic et al., 2008).


      Involvement of the civil society


      Evidence points to a critically important role played by civil society and grassroots organisations in the establishment of harm reduction activities (Sharma et al., 2008). In western Europe, early in the epidemic, the engagement of civil society positively influenced the national policies on HIV control and enabled the development of a multisectoral response to IDU-driven HIV epidemics. A multisectoral response, which was instrumental in the control of the HIV epidemic, also resulted in the design of community-driven user-friendly services (Atun et al., 2008). In France, non-governmental organisations (NGOs) played a central role in persuading the government to develop policies that enabled the establishment of harm reduction programmes for IDUs (Emmanuelli and Desenclos, 2005). In contrast, when the IDU-driven epidemics began in eastern Europe few NGOs were working there, particularly in the field of drug-use, and those that were had little or no government support (Sarang et al., 2007). In these countries a lack of civil society involvement in the response has severely handicapped efforts aimed at scaling up prevention and harm reduction services to reach high-risk populations (Atun et al., 2008). In spite of a lack of political support, networks advocating for harm reduction, such as the Open Society Institute and the Eurasian Harm Reduction Network, have played an instrumental role in advocacy, raising awareness about the problems faced by injecting drug users and disseminating and developing vital information to key stakeholders (Sarang et al., 2007). And in recent years, the World Health Organization Regional Office for Europe has appointed both a harm reduction adviser and a communicable diseases advocacy and community relations adviser, two positions unique in WHO and which have facilitated UN work on these issues across Europe.


      Conclusion


      The evidence shows a variable and generally weak response to IDU-driven HIV epidemics in eastern Europe. This contrasts with the successful responses mounted in western European countries. While the evidence for a positive impact of harm reduction programmes in controlling IDU-driven HIV epidemics is strong, in Europe the introduction and scaling up of harm reduction programmes has been driven less by the evidence and more by the socio-cultural and political context prevailing in different countries. Evidence from published studies clearly demonstrates that success in the scaling up of harm reduction activities is shaped by political leadership, the legal environment, health system organisation, the availability of domestic financing and the engagement of civil society.


      Countries in western Europe that have implemented integrated, multisectoral and multi-component interventions, supported by legal and social policies, have succeeded in controlling IDU-driven HIV epidemics. By contrast, in much of eastern Europe a lack of enabling socio-cultural and political environment and weak civil society has hindered the development of policies to translate evidence into action, in spite of the obvious need to rapidly scale-up harm reduction programmes to curb the HIV epidemic amongst IDUs.


      In eastern Europe, as well as Central Asia, evidence alone is not enough to influence the development of policies that will enable the scaling up of comprehensive harm reduction programmes. Translating evidence into action will depend not on the strength of the evidence on the effectiveness of harm reduction but on addressing many of the complex factors that interact to create a receptive or, in the case of some eastern European countries, a hostile context for its adoption.


      In eastern European countries successful scaling up and effective service coverage will depend on strong political leadership, a reform of the legal and regulatory norms to create a more enabling environment and respect the human rights of IDUs, sustained domestic funding, the strengthening of civil society and their robust engagement in advocacy and service provision, the planning and delivery of harm reduction programmes, as well as the organisation of vertically structured health systems to create client-centred services. Most critically, in eastern Europe, harm reduction interventions must be rooted in an understanding of the social and economic factors that lead to the initiation of drug use and that increase drug users’ vulnerability. This, in turn, demands the greater engagement of drug users in programme design to provide insights on how best to address and serve their needs. But first, this marginalised group must be given the opportunity to enjoy human rights — like any other citizen. However, in many European settings we are far from achieving this objective.


      References


      Atun, R. A. (2006), ‘How European health systems have reacted to HIV/AIDS epidemic’, in Matic, S., Lazarus, J. V. and Donoghoe, M. C. (eds), HIV/AIDS in Europe: moving from death sentence to chronic disease management, World Health Organization Regional Office for Europe, Denmark.


      Atun, R. A. (2008), ‘Scaling up of harm reduction programs: the Global Fund Experience’, presented at the International Harm Reduction Association’s 20th International Conference, Harm Reduction and Human Rights, 20–23 April, Bangkok, Thailand.


      Atun, R. and Kazatchkine, M. (2010), ‘The Global Fund’s leadership on harm reduction: 2002–09’, International Journal of Drug Policy (in press).


      Atun, R. A., McKee, M., Coker, R. and Gurol-Urganci, I. (2008), ‘Health systems’ responses to 25 years of HIV in Europe: inequities persist and challenges remain’, Health Policy 86, pp. 181–94.


      Ball, A. L. (2007), ‘HIV, injecting drug use and harm reduction: a public health response’, Addiction 102, pp. 684–90.


      Ball, A. L., Rana, S. and Dehne, K. L. (1998), ‘HIV prevention among injecting drug users: responses in developing and transitional countries’, Public Health Reports 113 (S1), pp. 170–81.


      Bobrova, N., Sarang, A., Stuikyte, R. and Lezhentsev, K. (2007), ‘Obstacles in provision of anti-retroviral treatment to drug users in Central and Eastern Europe and Central Asia: a regional overview’, International Journal of Drug Policy 18, pp. 313–18.


      Bruce, D. R., Dvoryak, S., Sylla, L. and Altice, F. L. (2006), ‘HIV treatment access and scale-up for delivery of opiate substitution therapy with buprenorphine for IDUs in Ukraine: program description and policy implications’, International Journal of Drug Policy 18, pp. 326–8.


      Dehne, K. L., Pokrovskiy, V., Kobyshcha, Y. and Schwartlander, B. (2000), ‘Update on the epidemics of HIV and other sexually transmitted infections in the newly independent states of the former Soviet Union’, AIDS, 14 (S3), pp. S75–S84.


      Donoghoe, M. C. (2006), ‘Injecting drug use, harm reduction and HIV/AIDS’, in Matic, S., Lazarus, J. V. and Donoghoe, M. C. (eds), HIV/AIDS in Europe: moving from death sentence to chronic disease management, World Health Organization Europe, Denmark.


      Donoghoe, M. C., Bollerup, A. R., Lazarus, J. V., Nielsen, S. and Matic, S. (2007), ‘Access to highly active antiretroviral therapy for injecting drug users in the European region 2002–2004’, International Journal of Drug Policy 18, pp. 271−80.


      Emmanuelli, J. and Desenclos, J. C. (2005), ‘Harm reduction interventions, behaviors and associated health outcomes in France, 1996–2003’, Addiction 100, pp. 1690–700.


      Institute of Medicine (2007), Preventing HIV infection among injecting drug users in high-risk countries: an assessment of the evidence, National Academy of Sciences, Washington, DC.


      Matic, S., Lazarus, J. V., Nielsen, S. and Laukamm-Josten, U. (eds) (2008), Progress on implementing the Dublin Declaration on partnership to fight HIV/AIDS in Europe and Central Asia, World Health Organization Europe, Denmark.


      Rhodes, T. (2002), ‘The “risk environment”: a framework for understanding and reducing drug-related harm’, International Journal of Drug Policy 13, pp. 85–94.


      Rhodes, T. and Simic, M. (2005), ‘Transition and HIV risk environment’, BMJ 331, pp. 220–3.


      Rhodes, T., Ball, A., Stimson, G. V., et al. (1999), ‘HIV infection associated with drug injecting in the Newly Independent States, eastern Europe: the social and economic context of epidemics’, Addiction 94 (9), pp. 1323–36.


      Rhodes, T., Sarang, A., Bobrik, A., Bobkov, E. and Platt, L. (2004), ‘HIV transmission and HIV prevention associated with injecting drug use in the Russian Federation’, International Journal of Drug Policy 15, pp. 1–16.


      Sarang, A., Stuikyte, R. and Bykov, R. (2007) ‘Implementation of harm reduction in Central and Eastern Europe and Central Asia’, International Journal of Drug Policy 18, pp. 129–35.


      Sarang, A., Rhodes, T. and Platt, L. (2008), ‘Access to syringes in three Russian cities: implications for syringe distribution and coverage’, International Journal of Drug Policy 19S, pp. S25–S36.


      Schumacher, J. E., Fischer, G. and Qian, H. Z. (2007), ‘Policy drives harm reduction for drug abuse and HIV/AIDS prevention in some developing countries’, Drug and Alcohol Dependence 91, pp. 300–05.


      Sharma, M., Burrows, D. and Bluthenthal, R. N. (2008), ‘Improving coverage and scale-up of HIV prevention, treatment and care for injecting drug users: moving the agenda forward’, International Journal of Drug Policy 19S, pp. S1–S4.


      Stimson, G. V. (1995), ‘AIDS and injecting drug use in the United Kingdom, 1987–1993: the policy response and the prevention of the epidemic’, Social Sciences & Medicine 41 (5), pp. 669–716.


      Tkatchenko-Schmidt, E., Renton, A., Gevorgyan, R., Davydenko, L. and Atun, R. A. (2007), ‘Prevention of HIV/AIDS among injecting drug users in Russia: opportunities and barriers to scaling-up of harm reduction programmes’, Health Policy 85, pp. 162–71.


      UNAIDS (Joint United Nations Programme on HIV/AIDS) and WHO (World Health Organization) (2008), 2008 report on the global AIDS epidemic, UNAIDS, WHO, Geneva. Available at http://data.unaids.org/pub/GlobalReport/2008/jc1510_2008_global_report_pp29_62_en.pdf.


      Wiessing, L., van de Laar, M. J., Donoghoe, M. C., et al. (2008), ‘HIV among injecting drug users in Europe: increasing trends in the East’, Eurosurveillance 13 (50), pp. 1–3.


      Wiessing, L., Likatavicius, G., Klempova, D., et al. (2009), ‘Associations between availability and coverage of HIV-prevention measures and subsequent incidence of diagnosed HIV infection among injection drug users’, American Journal of Public Health 99 (6), pp. 1049–52.


      People who use drugs and their role in harm reduction Mat Southwell


      People who use drugs and their role in harm reduction


      Mat Southwell


      Drug taking is in part about an engagement with risk and it is therefore unsurprising to find that people who use drugs tend to be ‘risk takers’ (Measham et al., 2001). People come to drug taking with an understanding that drug use involves risk, and that this may be attractive in and of itself. Most people who use drugs engage in drug use with an understanding that they are managing the interplay between the positive effects of a drug (pleasure maximisation) and the risks associated with administering or taking a drug (harm reduction).


      As such, people who use drugs can be defined as calculated risk takers. This challenges the orthodox addiction archetypes that describe people who use drugs as victims either of substances with some type of pseudo-magical quality or of the ‘evil drug dealers’ who peddle these drugs (Booth, 1997). Those of us who choose and defend the right to take mind-altering substances are not denying or minimising the actual risks involved in taking drugs. However, risk does not automatically result in harm and the factors informing harm are complex, multifaceted, and influenced by both internal and external factors. Too often drug policies seek simple and universal solutions to the complex world of drug taking. This results in a mismatch between political and policy discourses and the reality of drug taking on the ground, which serves to distance people who use drugs, resulting in a general distrust of official guidance.


      It is important to understand that the term ‘risk’ normally defines the likelihood of specific eventualities, which may have either beneficial or adverse consequences. For the person using drugs, the risk or potential of pleasure maximisation is judged against the risk that harm may arise from drug taking. This assessment of comparative risk is best undertaken in a value-free context, which allows people to make hopefully informed decisions about whether to use drugs or not, and, for some, to make informed decisions about which drugs to use, by which routes and in what amounts.


      Such a value-free environment may be desirable but it clearly does not exist. Drugs prevention measures are driven by a moralistic opposition to intoxication, which has its roots in the temperance movement. Drug prevention sets out to persuade young people in particular not to take drugs, by ignoring the pleasure features of these drugs and by playing up risks.


      Learning to live with drugs


      In fact, anti-drugs campaigns are arguably primarily about a discourse between politicians and adult voters, designed to show that a particular political party is ‘tough on crime’. This abuse of drugs prevention is unethical and can have dangerous, if unintended, consequences. Drugs prevention is usually pharmacocentric, focusing on drug-related risks in isolation from an understanding of youth culture or the individual lives of young people. Historically, drug use has been part of an ‘outsider’ identity and some come to drug use in search of belonging and community (Fleming, 2001). The United Kingdom Government’s anti-heroin campaign of the 1980s, ‘Heroin screws you up’ (http://drugtrain.net/drugs/heroin/heroin_screws_you_up.html), was shown in post-campaign testing to have attracted young people to adopt heroin use, as they identified with the alienated and isolated young people portrayed in the campaign’s gritty black and white posters (Hastings et al., 2004). When this information entered the public domain, government responded by condemning the researcher and excluding him from undertaking further official research. This hardly reflects a commitment to science but effectively illustrates the value-laden nature of this field.


      The harm reduction movement has been ambivalent about its engagement with drugs prevention, fearing that opposition might lead to further accusations of being ‘pro-drugs’. However, the harm reduction movement needs to lobby for value-free drugs education that provides young people with objective information about different drugs, their effects and risk profiles. If governments are serious about reducing young people’s engagement in drug taking and, particularly, in harmful drug use, then it is likely that addressing young people’s motivation, education, and social circumstances will have a greater impact than pushing simplistic anti-drugs messages.


      The need for harm reduction is becoming ever more pressing as young people gain access to a diverse range of drugs. Significantly, these drugs are increasingly taken outside the cultural and social settings that often hold community knowledge and learning. In archaic societies, Shamans acted as the guardians of the oral history of a community, gathering and disseminating learning between groups and generations. The demonisation of drugs, and the people who take them, creates a huge disincentive for peer leaders to stand up and model this function within modern-day communities. As such, young people often operate as if they are the first group ever to take drugs (Jay, 2000). This maximises risk by forcing new generations to engage in drug taking without the benefit of the knowledge and learning of previous generations.


      User involvement in harm reduction


      Harm reduction is most comfortably and effectively delivered with people who have chosen to have a sustained relationship with drug taking. However, even in this setting there are tensions about the role and contribution of people who use drugs. It is important to recognise that while many harm reduction services are delivered by professionals, much harm reduction innovation emerges from within drug using communities. Let us not forget that a drug user group established the world’s first needle exchange back in 1984 (Buning et al., 1990; Stimson, 2007), in response to hepatitis B.


      This structural response follows the natural desire to avoid risk where possible while in search of pleasure maximisation. Friedman identified that people who injected drugs in New York responded to seeing their peers falling sick in the 1980s, with what was later identified as HIV/AIDS, by reducing needle sharing and this led to a leveling off of infection rates (Friedman et al., 1999). Needle exchange subsequently provided injectors with the technology to act on this organic learning, leading to actual reductions in infection rates.


      This process of organic harm reduction has been seen among a number of drug using populations. For example, people who smoke crack correctly sought to exclude the cause of ‘black lung’, cigarette ash and other impurities, by constructing or sourcing ash-free glass pipes while continuing to smoke crack. While such strategies have been known about since the mid-1990s, stimulant pipe distribution schemes have not been widely adopted. There needs to be greater investment in the interface between drug using communities and the professional field. Drug user organisations should be key players in this environment. It is noteworthy that innovation around crack harm reduction has largely come from drug user groups or practitioners with experiential, as well as professional, expertise. Partnerships between academics, practitioners and drug user organisations need to be strengthened to ensure that knowledge in all three domains is considered and where appropriate translated into accessible practice or peer support interventions.


      Spontaneous trends away from injecting, towards non-injecting routes of administration, have been identified in a number of European settings and in New York. Research would indicate that such switches in route of administration reflect a commitment to health, a desire to reduce levels of dependency, or a wish to increase self-control. However, these changes have also been shown to be significantly influenced by the type, cost and quality of drugs. As such, route transition changes are only likely to occur when reasonably priced, good quality drugs are available in a suitable form. Strang and colleagues have questioned whether some type of market manipulation might be helpful in supporting such trends (Hunt et al., 1999). However, in reality this conflicts with demand reduction thinking that sees the disruption of the drug supply chain as a positive objective.


      Finally, people who use drugs and their organisations can uniquely operate as ‘consumer advocates’ within illicit drug scenes. These models are still underdeveloped and have yet to be subjected to scientific scrutiny. However, strategies for promoting consumer rights and ethical trading standards offer another positive opportunity for influencing the context within which drug taking takes place. Some suppliers of drugs have shown themselves willing to support harm reduction messages, operating as secondary needle exchange providers and acting as conduits for health education messages to be transmitted to key populations of drugs users (Southwell, 2008).


      People who use drugs need to become routine partners in harm reduction, supporting the identification, development and promotion of harm reduction strategies. Resources need to be allocated to properly support the translation and dissemination of peer and academic learning into practice and peer support interventions.
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      In its short history, the harm reduction specialty field of public health has routinely pushed the boundaries of evidence and policy, and tested our moral imagination in relation to the place of drug use and users in society and possible community responses. Each new harm reduction policy and programme proposal has been met with intense and often ongoing public scrutiny (e.g. condom distribution, needle and syringe programmes, maintenance and substitution pharmacotherapy, heroin prescription, supervised injecting).


      The unwavering response to this scrutiny from within the harm reduction movement has been to argue that its ‘pragmatic’ drug policies and interventions are justified because the available evidence shows they work to reduce drug harms (Hunt et al., 2006; Ritter and Cameron, 2006). The reduction of harms associated with the use and misuse of psychoactive substances would appear to be a straightforward goal, and one on which there ought to be widespread agreement. Harm reduction in the most general sense can be considered an ethical project if we accept that harm reduction measures assist in alleviating drug-related harm. Less drug harm is a good thing.


      But there is more. Harm reduction has only recently started to grapple critically with the definitional challenges and uncertainties inherent in its core goal (for example, what is drug harm? How can drug harms be measured? How do we balance drug harms and benefits?). Likewise, this field is only now beginning to awaken to the difficult normative questions that come with a focus on drug use harm (for example, what should we do to address drug harms? Whose drug harms matter most? Are some types of drug harm acceptable?).


      Harm reduction, at least mainstream harm reduction, has for the most part argued that the best way to address the definitional, measurement and evaluative challenges it faces is through evidence-based scientific approaches. Here, ‘facts’ are separated from ‘values’ in the quest for universally valid (and therefore compelling) and value-neutral or ‘objective’ scientific facts that are untainted by ‘subjective’ moral evaluations (Weatherburn, 2009).


      As this monograph shows, the evidence base in support of harm reduction policies, programmes and interventions has grown in size, complexity and sophistication. Indeed, so successful has harm reduction been judged by its advocates that we are starting to see claims emerge that the scientific debate about the value or positive impact of harm reduction is now over (Wodak, 2007). Harm reduction works.


      However, there is still significant government opposition to harm reduction measures in some of the world’s most populous countries that arguably need such measures the most. This opposition has been mostly attributed to the moralising by some powerful interests in society about the permissibility of drug misuse and of policy responses that are not abstinence-based. However, the debate has also increasingly been about the authority of science and scientific knowledge as the primary arbiter of what may be regarded as acceptable social policy. Indeed, in the health and drug policy arena we are finally coming to accept the existence of ‘blurred boundaries’ between science and politics (Gottweis, 2008), and their implications for both the definition of and proposed responses to ‘health problems’.


      Diverse perspectives exist on drug policy issues and these are informed, for better or worse, by a variety of value and belief systems. ‘Evidence’ has a social character in terms of the underlying values and beliefs that influence how it is defined, collected, reported and used. Harm reduction today must accommodate uncertainty and diverse values.


      When there are disputes and uncertainty about the ‘facts’ in harm reduction, ‘values’ cannot be separated from the equation, precisely because value positions are the reason disputes and uncertainty exist in the first place. In the broader context of science and public policy critique there is a growing recognition that disputes on what constitutes ‘good evidence’ can compromise communication among scientists, policymakers and the public, and in turn constrain the types of public policy questions that are addressed (Kinzig et al., 2003).


      We may well ask, then, whether the continued emphasis on evidence-based over values-based approaches is consistent with the ‘pragmatism’ that has so often been attributed as a harm reduction hallmark. It has been suggested that harm reduction’s silence on moral and value issues (in favour of scientific argument) undermines the movement’s ability to engage critics who would claim that abstinence and law enforcement are the only morally acceptable solutions to drug problems (Hathaway and Tousaw, 2008).


      The time has come for harm reduction to establish its ethical credentials (Irwin and Fry, 2007). I use ‘ethical’ and ‘ethics’ here to refer to a critical orientation towards values and normative considerations, and less so to moral philosophy or any particular ethical theory or framework. For me the question ‘Is harm reduction ethical?’ is first and foremost a query about whether or not harm reduction is, or perhaps can be, reflexive or ‘in touch’ with the diverse value perspectives underpinning it.


      In the last few years there has been increasing attention to the task of articulating the moral underpinnings of harm reduction. It has been discussed in relation to communitarian ethics (Fry et al., 2005), virtue ethics (Christie et al., 2008), deontology and utilitarianism and more (Kleinig and Einstein, 2006; Kleinig, 2008). Special theme issues in leading journals have appeared on harm reduction ethics (Fry et al., 2008), scholarly monographs (Kleinig and Einstein, 2006) and empirical research on this theme is also emerging (Solai et al., 2006; Phillips and Bourne, 2008).


      What is particularly encouraging is that a range of perspectives, both theoretical and applied, are emerging on harm reduction ethics. Contributions are coming from moral philosophy, public health, nursing, anthropology, sociology, human rights and so on. These provide rich and varied sources to draw from, and help to highlight an appropriately pluralistic ‘harm reduction ethics’. Values-based approaches such as these are starting to gain recognition as an additional resource that can be employed to guide and evaluate harm reduction initiatives.


      Harm reduction as defined in this monograph is a sophisticated evidence-based approach to drug policy, programmes and interventions. For a long time now in harm reduction the goal has been to strive for agreement around what the scientific evidence shows is the impact of harm reduction initiatives. Despite significant achievements in this area, tensions and uncertainties remain about the authority of scientific knowledge here.


      Diverse value perspectives exist in the harm reduction domain, and we might rightly ask what else could harm reduction do in addition to devising ever-more sophisticated models and collecting more precise data? Evidence-based harm reduction has rendered harm reduction/drug policymaking no less a political project.


      An appropriate new focus for the future may be to ask, ‘What should be the relative places of evidence and ethics in harm reduction/drug policy decision-making?’ Considering such a question would require us to adopt the perspective of ‘interested participants’ rather than ‘detached observers’. In doing so we would need to also accept that science alone is insufficient for making the case for harm reduction and achieving a wider consensus on the full range of normative criteria for action in this area.


      For example, beyond the usual utilitarian ‘cost–benefit’ analyses, we might also strive to clarify what competing interests exist in harm reduction (e.g. in the case of funding sources and regulation from different industries) and how these may be reconciled. We might also consider, what are the obligations and responsibilities of harm reduction professionals? What are the justifications (if any) for prioritising the desires and preferences of individuals over the interests of wider groups and collectivities?


      ‘Ethics engagement’ in harm reduction does not commit us to a punitive moral stance on drug use or users; rather, it can help to evaluate these perspectives directly (Fry et al., 2005).


      One practical form this could take is the development of a harm reduction code of ethics as a way to orientate practitioners, researchers, policymakers and the community towards considering core values in harm reduction work. A harm reduction code of ethics could assist practitioners in balancing diverse value sets and ethical perspectives in relation to the ethical challenges encountered. It could also serve to facilitate debate on topical ethical dilemmas, and the development of applied ethics resources to enhance harm reduction practice (for example, guidelines, professional development, etc).


      We are entering a new phase in public health where the central place of values and ethical considerations is gaining greater acknowledgment. A commitment to making harm reduction values explicit requires that we consider ‘ethics’ as a tool to enhance, rather than restrict, harm reduction practice (in the same way we think of scientific, empirical, clinical and other practice tools). The future focus of harm reduction advocates will be to work towards enhancing intervention coverage and intensity. Evidence-based approaches will of course continue to guide these developments. The harm reduction field could also benefit from applying values-based approaches in order to establish once and for all its ethical credentials.
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      Robin Room


      Harm reduction, or harm minimisation, is at the heart of classic approaches to public health, so it is no surprise that the modern use of the terms with reference to illegal drugs has been anticipated in other fields. For instance, in 1970 the sociologist Kettil Bruun wrote a policy piece in Finnish entitled, ‘The minimisation of alcohol damage’ (Bruun, 1970), and the same formulation and way of thinking was soon picked up in English language discussions (e.g. Room, 1975).


      As applied initially in the alcohol field, the focus of the terms was clearly on the intended outcome of the action. The terms identified an overall goal, without specifying the means of achieving it, which could be diverse, including market controls that reduce levels of consumption and interventions to make the drinking environment safer. In the context of the 1970s, the implicit contrast of a ‘harm minimisation’ approach was not with abstinence as a universal goal, but with an ‘alcoholism’ approach, which tended to channel all interventions through the gate of clinical care and cure of alcoholism (Room, 1984).


      In the alcohol field, ‘harm minimisation’ was later reinvented as a term imported from the drugs field (e.g. Plant et al., 1997), and with a correspondingly narrower focus on contextual means of reducing harm from heavy use. There are certainly earlier examples of such classic ‘harm reduction’ approaches in the alcohol field (e.g. Dumont, 1967; Drew, 1980), but there had been no explicit general framing for them.


      In the drug field, the meaning in terms of a focus on goals has also been implicit since ‘harm reduction’ emerged as a term and indeed as a social and professional movement in the 1980s. But the dominant meaning of the term has focused not on goals but on means: harm reduction, in the context of the AIDS epidemic, was primarily applied to strategies that reduced the risk for heavy injection drug users, by such means as offering a switch to an oral opiate, offering sterile needles, or offering a safe place to inject. The discussion of ‘what is harm reduction?’ currently on the International Harm Reduction Association’s website starts from a definition in terms of approaches that ‘aim to reduce the ... harms’. But then it implicitly contrasts harm reduction with ‘approaches that aim for reductions in ... consumption’. However, there is still ambiguity about whether reducing consumption can be a harm reduction goal; the IHRA discussion goes on to backtrack slightly, contrasting an approach requiring abstinence with a harm reduction approach involving ‘more pragmatic choices such as limiting ... intake’ (IHRA, 2009).


      For many in the drugs harm reduction movement, the term also includes an ethical component, and should be defined in such a way that punitive abstinence-oriented approaches, even if reducing harm was their goal, would be contrasted to harm reduction rather than included in the term (CCSA, 1996). The IHRA website discussion expresses this in terms of a second ‘pillar’ of harm reduction, a ‘human rights approach’ alongside the ‘pragmatic public health approach’.


      A specific adaptation in the context of Australian politics has been the differentiation of ‘harm minimisation’ from ‘harm reduction’. In the era of a national government that rejected safe injection sites as a strategy, and tended to reject ‘harm reduction’ as an overall policy, a compromise formulation was reached that drug policies aimed at ‘harm minimisation’ as a goal, with abstinence-based strategies included as one set of strategies fitting within harm minimisation (Blewett, 2004).


      The distinction between ‘harm minimisation’ and ‘harm reduction’ served the political needs of a particular time in Australia, but it invites confusion, so that even researchers focused on political rhetoric may miss the distinction (e.g. Bessant, 2008). In general, the meaning of the terms remains somewhat ambiguous, with some wavering over time. Thus in 2004 the ‘definitive interpretation’ of ‘harm reduction’ on the website of the International Harm Reduction Association explicitly included an abstinence strategy as a ‘special subset of harm reduction’ (Room, 2004); now, as we have noted, the discussion of the term on the same website contrasts harm reduction with aiming to reduce consumption. The issue of whether harm reduction refers to goals or to means remains unsettled.


      Another issue that is of increasing importance in the context of ideas of harm reduction is what counts as harm. The usual procedure in economic studies of the social costs of drug use is to count up all public expenditures and many private costs that are considered to be attributable to drug use (e.g. Collins and Lapsley, 2008). These costs include many that would not occur if the drug use remained at the same level but the societal response to it changed — for instance, if possession and use are decriminalised. The argument has been put forward for some time that an effort should be made to ‘separately take into account the resources expended in social responses to drug use and its control, and the subsidiary harms caused by those responses’ (Fischer et al., 1997). As attention increases to measuring specifically the harms from illicit drug use (Melberg, 2009), rather than just the fact of the drug use itself, this issue of separating out the harms arising from the societal response (easy in principle, not so easy in practice) will take on greater salience. Reducing the two kinds of harm can point policy in very different directions. If the harm arises from heavy use per se, reducing or eliminating use or changing the mode of use are the logical first choices for reducing the harm. But if the harm results from the criminalisation per se, decriminalising is a logical way of reducing the harm.


      Few would argue against the proposition that harm reduction or harm minimisation as a goal will have a continuing importance in drug policy. In this context, it is time to get serious about defining what constitutes harm, and to what it can be attributed — whether to the drug use itself and consequent events and behaviours, or to the social and societal reactions to the drug use. Harm reduction as a set of strategies in reducing the problems of heavy drug use will have a continuing place in the overall set of strategies for managing drug use and reducing drug problems. But, as the passions of the era of the ‘war on drugs’ fade, they are likely to be fitted into place as a routine part of the treatment and other social handling of heavy drug use.
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      Harm reduction among injecting drug users — evidence of effectiveness
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      Abstract


      This chapter synthesises and evaluates the available direct evidence relating to the impact of needle and syringe programmes (NSPs), opioid substitution treatment (OST), drug consumption rooms (DCRs), and peer naloxone distribution (PND) on HIV/hepatitis C (HCV) incidence/prevalence, injecting risk behaviour and overdose-related mortality. To achieve this, we conducted a review of reviews; a systematic and explicit method used to identify, select and critically appraise relevant findings from secondary level research (systematic reviews and/or meta-analyses) into an evidence briefing. In the absence of high-quality reviews, appraisal of the evidence was supplemented with a targeted review of the primary literature. We find that there is sufficient review-level evidence that OST reduces HIV transmission, while the evidence in support of NSPs reducing HIV transmission is more tentative, and for DCRs currently insufficient. There is tentative evidence that OST has limited effectiveness in reducing HCV transmission, and insufficient evidence to support or discount NSPs or DCRs’ ability to reduce HCV transmission. There is sufficient review-level evidence that NSPs, OST and DCRs reduce self-reported injecting risk behaviour. There is sufficient review evidence that OST reduces risk of overdose mortality, but insufficient evidence to support or discount the effect of DCRs or PND on overdose deaths at the community level. Our review shows evidence in support of a variety of harm reduction interventions but highlights an uneven presence of high-quality review evidence. Future evaluation of harm reduction programmes should prioritise methodologically robust study designs.


      Keywords: injecting drug use, review methods, and needle syringe programmes, opioid substitution treatment, drug consumption rooms, peer naloxone distribution.


      Introduction


      Injecting drug use is a global and regional public health problem, with an estimated 15.9 million injecting drug users (IDUs) worldwide and prevalence rates in European Union (EU) Member States ranging between 0.6 and 15.1 per 1 000 population aged 15–65 years (EMCDDA, 2009; Mathers et al., 2008). IDUs, especially opiate users, experience excess morbidity and mortality, being approximately 10 times more likely to die compared to their non-IDU peers (Bargagli et al., 2006; Degenhardt et al., 2004; Degenhardt et al., 2006).


      The primary causes of IDU-related morbidity and mortality are blood-borne viruses (BBVs) and drug overdose (Degenhardt et al., 2006). The prevention of BBV infections and drug overdose deaths among IDUs in community and custodial settings is a key objective of the EU drug strategy (European Commission, 2007). Interventions that directly target these harms include: needle and syringe programmes (NSPs) and opioid substitution treatment (OST); supervised drug consumption rooms (DCRs), and peer naloxone distribution (PND).


      NSPs provide sterile needle/syringes and other injecting equipment to IDUs. Delivery is diverse and can include ‘primary’ fixed site, mobile and/or outreach services and ‘secondary’ access via community pharmacies, other health services and/or vending machines (WHO, 2007). NSPs operate across all EU Member States (EMCDDA, 2008; see also Cook et al., 2010).


      OST is prescribed to dependent users to diminish the use and effects of illicit opiates. Treatment is most efficacious when it is continuous and given at adequate doses (Amato et al., 2005; Faggiano et al., 2003; Ward et al., 1997). Community-based OST is available across all EU Member States and prison-based OST is officially available in the majority of Member States, although overall accessibility is limited (EMCDDA, 2008; see also Stevens et al., 2010). It is estimated that in 2007 more than 650 000 opioid users received OST in Europe, and the most commonly prescribed forms are methadone maintenance treatment (MMT) and buprenorphine maintenance treatment (BMT) (EMCDDA, 2008).


      DCRs offer a low-threshold environment to use pre-obtained drugs hygienically and to access targeted safer injecting advice and intervention in case of overdose (Kimber et al., 2003; see also Hedrich et al., 2010). DCRs have been operating in Europe for more than 25 years and are available in 59 cities across Germany, Luxembourg, the Netherlands, Norway, Spain and Switzerland (EMCDDA, 2008).


      Peer naloxone distribution (PND) or ‘take-home naloxone’ programmes provide the antagonist drug, with training to IDUs and/or carers to improve their capacity for effective intervention at opioid-related overdose (Darke and Hall, 1997). Naloxone is currently available on a take-home basis in Italy (where it is widely dispensed by addiction services), Germany, Spain, Lithuania and Norway (Reitox, 2008). PND pilots have also taken place (Dettmer et al., 2001; McAuley et al., 2009; Strang et al., 2008) and are underway (National Treatment Agency, 2009; Parmar, 2008) in the United Kingdom.


      The availability and delivery of harm reduction interventions can be controversial outside of the public health arena and vulnerable to shifts in the political environment at the local, national and international level (Bewley-Taylor, 2002; Broadhead et al., 1999; Small, 2007). This re-enforces the need for policymakers to have access to up-to-date evidence briefings on the targeted outcomes and effectiveness of the relevant interventions.


      In this chapter we synthesise and evaluate the available evidence relating to the impact of NSPs, OST and DCRs on HIV and HCV incidence/prevalence, injecting risk behaviour, and OST, DCRs and PND on overdose-related mortality. We will focus on evidence synthesised in previous evidence reviews, and where necessary supplement with a review of the recently published primary literature.


      Methods


      Our evaluation of the evidence is based primarily on the ‘review of reviews’, or tertiary level research method (Kelly et al., 2002). This is a systematic and explicit method to identify, select, and critically appraise relevant findings from secondary level research (i.e. systematic reviews and/or meta-analyses) into an evidence briefing.


      We have drawn substantively on our recent review of reviews of harm reduction interventions (Palmateer et al., 2008; Palmateer et al., 2010). Our inclusion criteria were English language systematic reviews, syntheses, or meta-analyses that examined the effectiveness of NSPs, OST and DCRs in relation to HIV and HCV incidence/prevalence and/or injecting risk behaviour outcomes. For this chapter we have updated our previous review of reviews (Palmateer et al., 2008) by searching for any new reviews published between March 2007 and August 2009 and by conducting additional searches for relevant English language systematic reviews, syntheses, or meta-analyses that examined the effectiveness of OST, DCRs and PND in preventing overdose.


      Databases searched were: CINAHL, Cochrane Library, EMBASE, IBSS, MEDLINE, and PsycINFO. To identify grey literature and minimise English language publication bias we also searched publications of key international agencies for harm reduction. These included: the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), the National Institute on Drug Abuse (NIDA), the United States Institute of Medicine, the United Nations Office on Drugs and Crime (UNODC), and the World Health Organization (WHO). All databases were searched from 1980 to March 2009 except CINAHL, which was searched from 1982 to March 2009. At the screening stage it was apparent that reviews from the 1980s and 1990s had been superseded by more recent reviews and we restricted our appraisal of reviews published from 2000 onwards.


      Abstracts were screened and evaluated by two reviewers to determine if the paper met the inclusion criteria. If there was disagreement regarding the relevance of an abstract the full paper was retrieved for further evaluation. In the event of a lack of consensus a decision was reached by discussing points of disagreement.


      Selected reviews were critically appraised using a tool that considers the rigour of the methods used to identify the relevant literature, the appraisal of the primary literature, the quality of the analysis in the case of meta-analysis, and the appropriateness of the conclusions (Kelly et al., 2002; Palmateer et al., 2010).


      Reviews rated 1 or 2 were included as high-quality (‘core’) reviews. Reviews rated 3 were retained as ‘supplementary’, not considered to be of sufficient quality to rely on the author’s conclusions but viewed as providing complementary information on the effectiveness of the interventions.


      From each review, we extracted information on the reviewers’ assessment of the evidence and the number, design and findings of the relevant primary studies. The level of review evidence that supported or discounted the effect of an intervention was classified as: (i) sufficient; (ii) tentative; (iii) insufficient; or (iv) no evidence from reviews. These classifications are based on a framework (Table 5.1) that considers the quality of the reviews, the reviewers’ conclusions and the designs/findings of the primary studies (Ellis et al., 2003).


      Table 5.1: Types of evidence statements and the level of evidence that was required to support each statement
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                  Level of evidence

                

                	
                  

                
              


              
                	
                  

                

                	
                  Sufficient evidence from reviews to either support or discount the effectiveness of an intervention

                

                	
                  • Clear statement from one or more core reviews based on multiple robust studies. Or,


                  • Consistent evidence across multiple robust studies within one or more core reviews, in the absence of a clear and consistent statement in the review(s).

                

                	
                  

                
              


              
                	
                  

                

                	
                  Tentative evidence from reviews to either support or discount the effectiveness of an intervention

                

                	
                  • A tentative statement from one or more core reviews based on consistent evidence from a small number of robust studies or multiple weaker studies. Or,


                  • Consistent evidence from a small number of robust studies or multiple weaker studies within one or more core reviews, in the absence of a clear and consistent statement in the review(s). Or,


                  • Conflicting evidence from one or more core reviews, with the stronger evidence weighted towards one side (either supporting or discounting effectiveness) and a plausible reason for the conflict. Or,


                  • Consistent evidence from multiple robust studies within one or more supplementary reviews, in the absence of a core review.

                

                	
                  

                
              


              
                	
                  

                

                	
                  Insufficient evidence from reviews to either support or discount the effeciveness of an intervention

                

                	
                  • A statement of insufficient evidence from a core review. Or,


                  • Insufficient evidence to either support or discount the effectiveness of an intervention (either because there is too little evidence or the evidence is too weak), in the absence of a clear and consistent statement of evidence from (a) core review(s). Or,


                  • Anything less than consistent evidence from multiple robust studies within one or more supplementary reviews

                

                	
                  

                
              


              
                	
                  

                

                	
                  No evidence

                

                	
                  • No core or supplementary reviews of the topic identified, possibly due to a lack of primary studies.

                

                	
                  

                
              

            
          

        

      


      Source: Modified from Ellis et al., 2003.


      Consistent with an evidence-based medicine approach (Glaziou and Heneghan, 2009; Sackett et al., 1996), study designs considered to provide more ‘robust’ evidence of effect were controlled trials, longitudinal cohort and case-control designs, while ecological, serial cross-sectional and cross-sectional designs were considered to provide ‘weaker’ evidence of effect. We do not discount the importance of different study designs and data sources, including cross-sectional and qualitative studies, to evaluate the process and impact of public health interventions (Petticrew, 2009), but our aim here is to assess quality of the review-level evidence.


      With regard to our interpretation of the reviews’ reported results of primary studies, a ‘positive’ finding refers to an observed reduction in the stated outcome associated with the intervention, a ‘negative’ finding refers to an increase in the outcome associated with the intervention, and ‘no association’ refers to no statistically significant effect. Where a review reported a finding as positive or negative, it was assumed that the result was statistically significant at the 5 % level even if this was not explicitly stated; where a review reported ‘no association’ it was assumed that this indicated a non-statistically significant result (Palmateer et al., 2010).


      A priori we recognise that no or weak evidence of effectiveness may primarily reflect the quality and/or number of studies available and does not necessarily indicate a lack of intervention effectiveness. We also acknowledge that the history of harm reduction interventions has to a large extent (and necessarily) been driven by community actions and pragmatic public health policies (See also Cook et al., 2010), with some interventions implemented in the absence of high-quality trials or intervention-based research.


      Additionally, in the absence of a recent review for an intervention and/or outcome, we supplemented our evaluation of the review-level evidence with a review of subsequently published primary literature using the same search strategy and assessment of evidence quality. Thus we undertook primary literature searches for NSPs and HCV incidence prevalence from 2003, OST and overdose from 2003, DCRs for all outcomes from 2004, and PND and overdose from 2004.


      Results


      The results of the review of reviews literature search are presented in Figure 5.1. We identified nine (five core and four supplementary) reviews of the effectiveness of NSPs, 11 (three core, six supplementary, two meta-analyses) of OST, four (three supplementary, one meta-analysis) of DCRs, and one supplementary review of PND (Table 5.2).


      Figure 5.1: Papers identified in the review of reviews
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      Source: Adapted from Palmateer et al., 2010.


      


      Table 5.2: Summary of reviews by intervention and outcomes

      A) Needle syringe provision: needle syringe programmes, pharmacy access and vending machines
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                  Dolan et al., 2003a

                

                	
                  Prison-based syringe exchange programmes: a review of international research and development

                

                	
                  Review published and unpublished studies on prison NSPs and interviews with prison NSP experts

                

                	
                  Not specified. Publications up to 2002

                

                	
                  Prison NSPs

                

                	
                  Supplementary review

                

                	
                  6 HIV

                  6 HCV

                
              


              
                	
                  Gibson et al., 2001

                

                	
                  Effectiveness of syringe exchange programs in reducing HIV risk behaviour and HIV seroconversion among IDUs

                

                	
                  Review published studies of the effectiveness of syringe exchange programs in reducing HIV risk behaviour and HIV seroconversion among IDUs, regardless of design. Also included studies that examined effects of syringe exchange on HBV and HCV seroconversion

                

                	
                  1989 to end 1999 NSPs

                

                	
                  NSPs

                

                	
                  Core review

                

                	
                  3 HCV

                  6 HIV

                  23 self-reported

                  injecting risk

                  behaviour (SR-IRB)

                
              


              
                	
                  Islam and Conigrave, 2007

                

                	
                  Assessing the role of syringe dispensing machines and mobile van outlets in reaching hard-to-reach and high-risk groups of injecting drug users (IDUs): a review

                

                	
                  Examine the available evidence for the effectiveness of syringe dispensing machines and mobile van or bus based NSPs in making services accessible to hard-to-reach and high-risk groups of IDUs

                

                	
                  Not specified

                

                	
                  Vending machines

                

                	
                  Supplementary review

                

                	
                  SR-IRB

                
              


              
                	
                  Jones et al., 2008

                

                	
                  A review of the effectiveness and cost-effectiveness of needle and syringe programmes for injecting drug users

                

                	
                  Review of review of NSP effectiveness in BBV prevention. Primary review NSP effectiveness and cost effectiveness with respect to optimal provision of NSPs by type, coverage, additional service provision, and provision alongside OST

                

                	
                  1990 to (not specified). Publication dates to 2008

                

                	
                  NSPs

                

                	
                  Core review — ‘review of reviews’

                

                	
                  4 HIV

                  2 HCV

                  5 SR-IRB

                
              


              
                	
                  Käll et al., 2007

                

                	
                  The effectiveness of needle exchange programmes for HIV prevention: a critical review

                

                	
                  Review studies of NSPs with HIV incidence or prevalence outcomes

                

                	
                  Up to Dec 2005

                

                	
                  NSPs

                

                	
                  Core review

                

                	
                  13 HIV

                
              


              
                	
                  Stöver and Nelles, 2003

                

                	
                  Ten years of experience with needle and syringe exchange programmes in European prisons

                

                	
                  Summarise results of prison NSPs based on 10 years’ experience in Switzerland, Germany, Spain and Moldova

                

                	
                  Not specified. Publication dates up to 2003

                

                	
                  Prison NSPs

                

                	
                  Supplementary review

                

                	
                  6 HIV

                  6 HCV

                  9 SR-IRB

                
              


              
                	
                  Tilson et al., 2007

                

                	
                  Preventing HIV infection among injecting drug users in high-risk countries: an assessment of the evidence

                

                	
                  Review published and unpublished literature on the effectiveness of HIV prevention interventions (drug dependence treatment, sterile needle and syringe access, and outreach and education programmes) for IDUs

                

                	
                  1980 to January 2006

                

                	
                  NSPs, pharmacy NSPs, vending machines, provision of other injecting equipment

                

                	
                  Core review

                

                	
                  5 HCV

                  11 HIV

                  24 SR-IRB

                
              


              
                	
                  Wodak and Cooney, 2004

                

                	
                  Effectiveness of sterile needle and syringe programming in reducing HIV/AIDS among injecting drug users

                

                	
                  Evaluate evidence on the effectiveness of sterile needle and syringe programming (including other injecting paraphernalia) for HIV prevention among IDUs in different contexts using Bradford-Hill criteria

                

                	
                  1989 to 2002

                

                	
                  NSPs, pharmacy NSPs, vending machines

                

                	
                  Core review

                

                	
                  1 HCV

                  10 HIV

                  28 SR-IRB

                
              


              
                	
                  Wright and Tompkins, 2006

                

                	
                  A review of the evidence for the effectiveness of primary prevention interventions for hepatitis C among injecting drug users

                

                	
                  Review intervention or observational studies describing a primary prevention intervention targeting IDUs to reduce HCV incidence/prevalence

                

                	
                  Up to end 2002

                

                	
                  NSPs

                

                	
                  Supplementary review

                

                	
                  11 HCV

                
              

            
          

        

      


      Source: Adapted from Palmateer et al., 2010.


      B) Opiate substitution treatment


      
        
          
            
              
              
              
              
              
              
              
            

            
              
                	
                  Authors and date

                

                	
                  Title

                

                	
                  Inclusion criteria/ terms of reference

                

                	
                  Dates covered

                

                	
                  Interventions covered

                

                	
                  Critical assessment

                

                	
                  No. studies by outcome

                
              


              
                	
                  Amato et al., 2005

                

                	
                  Overview of the systematic reviews of the effectiveness of opiate maintenance therapies: available research to inform clinical practice and research

                

                	
                  Summarise major findings of five Cochrane reviews on OST for opioid dependence

                

                	
                  Up to 2003

                

                	
                  Outcomes included retention in treatment, use of heroin and other drugs, and mortality

                

                	
                  Meta-analysis

                

                	
                  2 OD

                
              


              
                	
                  Best et al., 2000

                

                	
                  Overdosing on opiates

                

                	
                  Review how opiate overdoses occur and can be prevented

                

                	
                  Not specified. Publication dates up to 2000

                

                	
                  OST, PND, DCRs

                

                	
                  Supplementary review

                

                	
                  6 OD

                
              


              
                	
                  Caplehorn et al., 1996

                

                	
                  Methadone maintenance and addicts' risk of fatal heroin overdose

                

                	
                  Use data on dependent heroin users' risk of death or the effect of MMT on that risk

                

                	
                  1966 to (not specified). Publication dates up to 2005

                

                	
                  MMT

                

                	
                  Meta-analysis

                

                	
                  5 OD

                
              


              
                	
                  Darke and Hall, 2003

                

                	
                  Heroin overdose: research and evidence based intervention

                

                	
                  Examine research on heroin overdose and how this informs evidence-based intervention

                

                	
                  Not specified. Publication dates to 2002

                

                	
                  Drug treatment, PND, non-injecting routes of administration, DCRs

                

                	
                  Supplementary review

                

                	
                  5 OD

                
              


              
                	
                  Gowing et al., 2008

                

                	
                  Substitution treatment of injection opioid users for prevention of HIV infection

                

                	
                  Systematic review to assess the effect of OST for opioid dependent IDUs on rates of HIV infections, and high-risk behaviours

                

                	
                  Up to July 2003

                

                	
                  OST

                

                	
                  Core review

                

                	
                  24 SR-IRB

                
              


              
                	
                  Sorensen and Copeland, 2000

                

                	
                  Drug abuse treatment as an HIV prevention strategy: a review

                

                	
                  Systematically review evidence on whether drug abuse treatment prevents HIV infection

                

                	
                  1988 to 1998

                

                	
                  MMT and other drug treatments (e.g. inpatient, outpatient, drug free, residential)

                

                	
                  Core review

                

                	
                  6 HIV 19 SR-IRB

                
              


              
                	
                  Sporer, 2003

                

                	
                  Strategies for preventing heroin overdose

                

                	
                  Not specified

                

                	
                  Not specified. Publication dates to 2002

                

                	
                  MMT, PND

                

                	
                  Supplementary review

                

                	
                  6 OD

                
              


              
                	
                  Stallwitz and Stöver, 2007

                

                	
                  The impact of substitution treatment in prisons: a literature review

                

                	
                  Review published an unpublished literature on effectiveness of prison-based OST

                

                	
                  1990 to (not specified). Publication dates up to 2006

                

                	
                  MMT

                

                	
                  Supplementary review

                

                	
                  4 SR-IRB

                
              


              
                	
                  Tilson et al., 2007

                

                	
                  Preventing HIV infection among injecting drug users in high-risk countries: an assessment of the evidence

                

                	
                  Review published and unpublished literature on the effectiveness of HIV prevention interventions for IDUs

                

                	
                  Up to January 2006

                

                	
                  OST and NSP

                

                	
                  Core review

                

                	
                  4 HIV 21 SR-IRB

                
              


              
                	
                  Wright and Tompkins, 2006

                

                	
                  A review of the evidence for the effectiveness of primary prevention interventions for hepatitis C among injecting drug users

                

                	
                  Review evidence on interventions targeting IDUs to reduce prevalence or incidence of HCV

                

                	
                  Up to April 2003

                

                	
                  MMT, NSP, behavioural interventions, bleach, DCRs,

                

                	
                  Supplementary review

                

                	
                  6HCV

                
              


              
                	
                  WHO, 2007

                

                	
                  Effectiveness of interventions to manage HIV in prisons: opioid substitution therapies and other drug dependence treatment

                

                	
                  Review published and unpublished evidence on drug treatment in preventing HIV in prison

                

                	
                  Not specified. Publication dates up to 2006

                

                	
                  Prison settings: OST, therapeutic communities, counselling, 'boot camp'

                

                	
                  Supplementary review

                

                	
                  2 HCV 1 HIV 8 SR-IRB

                
              

            
          

        

      


      C) Drug consumption rooms


      
        
          
            
              
              
              
              
              
              
              
            

            
              
                	
                  Authors and date

                

                	
                  Title

                

                	
                  Inclusion criteria/ terms of reference

                

                	
                  Dates covered

                

                	
                  Interventions covered

                

                	
                  Critical assessment

                

                	
                  No. studies by outcome

                
              


              
                	
                  Hedrich, 2004

                

                	
                  European report on drug consumption rooms

                

                	
                  Describe DCR history, practice and evidence on individual and public health outcomes

                

                	
                  Up to end 2003

                

                	
                  DCR process indicators and health outcomes

                

                	
                  Supplementary review

                

                	
                  1 HCV

                  1 HIV

                  13 SR-IRB

                  2 OD

                
              


              
                	
                  Kerr et al., 2007

                

                	
                  The role of safer injection facilities in the response to HIV/ AIDS among injection drug users

                

                	
                  Review published articles, novel abstracts, and reviews of grey and non-English literature on health impacts of DCRs

                

                	
                  Up to June 2007

                

                	
                  DCRs

                

                	
                  Supplementary review

                

                	
                  10 SR-IRB

                  5 OD

                
              


              
                	
                  Milloy and Wood, 2009

                

                	
                  Emerging role of supervised injecting facilities in human immunodeficiency virus prevention

                

                	
                  Use available peer reviewed estimates of relationship between DCR use and syringe sharing

                

                	
                  Up to 2009

                

                	
                  DCRs

                

                	
                  Meta-analysis

                

                	
                  3 SR-IRB

                
              


              
                	
                  Wood et al., 2006

                

                	
                  Summary of findings from the evaluation of a pilot medically supervised safer injecting facility

                

                	
                  Summarise key evaluation findings including HIV risk behaviour and use of addiction treatment services

                

                	
                  2005 to 2006

                

                	
                  Overview of Vancouver DCR evaluation studies

                

                	
                  Supplementary review

                

                	
                  3 SR-IRB

                  1 OD process

                
              

            
          

        

      


      D) Peer naloxone distribution


      
        
          
            
              
              
              
              
              
              
              
            

            
              
                	
                  Authors and date

                

                	
                  Title

                

                	
                  Inclusion criteria/terms of reference

                

                	
                  Dates covered

                

                	
                  Interventions covered

                

                	
                  Critical assessment

                

                	
                  No. studies by outcome

                
              


              
                	
                  Baca and Grant, 2005

                

                	
                  Take home naloxone to reduce heroin death

                

                	
                  Summarise evidence on take home naloxone, focusing on evidence from addiction and emergency medicine

                

                	
                  January 1990 to June 2004

                

                	
                  Process indicators of naloxone distribution

                

                	
                  Supplementary review

                

                	
                  2 OD process

                
              

            
          

        

      


      Needle and syringe programmes ([5])


      Effects on HIV incidence/prevalence


      Evidence of the effects of NSPs on HIV incidence/prevalence was considered in four core reviews (Gibson et al., 2001; Käll et al., 2007; Tilson et al., 2007; Wodak and Cooney, 2004), which included a total of 18 primary studies with HIV incidence or prevalence outcomes.


      Tilson et al., 2007, the most recent and rigorous of these reviews, identified 13 relevant studies: four prospective cohort (Bruneau et al., 1997; Mansson et al., 2000; Schechter et al., 1999; Strathdee et al., 1997), two case-control (Patrick et al., 1997; van Ameijden et al., 1992), three ecological (Des Jarlais et al., 2005b; Hurley et al., 1997; MacDonald et al., 2003), and two serial cross-sectional studies (Des Jarlais et al., 2005a; Hammett et al., 2006). Other studies included in their discussion were Des Jarlais et al. (1995) and Coutinho (2005).


      Two of the prospective cohort studies (Bruneau et al., 1997; Strathdee et al., 1997) found NSP participation was associated with a higher incidence of HIV seroconversion. Tilson et al., 2007 highlighted that these findings may have been related to several factors, including: restrictive service delivery characteristics; high-risk IDUs being more likely to use the NSP (selection bias); and the availability of clean injecting equipment from other sources (dilution bias).


      The authors also refer to four ecological studies demonstrating declining HIV incidence/prevalence in the context of NSP provision or expansion (Des Jarlais et al., 1995; Des Jarlais et al., 2005b; Hurley et al., 1997; MacDonald et al., 2003). Tilson et al. concluded that: ‘The evidence of the effectiveness of [NSPs] in reducing HIV prevalence is considered modest, based on the weakness of these study designs’ (2007, p. 149). Their conclusions are consistent with the equivocal results from cohort and case-control studies; this review also undertook the most rigorous evaluation of the primary studies and also considered outcomes related to HIV incidence/prevalence separately from injecting risk behaviour.


      Käll and colleagues (2007) identified 13 studies examining NSPs and changes in HIV incidence/prevalence outcomes published to the end of 2005, including 11 studies identified in other reviews and two additional studies (Amundsen et al., 2003; Valente et al., 2001). With regard to HIV seroincidence, in seven studies there was no reported association with NSPs (Amundsen et al., 2003; MacDonald et al., 2003; Patrick et al., 1997; Schechter et al., 1999; Schoenbaum et al., 1996; Valente et al., 2001; van Ameijden et al., 1992); one study found a positive effect (Des Jarlais et al., 1996), and one study found a negative effect (Bruneau et al., 1997).


      The authors also highlighted three longitudinal studies with a negative baseline association between NSP use and HIV seroprevalence (Bruneau et al., 1997; Millson et al., 2003; Strathdee et al., 1997) and three ecological studies of seroprevalence that found protective effects of NSPs (Health Outcomes International et al., 2002; Hurley et al., 1997), but argued that these studies did not control for probable confounding from differences in the stage of the HIV epidemic relative to the introduction of NSPs. Käll and colleagues concluded that ‘the effectiveness of NEPs to reduce HIV among IDUs is overrated. Errors in categorising studies in favour of NEPs have been made (Wodak and Cooney, 2004; Wodak and Cooney, 2006) and studies claiming positive results have not been adequately scrutinized’ (2007, p. 6).


      Wodak and Cooney (2004) did not consider separately the effects of NSPs on HIV transmission versus injecting risk behaviour, and this may have led to the evidence of reduced injecting risk behaviour having a bearing on conclusions drawn with respect to HIV incidence/prevalence: ‘There is compelling evidence that increasing the availability and utilization of sterile injecting equipment by IDU reduces HIV infection substantially’ (p. 28). Of the 38 studies they reviewed, 10 were relevant to HIV (Bruneau et al., 1997; Des Jarlais et al., 1996; Heimer et al., 1993; Hurley et al., 1997; Ljungberg et al., 1991; MacDonald et al., 2003; Monterroso et al., 2000; Patrick et al., 1997; Schechter et al., 1999; Strathdee et al., 1997); five had positive findings (Des Jarlais et al., 1996; Heimer et al., 1993; Hurley et al., 1997; Ljungberg et al., 1991; MacDonald et al., 2003), two had negative findings (Bruneau et al., 1997; Strathdee et al., 1997), and three did not find an association (Monterroso et al., 2000; Patrick et al., 1997; Schechter et al., 1999). Four of the five positive findings were generated by studies with weaker designs (Heimer et al., 1993; Hurley et al., 1997; Ljungberg et al., 1991; MacDonald et al., 2003).


      Gibson et al. (2001) reviewed studies published up until 1999, all of which were covered in the reviews discussed above. They gave consideration to potential bias in studies with negative results, but not for those with protective findings. They concluded that there is ‘Substantial evidence that syringe exchange programmes are effective in preventing [HIV risk behaviour and] HIV seroconversion among IDU’ (p. 1338). However, as for Wodak and Cooney, their conclusions seemed inconsistent with the HIV studies reviewed: two cohort studies showed an increased risk of HIV infection associated with NSPs (Bruneau et al., 1997; Strathdee et al., 1997), one (meta-analysis using cohort data) showed a protective effect of NSPs (Des Jarlais et al., 1996), and three (one cohort, two case-control) showed no association (Patrick et al., 1997; Schechter et al., 1999; van Ameijden et al., 1992).


      The United Kingdom National Institute for Clinical Excellence’ review of optimal NSP service delivery (Jones et al., 2008) included a review of reviews component on HIV prevention that evaluated the four reviews considered above. Consistent with our assessment, they concluded:


      There is evidence from two good-quality systematic reviews [Wodak and Cooney, 2004; Gibson et al., 2001] to support the effectiveness of NSPs in reducing HIV infection among IDUs. However, findings from two other systematic reviews [Tilson et al., 2007; Käll et al., 2007], including one good quality review [Tilson et al., 2007], suggest that the evidence may be less convincing.


      (Jones et al., 2008, pp. 31–2)


      Pharmacy access


      Evidence of the effectiveness of pharmacy access to needles/syringes in reducing HIV prevalence was examined in one core review (Wodak and Cooney, 2004), which identified two relevant studies (Hunter et al., 1995; Nelson et al., 1991). A serial cross-sectional study observed that declines in HIV prevalence in the United Kingdom coincided with a period of increased access to needles/syringes through pharmacies and NSPs (Hunter et al., 1995). Second, a cross-sectional survey found a lower HIV prevalence in diabetic IDUs, who had ready access to sterile syringes through pharmacies, compared with non-diabetic IDUs (Nelson et al., 1991). They also referred to two studies as evidence of ‘replication of findings’: an ecological study that found pharmacy exchange was a common characteristic of cities that had maintained HIV prevalence rates of less than 5 % over the previous five years (Des Jarlais et al., 1995), and a rapid assessment study that attributed a low HIV infection rate in Georgia in part to the availability of syringes in pharmacies (De Jong et al., 1999).


      Wodak and Cooney (2004) concluded that ‘There is reasonable evidence that pharmacy availability of sterile injecting equipment does provide specific benefits in addition to those derived from NSPs’ (p. 29). We note, however, that this is based on a small number of primary studies with weaker designs.


      Vending machines


      One core review (Wodak and Cooney, 2004) reported the results of a cross-sectional study of IDUs (Obadia et al., 1999), which found that primary users of vending machines were less likely to be HIV positive, although this was not significant after adjustment in a multivariable model. The authors stated that ‘Access to sterile needles and syringes from community pharmacies and syringe vending machines was shown in all nine studies to be effective in reducing risk behaviour and HIV seroprevalence’ (p. 18). We note, however, that this conclusion is drawn on one study of vending machines with a weak design.


      Prison


      Two supplementary reviews (Dolan et al., 2003a; Stöver and Nelles, 2003) reported on HIV and HCV incidence from six prison NSP evaluations in Switzerland, Germany and Spain (Jacob and Stöver, 1997; Jacob and Stöver, 2000; Meyeno et al., 2000; Nelles et al., 1997; Villaneuva, 2002). Based on serological testing in five studies and self-report in one study, no new cases of HIV (or HCV) infections were observed in these prisons during one to two years of follow-up. Both reviews provided limited details about the design and quality of these evaluation studies.


      A subsequent German cohort study of prison NSPs and BBV incidence observed four HCV seroconversions among 22 prisoners who were seronegative at baseline during a median 12 months of follow-up (incidence rate 18/100 person years). At least one of these exposures was associated with injecting risk behaviour while in prison (Stark et al., 2006).


      Evidence statement for NSPs and HIV incidence/prevalence


      Primary NSP


      Based on a tentative statement from one core review, supported by consistent evidence from less robust primary studies, we conclude that there is tentative evidence to support the effectiveness of NSPs in reducing HIV incidence/prevalence among IDUs.


      Pharmacy access


      Despite a tentative statement of effectiveness from a core review, the evidence is based on a small number of primary studies with weak designs. We conclude that there is insufficient review-level evidence to either support or discount the effectiveness of pharmacy access to needles/syringes in reducing HIV prevalence among IDUs.


      Vending machines


      There is insufficient review evidence to either support or discount the effectiveness of needle/syringe vending machines in reducing HIV transmission among IDUs.


      Prison


      Given a lack of evidence from core reviews, and evidence of uncertain quality from supplementary reviews, we conclude that there is insufficient review-level evidence to either support or discount the effectiveness of prison NSPs in reducing HIV transmission among IDUs.


      Effects on HCV incidence/prevalence


      Evidence of the effects of NSPs on HCV incidence/prevalence was considered in three core reviews of NSPs and HIV (Gibson et al., 2001; Tilson et al., 2007; Wodak and Cooney, 2004) and one supplementary review (Wright and Tompkins, 2006). The core reviews, however, were focused on HIV outcomes and none examined HCV in any detail, covering seven primary studies between them. Wodak and Cooney included one study (Hagan et al., 1995), Tilson et al. identified six (Des Jarlais et al., 2005b; Hagan et al., 1995; Hagan and Thiede, 2000; Mansson et al., 2000; Sarkar et al., 2003; Taylor et al., 2000), and Gibson et al. included three (Hagan et al., 1995; Hagan et al., 1999; Lamden et al., 1998).


      Wright and Tompkins (2006) focused exclusively on HCV outcomes, and identified nine additional papers (Goldberg et al., 2001; Goldberg et al., 1998; Hernandez-Aguado et al., 2001; Hutchinson et al., 2002; MacDonald et al., 2000; Patrick et al., 2001; Smyth et al., 1999; Somaini et al., 2000; van Ameijden et al., 1993), although three of these present duplicate data (Goldberg et al., 2001; Goldberg et al., 1998; Hutchinson et al., 2002), and the search only included studies published up until 2002. There were seven primary studies with positive findings, but these mainly involved weaker study designs. The stronger study designs (cohorts) mainly showed either no association or negative findings between NSPs and HCV seroconversion.


      Tilson et al. (2007) concluded there was moderate evidence that ‘HIV prevention programmes that include NSPs have less of an impact on HCV transmission than on HIV transmission’ (p. 149). Similarly, in their review of reviews Jones et al. (2008) concluded, ‘There is insufficient evidence from two systematic reviews [Wright and Tompkins, 2006; Tilson et al., 2007] to determine the impact of NSPs on hepatitis C infection in IDUs’ (p. 32).


      In our search of the primary literature published since Wright and Tompkins’ we identified three additional cohort studies of HCV incidence and NSP use (Hagan et al., 2004; Roy et al., 2007; van den Berg et al., 2007). Time to HCV seroconversion was not associated with being an NSP user at baseline after a median of 2.1 years’ follow-up (Hagan et al., 2004) or with NSP use in the preceding six months (Roy et al., 2007). In the Amsterdam Cohort Study among ever IDUs, NSP use alone was not associated with lower risk of HCV seroconversion but full participation in both NSPs and MMT was associated with a lower risk of HCV infection in ever IDU compared to no participation (van den Berg et al., 2007).


      No core or supplementary reviews were identified that examined HCV incidence/prevalence outcomes in relation to pharmacy access or vending machines. For details on prison NSPs and HCV incidence/prevalence see the section ‘Prisons’.


      Evidence statement for NSPs and HCV incidence/prevalence


      Primary NSP


      Based on an absence of clear statements from the core reviews, and inconsistent evidence from the primary studies identified in the core reviews and supplementary review, we conclude there is insufficient review-level evidence to either support or discount the effectiveness of NSPs in reducing HCV transmission among IDUs. Evidence from subsequently published longitudinal primary studies suggests no independent association of NSP use on HCV incidence.


      Pharmacy access and vending machines


      There is no review-level evidence of the effects of pharmacy access to needles/syringes or vending machines on HCV prevalence/incidence among IDUs.


      Prison


      Given a lack of evidence from core reviews, and evidence of uncertain quality from supplementary reviews, we conclude that there is insufficient review-level evidence to either support or discount the effectiveness of prison NSPs in reducing HCV transmission among IDUs.


      Effects on injecting risk behaviour


      The largest body of evidence on the effect of NSPs relates to changes in self-reported injecting risk behaviour. Three core reviews reported on a total of 43 studies, 39 of which showed a positive effect of NSPs in reducing injecting risk behaviour, and 20 of these were cohort studies.


      Tilson et al. (2007) identified 25 studies (Bluthenthal et al., 2000; Cox et al., 2000; Des Jarlais et al., 2000; Gibson et al., 2002; Hagan et al., 1993; Hagan and Thiede, 2000; Hammett et al., 2006; Hart et al., 1989; Hartgers et al., 1992; Huo et al., 2005; Keene et al., 1993; Klee et al., 1991; Longshore et al., 2001; Monterroso et al., 2000; Ouellet et al., 2004; Schoenbaum et al., 1996; van Ameijden and Coutinho, 1998; van Ameijden et al., 1994; van den Hoek et al., 1989; Vazirian et al., 2005; Vertefeuille et al., 2000; Vlahov et al., 1997; Watters, 1994; Wood et al., 2002; Wood et al., 2003), 14 of which were longitudinal cohort studies (Bluthenthal et al., 2000; Cox et al., 2000; Gibson et al., 2002; Hagan and Thiede, 2000; Hart et al., 1989; Huo et al., 2005; Monterroso et al., 2000; Ouellet et al., 2004; Schoenbaum et al., 1996; van Ameijden and Coutinho, 1998; van den Hoek et al., 1989; Vertefeuille et al., 2000; Vlahov et al., 1997; Wood et al., 2002) and demonstrated reductions in self-reported needle sharing (lending or borrowing needles/syringes). They concluded that there was ‘moderate evidence to show that multi-component HIV prevention programmes that include needle and syringe exchange’ are associated with a reduction in self-reported sharing of needles and syringes’ (Tilson et al., 2007, p. 154).


      Wodak and Cooney (2004) identified 28 primary studies of injecting risk behaviour (defined as needle/syringe borrowing, lending, or reuse). Among these studies, there were 24 positive (Bluthenthal et al., 1998; Bluthenthal et al., 2000; Cox et al., 2000; Des Jarlais et al., 1994; Des Jarlais et al., 2000; Donoghoe et al., 1989; Frischer and Elliott, 1993; Gibson et al., 2002; Gleghorn et al., 1998; Guydish et al., 1995; Guydish et al., 1998; Hartgers et al., 1989; Heimer et al., 1998; Keene et al., 1993; Oliver et al., 1994; Paone et al., 1994; Peak et al., 1995; Power and Nozhkina, 2002; Schoenbaum et al., 1996; Singer et al., 1997; van Ameijden and Coutinho, 1998; van Ameijden et al., 1994; Vlahov et al., 1997; Watters, 1994), one negative (Klee et al., 1991), and three indeterminate (Donoghoe et al., 1992; Hartgers et al., 1992; Klee and Morris, 1995) results relating to the association between NSPs and injecting risk behaviour. The reviewers did not formulate any conclusions specifically regarding injecting risk behaviour.


      The 23 studies identified by Gibson et al. (2001) (Bluthenthal et al., 1998; Broadhead et al., 1999; Des Jarlais et al., 1994; Donoghoe et al., 1989; Donoghoe et al., 1992; Frischer and Elliott, 1993; Guydish et al., 1995; Guydish et al., 1998; Hagan et al., 1994; Hartgers et al., 1989; Hartgers et al., 1992; Keene et al., 1993; Klee et al., 1991; Klee and Morris, 1995; Oliver et al., 1994; Paone et al., 1994; Peak et al., 1995; Schoenbaum et al., 1996; Singer et al., 1997; van Ameijden and Coutinho, 1998; van Ameijden et al., 1994; Vlahov et al., 1997; Watters, 1994) were covered in the later core reviews, with the exception of Broadhead et al., 1999, and Hagan et al., 1994. Both studies suggested a protective effect of NSP: Broadhead et al. noted an increase in the reported reuse and sharing of syringes after the closure of an NSP, and Hagan et al. observed a decline in the proportion borrowing used syringes among NSP attendees (pre-vs. post-intervention comparison). The authors concluded that there is substantial evidence that NSPs are effective in preventing HIV risk behaviour among IDUs.


      Pharmacy access


      Two core reviews examined evidence of the effects of pharmacy access to needle/syringes and injecting risk behaviour and identified a total of seven studies. Tilson et al. (2007) identified two serial cross-sectional studies that compared injecting risk behaviour before and after liberalisation of the laws permitting syringe sale from pharmacies in New York (Pouget et al., 2005) and Connecticut (Groseclose et al., 1995); both found that reports of syringe sharing among IDUs declined. The authors concluded, ‘A few studies have examined the impact on drug-related HIV risk, and found suggestive evidence of a reduction’ (p. 160). Wodak and Cooney (2004) reported on a further five cross-sectional studies (Caslyn, 1992; Gleghorn et al., 1995; Ingold and Ingold, 1989; Nelson et al., 1991; Richard et al., 2002) and all found pharmacy access was associated with lower levels of injecting risk behaviour.


      Vending machines


      Two core reviews, Tilson et al. (2007) and Wodak and Cooney (2004), both referred to a pilot study of vending machines in a German prison (Heinemann and Gross, 2001), although their reporting of the study results differs. Wodak and Cooney reported that significant decreases in needle-sharing subsequent to the introduction of the programme were found, whereas Tilson et al. stated that this study showed that IDUs will use vending machines as a source of sterile needles/syringes. Tilson et al. concluded that there was insufficient evidence of the effectiveness of vending machines in reducing HIV risk; the conclusions of Wodak and Cooney are as above, for HIV.


      A supplementary review of vending machines (Islam and Conigrave, 2007) identified 37 studies of vending machines that reportedly engaged ‘hard to reach and high risk’ IDUs, but no details were provided on these studies or changes in injecting risk behaviour associated with access to vending machines.


      Prison


      A supplementary review (Stöver and Nelles, 2003) reported on nine prison NSP evaluations that had examined injecting risk behaviour. Seven studies found large declines in needle/syringe sharing or reuse, one study found single cases of sharing and one study found no change in needle sharing. However, few details were provided on the primary study designs or formal data analysis.


      Evidence statement for NSPs and self-reported injecting risk behaviour


      Primary NSP


      Based on consistent evidence across multiple robust studies, as well as moderate to strong statements of evidence in support of an effect of NSPs on self-reported injecting risk behaviour from two core reviews, there is sufficient review-level evidence to support the effectiveness of NSPs in reducing self-reported injecting risk behaviour among IDUs.


      Pharmacy access


      Based on less robust studies identified within two core reviews, there is tentative review-level evidence to support the effectiveness of pharmacy access to needles/syringes — in addition to dedicated NSPs — in reducing self-reported injecting risk behaviour among IDUs.


      Vending machines


      Given conflicting statements of evidence from core reviews based on one primary study with a weak design, there is insufficient review-level evidence to either support or discount the effectiveness of vending machines in reducing injecting risk behaviour among IDUs.


      Prison


      Despite consistent findings across multiple studies in a supplementary review suggesting reductions in injecting risk behaviour, due to a lack of information on the quality of the studies we conclude that there is insufficient review-level evidence to either support or discount the effectiveness of prison NSPs in reducing self-reported injecting risk behaviour among IDUs.


      Opiate substitution treatment ([6])


      Effects on HIV incidence/prevalence


      Evidence of the effects of OST on HIV incidence/prevalence was considered in three core reviews (Gowing et al., 2008; Sorensen and Copeland, 2000; Tilson et al., 2007), which identified eight studies between them (Dolan et al., 2003b; Hartel and Schoenbaum, 1998; Metzger et al., 1993; Moss et al., 1994; Novick et al., 1990; Rhoades et al., 1998; Serpelloni et al., 1994; Williams et al., 1992). These comprised two randomised control trials (RCTs) (Dolan et al., 2003b; Rhoades et al., 1998), four cohort studies (Hartel and Schoenbaum, 1998; Metzger et al., 1993; Moss et al., 1994; Williams et al., 1992), one case-control study (Serpelloni et al., 1994), and one cross-sectional study (Novick et al., 1990).


      Three cohort studies showed the odds of HIV seroconversion were greater for untreated individuals or those with interrupted MMT compared to those who remained continuously in MMT (Metzger et al., 1993; Moss et al., 1994; Williams et al., 1992). A cohort study and case control study showed lower daily dose and more time out of MMT was also associated with higher risk of HIV seroconversion (Hartel and Schoenbaum, 1998; Serpelloni et al., 1994). In an RCT of 50mg versus 80mg MMT no seroconversions occurred in six months of follow-up (Rhoades et al., 1998). A retrospective cohort study found no HIV seroconversions among long-term MMT patients (Novick et al., 1990). An RCT of MMT in prison found no difference in HIV incidence between those in MMT and waitlist controls, although this was in the context of a short period of follow-up and low HIV prevalence (Dolan et al., 2003b).


      The conclusions from all three reviews allowed that continuous MMT is associated with lower rates of HIV seroconversion while acknowledging that those who resist treatment or leave treatment may inherently engage in more HIV risk behaviours than those who stay in treatment longer.


      Specifically, Gowing et al. (2008), in their Cochrane Review (updated from an earlier version in 2004), concluded, ‘Few data ... limit the conclusiveness of any analysis, but these studies consistently indicate lower rates of [HIV] seroconversion associated with substitution treatment. This suggests that reductions in risk behaviour do translate into actual reduction in cases of HIV infection’ (p. 22); Tilson et al. (2007) concluded that:


      Modest evidence from prospective cohort and case-control studies shows that continuous opioid agonist maintenance treatment is associated with protection against HIV seroconversion. This association persists after controlling for many confounders. These studies also show that the risk of HIV seroconversion is inversely related to length of time in treatment. However the possibility of bias in these findings from self selection cannot be ruled out.


      (Tilson et al., 2007, p. 92)


      Finally, Sorensen and Copeland (2000) concluded that:


      Four out of the six studies reviewed ... provided firm evidence for the protective effect of MMT against HIV seroconversion. These findings are more convincing because they are based on biologically verified outcomes ... [but] nearly all the studies are inherently limited by a self-selected treatment sample.


      (Sorensen and Copeland, 2000, p. 27)


      Prison


      One core review of OST (Gowing et al., 2008) and two supplementary reviews of prison OST (Stallwitz and Stöver, 2007; WHO et al., 2007) identified the same RCT described above (Dolan et al., 2003b).


      Evidence statement for OST and HIV incidence/prevalence


      Based on consistent evidence from three core reviews, there is sufficient review-level evidence to conclude that OST in community settings is effective in reducing HIV seroconversion, especially among those in continuous treatment.


      There is insufficient review-level evidence to draw conclusions about the effect of OST on HIV seroconversion in prison settings. Data from one RCT in a jurisdiction with low HIV prevalence found no difference in HIV incidence between those receiving MMT and controls.


      Effects on HCV incidence/prevalence


      One supplementary review (Wright and Tompkins, 2006) examined evidence of the effects of OST on HCV incidence/prevalence and identified six studies. A cohort and a case-control study found a non-significant trend toward lower HCV incidence among those in MMT compared to those not in treatment (Rezza et al., 1996) or those who have left treatment (Thiede et al., 2000). A Dutch cohort study found MMT (in combination with NSPs) was not associated with any decreases in annual HCV incidence over four years (van Ameijden et al., 1993). Three cohort studies did not find any differences in HCV incidence between those in MMT and those not in MMT (Chamot et al., 1992; Crofts et al., 1997; Selvey et al., 1997).


      Wright and Tompkins (2006) concluded that, ‘As regards methadone maintenance therapy, whilst it has been successful in reducing the incidence of HIV, the evidence for its effectiveness in reducing HCV incidence is less convincing’ (p. 5).


      In our primary literature search we identified five community-based studies of HCV and OST published since Wright and Tompkins’ review. Three cohort studies suggested a positive impact of OST: HCV incidence was lower among those in continuous OST compared with those with interrupted OST (Hallinan et al., 2004); MMT in the past six months was protective against both primary (non-infected IDUs) and secondary (mono-infected IUDs) HIV and HCV infection (Miller et al., 2004); and HCV incidence was similar among those who were not in OST during follow-up or in OST for up to six months, but was lower amongst those in treatment for 7 to 12 months (Craine et al., 2009). One cohort study found no difference in risk of HCV seroconversion among IDUs recruited from MMT clinics and IDUs recruited from NSPs (Maher et al., 2006) and in the Amsterdam Cohort Study, as described earlier, MMT alone was not associated with lower risk of HCV seroconversion but full participation in both MMT and NSPs was associated with a lower risk of HCV infection (van den Berg et al., 2007).


      Prison


      Two supplementary reviews of prison OST (Stallwitz and Stöver, 2007; WHO et al., 2007) identified two linked studies (Dolan et al., 2003b; Dolan et al., 2005). There was no difference in HCV incidence between RCT prison MMT and waitlist control groups at five-month follow-up (Dolan et al., 2003b). However, at four-year follow-up, retention in MMT was associated with reduced HCV infection, while short MMT episodes (less than five months) were significantly associated with greater risk of HCV (Dolan et al., 2005).


      Evidence statement for OST and HCV incidence/prevalence


      Based on consistent evidence showing weak or no association from multiple longitudinal studies within a supplementary review, we conclude that there is tentative review-level evidence of OST having limited impact on HCV transmission. However, taken together with recently published primary studies, the available evidence suggests OST contributes to a reduction in the risk of HCV seroconversion among those in continuous treatment.


      There is insufficient review-level evidence to either support or discount the effectiveness of OST with respect to HCV transmission in prison settings. One RCT suggests that retention in MMT from prison to community settings is associated with reduced HCV incidence.


      Effects on injecting risk behaviour


      Three core reviews examined the effect of OST on injecting risk behaviour. The evidence falls into three broad categories: prevalence and frequency of injection; sharing of injecting equipment; and scores of drug-related risk.


      Gowing et al. (2008) identified one RCT (Dolan et al., 2003b) and six cohort studies that reported the prevalence of injecting drug use before and after OST (Camacho et al., 1996; Chatham et al., 1999; Gossop et al., 2000; King et al., 2000; Magura et al., 1991; Teeson et al., 2006); three RCTs (Dolan et al., 2003b; Lott et al., 2006; Strang et al., 2000) and six cohort studies that reported frequency of injection at baseline and follow-up (Batki et al., 1989; Brooner et al., 1998; Camacho et al., 1996; Chatham et al., 1999; Kwiatkowski and Booth, 2001; Simpson et al., 1995); and two cohort studies that examined both the proportion and frequency of injection (Camacho et al., 1996; Chatham et al., 1999). Tilson et al. identified the same studies except Teeson et al., 2006 and Lott et al., 2006. The studies varied in terms of follow-up periods (range 3 to 12 months) and the measurement of frequency of injecting, but all studies showed statistically significant decreases in injecting risk behaviour from baseline to follow-up (Gowing et al., 2008; Tilson et al., 2007).


      Sorensen and Copeland (2000) refer to a further nine studies with data on injection prevalence and frequency: one RCT and four cohort studies of in-treatment samples showed retention in MMT was associated with decreases in injection frequency (Abbott et al., 1998; Ball et al., 1998; Iguchi, 1998; Saxon et al., 1994; Shore et al., 1996); and one cohort and three cross-sectional studies comparing those in treatment with non-treatment samples found MMT associated with fewer injections (Baker et al., 1995; Greenfield et al., 1995; Meandzija et al., 1994; Stark et al., 1996).


      Gowing et al. (2008) identified three RCT and six cohort studies that examined the proportion who reported sharing equipment before and after a period of MMT. Tilson et al. (2007) identified the same studies except Teeson et al. (2006) and Schroeder et al. (2006). Eight out of nine (Camacho et al., 1996; Chatham et al., 1999; Dolan et al., 2003b; Gossop et al., 2000; Grella et al., 1996; Margolin et al., 2003; Schroeder et al., 2006; Teeson et al., 2006) found a significant reduction in sharing between baseline and follow-up. The ninth study (King et al., 2000), found a non-significant reduction in reported sharing.


      Sorensen and Copeland (2000) additionally reported on one RCT and three cohort studies of in-treatment samples that showed that retention in MMT was associated with decreases in sharing of injecting equipment (Camacho et al., 1996; Magura et al., 1998; Rhoades et al., 1998; Saxon et al., 1994) and one cross-sectional study that found no differences in sharing between new treatment entrants and the rest of the sample (Caslyn et al., 1991). One cohort study and four cross-sectional studies comparing those in treatment with non-treatment found MMT was associated with decreased sharing (Caplehorn and Ross, 1995; Greenfield et al., 1995; Klee et al., 1991; Longshore et al., 1993; Stark et al., 1996) and one cross-sectional study found no differences in sharing (Baker et al., 1995).


      Gowing et al. (2008) identified four RCTs, one cohort and two cross-sectional studies comparing drug-related HIV risk scores among those in and out of OST (Abbott et al., 1998; Avants et al., 1998; Baker et al., 1995; Chatham et al., 1999; Mark et al., 2006; Marsch et al., 2005; Sees et al., 2000). Tilson et al. (2007) identified the same studies except Mark et al. (2006) and Marsch et al. (2005). Four studies (Abbott et al., 1998; Avants et al., 1998; Chatham et al., 1999; Marsch et al., 2005) found significant decreases in drug-related HIV risk behaviour scores before and after OST. Sees et al. (2000) found no significant difference in mean risk scores between intake and six-month follow-up between MMT and methadone detoxification groups. Finally, Baker et al. (1995) and Mark et al. (2006) compared the drug risk scores for those currently in OST and not in OST and in both studies the mean score was significantly lower for the cohort receiving OST at the time of interview.


      The conclusions of all three core reviews allowed that OST was associated with reductions in self-reported prevalence and frequency of injection, sharing of injecting equipment and injecting risk behaviour risk scores. Gowing et al. (2008) concluded:


      Substitution treatment is associated with a significant decrease in the proportion of participants reporting injecting drug use and in the frequency of injection ... [and] a significant decrease in the sharing of injecting equipment ... studies that reported [injecting risk behaviour] scores also showed a significant reduction is risk associated with substitution treatment.


      (Gowing et al., 2008, pp. 19–20)


      Tilson et al. (2007) concluded:


      Moderate to strong evidence from one RCT and a number of observational studies show that patients receiving methadone maintenance treatment report reductions in several drug-related HIV risk behaviours, including frequency of injecting and sharing of injecting equipment. These patients also had lower summary scores of drug-related risk behaviour compared with pre-treatment levels.


      (Tilson et al., 2007, p. 89)


      Sorensen and Copeland (2000) concluded,


      26 out of 28 studies showed positive results in reducing HIV risk behaviours ... In this review both longitudinal studies of in-treatment samples and studies comparing treatment patients with other samples found very strong evidence that drug abuse treatment decreases the risk of HIV infection by decreasing needle-use. The evidence is less strong, but still substantial, that drug abuse treatment changes the needle use patterns of participants (e.g. less needle-sharing, more use of sterile needles).


      (Sorensen and Copeland, 2000, pp. 27–8)


      Prison


      Two supplementary reviews examined prison OST and injecting risk behaviour (Stallwitz and Stöver, 2007; WHO et al., 2007). WHO et al. identified seven studies of prison-based OST and injecting risk behaviour (Bayanzadeh et al., undated; Boguña, 1997; Dolan et al., 1996; Dolan et al., 1998; Dolan et al., 2003b; Heimer et al., 2005; Heimer et al., 2006), although some of these studies reported very similar findings from the same data set (i.e. Heimer et al., 2005 and 2006; Dolan et al., 1996 and 1998). Stallwitz and Stöver (2007) also referred to three studies included in WHO et al. (Boguña, 1997; Dolan et al., 1998; Dolan et al., 2003b). Across all studies, opioid-using IDUs who received MMT in prison reported injecting significantly less frequently than those not receiving MMT in prison. WHO et al. concluded: ‘Prison-based OST programmes appear to be effective in reducing the frequency of injecting drug use and associated sharing of injecting equipment, if a sufficient dosage is provided and treatment is provided for longer periods of time’ (p. 9).


      Evidence statement for OST and injecting risk behaviour


      Based on consistent evidence from multiple robust studies in three core reviews there is sufficient review-level evidence to support the effectiveness of OST in reducing the frequency of injection, the sharing of injecting equipment and injecting risk behaviour scores.


      Based on consistent evidence from two supplementary reviews there is tentative evidence to support the effectiveness of prison-based OST in reducing injecting risk behaviour among IDUs in prison by reducing frequency of injection of heroin and other opiate use.


      Effects on overdose-related mortality


      We identified two meta-analyses (Amato et al., 2005; Caplehorn et al., 1996) and three supplementary narrative reviews that considered OST and overdose-related mortality (Best et al., 2000; Darke and Hall, 2003; Sporer, 2003). Between them they referred to 14 primary studies (Caplehorn et al., 1994; Cushman, 1977; Darke and Ross, 1999; Darke et al., 2000; Davoli et al., 1993; Fugelstad et al., 1995; Gearing and Schweitzer, 1974; Gronbladh et al., 1990; Gunne and Gronbladh, 1981; McGregor et al., 2002; Poser et al., 1995; van Ameijden et al., 1999; Yancovitz et al., 1991; Zador et al., 1996).


      Amato et al. (2005) synthesised the results of five systematic reviews of OST effectiveness in treating opioid dependence. However, they were only able to pool data for all cause mortality for MMT versus waiting list/no treatment from two controlled studies (Gunne and Gronbladh, 1981; Yancovitz et al., 1991) and found non-significant trend suggestive of a reduced risk of death in MMT (RR 0.15, CI 0.02-1.0). The authors concluded, ‘Death within the time frames of a clinical trial is a rare event, even in a high risk population like opiate users ... for the statistical power needed to study mortality, big RCTs or long follow-up periods are required’ (p. 325).


      Caplehorn et al. (1996) conducted a meta-analysis of mortality in and out of MMT based on the results of the aforementioned RCT (Gunne and Gronbladh, 1981) and five cohort studies (Caplehorn et al., 1994; Cushman, 1977; Gearing and Schweitzer, 1974; Gronbladh et al., 1990; Poser et al., 1995) from Sweden, Germany, Australia and the United States. MMT reduced risk of death by 75 % (relative risk 0.25, CI 0.19-0.33), due almost entirely to decreases in deaths due to overdose. Notably the included results were all from high-dose programmes. They concluded:


      Addicts were one-quarter as likely to die while in methadone maintenance treatment because they were less likely to die from heroin overdose or suicide. These are most probably direct, pharmacological effects of methadone and are likely to be dose-dependent. This conclusion gives strong support to the argument that all heroin addicts should have access to high-dose, long term maintenance treatment.


      (Caplehorn et al., 1996, p. 190)


      Other studies referred to in the three supplementary reviews (Best et al., 2000; Darke and Hall, 2003; Sporer, 2003) highlight that overall risk of overdose death is reduced significantly while in treatment compared to never being in treatment or after leaving treatment. An Italian case-control study of 4 200 IDUs found the risk of overdose death was over three times higher among those who left MMT compared to those still in treatment, and over seven times higher in the first 12 months after leaving treatment (Davoli et al., 1993). In a Swedish cohort study of 472 HIV-infected IDUs, risk of death by overdose or trauma was reduced by 75 % while in MMT compared to never being in treatment (Fugelstad et al., 1995).


      A trend toward a dose-dependent reduction in the risk of overdose death was also observed in a Dutch cohort study, where the risk of death among those on 55 mg or more was a third of that in patients on lower doses (van Ameijden et al., 1999). Additionally systematic audits of coronial data on heroin-related deaths in Australia have shown that around 98 % of deaths occurred among individuals not enrolled in MMT at the time of their death (Darke and Ross, 1999; Darke et al., 2000; McGregor et al., 2002; Zador et al., 1996).


      Conclusions from all three supplementary reviews consistently supported that being in OST is associated with a substantial reduction in the risk of opioid overdose compared to no treatment or after leaving treatment. Best et al. (2000) also highlighted that the risk of overdose death during treatment is greatest during induction and that risk of death out of treatment is greatest immediately after leaving/being dropped from treatment.


      We identified four longitudinal primary studies of OST and overdose-related mortality published since 2003, which all found significant reductions in mortality risk during treatment compared to when out of treatment (Brugal et al., 2005; Clausen et al., 2008; Davoli et al., 2007; Degenhardt et al., 2009).


      An Italian prospective cohort study of 10 454 heroin users entering treatment found those retained in MMT had a 90 % reduced risk of death compared to those not in treatment (Davoli et al., 2007). Similarly in a Spanish cohort of 5 049 heroin users entering treatment, risk of overdose death was seven times greater for those not in MMT at the time of death (Brugal et al., 2005). A Norwegian prospective data linkage study of mortality among 3 789 heroin users who applied for OST showed risk of overdose death was reduced by 80 % while in treatment compared to OST waiting list or after leaving treatment (Clausen et al., 2008). In an Australian state-wide OST retrospective data linkage study of 42 676 individuals entering treatment over a 20-year period, OST contributed to a 29 % reduction in mortality (mostly due to overdose and trauma) across the entire cohort (Degenhardt et al., 2009).


      Finally, an ecological study of access to OST and overdose deaths in France during a rapid scale-up of OST (particularly BMT) suggests that as the number of drug users in OST increased, there was a concurrent rapid decline in the annual number of opioid related overdose deaths (Emmanuelli and Desenclos, 2005).


      Prison


      WHO et al. (2007) note recent release from prison as a significant risk factor for drug overdose and the importance of drug treatment through-care. They identified one study of prison MMT and post-release mortality (Dolan et al., 2005). In a four-year follow-up of 382 prison-based MMT RCT participants, no deaths occurred while participants were in MMT, but 17 died out of MMT (untreated mortality rate of 2.0 per 100 person-years, 95 % CI, 1.2-3.2). Eight deaths were from drug overdose, four had never received MMT and four had ceased MMT prior to release from prison.


      Evidence statement for OST and overdose


      Based on consistent evidence from one meta-analysis and multiple robust studies in supplementary reviews, there is sufficient review-level evidence to support the effectiveness of OST in reducing the risk of opioid overdose death. Recently published high-quality primary studies also support that OST reduces risk of overdose death for those retained in treatment compared to those waiting for treatment or who have left treatment.


      There is insufficient review evidence to support or discount the effectiveness of prison-based OST and overdose prevention. Findings from one post-RCT follow-up study suggest that retention in prison based OST after release was associated with reduced mortality.


      Supervised drug consumption facilities


      Effects on HIV and HCV incidence/prevalence


      A supplementary review (Hedrich, 2004) identified two linked studies that examined the effect of DCR on operation BBV incidence/prevalence in Sydney (MSIC Evaluation Committee, 2003). No evidence of an increase or decrease in the incidence of notifications for HIV, HCV or HBV infections in the DCR locality compared to control localities were attributable to the operation of the DCR (MSIC Evaluation Committee, 2003). It was acknowledged a priori that low population prevalence of these infections and the limited coverage of one DCR made it unlikely there would be a detectable community-level impact on BBV incidence (MSIC Evaluation Committee, 2003). Complimentary case-control and serial cross-sectional studies of HCV incidence and HCV prevalence respectively among IDUs in the DCR locality found HCV incidence was stable and that a trend towards increased HCV prevalence was consistent with national trends among IDUs (MSIC Evaluation Committee, 2003).


      Hedrich (2004) concluded:


      Few data are available regarding the impact of the rooms on the incidence of infectious diseases among clients. Methodologically, it is difficult to establish a causal effect of the rooms per se that can be distinguished from the effects of the gamut of health promotion and harm reduction activities aimed at preventing drug-related infectious diseases.


      (Hedrich, 2004, p. 77)


      Evidence statement for DCRs and HIV/HCV incidence/prevalence


      There is insufficient review-level or primary evidence to support or discount the effect of DCRs on HIV or HCV prevalence/incidence.


      Effects on injecting risk behaviour


      Two supplementary reviews (Hedrich, 2004; Kerr et al., 2007), a synthesis of Vancouver evaluation findings (Wood et al., 2006) and a meta-analysis (Milloy and Wood, 2009) examined evidence of the effect of DCR use on self-reported (and in some instances staff-reported) injecting risk behaviour.


      Hedrich (2004) identified 13 studies of DCRs and injecting risk behaviour (Benninghoff and Dubois-Arber, 2002; Benninghoff et al., 2003; Jacob et al., 1999; Linssen et al., 2000; Meijer et al., 2001; Minder Nejedly and Bürki, 1996; MSIC Evaluation Committee, 2003; Poschadel et al., 2003; Reyes Fuentes, 2003; Ronco et al., 1996; van der Poel et al., 2003; Zurhold et al., 2001). These comprised mostly serial and single cross-sectional studies with small sample sizes. However, they consistently showed a positive impact of DCR use on injecting-related risk behaviour, including: improved knowledge and/or practice of injecting hygiene and safer use (Benninghoff and Dubois-Arber, 2002; Benninghoff et al., 2003; Jacob et al., 1999; Linssen et al., 2000; Meijer et al., 2001; MSIC Evaluation Committee, 2003; Poschadel et al., 2003; van der Poel et al., 2003; Zurhold et al., 2001); increased use of sterile injecting equipment for all injections (Minder Nejedly and Bürki, 1996; MSIC Evaluation Committee, 2003; Reyes Fuentes, 2003; Ronco et al., 1996); decreases in needle syringe and other equipment sharing (Benninghoff and Dubois-Arber, 2002; Benninghoff et al., 2003; Dubois-Arber et al., 1999; MSIC Evaluation Committee, 2003).


      Hedrich concluded:


      Clients of consumption rooms report improved knowledge of safer use and injection techniques as well as reductions in risk behaviour. Positive behavioural changes are confirmed by staff, although this process is sometimes slow. Despite methodological limitations, it is likely that safer use education given at consumption rooms has contributed to this. Effects increase with length and frequency of service use and behaviour changes are sustained outside the facilities.


      (Hedrich, 2004, p. 77)


      Kerr et al. (2007) referred to seven of the same studies as Hedrich (2004) (Benninghoff and Dubois-Arber, 2002; Benninghoff et al., 2003; Jacob et al., 1999; Meijer et al., 2001; Minder Nejedly and Bürki, 1996; Ronco et al., 1996; van der Poel et al., 2003) and Kerr et al. (2007) and Wood et al. (2006) both referred to three studies of DCR use and injecting risk behaviour from the prospective IDU cohort studies of the Vancouver evaluation (Kerr et al., 2005; Stoltz et al., 2007; Wood et al., 2005). The prevalence of syringe sharing decreased in the cohort after the facility opened and only among DCR users (Kerr et al., 2005). Regular DCR use was associated with reduced syringe lending by HIV-infected IDUs and reduced syringe borrowing by HIV-negative IDUs (Wood et al., 2005). DCR use was independently associated with decreased reuse of syringes, increased use of sterile water and increased use of alcohol swabbing of injection sites (Stoltz et al., 2007).


      Milloy and Wood (2009) combined the effects of DCR use on syringe sharing from Canadian (Kerr et al., 2005; Wood et al., 2005) and Spanish (Bravo et al., 2009) cohort studies. Their pooled estimate of 0.31 (95 % confidence interval 0.17-0.55) represented a 69 % reduction in the likelihood of syringe sharing among DCR users.


      Evidence statement for DCRs and injecting risk behaviour


      Based on consistent evidence from multiple studies identified in two supplementary reviews and a meta-analysis we conclude there is tentative review-level evidence that DCR use is associated with reduced injecting risk behaviour and improvements in injecting practices and hygiene, especially for injections that occur on DCR premises, and among those who are regular DCR users.


      Effects on overdose mortality


      Two supplementary reviews (Hedrich, 2004; Kerr et al., 2007) identified an ecological study of DCRs and overdose mortality. A time series study of drug-related deaths in four German cities found a significant association between the operation of DCRs (often in multiple sites) and the reduction of drug-related deaths (Poschadel et al., 2003). Hedrich (2004) also described another time series study of DCR operation and overdose deaths and ambulance call-outs to suspected opioid overdoses in Sydney, which was inconclusive due to confounding changes in the drug market after the opening of the DCR that led to a significant reduction in heroin use (MSIC Evaluation Committee, 2003).


      Potential deaths prevented by DCR operation have also been estimated. Hedrich (2004) reported on a multiplier estimation study from Sydney that suggested that clinical intervention staff prevented at least four deaths per year (MSIC Evaluation Committee, 2003). Hedrich (2004) also applied a mortality rate of 2 % to data on annual supervised drug consumption episodes in Germany (Poschadel et al., 2003), assuming that one ‘person year of active use’ equals 1 000 consumptions, and estimated that at least 10 deaths per year were prevented by the operation of DCRS in Germany.


      Hedrich (2004) concluded:


      There is some evidence ... that consumption rooms can contribute to a reduction in drug-related deaths at community level. The robustness of these analyses remains to be verified by further research data based on longitudinal analyses in different contexts that reproduce these results across time or geographic location ... There is no evidence at all that consumption rooms contribute to increased morbidity or mortality risks among drug users. Millions of drug consumptions have been supervised and thousands of emergencies been treated — with no deaths from overdose.


      (Hedrich, 2004, p. 77)


      Evidence statement for DCRs and overdose deaths


      There is insufficient review-level evidence to support or discount the effect of DCRs on reduction of overdose deaths at the community level. One time-series study found DCR operation was associated with reduced drug-related deaths at a city level. Process data show no overdose deaths have occurred on DCR premises and clinical and epidemiological data suggest it is likely that a proportion of overdoses treated in DCR settings would have been fatal if they had occurred elsewhere.


      Peer naloxone distribution


      We identified one supplementary review of PND to reduce heroin deaths (Baca and Grant, 2005), which reported limited process outcomes of two early PND programmes (Bigg, 2002; Dettmer et al., 2001).


      The process evaluation literature on PND has grown considerably since that review and we identified nine subsequently published primary studies (Galea et al., 2006; Green et al., 2008; Piper et al., 2008; Seal et al., 2005; Sherman et al., 2009; Strang et al., 2008; Tobin et al., 2009; Wagner et al., 2009).


      Taken together, the evidence from four prospective studies (Seal et al., 2005; Strang et al., 2008; Tobin et al., 2009; Wagner et al., 2009) and three cross-sectional studies (Green et al., 2008; Piper et al., 2008; Sherman et al., 2009) suggests that overdose prevention training with PND increases participants’ knowledge, confidence and skills to respond effectively in case of overdose. Evidence from five prospective studies (Galea et al., 2006; Seal et al., 2005; Strang et al., 2008; Tobin et al., 2009; Wagner et al., in press) and three cross-sectional studies (Dettmer et al., 2001; Piper et al., 2008) suggests PND trainees subsequently intervene at overdose using naloxone with very high reported rates of survival in cases where the outcome of intervention is known.


      Effects on overdose mortality


      We identified one ecological study that examined the impact of PND on overdose mortality at the community level. In Chicago, a large-scale PND programme has been operating since 2001 with more than 3 500 vials of naloxone prescribed and 319 naloxone reversals reported by programme participants. Coronial data showed that the upward trend in heroin overdose deaths annually in Chicago prior to the PND programme, which increased four-fold between 1996 and 2000, reversed in 2001, with a 20 % decrease in 2001 and a 10 % decreases in 2002 and 2003 (Maxwell et al., 2006).


      Evidence statement for PND and overdose


      There is insufficient review-level evidence to draw conclusions about the effect of PND on overdose deaths. Recently published primary studies consistently point to the feasibility and uptake of PND programmes. One ecological study suggests the operation of a large PND programme may have played a role in reducing overdose deaths at the city level.


      Discussion


      Drawing substantively upon our previous work in this area (Palmateer et al., 2008; Palmateer et al., 2010), we have used a review of reviews methodology to evaluate the evidence relating to the effectiveness of selected harm reduction interventions on key indicators of injecting-related morbidity and mortality: NSPs, OST, DCRs on HIV and HCV incidence/prevalence and injecting risk behaviour; and OST, DCRs, and PND on overdose-related deaths.


      We find that there is sufficient review-level evidence that OST reduces HIV transmission, while the review evidence in support of NSPs reducing HIV transmission is more tentative, and for DCRs currently insufficient. We find there is tentative review-level evidence that OST has limited effectiveness in reducing HCV transmission, and insufficient evidence to support or discount that NSPs or DCRs reduce HCV transmission. We find there is sufficient review-level evidence that NSPs, OST and DCRs reduce self-reported injecting risk behaviour and tentative review-level evidence to suggest that pharmacy access, in addition to primary NSP, is effective in reducing injecting risk behaviour. There is sufficient review-level evidence that OST is effective in reducing opioid overdose related mortality but insufficient review-level evidence to support or discount the effectiveness of DCRs and PND in reducing overdose deaths at the community level.


      Our findings highlight a lack of high-quality reviews for some harm reduction interventions and/or outcomes we considered. In some cases this reflects a lack of primary studies (e.g. DCRs and PND). It also appears that previous reviews of NSPs may have overstated the evidence of effectiveness in BBV prevention from the available studies. In general, we found that reviews gave more consideration to issues of bias and limitations in studies with negative findings than in studies with positive (protective) findings, and thus may have ascribed less importance to negative studies when synthesising the evidence (Palmateer et al., in press).


      As highlighted earlier, an assessment of insufficient or tentative review-level evidence does not equate to evidence for lack of intervention effectiveness. Such assessments are inevitably related to the methodological limitations of primary studies as well as the reviews (Palmateer et al., 2010). For example, one of the criticisms of studies investigating NSPs’ effectiveness in preventing BBVs is that they do not accurately measure the coverage or intensity of the intervention delivered (that is, the amount of injecting equipment distributed) (Lurie, 1997).


      Further consideration of the limitations of the primary studies helps to explain our finding of a discrepancy between the results of individual-level (i.e. cohort and case-control) and ecological studies of NSP effectiveness (Palmateer et al., 2010). First, individual-level, non-randomised studies are highly susceptible to bias. In cohort studies, for example, two groups, such as NSP attenders and non-attenders, are usually compared to the outcome. This measurement of the exposure to the intervention has generally been limited because: (i) these groups are ‘self-selecting’ and thus may be inherently different with respect to characteristics, including injecting risk, that can influence the outcome (Lurie, 1997), and (ii) the distinction between exposed and unexposed groups may also be inadequate (for example, unexposed individuals may have access to clean needles/syringes from other sources or exposed individuals may still be engaging in injecting risk despite high uptake of NSP), potentially diluting the effect size (Gibson et al., 2001).


      Ecological studies, by contrast, are more likely to report a positive association: because one cannot isolate the effects of a single intervention in an ecological study, such studies may in fact be measuring the impact of several interventions. This is illustrated in the Amsterdam Cohort Study (ACS), which found that MMT or NSP use alone were not associated significantly with HIV or HCV seroconversion, but that full participation in both programmes was associated with a lower incidence of HCV and HIV infection, suggesting that only the combination of these interventions might contribute to the reduction of the transmission of these infections (van den Berg et al., 2007).


      All of the evidence for NSP, DCR and PND effectiveness is based on observational study designs, that is, exposure has not been randomised. Observational studies, as discussed above, are generally at risk of confounding and selection bias. However, it is logistically and ethically difficult to conduct a randomised trial for interventions such as NSPs and DCRs, which have face validity and have already been widely introduced (Hall and Kimber, 2005; Lurie, 1997). A feasible alternative study design is a community-randomised trial (e.g. comparing a basic package of harm reduction services with an enhanced package) where participants are randomised on a group basis, rather than an individual basis, thereby avoiding some of the biases associated with observational designs (Tilson et al., 2007).


      Another methodological issue is that the primary studies might not have been adequately powered to detect an impact. Few of the reviews addressed this issue in their reporting of the studies and, therefore, it was usually unclear whether equivocal findings were due to a lack of power or truly represented no association (Palmateer et al., 2010).


      The reliance on self-reported behaviour is a problem for epidemiological studies examining the effectiveness of harm reduction interventions. Self-reported behaviour by drug users can be reliable (Darke, 1988; Goldstein et al., 1995); however, it is unclear whether this applies to all behaviours. Limitations, for example, in the reliability self-reported injecting risk behaviour may explain our finding of greater strength of evidence for behavioural measures than for biological measures. Differential reporting of risk behaviour between exposed and unexposed groups could bias measures of the effectiveness of an intervention, for example if IDUs exposed to NSPs are more sensitised to the risks of sharing and more reluctant to report this behaviour than unexposed individuals (Palmateer et al., 2010). Second, some modelling studies (Vickerman et al., 2006) have suggested that the association between injecting risk behaviour and HIV/HCV transmission does not follow a dose-response relationship; rather, a reduction in injecting risk has to surpass a threshold level before changes in HIV/HCV transmission are observed. Consequently, a sub-threshold change in injecting risk behaviour may have no impact on HIV/HCV incidence, thereby limiting the usefulness of injecting risk behaviour as a proxy measure for the effectiveness of an intervention (Palmateer et al., 2010).


      We acknowledge that we may have missed potentially relevant reviews by limiting our search to English language reviews, although we attempted to expand the search, and reduce publication bias, by examining the grey literature. In particular in the reviews of DCRs, prison NSPs and prison OST there is good coverage of non-English language studies. We also aimed to address potential gaps in the review evidence by undertaking searches of recently published primary literature.


      Another limitation of the review of reviews methodology is the reliance on the reviewers’ identification of the relevant studies and their accounts of the designs and findings of the primary studies. In considering the primary evidence, we used the study design as a proxy for study quality; however, other factors — for example sample size and recruitment strategy — affect the integrity of a study’s results. The likelihood of having missed primary studies is a possibility for outcomes that core reviews did not specifically set out to examine: we attempted to compensate for this by including the studies identified by supplementary reviews (Palmateer et al., 2010).


      We have also focused our evaluation of harm reduction programmes on a subset of interventions and outcomes. This is not to suggest that other interventions (e.g. education information and counselling) or outcomes (e.g. health and social functioning) that we have not examined are not important components of these programmes. Additionally, we have focused on the ‘direct’ evidence of effectiveness of the selected interventions (that is, changes in biological or behavioural outcomes).


      Implications for harm reduction practice and evaluation


      In most European countries, harm reduction interventions developed in response to community-level identified needs, and were often introduced in the absence of methodologically rigorous evaluation. We have found the quality of evidence on intervention impacts to be lacking in some cases, but this is not uncommon for behavioural interventions in public health more generally and harm reduction interventions in HIV prevention are the subject of much evaluation research. Our assessment of the quality of evidence does not suggest that policymakers should disinvest from harm reduction programmes. Rather, the provision and increase in coverage of interventions needs to be used as an opportunity to conduct better research into the effectiveness of these interventions.


      Conclusions and recommendations


      European countries face a challenge in reducing/maintaining low prevalence of BBVs among IDUs and reducing drug overdose mortality. Good quality research is fundamental to formulating policy on the development, scale-up and continued investment in public health interventions targeting IDUs. We recommend a step change in evaluations of harm reduction interventions so that future evaluations: (i) include both biological and behavioural outcomes and are powered to detect changes in the outcome of interest; (ii) consider complete packages of harm reduction interventions rather than single interventions; (iii) consider randomised, especially community-level, designs where possible, and report evaluation findings to CONSORT and TREND guidelines (Des Jarlais et al., 2004; Moher et al., 2001); (iv) and compare additional interventions or increased coverage/intensity of interventions with current availability (Palmateer et al., 2010).
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      The effect of epidemiological setting on the impact of harm reduction targeting injecting drug users


      Peter Vickerman and Matthew Hickman


      Abstract


      Hepatitis C (HCV) and HIV cause substantial morbidity and mortality, and are both easily transmitted through contaminated syringes. Although reducing the transmission of HCV and HIV through injecting drug use is critical to preventing both infections, there is little evidence that interventions targeting injecting drug users (IDUs) reduce the transmission of either HIV or HCV.


      A recent systematic review suggested a strong positive relationship between the prevalence of HIV and HCV in different IDU populations, but with considerable variability in different settings. This analysis uses a dynamic HIV and HCV transmission model to investigate the possible reasons for these observed trends, and to explore whether HIV and/or HCV prevalence could be used as proxy markers for the relative impact of an IDU intervention in different settings. By varying the HIV and HCV transmission probabilities and other non-setting specific HIV/HCV natural history parameters, a dynamic compartmental model of HIV and HCV transmission was fitted, to observe trends in HIV and HCV prevalence from different settings. Using multivariate linear regression, the output from the ‘best-fitting’ simulated epidemics was used to identify factors that determine the type of HIV and HCV epidemic that occurs. These simulated epidemics were then used to project the impact of a generic intervention that reduced syringe sharing amongst all IDUs or just low- or high-risk IDUs, and to explore whether the impact projections correlated with HIV and/or HCV prevalence.


      Results showed that the relative HCV to HIV transmission probability was the main factor determining how well the model agreed with the observed HIV and HCV prevalence trends. The ‘best-fitting’ model projections suggest that the relative HIV to HCV prevalence in different epidemic scenarios is positively correlated to the relative proportion of and level of risk behaviour among the high-risk IDUs. Indeed, the projected impact of the generic intervention was also strongly correlated with the baseline HIV and HCV prevalence of the simulated epidemic, with more impact (HIV/HCV infections averted and relative decrease in HIV/HCV incidence) occurring in higher HCV prevalence settings but less impact occurring, except for HIV infections averted, in higher baseline HIV prevalence settings. Lastly, a generic intervention among IDUs had less impact on the HCV epidemic compared to the HIV epidemic in most scenarios. However, when the intervention reached only lower-risk IDUs, it had only little impact on the HIV epidemic and greater impact on the HCV epidemic.


      We conclude that the trends and variability in HIV and HCV prevalence observed in different epidemiological settings may be mainly due to differences in the heterogeneity of IDU risk behaviour. The HIV and HCV prevalence in a setting could be proxy markers for the relative impact of an intervention.


      Keywords: injecting drug use, HIV, hepatitis C, mathematical modelling.


      Introduction


      Hepatitis C (HCV) and HIV cause substantial morbidity and mortality. Worldwide, 40 million people are estimated to be infected with HIV (UNAIDS, 2004a) and 170 million with HCV (WHO, 2000a). HCV and HIV can easily be transmitted through contaminated syringes (Baggaley et al., 2006; De Carli et al., 2003), and, while HIV infection rates vary widely (UNAIDS, 2004b), HCV infection rates are often very high amongst injecting drug users (IDUs) (Health Protection Agency, 2004; Wiessing and Nardone, 2006). Similarly to HIV, HCV infection is an important public health concern in Europe and elsewhere, because the majority of HCV infections do not resolve (Micallef et al., 2006) but become chronic and over time lead to cirrhosis of the liver, and possibly liver cancer and death (Limburg, 2004).


      A worldwide systematic ecological analysis by the authors has shown that there is a strong positive relationship between the prevalence of HIV and that of HCV in different IDU populations, with the mean HIV prevalence generally being negligible if HCV prevalence is less than 30 % and thereafter increasing linearly with HCV prevalence (Vickerman et al., 2009a). Although this suggests that HCV prevalence could be used as a proxy indicator for injection-related HIV risk, there was substantial variability around the relationship when HCV prevalence is greater than 30 %, suggesting that other factors, such as the stage of the HIV epidemic and heterogeneity in IDU risk behaviour, may also play a role. This variability in HIV and HCV prevalence exists in all world regions, with the HIV prevalence in different European settings varying between 0 % and 70 % (Muga et al., 2007) and the HCV prevalence varying between 2.8 % (Danis et al., 2007) and 98 % (Westh et al., 1993). Overall, HIV prevalence in Europe is low; with high rates of prevalence being found in local studies. Nonetheless, despite this variability, the systematic review suggests that HCV prevalence could be used as a proxy indicator for injection-related HIV risk — and as a target or threshold level to minimise the possibility of an HIV outbreak.


      Modelling health harm and its reduction


      Reducing the transmission of HCV and HIV through injecting drug use is critical to the overall prevention of these infections in most countries. Epidemiological studies have shown that needle exchange and opioid substitution therapy (OST) interventions can reduce HIV transmission (Gibson et al., 1999; Gibson et al., 2001). However, the evidence for interventions impacting on HCV transmission is modest (Des Jarlais et al., 2005; Goldberg et al., 2001; van den Berg et al., 2007), with only one European study showing that full harm reduction (syringe distribution and OST) can reduce not only HIV incidence by 57 %, but also HCV incidence by 64 % (van den Berg et al., 2007). This lack of evidence is partly due to a relative dearth of epidemiological studies that estimate the impact of IDU interventions on HCV incidence, probably due to their high cost and difficulties in following up ‘chaotic’ IDUs (Craine et al., 2009). Although it is not the gold standard for evaluating interventions, modelling can play an important role in these difficult situations by translating intermediate intervention outcomes (HIV/HCV prevalence trends and/or even decreases in IDU risk behaviour) into projected decreases in HIV/HCV incidence or number of infections averted. Indeed, modelling can also answer ‘what if’ questions that would otherwise be very difficult to answer with epidemiological studies.


      Numerous model analyses have provided important insights into the potential impact and cost-effectiveness of different intervention strategies for IDUs in Europe, the United States, Eastern Europe, Asia and Australia (Blower et al., 1991; Kaplan and Heimer, 1994; Kretzschmar and Wiessing, 1998; Kretzschmar and Wiessing, 2008; Murray et al., 2003; Vickerman et al., 2006b; Vickerman et al., 2007). However, most studies have focused on HIV, with the small number of HCV modelling analyses being hampered by simplified epidemiology of HCV or IDU risk behaviour, or uncertainty surrounding key behavioural or biological parameters (Kretzschmar and Wiessing, 2004; Murray et al., 2003; Pollack, 2001; Vickerman et al., 2007).


      Despite this, a number of analyses have fit HCV models to epidemiological data from one setting (Hutchinson et al., 2006; Murray et al., 2003; Vickerman et al., 2007; Vickerman et al., 2009b), mainly to estimate the impact of changes in syringe distribution/sharing. However, this model fitting strategy may not adequately calibrate an HCV transmission model, because one epidemic profile will contain insufficient information to fully understand the nature of HCV epidemics in other settings. This was emphasised in two studies by the first author of this chapter, which found that very different model parameterisations could accurately fit the HCV prevalence data from London, United Kingdom (Vickerman et al., 2007) or Rawalpindi, Pakistan (Vickerman et al., 2009b).


      Few epidemiological or modelling analyses have considered the impact on the transmission of both HIV and HCV of an intervention targeting IDUs (Kwon et al., 2009; Murray et al., 2003; Vickerman et al., 2009b), and none have explored how impact could vary by the extent of baseline HIV and HCV epidemic occurring in a setting. In an attempt to fill this knowledge gap and to reduce the parametric uncertainty around modelling HCV, this analysis uses a joint HIV and HCV transmission mathematical model, fitted to the observed trends between HIV and HCV prevalence, to explore how the impact of a generic intervention (any one that reduces the extent of syringe sharing among IDUs) varies across different epidemiological scenarios. The model’s biological parameters are calibrated by determining which set of ‘biological parameters’ (HIV and HCV transmission and natural history parameters) most accurately produces the observed relationship between HIV and HCV prevalence when IDU behavioural parameters are widely varied to produce different epidemics. The simulated epidemics for this ‘biological’ parameter set are then used to explore how the impact of a generic intervention varies by HIV and HCV prevalence. More complex ‘realistic’ interventions (i.e., combinations of interventions, including treatment) were not modelled because it was not the main focus of the study, but impact estimates were made amongst high- and low-frequency syringe sharers in order to understand how targeted IDU interventions may differentially impact on HIV and HCV.


      Methods


      There were a number of stages to this analysis, many of which built on the work of previous analyses. First, the HIV and HCV transmission mathematical model and different ‘biological’ parameter sets (includes HIV and HCV transmission probabilities and non-setting specific natural history parameters — see Table 6.1 for all ‘biological’ parameters) that produced model fits in a recent modelling analysis from a specific IDU population (Vickerman et al., 2009b) were used as the basis for this analysis. For each of the biological parameter sets, an extensive uncertainty analysis was undertaken by randomly sampling specific IDU risk behaviour parameters (see parameters in Table 6.1) to produce 100 different behavioural parameter sets and so 100 different simulated HCV and HIV epidemics. These 100 behavioural parameter sets were chosen so that a wide variety of simulated HIV and HCV epidemics would be produced, and the same behavioural parameter sets were used for each biological parameter set. For each parameter set, the simulated epidemic was run until the overall HCV prevalence among IDUs was stable and the HIV epidemic had run for 30 years. The projected HIV/HCV prevalences were then compared to HIV and HCV prevalence trends for different IDU populations from a systematic review to see which biological parameter set produced the highest proportion of HIV and HCV epidemic projections lying within a defined area containing the vast majority of the paired HIV and HCV prevalence estimates from the systematic review. The 100 runs for this ‘best fit’ biological parameter set were used to explore how the impact of reducing the frequency of syringe sharing by 50 %, either amongst all IDUs or just among low-frequency (sharing syringes less often than once a week) or high-frequency (sharing syringes at least once a week) syringe sharers, varies for epidemics with different endemic HIV and HCV prevalence. Intervention impact was estimated over three years in terms of HIV and HCV infections averted (per 1 000 IDUs) and the relative decrease in HIV and HCV incidence (defined as the decrease of HIV and, respectively, HCV incidence compared to the baseline incidence).


      Table 6.1: Uncertainty ranges used for ‘biological’ (HIV and HCV) and behavioural model parameters
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                  (Baggaley et al., 2006)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Cofactor increase in HIV transmission probability during initial period of high viraemia
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                  Pre-AIDS period of high viraemia

                

                	
                  3–6

                

                	
                  (Wawer et al., 2005)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Duration of initial period of high viraemia
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      Model derivation


      A deterministic compartmental model of HCV and HIV transmission developed for a previously published analysis was used (Vickerman et al., 2009b). In brief, the model simulates the transmission of both HCV and HIV amongst IDUs with different levels of needle/syringe sharing. The model includes three behavioural subgroups of IDUs depending on whether they do not share needles/syringes (do not inject with a previously used needle/syringe), or share with a low or high frequency. The model simulates the transmission of HCV/HIV over time and includes two sub-groups for those that are new injectors and those that have been injecting for longer. IDUs leave the population if they cease injecting, die or experience severe HIV-related morbidity.


      The HCV transmission model assumes that IDUs enter an acute phase of infection once infected, and either resolve their infection after a number of months or progress to lifelong chronic infection. A proportion of those that resolve HCV are assumed to become immune, and the remainder become susceptible again (Aitken et al., 2008; Currie et al., 2008; Dalgard, 2005; Grebely et al., 2006; Micallef et al., 2007). All infecteds develop an antibody response during their acute phase.


      The HIV transmission model assumes that once susceptible individuals are infected they progress to a high viraemia phase of infection, following which they progress to a longer stage of low viraemia, a short period of high viraemia pre-AIDS, and then AIDS. Because the focus of the study was to look at the impact of interventions aiming to reduce injecting risks, the model did not simulate the sexual transmission of HIV.


      The HCV and HIV models are run in parallel once the HCV transmission model has reached a stable state without HIV. From that point, the model follows the HIV/HCV co-infection state of each IDU and assumes that being HIV infected exacerbates the effects of being HCV infected, both in terms of the secondary transmission and the natural history of HCV. Because of evidence that HIV infection increases both the HCV viral load in co-infected IDUs (Bonacini et al., 2001; Daar et al., 2001; Fishbein et al., 2006; Thomas et al., 2000b; Thomas et al., 2001) and the probability of mother-to-child HCV transmission (Pappalardo, 2003), the HCV secondary transmission probability was assumed to be heightened in HIV/HCV co-infected IDUs. In addition, it was assumed that the probability that an HCV infection resolves was reduced in HIV/HCV co-infected individuals (Bonacini et al., 2001; Daar et al., 2001; Grebely et al., 2007; Mehta et al., 2002; Thomas et al., 2000a), and so was the probability that they develop immunity against HCV (Grebely et al., 2006; Mehta et al., 2002).


      This HIV/HCV prevalence model also has an additional component that incorporates the possible effect of a generic intervention. After a certain time the intervention reduces the frequency of syringe sharing amongst IDUs, regardless of whether they share syringes with a low or high frequency, and affects the epidemiology of HIV and HCV in the modelled population.


      Model parameter values used for model fitting


      The model was parameterised using different biological parameter sets that produced model fits (n=42) to HIV and HCV prevalence data from a specific IDU population (Vickerman et al., 2009b). These parameter sets were obtained during a rigorous fitting process that also sampled across the uncertainty ranges for the behavioural parameters from that setting. The behavioural parameters were mainly obtained from an in-depth survey undertaken in the setting. The 42 biological model parameter sets were from a total of 400 non-setting specific parameter sets that were randomly sampled from parameter uncertainty ranges during the model fitting process. The parameter uncertainty ranges for the biological parameters were obtained from the literature, and included such aspects as the HIV and HCV transmission probabilities, the duration of the HCV acute phase, and proportion of HCV infecteds that resolve infection. See Table 6.1 for the biological parameters and their uncertainty ranges. All parameters had similar ranges amongst the model fits from the previous analysis, except for the HIV and HCV transmission probabilities, which had the ranges of 0.34–1.4 % and 1.5–5.0 %, respectively.


      Figure 6.1: Weighted HIV and HCV prevalence data from 310 different IDU populations including the defined region for determining whether a model simulation is a model fit or not
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      One hundred behavioural parameter sets were randomly sampled from the behavioural parameter uncertainty ranges in Table 6.1, and these parameter sets were used to simulate 100 different HIV and HCV epidemics for each biological parameter set. Each epidemic was run until the HCV prevalence changed by <0.05 % in one year and then the HIV epidemic was run for 30 years. The ranges for each behavioural parameter were set to allow the model to produce a wide range of different HIV and HCV epidemics.


      For each biological parameter set, the 100 model simulations were compared against collated HIV and HCV prevalence data from different IDU cross-sectional surveys found by our systematic review (Vickerman et. al, 2009a) (see Figure 6.1). This systematic review obtained weighted HIV and HCV prevalence estimates for 310 different IDU populations from peer reviewed journal articles, international AIDS conference abstracts between 2000–08, the European IDU HIV/HCV database (managed by the European Monitoring Centre for Drugs and Drug Addiction) (EMCDDA, 2008), United Kingdom unlinked prevalence monitoring programme (managed by the Health Protection Agency) (Health Protection Agency, 2008), and WHO Multi-City Drug Injection Study Phase II (WHO, 2000b). A model simulation was defined as a fit to the collated HIV/HCV prevalence data if the last time point of the model simulation projected an HIV and HCV prevalence within the region surrounded by a bolded triangle shown in Figure 6.1. The percentage of model runs that were model fits for a particular biological parameter set was used to evaluate its goodness of fit. The model projections for the best-fitting biological parameter set were also validated against available HIV and HCV incidence data from different IDU populations (obtained through a non-systematic literature review) to confirm that the model produced a similar relationship between HIV/HCV incidence and HIV/HCV prevalence.


      Intervention impact projections


      The biological parameter set with the best goodness of fit was used to explore how the impact of a 50 % reduction in the frequency of syringe sharing will vary by endemic HIV and HCV prevalence in different epidemic settings. A 50 % reduction in syringe sharing was chosen for illustrative purposes, but this figure also reflects an upper bound estimate for what can be achieved with intensive needle and syringe distribution (Foss et al., 2007; Hutchinson et al., 2006). The impact of the intervention was estimated in terms of HIV/HCV infections averted (per 1 000 IDUs) and the relative decrease in HIV/HCV incidence over three years. Scatter plots, partial correlation coefficients and linear regression models (with ‘impact’ as the independent variable and HIV and HCV prevalence as the dependent variables) were used to assess the relationship between the variables, and the R-squared statistic was used to determine the strength of the association.


      Insights from model fitting process


      The percentage of model simulations for each biological parameter set that gave endemic HIV and HCV prevalence projections within the bounded area in Figure 6.1 varied widely from 0 % to 78 %. Interestingly, the goodness of fit was largely dependent on the factor difference between the HIV and HCV transmission rate (defined as Ω), with a greater percentage of simulations lying within the bounded area as Ω increases (Figure 6.2). This suggests that the HCV transmission probability must be over three, or potentially even four to five times greater than the HIV transmission probability. Figure 6.2 also shows that one biological parameter set had a much better goodness of fit than the others, with 78 % of the model projections within the bounded area compared to 54 % for the next best-fitting biological parameter set. This biological parameter set was defined as the ‘best fit’ and was used in the impact analysis.


      Figure 6.2: Relationship between the factor difference in the HCV and HIV transmission probabilities and the percentage of model simulations that lie within the bounded area in Figure 6.1
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      A comparison of available HIV/HCV prevalence and incidence data with the model projections from the best-fitting biological parameter set is shown in Figures 6.3a and b. They show that the model mimics the data reasonably well, except for settings with high HCV prevalence but low HIV prevalence, that is, a low ratio of HIV prevalence to HCV prevalence. This could be due to the model not incorporating enough heterogeneity in risk behaviour, or HIV being more compartmentalised in specific IDU networks, or just the fact that we only included the final time point of the model’s projection of HIV and HCV prevalence for each epidemic in the comparison. Including all the model projections over time for each epidemic results in many more lower HIV prevalence projections (result not shown), and the existing model projections also suggest that decreasing the proportion and/or syringe sharing frequency of the high-frequency syringe sharers results in a lower HIV prevalence relative to HCV prevalence (Figure 6.4).


      Figure 6.3: Comparison with data of the HIV/HCV prevalence and incidence projections for the ‘best fit’ biological parameter set


      


      Figure 6.3a: Comparison with HIV/HCV prevalence data
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      Figure 6.3b: Comparison with HIV/HCV incidence data
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      Figure 6.4a: Relationship between relative HIV to HCV prevalence and the proportion of high-risk syringe-sharing IDUs


      [image: Image]


      


      Figure 6.4b: Relationship between relative HIV to HCV prevalence and syringe-sharing frequency of high-risk syringe-sharing IDUs
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      Intervention impact projections: overall projections


      Figure 6.5 shows that the projected HIV and HCV infections averted due to a 50 % reduction in syringe sharing frequency amongst all IDUs is highly variable, although a similar range of impact projections are obtained for each infection. The number of HIV infections averted is positively correlated with baseline HIV and HCV prevalence and the number of HCV infections averted is negatively correlated with baseline HIV prevalence, but positively correlated with baseline HCV prevalence. These correlations are maintained when the partial correlation coefficients are estimated (see Table 6.2), while controlling for the prevalence of the other infection, with the corresponding linear regression models explaining 50–60 % (R2=0.5–0.6) of the variance in the model projections.


      Figure 6.5a: Scatter plot to show the relationship between HIV infections averted (per 1 000 IDUs) and HIV prevalence
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      Figure 6.5b: Scatter plot to show the relationship between HIV infections averted (per 1 000 IDUs) and HCV prevalence
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      Figure 6.5c: Relationship between HCV infections averted (per 1 000 IDUs) and HIV prevalence
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      Figure 6.5d: Relationship between HCV infections averted (per 1 000 IDUs) and HCV prevalence
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      Table 6.2: Partial correlation coefficients and regression parameters for the relationship between two different measures of intervention impact (HIV and HCV infections averted or relative decrease in HIV and HCV incidence) and baseline HIV and HCV prevalence
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      Notes:


      † all partial correlation coefficients and regression coefficients are significant to p<0.001.


      ↑ signifies a positive correlation with that variable and ↓ signifies a negative correlation with that variable.


      


      Similar associations are seen for the relative decrease in HIV or HCV incidence due to the intervention, with both being positively correlated with baseline HCV prevalence and negatively correlated with baseline HIV prevalence. However, although the regression model for the relative decrease in HIV incidence has a similar R2, the regression model for the relative decrease in HCV incidence is a much better fit, explaining 87 % of the variance. The box below explains the implications of these results.


      Implications of regression coefficients relating intervention impact projections to baseline HIV and HCV prevalence


      For every 10 % increase in baseline HIV prevalence:



      • the post-intervention reduction in HIV and HCV incidence decreases by ~12 %;


      • the number of HIV infections averted over three years increases by ~8 per 1 000 IDUs reached (which translates to a 10–14 % increase in the number of HIV infections averted if the baseline HIV prevalence was 20 %);


      • the number of HCV infections averted over three years decreases by ~22 per 1 000 IDUs (which translates to a 33–50 % decrease if the baseline HCV prevalence was 50 %).



      For every 10 % increase in baseline HCV prevalence:



      • the post-intervention reduction in HIV incidence increases by 8 % and that of HCV incidence by 10 %;


      • the number of HIV infections averted over three years increases by ~7 per 1 000 IDUs reached (which translates to a 10–14 % increase in the number of HIV infections averted if HIV prevalence was 20 %);


      • The number of HCV infections averted increases by about ~24 per 1 000 IDUs (which translates to a 33–50 % increase if the baseline HCV prevalence was 50 %).


      The existence of these associations is due to the relative HIV prevalence (compared to HCV) being a measure of the proportion and syringe sharing frequency of the high-risk IDUs (Figure 6.4). To attain high HIV prevalence, a larger proportion of IDUs who frequently share syringes is necessary, and so it becomes harder to avert HCV infections and reduce the HIV and HCV incidence because IDUs become re-infected frequently. This effect is not observed in the HIV infections averted because the force of infection (the rate at which susceptible individuals become infected) for HIV is much lower than that for HCV, with the reduced impact on HIV incidence being offset by the higher baseline HIV incidence.


      Figure 6.6 suggests that the relative HIV prevalence could be a good predictor of the relative number of HIV vs. HCV infections averted by an intervention. For example, if HIV prevalence is 25 % of HCV prevalence then the model suggests that 40–60 % fewer HIV than HCV infections will be averted, whereas if HIV prevalence is 75 % of HCV prevalence then >50 % more HIV than HCV infections will be averted.


      These results occur because the relative HIV to HCV prevalence in a stable epidemic is a measure of relative proportion and level of risk behaviour of the high-risk IDUs. For a low relative HIV prevalence to HCV prevalence, the IDU population must have a smaller and/or ‘less risky’ high-risk group with lower HIV incidence, and so fewer HIV cases but more HCV cases are averted because fewer of the HCV incident infections are amongst very high-risk IDUs with a high re-infection rate. For a high relative HIV prevalence, the IDU population must have a larger and/or ‘more risky’ high-risk group with higher HIV incidence, and so more HIV cases but fewer HCV cases are averted because more HCV incident infections are amongst the high-risk IDUs that frequently get re-infected.


      Figure 6.6: The model’s projected relationship between the relative HIV prevalence compared to HCV prevalence and the relative number of HIV infections averted compared to HCV infections averted
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      Intervention impact projections: effect of targeting IDUs


      Figure 6.7 shows that the targeting of an intervention among IDUs to only those IDUs that have a low- or high-frequency of syringe sharing could have substantial implications for the impact of an intervention. If the intervention just reaches the higher-risk IDUs then a greater impact on HIV transmission can be expected, whereas if the intervention just reaches the lower-risk IDUs then a much greater impact on HCV transmission should be expected. Indeed, little to no decrease in HIV incidence should be expected in this latter case because most HIV transmission occurs amongst the higher-risk IDUs.


      Figure 6.7: The model’s projected impact on HIV compared to HCV for an intervention that either reaches all IDUs, or just lower- or higher-risk IDUs


      


      Figure 6.7a: Impact on HIV and HCV incidence
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      Figure 6.7b: Impact on HIV or HCV infections averted
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      Figure 6.7c: Relative impact on HIV compared to HCV
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      Discussion


      This study extensively fit a mathematical model to observed trends between HIV and HCV prevalence in different IDU populations in Europe and beyond. Through fitting the model to a wide range of different joint HIV and HCV epidemics, we were able to explore why different HIV and HCV prevalence trends occur in different settings, project how the impact of an intervention targeting IDUs may vary for different epidemiological settings, and how the impact of the intervention on HCV transmission may compare to the impact on HIV transmission. In addition, as a by-product of the fitting process, estimates for the relative transmissibility of HCV relative to HIV were also produced.


      This model analysis should be seen as a significant improvement upon previous modelling analyses because of the effort made to ensure that the model mimics a wide range of observed HIV/HCV epidemics. Indeed, through undertaking this novel method of model fitting, an analysis of the different best-fitting model simulations suggest that heterogeneity in IDU syringe sharing risk behaviour could be a major determinant for the wide range of HIV and HCV epidemics that occur in IDU populations in different settings, including Europe. If this is the case, then the ratio of HIV to HCV prevalence in a stable epidemic setting could be used as a proxy indicator of the heterogeneity in injecting risk behaviour in that IDU population.


      Key messages of this research


      1. Heterogeneity in IDU risk behaviour could be a major determinant for the wide range of HIV and HCV epidemics that occur in IDU populations in different settings.


      2. Model projections suggest that greater intervention impact (more infections averted and greater decrease in incidence) should be expected in higher HCV prevalence settings and less impact in higher HIV prevalence settings, except for the number of HIV infections averted, which increases with HIV prevalence.


      3. An intervention will generally result in greater impact on an HIV epidemic than on an HCV epidemic, in terms of either infections averted or relative decreases in incidence. However, when the intervention reaches only lower-risk IDUs, it has only little impact on the HIV epidemic and greater impact on the HCV epidemic.


      4. The ratio of HIV to HCV prevalence in a stable epidemic setting could be used as a proxy indicator of the heterogeneity in injecting risk behaviour in an IDU population, and the relative number of HIV and HCV infections that would be averted by an intervention.


      Relative impact of intervention in different epidemiological settings


      As would be expected, our results show that the number of infections averted by a specific intervention will be highly dependent on the characteristics of the epidemic occurring in a setting. However, our results also highlight that the relative reduction in HIV or HCV incidence attained by an intervention can vary by six fold depending on the type of epidemic occurring. Importantly, the projections imply that the number of infections averted and the associated relative decrease in incidence are both strongly related to the HIV and HCV prevalence in a setting. Generally, greater impact (more infections averted and greater decrease in incidence) is achieved in higher HCV prevalence settings and less impact is achieved in higher HIV prevalence settings, except for the number of HIV infections averted, which increases with HIV prevalence.


      These results suggest that the highest impact in terms of reducing HIV/HCV incidence and averting HCV infections should be expected at very high HCV prevalence (>70 %) but low HIV prevalence (<10 %), such as has been recorded in some settings in Belgium, Greece, Ireland or Italy. In contrast, the greatest impact in terms of HIV infections averted occurs at high HIV prevalence (>50 %) as occurs in some settings in Ukraine or Belarus (Vickerman et al., 2006b; Vickerman and Watts, 2002). These results highlight that policymakers should not expect interventions to result in the same impact on incidence, or in the same number of infections averted when initiated in different settings. Indeed, an intervention’s cost-effectiveness ratio will vary widely within and between countries, and different coverage levels and reductions in syringe sharing will be required to achieve specific reductions in disease incidence in different settings. This analysis can help in producing these targets and in estimating the relative cost-effectiveness of specific interventions in different settings.


      Interestingly, if HIV and HCV infections are considered in a similar light in public health terms, as could be the case in many European settings, then the projections have important implications for how the impact and cost-effectiveness of an intervention is estimated. For example, although less is achieved in reducing HIV/HCV incidence and fewer HCV infections are averted in high HIV prevalence settings, interventions can still have a favourable cost-effectiveness ratio due to many HIV infections being averted. Alternatively, an intervention undertaken in a high HCV but low HIV prevalence setting, as occurs in many European regions, may not be seen as cost-effective if only the cost per HIV infection averted is considered. However, in these settings many more HCV infections will be averted and the intervention is likely to have a large effect on the transmission of both infections. To explore this further, quality-adjusted life year (QALY) weights and HIV and HCV health care costs could be incorporated to give relative weights to the benefits of a HIV or HCV infection averted, so that the cost-effectiveness of different interventions can be compared in different epidemiological settings depending on the level of care provided in that country.


      HIV and HCV impact of targeting low- or high-risk IDUs


      When the HIV and HCV impact projections are compared further, they suggest that an intervention will generally result in greater decreases in HIV incidence than HCV incidence. This is especially true if the intervention mainly reaches higher-risk IDUs, and highlights that greater coverage and reductions in risk behaviour will frequently be required by interventions to achieve a comparable impact on HCV incidence as well as HIV incidence. This trend also occurs, and is more pronounced, when we look at the relative decrease in HIV or HCV prevalence (results not shown). This has important implications for harm reduction interventions because it suggests that much more needs to be done if the objective of the intervention is a decrease in HCV transmission.


      Limitations of analysis


      The analysis was limited in a number of ways. First, it used a limited number of biological parameter sets from a previous analysis as the basis for the fitting process. This may have limited the number of model fits that we found and so there may be more uncertainty around our impact projections. The model was only fit against HIV and HCV prevalence trends. A different parameter set may have produced a better fit to other ecological data, such as trends in HIV/HCV co-infection. Behavioural data was not used in the fitting process, and so it was difficult to determine whether the behavioural parameters used would produce similar epidemics in real life. In addition, the transmission of HIV through sexual contact was not incorporated in the model. Although HIV transmission through injecting risk behaviours is likely to dominate in most situations, sexual transmission could play a substantial role in settings where the HIV prevalence is already high but injecting risk behaviours have decreased in recent years. This could affect the relationship not only between HIV and HCV prevalence, but also, and most likely, between HIV incidence and HIV prevalence or HIV incidence and HCV incidence.


      Only one intervention was considered in the impact analysis and so it is impossible to determine how the results would vary for other interventions. The impact analysis also assumed the HIV and HCV epidemics were in a stable state. Importantly, epidemics in the exponential or early epidemic stage would have resulted in different impact projections. Lastly, the model was deterministic and did not incorporate the effects on transmission of different syringe sharing behaviours within different risk networks. These more complex syringe sharing structures may affect the prevalence of HIV and HCV in different ways, possibly restricting HIV in small IDU sub-networks, and so could explain the reason why the current model structure was not able to predict very low HIV prevalences with high HCV prevalences. The effect of these complexities on our projections will be explored in future analyses involving more complex models.


      Concluding remarks


      This analysis used a novel technique to fit a joint HIV/HCV model to HIV and HCV prevalence data from diverse epidemic types, many of which were from European settings. This enabled the model to explore the impact of interventions in different epidemic settings, with the results suggesting that HIV and HCV prevalence could be used as predictors of intervention impact in different settings, including Europe. However, the study should be seen as preliminary because a limited number of ‘biological’ parameter sets (HIV and HCV transmission probabilities and natural history parameters) were used in the fitting and the model was only fit to HIV/HCV prevalence trends. In addition, the analysis did not explore the impact of interventions such as opioid substitution treatment (OST), HCV and/or HIV antiviral treatments, and/or combined interventions, which may be essential for resulting in large reductions in HIV/HCV incidence in some settings. This has recently been highlighted by a study looking at the long-term impact of intervention activities in Amsterdam (van den Berg et al., 2007), and will be the focus of future work where sufficient attention can be given to subtleties such as how increasing the coverage of OST may increase the coverage of syringe distribution to IDUs on and off OST, and how the behaviour of IDUs may revert after leaving OST. In addition, previous analyses have suggested that reducing the number of people that an IDU shares needles/syringes with and the time that IDUs are initially reached by harm reduction interventions are both important for determining the impact of a harm reduction intervention. These will also be explored further in future analyses.
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      The fast and furious — cocaine, amphetamines and harm reduction


      Jean-Paul Grund, Philip Coffin, Marie Jauffret-Roustide, Minke Dijkstra, Dick de Bruin and Peter Blanken


      ‘The role of the state is not to make people happy but to relieve avoidable suffering.’


      (Sir Karl Popper, 1945)


      Introduction


      Cocaine and amphetamines (‘stimulants’) are distinct central nervous system stimulants with similar effects (Pleuvry, 2009; Holman, 1994). Cocaine is a crystalline tropane alkaloid extracted from coca leaves. Amphetamines are a subclass of phenylethylamines with primarily stimulant effects, including amphetamine, methamphetamine, methcathinone and cathinone and referred to as ‘amphetamines’ in this review (Holman, 1994). MDMA (3,4-methylenedioxy-N-methamphetamine or ecstasy) is a substituted amphetamine known for its entactogenic, psychedelic, and stimulant effects (Morgan, 2000). Stimulants can produce increased wakefulness, focus and confidence, elevated mood, feelings of power, and decreased fatigue and appetite; stimulants also produce nervousness or anxiety and, in some cases, psychosis and suicidal thoughts (Holman, 1994; EMCDDA, 2007f; Hildrey et al., 2009; Pates and Riley, 2009). Although there is little evidence that stimulants cause physical dependence, tolerance may develop upon repetitive use and withdrawal may cause discomfort and depression (EMCDDA, 2007f; Pates and Riley, 2009). Users may engage in ‘coke or speed binges’ alternated with periods of withdrawal and abstinence (Beek et al., 2001).


      Epidemiology of stimulant use in the European Union


      The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA, 2009) estimates that at least 3.9 % of the total adult population (15–64 years) in European Union (EU) Member States has used cocaine at least once in their lifetime (lifetime prevalence, LTP), but variations in prevalence and patterns are found between countries, demographic and social groups, and specific settings. Higher levels of cocaine use are found in western and southern countries, notably Denmark, Spain, Italy, Ireland and the United Kingdom, with relatively low LTP in most other European countries, ranging from 0.1 % to 8.3 % (EMCDDA, 2009). Cocaine use is concentrated among young adults (15–34 years), with an average LTP of 5.3 %, and more so among young men, with an LTP over 10 % and last year prevalence (LYP) over 5 % in Denmark, Spain, and the United Kingdom (EMCDDA, 2007b). LYP for all EU adults is 1.3 %, ranging from 0 % to 3.1 % by country. LYP among young adults is 2.2 %, ranging from 0.1 % to 5.5 %. Last month prevalence (LMP) for all adults range from 0 % to 1.1 %, two-thirds of whom are young adults (EMCDDA, 2007f).


      Cocaine use appears to have increased among young adults since the 1990s and, while prevalence is leveling off or decreasing in many countries (EMCDDA, 2007a), Denmark and Italy report considerable increases as recently as 2005 and Spain, France, Denmark, and the United Kingdom report rapid growth among adults aged 15–24 (EMCDDA, 2007d). Those countries with data on problem cocaine use include Spain, with 4.5 to 6 problem cocaine users per 1 000 adults in 2002, Italy with 2.9 to 4.1 per 1 000 adults in 2005, and England with 5.7 to 6.4 problem crack users per 1 000 adults in 2004/05 (EMCDDA, 2007c).


      Cocaine use is elevated in specific social settings and subpopulations, such as nightlife participants with rates from 10 to 60 % (Cohen and Sas, 1993; Cohen and Sas, 1994; Decorte, 2001; EMCDDA, 2007d; Nabben et al., 2007; Grund et al., 2007b; Haasen et al., 2004), sex workers, homeless people, treatment participants and marginalised young adults (EMCDDA, 2007d; Haasen et al., 2004). Largely employed, socially integrated users mostly sniff cocaine and do so occasionally within rather well-defined leisure settings and periods (Prinzleve et al., 2004; Bellis et al., 2003; Cohen and Sas, 1994; Decorte, 2001), with some experiencing periods of often short-lived uncontrolled use (Cohen and Sas, 1994; Decorte, 2001), a finding consistent with laboratory studies in which experienced cocaine users regulate their use (Sughondhabirom et al., 2005). Marginalised users, on the other hand, very often smoke cocaine-base (crack) or inject cocaine, use more frequently and chaotically, and more often use heroin, benzodiazepines or alcohol, while also experiencing a wide array of social-economic and medical problems (Prinzleve et al., 2004; Beek, 2001; Hando et al., 1997).


      LTP of amphetamines among EU adults is 3.3 %, ranging from 0.1 % to 11.9 %, with 0.6 % LYP. As with cocaine, more young adults use amphetamines, with 5 % LTP and 1.3 % LYP (EMCDDA, 2008). Amphetamines are more common in nightlife, in particular in specific dance scenes, such as Hardcore, Tekno or Goa (Nabben et al., 2007; Grund et al., 2007b). In contrast to cocaine, amphetamine use is higher in northern, central and eastern parts of the EU, particularly Sweden and Finland, with rising rates among young adults in Austria, Germany, Denmark and southern Italy (Degenhardt et al., 2009). Amphetamine injecting is a long-established problem in the Czech Republic and increasing in Slovakia and Hungary (where methamphetamine use and injection is common) (EMCDDA, 2008; Degenhardt et al., 2009; Griffiths et al., 2008) as well as Estonia and countries across the eastern borders, such as Ukraine, Belarus, Russia and Georgia (Degenhardt et al., 2009; Griffiths et al., 2008; Grund et al., 2009; Grund and Merkinaite, 2009) Users in former Soviet states often produce amphetamine-type stimulants at home (Borodkina et al., 2005; Grund, 2001; Heimer et al., 2007), creating an environment where injecting is common among recreational users, in contrast to western EU countries where a division between integrated (party) and marginalised users of amphetamine seems to exist, similar to that between cocaine snorters and smokers or injectors (Grund, 2001; Grund et al., 2009; Degenhard et al., 2009).


      LTP of ecstasy among EU adults is about 3 %, ranging from 0.3 to 7.3 %, with 0.8 % LYP. Among young adults, LTP is 5.6 % and LYP is 1.8 % (EMCDDA, 2008). The geographic diffusion of ecstasy is less clear than that of cocaine and amphetamines, but is associated with diffusion of the electronic dance music culture (House or Techno parties, raves, etc.). Ecstasy is almost exclusively taken orally, most users are well-integrated and few seek treatment barring other drug or alcohol problems (EMCDDA, 2008). Thus, although the potential for harm of ecstasy use is not fictional, the reported burden of harm is very low in the EU compared to those of cocaine and amphetamines. For this reason this review will largely focus on (problem) use of cocaine and amphetamines. Fletcher and colleagues (2010) provide an overview of newly emerging harm reduction interventions aimed at users of ecstasy, amphetamines and other drugs in recreational settings.


      In this review we use the term ‘stimulant(s)’ when discussing cocaine and (meth)amphetamines in general terms. We will use ‘cocaine’ when discussing this substance in either its salt or base form. ‘Smokable cocaine’ or colloquial terms like ‘crack’ will only be used when indicated (as in ‘crack pipes’). Note that the term ‘crack’ is associated with stigma among drug users and some prefer saying they smoke ‘free-base’, instead of crack. Likewise, we use ‘amphetamines’ as a much as possible, when discussing amphetamines in general terms and use either ‘amphetamine’, ‘methamphetamine’ or ‘(meth)cathinone’ when referring to those specific substances.


      Methodology


      This review was primarily based on searches in the Medline database for relevant articles. Several search terms were used and generally limited papers to those addressing human subjects and those published after 1990. The overwhelming majority of articles addressed a small number of harms and standardised search terms were unable to identify numerous articles known by the authors to be relevant to risk management among stimulant users. For example, we searched PubMed on 12 October 2008 for clinical trials, metaanalyses, randomised controlled trials, reviews, and practice guidelines involving human subjects with the search terms (cocaine or psychostimulants or amphetamine or methamphetamine) and (health consequences or overdose or cardiac toxicity or HIV or HCV or pregnancy) published after 1990, resulting in 779 papers. After eliminating papers that were not relevant (such as animal studies or medical use of stimulants), there were 287 articles, of which 49 % referred to pregnancy, 21 % to infectious diseases, 10 % to cardiovascular disease, 5 % to neurologic disease, 5 % to other medical problems, 4 % to overdose. Several searches were replicated in World of Science and through university search engines but with few additional relevant papers identified, nor did including more specific search terms related to these topics. A number of articles were identified from authors’ previous knowledge and included in the review. With regard to infectious disease, stimulant use and harm reduction, 196 articles were identified in English and French; after examining these articles and selecting a number of other articles, 91 references were included. Only a few peer reviewed publications addressed crack use and harm reduction, and most of these were grey. Mental health issues were investigated in a similar fashion, including a broad search, manual review of the publications, and inclusion of outside sources including published papers, reports, organisational materials, and other grey publications.


      Adverse (health) consequences associated with use of stimulants


      Key findings


      Scientific literature is overwhelmingly weighted toward the harms of stimulants, with minimal literature on harm reduction interventions. Among the myriad of ill health effects associated with stimulants, some are mediated by mode of administration (such as infections, overdose, and pulmonary damage) while others are independent thereof (such as neurologic, cardiovascular and mental health problems). But the distinction between the two categories of stimulant-related harm is subtle and contingent on the broader risk environment. For example:


      • Problem stimulant use is associated with poverty, unemployment, homelessness or unstable housing, lower socio-economic status, a variety of other social problems, as well as legal problems and incarceration.


      • Adulterants and use of caustic chemicals in drug preparation are stipulated by market conditions beyond the control of individual users.


      • Traditional harm reduction programmes may fail to reach problem stimulant users due to opiate-centred services and social barriers to young or female users.


      • Innovative service development paired with critical evaluation is necessary in translating the successes of harm reduction for opiates to stimulants.


      • There is an important and unmet need for services that enhance the ability of stimulant users to control their intake levels, chaotic behaviour and mental health problems, as well as limit pulmonary, cardiovascular and neurologic harms.


      • Stimulant-related harms are aggravated by external factors, such as selected aspects of international drug legislation, policing and public policies in a process of ‘contingent causality’.


      The risks associated with stimulants include medical harms, such as infectious, cardiovascular, and neurologic and psychiatric morbidity, as well as risks to pregnancy, pulmonary and renal toxicity, overdose and other less common sequelae. Problem stimulant use is also associated with poverty, unemployment, homelessness or unstable housing, lower socio-economic status, a variety of other social problems, as well as legal problems and incarceration. Here we focus primarily on medical health consequences while briefly addressing mental health and other problems associated with stimulant use.


      Blood-borne viruses


      Transmission of blood-borne viruses is consistently associated with stimulant use (Mitchell et al., 2006), due primarily to high-frequency use and to increased risky sexual behaviors. HIV and hepatitis C (HCV) transmission among stimulant injectors has been associated with higher injecting frequency (Kral et al., 2001; Gibson et al., 2002) and needle sharing (Rotheram-Borus et al., 1999). Frequent cocaine injection is a factor in the failure of selected syringe exchange programmes to prevent HIV transmission (Wood et al., 2002). HCV rates are very high, even among recent initiates to cocaine injection (Maher et al., 2007). In central and eastern Europe, home-produced stimulants such as methcathinone and cathinone are injected up to 10 times daily (Kozlov et al., 2006; Booth et al., 2008; Grund et al., 2009; Chintalova-Dallas et al., 2009) and are associated with increased sexual activity (Kozlov et al., 2006) as well as sharing of equipment in home drug preparation (Grund, 2001; Des Jarlais et al., 2002; Grund and Merkinaite, 2009; Balakireva et al., 2006). In comparison to heroin users, stimulant users are more likely to have unstable social situations, larger drug-using social networks, riskier injection practices (e.g. increased frequency, chaotic drug preparation, injecting in unstable settings) and increased sexual activity (De et al., 2007; Elkashef et al., 2008; Grund et al., 1991b; Kozlov et al., 2006; Chintalova-Dallas et al., 2009; Booth et al., 2008). HCV is also prevalent among non-injection stimulant users, with rates of 2.3–35.3 % among those who sniff or smoke stimulants (Scheinmann et al., 2007) and 2.3–81 % among crack smokers (Fischer et al., 2008; Jauffret-Roustide et al., 2008a; Tortu et al., 2001); many are unaware that they are infected (Roy et al., 2001; Kwiatkowski et al., 2002). Hepatitis B (HBV) infection has also been associated with injection and non-injection drug use (NIDU), although the availability of a vaccine has greatly reduced infection rates (Kottiri et al., 2005). Stimulant use is associated with infrequent condom use (Edlin et al., 1992), amphetamine use preceding sex (Koblin et al., 2006), risk behaviours among young gay men (Celentano et al., 2006), and trading sex for drugs or money (Serraino et al., 1991; Stevens et al., 1998; Tortu et al., 2000; Tortu et al., 2003).


      Cocaine smoking is a distinct risk factor for blood-borne virus transmission (Pechansky et al., 2006; Haydon and Fischer, 2005; McCoy et al., 2004; Adimora et al., 2003; Edlin et al., 1994; Chiasson et al., 1991; Haverkos and Steel, 1991), even when adjusted for injection behaviour (Wolff et al., 2007; Osher et al., 2003; Nyamathi et al., 2002; Rosenblum et al., 2001; Roy et al., 2001; Jauffret-Roustide et al., 2006), primarily due to an association with risky sexual behaviour (Hagan et al., 2005; McCoy et al., 2004; Edlin et al., 1994; Lejuez et al., 2005; Campsmith et al., 2000; Gross et al., 2000; Perlman et al., 1999; Word and Bowser, 1997; Centers for Disease Control and Prevention, 1996; Seidman et al., 1994; Edlin et al., 1992), with HIV prevalence estimates from 7.5–23.0 % (Jauffret-Roustide et al., 2006; McCoy et al., 2004; Edlin et al., 1994; Kral et al., 1998; Gyarmathy et al., 2002). Sex work is more frequent among cocaine smokers compared to other drug users (Faruque et al., 1996; Edlin et al., 1994; Campsmith et al., 2000; Fischer et al., 2006; Mehrabadi et al., 2008) and women cocaine smokers are particularly vulnerable as they are exposed to multiple risks associated with both sexual and drug use behaviours, contingent on broader gender relations (Jauffret-Roustide et al., 2008b; Shannon et al., 2008; Maranda et al., 2004; Cotten-Oldenburg et al., 1999; Heffernan et al., 1996; McCoy and Miles, 1992; Balakireva et al., 2006). While sexual transmission of HIV among cocaine smokers is mainly through unprotected intercourse (Haverkos and Steel, 1991), other routes include oral sores and cracked lips from hot pipes in the setting of unprotected fellatio (Faruque et al., 1996; Theall et al., 2003). Recent studies of cocaine smoking and HCV transmission have noted the collective use of glass smoking utensils (‘crack pipes’ or ‘stems’) as a potential risk factor. HCV is present in gingival fluid (Suzuki et al., 2005), nasal secretions (McMahon et al., 2004), saliva (Hermida et al., 2002), and crack pipes (Fischer et al., 2008), the last of which are frequently made of glass, metal or other materials that can get extremely hot, have jagged edges, and may break between clenching jaws. Oral sores and burns on lips can result from using these pipes (Ward et al., 2000; Faruque et al., 1996; Porter and Bonilla, 1993) and small blood droplets deposit on the stem of the pipe, possibly transmitting HCV to others with similar sores (Hagan et al., 2005). One study reported that up to 81 % of all cocaine smokers had shared their crack pipes in the previous month (Jauffret-Roustide et al., 2006).


      Stimulant use may hasten progression of HIV disease, although data are conflicting. Cocaine use has been associated with poor anti-retroviral initiation and adherence (Brewer et al., 2007), complicated by the interaction of depression, particularly among women (Cook et al., 2007) whose crack use is strongly associated with poor outcomes of HIV disease (Cook et al., 2008). While current or past cocaine use is associated with less favorable laboratory parameters (T cell and viral load) among patients on HIV treatment, past amphetamine use is associated with more favorable parameters (Cofrancesco et al., 2008). Studies of HIV-positive and HIV-negative men who have sex with men demonstrate no change in T cell counts among subjects related to their use of cocaine or amphetamines (Chao et al., 2008), and studies among women showed no difference in CD4 count, viral load, or mortality (Thorpe et al., 2004). References are available to predict possible interactions of HIV medications with illicit drugs (Wynn et al., 2005), but the clinical implication of these interactions remains uncertain (Pal and Mitra, 2006). The hypothesis of a direct immunomodulatory effect of stimulants that could increase vulnerability to HIV and other infections remains unproven (Cabral, 2006).


      Other infectious complications


      Stimulants have been associated with increased incidence of many sexually transmitted diseases including syphilis, gonorrhea, and chancroid (Bauwens et al., 2002; Friedman et al., 2003; Ross et al., 1999; Ross et al., 2002; Sorvillo et al., 1998; Stoner et al., 2000; Thomas et al., 1996; Centers for Disease Control and Prevention, 1991 and 1993; Chirgwin et al., 1991; Finelli et al., 1993; Martin and DiCarlo, 1994; Oxman et al., 1996; Shuter et al., 1998; Williams and Ekundayo, 2001; Cleghorn et al., 1995), as well as various bacterial infections (Kerr et al., 2005) and tuberculosis (Malakmadze et al., 2005; McElroy et al., 2003). Cocaine use has been independently associated with human papillomavirus infection and progression to cervical lesions (Minkoff et al., 2008). Skin and soft tissue infections (SSTIs) affect 10–30 % of injecting drug users (IDUs) (Binswanger et al., 2000; Murphy et al., 2001; Ciccarone et al., 2001) and are associated with loss of venous access and reliance on intramuscular or subcutaneous injection (Ciccarone and Bourgeois, 2003; Lloyd-Smith et al., 2008; Binswanger et al., 2000). Injecting crack, vint or boltushka (home-made meth-cathinone) is particularly damaging to veins due to the uninformed and unskilled use of chemicals for preparation (Rhodes et al., 2006; Chintalova-Dallas et al., 2009). Jeff or boltushka is injected with large-bore needles that rapidly damage veins. The United Kingdom has recently seen a rise in groin injection, with an estimated 45 % of IDUs in English cities recently injecting into the femoral vein (Maliphant and Scott, 2005; Rhodes et al., 2006). Groin injection has been associated with public use of crack and speedballs and is now common among new initiates and housed IDUs, not just older and homeless users with no other venous access, suggesting a shift from ‘risk boundary’ to ‘acceptable risk’ (Rhodes et al., 2006; Rhodes et al., 2007). Cocaine injectors, including women, those with unstable housing, and those who require help injecting, are independently more likely to have SSTIs (Lloyd-Smith et al., 2008).


      Shooting Jeff (homemade methcatinone), Pskov, Russia, 1999
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      Source: J-P. Grund.


      Stimulants are also associated with skin lesions resulting from excessive scratching or picking. Most lesions are not due to delusions, apart from ‘Coke Bugs’ or ‘Meth Mites’, which result from the sensation that insects are crawling on or under the skin or that the drug is coming out of the skin. These are hallucinations from prolonged stimulant use and resulting sleep deprivation (Frieden, 2006; Beek et al., 2001; Lee, 2008). Known as delusional parasitosis, this behaviour is associated with MRSA, streptococcal, and polymicrobial SSTIs (Hinkle and Nancy, 2000; Frieden, 2006; Beek et al., 2001; Cohen et al., 2007). Other self-mutilation behaviours observed by outreach workers in Frankfurt include ‘working on wounds with giant knives’ (primarily males), cutting (primarily females), cigarette burns and excessive fingernail-biting (both sexes) (personal email communication, M. Nickolai, 30 September 2009).


      Neurologic effects


      Cocaine induces plasticity in the dopaminergic system largely responsible for drug craving, yet the principal neurologic effects of cocaine are related to its cardiovascular effects: strokes, hemorrhages and blood clots. Persistent vasoconstriction may lead to reduced brain perfusion and associated cognitive deficits that may or may not resolve with abstinence (Nnadi et al., 2005). Heavy methamphetamine use also induces dopaminergic plasticity, as well as reduced dopaminergic activity and neuropsychiatric deficits in memory, attention, and executive function (Ferris et al., 2008). Alterations in brain structure and chemistry have been convincingly documented in heavy users of methamphetamine although the clinical implications of these data remain uncertain (Chang et al., 2007). Numerous studies of long-term prescribed amphetamines have failed to demonstrate lasting psychiatric or neurologic deficits, although few are of high quality (Vitiello, 2001). In Central and Eastern Europe, chemical residues of home stimulant production (including potassium permanganate, gasoline, toluene or tetrachlorethylene, sodium hydroxide, or hydrochloric acid) (Grund and Merkinaite, 2009) may have toxic effects and local clinicans have reported ‘amphetamine-induced movement disorder’ (see e.g. Downes and Whyte, 2005) and declines in cognitive function and memory similar to dementia (Volik, 2008; Chintalova-Dallas et al., 2009). Pseudoephedrine restrictions in the region may have resulted in use of more hazardous precursors such as phenylpropanolamine, associated with hemmorrhagic stroke (Horwitz et al., 2000), in production of cathinone (Chintalova-Dallas et al., 2009). In the setting of HIV, stimulants have been associated with more rapid progression of cognitive decline and recent data suggest that stimulants may contribute to HIV-related neuron cell death, particularly within the dopaminergic (Ferris et al., 2008) and hippocampal (Venkatesan et al., 2007) systems (Goodkin et al., 1998; Basso and Bornstein, 2000; Nath et al., 2002; Cadet and Krasnova, 2007; Ferris et al., 2008).


      Cardiovascular effects


      Cardiovascular toxicities of cocaine are well-established (Vandhuick et al., 2004). Cocaine results in adrenergic activation through effects on norepinephrine and clot formation through activation of platelets, resulting in increased cardiac oxygen demand, coronary artery spasm, and coronary artery thrombosis. ‘Cocaine chest pain’ is usually not a sign of cardiac ischemia, yet cocaine also increases the risk of true myocardial infarction, aortic dissection, coronary artery dissection, cardiomyopathy, and sudden cardiac death (Steinhauer and Caulfield, 2001; McCord et al., 2008). Injection of any drug is associated with endocarditis (Guerot et al., 2002). Cocaine-induced tachycardia and hypertension play a role in many of these sequelae (Tuncel et al., 2002), accounted for in part by direct reduction in vagal tone (Newlin et al., 2000). Injected cocaine causes a dose-dependent prolongation of the QT segment of the cardiac cycle, raising the risk of potentially fatal arrhythmias (Haigney et al., 2006), particularly among those with genetic predispositions for QT prolongation (Karch, 2005). Overdose of cocaine can result in fatal monomorphic ventricular tachycardia by blocking sodium channels (Bauman and DiDomenico, 2002). Dilated cardiomyopathy may be related to direct toxicity of cocaine through increased programmed death of heart muscle cells (Zhang et al., 1999). Furthermore, prolonged cocaine use accelerates atherosclerosis (Kloner et al., 1992) and accumulation of metabolites in cardiac tissue may have further detrimental effects (Schindler et al., 1995). Clinicians are reluctant to use beta blockers, a key agent in heart disease, to manage cocaine-related disease due to fear of producing unopposed activation of other adrenergic receptors with cocaine (Afonso et al., 2007). Use of alcohol and cocaine together leads to production of cocaethylene, which is believed to increase the cardiotoxic effects of both drugs (Kertesz et al., 2007), increases the tachycardia produced by cocaine, and may increase the tendency toward violent thoughts and threats (Farre et al., 1997; Pennings et al., 2002). Amphetamines produce substantial increases in blood pressure and heart rate, more marked when the drugs are injected and somewhat buffered among those who also use marijuana (Fleury et al., 2008). Use of ecstasy, amphetamine, and cocaine in a club setting did not result in any excess body temperature compared to use of alcohol and/or cannabis alone; those drugs did, however, result in a relative increase in blood pressure (increase of 40mm Hg systolic) and heart rate (increase of 30 beats/minute) (Mas et al., 1999), perpetuating concerns about possible cardiovascular toxicities (Cole et al., 2005).


      Pulmonary and other health effects


      Novel interventions: reinventing the ‘micro’ risk environment


      Interventions aimed at reducing harms of cocaine use focus on BBVs and thus on the micro risk environment of drug consumption, providing utensils and practical information for safer use.


      Crack kit programmes offer kits that generally include a Pyrex tube, plastic tips, filters, condoms, lip balm, sterile compresses and chewing gum for salivation (Aidslaw, 2007). An evaluation of crack kit distribution in Ottawa (Leonard et al., 2006; Leonard et al., 2007) suggested that sharing of crack pipes decreased dramatically, while crack users reduced injecting and more often smoked cocaine. The Dutch Mainline Foundation offers cocaine information in flyers, on the Internet and on the streets, including a van-based ‘health circuit’ for cocaine smokers (Boekhout van Solinge, 2001) to check their lung capacity, blood pressure and heart rate. The van is supervised by a trained nurse, providing participatory interaction in which pulmonary and mental health harm reduction and self-regulation strategies are discussed through motivational interviewing techniques (Wittenberg, 2005). Mainline’s website and flyers emphasise practical information for managing health risks and controlling cocaine use, including tips for managing coke bugs, the coke shuffle and the urge to scratch (e.g. http://www.cocaineinfo.nl/).


      Crack kits are controversial and rarely funded. In Canada and some US cities, crack kits are distributed with regional funding (Small and Drucker, 2008), but some have closed after local opposition (Symington, 2007). At the same time, France is improving access to crack kits (Jauffret-Roustide et al., 2008a) with plans for community-based evaluations. Recent technological developments such as personal vaporisers, similar to E-cigarettes for tobacco smokers, might offer additional opportunities to reduce pulmonary and other bodily harm, as vaporisation and filtering could reduce the amount of combustion products inhaled while offering an acceptable alternative to crack pipes and perhaps even syringes.


      Nonetheless, reactive harm reduction measures focused at the micro risk environment of cocaine use do little to mediate the influences in the drug’s macro risk environment, upon which risk behaviour and drug related harms are contingent (Rhodes, 2009). This review identifies an important need to apply harm reduction thinking in proactive policymaking towards changing the ‘contingent causation’ of problem stimulant use with unhealthy drug and social policies and those that influence the public domain.


      The most notable pulmonary complication of smoked cocaine, referred to as ‘crack lung’, is difficult to differentiate from several other associated and life-threatening restrictive, granulomatous, infectious, and hematologic pulmonary diseases and frequently requires open-lung biopsy to diagnose (Terra Filho et al., 2004; Wolff and O’Donnell, 2004). The vasoconstrictor effect of smoked cocaine can also lead to pulmonary hypertension with chronic use (Glauser and Queen, 2007). Asthma exacerbations and eosinophilic pneumonias are also described in relation to inhaled stimulants (Mayaud et al., 2001). Intranasal cocaine use is clearly associated with septal necrosis and perforation (Glauser and Queen, 2007). Use of tobacco is thought to worsen pulmonary outcomes among stimulant smokers or injectors (Wolff and O’Donnell, 2004).


      Amphetamine use has been associated with dental disease, although there is dispute as to the degree of destruction that is related to direct toxicity versus diet and personal hygiene (Chi and Milgrom, 2008; Heng et al., 2008). Renal diseases related to stimulants include glomerulonephritites, largely believed to be associated with IDU and contaminants, and tubulointerstitial processes resulting from vasoconstrictive properties in the setting of pre-existing mild renal disease (Crowe et al., 2000; Jaffe and Kimmel, 2006). Uncommon complications include renal infarction and rhabdomyolisis. Concerns with ecstasy use include hyperthermia and rhabdomyolisis with associated renal failure (Hedetoft and Christensen, 1999). Fear of dehydration has led to consumption of large quantities of water that, in individuals without appropriate regulation of antidiuretic hormone, may lead to dilutional hyponatremia and, rarely, death (Crowe et al., 2000). Urinary retention due to bladder neck closure has also been associated with ecstasy use (Crowe et al., 2000). Gastroschesis, or slowed gastric processing of food, has been associated with use of stimulants (Draper et al., 2008), and cocaine use has been associated with intestinal ischemia, likely due to both vasoconstrictor and pro-thrombogenic effects (Glauser and Queen, 2007).


      Overdose


      Opioids remain the source of most overdose deaths globally, yet in regions such as New York City (Coffin et al., 2003) and Sao Paolo, Brazil (Mesquita et al., 2001), the high prevalence of cocaine use contributes, often in conjunction with opioids, to the majority of overdose deaths. Among cocaine body-packers, overdose can result from the rupture of a container and requires immediate laparotomy for chance of survival (Schaper et al., 2007). Extreme overdose on stimulants can result in profound hyperthermia, with subsequent risks for rhabdomyolisis, seizures, and death (Callaway and Clark, 1994). Overdose on ecstasy without concomitant use of other drugs is notably rare and difficult to define, but may be related to seritonin syndrome (see ‘Neurologic effects’) (Schifano, 2004). In a survey of all amphetamine-related deaths in Belgium, cardiopulmonary arrest and trauma were the most common direct causes of death, and drug metabolite levels were notably variable (De Letter et al., 2006). Cocaine use is intimately associated with opioid overdose, with combined use of the two drugs substantially increasing the risk of both nonfatal and fatal overdose (Ochoa et al., 2005; Coffin et al., 2003; Coffin et al., 2007). Furthermore, while overdose on opioids is far more likely among IDUs, the rates are closer among injection and non-injection cocaine users (Kaye and Darke, 2004).


      Pregnancy and parenting


      Stimulant use during pregnancy and parenting has been a major concern, particularly in the United States where fears about a future generation of ‘crack babies’ inspired legislation and prosecutions against women for stimulant use, marijuana use, or any acts that might be considered risky during pregnancy (Harris and Paltrow, 2003). Risk factors for bad outcomes among drug-using pregnant women include lack of prenatal care, prior premature delivery, and active cigarette smoking (Kuczkowski, 2007; Ness et al., 1999). Cocaine use during pregnancy is more likely than opiates, tobacco, and marijuana to be associated with fetal growth decrements (Schempf, 2007), and is associated with abruptio placenta and premature rupture of membranes; other concerns such as spontaneous abortion, preterm labour, behavioural or developmental disabilities, feeding disturbances, or withdrawal syndromes were confounded by other variables and often better attributed to maternal poverty (Addis et al., 2001). Developmental effects, based on studies utilising vast arrays of tools in an effort to elucidate decrements, remain in doubt by some investigators (Frank et al., 2001), are at most subtle with unclear clinical significance (Lester et al., 2003) and are mediated with educational programmes (Schiller and Allen, 2005). Childhood psychiatric correlates are mediated by psychosocial factors and diminish as children age (Williams and Ross, 2007). There is no risk of direct toxicity to a pregnancy at the time of conception from male cocaine use (Klemmt and Scialli, 2005). A thorough 2005 review of amphetamines and pregnancy found insufficient evidence to evaluate the developmental toxicity of therapeutic amphetamines, with two underpowered cohort studies showing no effect (Golub et al., 2005). Amphetamines have been associated with a 3.5 fold increased risk of fetal growth restriction, while tobacco use had a twofold increased risk (Smith et al., 2006). Early research has demonstrated an association between amphetamine-using mothers and poor perceived quality of life, increased substance use among family and friends, as well as ongoing legal problems (Derauf et al., 2007).


      Mental health and social problems


      High levels of psychiatric and social comorbidities, in addition to dependence and addiction, are found among chronic stimulant users (Hall et al., 1996; Baker et al., 2004; Darke et al., 2008; Sutcliffe et al., 2009). Chronic amphetamine use is associated with psychosis, usually transient during use or withdrawal but occasionally occuring for several years after discontinuation (Scott et al., 2007). Pre-existing psychotic symptoms can be greatly exacerbated by amphetamine initiation (Hall et al., 1996; Suttcliffe et al., 2009). Stimulant use is also associated with suicide, suicidal ideation, depression, post-traumatic stress disorder, and several personality disorders (Kertesz et al., 2006; Scott et al., 2007). Methamphetamine use has been associated with anti-social personality disorder as well as mania and bipolar mood disorder (Chen et al., 2003). Although methamphetamine has been associated with impulsive or violent behavior, no causal relationship has ever been established (Scott et al., 2007). Compared to cocaine, crack use is associated with higher levels of anxiety, depression paranoia, and psychosis, likely due to intensity of use, physical health, and concurrent social situation rather than route of administration per se (Haasen, 2005). There is a strong association between amphetamine use and attention-deficit hyperactivity disorder (ADHD), which is treated with amphetamine-type medications, leading some investigators to suspect that indviduals with ADHD are drawn to amphetamine use (Jaffe et al., 2005; Scott et al., 2007).


      Problem use of stimulants is also associated with social and family problems, including poor interpersonal relationships, child abuse or neglect, job loss, motor vehicle accidents, trading sex for money or drugs, criminal or violent behaviour and homicide (Daley et al., 2002), although convincing causal relationships have not been established. Problem stimulant users are more likely to be unemployed and experience poor coping skills, limited social support, and disorganised lifestyles (Scott et al., 2007), which may play a central role in behavioural problems. Furthermore, the criminal and stigmatised nature of stimulant use, while possibly deterring wider use, serves as a barrier for problem users to participate in productive society (Grabowski et al., 2004).


      Harm reduction for stimulant users


      Are stimulants too fast and too furious for harm reduction? A relatively new focus for harm reduction programmers, stimulants require rethinking many traditional strategies. Here we discuss the evidence for, and emerging interventions in, harm reduction for stimulant users. We start with a brief review of behavioural and pharmacologic treatment interventions for stimulant dependence and then focus on the stimulant-specific harms discussed in the previous section.


      Behavioural and pharmacologic interventions for stimulant users


      Challenges for harm reduction for stimulant users


      Harm reduction for problem stimulant users is both crucial and feasible, but requires consideration of the unique characteristics of stimulant use. There are many obstacles, including:



      • Frequent cocaine injection is a factor in the failure of selected syringe exchange programmes to prevent HIV transmission and in low treatment success and retention.


      • Local studies among IDUs in English cities show show that up to 45 % report recent injecting into the femoral vein.


      • Cocaine smoking is a growing risk factor for blood-borne virus transmission, due to associations with risky sex and collective use of smoking utensils.


      • Female users are exposed to multiple risks associated with both sexual and drug use behaviours, which are contingent on broader gender relations.


      • Despite shifts toward smoking drugs in many EU countries, public health efforts remain almost exclusively focused on IDUs.


      Independent of mode of administration, stimulant and other drug users must enjoy the fundamental human right to health protection, as stipulated by Article 25 of the Universal Declaration of Human Rights.


      Generally, the primary goal of treatment is viewed as inducing abstinence and preventing relapse (‘cure’). If abstinence is not (yet) feasible, treatment should aim at reducing or at least stabilising substance use and its consequences (‘care’). The ultimate stage of treatment should be lenitive and aim at alleviating suffering (‘palliation’). At all stages, crisis intervention, treatment of intoxication and withdrawal, and improving health, psychological and social functioning are self-evident (Health Council of the Netherlands, 2002).


      The first line of treatment for problem stimulant use is outpatient psychosocial intervention (American Psychiatric Association, 2007), most notably cognitive behaviour therapy (CBT), contingency management (CM) (Dutra et al., 2008), and motivational interviewing (MI) (Shearer, 2007; EMCDDA, 2007e). In CM a well-described target behaviour (e.g., medication compliance, clinic attendance, stimulant use abstinence, or any other verifiable behaviour) is rewarded whenever the behaviour is demonstrated (Dutra et al., 2008). CM is most effective when cash (as opposed to vouchers) and higher-value incentives are used, and although the effects diminish after the intervention is discontinued, effects of incentives have been demonstrated for up to 12 months thereafter (Lussier et al., 2006; Prendergast et al., 2006).


      There is no proven effective pharmacological treatment for cocaine and stimulant use, in spite of the large number of studies on a broad array of pharmaceuticals (for reviews, see: De Lima et al., 2002; EMCDDA, 2007e; Pirona and Hedrich, 2009). More recently, the Cocaine Rapid Efficacy Screening Trial (CREST) tested 19 medications, of which three potentially effective compounds (cabergoline, reserpine and tiagabine) were moved forward to be tested in larger, confirmatory trials (Leiderman, 2005; Kampman et al., 2005). However, in recent larger trials neither tiagabine (Winhusen et al., 2007a) nor reserpine (Winhusen et al., 2007b) were effective in reducing cocaine use compared to placebo. Another approach is to develop a vaccine to prevent cocaine from crossing the blood–brain barrier; the current vaccine needs improvement (Martell et al., 2009) and there are many ethical issues to be addressed even once a vaccine has shown to be effective (see e.g. Hall and Carter, 2004).


      More recently, there is growing interest in shifting the focus from abstinence to ‘substitution treatment’, based on the effectiveness of replacement therapy for nicotine and opiate dependence (Moeller et al., 2008; Shearer, 2008). The rationale for substitution treatment is to replace harmful stimulant drug use ‘with safer, licit pharmaceutical drugs, avoiding contaminants and risks associated with hazardous routes of administration, such as injecting (blood-borne viral infections, overdose)’ (Shearer, 2008, pp. 302–03). Ultimately, substitution treatment should result in a stabilisation of illicit drug use, thereby enabling the stimulant drug user to benefit from additional psychosocial interventions. Although the evidence to date for substitution treatment of stimulant use is scant (De Lima et al., 2002; Castells et al., 2007), dexamphetamine (SR) and modafinil seem promising candidates for further study. Llosa (1994) and Hurtado-Gumucio (2000) have also documented in non-controlled studies that coca tea, coca leaves and cocaine tablets could be effective in terms of craving, cocaine use and social functioning.


      Interventions aimed at reducing adverse (health) consequences associated with stimulant use


      Blood-borne viruses


      Harm reduction for stimulant injectors relies heavily on the evidence for HIV prevention among heroin injectors (see e.g. Kimber et al., 2010), but demands consideration of the unique setting of stimulant injection. In particular, stimulant injection involves more frequent injection, increased sexual risk behaviours, chaotic injecting behaviour, home production, younger ages and more frequent treatment utilisation. Stimulant injectors should have easy access to large volumes of sterile injection equipment and means of sexual protection, requiring liberal exchange and distribution policies, extended opening hours and, where needed, outreach activities in injecting and sexual risk environments (Beek et al., 2001; Des Jarlais et al., 2009). Proper injection kits should include a range of materials based on local assessment of drug use patterns and the social situation of injectors. One-for-one syringe exchange policies, still in place in various needle and syringe programmes (NSPs) in the EU and Eastern Europe, should be avoided due to the high frequency of stimulant injection.


      Harm reduction materials


      [image: Image]


      Collage: Jean-Paul Grund. Source images: Exchange Supplies.


      Harm reduction kits for injecting drug users may include needles and syringes, disinfectants, alcohol pads, ascorbic or citric acid, filters, single-use cookers, plasters and antibiotic ointments, as well as educational materials. Sometimes other specific (e.g. for home preparation in CEE) or generic (such as vitamins or food) items are included as well.


      


      Longer opening hours for NSPs and liberal exchange policies, political activism and public funding are associated with higher coverage of IDU populations and lower rates of risk behaviour (Templaski et al., 2008; Bluthenthal et al., 2007a; Bluthenthal et al., 2007b). Increased coverage was followed by substantial reductions in HIV prevalence and incidence among IDUs in the United States (Santibanez et al., 2006). Exchange Supplies in the United Kingdom offers syringes with coloured plungers and ‘syringe-IDs’ (a little colour- and pattern-marked clip for the back of the plunger), developed to allow stimulant injectors in particular to distinguish their personal syringe when injecting collectively (see illustration above).


      In response to home-made stimulants, some NSPs in Eastern Europe offer syringes both for injecting and for preparing drugs (Grund and Merkinaite, 2009). Harm reduction networks in Georgia, Russia and Ukraine are developing interventions and information materials for home-made stimulant users. Distributing litmus paper to home-made stimulant users to allow production of less acidic drugs has been proposed but not yet implemented (Agafonova, 2008).


      Traditional harm reduction programmes may fail to reach problem stimulant users due to opiate-centered services and social barriers to young or female users (see e.g. Grund and Merkinaite, 2009). Outreach, secondary exchange, or peer-driven strategies are needed to reach those not attending established service programmes (Needle et al., 2005; Coyle et al., 1998; Des Jarlais et al., 2009; Wood et al., 2003; Grund et al., 1992a; Broadhead et al., 1998). An unsanctioned peer-based and all-night NSP, located on the street in Vancouver’s open drug scene, was able to reach and deliver harm reduction services to the city’s most at risk cocaine injectors (Wood et al., 2003). Syringe dispensing machines (SDMs) and mobile NSPs provide confidential access to sterile equipment at times and places where coverage is poor (Islam and Conigrave, 2007), to younger users (Moatti et al., 2001; Obadia et al., 1999) with shorter injection histories than NSP or pharmacy users, less drug dependence, less access to established services (Stark et al., 1994; Leicht, 1993), less licit income, and lower socioeconomic status (Moatti et al., 2001). Patrons of mobile outlets are likely to be younger, indigenous and female, inject more frequently and do so more often on the street, be engaged in sex work and not be in drug treatment (Miller et al., 2002; Riley et al., 2000; Islam and Conigrave, 2007). SDMs are not advised as stand-alone interventions as there is little chance for health education, but they can serve as strategic adjuncts to conventional NSPs and pharmacy distribution (Islam and Conigrave, 2007; Agnoletto et al., 1993; Cox et al., 2000).


      Despite shifts towards smoking drugs in many EU countries, public health efforts remain almost exclusively focused on IDU (Jauffret-Roustide, 2004; Jauffret-Roustide et al., 2008a; Haydon and Fischer, 2005; Cheung, 2000). Canada and several US programmes have implemented specific programmes for cocaine smokers (Boyd et al., 2008; Leonard et al., 2006; Leonard et al., 2007), such as the distribution of so-called ‘crack kits’, containing supplies to prevent oral or respiratory lesions from smoking (Porter and Bonilla, 1993; Malchy et al., 2008; Collins et al., 2005). Studies of the out-of-treatment cocaine and heroin users suggest that the principles and evidence base of needle exchange (Wodak and Cooney, 2005; Hunt et al., 2003; Hunt et al., 2005; WHO, 2005; WHO et al. and UNODC, 2004) may apply to crack kits or other drug use utensils as well (Grund, 1991a; Grund, 1993; Pizzey and Hunt, 2008).


      Although many supervised drug consumption facilities prohibit injected or smoked cocaine due to the chaotic and frenetic nature of use, several supervised injection facilities (SIFs) in the EU now include rooms for smoking cocaine and other drugs (Hunt, 2006), a trend that may extend to Vancouver’s SIF (Shannon et al., 2006). Managing a smoking room has proven similar to an injection room; SIFs that do allow cocaine use have not reported major problems (Poschadel et al., 2002; Verthein et al., 2001; Zurhold et al., 2001; Zurhold et al., 2003; Vogt and Zeissler, 2005; Broadhead et al., 2002; Poel, et al., 2003; Hedrich, 2004; IWGDCR, 2006). Programmes targeting smokers should emphasise women through gender-sensitive programmes that have been developed, although few of these have been evaluated (Boyd et al., 2008; Wechsberg et al., 2004; Butters and Erickson, 2003). Programming for women may work better when biological, behavioural, psychological and social characteristics of women are considered and individual and community support measures combined (Latka, 2003), supporting increased autonomy of women over their drug use and sexuality to minimise exposure to BBVs (Jauffret-Roustide et al., 2008b; Gollub, 2008).


      Sexually transmitted diseases, bacterial infections and other complications


      Ample supply of injection and sexual protection supplies may also contribute to reducing sexually transmitted diseases (STDs) and bacterial infections (Beek et al., 2001; Kerr et al., 2005). Proper injection techniques, antibacterial creams and ointments and rotation of injection sites may help reduce vein loss and effectively treat minor SSTIs (Stern, 1992). Basic hygiene (hand washing, short nails) and vein care as well as simple wound care and training in safer injection may prevent infections in cocaine injectors (Beek et al., 2001; Kerr et al., 2005; Rhodes et al., 2007). Wound and abscess services within NSPs may increase patient– clinician interactions, providing opportunities for referrals to services such as HIV counseling and testing, medical care, and drug treatment at an estimated cost of $5 per patient (Grau et al., 2002). There is no consensus on whether groin injection should be actively discouraged or safer techniques provided (as in the United Kingdom; Maliphant and Scott, 2005; Zador, 2007; Strang et al., 2008), although investigators agree that transitions to groin injection or crack injection should be discouraged (Rhodes et al., 2007).


      Neurologic effects


      Efforts to reduce the neurologic sequelae of stimulants are primarily related to the use of ‘club drugs’. Reducing frequency of use is the most common strategy for reducing the delayed ‘comedown’ of stimulants, depression, and concerns about neurologic damage (Allott and Redman, 2006). ‘Pre-loading’ or ‘post-loading’ with a variety of substances is another approach, involving vitamins, foods, antidepressant medications, sleeping tablets, or amino acids. While there are no data evaluating the effect of these common methods (Kelly, 2009), a combination of amphetamines and most anti-depressant medications poses the risk of a life-threatening reaction known as serotonin syndrome (Copeland et al., 2006). A Dutch website (http://www.cocaineinfo.nl/) provides neurological explanations for the ‘Coke Shuffle’, advising temporary cessation of use, massage, a warm environment or a visit to the sauna, as this might help to reduce cramps. Sometimes benzodiazepines are prescribed to problem cocaine users, mostly for sleep, but these may also alleviate joint and muscle pains.


      Cardiovascular effects


      Routine cardiovascular care, involving diet and exercise, management of high blood pressure and cholesterol, as well as reducing other risk factors such as tobacco use, are likely to be the most powerful harm reduction strategies, as they are for the general population. Reducing dosage and frequency of all stimulant use may reduce cardiovascular toxicities, as may reducing concomitant alcohol consumption. Although no controlled studies or specific interventions have been conducted, patients maintained on amphetamines (Vitiello, 2008) and Andean users of low-potency coca products (Knuepfer, 2003) are believed to be at only mild to moderately increased risk of cardiovascular toxicities. As cocaine is directly toxic to heart muscle cells while amphetamines exert toxicity primarily through blood pressure elevation, reducing or discontinuing use with onset of the cardiovascular disease that comes with age is paramount to reducing the harm of these drugs.


      Pulmonary and other health effects


      While marijuana can be filtered for some reduction in exposure to particulate matter (McPartland and Pruitt, 1997), filtering stimulant drugs is less likely to reduce the impact of these drugs on pulmonary tissue. Nonetheless, providing filters may reduce oropharyngeal exposure to hot embers, thus reducing burns to the mouth and throat. Harm reduction providers in Canada, and the United States offer ‘crack kits’ that include Pyrex pipes or rubber mouthpieces (Leonard et al., 2006; Leonard et al., 2007; Aidslaw, 2007), which may reduce lacerations to the lips. Mainline in Amsterdam offered street cocaine smokers lung, blood and heart measurements, safer smoking advice and self-regulation training (Boekhout van Solinge, 2001), but roll-out of the methodology in mainstream drug services proved challenging (Bruin et al., 2008). Other strategies to reduce pulmonary damage could include vaporisation and other means to filter out talc and other particles. Sufficient hydration contributes to lip, skin and other organ health. The frequency of pneumonia might be mitigated by pneumococcal vaccination and tuberculosis prevention, diagnosis and treatment.


      The American Dental Association has developed a patient folder on ‘meth mouth,’ that includes drug treatment locators, a guide for parents and ‘a calculator to figure out how much it costs to support a drug habit’ (American Dental Association, 2005), but provides no advice on oral hygiene. Drug users in Amsterdam can get dental care at a special clinic and referrals to regular dentists. In Frankfurt in the 1990s, the Integrative Drogenhilfe was reportedly successful in finding IDUs dentists in the community using case management and advocacy strategies, as part of a ‘Vermittlung in die Normalität’ philosophy towards all their clients’ health, social and legal problems (personal communication Marion Nickolai, 15 August 2009).


      Overdose


      Cocaine overdose is frequently cardiovascular (i.e. heart attack, fatal arrhythmia, or stroke) and demands rapid and sophisticated medical management. Concomitant use of opioids, alcohol or other depressant drugs is closely associated with cocaine overdose (Kaye and Darke, 2004), suggesting that limiting other drug use while using cocaine may reduce the risk of overdose. Cardiopulmonary resuscitation delivered by bystanders has been demonstrated to improve outcomes in opioid overdose (Dietze et al., 2002) and may translate to stimulant overdoses. Naloxone will not reverse a stimulant overdose, therefore ensuring rapid access to nonjudgmental medical care without police intervention is essential to reducing fatalities.


      Mental health problems


      Many mental health problems associated with stimulant use are dose, frequency and mode of administration related, and might be mitigated by specific harm reduction measures. Care providers should use a sensitive, respectful approach toward stimulant users, even when chaotic, and treat people with signs of drug toxicity, such as cocaine-induced psychosis (Beek et al., 2001). Brief interventions among recreational amphetamine users should include information about potential mental health problems arising from regular use (Baker et al., 2004) and more than weekly use or injection should be discouraged (Hall et al., 1996). A randomised-controlled trial of Assertive Community Treatment for chronic crack users in Rotterdam found good programme compliance and improvements in physical and mental health (Henskens, 2004).


      Cessation of cocaine injecting or smoking may be necessary for recovery from cocaine-related mental health morbidity (Beek et al., 2001), but self-regulation to control use may also prove helpful (Prinzleve et al., 2002; Haasen et al., 2005; Cramer and Schippers, 1994/1996). Stimulant users often self-medicate with heroin or other downers to control side-effects of anxiety and irritability (Grund, 1993; Decorte, 2001). Acupuncture, while of little use as monotherapy, may reduce cocaine craving when provided as an adjunct treatment (Gates et al., 2006; Kim et al., 2005) and the service may retain users in care (NTA, 2002). In New York, the Lower East Side Harm Reduction Center offers acupuncture, Reiki and other alternative treatments to cocaine users (personal communication Raquel Algarin, 23 November 2009).


      Other practical suggestions for dealing with the behavioural peculiarities include immediate and flexible walk-in services (Haasen et al., 2003, Beek et al., 2001) and offering a calming, tranquil environment (Stöver, 2002), similar to ‘chill-out’ rooms at dance parties. ‘Tagesruheräume’, or daytime rest rooms, for cocaine injectors and crack smokers have been established in Frankfurt am Main and integrated within a low-threshold drug help centre, which offers counselling, medical and psychiatric care, a consumption room and a shelter in Hamburg (Vogt et al., 2000; Stöver, 2001; Verthein et al., 2001). Organisations such as HIT in Liverpool, Lifeline in Manchester and Mainline in Amsterdam have developed several explicit flyers for cocaine users with tips for managing mental health risks and controlling use of cocaine. While a focus of many programmes, approaches developed for stimulant users are rarely published in the scientific literature.


      Pregnancy and parenting


      An ethnographic evaluation of drug-using pregnant women demonstrated numerous self-employed harm reduction strategies, such as use of less dangerous substances (e.g. marijuana), reduced dose and frequency, and improved diet and self-care, as well as less helpful strategies like avoiding medical care for fear of stigma or prosecution (Kearney et al., 1995; Murphy and Rosenbaum, 1999). Long-term outcome data on early intervention programmes for cocaine-exposed children suggest that the impact of poverty far overshadows that of cocaine, and that early intervention can improve developmental outcomes (Kilbride et al., 2000). Furthermore, among cocaine-exposed children who do not receive early interventions, remaining with their birth mothers may result in improved social interactions (Kilbride et al., 2006). Substantial harm reduction efforts around stimulants and pregnancy in North America have been legal defense and policy reform to reduce the criminalisation of women’s behaviour during pregnancy (Lester et al., 2004).


      Discussion


      Appraisal of the quality of evidence reviewed and limitations of the study


      Research has established the rationale for many harm reduction interventions for stimulant users (Wodak and Cooney, 2005; Farrell et al., 2005; Hunt et al., 2003; Hunt et al., 2005; WHO et al., 2004). Nonetheless, scientific literature is overwhelmingly weighted toward the harms of stimulants, with minimal literature on harm reduction interventions. Investigations frequently consider stimulants users a subset, rather than the target population of a study. Several interventions for stimulant users, such as providing materials for safer crack smoking or safer groin injection training, remain controversial or illegal and thus systematic evaluations are lacking. Funding mechanisms for evaluating new interventions are also limited, partly due to the reliance of most investigators on HIV funding streams.


      Potential harms addressed by harm reduction interventions


      The effectiveness of pharmacological and psychosocial interventions for stimulant users is limited (De Lima et al., 2002; EMCDDA, 2007e; Pirona and Hedrich, 2009), thus interventions to stabilise and minimise the negative consequences of ongoing stimulant use are of paramount importance. The evidence suggests that there are no fundamental challenges in adjusting regular harm reduction interventions, such as NSPs and SIFs, towards BBV prevention among problem stimulant users. However, a wide range of health and social problems associated with stimulant use are largely unaddressed by current services (e.g. specific harm reduction approaches to SSTIs have been developed but are not widely implemented (Grau et al., 2002; Kerr et al., 2005)).


      Prevention of SSTIs, overdose or pulmonary, neurologic, or cardiovascular damage is a relatively new focus in harm reduction and there is much ground to be gained in prevention and early treatment of these conditions. ‘Crack kits’ may prove useful in preventing certain infections. Widely available SSTI, and cardiac primary care services, may lessen the burden of disease. The rapidly expanding literature on overdose prevention programming (Sporer and Kral, 2007; Maxwell et al., 2006; Coffin et al., 2007; Coffin, 2008) suggests a need to extend the harm reduction philosophy even further. Innovative service development paired with critical evaluation is necessary in translating the successes of harm reduction towards heroin to stimulant use.


      Community-based research, programme evaluations and best practice examples underscore the need for services that enhance the ability of stimulant users to manage their intake levels, chaotic behaviour and mental health problems. Several harm reduction programmes informally aid stimulant users in money management, at times even holding clients’ benefit cheques until after a binge. At hundreds, if not thousands, of blogs and Internet discussion lists, users discuss stimulant and other drug use openly and in detail, including many of the harms discussed in this review, dietary advice and ‘street pharmacology’ approaches to self-regulation (e.g. ‘Harm Reduction for Stimulants’, http://www.drugs-forum.com/forum/archive/index.php/t-24802.html).


      Rhodes and colleagues reported what could be termed an epidemic of groin injecting. When groin injection becomes an ‘acceptable risk’ (Rhodes et al., 2006), one wonders what other risks have pushed the normalisation of this hazardous behaviour down the injector’s ‘hierarchy of risk’ (Connors, 1992). Rhodes and colleagues not only point towards increasing crack/speedball injection in their explanation, they also emphasise the changing ‘risk environment’ of drug injecting (Rhodes, 2002). Groin injection is reportedly viewed as ‘reliable, speedy, and discreet’. As one of their respondents explained, ‘you can do it under a camera’ (Rhodes et al., 2006). The omnipresence of camera and human surveillance, zero tolerance towards deviance in the public space and the resulting lack of spaces where homeless IDUs could withdraw to inject in British (and other) cities can thus be seen to engender a risk environment in which ‘macro risk factors’ synergise the risks of crack injection towards aggravating injecting-related harm (Rhodes, 2002; Rhodes et al., 2006; Rhodes, 2009). Such environmental factors are mostly beyond the scope of harm reduction interventions, which focus primarily on the substance and its users. Nonetheless, in the early 1980s, when cocaine landed in the urban heroin scenes of the Netherlands and injecting was still the dominant mode of drug administration, IDUs did not turn ‘en masse’ towards groin injecting (Grund et al., 1991b). Instead, smoking cocaine at ‘house addresses’ became the norm (Grund et al., 1991a; Grund and Blanken, 1993; Blanken et al., 1997).


      The harms associated with problem stimulant use interact at multiple levels in the risk environment (Rhodes, 2002; Zinberg, 1984). Not only can specific harms influence one another, but they are also aggravated by external factors, such as international drug legislation, policing and other public policies in a process of ‘contingent causality’ (Rhodes, 2009). Developing proper and timely responses to such policy-related harms is a crucial challenge to harm reduction. Not because the proper harm reduction tools are absent or cannot be imagined, but because the larger risk environment might make such efforts null and void (Grund et al., 1992b; Rhodes et al., 2006; Gostin, 1998). Policymakers should therefore find ways to reduce the harms from counter-effective drug policies, harsh social policies and policies affecting our public space and private behaviours, and strengthen the ability of drug consumers and society to learn from past experience.


      History is full of examples of the acculturation of ‘new’ psychoactive drugs across various cultures. As part of the mainstream social fabric, most drinking is restrained by explicit and implicit social rules passed from generation to generation. Unfortunately, the collective knowledge on cocaine and amphetamines is accumulated through peer-based learning and not necessarily passed on automatically to new generations of users. The potential to respond in a rational and healthy fashion to ‘new’ illicit drugs is — among users and policymakers alike — hampered by what Lloyd Johnston termed ‘generational forgetting’ (Johnston et al., 2004). Yet, this learning is crucial to peacefully controlling problem drug use, a role recently adopted by harm reduction providers in many countries.


      Implications for future intervention development, research and policy


      There is a strong base of needle exchange programming in many, but not all, EU Member States, but their coverage of the IDU population may vary and stimulant users are poorly reached. Developing sufficient coverage for NSP and other interventions is a clear but complex issue (Des Jarlais et al., 2009) (see Kimber et al., 2010). Therefore, internal and external regulatory barriers, such as one-for-one exchange policies and laws that impede harm reduction programmes from distributing other safer use supplies (e.g. crack pipes and smoking foil) should be reconsidered. While returning used injecting equipment should be encouraged, the strict combination of distribution and collection is an unsavoury choice as it hinders access to ample quantities of injecting equipment at places and times when these are most needed. Therefore, independent distribution and collection schemes should be developed (Des Jarlais et al., 2009; Wood et al., 2003; Grund et al., 1992a).


      The volume of injection equipment or condoms provided to clients should be determined based on a thorough assessment of clients’ needs and network characteristics (Braine et al., 2008; Friedman et al., 2007; Rothenberg, 2007). All this requires a paradigm shift in service provision — from institutional provider–client relationships to facilitation of peer prevention in user networks (Broadhead et al., 1998) through peer-based outreach and secondary exchange. Syringe vending machines and mobile programmes can be useful adjuncts to ‘reaching the unreached’ but should be firmly based in flexible, attractive and human-delivered services.


      Safer injecting and smoking education and interventions supporting transition to less harmful routes of drug administration, as well as overdose prevention and medical care of vein, skin and other infections should become standard features of SIFs and NSPs, and moved into the mainstream of harm reduction. NSPs and SIFs should not only create a healthy atmosphere, but also a setting that allows for the pleasurable effects of stimulants while minimising negative experiences, possibly by emphasising more controlled and less frenetic use. Relaxation techniques and alternative therapies may help stimulant users to ameliorate some of the mental health effects of heavy or frequent stimulant use, as well as physical complaints such as musculoskeletal pain. Offering sleep and day rest facilities may help to reduce sleep deprivation, which may alleviate the mental health strain of stimulant use. Involving participants in service provision and other activities may further help reduce the frequency and amounts of stimulant use, potentially leading to improvements in mental health and social functioning. Collaborations between various medical specialties, drug users, service providers and researchers in designing harm reduction strategies towards the pulmonary, cardiovascular and neurologic effects of stimulant use are equally important.


      The reviewed studies suggest that problem stimulant use requires innovative, integrated and multidisciplinary medical and social services, but also drug and social policies that do not exacerbate the already considerable potential for harm of stimulants. The recent attention being paid to the unintended consequences of drug policy at UNODC is encouraging, but needs to be translated into effective action. At present, international drug and other public policies emphasise maximising harm to reduce casual drug use. Stimulant and other drug users must enjoy the fundamental human right to health protection, as stipulated by Article 25 of the Universal Declaration of Human Rights (General Assembly of the United Nations, 1948). In 1945, at the brink of war and peace, Sir Karl Popper published his influential The open society and its enemies, in which he wrote ‘The role of the state is not to make people happy but to relieve avoidable suffering.’ For the state and its agents to live up to these calls is amongst the principal challenges of harm reduction.
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      Abstract


      This chapter reviews the limited evidence on strategies for reducing the harms arising from cannabis use and from criminal penalties to control its use. It summarises evidence on the harms arising from cannabis use, namely, increased risks of: car crashes among users who drive while intoxicated; the development of cannabis dependence among regular users; psychosis and poorer adolescent psychosocial outcomes; and increased risks of respiratory disease from smoking. Strategies for reducing these risks to users are described, such as, roadside drug testing to deter cannabis-intoxicated driving, and education of users about patterns of use that increase risks of dependence, poor mental health and respiratory problems. The chapter also briefly discusses depenalisation and decriminalisation of cannabis use as strategies to reduce harms arising from cannabis prohibition. It concludes with suggestions for research priorities in how to reduce harms arising from cannabis use and the policies adopted to reduce such use.


      Keywords: cannabis-impaired driving, cannabis dependence, respiratory risks, cannabis decriminalisation.


      Introduction


      Cannabis is the most widely used illicit drug globally, and its use has increased over the past decade. In 2005, around 160 million adults (4 % of the global adult population) were estimated to have used cannabis in the previous year, 10 % more than in the mid 1990s (UNODC, 2007). In the recent World Mental Health Surveys, the lifetime use of cannabis was higher in the United States and New Zealand than in Europe, which, in turn, reported higher rates of use than the Middle East and Africa or Asia (Degenhardt et al., 2008). Because of their larger populations, Asia, Africa and the Americas account for an estimated 31 %, 24 % and 24 % of global cannabis use compared to 19 % in Europe and 2 % in Oceania (UNODC, 2007).


      In the United States in 2005, 40 % of the adult population reported using cannabis at some time in their lives and 13 % of adolescents reported use in the past year (SAMHSA, 2006). Cannabis use in most countries begins in the mid to late teens and is most common among people in their early 20s (Degenhardt et al., 2008). Most use is intermittent and time-limited (Bachman et al., 1997), with about 10 % of those who ever use cannabis becoming daily users, and another 20 % to 30 % using weekly (Hall and Pacula, 2003). Cannabis use declines from the early and mid 20s to the early 30s, reflecting major role transitions in early adulthood (e.g. entering tertiary education or full-time employment, marrying, and having children) (Anthony, 2006; Bachman et al., 1997).


      Cannabis use in Europe


      Cannabis is the most widely used illicit drug among European adolescents and its use is so common that it has been described as an ‘illegal everyday drug’ (Essau, 2006). In the late 1990s and early 2000s, the median rate of lifetime cannabis use among European adults aged between 18 and 64 years was 15 %, with a range between 31 % in the Czech Republic and 2 % in Romania (EMCDDA, 2006). Rates of lifetime use were higher among younger adults (aged between 15 and 34 years), with a median rate of 21 %, and a range between 3 % in Romania and 45 % in Denmark (EMCDDA, 2006).


      Smart and Ogborne (2000) have summarised data on illicit drug use among high school students in 36 European countries during the mid-1990s (circa 1995). The highest prevalence of lifetime cannabis use was found in Scotland (53 %), which was higher than the overall prevalence in the United Kingdom (41 %), followed by the Netherlands (22 %). These rates increased during the 1990s in those countries that have undertaken a series of surveys over that time, namely, the Netherlands, Switzerland, and Norway (Harkin et al., 1997). These trends mirror those in Australia, Canada and the United States (Room et al., 2008).


      More recent survey data collected by EMCDDA suggests that cannabis use rates have increased throughout Europe since then, and have recently begun to stabilise. Out of a total population of almost 500 million, 74 million Europeans aged 16 to 64 years have had lifetime experience with cannabis, 23 million in the past year, and 12 million in the past month (see the General Population Survey Tables in EMCDDA, 2009). Highest rates of use were in young adults aged 15–34 years (31 % lifetime, 13 % past year). These rates vary between countries (ranges 3 %–50 % and 1 %–21 % respectively). Average European rates were lower than in the United States (49 % and 21 %), Canada (58 % and 28 %) and Australia (48 % and 20 %) in the mid 2000s.


      The probable harms of cannabis use


      As argued in more detail elsewhere (Hall and Pacula, 2003; Room et al., 2008), there is reasonable evidence that cannabis use can harm some users. In this chapter we summarise the evidence on those adverse effects most commonly attributed to cannabis use and best supported by epidemiological evidence. We then describe strategies that could be used to reduce these harms arising from cannabis use. We also briefly discuss alternative policy approaches that aim to reduce harms arising from current criminal control policies towards cannabis use.


      Cannabis and motor vehicle crashes


      Cannabis intoxication produces dose-related impairments in cognitive and behavioural skills that may affect driving (Mannet al., 2008; Ramaekers et al., 2004; Solowij, 1998). Older studies that measured inactive metabolites of tetrahydrocannabinol (THC) could not assess whether drivers were impaired at the time of accidents (Ramaekers et al., 2004). Recent studies measuring THC in blood suggest that cannabis-affected drivers are at a higher risk of being involved in crashes (e.g. Drummer et al., 2004; Gerberich et al., 2003; Mura et al., 2003). Cannabis use appears to increase the risk of motor vehicle crashes by two to three times (Ramaekers et al., 2004) compared with 6 to 15 times for alcohol. It has been estimated that cannabis-affected driving accounted for 2.5 % of fatal accidents in France, compared to 29 % for alcohol (Laumon et al., 2005).


      Cannabis dependence


      A cannabis dependence syndrome develops in some daily or near-daily users of cannabis (Budney, 2006; Roffman and Stephens, 2006). Cannabis dependence is characterised by marked distress resulting from impaired control over cannabis use and difficulty in ceasing use despite harms caused by it. After tobacco and alcohol, cannabis was the most common form of drug dependence in the US in the 1990s and early 2000s (Anthony, 2006) and in Australia in the late 1990s (Hall et al., 1999). The risk of developing cannabis dependence in the United States is similar to that for alcohol but lower than that for nicotine and the opioids (Anthony et al., 1994). Around 10 % of those who ever use cannabis meet criteria for dependence (Anthony, 2006). This rises to 16 % in persons who initiate in early adolescence (Anthony, 2006).


      Over the past two decades, increasing numbers of people have sought professional help for their cannabis use in the United States, Europe and Australia (Hall and Pacula, 2003). In Europe in 2006 there were 390,000 requests for treatment for cannabis dependence (EMCDDA, 2008). This was 21 % of all cases requesting assistance for illicit drugs and second only to opioids (EMCDDA, 2008). Some of this increase may be explained by increased diversion of cannabis users apprehended by the police into treatment programmes, but not all, because increases have also occurred in the Netherlands where cannabis possession has been decriminalised de facto (Dutch National Alcohol and Drug Information System, 2004).


      Cannabis and schizophrenia


      A 15-year prospective study of 50 465 Swedish conscripts (Andréasson et al., 1987) found that the risk of schizophrenia increased with the number of times cannabis had been used by age 18. A 27-year follow-up of the same cohort (Zammit et al., 2002) also found a dose-response relationship between frequency of cannabis use at baseline and risk of schizophrenia during the follow-up. These relationships persisted after controlling for other drug use and other confounding factors. These findings have been supported by longitudinal studies in the Netherlands (van Os et al., 2002) and Germany (Henquet et al., 2004) and by two small New Zealand cohort studies (Arseneault et al., 2002; Fergusson et al., 2003). The most plausible explanation appears to be that regular cannabis use acts with a variety of other unknown risk factors to precipitate psychoses in vulnerable individuals (Degenhardt and Hall, 2006; Moore et al., 2007).


      The respiratory risks of cannabis smoking


      Regular smokers of cannabis who do not smoke tobacco have more symptoms of chronic bronchitis and poorer lung function than people who do not smoke either cannabis or tobacco (see Tashkin, 1999). People who smoke cannabis with or without tobacco also seem to be more susceptible to respiratory infections (Tashkin, 1999).


      Cannabis smoke is carcinogenic (Marselos and Karamanakos, 1999), making cannabis smoking a potential cause of cancers of the lung and mouth, tongue, and oesophagus (Hall and MacPhee, 2002). Epidemiological studies of head and neck cancer have produced conflicting results: one case control study found an association (Zhang et al., 1999) but a longitudinal study (Sidney et al., 1997) and two other case control studies failed to do so (Llewellyn et al., 2004; Rosenblatt et al., 2004). Case control studies of cannabis smoking and lung cancer have found associations but they have not been able to separate the effects of cannabis from tobacco smoking because most cannabis users in these studies were also daily cigarette smokers (Mehra et al., 2006).


      Potential harm reduction strategies for cannabis


      The following sections outline some potential harm reduction strategies for cannabis. Some are based on adaptations of similar policies that have been used to reduce harm from other drugs, such as alcohol. In other cases we outline the type of advice that could be given to users to avoid patterns or practices of use that increase the risk of experiencing adverse health outcomes (Swift et al., 2000). With few exceptions, there is little evidence on their effectiveness. Research into the effectiveness of these proposals should be a priority for harm reduction policies for cannabis.


      Motor vehicle accidents


      It is obvious that cannabis users can avoid cannabis-related vehicle crashes by not driving while intoxicated, but it is uncertain whether cannabis users have responded to education campaigns that urge them not to drive after using. Australia, Norway and Sweden have adopted random roadside drug testing in an effort to discourage cannabis-impaired driving. In Australia, the Victorian state government introduced random roadside saliva testing for cannabis and other drugs in December 2004; other Australian states and territories have since followed (Butler, 2007). Australian legislators have assumed that this policy will substantially reduce cannabis-related road crashes in the same way that random breath testing reduced alcohol related crashes in Australia (Henstridge et al., 1997). Other European countries have adopted the more focused policy of testing for cannabis in saliva or urine on suspicion of use or evidence of impaired driving (Mann et al., 2008).


      The illegality of cannabis use has prompted the adoption of a ‘zero tolerance’ approach in Australia, Norway and Sweden, with the presence of any detectable amount of THC defined as an offence (Butler, 2007). Any road safety benefits of this policy are a by-product of the deterrent effect of enforcing prohibitive drug laws. Proponents of drug testing argue that it will save lives (Jones et al., 2008) but so far there is no evidence that it has done so. This policy needs to be properly evaluated to see if it reduces cannabis-impaired driving at an acceptable social and economic cost (Hall and Homel, 2007). Other approaches that focus on harm reduction would include: developing measures of cannabis-impaired driving, as advocated by Grotenhermen et al. (2007), and encouraging cannabis users to adopt ‘designated driver’ programmes like those advocated for alcohol users.


      Cannabis dependence


      An essential first step in reducing the risk of cannabis dependence is informing users of the risk. This can be done by explaining that the risk increases with regular use and is greatest when cannabis is used daily for weeks or months, as is true for alcohol and tobacco dependence. Priorities for research include assessing whether users will accept this advice or what the most persuasive way of delivering it would be.


      Screening and brief advice for excessive alcohol consumption in general practice, hospital or even non-medical settings reduces consumption and the problems caused by alcohol (e.g. Shand et al., 2003). The same approach could be adopted for cannabis use disorders in primary care settings, for example among young adults with respiratory problems or symptoms of anxiety and depression, all of which are common among cannabis-dependent individuals who seek help from family physicians (Degenhardt et al., 2001).


      Similarly, brief interventions for frequent cannabis users could be targeted at populations and/or settings where cannabis use is known to be high, for example youth mental health services, juvenile justice centres, and among college students (Hall et al., 2008a). Such interventions could advise users to reduce the frequency of cannabis use and not to use it before driving. A ‘check-up’ approach modelled on the Brief Drinker Check-up (Miller and Sovereign, 1989) provides a promising model for raising the issue of health risks of cannabis use in a non-confrontational way (see Berghuis et al., 2006). This approach has been trialled and evaluated with promising results in a number of studies (Martin and Copeland, 2008; Stephens et al., 2007).


      The question of how best to inform young people about the risks of cannabis dependence requires research on young people’s views about the type of information that they find most persuasive. In the interim the following are suggestions about what advice could be given:


      • Cannabis users can become dependent on cannabis. The risk (around 10 %) is lower than that for alcohol, nicotine and opiates, but the earlier that a young person begins the higher the risk.


      • Using cannabis more than weekly increases the risks of developing dependence and other health problems.


      • Regular use probably also increases the risk of psychosis in young people who have a family member with a psychosis or other mental disorder, or who have unusual psychological experiences after using cannabis.


      • Driving within a few hours of cannabis use increases the risk of both fatal and non-fatal motor vehicle accident involvement and should be avoided, especially after drinking alcohol.


      Cognitive behavioural therapy can be used to treat cannabis dependence on an outpatient basis. Rates of abstinence have been modest — for example, around 15 % reported continuous abstinence at six-month follow-ups, according to Copeland et al. (2001) — but cannabis use and cannabis-related problems are substantially reduced (Denis et al., 2006; Roffman and Stephens, 2006). A recent review by Nordstrom and Levin (2007) concluded that while a number of psychotherapies have been found to be effective in treating this disorder, none has been found to be more effective than any other, although offering vouchers as a reward to reinforce negative urine toxicology screens improved abstinence during treatment.


      Informing young people about the mental health risks of cannabis use


      A major public health challenge will be finding effective ways of explaining the mental health risks of cannabis use to young people. In addition to a possible increased risk of psychosis, young people also need to be informed about the risks of developing dependence, impairing their educational attainment, and possibly increasing their risk of depression (Hall, 2006; Patton et al., 2002). These risks add weight to the prudential argument for discouraging cannabis use by young people.


      Policymakers need to be realistic about the impacts of educational messages (Caulkins et al., 2004; White and Pitts, 1998). Small, statistically significant reductions in cannabis use may be observed in well-conducted programmes (Caulkins et al., 2004; Gorman, 1995; Tobler, Lessard, Marshall et al., 1999; White and Pitts, 1998) but the primary impact is on knowledge rather than behaviour (White and Pitts, 1998). Any behaviour change is more likely to occur among less frequent rather than heavier users (Gorman, 1995). Given this, the nature and delivery of the advice may need to differ for different groups facing different levels of risk (Toumbourou et al., 2004). The best way to deliver the advice will depend upon good social marketing research on the views of young people (Grier and Bryant, 2005).


      Education about the risks of cannabis use should explain the mental health risks of regular intoxication with alcohol and cannabis; and define the high-risk groups, namely those with a family history of psychosis and those who have had bad experiences with cannabis. Such education needs to be directed not only at cannabis users but also at their peers to increase recognition of these problems among young people so that they can encourage affected peers to cease using or seek help earlier than might otherwise be the case.


      A major challenge is framing the magnitude of the risk of psychosis. The risk for any individual increases from around 7 in 1 000 (Saha et al., 2005) to 14 in 1 000, but the consequences of psychosis for those individuals who are vulnerable are serious. The temptation for parents and health educators is to play up the risk, arguing that everyone is at risk because it is difficult to predict which young people are most vulnerable. This strategy is of doubtful effectiveness and may undermine the credibility of the message by being seen to exaggerate the risk.


      It is prudent to encourage young people who use cannabis and experience psychotic symptoms to stop, or at the very least to reduce the frequency of their cannabis use. The challenge in implementing this goal is finding effective ways of persuading persons with schizophrenia to stop doing something that they enjoy and to help those who want to stop but find it difficult to do so. Many persons with schizophrenia have characteristics that predict a poor outcome from psychological interventions for cannabis dependence, namely, they lack social support, may be cognitively impaired, are often unemployed, and do not comply with treatment (Kavanagh, 1995; Mueser et al., 1992). There are very few controlled outcome studies of substance abuse treatment in schizophrenia (Lehman et al., 1993). A recent Cochrane review identified only six relevant studies, four of which were small (Jeffery et al., 2004) and found no clear evidence that supported substance abuse treatment in schizophrenia over standard care.


      Reducing respiratory risks


      The respiratory risks of cannabis smoking could be eliminated if cannabis users adopted eating or ingesting rather than smoking cannabis. This is unlikely to happen, because most long-term users find smoking a more efficient and easier way to titrate their dose of THC than the oral route (Grotenhermen, 2004; Iversen, 2007).


      Putatively ‘safer’ forms of cannabis smoking, such as water pipes, are popular among younger cannabis users in Australia (Hall and Swift, 2000) but United States and Australian (Gowing et al., 2000) research suggests that water pipes deliver more tar per dose of THC than do joints. It is also unclear how much the respiratory risks of cannabis smoking might be reduced if users were to smoke lesser amounts of the more potent cannabis products (Melamede, 2005). There has been too little research to determine whether users can reliably titrate their dose and, if they can, whether in fact they do so (Hall and Pacula, 2003).


      It is reasonable to advise cannabis smokers to avoid breath-holding or ‘deep inhalation’ techniques to maximise the absorption of THC in the lungs. This practice increases the quantities of tar and particulate matter that are retained in the lungs without necessarily increasing the THC delivered. It is also advisable for cannabis users to eliminate the use of tobacco in smoked cannabis preparations because of tobacco’s addictiveness and carcinogenicity.


      Vaporisers appear to be a more promising way of reducing the carcinogens and toxicants inhaled when cannabis is smoked (Gieringer et al., 2004; Grotenhermen, 2004; Melamede, 2005). These devices are designed to deliver inhaled THC without carcinogens and toxicants. They do so by heating cannabis to a temperature (180oC), which releases THC without burning the plant material. A study by Gieringer et al. (2004) found that vaporisers achieved a similar efficacy in delivery of THC to smoking a cannabis cigarette while very substantially reducing levels of carcinogens. Hazekamp et al. (2006) evaluated the performance of the same device in delivering pure THC and found that it had acceptable safety properties. However, Bloor et al. (2008) found that while vaporisers reduced levels of released ammonia, compared to smoked cannabis these levels (170 ppm) were still well above recommended safe levels (35 ppm) for short-term occupational exposures. These levels of ammonia increase respiratory irritation, but the respiratory effects of long-term intermittent exposure in daily users are unknown.


      Abrams et al. (2007) compared the effects of varying doses of cannabis vaporised and smoked in a joint in 18 subjects under double blind conditions. They found that the vaporiser delivered similar amounts of THC and produced similar psychological effects. Sixteen of the 18 subjects preferred the vaporiser. They did not test for delivery of tars and carcinogens but did find lower CO levels in blood when using a vaporiser. Earleywine and Barnwell (2007) found suggestive evidence that vaporisers had reduced respiratory symptoms in a convenience sample of 6 883 cannabis users interviewed via the Internet. The rate of respiratory symptoms (bronchitis, wheeze, breathlessness) among the 150 who reported only using vaporisers was 40 % of that reported by cannabis smokers (after controlling for cigarette smoking, duration of use and amount typically used). The reduction in symptoms among vaporiser users appeared to be larger in heavier cannabis users. More work is needed to evaluate the long-term safety and efficacy of vaporisers in reducing the respiratory risks of cannabis use.


      Reducing the harms arising from cannabis control policies


      Under current criminal cannabis control policies in many European and other developed countries, cannabis users can nominally be sentenced to prison if caught in possession of cannabis. Even if prison sentences are rarely imposed, the acquisition of a criminal conviction or record for the personal use of cannabis can adversely affect the lives of otherwise law-abiding users (Lenton, 2000) in ways that some have argued are more serious than any harms that result from using cannabis (Wodak et al., 2002), for example, by impeding professional or travel opportunities and adversely affecting personal relationships (Room et al., 2008). The limited research (Erickson, 1980; Lenton et al., 1999a; Lenton et al., 1999b) suggests: that many persons convicted of cannabis offences have no other criminal records; that a criminal conviction adversely affects their employment prospects and their reputations; and that it has a negligible effect on their cannabis use.


      The enforcement of cannabis control laws is also often applied in a highly selective, if not discriminatory, way. In Australia in the early 1990s cannabis offenders appearing before the criminal courts were more likely to be unemployed and socially disadvantaged males than were cannabis users in community surveys (Advisory Committee on Illicit Drugs, 1993). Recent US studies show higher rates of arrests for cannabis offences among Hispanic and Black minorities (Gettman, 2000; Human Rights Watch, 2000). It is uncertain to what extent the same is true in European countries with substantial ethnic minorities or immigrant populations.


      The non-enforcement or removal of criminal penalties for personal use is one way of reducing the adverse effects of the law on users. The Netherlands was one of the first European countries to do so in 1976 (see box ‘De facto cannabis decriminalisation in the Netherlands’), and Portugal has more recently done so among other European countries (see box ‘Cannabis decriminalisation in Portugal’). In several Australian states, personal cannabis use is subject to a non-criminal ‘infringement’ or ‘expiation’ notice, an offence similar to a speeding ticket and punished by a limited fine (Room et al. 2008). Studies of the impact of these changes have typically found that reductions in the severity of penalties for cannabis use have little, if any, impact on rates of population cannabis use in Australia (e.g. Donnelly et al., 1999), the United States (Pacula et al., 2004) and Europe (Greenwald, 2009; Room et al., 2008). The lack of any evidence of a large impact on rates of use also suggests that this policy may have little or no effect on cannabis-related harms, while at the same time reducing enforcement costs and effects on users (Room et al., 2008).


      De facto cannabis decriminalisation in the Netherlands


      The Netherlands decriminalised cannabis possession for personal use on a ‘de facto’ basis from 1976. This means that while personal possession is still formally prohibited by criminal law, the law is not enforced. The Dutch system tolerates cannabis users possessing and buying small amounts of cannabis for personal use, most notably in several hundred ‘coffee shops’ across the country. Also in the Netherlands, no major changes in cannabis use rates have been observed that could be unambiguously attributed to this policy, and use rates are lower than the EU average. This approach aims to separate the cannabis market from that of other illicit drugs. While this de facto decriminalisation has been well-supported politically and socially in the Netherlands, it has recently come under some pressure from neighbouring countries concerned about ‘drug tourism’ (Chatwin, 2003; MacCoun and Reuter, 1997; Pakes, 2004; Room et al., 2008). The Dutch government has responded to these concerns by reducing the number of coffee shops and the amount of cannabis that can be sold.


      Cannabis decriminalisation in Portugal


      Portugal formally decriminalised use of all illicit drugs by changing its drug control laws in 2001. Cannabis use and possession remains illegal but it is treated as an ‘administrative violation’. Drug use offenders are brought to the attention of ‘Dissuasion Commissions’ who typically suspend any punitive proceedings. In serious cases, such as those of repeat offenders, administrative penalties — like fines, suspension of driver’s licence or community service orders — can be imposed and problematic users can be referred to treatment. Since these reforms, no significant changes have been observed in cannabis use, which remains low compared to other EU countries and North America. The number of drug use infractions has been stable since the reforms, which have been well-accepted politically and by the general public (Greenwald, 2009; Hughes and Stevens, 2007; Room et al., 2008).


      An unintended consequence of depenalisation via civil penalties can be an increase in numbers of persons fined or diverted into non-criminal interventions (e.g., education or treatment measures) by the police, an effect referred to as ‘net widening’. This occurs because the police find it easier and less time-consuming to enact non-criminal measures (e.g. impose a fine) than to formally arrest and process a criminal charge. If a substantial proportion of offenders do not pay their fines, more cannabis users may end up in prisons for fine-default than would be the case if cannabis use remained as a criminal offence (Room et al., 2008). The removal or the non-enforcement of any penalties for personal use (as in the Netherlands) avoids this problem (Hall and Pacula, 2003; Room et al., 2008), as does allowing non-custodial ways to enforce the payment of fines (Room et al., 2008).


      Research priorities for cannabis harm reduction


      Research is needed on the effectiveness of these policies that aim to reduce the harms of cannabis use. Among the priorities for future inquiry are the following questions:


      • What do cannabis users believe are the harms of using cannabis?


      • Does the type of evidence presented about these adverse effects persuade them?


      • Are they prepared to act on advice about how to reduce these harms?


      • Does roadside drug testing deter cannabis users from driving while intoxicated? If so, does this reduce motor vehicle accident fatalities? Does it do so at an acceptable social and economic cost? Are there better ways than deterrence policies to reduce risks related to cannabis and driving?


      • Do adolescent users accept that cannabis use can be harmful? Are they prepared to act on harm reduction advice? Are brief interventions in medical or non-medical settings effective in changing risk patterns of use or practices?


      • Does the use of vaporisers substantially reduce the respiratory risks of cannabis smoking?


      • Do cannabis users titrate their doses of cannabis products?


      


      Among priorities for research on the effects of harm reduction measures such as depenalisation and decriminalisation are the following:


      • Do depenalisation or decriminalisation policies result in changes in patterns or rates of cannabis use, or attitudes towards cannabis use, especially among vulnerable/high-risk populations (e.g., youth/students)?


      • Will more tolerant policies for cannabis use reduce access or exposure to other illicit drugs?


      • Do decriminalisation approaches result in tangible savings of public resources (e.g., enforcement time) without increasing the prevalence of harmful cannabis use (e.g., numbers seeking treatment for cannabis dependence)?


      Conclusions


      Cannabis is the most widely used illicit drug in Europe, as it is globally. While cannabis use clearly does not result in harms that are comparable to those of alcohol or tobacco, its use is associated with significant potential risks and harms. Based on existing evidence, a number of these risks and harms are modifiable by harm reduction approaches directed at users. This more pragmatic, ‘public health’ approach that builds on experiences from the alcohol field requires substantial additional research and policy engagement. Its utility is still hindered by the century-old illegal status of cannabis in most European jurisdictions.


      Driving under the influence of cannabis has been given considerable attention in recent years. Governments in Australia, Norway and Sweden have implemented random roadside saliva testing to detect the presence of cannabis in drivers to reduce cannabis-impaired driving and prevent accidents as a primary harm. However, the scope of this policy might be overly punitive in penalising drivers who are not actually impaired by cannabis while driving. Thus, the effectiveness, cost-effectiveness and social effects of this policy remains to be evaluated.


      Given the existing knowledge around the acute and long-term harms associated with cannabis use, and key predictors of these effects, there appears to be considerable room for interventions with or advice to cannabis users towards reducing the odds or severity of problems resulting from use. For example, harm reduction advice that could be given to current cannabis users includes the following:


      • Avoid more than weekly use to minimise the risks of developing mental health problems or dependence.


      • Avoid smoking as a route of administration or use a vaporiser instead, rather than smoke a bong or joint.


      • If you smoke cannabis, avoid deep inhalation or breath-holding practices in order to reduce the risks of respiratory problems.


      • Do not drive or use machinery when intoxicated.


      


      There is a need for research on how to effectively convey such messages, and to measure their potential impacts on individual and/or population levels of harm from cannabis use.


      There is reasonable evidence that removing criminal penalties for personal possession and use of cannabis reduces some of the harms of current control policy incurred by users who come to the attention of criminal control. This policy can reduce the extensive social and economic harms of use prohibition (rather than the effects of cannabis use) without producing large increases in the prevalence of cannabis use, as recent policy reform experiments in a number of countries have suggested. Such efforts would also help to bring cannabis use more into a policy framework of public health rather than repressive control. They may facilitate steps towards a more integrated and rational regulation of all commonly used psychoactive substances guided by their potential to cause harm and evidence on the benefits and costs of different interventions (Nutt et al. 2007).


      References


      Abrams, D., Vizoso, H., Shade, S., Jay, C., Kelly, M. and Benowitz, N. (2007), ‘Vaporization as a smokeless cannabis delivery system: a pilot study’, Clinical Psychopharmacology & Therapeutics 82, pp. 572–8.


      Advisory Committee on Illicit Drugs (1993), Cannabis and the law in Queensland: a discussion paper, Queensland Criminal Justice Commission, Brisbane.


      Andréasson, S., Engstrom, A., Allebeck, P. and Rydberg, U. (1987), ‘Cannabis and schizophrenia: a longitudinal study of Swedish conscripts’, Lancet 2, pp. 1483–6.


      Anthony, J. C. (2006), ‘The epidemiology of cannabis dependence’, in Roffman, R. A. and Stephens, R. S. (eds), Cannabis dependence: its nature, consequences and treatment, Cambridge University Press, Cambridge, UK, pp. 58–105.


      Anthony, J. C., Warner, L. and Kessler, R. (1994), ‘Comparative epidemiology of dependence on tobacco, alcohol, controlled substances and inhalants: basic findings from the National Comorbidity Survey’, Experimental and Clinical Psychopharmacology 2, pp. 244–68.


      Arseneault, L., Cannon, M., Poulton, R., et al. (2002), ‘Cannabis use in adolescence and risk for adult psychosis: longitudinal prospective study’, BMJ 325, pp. 1212–13.


      Bachman, J. G., Wadsworth, K. N., O’Malley, P. M., et al. (1997), Smoking, drinking, and drug use in young adulthood: the impacts of new freedoms and new responsibilities, Lawrence Erlbaum, Mahwah, NJ.


      Begg, S., Vos, T., Barker, B., Stanley, L. and Lopez, A. D. (2007), The burden of disease and injury in Australia 2003, AIHW, Canberra. Available from http://www.aihw.gov.au/publications/index.cfm/title/10317.


      Berghuis, J. P., Swift, W., Roffman, R., Stephens, R. and Copeland, J. (2006), ‘The teen cannabis check-up: exploring strategies for reaching young cannabis users’, in Roffman, R. A. and Stephens, R. S. (eds), Cannabis dependence: its nature, consequences and treatment, Cambridge University Press, Cambridge, UK, pp. 275–92.


      Bloor, R. N., Wang, T. S., Spanel, P. and Smith, D. (2008), ‘Ammonia release from heated “street” cannabis leaf and its potential toxic effects on cannabis users’, Addiction 103, pp. 1671–7.


      Budney, A. J. (2006), ‘Are specific dependence criteria necessary for different substances: how can research on cannabis inform this issue?’, Addiction 101 (Supplement 1), pp. 125–33.


      Butler, M. (2007), ‘Australia’s approach to drugs and driving’, Of Substance: The National Magazine on Alcohol, Tobacco, and Other Drugs 5, pp. 24–6.


      Cameron, L. and Williams, J. (2001), ‘Cannabis, alcohol and cigarettes: substitutes or complements?’, Economic Record 77, pp. 19–34.


      Caulkins, J. P., Pacula, R. L., Paddock, S. and Chiesa, J. (2004), ‘What we can — and cannot — expect from school-based drug prevention’, Drug and Alcohol Review 23, pp. 79–87.


      Chatwin, C. (2003), ‘Drug policy developments within the European Union: the destabilizing effects of Dutch and Swedish drug policies’, British Journal of Criminology 43, pp. 567–82.


      Copeland, J., Swift, W., Roffman, R. and Stephens, R. (2001), ‘A randomized controlled trial of brief cognitive-behavioral interventions for cannabis use disorder’, Journal of Substance Abuse Treatment 21, pp. 55– 64.


      Degenhardt, L. and Hall, W. D. (2006), ‘Is cannabis a contributory cause of psychosis?’, Canadian Journal of Psychiatry 51, pp. 556–65.


      Degenhardt, L., Hall, W. D. and Lynskey, M. T. (2001), ‘The relationship between cannabis use, depression and anxiety among Australian adults: findings from the National Survey of Mental Health and Well-being’, Social Psychiatry and Psychiatric Epidemiology 36, pp. 219–27.


      Degenhardt, L., Hall, W. D., Warner-Smith, M. and Lynskey, M. T. (2004), ‘Illicit drug use’, in Ezzati, M., Lopez, A., Rodgers, A. and Murray, C. (eds), Comparative quantification of health risks: global and regional burden of disease attributable to selected major risk factors, World Health Organization, Geneva, Vol. 1, pp. 1109–76.


      Degenhardt, L., Chiu, W., Sampson, N., et al. (2008), ‘Toward a global view of alcohol, tobacco, cannabis and cocaine use: findings from the WHO World Mental Health Surveys’, PLoS Medicine 5, p. e141.


      Denis, C., Lavie, E., Fatseas, M. and Auriacombe, M. (2006), ‘Psychotherapeutic interventions for cannabis abuse and/or dependence in outpatient settings’, Cochrane Database of Systematic Reviews 3, CD005336.


      Donnelly, N., Hall, W. D. and Christie, P. (1995), ‘The effects of partial decriminalisation on cannabis use in South Australia, 1985 to 1993’, Australian Journal of Public Health 19, pp. 281–7.


      Donnelly, N., Hall, W. D. and Christie, P. (1999), Effects of the Cannabis Expiation Notice Scheme on levels and patterns of cannabis use in South Australia: evidence from the National Drug Strategy Household Surveys 1985–1995, Australian Government Publishing Service, Canberra.


      Drummer, O. H., Gerostamoulos, J., Batziris, H., et al. (2004), ‘The involvement of drugs in drivers of motor vehicles killed in Australian road traffic crashes’, Accident Analysis and Prevention 36, pp. 239–48.


      Dutch National Alcohol and Drug Information System (2004), ‘Treatment demand of cannabis clients in outpatient addiction care in the Netherlands (1994–2001)’, LADIS Bulletin.


      Earleywine, M. (2002), Understanding marijuana: a new look at the scientific evidence, Oxford University Press, Oxford.


      Earleywine, M. and Barnwell, S. S. (2007), ‘Decreased respiratory symptoms in cannabis users who vaporize’, Harm Reduction Journal 4, p. 11.


      EMCDDA (2006), Annual report 2006: the state of the drugs problem in Europe, European Monitoring Centre for Drugs and Drug Addiction, Lisbon. Available at http://www.emcdda.europa.eu/publications/annual-report/2006.


      EMCDDA (2008), Annual report 2008: the state of the drugs problem in Europe, European Monitoring Centre for Drugs and Drug Addiction, Lisbon. Available at http://www.emcdda.europa.eu/attachements.cfm/att_64227_EN_EMCDDA_AR08_en.pdf.


      EMCDDA (2009), General population surveys (GPS), Statistical bulletin, 2009, tables. European Monitoring Centre for Drugs and Drug Addiction, Lisbon. Available at http://www.emcdda.europa.eu/stats09/gps.


      Erickson, P. G. (1980), Cannabis criminals: the social effects of punishment on drug users, Addiction Research Foundation, Toronto.


      Essau, C. (2006), ‘Epidemiological trends and clinical implications of adolescent substance abuse in Europe’, in Liddle, H. A. and Rowe, C. L. (eds), Adolescent substance abuse: research and clinical advances, Cambridge University Press, Cambridge, UK, pp. 129–47.


      Fergusson, D. M. and Horwood, L. J. (2000), ‘Does cannabis use encourage other forms of illicit drug use?’, Addiction 95, pp. 505–20.


      Fergusson, D. M., Horword, L. J. and Swain-Campbell, N. (2002), ‘Cannabis use and psychosocial adjustment in adolescence and young adulthood’, Addiction 97, pp. 1123–35.


      Fergusson, D. M., Horwood, L. J. and Swain-Campbell, N. R. (2003), ‘Cannabis dependence and psychotic symptoms in young people’, Psychological Medicine 33, pp. 15–21.


      Gerberich, S. G., Sidney, S., Braun, B. L., et al. (2003), ‘Marijuana use and injury events resulting in hospitalization’, Annals of Epidemiology 13, pp. 230–7.


      Gettman, J. (2000), United States marijuana arrests, part two: racial differences in drug arrests, National Organization for the Reform of Marijuana Laws, Washington, DC. Available at http://norml.org/index.cfm?Group_ID=5326.


      Gieringer, D., St Laurent, J. and Goodrich, S. (2004), ‘Cannabis vaporizer combines efficient delivery of THC with effective suppression of pyrolytic compounds’, Journal of Cannabis Therapeutics 4, pp. 7–27.


      Gorman, D. M. (1995), ‘On the difference between statistical and practical significance in school-based drug abuse prevention’, Drugs: Education, Prevention & Policy 2, pp. 275–83.


      Gowing, L. R., Ali, R. L. and White, J. M. (2000), Respiratory harms of smoked cannabis: DASC monograph 8, Drug and Alcohol Services Council South Australia, Parkside, SA. Available at http://www.dassa.sa.gov.au/webdata/resources/files/MONOGRAPH8.pdf.


      Greenwald, G. (2009), Drug decriminalization in Portugal: lessons for creating fair and successful drug policies, Cato Institute, Washington, DC.


      Grier, S. and Bryant, C. A. (2005), ‘Social marketing in public health’, Annual Review of Public Health 26, pp. 319–39.


      Grotenhermen, F. (2004), ‘Cannabinoids for therapeutic use: designing systems to increase efficacy and reliability’, American Journal of Drug Delivery 2, pp. 229–40.


      Grotenhermen, F., Leson, G., Berghaus, G., et al. (2007), ‘Developing limits for driving under cannabis’, Addiction 102, pp. 1910–17.


      Hall, W. D. (2006), ‘Cannabis use and the mental health of young people’, Australian and New Zealand Journal of Psychiatry 40, pp. 105–13.


      Hall, W. D. (2006), ‘The mental health risks of adolescent cannabis use’, PLoS Medicine 3, pp. 159–62.


      Hall, W. D. and Homel, R. (2007), ‘Reducing cannabis-impaired driving: is there sufficient evidence for drug testing of drivers?’, Addiction 102, pp. 1918–19.


      Hall, W. D. and Lynskey, M. T. (2005), ‘Is cannabis a gateway drug? Testing hypotheses about the relationship between cannabis use and the use of other illicit drugs’, Drug and Alcohol Review 24, pp. 39–48.


      Hall, W. D. and MacPhee, D. (2002), ‘Cannabis use and cancer’, Addiction 97, pp. 243–7.


      Hall, W. D. and Pacula, R. L. (2003), Cannabis use and dependence: public health and public policy, Cambridge University Press, Cambridge, UK.


      Hall, W. D. and Swift, W. (2000), ‘The THC content of cannabis in Australia: evidence and implications’, Australian and New Zealand Journal of Public Health 24, pp. 503–08.


      Hall, W. D., Teesson, M., Lynskey, M. T. and Degenhardt, L. (1999), ‘The 12-month prevalence of substance use and ICD-10 substance use disorders in Australian adults: findings from the National Survey of Mental Health and Well-being’, Addiction 94, pp. 1541–50.


      Hall, W. D., Degenhardt, L. and Patton, G. C. (2008a), ‘Cannabis abuse and dependence’, in Essau, C. A. (ed.), Adolescent addiction: epidemiology, treatment and assessment, Academic Press, London, pp. 117–48.


      Hall, W. D., Degenhardt, L. and Sindicich, N. (2008b), ‘Illicit drug use and the burden of disease’, in Heggenhougen, K. and Quah, S. (eds), International encyclopedia of public health, Elsevier, Amsterdam, pp. 523–30.


      Harkin, A., Anderson, P., Goos, P. (1997), Smoking, drinking and drug taking in the European Region, WHO Regional Office for Europe, Copenhagen.


      Hazekamp, A., Ruhaak, R., Zuurman, L., van Gerven, J. and Verpoorte, R. (2006), ‘Evaluation of a vaporizing device (Volcano) for the pulmonary administration of tetrahydrocannabinol’, Journal of Pharmaceutical Sciences 95, pp. 1308–17.


      Henquet, C., Krabbendam, L., Spauwen, J., et al. (2004), ‘Prospective cohort study of cannabis use, predisposition for psychosis, and psychotic symptoms in young people’, BMJ 330, p. 11.


      Henstridge, J., Homel, R. and Mackay, P. (1997), The long-term effects of random breath testing in four Australian states: a time series analysis, Federal Office of Road Safety, Canberra. Available at http://www.infrastructure.gov.au/roads/safety/publications/1997/Alc_Random.aspx.


      Hughes, C. E. and Stevens, A. (2007), The effects of decriminalization of drug use in Portugal, Briefing paper 14, The Beckley Foundation Drug Policy Program, London.


      Human Rights Watch (2000), Punishment and prejudice: Racial disparities in the war on drugs, Human Rights Watch Report 12/2, New York. Available at http://www.hrw.org/legacy/reports/2000/usa/.


      Iversen, L. (2007), The science of marijuana, Oxford University Press, Oxford.


      Jeffery, D., Ley, A., McLaren, S. and Siegfried, N. (2004), ‘Psychosocial treatment programmes for people with both severe mental illness and substance misuse’, Cochrane Database of Systematic Reviews 2000, 2, CD001088.


      Jones, A. W., Holmgren, A. and Kugelberg, F. C. (2008), ‘Driving under the influence of cannabis: a 10-year study of age and gender differences in the concentrations of tetrahydrocannabinol in blood’, Addiction 103, pp. 452–61.


      Kaplan, J. (1970), Marijuana: the new prohibition, World Publishing Company, New York.


      Kavanagh, D. J. (1995), ‘An intervention for substance abuse in schizophrenia’, Behaviour Change 12, pp. 20–30.


      Laumon, B., Gadegbeku, B., Martin, J. L. and Biecheler, M. B. (2005), ‘Cannabis intoxication and fatal road crashes in France: population based case-control study’, BMJ 331, p. 1371.


      Lehman, A. F., Herron, J. D., Schwartz, R. P. and Myers, C. P. (1993), ‘Rehabilitation for adults with severe mental illness and substance use disorders: a clinical trial’, Journal of Nervous and Mental Disease 181, pp. 86–90.


      Lenton, S. (2000), ‘Cannabis policy and the burden of proof: is it now beyond reasonable doubt that cannabis prohibition is not working?’, Drug and Alcohol Review 19, pp. 95–100.


      Lenton, S., Bennett, M. and Heale, P. (1999a), The social impact of a minor cannabis offence under strict prohibition: the case of Western Australia, National Centre for Research into the Prevention of Drug Abuse, Perth.


      Lenton, S., Christie, P., Humeniuk, R., et al. (1999b), Infringement versus conviction: the social impact of a minor cannabis offence under a civil penalties system and strict prohibition in two Australian states, Commonwealth Department of Health and Aged Care, Canberra.


      Llewellyn, C. D., Linklater, K., Bell, J., Johnson, N. W. and Warnakulasuriya, S. (2004), ‘An analysis of risk factors for oral cancer in young people: a case-control study’, Oral Oncology 40, pp. 304–13.


      Lynskey, M. T. and Hall, W. D. (2000), ‘The effects of adolescent cannabis use on educational attainment: a review’, Addiction 96, pp. 433–43.


      MacCoun, R. and Reuter, P. (1997), ‘Interpreting Dutch cannabis policy: reasoning by analogy in the legalization debate’, Science 278, pp. 47–52.


      Macleod, J., Oakes, R., Copello, A., et al. (2004), ‘Psychological and social sequelae of cannabis and other illicit drug use by young people: a systematic review of longitudinal, general population studies’, Lancet 363, pp. 1579–88.


      Mann, R. E., Stoduto, G., Macdonald, S. and Brands, B. (2008), ‘Cannabis use and driving: implications for public health and transport policy’, in Sznitman, S. R., Olsson, B., Room, R. (eds), A cannabis reader: global issues and local experiences, EMCDDA, Lisbon, pp. 173–98.


      Marselos, M. and Karamanakos, P. (1999), ‘Mutagenicity, developmental toxicity and carcinogeneity of cannabis’, Addiction Biology 4, pp. 5–12.


      Martin, G. and Copeland, J. (2008), ‘The adolescent cannabis check-up: randomized trial of a brief intervention for young cannabis users’, Journal of Substance Abuse Treatment 34, pp. 407–14.


      Mehra, R., Moore, B. A., Crothers, K., Tetrault, J. and Fiellin, D. A. (2006), ‘The association between marijuana smoking and lung cancer: a systematic review’, Archives of Internal Medicine 166, pp. 1359–67.


      Melamede, R. (2005), ‘Harm reduction: the cannabis paradox’, Harm Reduction Journal 2, p. 17.


      Miller, W. R. and Sovereign, R. G. (1989), ‘The check-up: a model for early intervention in addictive behaviors’, in Leberg, T., Miller, W., Nathan, G. and Marlatt, G. (eds.), Addictive behaviors: prevention and early intervention, Swets and Zeitlinger, Amsterdam, pp. 219–31.


      Moore, T. H., Zammit, S., Lingford-Hughes, A., et al. (2007), ‘Cannabis use and risk of psychotic or affective mental health outcomes: a systematic review’, Lancet 370, pp. 319–28.


      Mueser, K. T., Bellack, A. S. and Blanchard, J. J. (1992), ‘Comorbidity of schizophrenia and substance abuse: implications for treatment’, Journal of Consulting and Clinical Psychology 60, pp. 845–56.


      Mura, P., Kintz, P., Ludes, B., et al. (2003), ‘Comparison of the prevalence of alcohol, cannabis and other drugs between 900 injured drivers and 900 control subjects: results of a French collaborative study’, Forensic Science International 133, pp. 79–85.


      Nordstrom, B. R. and Levin, F. R. (2007), ‘Treatment of cannabis use disorders: a review of the literature’, American Journal of Addiction 16, pp. 331–42.


      Nutt, D., King, L., Saulsbury, W., Blakemore, C. (2007), ‘Development of a rational scale to assess the harm of drugs of potential misuse’, Lancet 369 (9566), pp. 1047–53.


      Pacula, R. L., Chriqui, J. F. and King, J. (2004), Marijuana decriminalization: what does it mean in the United States?, Working Paper WR-126, RAND, Santa Monica. Available at http://www.rand.org/pubs/working_papers/WR126/.


      Pakes, F. (2004), ‘The politics of discontent: the emergence of a new criminal justice discourse in the Netherlands’, The Howard Journal 43, pp. 284–98.


      Patton, G. C., Coffey, C., Carlin, J. B., et al. (2002), ‘Cannabis use and mental health in young people: cohort study’, BMJ 325, pp. 1195–8.


      Ramaekers, J. G., Berghaus, G., van Laar, M. and Drummer, O. H. (2004), ‘Dose related risk of motor vehicle crashes after cannabis use’, Drug and Alcohol Dependence 73, pp. 109–19.


      Roffman, R. A. and Stephens, R. S. (eds) (2006), Cannabis dependence: its nature, consequences and treatment, Cambridge University Press, Cambridge, UK.


      Room, R., Fischer, B., Hall, W. D., Lenton, S. and Reuter, P. (2008), Cannabis policy: moving beyond stalemate, The Global Cannabis Commission Report, Beckley Foundation, Oxford, UK. Available at http://www.beckleyfoundation.org/.


      Rosenblatt, K. A., Daling, J. R., Chen, C., Sherman, K. J. and Schwartz, S. M. (2004), ‘Marijuana use and risk of oral squamous cell carcinoma’, Cancer Research 64, pp. 4049–54.


      Saha, S., Chant, D., Welham, J. and McGrath, J. (2005), ‘A systematic review of the prevalence of schizophrenia’, PLoS Medicine 2, p. e141.


      SAMHSA (2006), Results from the 2005 National Survey on Drug Use and Health: Detailed tables. Prevalence estimates, standard errors, p values. Section 1. Substance Abuse and Mental Health Administration, Office of Applied Studies, Rockville, MD. Available at http://www.oas.samhsa.gov.


      Shand, F., Gates, J., Fawcett, J. and Mattick, R. (2003), The treatment of alcohol problems: a review of the evidence, Commonwealth Department of Health and Ageing, Canberra.


      Sidney, S., Quesenberry, C. P., Jr., Friedman, G. D. and Tekawa, I. S. (1997), ‘Marijuana use and cancer incidence (California, United States)’, Cancer Causes and Control 8, pp. 722–8.


      Single, E. W. (1989), ‘The impact of marijuana decriminalization: an update’, Journal of Public Health Policy 9, pp. 456–66.


      Smart, R. G. and Ogborne, A. C. (2000), ‘Drug use and drinking among students in 36 countries’, Addictive Behaviors 25, pp. 455–60.


      Solowij, N. (1998), Cannabis and cognitive functioning, Cambridge University Press, Cambridge, UK.


      Stephens, R. S., Roffman, R. A., Copeland, J. and Swift, W. (2006), ‘Cognitive behavioral and motivational enhancement treatments for cannabis dependence’, in Roffman, R. A. and Stephens, R. S. (eds), Cannabis dependence: its nature, consequences and treatment, Cambridge University Press, Cambridge, UK, pp. 131–53.


      Stephens, R. S., Roffman, R. A., Fearer, S. A., Williams, C. and Burke, R. S. (2007), ‘The marijuana check-up: promoting change in ambivalent marijuana users’, Addiction 102, pp. 947–57.


      Swift, W., Copeland, J. and Lenton, S. (2000), ‘Cannabis and harm reduction’, Drug and Alcohol Review 19, pp. 101–12.


      Tashkin, D. P. (1999), ‘Effects of cannabis on the respiratory system’, in Kalant, H., Corrigall, W., Hall, W. D. and Smart, R. (eds), The health effects of cannabis, Centre for Addiction and Mental Health, Toronto, pp. 311–45.


      Tobler, N. S., Lessard, T., Marshall, D., Ochshorn, P. and Roona, M. (1999), ‘Effectiveness of school-based drug prevention programs for marijuana use’, School Psychology International 20, pp. 105–37.


      Toumbourou, J., Williams, J., Waters, E. and Patton, G. (2004), ‘What do we know about preventing drug-related harm through social developmental intervention with children and young people?’, in Stockwell, T., Gruenewald, P., Toumbourou, J. and Loxley, W. (eds), Preventing harmful substance use: the evidence base for policy and practice, John Wiley & Sons Ltd, Chichester, pp. 87–100.


      UNODC (United Nations Office on Drugs and Crime) (2006), World drug report 2006. Volume 1: Analysis, United Nations Office on Drugs and Crime, Vienna.


      UNODC (2007), World drug report 2007. Volume 1: Analysis, United Nations Office on Drugs and Crime, Vienna.


      van Os, J., Bak, M., Hanssen, M., et al. (2002), ‘Cannabis use and psychosis: a longitudinal population-based study’, American Journal of Epidemiology 156, pp. 319–27.


      White, D. and Pitts, M. (1998), ‘Educating young people about drugs: a systematic review’, Addiction 93, pp. 1475–87.


      Williams, J. (2004), ‘The effects of price and policy on marijuana use: what can be learned from the Australian experience?’ Health Economics 13, pp. 123–37.


      Wodak, A., Reinarman, C. and Cohen, P. (2002), ‘Cannabis control: costs outweigh benefits’, BMJ 324, pp. 105–06.


      Zammit, S., Allebeck, P., Andréasson, S., Lundberg, I. and Lewis, G. (2002), ‘Self reported cannabis use as a risk factor for schizophrenia in Swedish conscripts of 1969: historical cohort study’, BMJ 325, pp. 1199–201.


      Zhang, Z. F., Morgenstern, H., Spitz, M. R., et al. (1999), ‘Marijuana use and increased risk of squamous cell carcinoma of the head and neck’, Cancer Epidemiology, Biomarkers and Prevention 8, pp. 1071–8.


      Zimmer, L., Morgan, J. P. (1997), Marijuana myths, marijuana facts: a review of the scientific evidence, The Lindesmith Center, New York.

    

  


  
    [image: Image]

  


  
    [image: Image]

  


  
    
      Chapter 9: Harm reduction policies for tobacco Coral Gartner, Wayne Hall and Ann McNeill


      Chapter 9


      Harm reduction policies for tobacco


      Coral Gartner, Wayne Hall and Ann McNeill


      Abstract


      Tobacco smoking is the leading cause of preventable premature mortality and disability in European and other developed countries. This chapter first reviews strategies that (1) aim to reduce harm to non-smokers (public smoking bans and reduced ignition propensity cigarettes) and (2) aim to reduce harm to the smoker who is unable or unwilling to quit nicotine use, namely, regulating the harmfulness of cigarettes, and encouraging smokers to switch to less harmful nicotine products. The putative tobacco harm reduction products discussed include: modified tobacco cigarettes and cigarette-like devices, smokeless tobacco products and pharmaceutical nicotine products. The evidence for the harm reduction potential of each of these is discussed, as are adverse public health outcomes that may potentially arise from their promotion. The chapter concludes with a description of the most promising options for promoting tobacco harm reduction.


      Keywords: smokeless tobacco, snus, reduced ignition propensity cigarettes, smoking bans, potential reduced exposure products, pharmaceutical nicotine.


      Introduction


      Tobacco can be smoked as cigarettes, in a pipe, or as cigars or used via non-smoked products such as chewing tobacco or oral and nasal snuff. Nicotine is the primary substance responsible for tobacco dependence but the majority of harm caused by tobacco use is not from nicotine but from the by-products of smoked tobacco (e.g. fine particulates, carcinogens, and noxious gases including carbon monoxide). Cigarettes are the most addictive and hazardous tobacco product, because cigarette smoke is readily drawn deep into the lungs where it is rapidly absorbed into the bloodstream and from which nicotine quickly reaches the brain (Benowitz, 2008).


      In Europe, as in many regions of the world, the cigarette has become the dominant form of tobacco use over the past century (Berridge, 2007). The rise in the popularity of the cigarette was followed with a lag of several decades by increases in tobacco-caused diseases including cancers, pulmonary and cardiovascular diseases. By mid century tobacco smoking had become the leading cause of preventable premature mortality and disability in Europe and other developed countries. Cigarette smoking is currently responsible for around 730 000 deaths in the European Union (EU) each year (including 80 000 from passive smoking) (ASPECT Consortium, 2004).


      Smoking prevalence has declined in most western European countries over the past 40 years, but prevalence remains high in many eastern European countries (ASPECT Consortium, 2004; WHO Regional Office for Europe, 2007). The disparities in smoking prevalence across Europe largely reflect differences in the intensity with which tobacco control policies have been implemented, such as increasing cigarette taxes, banning cigarette advertising, public mass media anti-smoking campaigns and restricting smoking in indoor public spaces (ASPECT Consortium, 2004; WHO Regional Office for Europe, 2003; WHO Regional Office for Europe, 2007).


      Policies that encourage existing smokers to quit and discourage non-smokers from starting remain the most effective ways of reducing tobacco-related harm (World Bank, 2003). Nonetheless, even in countries that have most rigorously enforced these types of policies (Australia, the United States, Canada, the United Kingdom and Sweden), none have reduced overall smoking prevalence below one in six adults. Plausible projections show that more than 10 % of adults will be smoking in another 20 years if current rates of cessation and initiation continue (Gartner et al., 2009; Kemm, 2003; Mendez et al., 1998).


      The persistence of smoking in a substantial minority of adults has prompted some to advocate tobacco harm reduction (THR) policies as an addition to conventional strategies that promote abstinence from tobacco. Harm reduction policies are generally those that ‘attempt to prevent problems by targeting risky contexts or patterns of use, or by moderating the relation between use and problem outcomes, without necessarily affecting overall rates of use’ (Toumbourou et al., 2007, pp. 1398–9). In the case of THR, this approach involves attempting to reduce the harmfulness of tobacco use without necessarily advocating cessation or abstinence, typically by advocating the use of much less harmful forms of tobacco or nicotine use.


      Policies that reduce the harm to others


      Public smoking bans


      Non-smokers who are exposed to second-hand smoke (the emissions from the end of lit cigarettes and the exhaled smoke from a smoker) are at increased risk of many of the same diseases that affect smokers (US Department of Health and Human Services, 2006). Workers in smoky environments, such as bar staff, are particularly at risk due to their regular and prolonged exposure. Legislated bans on smoking in enclosed public spaces such as office buildings, restaurants, cafes, bars and clubs provide protection of employees and patrons and are the most widespread and non-controversial tobacco harm reduction policy. Research has shown that public smoking bans in countries like the United States and Australia have been effective in reducing exposure to second-hand smoke in these previously smoky environments (Hopkins et al., 2001). There is also evidence that these policies can provide immediate population health improvements, such as a reduction in the number of hospitalisations for acute coronary events (Pell et al., 2008).


      A number of European countries have recently introduced indoor public smoking bans (for example, Republic of Ireland, United Kingdom), but many countries still do not have comprehensive smoking bans (Joossens and Raw, 2007). To be effective at reducing the exposure of non-smokers, these bans need to cover all enclosed areas and should also extend to outdoor areas that are serviced by waiting staff. Smoking bans also have the added benefit of increasing cessation in the smoking population by reducing the opportunities to smoke and contributing to the de-normalisation of smoking (Fichtenberg and Glantz, 2002).


      Reduced ignition propensity (RIP) cigarettes


      Fires started by cigarettes cause substantial damage to property and loss of life. Internal tobacco industry documents show that the industry knew how to reduce the ignition propensity of cigarettes many years ago (Gunja et al., 2002) by reducing tobacco density, paper porosity and cigarette circumference, eliminating burn additives and by increasing the length of filters (Chapman and Balmain, 2004). Legislation requiring cigarettes to meet RIP performance standards has now been implemented in 22 US states and Canada (Arnott and Berteletti, 2008). In 2007, the EU Member States endorsed plans to develop a mandatory standard to reduce the ignition propensity of cigarettes sold in the EU (Arnott and Berteletti, 2008; Commission of the European Communities, 2008). An evaluation of New York’s RIP standard (implemented in 2004), showed that it substantially reduced the ignition propensity of cigarettes sold in that state, largely via ‘paper banding’, without increasing the toxicity of the emissions (Alpert et al., 2005). There is as yet no evidence that the introduction of RIP standards has reduced cigarette-related fires. Nevertheless, implementation of a RIP performance standard in Europe would not be costly to the public, would have very little risk of producing adverse outcomes and could reduce the number of fires caused by discarded cigarettes.


      Policies that reduce harm to the smoker


      The main putative tobacco harm reduction products in order of decreasing relative harmfulness are modified tobacco cigarettes and cigarette-like devices, smokeless tobacco (SLT) products and pharmaceutical nicotine (PN) products (Stratton et al., 2001).


      Modified tobacco cigarettes and cigarette-like devices


      Regulating the harmfulness of cigarette emissions


      The tobacco industry began developing a ‘safer’ cigarette in response to the emerging evidence of the harm from cigarette smoking in the 1950s (Glantz et al., 1996). The first example was the filtered cigarette, followed by so-called light, low-tar and low-nicotine cigarettes in the 1980s (Stratton et al., 2001). These cigarette modifications, which consisted of the addition of tiny ventilation holes in the side of the filter to dilute the smoke with air drawn in through these holes, were popular with smokers; however, they did not reduce the health risks of smoking as smokers compensated by drawing harder on the cigarette, covering the filter ventilation holes and smoking the cigarettes down to a shorter butt length. Research later revealed that the cigarette manufacturers knew these were not genuine reduced harm products, but marketed them to reassure health-conscious smokers and discourage quitting (Glantz et al., 1996).


      The World Health Organization’s Study Group of Tobacco Product Regulation (TobReg) advocates mandatory maximum permissible levels of key toxicants in mainstream cigarette smoke (Burns et al., 2008) and the tobacco industry has developed and marketed cigarettes made with low nitrosamine tobacco and carbon filters, both of which are claimed to expose smokers to fewer toxins than regular cigarettes (Hatsukami et al., 2004; Rees et al., 2008). A major problem with this approach is that reductions in some toxins are often achieved by increasing others (King et al., 2007). Given that tobacco smoke contains more than 4 000 different chemicals, it will be difficult to achieve a substantial reduction in overall harmfulness (Stratton et al., 2001). Futhermore, there is no evidence that reducing or removing known toxins in cigarettes will produce observable reductions in smoking-related lung cancer (Pankow et al., 2007), yet publicity around mandating these changes may give consumers the impression that they do significantly reduce harm. Monitoring and enforcing a cigarette emissions standard will also require substantial laboratory and regulatory resources that may arguably be better used in other ways.


      Cigarette-like devices


      The tobacco industry has also marketed cigarette-like devices that aim to minimise tars and maximise nicotine by heating tobacco to produce an aerosol or vapour rather than smoke (for example, Eclipse, Premier, Accord and Heatbar) (Shiffman et al., 2002a; Stratton et al., 2001). Some of these products reduce emissions of one or more key toxins, but some studies report higher emissions of others (Breland et al., 2002; Breland et al., 2006; Fagerström et al., 2000; Stratton et al., 2001). Given the long latency of many tobacco-related diseases, it will take several decades before we know whether these products substantially reduce tobacco-related mortality and morbidity. Given these difficulties, we should arguably abandon attempts to reduce the harmfulness of cigarette emissions by modifying cigarettes or producing cigarette-like tobacco products in favour of harm reduction using non-smoked forms of tobacco and clean nicotine products (Stratton et al., 2001).


      Smokeless tobacco (SLT) products


      SLT products present greater opportunity for THR than smoked tobacco because there is no combustion/vaporisation and therefore no risk of respiratory disease, fire or passive smoking. SLT products include traditional chewing tobacco and snuff, and new products such as compressed tobacco lozenges, tobacco chewing gum and dissolvable strips (Hatsukami et al., 2007; Stepanov et al., 2006). Most policy attention has focused on a form of moist oral snuff used in Sweden, known as snus (see box here). It has much lower levels of tobacco-specific nitrosamines than snuffs marketed in the United States and elsewhere because it is produced by pasteurisation rather than fermentation (Hoffmann et al., 1995; Österdahl et al., 2004; Ramström, 2000). Levels of nitrosamines in Swedish snus have decreased over the past 20 or so years in response to the development of an industry standard (Hatsukami et al., 2007; Österdahl et al., 2004). The development of portion snus in the 1970s (tea-bag-like sachets of snus) has produced a more user-friendly version that has increased prevalence of snus use among Swedish men. The fact that until recently snus was taxed at a much lower rate than cigarettes may also have contributed to its increased popularity. Increased snus use by Swedish men has been accompanied by decreased cigarette smoking and tobacco-related disease mortality (Foulds et al., 2003; Ramström, 2003).


      A major barrier to the adoption of this form of harm reduction is the ban on the sale of the least harmful smokeless tobacco products in many countries. In Australia and New Zealand, for example, oral snuff and chewing tobacco products cannot be sold (Commonwealth of Australia, 1974; Parliament of New Zealand, 1990). With the exception of Sweden, the same is true in all EU Member States, where the sale of these tobacco products is prohibited, although chewing tobacco and nasal snuff can be sold (European Court of Justice, 2004).


      Pharmaceutical nicotine (PN)


      PN products in the form of gum, patches, inhalers and sprays have been available for many years. A new PN product under development is an oral nicotine pouch that mimics portion snus (Fagerström and Jiménez-Ruiz, 2008). PN is generally a safe (except perhaps in pregnancy), modestly effective and cost-effective way to help smokers to quit (Bertram et al., 2007; Stead et al., 2008), or, potentially, also as a long-term alternative to cigarette smoking (Warner et al., 1997). These products have minimal risk of abuse, in part because of their design. The long-term use of PN appears to be safe, as no treated morbidity or mortality was observed in five years of follow-up of nicotine gum users (Murray et al., 1996). Long-term use of PN in ex-smokers may also help prevent relapse to smoking (Hajek et al., 2007; Medioni et al., 2005).


      The major disadvantages of PN are that, like other smoking cessation aids (bupropion, varenicline), most smokers who use it do not succeed in quitting (Nides, 2008; Shiffman et al., 2002b), and it has not been taken up by smokers as an alternative to smoking despite its wide availability in many developed countries. This seems to be because these products have been engineered for smoking cessation, with the aim of minimising their abuse by delivering a lower nicotine dose at a slower speed to cigarettes. They are also not marketed as long-term alternatives to tobacco smoking. For these products to gain popularity, PN regulation would need to be relaxed to allow these products to be made more attractive to inveterate smokers.


      Recreational nicotine products


      The marketing of the ‘e-cigarette’, a device that looks like a standard tobacco cigarette but contains only nicotine in a carrier vapour, is a recent attempt to commercialise a recreational nicotine product. Its similarity to cigarettes has led most tobacco control advocates to refer to it as a cigarette-like device. The e-cigarette produces a propylene glycol vapour and has a glowing red tip to simulate a lit cigarette. The manufacturers have not marketed it as a smoking cessation aid and this has created regulatory barriers in some countries (for example, Australia and New Zealand) (National Drugs and Poisons Scheduling Committee, 2009; New Zealand Public Health Directorate, 2006). Some EU Member States have defined e-cigarettes as medical devices and require them to obtain a Confirmatory European (CE) mark before sale (e.g. Denmark, Austria) (Danish Medicines Agency, 2009; European Commission Health and Consumer Protection Directorate-General, 2008). A safety assessment of one brand of e-cigarette funded by the manufacturer suggests the product may be relatively safe (Laugesen, 2008; Laugesen et al., 2008), but there are no data on the patterns of use in smokers or uptake by non-smokers in countries where these products are sold, and there are no safety studies by groups that are independent of the industry.


      There are claims in the popular media in the United Kingdom that the e-cigarette is being used in response to smoking bans in pubs and clubs (Sikora, 2007). Critics of the e-cigarette also argue that it maintains a visible smoking-like behaviour that may undermine the de-normalisation of smoking produced by public smoking bans (Chapman and Freeman, 2008). The substantial cost of the device and its replacement cartridges, the gimmicky nature of the smoke and glowing tip, and the regulatory hurdles in most countries will probably limit its use for THR (Arendt, 2008). However, more data is needed on whether smokers find these devices an acceptable substitute for smoking regular cigarettes.


      The e-cigarette illustrates the inadequacy of current regulatory structures. Claims about aiding cessation would result in the e-cigarette being classified as a medicine and would require safety, quality and efficacy data before being marketed. If no such claims are made, the e-cigarette is likely to be regulated like tobacco cigarettes, and would then be subject to all the regulations that apply to tobacco products. Neither set of regulations are appropriate for e-cigarettes, the relative harmfulness of which is likely to fall somewhere between tobacco cigarettes and PN.


      Will tobacco harm reduction products reduce harm to users?


      There is no evidence that modified smoked tobacco products and cigarette-like devices substantially reduce harm. Experience with ‘light’ cigarettes also provides strong reasons for not allowing them to be promoted as THR products (Stratton et al., 2001; Warner, 2001). ‘Light’ cigarettes failed to reduce harm in smokers due to compensatory changes in the way they were smoked, such as inhaling more deeply, smoking a greater number of cigarettes and more of each cigarette, and blocking ventilation holes designed to dilute smoke exposure (Stratton et al., 2001). The mistaken image of a less harmful cigarette also provided reassurance to health-concerned smokers, which discouraged quitting. Similar compensatory changes, and/or ‘risk swapping’ by decreasing some toxins whilst increasing others, and false reassurance of safety, are likely to limit any benefits from THR products that involve the combustion or vaporisation of tobacco (e.g. Gray, 2004; Pierce, 2002; Stratton et al., 2001).


      This argument does not apply to THR using PN and low nitrosamine SLT (LNSLT). The safety of PN is well established in the short to medium term with users having been followed for up to five years (Murray et al., 1996). PN may carry some residual health risks, such as an increased risk of cardiovascular disease arising from chronic nicotine intake, and adverse foetal outcomes if used in pregnancy, but these effects are small by comparison with those of cigarette smoking (Benowitz, 2000). Literature reviews of the health effects of SLT (Broadstock, 2007; Royal College of Physicians, 2007; SCENIHR, 2008) have concluded that some forms of SLT such as Swedish snus, which is low in nitrosamines, are significantly less harmful than smoking cigarettes. SLT use is not associated with respiratory diseases, including lung cancer and chronic obstructive pulmonary disease (COPD), but some potential health risks remain, namely oral and pancreatic cancer, cardiovascular disease and type 2 diabetes. Even so, these risks appear to be much lower than those of smoking.


      An expert panel estimated on the basis of the epidemiological literature that the overall risk of tobacco-related mortality in LNSLT users was 10 % of the risk of cigarette smokers (Levy et al., 2004). Epidemiological modelling of the aggregate health effects of quitting tobacco and switching from smoking to LNSLT suggest there is little difference in years of healthy life gained by those who quit tobacco and those who switch to LNSLT (Gartner et al., 2007b) (see box here).


      Effects of tobacco harm reduction on aggregate harm


      Whether THR produces a net benefit or harm depends on: the relative harmfulness of the THR product compared to regular cigarettes; how popular the THR product is among current smokers, ex-smokers and never smokers; and its effect on rates of smoking cessation and initiation. The risks of overall net harm are greatest for modified cigarettes and cigarette-like devices, because these produce the least reduction in risk and could discourage cessation in much the same way as ‘light’ cigarettes did.


      Epidemiological modelling of the aggregate health effects of smoking and LNSLT use suggests that relaxations of bans on LNSLT use would only produce net harm if these products proved much more attractive to non-smokers than to smokers; led non-smokers to start to smoke; and/or maintained cigarette use in smokers by dual use rather than complete switching (Gartner et al., 2007a) (see box here). These putative effects of LNSLT have not been observed in Sweden and there are good reasons for thinking that they are unlikely to occur. As Kozlowski and colleagues (Kozlowski et al., 2001) have shown, PN would still produce a net population health gain, even if we made: (1) the most pessimistic assumptions about its residual health risks; and (2) we assumed that PN was used by the whole adult population (Kozlowski et al., 2001). A similar argument can be made for LNSLT.


      Epidemiological modelling of the aggregate health effects of lifelong smoking, ex-smoking, switching to snus and lifelong snus use


      Gartner et al (2007b) used multistate life tables and expert panel risk estimates to model the years of healthy life lost (YHLL) due to lifelong smoking, quitting tobacco use, switching from smoking to snus and lifelong snus use without smoking. The results showed that smokers who switched to snus would achieve health gains nearly as good as quitting all tobacco use. Men who switched from smoking to snus would lose 1.2–3.6 months of healthy life and women 1.2–4.8 months compared to smokers who quit tobacco altogether.


      Figure 9.1: Years of healthy life lost by lifelong smoking, ex-smoking, switching to snus and lifelong snus use
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      ‘Gateway’ effects


      There is no evidence that PN in its currently available forms encourages non-smokers to take up smoking (Gerlach et al., 2008; Klesges et al., 2003). This situation could change if PN was re-engineered to be more rapidly absorbed and produced higher blood nicotine, and if it were allowed to be marketed as a recreational nicotine product, like smoked tobacco. The current marketing of the e-cigarette in some countries may allow an assessment of the risks of more liberal regulation of the nicotine market, although the nicotine dose and delivery of currently marketed e-cigarettes may be too similar to existing PN cessation aids for a full assessment. The cost of the e-cigarette may also preclude its widescale uptake.


      The Swedish experience


      Snus is a traditional moist oral snuff used in Sweden. Snus use declined as cigarettes became popular. However, a marketing campaign that started in the 1970s reinvigorated the snus market and resulted in increased uptake among Swedish men, with as many Swedish men now using snus as smoking cigarettes (Ramström, 2000). The Swedish experience has been described as a natural experiment of tobacco harm reduction (Brandt, 2007; Henningfield and Fagerström, 2001) as the shift from cigarette smoking to snus use has occurred without the support of the Swedish health community.


      Figure 9.2: Prevalence of daily smoking for men and women (ages 18–70 years) in Sweden 1976–2002 and prevalence of daily snus use for men (age 18–70 years) in Sweden 1976–2002
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      Source: Reproduced from Foulds et al., 2003.


      The increase in snus use was accompanied by a decline in cigarette smoking from 40 % in 1976 to 15 % in 2002 (see Figure 9.2). Contrary to the gateway hypothesis, there were no increases in smoking among adolescent males, who were the heaviest users of snus. Instead, snus use appears to deter smoking initiation in young men and promote smoking cessation in older men (Foulds et al., 2003; Furberg et al., 2005; Ramström, 2000). Most critically, the increase in snus use was accompanied by a decline in lung cancer mortality and the absence of an increase in either cardiovascular mortality or head and neck cancers (Foulds et al., 2003). The plausibility of a causal relationship between increased snus use and these good health outcomes was strengthened by the absence of any similar changes in smoking prevalence or lung cancer mortality in Swedish women, who did not adopt snus at the same rate as men (Foulds et al., 2003).


      Figure 9.3: Lung cancer incidence for men and women in Sweden and Norway 1960–99 for age-standardised rates per 100 000 inhabitants based upon census population in each country
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      Source: Reproduced from Foulds et al., 2003.


      


      Whether SLT serves as a gateway to smoking is a more contentious issue. The Swedish experience with snus contradicts the pessimistic view about the population impact of THR (Foulds et al., 2003) (see box here). The relationship between SLT use and smoking has been more varied in American studies. In some studies the same pattern has been reported as in Sweden (Ault et al., 2004; O’Connor et al., 2005). Other studies, however, have reported an apparent ‘gateway’ effect with young SLT users ‘graduating’ to smoking (Haddock et al., 2001). It is challenging to quantify how much smoking is attributable to prior SLT use because it is difficult to determine whether smokers who used SLT before cigarettes would have become smokers in the absence of SLT use. One analysis suggests that when the demographic and social factors associated with smoking initiation are taken into account, SLT does not appear to increase the uptake of smoking (Timberlake et al., 2009). In the United States, public health authorities may have also inadvertently encouraged SLT users to switch to cigarettes by claiming that the health risks of SLT are the same as those of smoking (Kozlowski and Edwards, 2005; Kozlowski and O’Connor, 2003; Waterbor et al., 2004).


      ‘Dual use’


      The use of PN to relieve nicotine withdrawal during periods of temporary abstinence is an approved use in some countries (for example, United Kingdom, Republic of Ireland, France, Austria, Denmark, Norway, Portugal, Brazil, Venezuela, New Zealand and Canada), as is its use to reduce smoking in preparation for quitting (ASH UK, 2008). Some studies have reported that users of PN often use it for purposes other than cessation (Hammond et al., 2008; Klesges et al., 2003). Such use does not appear to reduce quitting (Levy et al., 2007); indeed, such use may increase cessation in smokers who were not initially interested in quitting (Carpenter et al., 2004; Le Houezec and Sawe, 2003).


      The tobacco industry has begun to market SLT for smokers to use when smoking is not permitted (Gartner et al., 2007a). This pattern of use could perpetuate smoking by reducing the incentive to quit provided by public smoking bans (Fichtenberg and Glantz, 2002). Alternatively, such use of SLT could lead some smokers to switch fully to SLT or even to quit tobacco use, as happens with PN. This pattern of short-term dual use as an intermediate step to full switching or quitting appears more common in Sweden than long-term dual use of SLT and cigarettes (Ramström and Foulds, 2006). It is a pattern that could be encouraged by a combination of policies, such as educating smokers about health risks, imposing differential tax rates on smoked tobacco and SLT products based on their relative harmfulness, and regulating the availability and accessibility of these products to favour SLT.


      Ethical issues


      Do public health practitioners have the ethical right to prevent smokers from being informed about THR products in order to reduce the possibility that THR may increase population nicotine use? Those who argue that smokers should not be told how to reduce their risks promote a paternalistic policy that sacrifices smokers’ interests to the greater public good. Others argue that informing smokers about THR is an effective public health measure that properly respects their autonomy (Kozlowski, 2003; Kozlowski and Edwards, 2005; Waterbor et al., 2004).


      Some opposition to THR reflects the belief that the goal of tobacco control policy should be the elimination of all nicotine use (for example, Pierce, 2002). Some opponents also argue that THR is morally wrong because it involves the long-term use of an addictive substance (Warner et al., 1997). These views contrast with the consequentialist ethical views of proponents who argue that the benefits of THR outweigh its harms (for example, Kozlowski, 2002).


      The THR debate is complicated by the role of the tobacco industry whose interests conflict with those of public health. THR is seen as benefiting the tobacco industry by condoning continued tobacco use and thereby allowing the industry’s continued existence (Bullen et al., 2006). Whilst the abolition of the tobacco industry would arguably be preferable, most THR proponents see this as an unrealistic goal, at least in the short to medium term (Hall and Gartner, 2009) and accept that enabling the tobacco industry to become part of the solution could accelerate change in the nicotine market over time.


      Options for promoting tobacco harm reduction


      Regulating the harmfulness of tobacco products


      Mandating standards for RIP of cigarettes is unlikely to cause harm and may reduce cigarette-related fires. It is much less certain whether mandated maximum levels of key toxins in cigarette emissions will reduce aggregate harm because of the risk that any gains will be offset by compensatory smoking, higher levels of other toxins, and/or the impression of a significant reduction in harm. It will in any case take decades to assess. Mandated standards for toxins, such as tobacco-specific nitrosamines, in SLT should be less problematic to implement because the feasibility of this strategy has already been demonstrated (Österdahl et al., 2004; Stepanov et al., 2006) and, on Swedish experience, it is likely to minimise oral cancer risk.


      Information about THR products


      Harm reduction could be promoted through advising smokers to use less harmful products, such as LNSLT and PN. This could be done via product warning labels on cigarettes and less harmful tobacco and nicotine products that indicate the relative harmfulness of each product. This option is currently most relevant for non-EU countries and Sweden because of the sales ban on most of these products in EU Member States. Information provided by governments and health authorities could also clearly indicate the relative harms of each product, rather than misleadingly suggesting that all tobacco products are equally hazardous (Kozlowski, 2003; Kozlowski and O’Connor, 2003; Waterbor et al., 2004).


      Regulation and promotion of THR products


      Smokers who fail to quit after obtaining cessation assistance could be encouraged to use PN as a long-term alternative (Kozlowski, 2002; Kozlowski et al., 2003). This is one of the few THR strategies supported by the majority of US tobacco control advocates (Warner and Martin, 2003) and advocated by the Royal College of Physicians in the United Kingdom (Royal College of Physicians, 2007) and experts in the EU (ASPECT Consortium, 2004). It would probably have limited public health impact if it was aimed solely at high-risk smokers who failed to quit, because only a minority of these smokers seek help to quit, and probably few of whom find existing forms of PN attractive (Stratton et al., 2001; Warner et al., 1997).


      In order to have a larger public health impact, THR requires as many smokers as possible to switch to either PN or LNSLT. The Swedish experience suggests that LNSLT may be more likely to achieve this goal than current forms of PN as more smokers in Sweden have switched to LNSLT than PN (Foulds et al., 2003; Ramström, 2000). This could change if regulators allowed more attractive forms of PN to be developed and marketed to smokers. In EU countries other than Sweden, consideration could be given to relaxing the sales ban on non-smoked, non-chewed oral tobacco products. More equal competition between cigarettes and less hazardous nicotine delivery devices could be achieved by making it harder to introduce new cigarette-like tobacco products and easier to introduce and promote the use of non-smoked THR products and recreational PN products (Stratton et al., 2001; Warner et al., 1997). Thought should be given to the regulation of products that fall between current PN products and cigarettes. The e-cigarette could provide a test case for developing a more flexible regulatory structure that works in favour of public health, by regulating nicotine-containing products according to criteria that consider the relative harmfulness of each product.


      A graduated policy sequence


      We believe that exploring the use of LNSLT for THR is the most promising route facing regulators at the moment. The development of faster-acting PN is likely to take some time and e-cigarettes are probably too similar to PN products. The following steps could be used to explore the public health potential of THR using LNSLT in those countries in which their production and sale is prohibited, such as the EU, Australia and New Zealand (Commonwealth of Australia, 1974; European Parliament and Council of the European Union, 2001; Parliament of New Zealand, 1990).


      First, the utility of LNSLT for smoking cessation could be cautiously trialled among smokers who had failed to quit with the use of PN and other smoking cessation medications by encouraging them to switch to LNSLT rather than return to smoking. Evaluations of this approach would provide information on how attractive these products may be to inveterate smokers.


      Second, relaxation of PN product regulation could encourage the use of existing PN for long-term substitution if smokers fail to stop, and enable the delivery of nicotine doses in ways more like SLT, thereby encouraging smokers who failed to quit smoking to use these products instead.


      Third, if there was sufficient interest in switching to LNSLT among inveterate smokers, permitting restricted sale of LNSLT products to these smokers (e.g. from specialist tobacconists) could provide an alternative to continued smoking. Legislation could impose differential taxes to reflect the relative harmfulness.


      Fourth, the impacts of the sale of these products on: population smoking cessation rates; all forms of tobacco use among youth; and tobacco industry marketing should be rigorously evaluated.


      Conclusions


      Public smoking bans and mandatory reduced ignition propensity standards for cigarettes are strategies that reduce tobacco-related harm to non-smokers and should be implemented as a priority. The most promising strategy for reducing harm to tobacco smokers is to encourage smokers who are unable or unwilling to quit to switch to pharmaceutical nicotine or low nitrosamine smokeless tobacco products. There is good support for this policy from epidemiological studies in Sweden. Modelling studies indicate that this would very substantially reduce the risks of tobacco use. Nonetheless, this remains a controversial policy because the view of some in the tobacco control community is that our policy goal should be elimination of all nicotine use. A major barrier to its implementation is that many states in the EU ban the sale of these products, and proposals to remove these bans have been opposed because of concerns that THR may increase the uptake of tobacco smoking and the harm that it causes.
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      Abstract


      This chapter provides an overview of harm reduction approaches to alcohol in Europe. First, definitions ascribed to alcohol harm reduction are outlined. Then, evaluated alcohol harm reduction interventions in European countries are described and the evidence for their effectiveness examined. These include multi-component programmes, improvements to the drinking environment, and initiatives to reduce the harms associated with drink-driving. Third, harm reduction activities that have been recorded and described but not yet evaluated are briefly outlined. These include ‘grassroots’ initiatives and more formal local initiatives. To conclude, the chapter raises questions about how alcohol harm reduction is defined and put into practice, the evidence-base that is available for policymakers, and how information is shared. It highlights the need to develop systems to facilitate knowledge transfer on alcohol harm reduction between researchers, policymakers and practitioners in Europe but stresses the importance of respecting local and cultural diversity in the development and implementation of harm reduction initiatives.
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      Introduction


      The consumption of alcohol is an integral part of many European cultures and is embedded in a variety of social practices. Whilst drinking alcohol is, for the most part, a pleasurable experience often associated with relaxation and celebrations, there are a number of societal and health harms associated with its consumption. The European Union (EU) is the heaviest drinking region of the world (Anderson and Baumberg, 2006) and alcohol is linked to multiple health and social problems. Health-related conditions include cancer, injury, liver cirrhosis and cardiovascular disease; it is estimated that in the EU alcohol is responsible for 7.4 % of all disability and premature deaths (Anderson and Baumberg, 2006, p. 401). At a global level, it is estimated that 3.8 % of all deaths and 4.6 % of disability-adjusted life years are attributable to alcohol (Rehm et al., 2009, p. 2223). There is also a broad range of societal harms associated with alcohol consumption including crimes, violence, unemployment and absenteeism, which place a significant burden on societies and economies (WHO, 2008a)


      A wide array of measures are employed by European countries to reduce the harms associated with alcohol. These include restrictions on availability, taxation, education campaigns, laws on drink-driving, and a range of formal and informal interventions commonly referred to as ‘harm reduction’ or ‘risk reduction’ measures. Yet the concept of harm reduction is contested — as is the usefulness of this approach — and there is very little rigorous evaluation of harm reduction projects or programmes, including in Europe.


      This chapter begins with a brief overview of alcohol consumption and alcohol-related harms in Europe. This will be followed by an examination of what is meant by the term ‘harm reduction’ in relation to alcohol. It then considers harm reduction interventions that have been evaluated in European countries, also drawing upon the broader published literature, much of which is North American or Australasian. We briefly outline harm reduction activities that have been recorded and described but not yet evaluated. These include ‘grass roots’ initiatives and more formal local initiatives. In conclusion, we argue for a clarification of what is meant by the term ‘alcohol harm reduction’, and the creation of more effective systems for sharing information and collecting data, alongside research to examine the extent to which harm reduction is seen as an appropriate approach to reducing alcohol-related harms in the different countries of Europe.


      Alcohol-related harm in Europe


      The relationship between alcohol consumption and health and social outcomes is complex and multidimensional. Key factors include: volume of alcohol drunk over time; pattern of drinking (for example, occasional or regular drinking to intoxication); and drinking context (e.g. place, companions, occasion) (WHO, 2008a). The countries with the highest overall alcohol consumption in the world are in eastern Europe, around Russia, but other areas of Europe also have high overall consumption (WHO Europe region 11.9 litres per adult; Rehm et al., 2009, p. 2228). In all regions worldwide, including Europe, men consume more alcohol than women, and are more likely to die of alcohol-attributable causes, suffer from alcohol-attributable diseases and alcohol-use disorders (Rehm et al., 2009; Anderson and Baumberg, 2006). Europe has the highest proportion of alcohol-attributable net deaths and within Europe the highest proportion is for the countries of the former Soviet Union (Rehm et al., 2009, p. 2229). Alcohol is thought to be responsible for 12 % of male and 2 % of female deaths in Europe (Anderson and Baumberg 2006, p. 3), and 25 % of male youth mortality and 10 % of female youth mortality (Anderson and Baumberg 2006). The health impact of alcohol is seen over a wide range of conditions (see Table 10.1 for examples) and includes acute harms (e.g. accidents and injuries as a result of intoxication) and harms associated with longer-term consumption (e.g. cirrhosis).


      Table 10.1: The impact of alcohol on health in Europe
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                  Accidental deaths

                

                	
                  27 000 deaths

                

                	
                  

                
              


              
                	
                  

                

                	
                  Suicide

                

                	
                  10 000 deaths (1 in 6 of all suicides)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Cancer

                

                	
                  50 000 deaths

                

                	
                  

                
              


              
                	
                  

                

                	
                  Liver cirrhosis

                

                	
                  45 000 deaths

                

                	
                  

                
              


              
                	
                  

                

                	
                  Neuropsychiatric conditions

                

                	
                  17 000 deaths

                

                	
                  

                
              


              
                	
                  

                

                	
                  Depression

                

                	
                  200 000 episodes

                

                	
                  

                
              


              
                	
                  

                

                	
                  Alcohol dependence

                

                	
                  23 million people in any one year (5 % men and 1 % women)

                

                	
                  

                
              

            
          

        

      


      Source: Compiled from data in Anderson and Baumberg 2006, pp. 3 and 6).


      Alcohol consumption can negatively impact on an individual’s work, their relationships and studies (e.g. absenteeism, breakdown of relationships) and consequently on other people (e.g. families, colleagues) and society as a whole. At a societal level the harms associated with the consumption of alcohol include public nuisance (e.g. disturbance, fouling of the streets), public disorder (e.g. fights), drink-driving and criminal damage. The tangible costs of alcohol to the EU (that is, to the criminal justice system, health services, economic system) were estimated to be EUR 125 bn in 2003; this included EUR 59 bn in lost productivity due to absenteeism, unemployment and lost working years through premature death (Anderson and Baumberg, 2006, p. 11); the intangible costs of alcohol (which describe the value people place on suffering and lost life) to the EU were estimated to be EUR 270 bn in 2003 (Anderson and Baumberg, 2006, p. 11).


      What is alcohol harm reduction?


      Although in recent times the term ‘harm reduction’ has mostly been associated with the illicit drug field, alcohol harm reduction strategies have been used for centuries (Wodak, 2003; Nicholls, 2009). For instance, in England, the idea that those serving alcoholic beverages should be legally responsible for preventing customers from getting drunk can be traced back to James I’s 1604 ‘Act to restrain the inordinate haunting and tipling of inns, alehouses and other victualling houses’; in practice the law was largely ignored, but it did establish an important principle (Nicholls, 2009, p. 11). Examples of similar formal and informal constraints on behaviour can be found in other European countries and, indeed, worldwide. In sixteenth century Poland an innkeeper was supposed to make sure that farmers had no dangerous objects with them in a pub, as they often became violent after drinking and then would try to use drunkenness as an excuse for their behaviour (Bystoń, 1960). Thus, those who served alcohol combined their profit-oriented job with harm reduction. Women have often served as social control or harm reduction agents; in Patagonia, Indian Tehuelche young women, not yet of drinking age, collected all weapons, including knives and axes, prior to a drinking party to prevent severe injures in a case of alcohol-induced violence (Prochard, 1902).


      Measures to ensure the safety of alcoholic beverages (that is, free from harmful adulteration or contamination, regulation of the alcohol content of drinks) are also long-standing and remain important. Austrian wine adulterated with diethylene glycol (found in antifreeze) to make it taste sweeter was withdrawn from sale across the world in the mid-1980s (Tagliabue, 1985). Regulation of the sale and size of containers of medicinal (pure) alcohol has reduced the harms associated with its consumption in Nordic countries (Lachenmeier et al., 2007). Research in Estonia (Lang et al., 2006) examining the composition of illegally produced (such as home-produced) and surrogate alcohol products (e.g. aftershave, fire lighting fuel) found high levels of alcohol by volume (up to 78.5 %) and various toxic substances (e.g. long chain alcohols). Moreover, it is likely that the consumption of surrogate alcohol and illegally produced alcohol contributes to the high mortality and morbidity associated with alcohol consumption in other countries in transition (see, for example, McKee et al., 2005; Leon et al., 2007 on Russia).


      Harm reduction principles were central to the influential ‘Gothenburg System’, named after the Swedish city that first adopted the approach in 1865 (Pratt, 1907). Under Swedish law private companies could be established that were empowered to buy up the sprits trade in specific localities and run it on a not-for-profit basis, thus removing the financial incentive to sell large quantities of spirits. Managers whose salaries were not dependent on high sales of spirits (the law did not cover sales of beer or food) were employed to run the pubs. Although the effectiveness of the Gothenburg System in reducing excessive consumption was not entirely clear (Nicholls, 2009), it was an idea that attracted much interest and was adopted in other places, including Bergen, Norway. The Gothenburg system also inspired the system of ‘disinterested management’, established in late nineteenth century England, whereby companies were formed that bought up pubs and employed salaried managers; shareholders, in return for their investment, received a capped dividend on their investment. However, the impact of this scheme was limited by the small number of establishments run on these lines (Nicholls, 2009).


      Whilst not a new idea, harm reduction was not particularly formulated as a concept for policy intervention until it came to prominence in the illicit drugs field in response to HIV/AIDS in conjunction with the spread of HIV through sexual intercourse and drug injecting (Stronach, 2003). There was a recognition that sexual abstinence and stopping injecting drugs was not a feasible option for many people, so realistic and pragmatic strategies were required that focused on managing the outcomes of behaviour rather than eliminating or changing the behaviour (Stronach, 2003). As Stockwell (2006) notes, what made harm reduction distinctive when it emerged in the drugs field was the practice of encouraging safer behaviour (e.g. not sharing injecting equipment and using condoms for sex) without necessarily reducing the occurrence of the behaviour (see, for example, Lenton and Single, 1998 and box below).


      World Health Organization definition of harm reduction


      In the context of alcohol or other drugs, describes policies or programmes that focus directly on reducing the harm resulting from the use of alcohol or drugs. The term is used particularly of policies or programmes that aim to reduce the harm without necessarily affecting the underlying drug use; examples includes needle/syringe exchanges to counteract needle-sharing among heroin users, and self-inflating airbags in automobiles to reduce injury in accidents, especially as a result of drinking-driving. Harm reduction strategies thus cover a wider range than the dichotomy of supply reduction and demand reduction.



      (WHO, 1994)


      With respect to alcohol, Robson and Marlatt (2006) have argued that the World Health Organization (WHO) has emphasised total population measures, such as restricting supply, almost to the point of discounting other approaches. However, the WHO are in the process of drafting a global strategy to reduce the harmful use of alcohol (to be considered by the World Health Assembly in May 2010) and harm reduction has been identified as one of nine possible strategy and policy element options (WHO, 2008a). At the same time, whilst acknowledging the positive contribution of harm reduction measures, the WHO note that the evidence base is not, as yet, as well established as that for regulating the availability and demand for alcohol (WHO, 2008a).


      However, since the 1990s harm reduction has become increasing influential in the alcohol field; indeed Robson and Marlatt (2006, p. 255) contend that ‘it is now, up to a point, the  it terms such with common is As reduction? harm alcohol is what So wisdom’. conventionalwill depend on whom you ask or where you look. Stockwell (2006) has shown that the term is applied in many different ways, some of which rather push the boundaries of ‘harm reduction’. For Stockwell, what distinguishes harm reduction from other approaches is that it does not require a reduction in use for effectiveness, rather it is about seeking to ‘make the world safer for drunks’ (2004, p. 51). On their website the International Harm Reduction Association (IHRA) state, ‘Alcohol harm reduction can be broadly defined as measures that aim to reduce the negative consequences of drinking’ (IHRA, n.d.), whilst Robson and Marlatt (2006, p. 255) suggest that the common feature of harm reduction interventions is that they do not aim at abstinence.


      These broader definitions encompass interventions that do not attempt to reduce consumption, such as the provision of safety (shatterproof) glassware in drinking venues, ‘wet’ shelters, ‘sobering up’ stations, and which often focus on specific risk behaviours (e.g. drink-driving), particular risk groups (e.g. young people) and particular drinking contexts (e.g. clubs, bars). They also encompass interventions that implicitly or explicitly do aim to reduce alcohol consumption, for example server training, brief interventions and controlled drinking. But the labelling of approaches that aim to reduce alcohol use as ‘harm reduction’ has been challenged, with Stockwell (2004, 2006) arguing that such interventions would be better described as ‘risk reduction’ as they require the reduction of alcohol intake to less risky levels. Furthermore, a recent round-table discussion involving health professionals and non-governmental organisations about harmful alcohol use, concluded that: ‘Brief interventions are not considered to constitute a harm reduction approach because they are intended to help people drink less’ (WHO, 2008b, p. 8).


      Stronach (2003, p. 31) identified five key elements that should underpin alcohol harm policies and interventions:


      • Harm reduction is a complementary strategy that sits beside supply control and demand reduction.


      • Its key focus is on outcomes rather than actual behaviours per se.


      • It is realistic and recognises that alcohol will continue to be used extensively in many communities, and will continue to create problems for some individuals and some communities.


      • Harm reduction is non-judgemental about the use of alcohol, but is focused on reducing the problems that arise.


      • It is pragmatic — it does not seek to pursue policies or strategies that are unachievable or likely to create more harm than good.


      Thus, within policy and research discourse, the notion of ‘alcohol harm reduction’, although influential, has not gone unchallenged or without controversy. Indeed, there has been a tendency, particularly within the media, to dismiss or even ridicule harm reduction approaches. Within the United Kingdom, recent harm reduction interventions, including handing out ‘flip-flops’ to women drinkers to prevent injuries caused by falling over in high heels or walking barefooted, have attracted negative headlines (Hope, 2008; Salked, 2008).


      This lack of consensus can be reflected in the responses of service and policy providers across Europe. To capture how harm reduction is understood and how related strategies are implemented in practice in Europe, we conducted a brief survey of the 30 European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) Heads of Focal Groups. We received responses from Austria, Belgium, Croatia, the Czech Republic, Cyprus, Estonia, Finland, Latvia, Netherlands, Norway, Portugal, Slovakia, Spain and Sweden.


      We asked our survey informants what they understood by the term ‘harm reduction’. The definitions they gave were anchored around the concept of limiting or reducing the negative health, social and economic consequences of alcohol consumption on both individuals and communities. A key idea was that harm reduction approaches do not seek to convince individuals to abstain or to introduce prohibition but rather take a ‘pragmatic’ approach to reducing harms associated with drinking.


      Distinctions were made between harm reduction initiatives, which aimed to minimise harm once it has actually been caused, and risk reduction initiatives, which aimed to prevent harm being caused. Several respondents placed qualifiers; for example, the respondent from Norway did not classify ‘responsible host’ or educational campaigns as harm reduction measures. Similarly the Swedish respondent classified as ‘harm reduction’ only those measures that aimed to reduce harm that already exists to some extent.


      Such variations were not unexpected but do highlight the fact that, whilst there might be a shared language, the meaning attributed to the term ‘harm reduction’ can differ from one European country to another. While the meaning of harm reduction varies by country, it is important that the measures used are based on evidence and focused on outcomes (WHO, 2008b, p. 14). Evidence, however, is scanty.


      Reducing alcohol-related problems: the international evidence


      According to findings from international research, the most effective interventions include alcohol taxes, restrictions on the availability of alcohol and measures to reduce drink-driving; interventions identified as the least effective include alcohol education, public awareness programmes and designated driver schemes and many of the ‘harm reduction’ approaches (Babor et al., 2003; Anderson, et al., 2009). Stockwell (2004, p. 49) argues that the most effective interventions to prevent alcohol-related harm require reduction in the amount of alcohol consumed on a single occasion but suggests that other measures can be employed alongside measures to reduce total population consumption.


      There is some international evidence about ‘what works’ to reduce alcohol-related harm as defined in this chapter. The impact of screening and brief intervention (sometimes referred to as ‘identification and brief advice’), particularly in primary care settings, in reducing harmful alcohol consumption has been extensively evidenced as effective (Babor et al., 2003; Kaner et al., 2007), although, as mentioned earlier, the inclusion of brief interventions as a harm reduction measure is contested.


      Graham and Homel (2008, pp. 196–238) provide a useful overview of the problems of reducing alcohol-related aggression in and around pubs and clubs and review the evidence for prevention and harm reduction measures. As they report, only a small number of interventions have been evaluated with sufficient rigour to draw conclusions. They mention a large randomised controlled trial of the Safer Bars Programme (a ‘stand-alone’ programme in Ontario, Canada), which consists of a risk assessment component, a training component and a pamphlet outlining legal responsibilities, as having a modest but statistically significant effect on incidents of aggression. Police enforcement trials did not provide sufficient evidence to make recommendations but the Alcohol Linking Programme (Australia) indicated the success of using place of last drinks data as the basis for targeted enforcement. Community action models to implement local policy depend heavily on partnerships but have demonstrated some success. This approach, evaluated largely in North America, Australia, New Zealand and Scandinavia, has been described as ‘any established process, priority, or structure that purposefully alters local social, economic or physical environments to reduce alcohol problems’ (Holder 2004, p. 101); it is discussed more fully below.


      In a comprehensive synthesis and assessment of the international evidence, Babor et al. (2003) offer a menu of interventions, which they have rated on four major criteria: evidence of effectiveness, breadth of research support, extent of testing across diverse countries and cultures, relative cost of the intervention in terms of time, resources and money. The assessment reflects a consensus view of the 15 expert authors. For illustration, Table 10.2 (adapted from Babor et al., 2003) shows ratings for two of the criteria: interventions that were rated on effectiveness from none (zero) to highest (three ), and interventions rated on breadth of research support from none (zero) to highest (three). The table tells us, for example, that alcohol education in schools has five or more studies of effectiveness but that there is no good evidence of effectiveness. It clearly indicates that typical harm reduction measures such as warning labels on alcohol, designated driver schemes and voluntary codes of practice are judged as least effective, although, as illustrated in the second column, many harm reduction measures have few well-designed evaluation studies. However, increasing attention has been given to the potential of programmes of projects rather than stand-alone initiatives to achieve change. These ‘multi-component’ programmes, which include many of the harm reduction interventions rated as least successful, are discussed in the following sections.


      Table 10.2: What works in reducing alcohol problems?


      
        
          
            
              
              
              
              
              
            

            
              
                	
                  

                

                	
                  Strategy or intervention

                

                	
                  Effectiveness ([7])

                

                	
                  Research support ([8])

                

                	
                  

                
              


              
                	
                  

                

                	
                  Alcohol taxes

                

                	
                  + + +

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Minimum legal purchase age

                

                	
                  + + +

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Government monopoly of retail sales

                

                	
                  + + +

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Hours and days of sale restrictions

                

                	
                  + +

                

                	
                  + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Restrictions on density of outlets

                

                	
                  + +

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Random breath testing

                

                	
                  + + +

                

                	
                  + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Lowered limits of blood alcohol concentration (BAC)

                

                	
                  + + +

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Low BAC for young drivers

                

                	
                  + + +

                

                	
                  + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Brief intervention for hazardous drinkers

                

                	
                  + +

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Designated drivers and ride services

                

                	
                  0

                

                	
                  +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Advertising bans

                

                	
                  +

                

                	
                  +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Voluntary controls of advertising by alcohol industry

                

                	
                  0

                

                	
                  +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Alcohol education in schools

                

                	
                  0

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Alcohol education in colleges

                

                	
                  0

                

                	
                  +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Alcohol education targeting general public

                

                	
                  0

                

                	
                  + + +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Warning labels

                

                	
                  0

                

                	
                  +

                

                	
                  

                
              


              
                	
                  

                

                	
                  Voluntary codes of bar practice

                

                	
                  0

                

                	
                  +

                

                	
                  

                
              

            
          

        

      


      Source: Adapted from Babor, T. F., et al. (2003, Table 16.1, pp. 264–6).


      Harm reduction approaches to alcohol in Europe: evaluated initiatives


      Although the focus of this section is on harm reduction initiatives that have been evaluated in a European context, we also draw on the broader literature. Table 10.3 provides a summary of the evaluated alcohol harm reduction interventions we have identified either from the European literature or from international sources. Many evaluated harm reduction interventions are part of multi-component community programmes designed to prevent and reduce alcohol-related harm, whilst others are ‘stand alone’ interventions delivered at the local or national level. First, the multi-component approach will be outlined, followed by an examination of harm reduction interventions under two broad themes: improving the drinking environment and reducing the harms associated with drink-driving. Interventions that form part of multi-component programmes are summarised in the box here and some will be considered in more detail under the relevant theme. Although brief interventions are often regarded as harm reduction, this chapter will not consider brief interventions, in part because such classification has been contested (as noted above) and because an extensive literature already exists and has been reviewed elsewhere (Nilsen et al., 2008).


      Table 10.3: Examples of evaluations of alcohol harm reduction initiatives in Europe: summaries


      
        
          
            
              
              
              
              
              
              
            

            
              
                	
                  Name of project

                

                	
                  Start date

                

                	
                  Country

                

                	
                  Goal, intervention and outcome measures

                

                	
                  Main findings

                
              


              
                	
                  'Restaurant intervention' — responsible beverage service (RBS), Stockholm Prevents Alcohol and Drug Problems (STAD)

                

                	
                  1998

                

                	
                  Sweden

                

                	
                  Reduce over-serving and serving to minors. Reduce problems related to alcohol consumption in licensed premises, including violence. RBS, enforcement, partnership working. Test purchases. Police reported incidents of violence between 10pm-6am. Pre and post intervention measures, control area.

                

                	
                  Statistically significant reduction in over-serving and serving to minors in both project and control area. Possible 'spill-over' effects from changes in alcohol policy in both areas. (Wallin et al., 2003a) 29 % reduction in police-reported violence (Wallin et al., 2003b)

                
              


              
                	
                  'Restaurant intervention' — RBS, STAD

                

                	
                  1998

                

                	
                  Sweden

                

                	
                  Calculate cost-effectiveness of 'restaurant intervention' from a societal perspective. Survey of victims of violence, costs, savings, quality adjusted life years (QALYS)

                

                	
                  39 times higher savings than cost but caution needs to be exercised because of low response rate (35 %). (Mánsdotter et al., 2007)

                
              


              
                	
                  Alcohol and drug prevention in six municipalities

                

                	
                  2003

                

                	
                  Sweden

                

                	
                  Reduce over-serving of alcohol to intoxicated individuals and sale of medium strength beer to those aged under 18. RBS, enforcement, partnership working. Six trial and six control municipalities.

                

                	
                  No reduction in serving to intoxicated patrons in trial or controls. Harder for youths to be served in control areas but differences not significant. (SNIPH, 2008)

                
              


              
                	
                  Local Alcohol Policy Project (PAKKA)

                

                	
                  2004-08

                

                	
                  Finland

                

                	
                  Decrease under-age drinking, reduce heavy drinking occasion and related acute problems, develop a model for sustainable prevention structure at local level. RBS, enforcement, partnership working, public discussion. Two test communities and two control. Pre- and post-intervention measures

                

                	
                  Outline of research and discussion of methods. (Holmila and Warpenius, 2007)

                
              


              
                	
                  Responsible Hosts Programme: Trondheim

                

                	
                  2000

                

                	
                  Norway

                

                	
                  Reduce alcohol-related violence, over-serving and serving to minors. RBS. Pre- and post-intervention measures.

                

                	
                  Low participation in RBS training (12 % of licensed premises) — intervention thus not fully exploited. No impact: no changes in police-reported violence in/around licensed premises, underage sales, over-serving or attitudes/perceptions of staff. (Baklien and Buvik, 200ó)

                
              


              
                	
                  

                

                	
                  1988

                

                	
                  Sweden

                

                	
                  Reduce alcohol consumption in the population and decrease the incidence of alcohol-related problems. Consumption measures, problem measures, survey of exposure to project.

                

                	
                  Consumption declined in men but not women. Alcohol-related problems showed a statistically significant reduction for men, and a decline for binge drinkers, but no reduction among women. High awareness (67 %) of project. (Hanson et al., 2000)

                
              


              
                	
                  Alcohol-interlock programme

                

                	
                  1999

                

                	
                  Sweden

                

                	
                  To prevent drink-driving. Two programmes: driving while intoxicated (DWI) offenders (instead of licence revocation); and commercial drivers (buses/taxis/trucks). DWI: two-year programme, biomarkers/AUDIT. Control groups. Post-intervention measures. Commercial: Primary prevention. Blood alcohol concentration (BAC) tests.

                

                	
                  DWI: Only 11 % of eligible DWI offenders participated. 60 % alcohol dependent/abusers. Reduced alcohol consumption during programme (Bjerre, 2005). Post-treatment (when compared to five year period prior to treatment) recidivism 60 % lower and police-recorded accidents 80 % lower. Control - accident reduction similar but not DWI recidivism (Bjerre and Thorsson, 2008). Commercial: Among 600 heavy vehicles, 0.19 % of all starts prevented as BAC >0.02 % (20 mg/dl), mostly at weekends or mornings. (Bjerre and Kostela, 2008)

                
              


              
                	
                  Reducing alcohol-related injury, violence and disorder in Glasgow city centre

                

                	
                  2004

                

                	
                  Scotland

                

                	
                  Reduce alcohol-related injury, violence and disorder in the city centre. RBS, 'Best Bar None' (BBN), test purchasing. 'Nite Zone': transport/community safety improvements (e.g. relocation of bus stops, taxi wardens, extra CCTV with loudspeakers). Awareness raising (conference, radio campaigns and website, police custody cards).

                

                	
                  Decrease (-9.7 %) in police-recorded crimes and decrease (-4.4 %) in ambulance incidents. Increase (+74.4 %) in police-recorded alcohol-related incidents, increase (+6.5 % in emergency department attendances. Nite Zone: decrease in road accidents (-11.4 %), violent crime (-19 %), serious assault (-4.4 %), robbery (-21.5 %). Awareness: >100 000 websites hits, >2 000 calls to radio station, 2 889 information packs supplied, 17 treatment referrals from 400 cards. (Mistral et al., 2007)

                
              


              
                	
                  Multi-agency, community-based intervention to reduce excessive drinking in Cardiff city centre

                

                	
                  2004

                

                	
                  Wales

                

                	
                  Reduce excessive drinking in the city centre. Improve regulation of licensed premises by feedback of individual risk assessments of premises and RBS. Awareness-raising. Community Safety Partnership focus on reducing crime and disorder. Test purchasing, police/National Health Service statistics, environmental audits.

                

                	
                  Decrease (-25.7 %) in emergency department attendances, but increase (+33 %) in police-recorded crimes/incidents. = 9 % of city centre staff successfully trained. 30 % of premises failed test purchasing. Audits — minority heavily intoxicated, training targeted to problem premises, details of public litter. (Mistral et al., 2007)

                
              


              
                	
                  'Route 50' Project, Birmingham

                

                	
                  2005

                

                	
                  England

                

                	
                  Reduce alcohol-related harm in the community using a multi-component approach. Focus on licensed premises. Engage in partnership working. RBS, strict enforcement, awareness-raising — publicity campaigns and partnership working. Test purchasing, police statistics, survey.

                

                	
                  Public place wounding decreased by -29.5 % within 800m of project area and more than neighbouring police area (-17.2 %) (but caution as numbers small). Signs that awareness raised — e.g. Pubwatch established and active, community forum on alcohol. Partnerships established and active (e.g. police, licensees, local government). (Mistral et al., 2007)

                
              


              
                	
                  The Ringsted Project

                

                	
                  2001

                

                	
                  Denmark

                

                	
                  A controlled experiment in a provincial town, focusing on normative misperceptions/ exaggerated beliefs amongst Danish youth in relation to the use of tobacco, alcohol and drugs.

                

                	
                  Statistically significant reduction in the use of alcohol and general risk behaviour. (Balvig et al., 2005)

                
              


              
                	
                  'Caschiamoci'

                

                	
                  2005

                

                	
                  Italy

                

                	
                  To prevent drink-driving: information campaign during a beer festival in Arezzo province in 2005. During the festival social and health workers offered information and the opportunity to measure BAC using alcohol tests.

                

                	
                  More than 50 % of people who did the alcohol tests were positive (more than 0.5g/l BAC). (Ranieri et al., 2007)

                
              


              
                	
                  'Questa sera chiamatemi Bob' — a designated driver campaign

                

                	
                  2005

                

                	
                  Italy (Piedmont)

                

                	
                  To prevent drink-driving: social campaign on drink-driving (radio, poster, free cards, disco events with information and alcohol testing). Evaluation of the campaign: 1 451 questionnaires, 1 235 interviews, 1 focus group, 11 health worker diaries.

                

                	
                  Positive evaluation of the campaign. Positive evaluation of information activities in the discos (10), both about methods (gadget, alcohol testing) and quality of information. Positive evaluation about security driving course award. Suggestion for future campaign. (Beccaria and Marchisio, 2006)

                
              

            
          

        

      


      


      Multi-component programmes


      Multi-component programmes involve the identification of alcohol-related problems at the local level and implementation of a programme of coordinated projects to tackle the problem, based on an integrative design where singular interventions run in combination with each other and/or are sequenced together over time; the identification, coordination and mobilisation of local agencies, stakeholders and community are key elements (Thom and Bayley, 2007). Furthermore, as Thom and Bayley (2007) note, evaluation is an integral part of multi-component programmes; both the overall programme and the individual projects within it should have clearly defined aims, objectives and measures of effectiveness. Another key element is that projects and the programme as a whole should have a strategic framework underpinned by a theoretical base.


      The ‘systems theory approach’, which is closely associated with the work of Holder and colleagues in the United States (Holder, 1998), and the ‘community action’ approach have been particularly influential (see Thom and Bayley, 2007, pp. 35–9). The United States, Australia and New Zealand were at the forefront of the development of multi-component programmes in the alcohol field and influenced the establishment of such programmes in Europe (e.g. Holmila, 2001). Multi-component programmes have been conducted in Scandinavia, Italy, Poland and the United Kingdom (see box here and Table 10.3) and have included a range of harm reduction projects. Whilst the specific targets of the multi-component programmes vary, the majority aim to influence community systems and change drinking norms, and most aim to mobilise local communities with the intention of securing sustainable, long-term change. For example, STAD (Stockholm prevents Alcohol and Drug problems), a multi-component community programme in Sweden that ran 1996–2006, included responsible beverage service training, community mobilisation and strict enforcement of alcohol laws (Wallin, 2004; Wallin et al., 2003a; Wallin et al., 2003b; Wallin et al., 2004; Månsdotter et al., 2007).


      So, do multi-component programmes work? There is, as Thom and Bayley (2007) conclude, ‘no simple answer’ to this question. Whilst there is evidence from international research as to what is likely to work at a ‘stand alone’ level (see Table 10.2), what is less clear is how they work in combination or what kind of combinations may result in an effective multi-component programme. This is in part because of the expected synergistic effect of the components and also the possible cumulative effects over time; furthermore, it has not been possible to identify the contribution of particular components to programme outcomes as a whole (US Department of Health and Human Services, 2000). For example, educational and awareness-raising campaigns are often cited as ineffective in changing behaviour (see Table 10.2) but are seen as a crucial element of most multi-component programmes. Anderson and colleagues (2009) argue that although the evidence shows that information and education programmes do not reduce alcohol-related harm, they do play a key role in providing information and in increasing awareness of the need to place alcohol issues firmly on public and political agendas (Anderson, et al., 2009).


      
        
          
            
              
              
              
              
              
            

            
              
                	
                  

                

                	
                  Examples of multi-component programmes in Europe

                

                	
                  

                
              


              
                	
                  

                

                	
                  Name of project

                

                	
                  Country

                

                	
                  Start date

                

                	
                  

                
              


              
                	
                  

                

                	
                  Aquarius South Birmingham Community Alcohol Action Project (‘Route 50’ project) (UKCAPP)

                

                	
                  England

                

                	
                  2004

                

                	
                  

                
              


              
                	
                  

                

                	
                  Lahti Project

                

                	
                  Finland

                

                	
                  1992

                

                	
                  

                
              


              
                	
                  

                

                	
                  Metropolitan Suburbs Project

                

                	
                  Finland

                

                	
                  1997

                

                	
                  

                
              


              
                	
                  

                

                	
                  Local Alcohol Policy Project (PAKKA)

                

                	
                  Finland

                

                	
                  2004

                

                	
                  

                
              


              
                	
                  

                

                	
                  Florence (Rifredi) Community Alcohol Action Project

                

                	
                  Italy

                

                	
                  1992

                

                	
                  

                
              


              
                	
                  

                

                	
                  Florence (Scandici) Community Alcohol Action Project

                

                	
                  Italy

                

                	
                  1999

                

                	
                  

                
              


              
                	
                  

                

                	
                  Drinking and driving related injuries, Florence

                

                	
                  Italy

                

                	
                  2004

                

                	
                  

                
              


              
                	
                  

                

                	
                  Community Action Project, Malczyce

                

                	
                  Poland

                

                	
                  1994

                

                	
                  

                
              


              
                	
                  

                

                	
                  Reducing alcohol-related injury, violence and disorder in the city centre: Glasgow (UKCAPP)

                

                	
                  Scotland

                

                	
                  2004

                

                	
                  

                
              


              
                	
                  

                

                	
                  The Kiresberg Project (demonstration)

                

                	
                  Sweden

                

                	
                  1988

                

                	
                  

                
              


              
                	
                  

                

                	
                  Kungsholmen Project

                

                	
                  Sweden

                

                	
                  1990

                

                	
                  

                
              


              
                	
                  

                

                	
                  Stockholm Prevents Alcohol and Drug Problems (STAD)

                

                	
                  Sweden

                

                	
                  1996

                

                	
                  

                
              


              
                	
                  

                

                	
                  Six Communities Project

                

                	
                  Sweden

                

                	
                  2003

                

                	
                  

                
              


              
                	
                  

                

                	
                  Multi-agency, community-based intervention to reduce excessive drinking in Cardiff city centre (‘Lion’s Breath’) (UKCAPP)

                

                	
                  Wales

                

                	
                  2004

                

                	
                  

                
              


              
                	
                  

                

                	
                  Source: Adapted from Thom and Bayley, 2007, pp. 62–3.

                

                	
                  

                
              

            
          

        

      


      Although evaluation is integral to multi-component programmes, in reality these evaluations are complex and it is not only difficult to untangle the effects of the interventions from each other, but also from other activities in the locality. In relation to the evaluation of the three projects in the United Kingdom Community Alcohol Prevention Programme (UKCAPP), Mistral et al. commented:


      The UKCAPP projects were part of a multi-faceted web of other local projects, partnerships, and interventions ... The complexity of these partnerships meant that it was impossible to consider any UKCAPP project as a discrete set of interventions, clearly delineated in space, and time, the effects of which could be evaluated independently of other local activities.


      (Mistral et al., 2007, p. 86)


      Another important issue highlighted by the UKCAPP evaluation was the inadequacy of statistical datasets, which meant that it was impossible to judge the effectiveness of interventions over time (Mistral et al., 2007). This was in part due to the different methods of data collection, analysis and retrieval used by police, ambulance service and emergency care departments, which made data validity hard to verify and comparison across sources or sites highly problematic (Mistral et al., 2007). In addition, local issues (e.g. timing of intervention, funding delays, getting agreement from all partners) can make systematic local evaluation challenging.


      In summary, whilst some programmes have reported considerable successes (e.g. Community Trials Project, reported by Holder, 2000), others have yielded more mixed results, including the Lahti project in Finland (Holmilia, 1997), Kiresberg project (Hanson et al., 2000) and STAD (Wallin et al., 2003a) in Sweden. However, Thom and Bayley (2007) in their overview conclude that the evidence suggests that a multi-component approach has a greater chance of success than stand-alone projects.


      Harm reduction interventions


      Improving the drinking environment


      Observational studies indicate that the drinking environment of licensed premises can impact on the risk of violence and injury. A lack of seating, loud music, overcrowding, unavailability of food are considered risk factors (Graham and Homel, 2008; Homel et al., 2001; Rehm et al., 2003). A variety of initiatives to improve the drinking environment have been implemented. These include server training, awards to well-managed licensed premises and the use of safety glassware (or plastic). A recent systematic review concluded that there was no reliable evidence that interventions such as these in the alcohol server setting are effective in preventing injuries (Ker and Chinnock, 2008). Nevertheless, we look at some of the research findings for each of these interventions in turn.


      Server training


      A number of European countries including Spain, United Kingdom, Ireland and the Netherlands have developed national responsible beverage service (RBS) training and accreditation schemes (EFRD website, 2009). Responsible beverage service is a key feature of many Scandinavian and United Kingdom multi-component programmes (see Table 10.3), with the aim of reducing sales to minors, over-serving and violence in and around licensed premises. These interventions usually involve formal training of staff and strict enforcement of existing alcohol laws; outcome measures include test purchasing and police statistics.


      Results have been mixed. The STAD project in Sweden took a quasi-experimental approach with a control area, also located in central Stockholm, but not adjacent to the project area. In relation to both over-serving and serving to minors there was a statistically significant reduction in both the control and project areas, although in the project area the improvement in relation to over-serving was slightly higher (but not statistically significant) (Wallin et al., 2003a). Wallin et al. (2003a) note that during the time of research the Stockholm Licensing Board (which covers both areas) altered practices and policy, and this might be one explanation for why there were changes in alcohol service in both the project and the control area (i.e. spill-over effects).


      In contrast, there was a reduction in violence only in the project area, with a 29 % reduction in police-reported violence in and around licensed premises (Wallin et al., 2003b). The authors put forward several explanations for this result. First, there were a greater number of large nightclubs in the project area and changes in practice in large establishments may have a greater impact than changes in smaller establishments. Second, it may be a synergy effect, with improved serving practices and increased enforcement combining to produce a positive effect (Wallin et al., 2003b; SNIPH, 2008). Although it did appear to be harder for youths to get served in the project site than the control, the differences were not statistically significant (SNIPH, 2008).


      Other studies, for example in Trondheim, Norway, experienced a low uptake of the intervention, and not surprisingly no impact was observed (Baklien and Buvik, 2006). The ‘Route 50’ project in Birmingham, an area with no history of partnership working, faced similar challenges, but boosted uptake by providing incentives (e.g. waived the course fee) (Mistral et al., 2007). Whilst there were decreases in police-recorded statistics compared to the adjacent area, the number of crimes was low and thus no inferences could be safely drawn (Mistral et al., 2007).


      Awards for management of premises


      In 2003, as part of a broad, multi-agency programme to reduce alcohol-related crime and disorder in the city centre area, Manchester developed a scheme, called ‘Best Bar None’ (BBN), to identify and recognise the best-managed licensed premises in the area (Home Office, 2004) (see box here for details). The scheme has since been rolled out nationally, but despite this BBN has yet to be fully evaluated. Although ‘a detailed assessment’ of the impact of BBN on reducing disorder is planned (Harrington, 2008), a small-scale evaluation concluded that there was ‘a lack of credible evidence to suggest that the implementation of the BBN scheme in Croydon has specifically had an impact on the reduction of crime and disorder in the town centre on its own’ (GOL, 2007, p. 2). Whilst acknowledging there were benefits for those who implemented the scheme, these benefits were difficult to measure and ‘largely amount to perception rather than evidenced reality’ (GOL, 2007, p. 2). The report recommended that if the BBN is to continue, then an agreed measuring tool (that is, set of indicators) is required, so that the impact of the schemes can be assessed and can provide credible evidence for other areas considering its implementation (GOL, 2007).


      From pilot project to national scheme — Best Bar None


      2003

      BBN developed within Manchester’s ‘City Safe Scheme’.

      Quickly adopted by other towns in the United Kingdom.


      2007

      Agreement reached between Greater Manchester Police, the Home Office and British Institute of Innkeeping (the professional body for the licensed retail sector), to develop the scheme nationally.


      2008

      Over 90 schemes in place (Harrington, 2008).


      Features of the BBN scheme:



      • Involves: partnership with the licensing industry, police, local and central government, health workers and other agencies.


      • Aims: to make licensees and the public aware of safety levels within premises, and reduce alcohol-related crime and irresponsible drinking.


      • Sets: national standards of good practice in the management of licensed premises.


      • Awards: the best-managed licensed premises in an area — gold, sliver and bronzerepresent the levels to which the premises are assessed as meeting the standards.


      Premises gaining an award display a plaque.


      Use of safety glassware


      Research in the United Kingdom identified that bar glasses were being used as weapons to inflict injuries, in particular to the face (Shepherd et al., 1990b). Further research concluded that the use of toughened glass would reduce injuries (Shepherd et al., 1990a; Warburton and Shepherd, 2000). This research led to the replacement of ordinary glassware with toughened glassware in licensed premises and there is evidence from the British Crime Survey that this change resulted in a significant reduction of violent incidents involving the use of glasses or bottles as weapons (Shepherd, 2007). However, Shepherd (2007) notes that reductions in glass injury have not been sustained — probably because of the increased availability of bottled drinks and the use of poorly toughened glass. Despite repeated calls, there is, as yet, no manufacturing standard but the use of alternative materials, particularly plastics, is seen as a way forward.


      In 2006, as part of its approach to reducing alcohol-related violence and disorder in the city centre, Glasgow city council banned the use of glassware (other than special ‘safety’ glass) from venues holding an entertainment licence — which in practice meant nightclubs (Forsyth, 2008). However, individual premises could apply for an exemption for champagne/wine glasses (Forsyth, 2008). The study, based on naturalistic observations and interviews, reported that exemptions to the ban had allowed some premises to continue to serve in glass vessels, and this resulted in injuries. Although disorder in all-plastic venues was observed, it incurred less injury risk and Forsyth (2008) concluded that the research demonstrated the potential of such policy to reduce the severity of alcohol-related violence in the night-time economy. Earlier initiatives, for example ‘Crystal Clear’ in Liverpool, aimed to remove glass from outdoor public places in the city centre in order to reduce glass injuries; a high-profile awareness campaign was mounted and action taken by bar and door staff to prevent glass being removed (Young and Hirschfield, 1999). The evaluation found that there was high recognition of the campaign and police and hospital data showed a reduction in glass injuries during the campaign (Young and Hirschfield, 1999).


      Reducing the harms associated with drink-driving


      Systematic reviews and meta-analyses have found that highly effective drink-driving policies include lowered blood alcohol concentration (BAC), unrestricted (random) breath testing, administrative licence suspension, and lower BAC levels and graduated licenses for novice drivers (Babor, et al., 2003; Anderson, et al., 2009). Less effective are designated driver schemes and school-based education schemes (Babor et al., 2003). We look at three examples — BAC measures, ‘alcolocks’ (or alcohol-interlocks, which are devices that prevent a motor vehicle from starting when a driver’s BAC is elevated) and designated driver schemes.


      BAC measures


      All European countries place legal limits on the BAC of drivers and the 2001 European Commission Recommendation on the maximum permitted blood alcohol concentration (BAC) for drivers of motorized vehicles called for all Member States to adopt a BAC of 0.5 g/L, lowered to 0.2 g/L for novice, two-wheel, large vehicle or dangerous goods drivers; in addition, random breath testing was recommended so that everyone is checked every three years on average (Anderson, 2008). There are currently three Member States of the EU-27 that have a BAC limit of greater than 0.5 g/L (Ireland, Malta and the United Kingdom) (ETSC, 2008). There is evidence that the reduction in BAC limits supported by strict enforcement and publicity can reduce drink-driving at all BAC levels. For example, Switzerland reduced the legal BAC limit from 0.8 g/L to 0.5 g/L and introduced random breath testing in January 2005. The number of alcohol-related road deaths in 2005 reduced by 25 per cent and contributed to an overall 20 % reduction in the number of road deaths (ETSC, 2008).


      Alcolocks


      Alcolocks (or alcohol-interlocks) are devices that prevent a motor vehicle from starting when a driver’s BAC is elevated. Sweden introduced two alcolock programmes in 1999, which have been evaluated. One programme involved commercial drivers (of taxis, lorries and buses); in 600 vehicles, 0.19 % of all starts were prevented by a BAC higher than the legal limit and lock point of 0.2 g/L, mostly during weekends and mornings (Bjerre and Kostela, 2008). Another was a voluntary two-year programme for drinking while intoxicated (DWI) offenders, which included regular medical monitoring designed to reduce alcohol use and was offered in lieu of having licence revoked for a year. There were two control groups; one group had revoked licences but did not have the opportunity to participate in an interlock programme, and the other comprised DWI offenders who had declined the opportunity to participate in the programme (Bjerre and Thorsson, 2008). Only 11 % of eligible drivers took part in the programme. The intervention group were significantly more likely to be re-licensed two and three years after the DWI offence than the control groups and also, according to Alcohol Use Disorder Identification Test (AUDIT) scores, had lower rates of harmful alcohol consumption. In the post-treatment period the rate of DWI recidivism was about 60 % lower, and the rate of police-reported traffic accidents about 80 % lower than during the years before the offence. Among the controls being re-licensed, a similar reduction in traffic accidents was observed but not in DWI recidivism. Bjerre and Thorsson (2008) conclude that these results suggest that the alcolock programme was more effective than the usual licence revocation and also that it was a useful tool in achieving lasting changes in the alcohol and drink-driving behaviour of DWI offenders. To date systematic reviews of research indicate that alcolocks are only effective whilst in situ (Willis et al., 2004; Anderson, 2008) and further work is required into what steps need to be taken to prevent recidivism and ensure behaviour changes are sustained.


      Designated driver schemes


      The designated driver concept was first initiated in Belgium in 1995, jointly by the (industry-funded) Belgian Road Safety Institute and Arnouldous (EFRD, 2007). Designated driver campaigns are currently running in 16 European countries (EFRD, 2009) and were co-financed by the European Commission for five years (ETSC, 2008). Table 10.3 provides a summary of an evaluated designated driver scheme in Italy (Beccaria and Marchisio, 2006). There is no universal definition of a ‘designated driver’, but the most common definition requires that the designated driver does not drink any alcohol, be assigned before alcohol consumption, and drive other group members to their homes (see Ditter et al., 2005). Other definitions adopt a risk and harm reduction strategy, in which the main goal is not necessarily abstinence, but to keep the designated driver’s blood alcohol content (BAC) at less than the legal limit. The evidence is that although the BACs of designated drivers are generally lower than those of their passengers they are still often higher than the legal limit for drinking and driving. Furthermore, an increase in passenger alcohol consumption is often found when a designated driver is available. To date, no study has evaluated whether the use of designated drivers actually decreases alcohol-related motor vehicle injuries (Anderson, 2008). Anderson (2008) argues that existing designated driver campaigns should be evaluated for their impact in reducing drink-driving accidents and fatalities before financing and implementing any new campaigns.


      Alcohol harm reduction in Europe: non-evaluated harm reduction initiatives


      In this section, we look at examples of harm reduction initiatives that have been recorded and described in the literature but not thoroughly evaluated, and also at examples given by our key informants (see box below). Harm reduction initiatives often begin as practical responses to a problem rather than as a research question and thus are not usually formally evaluated, at least not in the first instance. Information about such initiatives at the local level is often difficult to come by. This indicates that there is a need for systematic pooling of information, particularly for dissemination of knowledge about smaller local or regional initiatives. One attempt at systematic collection of data is being promoted in the United Kingdom. The Hub of Commissioned Alcohol Projects and Policies (HubCAPP) is an online resource of local alcohol initiatives focused on reducing alcohol-related harms to health throughout England (www.hubcapp.org.uk) launched in 2008. The focus of HubCAPP is on identifying and sharing local and regional practice in relation to reducing alcohol harm, and it is constantly expanding. Although not exclusively a database of harm reduction initiatives, many of the projects can be classified as such, for example, the ‘Route 50 Project’ a multi-component, community-based initiative in Birmingham (Goodwin and McCabe, 2007).


      Harm reduction initiatives: some examples that have been recorded and described


      • ‘Flip-flops’ (simple flat shoes) given to women who are experiencing difficulties walking in high heels (to prevent injuries from falling over or from walking barefoot). United Kingdom towns including Torquay, Bognor, Rugby.


      • Lollipops (sweets) given to people as they leave venues by door staff (to keep them quiet and to raise blood sugar so that they are more alert and less inclined to violence). United Kingdom towns including Southampton, Manchester, Guildford, London.


      • Bubble blowers (which double as pens) handed out (focus on having fun blowing bubbles, reduce anti-social behaviour and violence). Bolton, United Kingdom.


      • Parent volunteers known as natteravnene (Night Owls) walk the streets at night in distinctive yellow jackets. They do not intervene in the night life but believe that their presence can reduce trouble, fights and vandalism. They also hand out sweets, water, sandwiches and condoms. Denmark.


      • First aid assistance provided for young people at open air drinking gatherings. Spain.


      • Alcohol testing for drivers leaving a three-day music festival. Slovakia.


      • SMS service — text what you have drunk and get back an estimate of BAC. Czech Republic.


      • Parent-organised youth parties for 14- to 18-year-olds. Young people bring their own beverages and drink under the supervision of parents. Denmark.


      • Public transport runs until the early morning at the weekends and provided free on New Year’s Eve. Poland.


      • Sobering up stations — safe places where intoxicated drinkers are taken to sober up (i.e. away from the cold and threats of violence). Poland, Czech Republic, Russia and other former Soviet nations.


      Some of the non-evaluated initiatives can be described as ‘grassroots’ interventions, that is, they have been devised and initiated by lay people (e.g. parents, members of a local community) to reduce alcohol-related harm within the local community. For example, in provincial Denmark, parents have organised parties where young people drink alcohol under adult supervision, with the aim of reducing harmful drinking in unsupervised outdoor areas (Kolind and Elmeland, 2008). In similar vein, in Slovakia, in an attempt to supervise the behaviour of young people coming home from parties, pubs and discos, local people and police formed patrols to guide young people home safely and with minimal disturbance to the community. Grassroots initiatives are generally pragmatic and reactive and they may also be very specific to a time and place. However, if such initiatives appear to be ‘successful’ they may over time be subject to formal evaluation and also be implemented in other areas.


      Other initiatives have been developed by agencies such as police, local government, health and welfare agencies, often working in partnership, and like the ‘grassroots’ initiatives they are aimed at reducing alcohol-related harm in the local area. Such initiatives are often innovative, for example, giving out ‘goody bags’ containing items including sweets, ‘flip-flops’ (simple flat shoes), water, condoms and information leaflets on alcohol and safer sex, as part of campaigns to reduce alcohol-related harm and disorder in town centres (Chichester Observer, 2008; Hope, 2008; Lewisham Drug and Alcohol Strategy Team, 2007). The innovative nature of these interventions generates media coverage, much of which is negative or cynical (e.g. Hope, 2008; Salkeld, 2008; Smith, 2008 — on bubble blowers, flip-flops and lollipops), and some groups (e.g. Taxpayers’ Alliance, United Kingdom) dismiss these harm reduction measures as ‘gimmicks’ and a ‘waste of money’.


      Whilst most of these measures have been introduced relatively recently, other interventions have a longer history. For example, the first ‘sobering up station’ (záchytka) opened in Czechoslovakia (now the Czech Republic) in 1951. It provided a place for intoxicated people to sober up. It was a model that was soon adopted by other countries, including Poland which established sobering up stations following the decriminalisation of public drunkenness in 1956 (Moskalewicz and Wald,1987). Facilities that serve a similar function are dotted across Europe; for example Scotland has two ‘designated places’ (in Aberdeen and Inverness), which provide an alternative to custody for persons arrested for being drunk and incapable; they are monitored in a safe environment until fit to leave, and further help is available. There have been calls for a comprehensive system of ‘designated places’ to provide a safe place for intoxicated people to sober up and to divert them from the criminal justice and health systems (BBC, 2007).


      There are a number of routes by which knowledge of successful interventions is spread, both informal and more formal, including identification, dissemination and awards for ‘best practice’ (e.g. by government agencies, interest groups), fact finding visits, web resources (e.g. HubCAPP in the United Kingdom), stakeholder networks and organisations (e.g. Global Alcohol Harm Reduction Network — GAHRA-Net). The Internet plays a key role in the exchange of information globally through websites, online publications, and virtual networks.


      Policy and knowledge transfer can be aided by thorough evaluation of interventions. But whilst it is straightforward to find a description of a simple ‘evaluation’ of a particular intervention, as we have seen in the case of BBN, robust, comprehensive evaluation is often lacking. However, it is not merely a question of the evaluation of interventions. What works in provincial Denmark may not work in inner city Paris, and care needs to be taken not to simply ‘cherry pick’ interventions. Cultural and local contexts are important factors in transferring intervention models and are often ignored when apparently successful projects or programmes are ‘rolled out’.


      Conclusion


      Current usage and definition of the concept of harm reduction derives from the drugs field rather than from the long history of formal and informal regulation of alcohol-related harm. The lack of consensus regarding the definition and a tendency to include within the definition initiatives that are contested as being ‘prevention’ and not really ‘harm reduction’, suggests both a risk that the adoption of a very broad definition may result in loss of meaning and usefulness of the concept for policy and practice and an opportunity to debate and clarify the concept and its application in differing national, local and cultural contexts. Apart from the distinction between measures that aim to reduce consumption, and measures that tackle only associated harms, approaches to reduce or minimise harm once it has happened (harm reduction) can be distinguished from risk reduction measures, which aim to prevent harm being caused in the first place. These nuances of meaning have important implications for the development of strategy, the adoption of specific projects and programmes, the evaluation of policies and initiatives and for the effectiveness outcomes researchers choose to measure. Although the evidence base for harm reduction approaches appears less solid than the evidence for measures to reduce consumption, there has been far less research and fewer evaluated studies of measures that address the harms without necessarily requiring lower consumption. This would be useful, both in designing locally appropriate multi-component programmes and in providing a ‘menu’ of evaluated initiatives to run alongside measures aimed at consumption levels.


      It is also essential to establish the boundaries of inclusion in ‘harm reduction’ if more effective systems for information sharing and data collection in Europe are to be agreed. Information on harm reduction approaches — especially those that emerge from local or grassroots activity — is hard to come by. Descriptions on websites are often ephemeral, and this is a reflection also of the origins of harm reduction activity, which is frequently rooted in transient local concern and crises. As the crisis or concern recedes, the initiatives fade away. At the same time, most harm reduction activity appears to be semi-official (as opposed to grassroots or lay), emerging at regional or local levels from professional and local authority action. Sometimes a particular initiative catches the policy and public attention and is transferred from one area to another, based more on the perception of success rather than on any evaluation or formal assessment of effectiveness or of the appropriateness of transfer from one setting to another. The development of information sharing systems, nationally and possibly on a European scale, would be a step forward in providing the field with a more comprehensive overview of harm reduction measures, settings in which they have been implemented and with what results, and measures of effectiveness.


      While harm reduction ‘thinking’ has joined the raft of policy strategies and local initiatives in most European countries, remarkably few initiatives have been fully described, let alone scientifically evaluated with any degree of rigour. This in itself may be one reason why assessments of effectiveness based on international research result in harm reduction measures being reported as less effective. However, before demanding conformity to ‘gold standard’ evaluation studies, it is worth considering the nature and uses of many harm reduction approaches. If, as appears to be the case, harm reduction requires flexibility and immediacy in its reaction to locally defined need, there is a case for arguing that descriptions of the approach and narratives of the implementation and perceived outcomes are more useful than formal (expensive) evaluation. Such narratives are largely missing and could be an important addition to information banks such as the United Kingdom’s HubCAPP.


      Evaluation and research findings are, of course, only one element in decisions to adopt or reject harm reduction as a legitimate goal for policy and in decisions about which initiatives are suitable for implementation nationally or locally. Success or failure of harm reduction initiatives can depend as much on media and public perceptions (as in the case of ‘flip-flops’) or on gaining the collaboration of stakeholders (as in the case of server training) or the willingness of volunteers (as in the Danish ‘Night Owls’ and the Danish parents’ parties) as on the evaluated effectiveness of a particular strategy or activity. This is especially the case if the evaluations emerge from projects located in very different social, cultural and political systems. So questions arise as to what extent harm reduction is seen as an appropriate approach to reducing alcohol-related harms in the different countries of Europe. Is harm reduction the ‘conventional wisdom’ in Europe or are there countries where harm reduction is thought to be inappropriate to that particular country’s cultural context and consumption Europe- a towards drive the In exploration. further deserve that questions are These patterns? wide planned approach to tackling alcohol-related harm, this overview of harm reduction approaches highlights the need to develop opportunities and systems to facilitate knowledge transfer on alcohol harm reduction between researchers, policymakers and practitioners in Europe, but stresses the importance of respecting local and cultural diversity in the development and implementation of harm reduction initiatives.
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      Abstract


      Drug consumption rooms (DCRs) are professionally supervised healthcare facilities where drug users can use drugs in safer and more hygienic conditions. Since 1986, more than 90 DCRs have been set up in Switzerland, the Netherlands, Germany, Spain, Luxembourg, Norway, Canada and Australia. Consumption rooms aim to establish contact with difficult-to-reach populations of drug users, provide an environment for more hygienic drug use, reduce morbidity and mortality risks associated with drug use — in particular street-based drug injecting — and promote drug users’ access to other social, health and drug treatment services. They also aim to reduce public drug use and improve public amenity near urban drug markets. At times, their establishment has been controversial due to concerns that they may encourage drug use, delay treatment entry or aggravate problems of local drug markets. As with evaluations of other public health interventions, research on DCRs faces methodological challenges in taking account of the effects of broader local policy or ecological changes. Despite these limitations, research shows that the facilities reach their target population and provide immediate improvements through better hygiene and safety conditions for injectors. At the same time, the availability of safer injecting facilities does not increase levels of drug use or risky patterns of consumption, nor does it result in higher rates of local drug acquisition crime. There is consistent evidence that DCR use is associated with self-reported reductions in injecting risk behaviour such as syringe sharing, and in public drug use.


      Due to a lack of studies, as well as methodological problems such as isolating the effect from other interventions or low coverage of the risk population, evidence regarding DCRs — while encouraging — is insufficient for drawing conclusions with regard to their effectiveness in reducing HIV or hepatitis C virus (HCV) incidence. However, use of the facilities is associated with increased uptake of detoxification and treatment services. While there is suggestive evidence from modelling studies that they may contribute to reducing drug-related deaths at a city level where coverage is adequate, the review-level evidence of this effect is still insufficient. Taken in sum, the available evidence does not support the main concerns raised about this kind of intervention and points to generally positive impacts in terms of increasing drug users’ access to health and social care, and reducing public drug use and associated nuisance.


      Keywords: injecting drug use, drug consumption rooms, safer injecting facilities, open drug scenes, public nuisance, Europe.


      Introduction


      Drug consumption rooms (DCRs), also called safer injecting facilities, are professionally supervised healthcare facilities providing safer and more hygienic conditions for drug users to take drugs (Stöver, 2000). They comprise highly targeted services within wider networks of drug services. While they often operate from separate areas located in existing facilities for drug users or the homeless, some operate as stand-alone facilities.


      DCRs arose in specific local contexts in response to problems posed by public drug use, especially by drug injecting in streets, railway stations or staircases of residential buildings, that persisted despite the availability of a variety of drug treatment, harm reduction and social services, and despite law enforcement efforts to disperse or contain public drug use. The rationale for the establishment of DCRs was to address public health and community problems associated with specific populations of drug users, especially injectors who consume in public or other high-risk situations.


      These groups have important unmet healthcare needs and contribute to public order problems within local communities. A relationship between public injecting, elevated risk of viral infections and socio-economic deprivation, especially precarious housing or homelessness, has been long established by epidemiological research (for example, Latkin et al., 1994; Klee and Morris, 1995; Galea and Vlahov, 2002; Navarro and Leonard, 2004; Corneil et al., 2006). Risk factors exogenous to the individual, including multiple interacting physical, social and economic and policy factors, have been identified as constituting a broader ‘risk environment’ affecting the health of injection drug users (Rhodes, 2002; Rhodes et al., 2003). Qualitative research has shown that public injecting is associated with reduced options to maintain safety and hygiene, often related to an individual’s fear of interruption, feelings of shame and hasty injection (Small et al., 2007; Rhodes et al., 2007).


      DCRs aim to reduce high-risk and public drug use and to improve public amenity near urban drug markets, by providing a hygienic and regulated environment for drug use off the streets. They aim to create an acceptable situation for the public with regard to order and safety concerns that arise from open drug scenes. As pragmatic ‘safer injecting environment’ interventions, DCRs aim to minimise the likelihood of police and public interference and enable individual and community risk reduction practices to occur (Rhodes et al., 2006).


      They further aim to reduce risk behaviour and improve health and social integration by: providing clean injecting equipment (needles, syringes, spoons, filters, wipes), good light, clean surfaces and sharps disposal; facilitating individually tailored health education, and promoting access to healthcare and drug treatment. House rules prohibit violent and threatening behaviour, alcohol use at the premises, drug dealing and the sharing of drugs and any injecting equipment, and define requirements regarding hygiene and injecting behaviour. Staff are trained to provide assistance and emergency care in cases of overdose or other adverse events but do not assist clients to inject (see Dolan et al., 2000; Kimber et al., 2005; Hedrich, 2004).


      The first legally sanctioned DCR was established in Berne, Switzerland in 1986 (Hämmig, 1992). During the 1990s DCRs were set up in other Swiss cities, the Netherlands and Germany; and from 2000 they were set up in Spain, Norway, Luxembourg, Australia (Sydney) and Canada (Vancouver) (Stöver, 1991; Klee, 1991; Eastus, 2000; Zurhold et al., 2001; Parliament of New South Wales, 1998; Health Canada, 2002). By the beginning of 2009 there were 92 operational DCRs in 61 cities, including in 16 cities in Germany, 30 cities in the Netherlands and 8 cities in Switzerland.


      In Europe, most DCRs are integrated components of local service networks offering a range of social and health services. In Norway, and in Sydney and Vancouver, they are scientific pilot projects, operating under legal exemptions, which focus on supervising drug consumption and providing referral to other services (MSIC Evaluation Committee, 2001; van Beek, 2003; Wood et al., 2003; Skretting and Olsen, 2008). While most target drug injectors, some cater for heroin and crack smokers (Willen, 2002; Spreyermann and Willen, 2003; Simmedinger and Vogt, 2008). In all cases, the drugs used are pre-obtained and prepared by the clients.


      With objectives in public health and public order, DCRs operate within a triangle of individual and public health interests and the public order interests of local communities (Stöver, 2002). More than many other public services, they rely on acceptance by a wide range of key actors: drug users, communities, other health and social agencies, police and politicians.


      The establishment of drug consumption rooms has led to some controversy and disagreement between the International Narcotics Control Board (INCB) and some UN Member States. This has centred on the interpretation of the international Drug Conventions, in particular in relation to the basic provision of the Conventions obliging States to limit the use of narcotic drugs strictly to medical and scientific purposes (INCB, 2008, p. 111).


      This chapter does not address this debate; nor does it comment on the position of consumption rooms in respect of international drug control treaties. Its purpose is to summarise available evidence on the processes, outcomes and risks of DCRs, and also to identify key challenges for their development as mechanisms of harm reduction. Our review is structured according to the objectives of DCRs, as outlined in Table 11.1. The balance of priorities attributed to DCRs varies, with some placing greater emphasis on health goals, and others on public order. The main concerns expressed regarding the establishment of DCRs is that such facilities may promote initiation to drug injecting, conflict with treatment goals by encouraging users to continue injecting rather than enter treatment, and increase local drug dealing and drug-related crime by attracting users from other areas.


      Table 11.1: Aims and objectives of drug consumption rooms
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      Methods


      Experimental study designs, and in particular the randomised controlled trial, are considered the gold standard for the generation of scientific level-1 evidence about the effects of treatments (Ashcroft et al., 1997). Maher and Salmon (2007) discuss this imperative with regard to the evaluation of the outcomes of DCRs, and conclude that ‘the scientific, practical and ethical issues involved in applying this methodology to evaluating [such] complex public health interventions (...) mean that the likelihood of obtaining this level of evidence is negligible’ (Maher and Salmon, 2007, p. 351f). To inform public health decision-making, the authors recommend the use of prospective observational studies (level 2 evidence) as a feasible alternative (Maher and Salmon, 2007).


      There have been relatively few rigorous evaluations of DCRs, with evidence reviews relying primarily on analyses of descriptive data, cross-sectional survey data, and ecological indicators from a larger number of less sophisticated studies. This is especially the case in Europe, where DCRs emerged as a local service response with questions of evaluation arising subsequently. However, the Sydney and Vancouver facilities were established as scientific pilot studies, and thus incorporated more rigorous research designs (see below). The Vancouver study is so far the only DCR evaluation to have used an elaborate prospective cohort-based design (Wood et al., 2004a; Wood et al., 2006b).


      As with any health service evaluation, a key methodological challenge is to establish causality. It is difficult to attribute observed effects to DCRs since: (a) most users use these facilities only for some consumption episodes and may otherwise continue to engage in risk behaviour (Dubois-Arber et al., 2008a); and (b) other factors (typically unmeasured) in the local environment influence levels of risk behaviour and public drug use, including policy or ecological changes such as those related to availability of substitution treatment and other harm reduction services, and changes in police operations or in the drug market (Maher and Dixon, 1999; Fischer et al., 2002; Hall and Kimber, 2005). If, as in the case of evaluating syringe exchange programmes, DCRs do succeed in attracting higher risk clients, then controlling for selection bias poses a further challenge (Wood et al., 2007a; Schechter et al., 1999).


      Cross-sectional studies have limitations regarding their interpretation, as they provide a ‘snapshot’ of the outcome and the characteristics associated with it at a specific point in time (Bland, 2001). Repeated cross-sectional studies can be useful for tracking trends over time (see an example in box here).


      The level to which coverage of the most risky consumptions can be achieved plays an important role in whether any impact of DCRs can be detected at community level (Kimber et al., 2008a). For instance, in Frankfurt, in 1994 and 1995, the capacity of three DCRs with 22 places and a total of 100 coordinated opening hours per week was insufficient to cover the demand of 300 to 400 highly problematic street injectors out of an estimated population of 6 000 to 8 000 drug users (Kemmesies, 1995). From 1996, when a fourth facility provided 13 additional places, opening hours were extended to a total of 300 per week and 4 000 injections were supervised each week. It was together with other measures and interventions, including shelters, day-centres and treatment programmes, that a visible reduction of public drug use in the city was achieved (Hedrich, 2004).


      Further, population HIV (and perhaps HCV) incidence rates may be too low to identify intervention effects. As a result, most outcomes can reliably only be observed at individual, rather than at population level.


      Review methods


      The available evidence on DCRs was reviewed in 2004 (Hedrich, 2004), based mainly on research published during the 1990s in the languages of countries where DCRs were operating (German, Dutch, French and Spanish), and which were relatively inaccessible to the English-speaking world.


      The present chapter draws on this review, on research reports resulting from the evaluations of a medically supervised injecting centre in Sydney (MSIC Evaluation Committee, 2003; NCHECR, 2005, 2006, 2007a, 2007b) and of a safer injecting facility in Vancouver (Expert Advisory Committee on Supervised Injection Site Research, 2008; BC Centre for Excellence in HIV/AIDS, 2004; Wood et al., 2006b), as well as on peer-reviewed research articles on DCR outcomes published between 2003 and 2009, and on other recent literature reviews (Springer, 2003; Tyndall, 2003; Independent Working Group, 2006; Kerr et al., 2007a; Fischer and Allard, 2007).


      Relevant English language articles were identified using Medline. Further sources, especially for the non-English scientific literature, which is under-represented in Medline, were identified by reviewing reference lists, searching by author names, or through direct contact with researchers in different countries.


      Due to their scientific relevance, it is useful to note the research designs of the Sydney and Vancouver studies. The Sydney evaluation used an observational design (MSIC Evaluation Committee, 2001). The facility database provided data for process evaluation, including client utilisation, referrals, overdoses, and client and staff attitudes to the service. Serial cross-sectional studies were conducted to determine impact on individual health outcomes. Using ecological data, notifications of new infections and ambulance attendances at opioid-related overdose events were compared between the DCR locality and control localities. Recently, the Sydney evaluation incorporated a cohort-based element in its methodology, although only limited data are available from this cohort (NCHECR, 2007a; Kimber et al., 2008a).


      The Vancouver evaluation used a prospective cohort design (Wood et al., 2004a). A randomly selected cohort of 1 000 users of the facility was monitored on a range of health indicators and potential impacts including risk behaviour surveys, venous blood samples to assess HIV and HCV incidence, overdose events, and health service use. For ethical reasons, participation in the research was optional, although over 95 % of those invited agreed to participate. The Vancouver evaluation’s greatest strength was the existence of a community-recruited cohort of over 1 500 injectors, the Vancouver Injection Drug Users Study, which was initially recruited in 1996–97. This cohort consisted of individuals who did and did not use the safer injecting facility, and therefore allowed for control-based comparisons, as well as before and after analyses. As with the Sydney evaluation, the Vancouver design also included a facility database to track all key service events (referrals, overdose, drugs used), and data from both cohort studies were linked to a range of external databases (detoxification programme databases, hospital databases).


      Both the Sydney and Vancouver research projects included local resident surveys, qualitative interviews with users, staff and key stakeholders, and standardised evaluations of public order changes (discarded syringes, perceived nuisance, and crime data).


      Feasibility


      Objective 1a: reach and be accepted by target group


      In all countries, studies have shown that the profiles of clients contacted reflect the target groups and that DCRs generally succeed in attracting drug users who are at high risk of HIV infection and overdose, as well as those who are likely to inject drugs in public (Hedrich, 2004; Wood et al, 2005b; Simmedinger and Vogt, 2008; Dubois-Arber et al., 2008a, Scherbaum et al., 2009). In most of the recent studies, the majority of clients are male and over 30 years old with long histories of drug use. According to current data from Frankfurt, 4 520 individuals used the four local DCRs at least once in 2007. These clients have an average age of 34 years and are characterised by a high level of unemployment (65 %). Many suffer from drug use-related infectious diseases (HCV: 53 %; HIV: 5.9 %). A majority of DCR clients maintain regular contact with the local drug help system, and in particular make use of low-threshold agencies (89 %), but also of outpatient drug counselling facilities (36 %). More than half of clients (55 %) report being in medical treatment, which may include opioid maintenance treatment (Simmedinger and Vogt, 2008). Similar sociodemographic data are reported on 10 514 service users registered during the first seven years of operation at the Medically Supervised Injecting Centre (MSIC) in Sydney: their average age is 33 years, 74 % of service users are men, 61 % live mainly on social welfare benefits, and 24 % are homeless (van Beek, 2007). A comparison of socio-demographic profiles of DRC users in Zürich between 1997 and 2007 shows that current user populations are on average about a decade older, have an improved housing situation (6.7 % homeless in 2007, compared to 13.8 % in 1997), and commit fewer crimes to generate income (9.4 % in 2007, compared to 30 % in 1997) (Gautschi et al., 2008).


      Retention and attendance rates at the Vancouver DCR also indicate that the facility is successful in gaining acceptance by its target group and that regular users of DCRs tend to be more marginalised, with various health and social problems, such as those related to unstable housing and public injecting (Wood et al., 2005b; Wood et al., 2006a). Client surveys conducted at several facilities also show high levels of satisfaction with staff and the services provided, as well as criticism of aspects such as opening hours (Benninghoff and Dubois-Arber, 2002; Poschadel et al., 2003; NCHECR, 2005, 2007b; Petrar et al., 2007).


      Objective 1b: gain acceptability


      Surveys and qualitative research on residents, local businesses, police and other key actors show mixed reactions to DCRs. On balance they are generally accepted by communities, albeit with reservations. Although some police tend to be more sceptical (Zurhold et al., 2003; Benninghoff et al., 2003; Zobel et al., 2003; BC Centre for Excellence in HIV/AIDS, 2004), there is also evidence that police in some settings are accepting of DCRs and actively refer drug users to them (DeBeck et al., 2008).


      Objective 1c: establish conditions for safe, hygienic consumption


      Process evaluations indicate that DCRs provide hygienic facilities, sterile injecting equipment, professional staffing and supervision, entrance criteria, safety rules, emergency procedures, safer injecting instruction and health education (Ronco et al., 1996a, 1996b; Linssen et al., 2001; Zurhold et al., 2001; Wolf et al., 2003; and Zobel and Dubois-Arber, 2004; Kimber et al., 2005). Studies also indicate that hygiene and safety are important reasons why clients use the facilities (Poschadel et al., 2003; Benninghoff et al., 2003). Despite millions of injections occurring at DCRs over the past 20 years, there have been no reported overdose fatalities (Poschadel et al., 2003; NCHECR, 2007b; Milloy et al., 2008; Expert Advisory Committee on Supervised Injection Site Research, 2008).


      The Canadian research in particular shows that concerns that DCRs delay entry into treatment or even promote drug use are not substantiated. There were no observable increases nor decreases in drug use in the community, and no measurable increases in rates of relapse into injection drug use or initiation into injection drug use (Kerr et al., 2007b), stopping injection drug use, or seeking treatment (Stoltz et al, 2007; Kerr et al., 2005, 2006a; Wood et al., 2005a). Available evidence from Sydney (MSIC Evaluation Committee, 2003; NCHECR, 2007b) and Europe (Ronco et al., 1996b; Poschadel et al., 2003; Benninghoff et al., 2003) points to the same ‘neutral’ effect.


      There are occasional reports of users making their first injection in a DCR (Benninghoff et al., 2003; Solai et al., 2005; Kerr et al., 2007b). Whether these would have occurred in the absence of the DCR is not known.


      Conclusions on objective 1


      DCRs reach and are accepted by their target populations, including marginalised street users and those at higher risk of infectious diseases or overdose (objective 1a). They are generally accepted by communities and key actors, or at least tolerated as the lesser of alternative evils (objective 1b). Further, they provide conditions, especially for regular clients, that improve hygiene and reduce exposure to health risks such as infectious diseases or overdoses (objective 1c). The risk that some users initiate injecting at DCRs is low and there is no evidence they increase levels of drug use or risky patterns of consumption. On the basis of available evidence, consumption rooms achieve their immediate objective of providing an environment away from the streets where high-risk or public drug users can consume their drugs more safely and hygienically, and they don’t encourage drug use or injecting.


      Impact on health outcomes


      Objective 2a: reduce risk behaviours


      The European Report on DCRs (Hedrich, 2004) identified 12 studies and one review of the impact of DCRs in the Netherlands, Germany and Switzerland on risk behaviours. Although subject to various methodological limitations, all European studies indicated positive effects. Staff also report positive changes in many clients’ injecting hygiene. For example, several pre-post studies in the Netherlands showed increased knowledge of injecting hygiene and safer drug use among DCR users (Meijer et al., 2001; Linssen et al., 2001); cross-sectional surveys in Germany and in the Netherlands showed self-reported improvements by large proportions of DCR clients in injecting-related risk behaviour, injecting practices and hygiene since using a DCR (Jacob et al., 1999; Poschadel et al., 2003; van der Poel et al., 2003; Zurhold et al., 2001). Serial cross-sectional surveys in Switzerland showed decreases in the proportion of DCR clients reporting syringe sharing and sharing of other injecting equipment (Benninghoff et al., 2001, 2003; Benninghoff and Dubois-Arber, 2002; Solai et al., 2004) as well as increases in the proportion saying they would never accept used injecting equipment (Minder Nejedly and Bürki, 1999; Reyes Fuentes, 2003; Ronco et al., 1996a, 1996b). These earlier findings have been confirmed by Dubois-Arber et al., 2008b and by a more recent study from Spain that also reports reduced borrowing of used syringes among highly marginalised injecting drug users attending DCRs (Bravo et al., 2009).


      Backstreet where public drug use takes place, Vancouver


      [image: Image]


      


      Safer injecting facility, Vancouver
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      Source: M. J. Milloy for both photographs.


      Outside Europe, these results have been replicated by studies in Sydney, where DCR clients were more likely than non-DCR clients to report using sterile syringes for all injections and less likely to report sharing injecting equipment, and where staff also reported improved hygiene and reduced sharing among DCR clients (MISC Evaluation Committee, 2003; NCHECR 2007a, 2007b). Likewise in Vancouver, a prospective cohort study of injecting drug users (IDUs) showed that syringe sharing decreased among DCR users but not among non-users of DCRs after the facility opened, and that the degree of reduction was associated with greater use of the facility (Kerr et al., 2005; Wood et al, 2005a; Stoltz et al., 2007). A recent meta-analysis shows highly similar effects of DCRs on the extent of syringe sharing across sites, with frequent DCR use being associated with a 70 % reduced likelihood of reporting syringe sharing (Milloy and Wood, 2009).


      Collectively, these studies provide clear evidence that DCR use is associated with reduced self-reported and observed injecting risk behaviour, including the risk of overdose, and improvements in reported and observed injecting hygiene, especially among those who use the facilities consistently.


      Objective 2b: reduce morbidity


      Few studies report on injection-related injuries, although such injuries may represent a significant source of morbidity among people who inject drugs (Palepu et al., 2001; Salmon et al., 2009a). In Sydney, a small decrease in the frequency of injection-related problems over time was observed among DCR clients, including less bruising, scarring and abscesses (NCHECR, 2007b). In Vancouver, the risk of injecting-related bacterial infections decreased among DCR users, and the use of the facility was independently associated with other safe injection practices, including decreased reuse of syringes, increased use of sterile water and increased cleaning of injection sites with alcohol swabs (Stoltz et al., 2007). There is further evidence from qualitative studies undertaken in Vancouver of the potential impact of DCRs on reducing the incidence of soft tissue infections (Small et al., 2008; Krüsi et al., 2009) and of the advantages of nurse-delivered safer injection education in reaching IDUs most at risk for injection-related harm (Wood et al., 2008; Lloyd-Smith et al., 2009).


      No conclusions can be drawn about the direct impact of DCRs on infectious disease incidence, owing to a lack of studies as well as methodological problems, such as isolating the effect of DCRs from other interventions (substitution treatment, needle exchange, outreach), low rates of HIV/HCV incidence, or low coverage of the risk population. For example, in Sydney, health authorities were notified of fewer newly diagnosed HCV, HIV and HBV infections in the DCRs’ locality compared to other control localities (MSIC Evaluation Committee, 2003). However, no evidence was found that any changes in the number of notified cases were attributable to the DCR. Furthermore, the low incidence of HCV and HIV among IDUs in Australia made it unlikely that the number of cases would be sufficient to detect any statistically significant associations. Limited coverage of the facility was also unlikely to produce a detectable community impact on incidence.


      Objective 2c: reduce mortality (overdoses)


      There is some evidence of the impact of DCRs on mortality, but this evidence is mostly indirect and based on the outcome of emergencies occurring in the facilities (see box here). The majority of emergencies among users of DCRs involve heroin injection-related overdoses, with smaller proportions involving cocaine use. Emergency rates vary from 0.5 to 7 per 1 000 injections (see Hedrich, 2004, for Germany, Netherlands, Switzerland and Spain; Kerr et al., 2006b, for Vancouver; NCHECR, 2007b, for Syndey; and Skretting and Olsen, 2008, for Norway). As rapid intervention is available at DCRs, these events are less severe than overdoses occurring elsewhere, and fewer ambulance attendances or hospitalisations are needed (NCHCR, 2007b). In addition, DCRs located near open drug scenes may respond to overdoses in the immediate vicinity (Hedrich, 2004). None of the overdoses recorded at DCRs have resulted in death (the only known death at a DCR involved anaphylactic shock). Furthermore, by providing immediate intervention following the first signs of overdose, other impacts of non-fatal overdose-related events, including irreversible damage to the brain and other vital organs due to hypoxia, can also be prevented (van Beek et al., 2004; Hämmig and van Beek, 2005; NCHECR, 2007b).


      Apart from potential fatalities prevented through supervised consumption among clients, there are several estimates of the impact of DCRs on drug deaths at population or city level. Based on utilisation data and expected mortality rates among the populations reached by DCRs, it has been estimated that these facilities helped prevent 10 deaths per year in Germany, and four per year in Sydney (Hedrich, 2004; MSIC Evaluation Committee, 2003). In a comparison of overdose death trends in the vicinity of the DCR with the rest of the region of New South Wales, no statistically significant impact of the Sydney facility on opioid-related deaths in Kings Cross was found. Due to an approximate 70 % decrease in overdose deaths following a heroin shortage in Australia, the researchers argue that the assessment of the impact may have been hampered by small sample sizes (NCHECR, 2007b, p. 29). In their simulation of the impact of the Vancouver DCR, Milloy and colleagues (2008) concluded that the facility may have prevented between 1.9 and 11.7 overdose deaths per year.


      An ecologically based time-series analysis involving four German cities from 1990–2001 concluded that statistically significantly reductions in overdose fatalities were observed in Saarbrücken and Hannover six months after the opening of the DCR, and in Hamburg and Frankfurt after the opening of the third and fourth rooms respectively (Poschadel et al., 2003).


      While it is impossible to ascertain how many emergencies would have occurred and been fatal in the absence of DCRs, epidemiological and clinical data suggest that immediate staff interventions at emergencies occurring at DCRs, where millions of drug consumptions have taken place under supervision, has reduced the impact of overdose-related events, such as morbidity and death. Where coverage and capacity are sufficient and opening hours appropriate, DCRs may contribute to reducing drug-related deaths at a city level.


      Objective 2d: improve access to healthcare and drug treatment


      There are large variations between countries regarding services offered on-site, which make comparisons difficult. Different policies towards accepting clients who are already in substitution treatment also affect treatment referral rates. Regarding referrals to treatment, only the Vancouver and Sydney studies measure actual uptake.


      In most European DCRs a range of other services are usually delivered on-site alongside supervision of drug consumption. Low-threshold medical care and psychosocial counselling services are especially well used and contribute to the stabilisation and improvement of the somatic and psychological health of users (Linssen et al., 2001; Poschadel et al., 2003; Zurhold et al., 2001; van der Poel et al., 2003; Ronco et al., 1994). Clients are also referred to drug treatment or other care, though proportions vary and uptake rates are often unknown. For instance, in the survey of all German consumption rooms, over half of all clients reported having received a referral by DCR staff to other drug or social services at least once (Poschadel et al., 2003).


      In both Vancouver and Sydney, use of the facility was associated with more exposure to safe injecting education and access to healthcare (Wood et al., 2006a, 2007b; van Beek, 2003; Tyndall et al., 2006; NCHECR, 2007a, 2007b; Kimber et al., 2008b). In Vancouver, a 30 % increased uptake of detoxification and subsequent addiction treatment were noted. For frequent attenders in particular, DCRs act as a link to the wider system of healthcare and facilitate entry to treatment: in Vancouver, entering a detoxification programme was more likely among IDUs who visited the facility at least weekly and among those who had contact with onsite addiction counsellors (Wood et al., 2007b).


      The above results suggest that DCRs complement rather than conflict with treatment goals. In fact, with the exception of the initial years of DCR operation, current typical client populations at DCRs are in (or have successfully been brought into) contact with other harm reduction and treatment services, and many oscillate between those, or make parallel use of them. This reflects the complementary role of DCRs within a comprehensive drug policy approach, such as in Switzerland, where long-term behavioural trends and health-related impacts are documented (see box here).


      Studies assessing the effectiveness of treatment consistently show that opioid maintenance treatment reduces the level of illicit opiate use and the frequency of injecting. Drug use and injecting may, however, still occur among clients in opioid maintenance, and clients in treatment may also use DCR facilities. For instance, during the first seven years of operation of the MSIC in Sydney, 13 % of all clients registering at the facility indicated that they were in methadone treatment (van Beek, 2007). Data from the first year of operation of the DCR in Geneva (2002) show that a majority (61.1 %) of users declared at the time of enrolment that they were in substitution treatment (Dubois-Arber, 2008a).


      The question of whether clients in oral methadone treatment should use DCRs for injection is dealt with in different ways. In Germany, and Luxembourg, methadone clients are formally excluded from most consumption rooms. Elsewhere, however, the pragmatic view is taken that if methadone clients are going to inject anyway it is better that they do so in hygienic circumstances where there is also the opportunity for staff to talk with them.


      Long-term behavioural trends and health-related impact of harm reduction facilities, including DCRs (Switzerland)


      In 1993, 1994, 1996, 2000 and 2006 repeated national cross-sectional surveys were conducted among IDUs attending facilities that offer needle and syringe programmes, in order to measure trends in injecting behaviour (Dubois-Arber et al., 2008b). In 2006, half of these facilities (n=11) included a DCR.


      Between 1993 and 2006, current injecting — in the last six months — decreased among those who had ever injected from 95.1 % to 74.2 %. The median number of injections in the last week also decreased from 14 to 7. The proportion of new injectors (first injection in the last two years) decreased from 18.7 % to 3.3 %. In 2006, most injecting events took place at home (56.4 %) or in a DCR (32.8 %). The type of drugs consumed in the last month showed a reduction in heroin, from 60.5 % of users in 1993 to 43.1 % in 2006, but an increase in cocaine users, from 23.7 % to 63.5 %. This may partly be related to an increasing proportion of IDUs on methadone treatment among the clients: 37.2 % in 1993, and 59.1 % in 2006. In 2006, about 10 % of IDUs had injected with a borrowed syringe in the last six months. This proportion has been quite stable since 1994, after a decrease between 1993 and 1994. Although more common, sharing of other injection equipment — spoons, filters and water — has decreased since 1996. Behavioural trends did not differ between IDUs recruited in facilities with or without a DCR.


      During the same period (1993–2006), the national monitoring of injecting equipment showed a decrease from 2.2 millions to 1.6 million in syringes delivered in NSPs. New cases of HIV reported among IDUs decreased from 498 to 61, and notified acute cases of hepatitis C from 37 to 33. The number of IDUs receiving methadone treatment increased from around 12 000 to around 17 000, and drug-related deaths decreased from 353 to 193 (Gervasoni and Dubois-Arber, 2009).


      This overall evolution cannot be attributed exclusively to the availability of NSPs and DCRs. However, it is posited that DCRs have contributed to the improvement in IDUs’ health in Switzerland.


      Conclusions on objective 2


      DCRs help to improve the health status of the target population and contribute to reductions in high-risk injecting behaviour. There is evidence that when coverage and capacity are adequate, DCRs help to reduce overdose deaths. Available evidence does not allow conclusions to be drawn on whether or not they have specific, attributable impact on HIV and HCV infection rates, although fairly substantial reductions in HIV and HCV risk behaviour have been associated with DCR use. DCRs do increase access for specific ‘hard-to reach’ target populations of drug users to health, welfare and drug treatment services.


      Impact on public order and crime outcomes


      Objective 3a: reduce public drug use


      Direct evidence of the impact of DCRs on levels of public drug use is limited and sometimes mixed. This is because of methodological limitations, restricted coverage, the difficulty of knowing how many facility-based injections would otherwise have occurred in public, and because other factors, such as police activity or changes in the drug market, also affect public drug use.


      Studies in the Netherlands, Germany, Switzerland, Sydney and Vancouver showed lower levels of self-reported public drug use among clients (van der Poel et al., 2003; Zurhold et al., 2001; Poschadel et al., 2003; Benninghoff and Dubois-Arber, 2002; Stoltz et al., 2007; NCHECR, 2007b). However, it was not always possible to attribute this effect to DCRs (Zobel and Dubois-Arber, 2004). In Vancouver, the opening of the DCR was associated with a reduction of public injection, discarded syringes and drug-related litter (Wood et al., 2006a). In this instance, these effects were found independently of changes in police presence and weather patterns. In Sydney there was a reduction in public drug use among regular clients and reduced community visibility of injecting drug use (NCHECR, 2007b; Kimber et al., 2008b).


      Among those who attended DCRs some report that they also continued to take their drugs in public places, when the DCR had insufficient space, was located away from drug purchase sites or when opening hours were restricted (Zurhold et al., 2001, 2003; Poschadel et al., 2003). Public injecting in some DCR localities may increase as a result of police actions to reduce drug markets in other areas (Benninghoff et al., 2003; Poschadel et al., 2003; Hedrich, 2004).


      Objective 3b: improve public perceptions


      Evidence related to public perceptions is also mixed. Several German, Swiss and Dutch studies have reported mostly acceptance of DCRs, at least as a preferable option to public use (Linssen et al., 2001; Zurhold et al., 2003; Zobel et al., 2003). In Vancouver, a survey among a random sample of 117 business owners located in the vicinity of the DCR found that 54 (46 %) were in favour of having a DCR, 23 were undecided and 40 were opposed to it. Businesses located further away from the facility showed less support (BC Centre for Excellence in HIV/AIDS, 2004). A five-year evaluation of the community perceptions of drug-related amenity before (year 2000) and after the opening of the Sydney DCR (surveys conducted in 2002 and 2005) among local residents and businesses found a significant decrease over time of those who reported recently witnessing public injection and improperly discarded syringes (Salmon et al., 2007) and that community attitudes tended to become more positive over time (Thein et al., 2005; MSIC Evaluation Committee, 2003). However, attributing these improvements to the DCR was complicated by a concurrent heroin shortage and rise in stimulant use. In Germany and Switzerland some DCRs have encountered strong opposition from local residents, which diminished with experience of the DCR in operation. Generally, fewer nuisance problems are reported in cities where a political consensus or cooperation between police and drugs services exists (Hedrich, 2004).


      Effects on local crime


      No increase in acquisitive crime has been observed after the opening of DCRs in the Netherlands and Switzerland (Linssen et al., 2001; Meijer et al., 2001; Spreyermann and Willen, 2003; Benninghoff et al., 2003).


      The impact of the safer injecting facility in Vancouver on public disorder and drug-related crime has been studied extensively, including through follow-up studies comparing the situation before and after the opening of the facility (see box below). Furthermore, no evidence of negative impacts of the operation of the facility on community drug use patterns has been found (Kerr et al., 2006a).


      The impact of the Vancouver DCR on crime, nuisance, safety and police referrals


      The Vancouver DCR, known as ‘Insite’, is situated in a large open drug scene. The area is known for high levels of public injecting, drug dealing, and its open sex work market. Insite is open 18 hours a day, and includes 12 individual booths for injecting.


      Insite has been evaluated to assess its potential impact on public order, crime, and its potential impact on policing practices. An early mixed methods analysis employed field counts of the number of individuals injecting in public, discarded syringes and other injecting litter, over an 18-week period (Wood et al., 2004c).


      In multivariate regression analyses, the opening of Insite was associated with reductions in each measure of disorder after adjustment for police presence and rainfall. In two follow-up studies, use of Insite was also found to be associated with self-reported declines in public injecting (Stoltz et al., 2007; Petrar et al., 2007). Local crime statistics have been used to assess a potential association between the opening of Insite and drug-related crime (Wood et al., 2006c). In this before and after analysis, the opening of Insite was not associated with increases in drug trafficking, robbery/assault, or vehicle break-in charges. A recent study also sought to assess whether local police were referring drug users to Insite (DeBeck et al., 2008). Among 1 090 DCR clients enrolled in a prospective cohort study, 182 (16.7 %) individuals reported having ever been referred to the SIF by local police. At baseline, 22 (2.0 %) participants reported that they first learned of the SIF via police. In multivariate analyses, factors positively associated with being referred to the SIF by local police when injecting in public included engaging in sex work, daily cocaine injection, and unsafe syringe disposal. Collectively, these findings suggest that Insite has reduced public disorder, in particular public injecting, and has not exacerbated drug-related crime. Furthermore, Insite has provided a mechanism for police referral of individuals who engage in public injecting.


      In Sydney, an evaluation of the crime statistics in the relevant neighbourhoods documented that operation of the MSIC DCR did not lead to increases in crime or social disturbance in its immediate vicinity. There was no evidence of any positive or negative impact on rates of drug-related crime, drug-related loitering, and no increase in the proportion of supply offences following the opening of the MSIC (NCHECR, 2007b; Freeman et al., 2005).


      Most European reports show a similar picture. However, there have been reports from a few European facilities of increases in drug dealing around the facility (Geense, 1997; Zurhold et al., 2001), as well as aggressive incidents outside the premises, increases in petty crime and resentment from local residents (Kimber et al., 2005).


      Conclusions on public order and crime outcomes


      Consumption rooms can reduce the level of drug use in public. The extent to which this is achieved depends on their accessibility, opening hours and capacity. There is no evidence that the operation of consumption rooms leads to more acquisitive crime. There is small-scale drug dealing in the vicinity of many services, which is not surprising given their location. Nuisance is more likely when capacity or location of the facility does not meet local needs and waiting times are long. In some instances, these problems can be addressed by an adjustment of service capacity, aided by police cooperation and the involvement of the DCR in local order maintenance. However, facilities near illicit drug markets are not able to solve wider nuisance problems that result from these markets. Consumption rooms have greater impact where there is a political consensus that they are part of a comprehensive local strategy to respond to drug use-related problems that acknowledges public and individual health objectives as well as the need to maintain an acceptable situation with regard to order and safety in the community.


      Challenges


      The evidence reviewed in this chapter indicates that DCRs may contribute to reducing drug-related harms in settings where public drug use and injecting pose serious public health and social problems. For the future, these types of interventions face a number of challenges. The first set of challenges arises from changing patterns of drug use and drug using contexts and the new configurations of harms that these may imply. The second set of challenges concerns creating the environmental conditions that enable the reach and impact of existing DCRs and the development of new projects where there is a demonstrated need.


      Targeting interventions in a changing world of drug use


      Changing drug use situations present challenges for harm reduction interventions, calling for the capacity of responses to adapt rapidly to shifts in drug use, risks, target groups and needs (see also Hartnoll et al., 2010). Such changes may impact on: the prevalence or frequency of injecting; modes of drug administration (such as inhaling or smoking); patterns of drug use (for example, the injecting of crack cocaine, cocaine or amphetamine, or ‘speedball’); and risk environments.


      Operational data collected at European DCRs shows that there is a cumulative ‘revolving door’ client group of ageing injectors (Simmedinger and Vogt, 2008), but also that there are new groups of service users, in some cases young, for whom differentiated responses regarding safer use education are needed (Sozialdepartement der Stadt Zürich, 2008).


      Additionally, increases in cocaine injecting observed in several European countries (EMCDDA, 2009) may imply increased frequency of injecting and associated health harms, including vein damage, bacterial and viral infections (see also Grund et al., 2010). The use of DCRs by clients in opioid maintenance treatment may also point to ineffective treatment regimes or to clients for whom methadone is unsuitable. In one case, a small subgroup (4 % of DCR clients) who mainly injected cocaine, were among the most frequent users of the facility, accounting for almost two-fifths of all injections observed in the year of study (2002) (Dubois-Arber et al., 2008a). Most of this group (65 %) were in methadone treatment at the time they had registered at the facility. Differentiated intervention emphasis should therefore be tailored to different and changing client needs, including through integrating referral and service delivery as part of a wider local system response to drug treatment and care (Dubois-Arber et al., 2008a). Studies also show that frequent DCR users may use the room as a place of socialisation and support (Benninghoff et al., 2003).


      Most DCRs target drug injectors, with the exception of the Netherlands, where the majority of places are for smoking, reflecting the low proportion of injectors in the problem drug use population. Limited facilities for smoking have been added to some DCRs in Germany and Switzerland, and a room has been opened specifically for crack users in Frankfurt and for heroin smokers in Hamburg. Although smoking is generally seen as less risky than injecting, there may still be health risks, for example of transmitting HCV through sharing crack smoking paraphernalia (Fischer et al., 2008; Macías et al., 2008; Neaigus et al., 2007; Grund et al., 2010), as well as problems associated with public drug use. The expected benefits of implementing facilities for smoking at DCRs include contact with recent or younger users with the possibility of facilitating early treatment and reducing the risk of HCV infection.


      Given the increased prevalence of both heroin smoking and the use of crack cocaine in a number of EU countries, assessment of the advantages and disadvantages of providing facilities for non-injectors, and the manner in which such services are best delivered merits further research.


      The examples given above suggest that DCRs can play a wider and more proactive role than originally envisaged, in particular with regard to transmitting tailored health education messages to individual clients and to developing realistic prevention and safer use messages for the wider population of problem drug users. Because DCRs are for most clients not the main place of drug use (Dubois-Arber et al., 2008a; MSIC Evaluation Committee, 2003; Hedrich, 2004), learning to consume drugs safely in other contexts is an important individual outcome to be achieved. From this perspective, DCRs could be a basis from which to extend peer education and community-oriented projects to modify local risk environments (Pretil, 2007). In this regard, as frontline services, DCRs have the potential to constitute a sensitive and timely early warning system about drug use trends and effects of market changes (Degenhardt et al., 2008); they can help to gain in-depth knowledge of risky drug use practices and risk-increasing aspects of the local environment (Salmon et al., 2009a; 2009b).


      Creating an enabling environment for intervention


      Where DCRs are ‘normative’ as part of established harm reduction policy (Switzerland, Germany, the Netherlands, Luxembourg, Norway, parts of Spain), they are likely to continue and evolve. In this situation they face the challenges outlined above. In other countries, the situation is different. In some, there is a polarisation of public debate leading to the rejection of proposals, in others there is ambivalence resulting in a deadlock of new initiatives. The role of DCRs in the future has to be seen in the context of developments regarding public drug use and accessibility, as well as quality of drug treatment, including the existence of real reintegration options, funding and sustained political commitment.


      If DCRs are to have an impact at community level it is necessary to provide sufficient capacity relative to the estimated size of the target population, to locate rooms on sites that are easily accessible, and to ensure that opening hours are long enough to meet demand, especially in the evenings and on weekends. Staffing and modus operandi are also important. Assessing the cost-effectiveness and impact of different service models at different levels of population coverage in different epidemiological settings is a key research question for the future.


      In settings where there is a demonstrable need for DCRs, their development and the extent to which they can achieve their objectives is tempered by the broader social and policy context. A qualitative assessment of the literature suggests that DCRs can only be effective if they are:


      • integrated into a wider public policy framework as part of a network of services aiming to reduce individual and social harms arising from problem drug use;


      • based on consensus, support and active cooperation among key local actors, especially health, police, local authorities, local communities and consumers themselves;


      • seen for what they are — specific services aiming to reduce problems of health and social harm involving particular high-risk populations of problematic drug users and addressing needs that other responses have failed to meet.


      Conclusion


      This chapter has focused on scientific evidence regarding whether DCRs, as a specific intervention, have achieved their stated objectives. Despite some limitations of the available evidence, the broad conclusion is that DCRs do bring benefits on specific aspects of individual and public health and social order without incurring serious risks. To achieve this, adequate coverage is essential, as is political support and consensus between key actors.


      Expectations towards DCRs thus need to be realistic, as they cannot address all the key variables of drug-related harms. They do not change the fact that users buy their drugs in illicit markets, nor can they aim to change the drug market itself. They are, however, an effective public health intervention providing a ‘safer environment’ to reduce risks inherent in public drug use; they are unique in their capacity to develop individually tailored health education that achieves sustainable behavioural change among the most vulnerable populations; and the facilities provide clear benefits by increasing drug users’ access to health and social care, and in reducing public drug use and associated nuisance.


      DCRs — implications for practice


      Drug consumption rooms can only be effective if they are:


      • integrated into a wider public policy framework as part of a network of services aiming to reduce individual and social harms arising from problem drug use;


      • based on consensus, support and active cooperation among key local actors, especially health, police, local authorities, local communities and consumers themselves;


      • seen for what they are — specific services aiming to reduce problems of health and social harm involving particular high-risk populations of problematic drug users and addressing needs that other responses have failed to meet.
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      Abstract


      Within Europe, the active involvement of drug users in services and activities that affect their lives can be traced back to the Netherlands in the 1970s, pre-dating the development of harm reduction in response to HIV/AIDS. This chapter distinguishes involvement approaches, which typically focus on improving treatment and care, from user-led initiatives, where objectives are determined more autonomously. The chapter describes differences in user involvement and organising with respect to the preferred drugs of different populations (heroin and cocaine, ‘party drugs’ and cannabis). We also highlight the different aims and methods of user involvement and user organising initiatives. These also illustrate differences that are shaped by: the drugs used; the context of their use; and national contrasts in patterns of use and harm. In addition to noting some of the practical challenges linked to user involvement/organising, we also note potential tensions, most notably regarding disputes about the extent to which drug prohibition is construed as a cause of harm, and its reform seen as a legitimate target for drug users’ activism. Finally, we summarise available evidence of the impact of user involvement and organising. We conclude that harms can best be reduced where affected people participate meaningfully in decisions concerning the systems and services that shape their lives. This requires clear commitment at every level and will frequently need corresponding resources, if its full potential is to be realised.


      Keywords: harm reduction, user involvement, user organising, user-led, empowerment.


      Introduction


      Across Europe, patterns of drug use and their corresponding burden of harms differ considerably (EMCDDA, 2008). Such variations in drug use have implications for harm reduction responses. Variations in patterns of drug use are shaped by geographical factors, such as the suitability of the climate for drug production, or trafficking and transit routes. But they are also shaped by social factors, as are harm reduction responses. These include: the cultural and ethnic context; national legislation; the policies of the prevailing government; the influence of organised religion; national traditions concerning the role of civil society; and the economic situation. Social contexts thus shape patterns of drug use and harm, as well as its reduction, including the role of user involvement and user organising. As Friedman has commented, ‘the structures of drug scenes affect what users’ groups can do and how they can function’ (Friedman, 1996, p. 212).


      Harm reduction is grounded within a public health model, which primarily aims to improve the health and well-being of drug users alongside reducing community and societal level harms (Newcombe, 1992). As such, a desire to make the services user-friendly (i.e. providing services that welcome and include drug users) and involving drug users is evident within formal definitions of harm reduction (Hunt et al., 2003) as well as within harm reduction practice. Yet the way that harm reduction is understood and translated into practice is variable, and this is reflected within drug user involvement and organising.


      The geographical focus of this chapter is Europe. Nevertheless, some of the more relevant features of the international context are described. The main goal of the chapter is to describe and explain drug users’ contributions to harm reduction, alongside the contrasting methods that comprise user involvement and organising. The constraints of a single, short chapter mean it is impossible to provide a comprehensive history of the drug user movement’s contribution to harm reduction. Likewise, it is not feasible to provide a detailed, country-by-country account of all user involvement and organising. Some important features of this history are, nevertheless, included.


      Within the drug user movement, there is ongoing debate about the language that should be used to refer to its participants. For example, some people readily describe themselves as ‘addicts’ or ‘patients’, whereas others resist such terms because of their implications regarding the legitimacy of medical power to shape their drug-using choices and the applicability of a disease model. Questions also arise as to who is a drug user and the role of non-drug-using supporters of drug user activists (Balian and White, 1998). While acknowledging the disputes surrounding these terms, we will largely use the terms ‘user’ or ‘drug user’, although even these terms are not without their critics.


      History


      The AIDS pandemic has clearly been a critical factor in the development of both the harm reduction movement and drug user organising (Crofts and Herkt, 1995; Zibbell, 2004). However, it is important to note that drug user activism does not relate purely to injecting, and it pre-dates the AIDS era. Theo van Dam credits Nico Adriaans as the founder and chairman of the first advocacy/activist group Rotterdam Junkie Union (RJB) in the Netherlands in 1977 (van Dam, 2008, p. 58). Around this time, van Dam and Daan van der Gouwe also started Landelijk Steunpunt Druggebruikers (LSD) to try to get the Dutch government to support users and user groups, reduce stigma and shape opinion around legalisation (Jezek, 2000; Tops, 2006; Museummouse, 2008). Initially, harm reduction was an offshoot of the drug users’ movement, notably Dutch activists who established the world’s first needle exchange programme, set up by the MDHG Belangenvereniging Druggebruikers (Interest Association for Drug Users) in 1984 (Tops, 2006).


      Montañés Sánchez and Oomen define drug users’ organisations as ‘Organisations of users of prohibited drugs or organisations in which these people play an important role’, and identify three types of organisations according to the profile of the users and the scene in which they use drugs: cannabis users; party drug users; and users of street drugs such as opiates and cocaine (Montañés Sánchez and Oomen, 2009, p. 213). Although our emphasis here is on user organising within the third group, we also include examples relating to cannabis users and ‘party drugs’.


      Drug user organising in Europe


      Although there are publications that describe aspects of European drug users’ activism, such as that of the Correlation Network (Bröring and Schatz 2008), accurately mapping the extent of drug users’ organisations and their work is problematic. No survey has yet been undertaken across the whole of Europe using a consistent methodology. Any survey is also complicated because: activities are not necessarily publicly or well documented; some organisations have a short lifespan; and, stigma and the oppression of drug users mean that there are good reasons for organisations to avoid being too visible (Friedman, 1998). In addition, the work of some drug users is sometimes obscured, such as when drug user identities are not declared within services (Robbins, 2004). At the time of writing, the International Harm Reduction Association (IHRA) and the International Network of People who Use Drugs (INPUD) are developing a report describing the ‘global state of drug user activism’. In time, this should provide a useful addition to what is currently known about the extent of drug user organisations.


      Dolf Tops estimates that, at any one time, there are between 15 and 30 drug users’ organisations in the Netherlands (Tops, 2006, p. 65). By 1994, such organisations existed in at least 11 European countries (Germany, the Netherlands, the United Kingdom, Norway, Denmark, Slovenia, France, Belgium, Italy, Lithuania and Spain) (Jürgens, 2008, p. 15).


      In the Nordic countries, the first organisations for active drug users were formed during the 1990s in Denmark and Norway, and in Sweden in the early 2000s. In Finland, the first user-driven organisation was established in 2004. These drug user organisations were founded by heroin users, they are run by heroin users and users in maintenance treatment, and they also cater for active drug users, mainly heroin users (Anker et al., 2008, p. 18).


      In France and Spain the first drug users’ organisations started in the 1990s. Auto-support parmi les Usagers de Drogues (ASUD) was created in France in 1992 (Jürgens, 2008, p. 24). In 1996, the Spanish National Coordination for the Normalisation of Cannabis was born, largely comprising associations of cannabis users (Barriuso, 2003, p. 103); this developed into the Spanish Federation of Cannabis Associations (FAC, in Spanish) (Barriuso, 2007), and in 2003 the first national network of injecting drug users’ organisations was created in Spain — the Spanish Nationwide Network of People Affected by Drugs and HIV (FAUDAS) (Pretel, 2007).


      During 2003/4 the Central and Eastern European Harm Reduction Network (CEEHRN) assessed the needs of drug users’ organisations across Central and Eastern Europe and Central Asia. Respondents came from 16 countries: Armenia, Belarus, Bulgaria, Croatia, Estonia, Georgia, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, former Yugoslav Republic of Macedonia, Moldova, Poland, Romania, Russia, and Ukraine. They identified 41 organisations, of which 15 were for drug users in general, 19 were for people living with HIV/AIDS (PLWHA), and six were for HIV positive drug users (CEEHRN, 2004; Canadian HIV/AIDS Legal Network, 2008).


      Contribution of international networks to promoting user involvement


      Developments in Europe need to be understood in the context of global networks. These have been important for enabling drug users to share ideas, knowledge and skills internationally — both into and out of Europe — and to provide structures within which drug users have begun to work internationally to identify and address common concerns.


      The IHRA is a global organisation that promotes harm reduction. It seeks to involve drug users in its meetings and processes and has provided opportunities for drug users to network internationally, which has facilitated the development of international drug user networks.


      The International Drug Users Network (IDUN) was initiated in 1992 at IHRA’s Melbourne conference and was, arguably, the first network of its kind. Representatives from Germany, the Netherlands and the United Kingdom were among the seven countries represented at the inaugural meeting (Byrne, 2000). IDUN aimed to support injecting drug users to exchange ideas, develop drug user groups, and set up needle exchanges. However, a lack of funding and competing national and local demands for members’ time meant that the network proved hard to sustain.


      The Internet has enabled an electronic network for international drug user organising to be created, and after the IHRA conference in Geneva in 1998 a network of activists began an international discussion list hosted by the American Drug Policy Foundation, called Drug Policy Foundation — Users (DPFU) (Efthimiou-Mordaunt, 2005). This functions as a loose network of activists and facilitates ongoing discussion between drug users internationally.


      In 2005, frustration at the poor facilities for drug users at IHRA’s Belfast conference was a catalyst for an invigorated international network and led to the inception of INPUD. This formed around a statement that was endorsed at IHRA’s 2006 conference — ‘The Vancouver declaration’ (INPUD, 2006). Although this was the product of many activists’ efforts, the initial process of transforming INPUD into a legal entity was undertaken by a working group including representatives from Asia, Europe, Latin America, North America and Oceania. This was initially facilitated by Grant McNally (United Kingdom) with technical assistance from Stijn Goossens (Belgium), who subsequently became INPUD’s director. Financial support was provided from the United Kingdom’s Department for International Development (DfID) through IHRA. INPUD’s early phase was marked by problems concerning who was/was not a member and associated constitutional problems. A subsequent crisis meeting was held at IHRA’s Barcelona conference in 2008, which led to a successful re-foundation General Meeting held in Copenhagen at the end of October 2008, where a Consensus Statement and a clearer infrastructure were both agreed. Since then, a representative from INPUD was invited to give a formal address as part of the United Kingdom delegation to the United Nations’ Commission on Narcotic Drugs (CND) in April 2009 and several other members attended as part of various NGO delegations.


      International drug user activists, Vienna 2009


      [image: Image]


      


      The networks and structures described so far are global and have clear, historical connections to the harm reduction movement and some emphasis on injecting drug use. By contrast, the ENCOD ([9]) (the European Coalition for Just and Effective Drug Policies) is a European network of 175 organisations and citizens affected by current drug policies, which also incorporates members with a more diverse range of concerns including all kinds of prohibited drugs. Created in 1994 by a group of European NGOs to work on drugs and development issues, it has become a drug policy reform network whose membership includes: drug users’ organisations; harm reduction organisations; research groups; advocacy groups; and, individual members. Since its creation, ENCOD has advocated for drug policy changes at the European and UN level and for the participation of organisations and people affected by drugs/drug policies within the UN, the European Union and each country’s government (ENCOD, 2006).


      In 1998, a corresponding International Coalition of NGOs for Just and Effective Drug Policies (ICN) was founded by more than 200 organisations based on a ‘Manifesto for just and effective drug policies’, presented at that year’s UN General Assembly Special Session on Drugs. Although less active than its European section (ENCOD), it appears to be the only formal international body where producers’ and users’ organisations can work together and pursue, among other things, the ‘non-prosecution of drugs consumption while looking for means of regulation which are socially and culturally acceptable to those local populations involved, and the implementation of broad measures, including harm reduction, to prevent and treat the problematic consumption of drugs’ (ICN, 1998). In 2004, ENCOD’s General Assembly decided to adopt the title of the Manifesto in ENCOD’s name, and signing it is one of the conditions of becoming a member.


      In 2005, the network Correlation: European Network Social Inclusion and Health was initiated to address health inequalities among marginalised groups. It has an extensive number of partners and receives financial support from the European Commission and the Dutch Ministry of Health. Within their work, HIV and Hepatitis C are specific concerns; drug users are one of their priorities and harm reduction and peer support are among the areas where they aim to promote effective practice. Their website provides extensive access to publications and other resources relevant to user involvement and organising (Correlation, 2009).


      Forms of drug user involvement and organising


      Actively involving people in decisions about their personal treatment and service provision is probably the most basic way by which user involvement can be said to take place. The literature shows that ‘user involvement’ is sometimes used to refer to the extent to which someone is involved in determining their own treatment or care from a service (Fischer and Jenkins, 2007). There are also other relatively passive ways of ‘involving’ drug users, such as the use of suggestion boxes or asking people to rate their satisfaction with the service. Whatever the merits of those activities, the focus of this chapter is on more active forms of drug user involvement and organisation within harm reduction. At the outset, we draw a distinction between involvement and organising.


      User involvement


      Some groups are keen to involve drug users within the systems and structures that affect their lives. In practice, involvement typically means giving a degree of power to drug users in ways that are managed and circumscribed, for example some form of consultation with individuals or groups who are deemed to represent the drug using population. Including service users within staff recruitment would be an example of user involvement that can directly benefit both the drug user and the organisation (Foster et al., 2007). Organisations in the drugs field often attempt to motivate their service users to set up user groups — a process that the Australian drug user activist Jude Byrne has termed ‘contrived spontaneity’ (Byrne, 2000). Results seem highly variable; many fail or flounder, others thrive and may occasionally lay foundations for more autonomous organisations to develop.


      User organising


      Organising implies more autonomous organisation by drug users to work across self-determined agendas affecting their interests. It is more directly linked to the ‘empowerment’ of the affected population. The term ‘user-led’ denotes this principle, yet allows a role for professionals too. In Canada, the term ‘user-driven’ is used (personal correspondence, Walter Cavalieri, 2009). Bröring and Schatz use the term ‘self-organisations of drug users’ (Bröring and Schatz, 2008). Again, this suggests the central importance of independence and autonomy. For brevity, we will use the term ‘user-led’ to refer to organisations of this type.


      User-led organisations often differ from treatment or care services, within which involvement is encouraged. Although interests frequently coincide regarding threats to health, user-led organisations may engage more actively with wider issues such as discrimination regarding their civil rights and the impact of legislation on their personal consumption choices. Methods may also differ; groups with more independence may be more prepared to use direct action to highlight an issue or effect change (Kerr et al., 2006).


      In practice, these categories are often blurred. A drug user group that has been nurtured within a service as part of a process of involvement might reconstitute itself or progressively pursue a more independent, user-led agenda. Nevertheless, the distinction between systems that seek to consult or involve drug users in services, and those where power is asserted more directly in accordance with the concerns of drug users is an important one.


      The ‘JES network’ — an example of user involvement in Germany (Dirk Schäffer)


      Since its establishment in 1989, the JES network (Junkies, Ehemalige, Substituierte — Junkies, ex-users, substitution clients) users have been involved in its harm reduction initiatives at different levels.


      An interesting and effective collaboration has existed for the past ten years between the ‘AIDS Hilfe’ NGO in Oldenburg and the local JES group, whose members provide safer use and safer sex education to prison inmates.


      In some cities, such as Cologne, Bonn, Osnabrück, Braunschweig and Stuttgart, JES groups have become an integral part of the local network of drugs services and carry out important tasks, such as needle and syringe exchange.


      The project ‘JES-Seminars’ is characterised by combining knowledge from self-help and acquired expertise. To promote the professionalism of activists in JES groups, the network conducts self-organised training sessions for users, in order to increase and expand the competencies of drug using people.


      An impressive form of collaboration and cooperation between professional drugs service providers and user groups is in the preparation and implementation of a ‘remembrance day’ for deceased drug users, which has been held for over 10 years on 21 July in more than 40 cities in Germany. The event represents a great opportunity for users to discuss among themselves and with other citizens their vision for a progressive and liberal drug policy.


      Of course, cooperation with the local drug services network is not always without problems. The role of JES as a component and at the same time critical counterpart of the drug system sometimes challenges the interests of aid agencies. However, in many cities successful collaboration between JES groups and the professional drugs help system has grown through mastering this challenge.


      The particular strength of the JES self-help network lies in a specific approach to the problems of drug users, which has developed from personal experience, is orientated towards empowerment and aims at improving the skills of those seeking help. By developing and strengthening informal networks, new and qualitatively different resources and possibilities — beyond those accessible through the professional help system — can be opened up.


      JES sees its offers of help and support, therefore, as a supplement to professional assistance and hence as increasing the effectiveness of such services. In this sense, JES offers of assistance are complementary rather than competing with the professional system of assistance.


      Further reading: Schäffer and Hentschel (2004).


      Aims and methods of intervention


      In summarising the aims of user involvement and organising, several complications arise. Groups sometimes comprise loose associations, rather than being legally constituted organisations with a written statement of their aims. In some cases, aims also overlap or interact; for example, an aim of reducing stigma may affect an aim to improve treatment, or vice versa. This makes the production of any definitive list of aims problematic.


      Aims relating to harm reduction that are readily identifiable within user involvement and organising include: responding to public health threats; improving the accessibility and quality of drug services; improving the accessibility and quality of other services to drug users; shaping and reforming drug policy; reducing stigma and increasing public understanding; improving the quality of life for drug users, their families and local communities; knowledge production; and drug law reform.


      A recent typology of the methods used to achieve such aims derives from the categorisation of activities reported from an online, international survey of drug users’ organisations, conducted in 2007 by the International Network of People Who Use Drugs (INPUD) in cooperation with the European Correlation Network (Goossens, 2008). Based on a sample of 38 organisations from 21 countries, Goossens grouped the activities into eleven major categories:


      1. Advocacy and health/drug policymaking.


      2. Peer support for people living with HIV/AIDS (PLWHA).


      3. Peer support for drug users.


      4. HIV and other blood-borne disease (BBD) education and prevention.


      5. Issue/publish electronic and printed magazines and newsletters.


      6. Producing other types of informational material.


      7. Organise, conduct, moderate training, workshops, seminars, peer meetings.


      8. Educational and peer support work in the party scene.


      9. Run accommodation projects.


      10. Drop-in centres with various services.


      11. Raise public awareness about the main problems in the drug using community.


      


      As with the classification of aims, some of these categories could easily be merged or subdivided, while others might be added. The review undertaken for this chapter suggests that additional categories of ‘research’ and ‘user-driven market interventions’ might also be added.


      With the same reservations that apply to classifying aims, this list of methods is best viewed as provisional. It nevertheless provides a framework for some illustrative examples from the work of different organisations and activists across Europe. The criteria used to select the examples we provide included: geographical diversity; innovative or leading practice; high quality; impact; and, inevitably, our greater personal knowledge of some examples.


      Advocacy and health/drug policymaking


      At the European level, ENCOD is the network with the longest experience of participating in consultation and dialogue, including: the Civil Society Forum on Drugs; conferences of the European Commission and its sections; hearings and conferences with the European Parliament; and submitting proposals to the European Commission (ENCOD, 2006). In 2007 INPUD also began to participate actively in the Civil Society Forum on Drugs, which was made possible through the allocation of seats for drug user representatives by IHRA and the Central and Eastern European Harm Reduction Network (CEEHRN). These are the only two participating organisations with drug users as open members.


      An ENCOD study of drug users’ organisations and drug policy dialogue found that most organisations had experience of dialogue and consultation with local and national authorities. These included one-off or time-limited formal meetings and, in some cases, more structured, ongoing participation (Montañés Sánchez and Oomen, 2009).


      In Russia, where the context of drug user activism includes some of Europe’s harshest policies and laws, drug users’ advocacy contributed to the amendment of more than 200 articles of the Penal Code that had effects such as: decriminalising some possession offences; distinguishing manufacture for personal use and commercial distribution (unlike Western Europe, home production is common among drug users in Russia); and, abolished compulsory detention and treatment for the treatment of alcoholism and drug addiction (Canadian HIV/AIDS Legal Network, 2008).


      The Alliance (originally the Methadone Alliance) is a user-led organisation in the United Kingdom, founded in 1998 by Bill Nelles and other supportive professionals. The Alliance provides advocacy for people receiving drug treatment with an aim to improve the quality and availability of treatment in the United Kingdom. It has trained advocates across most of England who mediate between services and drug users. The Alliance also trains other advocates and has contributed extensively to conferences, national consultations, guideline and policy development and other activities, such as steering groups for research projects.


      Aupa’m (Spain) is an informal group of active/ex-drug users and professionals who meet at a weekly assembly to plan work focusing on increasing injecting drug users’ inclusion as citizens in their community. It has an allied, NGO partner, Asaupam, whose members also includes active/ex-users and which manages the agreed projects. Asaupam has participated in the design and implementation of local community programmes in two cities of Catalonia, and manages and coordinates the local plans on drugs (including harm reduction, prevention and socio-labour incorporation) in three cities. Asaupam is one of many members of FAUDAS, a state federation of people affected by drugs or HIV/AIDS (personal communication, Carmen Romera and Xavier Pretel, 2009; FAUDAS, 2003).


      Peer support for people living with HIV/AIDS


      In Ukraine, the All Ukrainian Network of People Living with HIV is an umbrella organisation for eight Ukraine-based organisations with drug user members, within which peer support is one important activity (CEEHRN, 2004). It is also illustrative of the way organisations often pursue a range of aims using different methods, as they have also: made prominent national and international contributions to combating stigma and discrimination; campaigned for more humane and effective HIV/AIDS policies/treatment; and been influential in campaigns to pilot methadone and buprenorphine programmes and their subsequent expansion (Canadian HIV/AIDS Legal Network, 2008). In these respects they have also contributed to the areas of health/drug policymaking, discussed earlier, and to raising public awareness (discussed below).


      Peer support for drug users


      Peer support can be interpreted in numerous ways. Local support groups for specific concerns other than HIV, such as hepatitis C, are now common, as are Internet-based support groups. The impact of peer-driven interventions and peer-based groups has been noted with reference to Europe and Australia (Crofts and Herkt, 1995; Grund and de Bruin, 2007).


      Within residential rehabilitation programmes that typically operate on some form of ‘therapeutic community’ model there is a tradition of involving ex-users to deliver programmes because they can sometimes relate to drug users in a way that professional staff cannot, and their presence demonstrates that a drug-free life can be achieved (Mold and Berridge, 2008).


      In Italy, Pazienti Impazienti Cannabis (PIC — Cannabis Impatient Patients) provides a contrasting example (Barriuso, 2001). Starting in 2001, as a group for mutual self-help, its members include people who experience legal or economic problems associated with their use of cannabis as a medicine. Beyond providing mutual self-help its aims are to claim the rights of patients, and to promote cannabis as part of the botanical heritage of mankind along with other prohibited plants. As part of its pursuit of practical solutions for access to cannabis as medicine, they use methods including information provision and advocacy. Their work has included the clarification of procedures which patients have to follow regarding the importation of medicinal cannabis and cannabis-derived medicines ([10]), such as those produced by the Dutch Health Ministry, and their provision through pharmacies, subject to medical prescription. Under specific circumstances this is paid for by the local health system (Personal communication, Alessandra Viazzi, 2009).


      HIV and other blood-borne diseases (BBD) education and prevention


      According to Tops (Tops, 2006), the world’s first needle exchange programme was started in Amsterdam in 1984 by the MDHG Belangenvereniging Druggebruikers (Interest Association for Drug Users). Many users’ organisations across Europe now distribute syringes, other paraphernalia for sterile injecting, and condoms. These include most of the associations involved in the Spanish federation FAUDAS, some Akzept members in Germany, the Danish Drug User Union (BrugerForeningen or BF), and Blue Point in Budapest. Details vary considerably in the specific roles, extent and formality of these arrangements and whether organisations receive payment.


      Issue/publish electronic and printed magazines and newsletters


      Drug users’ organisations produce publications in print and, increasingly, on the Internet. There are numerous examples, some very local and others that address national and international issues. Production standards, editorial quality, style and tone also vary considerably. Whereas some have a more mainstream harm reduction emphasis, focusing on risks, harms and their avoidance, others are more overtly politicised and celebrate positive features of a drug-using lifestyle. At IHRA’s conference in 2008, a new international network was announced that aims to support drug user organisations with their own publishing projects — the Drum Alliance (IHRA, 2008).


      Publications often operate on multiple levels: support; information provision; initiating or publicising campaigns to change policy, etc. In France, ASUD, a national drug users’ organisation that has existed for 15 years, has published 39 editions of its magazine at the time of writing (Olivet, 2009). The magazine has a distinctly political edge, focusing on the marginalisation, discrimination and lack of rights faced by the majority of French drug users. ASUD has branches in most major French cities and regularly participates in or organises forms of direct action, such as the recent construction of a symbolic safe consumption room in its Paris office.


      In England, Black Poppy (O’Mara, 2008) is a widely distributed ‘drug users’ health and lifestyle’ magazine, founded and edited by Erin O’Mara. It includes health and harm reduction information alongside articles on cultural and historical aspects of drug use, user activism, personal stories and information about services. Individuals and many treatment agencies subscribe to the magazine and distribute it among their service users. Its prominence has also enabled its editor to present drug users’ perspectives at parliamentary advisory committees and national radio, television and the press.


      Producing other types of informational materials


      Beyond harm reduction’s early focus on HIV prevention among IDUs, users’ organisations have produced a wide variety of information on: the effects, risks and reduction of harms from specific drugs; the prevention and management of specific hazards, such as overdose or hepatitis C; sexual risks and protection strategies for drug users in general, commercial sex workers or targeting gay drug users; legal rights if arrested; gaining access to welfare benefits; and the presence of contaminated batches of drugs. In addition to leaflets or posters, these are disseminated in a range of ways that overlap with the other activities we describe elsewhere.


      Organising, conducting and moderating training, workshops and peer meetings


      Activities in this area span highly structured training provision through to informal education within peer meetings. Training was one of the main activities reported among the 16 countries surveyed by the Central and East European Harm Reduction Network in 2004 (CEEHRN, 2004), and training, workshops, seminars and peer meetings with an educational component of some sort are an almost universal feature of groups’ activity. Content is diverse, reflecting people’s needs and concerns, such as: health, harm reduction and treatment information; explanation and skills development to increases users’ capacity to influence local and national policy processes; and topics such as fund-raising and organisational management.


      The Spanish Nationwide Network of People Affected by Drugs and HIV (FAUDAS) illustrates this work. Periodical seminars and formative courses for and, in some cases, by its member associations address topics such as computer skills, communication skills, fundraising, harm reduction or the development of harm reduction materials by and for users. There is also a permanent working group on gender and drugs focusing on the situation of female drug users and most member organisations implement local training for drug users on assorted harm reduction topics (Pretel, 2004).


      Educational and peer support work in the party scene


      The impact of ecstasy, alongside the wide range of other legal and illegal drugs used by party-goers, has triggered numerous peer-based initiatives across Europe that focus on the constantly evolving, free-party, festival and club-based electronic music scenes. Harm reduction activities include: creating and distributing information; providing or assisting in chill out areas; conducting drug checking; and, crisis intervention and support. A useful guide to peer-based work in this area comes from the Basics Network, which provides an online guide to organisations across Europe and an extensive downloadable library of information. At the time of writing, they list 22 organisations from 10 countries across Europe (BASICS, 2009).


      Running accommodation projects


      In Spain, Anydes and Comité Ciudadano Antisida de Ourense, both members of the Spanish Nationwide Network of People Affected by Drugs and HIV (FAUDAS), run what have been termed ‘casa de acogida’ (shelters), which are places where people who use drugs can stay for a certain time and get access to services.


      Drop-in centres with various services


      Drug users’ organisations have been extensively involved in initiating, developing and delivering interventions at many levels. Goossens’ (2008) category of ‘drop-in centres with various services’ reflects some of these but does not fully indicate the breadth of work that is undertaken.


      Naloxone distribution


      In Catalonia (Spain), Asaupam provide training courses for drug users on how to use naloxone to as part of efforts to reduce overdose deaths. As part of this, they distribute naloxone to the users participating in the training courses.


      Methadone distribution


      ‘Guerrilla’ methadone distribution by users’ organisations can be traced back to work in the 1980s by the Rotterdam Junkiebond, which led to improved formal methadone maintenance (Grund, n.d.). Today, various users’ organisations within FAUDAS participate in the distribution of methadone at the local level (La Calle, Comité antisida de Ourense). This is done informally as, legally, the formal dispensing of methadone is only possible through health centres. In practice, one person from the association collects the drug in the health centre, and takes responsibility for dispensing it to the registered clients in their own premises.


      Drug consumption rooms


      In the role of ‘experience experts’, members of drug users’ organisations have contributed to policies that underpin ‘using rooms’ (safer injecting rooms/drug consumption rooms) in the Netherlands (Tops, 2006). Elsewhere, users’ groups have sometimes implemented clandestine and less formal users’ rooms to provide their community with a more hygienic and safer place.


      Drug dealing controls on quality and value for money


      In the Netherlands, a users’ group identified an inconsistency between providing hygienic equipment and space to users when the quality and purity of the substance they are using varied, with a potential for harm to arise. This led to the introduction of an ‘in-house dealer’ initiative to guarantee the availability and quality of the drug sold and ensure fair prices (Tops, 2006). In the United Kingdom, a peer-led group — The Crack Squad — introduced a ‘dealer’s charter’ with similar aims (Carty, 2002).


      Community reintegration


      In Spain, almost all users’ organisations have programmes assisting drug users in treatment programmes to access the labour market. One example is Engánchate al trabajo (Get hooked by work), run by two FAUDAS member organisations (Asaupam and Arpa ONG). Active drug users engage in community work such as repairing and maintaining urban spaces or taking care of public gardens. The programme’s goals are to provide work experience, improve active users’ quality of life and promote more responsible use of drugs. Participants set their own rules to organise and fulfil the work and solve the conflicts that can arise during the implementation. The programme is now in the process of external evaluation and a pilot programme will be implemented in other Spanish cities.


      Raising public awareness about the main problems in the drug using community


      Some of the earliest work in the Netherlands during the late 1970s was concerned with raising public awareness of problems experienced by drug users (Jezek, 2000), and from 1982 the Rotterdam Junkiebond presented an hour-long radio show on a popular national radio station every Friday evening (Grund, n.d.). We noted above the media work of Erin O’Mara (O’Mara, 2008), and in 2001 Mat Southwell produced a television programme ‘Chemical Britannia’, which was broadcast nationally by the BBC (Browne, 2001).


      Such examples are numerous, but one further example seems especially worthy of mention. In a growing number of countries, users’ groups hold an annual remembrance or memorial day for deceased drug users on 21 July (see also box here). This originated in Germany more than ten years ago when the mother of a heroin user who had recently died wanted to draw attention to the poor condition in which many drug users live. In Copenhagen, Denmark a similar event has been held for the last seven years and the United Kingdom also followed suit in 2008. In Australia, similar events are organised to coincide with ‘International Drug Users’ Day’ on 1 November.


      Often, remembrance events draw attention to issues that contribute to ‘drug-related deaths’, such as deficiencies in service provision, but also the impacts of drug prohibition. They also provide an opportunity for drug users to mark the deaths of friends; this is especially important as so often drug users die alone and their drug using friends are excluded from family burial services. In this respect the day can serve to raise the consciousness of the drug using community as a group. As an example, in Copenhagen, after many years of negotiations, the city council gave the Danish Drug Users’ Union (BrugerForeningen) permission to install a permanent stone inscribed with the words ‘In memory of dead drug users’ beside a paradise apple tree. This site acts as a permanent place for users to remember lost friends. As drug policies have sometimes been described as a ‘war on drugs’, many in the user community regard these memorials as remembering those who have died as the unintended casualties of policies that have exacerbated rather than reduced harm.


      User-driven market interventions


      The Italian group PIC has already been discussed as a form of peer support for medical cannabis users, addressing availability and distribution. Initiatives to influence quality and value for money of drug purchases through dealers have also been mentioned. Since 2003, ENCOD and the Spanish Federation of Cannabis Associations (FAC) have proposed a much wider user-driven, market-level approach: a model for the production and distribution of cannabis for adults’ personal use (ENCOD, 2007; Barriuso, 2007). ENCOD uses the Cannabis Social Club (CSC) model within the wider campaign ‘Freedom to Farm’, which seeks the decriminalisation of the three forbidden plants (opium poppy, coca leaves and cannabis). Originating in Spain, CSCs are non-profit associations whose members are adult cannabis users, most of whom use it recreationally but with others who do so medicinally. People who enter the club have to fulfil certain conditions in order to avoid the risk of selling or passing on to third persons or to minors. The CSC members organise a professional, collective cultivation of limited quantities of cannabis to cover the personal needs of their club members and the system is regulated by security and quality checks (Barriuso, 2003, 2005a, 2005b, 2007).


      The first CSC started in Barcelona, Spain in 2001 (Barriuso, 2005a, p. 163), followed by others in Catalonia and Basque Country. Further clubs now operate in Spain and another in Belgium. According to Martin Barriuso, president of FAC, this system contributes to the reduction of both risk and harm, since:


      the uncertainty is often about the quality and possible adulteration of the product purchased on the black market. In a production system in closed circuit, the partner/s know the quality of what they consume, to which variety it belongs, how it has been cultivated, and so on. Furthermore, the association can serve as a point of advice and exchange of information, helping to create a new culture of use, which ... is essential for true normalization.


      (Barriuso, 2005a, p. 165)


      He also claims that this system prevents minors from accessing the substance and avoids the possibility of so-called ‘cannabis tourism’ (personal communication, 2009).


      Research


      Knowledge production, and its use, is often an explicit or implied aim of drug users’ organisations. This production of knowledge on and by drug users reflects the approach taken by many other groups seeking civil liberties and human rights historically; notably, women’s studies, black history, and queer studies. Much research is conducted on drug users. An increasing amount takes place with drug users. Research by drug users, who shape or decide the questions and methods used and are involved at every stage, is the most empowered position possible. Internationally, work by the Australian Injecting and Illicit Drug Users League (AIVL) has been at the forefront of discussions about the terms on which drug users are involved in research and their guidance is a valuable point of reference (AIVL, 2003).


      ENCOD has made submissions and undertaken surveys that support drug users’ roles, as members of civil society, to be participants in all aspects of policymaking that affects their lives — including research. The report Green Pepper was submitted as a response to the European Commission Green Paper on the Role of Civil Society in Drugs Policy in the European Union, with an historical analysis of the participation of drug users and their role in the drug policy debate at the European Union level (ENCOD, 2006). A recent survey on the participation of drug user organisations in the design of drug policies at local and European Level recommended ways to improve drugs users’ participation and a proposal on how to structure the Civil Society Forum on Drugs of the European Commission (Montañés Sánchez and Oomen, 2009).


      In the United Kingdom, a number of user activists with academic and other backgrounds have either initiated or been invited to be directly involved in research including: the causes and definitions of drug related deaths; the Randomised Injectable Opiate Treatment Trial (RIOTT); factors that promote and hinder successful user involvement in drug misuse treatment services; and user involvement in efforts to improve the quality of drug misuse services. There is also a drug user-run research and training company that only employs ex- or current drug users to undertake research on, and of benefit to, the drug using community (led by Mat Southwell).


      Discussion


      Although drug user involvement and organising seems increasingly widespread, we have noted some of the obstacles facing attempts to document it. Stigma, and the consequences of the criminalisation of drug use means that many drug users have reason to remain invisible (Robson and Bruce, 1997). The scarcity of resources to support activism itself means that archiving and preserving its history is often a subordinate concern, at best. Many key participants, such as Nico Adriaans, have died prematurely, taking personal knowledge of this history with them (Grund, n.d.). Nevertheless, one of the clearest messages is that drug users’ organisations have multiple aims, and use many methods to engage with harm reduction; spanning mainstream public health work, through to efforts to amend drug control systems. Although there is ongoing debate about the place of drug law reform within harm reduction (see Reinarman, 2004), for many drug users’ organisations drug prohibition is without doubt seen as a cause of drug-related harms. The pursuit of drug law reform with the aim of achieving some form of regulated drug market is therefore perceived as a legitimate harm reduction activity.


      Besides bringing benefits, user involvement and organising are not without their challenges, including internal conflict (Kerr et al., 2006; Osborn and Small, 2006). Marginalised groups do not necessarily possess good knowledge of the way that systems they seek to influence work or the skills needed for establishing and operating their own organisations, especially early in the process. Expectations can also greatly exceed what is deliverable, although Crofts and Herkt suggest that these problems are no greater than those found within community development work with other disenfranchised groups (Crofts and Herkt, 1995).


      Resources commonly fall short of needs, and in many countries funding for drug users’ organising is not readily available. One indication of this comes from the CEEHRN needs assessment where drug user groups had noticeably less funding and had access to a smaller range of donors than people living with HIV/AIDS (CEEHRN, 2004).


      The extent and nature of state support differs considerably across Europe. For example, England has seen a serious commitment to develop ‘user involvement’ through its National Treatment Agency (NTA). User involvement is expected at all levels within treatment systems and resources are provided to support it. Yet, this has produced tensions that have been noted elsewhere. For example, critics of the English system, such as the (now defunct) National Drug Users Development Agency (NDUDA), received little support. In just the same way, Crofts and Herkt have commented on the ‘tension between the funding agencies (state and federal health departments) for AIDS prevention activities, and the community development agenda of the funded groups, which often includes criticism of the policies of the funding agencies, especially in relation to drug policy and enforcement’ (Crofts and Herkt, 1995), and Byrne has referred to the problems that can follow groups that develop through ‘contrived spontaneity’ (Byrne, 2000).


      Impacts


      Setting aside any values-based arguments for thinking it right to properly include affected populations in the decisions and processes that shape their lives, policymakers or others may ask, what is the impact, outcome or benefit of involving drug users and their organisations in the reduction of drug-related harm? In an analysis of impacts within Europe, Grosso (Grosso, 2008) concludes that drug users’ organisations have produced impacts through peer support in three areas:


      • personal change, such as more prudent consumption and risk reduction;


      • the social normalisation of drug use, by which they mean ‘treating the phenomenon of drug use as any other socio-sanitary problem that society takes care of’, and avoiding ‘rigid and dichotomous interpretive categories that adopt binaries such as on/off, dependency/abstinence (where) drug use becomes identified totally with “hell” and abstinence with “salvation”’, because ‘scientific evidence has difficulty making headway with public opinion and consequently with the institutions that should support it and which instead remain paralysed by the generalized opinions of the people they represent’; and


      • the modification of services, where drug users’ organisations have ‘managed to influence services and to make them — at least in part — closer to the needs of their clients, more receptive to their requirements and more contractual.’


      The ENCOD survey on the participation of drug user organisations in the design of drug policies at local and European level also appraises the impacts of drug users’ organisations on harm reduction as follows:


      Drug user organisations have contributed with methods to reduce harms and risks from their origin. Many of the programmes that are currently carried out by official state programmes (like drug testing, syringe exchange, opiate prescription, user rooms etc.), form part of claims that have surged from these organisations themselves, and in some cases, these programmes are being elaborated by drug user organisations, who have become more professional by converting themselves in service providers. This professionalization has helped to get rid of the stigma on drug users, demonstrating the fact that they can represent themselves.


      (Montañés Sánches and Oomen, 2009, p. 220)


      In Canada, Thomas Kerr and his colleagues have described the development and impact of the Vancouver Area Network of Drug Users (VANDU), and concluded that:


      Through years of activism, advocacy, and public education, VANDU has repeatedly voiced the concerns of drugs users in public and political arenas. VANDU has also performed a critical public health function by providing care and support programmes that are responsive to immediate needs of their peers. This study indicates that greater efforts should be made to promote the formation of drug user organizations, and that health authorities and policy makers should explore novel methods for incorporating the activities of drug user organizations within existing public health, education, and policy making frameworks.


      (Kerr et al., 2006, p. 61)


      In Australia, Crofts and Herkts’ analysis of peer-based groups concluded that:


      IDUs have organized and, from that, they now successfully run a wide variety of programmes themselves. IDUs have had a real and often dominant influence on the development of policy in relation to harm reduction. User groups have run needle distribution and exchange programs that are among the best in the country; they have produced the most imaginative and appropriate educational material in this field; they have initiated and actively participated in research; they have provided structured access to informants for policy and program development; and have been active partners in this development. In general, this has been done with minimal funding and support, and often in an unsympathetic if not hostile environment. User groups have been agents of social change who have altered the landscape in relation to every aspect of our perception of injecting drug use in Australia.


      (Crofts and Herkt, 1995, p. 614)


      Finally, in the report Nothing about us without us (Canadian HIV/AIDS Legal Network, 2008), which focuses on the meaningful involvement of people who use illegal drugs in public health, the authors conclude:


      People living with HIV and people who use illegal drugs are central to the response to HIV/AIDS and HCV. There are ethical and human rights imperatives for involvement, but involvement is also required because it ensures a more effective public health response.


      (Jürgens, 2008, p. 56)


      Conclusion


      Key messages


      • The way that harm reduction is translated into practice is variable, and so is user involvement and user organising.


      • User organising implies more autonomous organisation by drug users to work to selfdetermined agendas affecting their interests, whereas user involvement implies less autonomy.


      • In Western Europe, the first drug user advocacy/activist group was the Rotterdam Junkie Union, founded in 1977 by Nico Adriaans.


      • The aims and methods of user-led initiations are multiple and variable, and include: peer support; advocacy and lobbying for improved services and policies; provision of helping services; health promotion and user representation; and raising public awareness.


      • User organising occurs in a climate of limited support and resources, yet has had a significant role in generating and sustaining harm reduction responses.


      • Research and evaluation on the impacts of user involvement and organising is in its infancy, but is much needed, including through user-led research projects.


      We have described the aims and methods evident within drug users’ involvement and organising, and some evidence of its impact (see box here). For current and former drug users to make their full contribution to harm reduction an enabling environment is required, in which their capacity to contribute can develop. The challenges of achieving this in a context where having a drug user identity is, in effect, criminalised and certainly highly stigmatised, are hard to overstate. Nevertheless, there are two clear ways by which this can be directly helped.


      First, any authority that is making decisions or shaping services that affect drug users’ lives can introduce policies that promote or require the meaningful involvement of drug users at all relevant points, that is, from the very beginning of planning, through to monitoring and evaluation. This has implications at all levels of society, ranging from central government to local services. Most obviously, it relates to the planning and delivery of harm reduction and drug treatment services, but it also relates to the likes of research bodies, housing services, criminal justice services and so forth.


      The second requirement is for the resources to support this and a corresponding readiness to alter systems in ways that enable drug users’ participation. Becoming ‘involved’ often generates direct costs to the drug user, such as time and travel. It also implies the provision of the drug user’s hard-won expertise. These costs should be fairly met. Likewise, systems need to be sensitive to ways they may need to adapt for this to occur successfully. At the same time, drug users need to recognise that accepting state or other official forms of funding/support may have a real impact on what they can or can’t do, and the way that priorities for action may be affected.


      In conclusion, we have tried to illustrate the need for a more nuanced appreciation of the contribution of drug user involvement and organising to harm reduction and its greater potential. In setting out many of its assorted aims and methods, we have also acknowledged that there are areas where consensus does not exist among drug users and within the harm reduction movement. Finally, we have highlighted ways that user involvement and organising can be nurtured, with an expectation that this will support wider efforts to reduce drug-related harms across Europe.
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      Abstract


      This chapter begins by reviewing the prevalence of recreational drug use and related adverse health outcomes among young people in European countries. It then employs a typological approach to review and discuss the current range of responses that aim to reduce the harms associated with young people’s recreational drug use in Europe. These responses include: individually focused and group-based interventions (school-based drugs education and prevention, mass media campaigns, motivational interviewing, and youth development programmes) and ‘settings-based approaches’, which make changes to recreational settings, such as nightclubs, or institutional settings, such as schools, to address the social and environmental background of young people’s drug use.


      Keywords: young people, drug use, prevalence, harm, intervention, Europe.


      Introduction


      This chapter focuses primarily on young people’s use of illegal drugs (rather than alcohol and tobacco use). However, the potential for harm is likely to be greatest when young people use both drugs and alcohol, and many of the interventions reviewed in this chapter are considered to be appropriate for reducing the harms associated with both drug and alcohol use. The chapter will begin by reviewing the prevalence of drug use among young people in Europe and the related adverse health and other harms. The appropriateness and likely effectiveness of different types of interventions that aim to reduce the harms associated with young people’s recreational drug are then discussed. Harm reduction has traditionally focused on adult ‘problem’ drug users, particularly injecting drug users (see, for example, Ball, 2007, and Kimber et al., 2010), and neglected not only the harms associated with young people’s recreational drug use but also how to reduce these harms.


      This chapter considers young people’s recreational drug use to be drug use that occurs for pleasure, typically with friends, in either formal recreational settings, such as nightclubs, and/or informal settings, such as on the streets and in the home. This is thus a broader definition than the one applied in other EMCDDA publications, which often focus specifically on young people’s drug use within a ‘nightlife context’ (e.g. EMCDDA, 2002). This chapter is primarily focused on young people aged 14–19, although some studies report on other age ranges (e.g. 14–24) and therefore at times it has been necessary to define ‘young people’ more broadly. Furthermore, data on prevalence and trends of drug use among young people often aim to provide an indication of overall levels of use and therefore do not always distinguish between recreational drug use and more problematic patterns of use.


      Trends in young people’s recreational drug use in Europe


      The European School Survey Project on Alcohol and Other Drugs (ESPAD) and recent general population surveys have revealed lower prevalence of use of cannabis and other illicit drugs for European youth compared to youth in the United States (Hibell et al., 2004; Hibell et al., 2009; EMCDDA, 2009). However, these overall European-level data mask diversity within the EU in terms of young people’s use of cannabis, ‘club drugs’, such as ecstasy and amphetamines, and cocaine.


      Cannabis


      The 2007 ESPAD data revealed that the highest lifetime prevalence of cannabis use among 15- to 16-year-old school students is in the Czech Republic (45 %), while Estonia, France, the Netherlands, Slovakia and the United Kingdom reported prevalence levels ranging from 26 % to 32 % (Hibell et al., 2009). Lifetime prevalence levels of cannabis use of between 13 % and 25 % are reported in 15 other countries. Less than 10 % of 15- to 16-year-old school students report cannabis use in Greece, Cyprus, Romania, Finland, Sweden and Norway.


      Early onset of cannabis use has been associated with the development of more intensive and problematic forms of drug consumption later in life. In most of the 10 EU countries with relatively high prevalence of frequent use, between 5 % and 9 % of school students had initiated cannabis use at age 13 or younger. In addition, compared to the general population of students, cannabis users are more likely to use alcohol, tobacco and other illicit drugs (EMCDDA, 2009).


      National survey data reported to the EMCDDA shows that in almost all EU countries cannabis use increased markedly during the 1990s, in particular among school students. By 2003, between 30–40 % of 15- to 34-year-olds reported ‘lifetime use’ of cannabis in seven countries, and more than 40 % of this age group reported ever having used cannabis in two other countries. However, data from the 2007 ESPAD surveys suggests that cannabis use is stabilising — and in some cases declining — among young people in Europe: of the 11 EU countries for which it is possible to analyse trends between 2002 and 2007, four countries showed overall decreases of 15 % or more in the proportion of 15- to 16-year-olds reporting cannabis use in the last year, and in four other countries the situation appears stable (Hibell et al., 2009; EMCDDA, 2009).


      Ecstasy and amphetamines


      It is estimated that 7.5 million young Europeans aged 15 to 34 (5.6 %) have ever tried ecstasy, with around 2 million (1.6 %) using it during the last year (EMCDDA, 2009). Estimates of prevalence are generally even higher among the subgroup of 15- to 24-year-olds, for whom lifetime prevalence ranges between 0.4–18.7 % in European countries (estimates fall between 2.1 % and 6.8 % in most European countries). Among 15- to 16-year-old students lifetime prevalence of ecstasy use ranges between 1 % and 7 % in countries surveyed in 2007 (EMCDDA, 2009).


      Studies of recreational settings that are associated with drug use, such as dance events or music festivals, provide further evidence regarding young people’s ecstasy and amphetamine use. Estimates of young people’s drug use in these settings are typically high. However, comparisons between surveys can only be made with the utmost caution, as the age and gender distribution of survey respondents as well as variations in the setting may lead to observed differences. Studies conducted in recreational settings in 2007 in five EU countries (Belgium, Czech Republic, Latvia, Lithuania, Austria) reveal lifetime prevalence estimates of 15–71 % for ecstasy use and 17–68 % for amphetamines (EMCDDA, 2009). Much of party-going young people’s drug use occurs on weekends and during holiday periods (EMCDDA, 2006b).


      Figure 13.1: Proportion of 16- to 24-year-olds reporting use of the most prevalent drugs in the last year by frequency of nightclub visits


      [image: Image]


      Source: Hoare and Flatley, 2008.


      A further indication of the extent to which the use of these drugs may be concentrated among the young, club-going population can found in the 2007/8 British Crime Survey (Hoare and Flatley, 2008). The study found that those 16- to 24-year-olds who reported visiting a nightclub four or more times in the last month were more than three times as likely to have used ecstasy in the last year than those not attending nightclubs (2 % vs. 8 %) (Figure 13.1). In a French study that was carried out in 2004 and 2005 among 1 496 young people at ‘electronic’ music venues, 32 % of respondents reported ecstasy use and 13 % reported amphetamine use in the past month (Reynaud-Maurupt et al., 2007). Among specific sub-populations that self-identified as ‘alternative’, prevalence estimates for ecstasy and amphetamines were as high as 54 % and 29 %, respectively (Reynaud-Maurupt, 2007).


      Cocaine


      Although cocaine is the second most commonly used illicit drug in Europe after cannabis (EMCDDA, 2007), estimates of the prevalence of cocaine use among school students are very low. Lifetime prevalence of cocaine use among 15- to 16-year-old students in the ESPAD survey is between 1 % and 2 % in half of the 28 reporting countries, and in the rest it ranges between 3 % and 5 % (Hibell et al., 2009; EMCDDA, 2009).


      Table 13.1: Prevalence of cocaine use in the young adult population — summary of the data


      
        
          
            
              
              
              
              
              
              
            

            
              
                	
                  

                

                	
                  

                

                	
                  Time frame of use

                

                	
                  

                
              


              
                	
                  

                

                	
                  Age group

                

                	
                  Lifetime

                

                	
                  Last year

                

                	
                  Last month

                

                	
                  

                
              


              
                	
                  

                

                	
                  15–34 years

                

                	
                  

                

                	
                  

                

                	
                  

                

                	
                  

                
              


              
                	
                  

                

                	
                  Estimated number of users in Europe

                

                	
                  7.5 million

                

                	
                  3 million

                

                	
                  1 million

                

                	
                  

                
              


              
                	
                  

                

                	
                  European average

                

                	
                  5.6 %

                

                	
                  2.2 %
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                  Range

                

                	
                  0.1–12.0 %

                

                	
                  0.1–5.5 %

                

                	
                  0.0–2.1 %

                

                	
                  

                
              


              
                	
                  

                

                	
                  Lowest-prevalence countries

                

                	
                  Romania (0.1 %)


                  Lithuania (0.7 %)


                  Malta (0.9 %)


                  Greece (1.0 %)

                

                	
                  Romania (0.1 %)


                  Greece (0.2 %)


                  Poland (0.3 %)


                  Hungary, Czech Republic (0.4 %)

                

                	
                  Estonia, Romania (0.0 %)


                  Czech Republic,


                  Greece, Poland (0.1 %)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Highest-prevalence countries

                

                	
                  United Kingdom (12.0 %)


                  Spain (11.8 %)


                  Denmark (9.5 %)


                  Ireland (8.2 %)

                

                	
                  Spain (5.5 %)


                  United Kingdom (4.5 %)


                  Denmark (3.4 %)


                  Ireland, Italy (3.1 %)

                

                	
                  United Kingdom (2.1 %)


                  Spain (1.9 %)


                  Italy (1.2 %)


                  Ireland (1.0 %)
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                  Estimated number of users in Europe

                

                	
                  3 million

                

                	
                  1.5 million

                

                	
                  0.6 million

                

                	
                  

                
              


              
                	
                  

                

                	
                  European average

                

                	
                  4.4 %
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                  Range

                

                	
                  0.1–9.9 %

                

                	
                  0.1–5.6 %

                

                	
                  0.0–2.5 %

                

                	
                  

                
              


              
                	
                  

                

                	
                  Lowest-prevalence countries

                

                	
                  Romania (0.1 %)


                  Greece (0.6 %)


                  Lithuania (0.7 %)


                  Malta, Poland (1.1 %)

                

                	
                  Romania (0.1 %)


                  Greece (0.2 %)


                  Poland (0.3 %)


                  Czech Republic (0.4 %)

                

                	
                  Estonia, Romania (0.0 %)


                  Greece (0.1 %)


                  Czech Republic, Poland, Portugal (0.2 %)

                

                	
                  

                
              


              
                	
                  

                

                	
                  Highest-prevalence countries

                

                	
                  United Kingdom (9.9 %)


                  Spain (9.3 %)


                  Denmark (9.2 %)


                  Ireland (7.0 %)

                

                	
                  Denmark (5.6 %)


                  Spain (5.4 %)


                  United Kingdom (5.0 %)


                  Ireland (3.8 %)

                

                	
                  United Kingdom (2.5 %)


                  Spain (1.7 %)


                  Italy (1.2 %)


                  Ireland (1.1 %)

                

                	
                  

                
              

            
          

        

      


      Note: European prevalence estimates are based on weighted averages from the most recent national surveys conducted from 2001 to 2008 (mainly 2004–08), therefore they cannot be attached to a single year. The average prevalence for Europe was computed by a weighted average according to the population of the relevant age group in each country. In countries for which no information was available, the average EU prevalence was imputed. Population base is 133 million. The data summarised here are available under ‘General population surveys’ in the EMCDDA 2009 statistical bulletin.


      Source: EMCDDA, 2009.


      Of the 4 million Europeans who used cocaine in the past year, around 3 million were young people and young adults (EMCDDA, 2009). The prevalence of past-year cocaine use among 15- to 24-year-olds is estimated to be 2.2 %, which translates to about 1.5 million cocaine users. In contrast to the prevalence estimates for cannabis or ecstasy use, which are highest among the 15 to 24 age group, measures of more recent cocaine use (last year and last month) are similar among the 15 to 24 and 25 to 34 age groups (see Table 13.1). Of the 11 countries for which it is possible to analyse trends in cocaine use between 2002 and 2007, the proportion of 15- to 34-year-olds reporting cocaine use in the last year increased by 15 % or more in five countries (Ireland, Italy, Latvia, Portugal, United Kingdom), remained stable in four (Germany, Spain, Slovakia, Finland) and only decreased in two countries (Hungary, Poland).


      Cocaine use is also strongly associated with alcohol use. For example, the British Crime Survey 2007–08 found that among 16- to 24-year-olds who made nine or more visits to a pub in the last month, 13.5 % reported using cocaine in the last year, compared to 1.7 % among those who had not visited a pub (Hoare and Flatley, 2008). Visiting nightclubs was also associated with higher cocaine use, as nearly 10 % of the 16- to 24-year-olds who visited a club on four or more occasions during the last month reported using cocaine in the last year, compared to 3.3 % among those who had not visited a club (Hoare and Flatley, 2008). Studies conducted in nightlife settings also report higher prevalence of cocaine use among club-goers than among the general population (EMCDDA, 2007).


      It is worth noting that alcohol is almost always the first drug with strong psychoactive and mind-altering effects used by young people, and its widespread availability makes it the main drug connected to poly-drug use among young adults, particularly in recreational settings. Other psychoactive substances commonly referred to as ‘legal highs’ are increasingly sold as alternatives to controlled drugs. In 2009, a snapshot study of 115 online shops located in 17 European countries showed that a range of herbal smoking products and ‘party pills’ containing legal alternatives to controlled drugs were being sold (EMCDDA, 2009).


      Health and other harms


      It is now widely acknowledged that recreational drug use can be an important source of status and recreation for young people (Henderson et al., 2007); it can not only facilitate a shared sense of group belonging and security (Fletcher et al., 2009a), but also a sense of being different from other groups of young people (Shildrick, 2002). However, as recreational drug use has increased among different sections of the youth population, so has evidence of drug-related harm and concerns about the consequences of adolescent drug use. Although the vast majority of this increase in drug use among young people has been attributed to the use of ‘soft’ drugs (e.g. cannabis and ecstasy), these substances still have health risks, especially for frequent users who are most at risk of harm.


      Cannabis can cause short- and long-term health problems, such as nausea, anxiety, memory deficits, depression and respiratory problems (Hall and Solowij, 1998; MacLeod et al., 2004; Solowij and Battisti, 2008; Hall and Fischer, 2010). Although more research is needed on the long-term effects of adolescent cannabis use on mental health, cannabis use is also thought to increase the risk of mental health problems, particularly among frequent users (Hall, 2006; Moore et al., 2007) and those with a predisposition for psychosis (Henquet et al., 2005). Regular cannabis users can also become dependent (Melrose et al., 2007).


      The true extent of future mental health problems due to adolescent ecstasy use is unclear, but young ecstasy users may be at risk of depression in later life and there is evidence that ecstasy use may also impair cognitive functions relevant to learning (Parrott et al., 1998; Schilt et al., 2007). Dehydration, a more immediate risk for ecstasy users, can cause loss of consciousness, coma and even death. Furthermore, evidence from cohort studies suggests that early initiation and frequent use of ‘soft’ drugs may be a potential pathway to more problematic drug use in later life (Yamaguchi and Kandel, 1984; Lynskey et al., 2003; Ferguson et al., 2006).


      Cocaine use can result in dependence and/or serious mental and physical health problems, such as depression, paranoia, and heart and respiratory problems (Emmett and Nice, 2006). Hence, although only a small minority of young people use cocaine (NatCen and NFER, 2007; Hibell et al., 2009), their numbers are increasing in some countries in Europe, posing an increasing public health issue.


      In addition to presenting direct health risks, adolescent drug use is also associated with accidental injury, self-harm, suicide (Charlton et al., 1993; Beautrais et al., 1999; Thomas et al., 2007) and other ‘problem’ behaviours, such as unprotected sex, youth offending and traffic risk behaviours (Jessor et al., 1991; Home Office, 2002; Jayakody et al., 2005; Calafat et al., 2009). For example, a recent report by the United Kingdom Independent Advisory Group on Sexual Health and HIV (2007) has suggested that there are strong links between drug use, ‘binge’ drinking and sexual health risk, with similar trends in these risk behaviours. Furthermore, although the links between crime and heroin or cocaine dependence are well known, there is increasing evidence of links between teenage cannabis use and youth offending (e.g. Boreham et al., 2006). This is not to say that there is necessarily a direct causal relationship between adolescent drug use and social problems, but there is clear evidence that they cluster together among certain groups of young people.


      A typology of interventions


      There have been surprisingly few attempts to synthesise the evidence relating to interventions in European countries addressing young people’s recreational drug use. Here we adopt a typological approach to describe and discuss responses that aim to reduce the harms associated with young people’s recreational drug use. These include: (1) individually focused and group-based interventions — school-based drugs education and prevention, mass media campaigns, motivational interviewing and youth development programmes — and (2) ‘settings-based approaches’ which make changes to recreational settings, such as nightclubs, or institutional settings, such as schools, to address the social and environmental background of young people’s drug use.


      This is not an exhaustive list of interventions in Europe that target young people’s recreational drug use. For example, we do not discuss interventions that are directed primarily at young people’s parents rather than young people themselves (see Petrie et al., 2007 for a review of the evidence relating to current parenting programmes). Social policies that may impact on macro-social — or ‘structural’ — factors, such as youth cultures, poverty or social exclusion, that are also associated with young people’s drug use, are also not discussed, because they rarely aim to specifically reduce the harms associated with recreational drug use. The decriminalisation of drugs, drug classification policies, and policies and enforcement to reduce the supply of illicit drugs and illicit sales of prescription drugs are also beyond the scope of this chapter.


      Individual and group-based approaches


      School-based drugs education and prevention


      In Europe, schools provide universal access to young people under 16 and are widely recognised as a key site for drugs education and prevention interventions that aim to prevent or delay drug use and reduce the frequency of drug use during adolescence (Evans-Whipp et al., 2004). However, evidence from randomised controlled trials (RCTs) of classroom-based drugs education interventions aiming to improve knowledge, develop skills and modify peer norms suggest that the effect of these interventions on young people’s drug-use behaviour are limited: a recent systematic review found that they can have positive effects but concluded that these are small, inconsistent and generally not sustained (Faggiano et al., 2005). In other words, drugs education may promote students’ ‘health literacy’ but is not sufficient on its own for changing young people’s behaviour or reducing drug-related harms.


      Faggiano and colleagues (2005) found that school-based drugs education programmes based on a ‘comprehensive social influence approach’ and those that are delivered by other students (rather than teachers) appear to have the most positive effects — programme characteristics that were also associated with more positive effects in systematic reviews of alcohol education and smoking prevention interventions in schools (Foxcroft et al., 2002; Thomas and Perera, 2006). However, in reviewing the evidence for drug education programmes in schools, Cahill (2007) has highlighted the difficulties of implementing complex interventions such as peer-led programmes in school settings and suggested that caution is also required with normative education to ensure that adolescents receive appropriate messages.


      A key challenge in Europe and elsewhere is therefore to pilot and further evaluate evidence-based school-based drugs education and prevention interventions (Faggiano and Vigna-Taglianti, 2008; Ringwalt et al., 2008). ‘Unplugged’ is an example of a European school-based programme that employs a comprehensive social influence model. It aims to reduce young people’s substance use via 12 interactive sessions addressing topics such as decision-making, ‘creative thinking’, effective communication, relationship skills, self-awareness, empathy, coping skills and the risks associated with specific drugs (Van Der Kreeft et al., 2009). A recent cluster RCT of the ‘Unplugged’ programme in 170 schools across seven European countries suggested that curricula based on such a comprehensive social-influence model are not only feasible to implement in schools in Europe, they may also reduce regular cannabis use and delay progression to daily smoking and episodes of drunkenness (Faggiano et al., 2008).


      The ASSIST (A Stop Smoking in Schools Trial) programme in the United Kingdom provides an example of an effective peer-led health promotion intervention that is feasible to deliver in schools: a cluster RCT of the ASSIST programme involving 59 schools in Wales found a significant reduction in smoking among the intervention group, including among the most


      ‘high risk’ groups of students (Campbell et al., 2008). The programme uses network analysis to identify influential students and train them as peer supporters to ‘diffuse’ positive health messages throughout the school. Researchers at the Centre for Drug Misuse Research in Glasgow have recently piloted a peer-led drugs prevention programme based on the ASSIST programme in two secondary schools in Scotland; this study suggested that it is feasible to deliver cannabis and smoking education (CASE) together using this approach (Professor Mick Bloor, personal communication). However, further research is needed to examine the effects of this intervention on students’ drug use and drug-related harms.


      Mass media campaigns


      Mass media campaigns have become a popular tool among health promoters seeking to inform young people about the risks associated with recreational drug use and/or seeking to encourage current users to reduce their use and minimise the risk of harm. These interventions, such as the recent United Kingdom FRANK advertising campaigns on the mental health problems associated with recreational cannabis use (http://www.talktofrank.com/cannabis.aspx), aim to increase the information available to young people and reframe issues relating to young people’s recreational drug use on public health terms. These mass media campaigns to raise awareness about the effects of drug use in the United Kingdom have also been integrated with a ‘credible, non-judgemental and reliable’ online and telephone drugs advice and information service for young people and their parents (Home Office et al., 2006).


      However, mass media campaigns that aim to reduce the harms associated with young people’s recreational drug have rarely been evaluated to examine their effects on young people’s behaviour, attitudes or intention to use drugs — and where they have, the findings have not always been positive. A national survey to evaluate the United States Anti-Drug Media Campaign suggested that mass media campaigns have little or no effect on changing attitudes once young people have initiated drug use (Orwin et al., 2006), and may even have harmful effects as those young people who were exposed to the adverts were more likely to report cannabis use or an intention to use cannabis (Hornik et al., 2008). Similar negative outcomes were reported in another large-scale evaluation of the Scottish cocaine campaign ‘Know the score’: two-fifths (41 %) of respondents said that the campaign made them more likely to find out more about cocaine and 12 % felt that the campaign had made them more likely to experiment with cocaine (Phillips and Kinver, 2007). A meta-analysis of evaluations of mass media campaigns to reduce smoking, drinking or drug use by Derzon and Lipsey (2002) found that campaigns featuring messages about resistance skills appeared to have the most harmful effects and were associated with significantly higher extent of substance use than observed in control communities.


      Flay and colleagues (1980) have suggested that the key factors to change behaviour via mass media health promotion campaigns include: repetition of information over long time periods, via multiple sources and at different times (including ‘prime’ or high-exposure times). Mass media interventions also provide the opportunity to reach specific target groups within a short timeframe (HDA, 2004). However, population-level mass media campaigns require a significant financial investment (Hornik, 2002) and are competing in an increasingly crowded market with a range of other information available to young people (Randolph and Viswanath, 2004).


      Brief interventions


      Approaches based on early screening of young people’s drug use and brief behaviour change interventions, such as motivational interviewing, have been rigorously evaluated in the United Kingdom and elsewhere (Tait and Hulse, 2003; Tevyaw and Monti, 2004). Developed by Miller and Rollnick, motivational interviewing has been defined as a ‘client-centred, directive method for enhancing intrinsic motivation to change by exploring and resolving ambivalence’ (Miller and Rollnick, 2002). Evidence suggests that it is feasible to deliver brief one-to-one interventions such as motivational interviewing to young drug-users in a wide range of settings, such as youth centres, further education colleges, general practitioners’ surgeries and ‘emergency rooms’ (Gray et al., 2005; Martin et al., 2005; McCambridge et al., 2008), and where brief interventions employ motivational interviewing principles they have been found to be effective in reducing young people’s drug use (Tait and Hulse, 2003; McCambridge and Strang, 2004; Tevyaw and Monti, 2004; Grenard et al., 2006).


      Reviewing the evidence from trials of brief motivational interviewing interventions, Tevyaw and Monti (2004) found consistent evidence that this approach can ‘result in decreases in substance-related negative consequences and problems, decrements in substance use and increased treatment engagement’, and these effects appear to be greatest among young people who report the heaviest patterns of drug use and the least motivation to change prior to intervention. Researchers have also found evidence that as little as a ‘single session’ of motivational interviewing can significantly reduce cannabis use among heavy users and among those young people considered to be at ‘high risk’ of progressing to more problematic drug use (McCambridge and Strang, 2004).


      However, the existing evidence suggests that, although brief interventions based on motivational interviewing can encourage young people to moderate their drug use in the short term, this approach is unlikely to have long-term effects on its own (McCambridge and Strang, 2005) and may therefore need to form part of a more holistic approach to harm reduction. Further research is also needed to examine the essential elements of motivational interviewing interventions and their effects on developmental transitions during adolescence (McCambridge and Strang, 2004; McCambridge et al., 2008). Furthermore, motivational interviewing is complex and requires practitioners to develop skills and experiences over time in order to deliver it proficiently. As such, it is likely to be difficult to replicate and evaluate existing intervention more widely across Europe at present while is there is limited capacity to deliver such interventions.


      Youth development


      Youth development programmes work with groups of teenagers and aim to promote their personal development, self-esteem, positive aspirations and good relationships with adults in order to reduce potentially harmful behaviours, such as drug use (Quinn, 1999). As well as enhancing young people’s interests, skills and abilities, youth projects also have the potential to divert young people away from drug use through engaging them in more positive sources of recreation, and youth workers can provide credible health messages and signpost health services. There has been considerable interest from policymakers in youth development interventions as an alternative means of reducing young people’s drug use. For example, in the United Kingdom youth work programmes targeted at socially disadvantaged and ‘excluded’ young people and other ‘at-risk’ groups have been supported by the Government, including new community-based youth development projects such as the Positive Futures initiative and the Young People’s Development Programme (Department for Education and Skills, 2005).


      Evaluations of youth development interventions targeted at vulnerable young people have shown mixed results: although some studies report that youth development interventions have had positive effects (Philliber et al., 2001; Michelsen et al., 2002), others suggest these interventions may be ineffective (Grossman and Sipe, 1992) or even harmful (Palinkas et al., 1996; Cho et al., 2005; Wiggins et al., 2009). It appears that involvement in such programmes may result in an increase in drug use where: young people are stigmatised (or ‘labelled’) via targeting, which further reduces their self-esteem and aspirations; and/or harmful social network effects arise through aggregating ‘high risk’ young people together, thus introducing young people to new drug-using peers (Bonell and Fletcher, 2008). For example, in a study examining an intervention for high-risk high school students (Cho et al., 2005), greater exposure to the programme predicted greater ‘high-risk peer bonding’ and more negative outcomes, including higher prevalence of cannabis and alcohol use (Sanchez et al., 2007).


      Youth development approaches are therefore likely to be most appropriate and effective where they are delivered in universal settings to avoid the harmful ‘labelling’ and social network effects associated with targeting ‘high risk’ youth. In the United States, after-school and community-based youth development programmes promoting civic engagement and learning through the principle of ‘serve and learn’ — which involves voluntary service, reflection on this voluntary service though discussion groups, social development classes and learning support — have been found to be effective in reducing a wide range of risky behaviours including involvement with drugs and teenage pregnancy (Michelsen et al., 2002; Harden et al., 2009). Where youth workers aim to target ‘high risk’ groups of young people, ‘detached’, street-based services may be more appropriate in order to avoid the potentially harmful social network effects associated with aggregating these young people together in youth centres, although this needs further evaluation (Fletcher and Bonell, 2008). Examples of street-based youth projects include the Conversas de Rua programme in Lisbon (http://www.conversasderua.org/) and the ‘Off the Streets’ community youth initiative in Derry, Northern Ireland.


      Settings-based approaches


      Settings-based approaches to health promotion have their roots in the World Health Organization’s (WHO) Health for All initiative and the Ottawa Charter for Health Promotion (WHO, 1986). The Ottawa Charter argued that health is influenced by where people ‘learn, work, play and love’, integrated new thinking about health promotion, and heralded the start of this new approach (Young, 2005). Key principles regarded as necessary to achieve the status of a ‘health promoting setting’ are the creation of a healthy environment and the integration of health promotion into the routine activities of the setting (Baric, 1993). Since the late 1980s, health promotion interventions have been widely established, which make changes to recreational ‘settings’, such as nightclubs, or institutional ‘settings’, such as schools, to address the social and environmental determinants of harmful drug use.


      Interventions in recreational settings


      Studies of young people in Europe who attend dance music events consistently report much higher prevalence of drug use than found in surveys of the general population (EMCDDA, 2006a). A ‘Hegemonic Recreational Nightlife Model’ has been used to understand how recreational drug use and the settings where this takes place now govern many young people’s weekend entertainment and social networks, and can give ‘meaning’ to their lives through intensive participation (Calafat et al., 2003). The recreation industry thus not only supplies services but also contributes to defining entertainment and creating the conditions in which recreational drug use takes place. In turn, there is a wide range of risk behaviours associated with recreational drug use in this context (e.g. violence, sexual risk, traffic risk), and these have been found to be influenced by factors such as a ‘permissive atmosphere’ (Homel and Clark, 1994; Graham et al., 2006), overcrowding (Macintyre and Homel, 1997), overt sexual activity (Homel et al., 2004; Graham et al., 2006) and transport habits (Calafat et al., 2009).


      A wide range of interventions now aim to change the physical context and/or the social and cultural norms of recreational settings to address the conditions and influences associated with the most ‘habitual’ contexts for young people’s recreational drug use, such as nightlife settings and music festivals, and the potential harms arising from use in such contexts. For example, several organisations in Europe have launched safer nightlife guidelines. ‘Safer dancing’ guidelines, developed in the United Kingdom, have now become an important tool in this field. Other examples are the Safe Nightlife initiative in Holstebro, Denmark, and the London Drug Policy Forum’s ‘Dance Till Dawn Safely’ initiative.


      Safe-clubbing guidelines aim to reduce opportunities for drug-related problems to occur in these settings and include promoting the accessibility of free water, the immediate availability of first aid and outreach prevention work with young clubbers. Reports on the availability of such measures, in nightclubs with sufficiently large target populations for the intervention to be implemented, were collated by the EMCDDA in 2008 (EMCDDA, 2009). These reports highlighted the limited availability of simple measures to prevent or reduce health risks and drug use in European nightlife settings. For example, it was found that outreach prevention work was provided in the majority of dance clubs in only two out of 20 European countries (Slovenia and Lithuania), while free water was still not routinely available in nine of the 20 countries. Furthermore, while 12 countries now report having developed guidelines for nightlife venues, only the Netherlands, Slovenia, Sweden and the United Kingdom report that they are monitored and implemented.


      The most widely implemented intervention in recreational settings is the responsible beverage service (RBS) guidelines to support staff and managers in harm reduction strategies. A recent systematic review, however, concluded that there is no reliable evidence that these interventions are effective in preventing injuries or other harms (Ker and Chinnock, 2008; see also Herring et al., 2010). Community-based approaches to responsible service may produce the largest and most significant effects. For example, Stockholm Prevents Alcohol and Drug Problems (STAD) is a community-based prevention programme that started in 1996 in Stockholm to promote community mobilisation, the training of bar staff in RBS and stricter enforcement of existing alcohol licensing and drug laws: an evaluation found a decrease in alcohol-related problems, increased refusal to serve minors and a 29 % reduction in assaults (Wallin and Andréasson, 2005). However, large-scale community-based interventions are likely to be expensive and need political commitment. Other factors may also limit compliance to responsible service, such as low pay, high staff turnover and a stressful working environment, and the efficacy of such interventions is therefore likely be greater when enforced as a statutory intervention (Ker and Chinnok, 2008; Wallin and Andréasson, 2005).


      Promising interventions that need further evaluation are glassware bans in recreational settings (Forsyth, 2008) and the creation of collaborating guidelines between licensed premises and accident and emergency services (Wood et al., 2008). Some nightclubs in Europe have now incorporated a first aid service inside the premises, but we are not aware of any evaluations of their effectiveness. Further research and effective collaboration between health promoters, nightlife settings and the alcohol industry are likely to be crucial in reducing the harms associated with young people’s recreational drug use. However, building relationships across these sectors is not straightforward. ‘Codes of practice’ with the potential of enforcement may be the most appropriate means to facilitate engagement across the sectors (Graham, 2000). At present, there seems to be a reluctance to enforce greater accountability through law enforcement. The Tackling Alcohol Related Street Crime (TASC) intervention in Cardiff provides an example of a broad and multifaceted intervention implemented largely by the police that produced reductions in violence at the relevant premises, although further research is needed to examine the feasibility of introducing police-led approaches in nightlife settings more generally (Maguire et al., 2003).


      Finally, on-site pill testing in recreational settings has been a controversial issue for several years and appears to be steadily less common in Europe. The main arguments against pill testing are the limited capacity of on-site tests to accurately detect harmful substances and that, by permitting on-site pill testing, contradictory messages are being sent out about the risks related to both use and possession of controlled substances (EMCDDA, 2006b).


      Whole-school interventions


      Following the emergence of ‘settings-based approaches’ to health promotion, traditional classroom-based drugs education programmes have gradually been accompanied by additional strategies in schools that address more ‘upstream’ environmental, social and cultural determinants of young people’s drug use, such as student disengagement and truancy. The origin of this new ‘settings’ approach to health promotion in schools is attributed to a WHO conference in 1989 which led to the publication of The Healthy School (Young and Williams, 1989). Following this report, ‘whole-school’ approaches have received continued support from international networks, such as the WHO, the European Network of Health Promoting Schools (ENHPS) and the International School Health Network (ISHN) (WHO, 1998; McCall et al., 2005).


      Using cross-sectional survey data from 10 European countries, Canada and Australia, Nutbeam and colleagues (1993) found a consistent relationship between ‘alienation’ at secondary school and ‘abusive behaviours’, such as smoking, drinking and drug use, and warned that ‘schools can damage your health’. Further analysis of this data suggested that students’ perceptions of being treated fairly, school safety and teacher support were related to substance use (Samdal et al., 1998). Three recent systematic reviews of experimental studies of ‘whole-school health promotion interventions’, which make changes to schools’ physical environment, governance and management, policies, and/or educational and pastoral practices, have found that these approaches appear to be ‘promising’ for reducing a wide range of ‘risky’ health behaviours among young people (Lister-Sharpe et al., 1999; Mukoma and Flisher, 2004; Fletcher et al., 2008). The review by Fletcher and colleagues found that changes to the school social environment that increase student participation, improve teacher–student relationships, promote a positive school ethos and reduce disengagement are associated with reduced drug use. The Gatehouse Project in Australia is one of the best-known examples (http://www.rch.org.au/gatehouseproject/).


      Although various pathways may plausibly underlie school effects on drug use and drug-related harms, three potential pathways via which school effects on drug use may occur have been identified: peer-group sorting and drug use as a source of identity and bonding among students who are disconnected from the main institutional markers of status; students’ desire to ‘fit in’ at schools perceived to be unsafe, and drug use facilitating this; and/or drug use as a strategy to manage anxieties about schoolwork and escape unhappiness at schools lacking effective social support systems (Fletcher et al., 2009b). This evidence further supports ‘whole-school’ interventions to reduce drug use through: recognising students’ varied achievements and promoting a sense of belonging; reducing bullying and aggression; and providing additional social support for students.


      Discussion


      There is considerable data on the prevalence of recreational drug use among young people in European countries, and the related adverse health and other harms. However, much of this evidence regarding overall prevalence of young people’s drug use is gained through school-based surveys and we cannot assume that patterns of drug use among young people who have low school attendance and young people who have been excluded from school will therefore be accurately captured in these surveys; there are also practical problems with collecting reliable self-report data about students’ use of drugs in school-based surveys (McCambridge and Strang, 2006). Street-based surveys of young people, such as the Vancouver Youth Drug Reporting System (VCH, 2007), could therefore complement existing monitoring systems in Europe. Nonetheless, current European surveys that monitor prevalence and trends are well established and allow cross-national comparisons to be made regarding young people’s drug use.


      In response to public and political concerns about the harmful consequences of young people’s drug use, a wide range of interventions have been implemented throughout Europe and elsewhere. There is no ‘magic bullet’, and harm reduction strategies in this context will need to encompass both universal and targeted strategies that seek to prevent or delay drug use, reduce the frequency of drug use during adolescence, and make changes to risk environments. Mass media campaigns may be politically important but appear to be largely ineffective (and occasionally counter-productive). If they are to continue to play a role in informing young people about the risks associated with recreational drug use, health promoters should design mass media campaigns in conjunction with young people and — although it is difficult to attribute changes in behaviour to mass media interventions — these campaigns should be subjected to pilot trials prior to ‘roll-out’. Future mass media campaigns should also pay close attention to providing easy access to information via the Internet and telephone advice lines.


      Based on the current evidence, school-based programmes show greater promise for preventing young people initiating drug use at a young age than mass media interventions. Comprehensive social influence models and peer-led programmes based on the ‘diffusion of innovations’ approach are the most promising approaches for drugs education and prevention in schools, and thus should be piloted and evaluated more widely in Europe. Interventions that promote a positive school ethos and reduce student disaffection and truancy are likely to be an effective complement to these drugs education and prevention interventions in schools. These school-level ‘settings’ interventions focusing on the more ‘upstream’ determinants of risk should also now be piloted and evaluated in Europe to examine their potential for harm reduction.


      Motivational interviewing shows considerable promise in a wide range of settings, including among those young people with the heaviest patterns of drug use. However, motivational interviewing is resource-intensive and where there is insufficient investment this will impact on its potential for harm reduction. New training programmes in motivational interviewing should therefore be considered a priority in European countries, initially to build capacity for greater intervention in recreational contexts and among professionals working with high-risk young people.


      Youth development approaches appear to be most appropriate and effective in addition to, rather than as an alternative to, school, such as after-school and school-holiday programmes promoting self-esteem, positive aspirations, supportive relationships and learning through the principle of ‘serve and learn’, which is based on volunteering in the local community. In addition, because of its focus on working with existing peer groups (and thus its ability to avoid the potentially harmful effects associated with centre-based youth projects), as well as its greater reach and flexibility, detached, street-based youth work may be the most appropriate and effective approach for targeting those young people deemed at ‘high risk’ of harm. These approaches should be the subject of further evaluation in Europe with high-risk groups.


      Perhaps of greatest concern at present is the lack of agreement and guidance about what to do in recreational settings in Europe to reduce drug-related harm. There are few statutory policies governing the most ‘habitual’ contexts for young people’s recreational drug use, such as nightlife settings and music festivals, or rigorous evaluations of interventions in such settings in Europe. Guidelines promoting the accessibility of free water, immediate availability of first aid and outreach services have been implemented with promising effects in some (but by no means all) European countries. These should be enforced through changing them into laws where possible and be accompanied by additional efforts to encourage responsible alcohol service and reduce other risky behaviours.
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      Abstract


      This chapter reviews the spread of harm reduction services in European criminal justice systems, and their evaluation. It begins with a discussion of the tensions and contradictions inherent in providing harm reduction services (which may accept continued drug use) in criminal justice settings (that do not). It then draws on research carried out for the Connections project, for its predecessor the European Network on Drug and Infections Prevention in Prisons and on the information gathered by the European Monitoring Centre for Drugs and Drug Addiction. It examines services such as needle and syringe exchange, opiate substitution and distribution of condoms and disinfectants in prisons. It also examines harm reduction services that have been developed in the context of police custody, and in the attempt to provide through-care and aftercare to drug users who pass through the criminal justice system. The chapter concludes that the tensions between harm reduction and criminal justice aims can be overcome in providing effective services to reduce drug-related harms.


      Keywords: criminal justice systems, harm reduction, prison, decriminalisation, syringe exchange, opioid substitution treatment, arrest-referral.


      Introduction


      Harm reduction is often seen as conflicting with the use of law enforcement to reduce drug use, but there are ways in which policies and practice can develop in order to reduce harms related to drugs within the criminal justice system. The principle of harm reduction may also be applied to law enforcement itself. Drug prohibition can inadvertently increase the harmfulness of drug use as it means that users rely on illicit forms of supply and consume drugs of unknown purity and quality in a risky manner. It also creates artificially high prices, which stimulate acquisitive crime and facilitate corruption and violence. Given that drug markets cannot be eliminated, but may operate in ways that are more or less socially harmful, the key questions for law enforcement become: what sort of markets do we least dislike and how can we adjust the control mix so as to push markets in the least harmful  of impact wider the of discussion detailed more aside leave we chapter, this In direction?drug law enforcement or criminalisation on societal levels of drug-related harm. We focus instead on the provision of services that aim to reduce harms done to drug users within the criminal justice system.


      Many of the people who are caught up in the criminal justice system are highly exposed to drug-related harms (EMCDDA, 2009a; Singleton et al., 1997; Stöver, 2001; Rotily et al., 2001; Møller et al., 2007; Stöver et al., 2008a; Dolan et al., 2007). These people do not lose their right to adequate and effective healthcare when they enter the criminal justice system (Carter and Hall, 2010). The ideal criminal justice system would therefore protect their health by offering the full range of healthcare approaches. Some European systems have been moving closer, in various ways, to achieving this, and we describe some of these developments in this chapter. We will examine how measures such as opioid substitution treatment (OST), needle and syringe exchange, and the provision of disinfectants and condoms have worked in prison contexts. We will look at issues of through-care and aftercare and we will explore how processes that follow arrest can divert drug users into treatment. Before looking at specific harm reduction measures we provide a short discussion of the inherent tensions between controlling drugs through the criminal law and efforts to reduce harms to drug users.


      Tensions between law enforcement and harm reduction


      There are at least two contradictions that hinder the effort to reduce harm through the criminal justice system. The first is the fact that criminal justice systems themselves produce harms. Of course, the criminal justice system also produces benefits to the extent that it protects people from crime and insecurity. But arrests, fines, community penalties, imprisonment and parole all infringe on individual freedoms and pleasures. The special pains of imprisonment have been a particular focus of criminological research (Sykes 1958; Mathiesen, 2006). The idea that these pains are justified by the need to reduce crime is challenged by the lack of evidence for the effectiveness of imprisonment, the most painful form of criminal justice intervention currently used in Europe (Tonry, 2004; Gendreau et al., 1999). It is well known, for example, that there is little relationship between imprisonment and crime rates (Kovandzic and Vieraitis, 2006; Reiner, 2000). Countries do not use prison as a direct, rational measure to reduce crime. Rather, they choose — through a complex process of ideological, moral, political and juridical negotiation — the level of pain that they are willing to inflict on their citizens (Christie 1982). If we choose the level of harm that we inflict, we can also choose to reduce it.


      The second contradiction in pursuing harm reduction in the criminal justice system is that between the pursuit of abstinence and the acknowledgement of continuing drug use. Countries are obliged, through the UN drug conventions, to prohibit and to penalise the possession of certain substances. The criminal justice system is the process that puts these obligations into practice. It is very difficult for the same system to acknowledge that the people under its control continue to defy the law. Until the mid-1990s, for example, it was common for prison governors to deny that drug use was going on within their walls (Duke, 2003). More recently, it has been suggested by Phillip Bean (2008) that treatment agencies working with the criminal justice system should expect to subordinate their aims to those of the criminal justice agencies. Harm reduction approaches have traditionally been developed to meet the needs of people who continue to use illicit drugs, and therefore do not fit with the prescription that people under penal control should abstain. Some parts of the criminal justice system and some countries appear to negotiate this conflict more easily than others. This may be due to the different perceptions of the ideal goal of abstinence. Within the prison system, for example, abstinence has a relatively high value, because it fits with the prison’s goal of incapacitating the prisoner from committing further crimes (e.g. drug purchase and possession). Probation services, with a greater focus on rehabilitation and relatively less control of the person’s behaviour, seem to have less emphasis on absolute abstention, at least in Europe. In the United States, drug use while on probation often leads to imprisonment. It is more often tolerated in European probation systems, as long as no other offences are committed (Stevens, forthcoming).


      So how do we deal with these contradictions? First, it seems axiomatic that the best way to reduce the amount of drug-related harm that occurs inside the criminal justice system is to reduce the number of drug users who enter it. Drug users cannot cause harm (or be harmed) in criminal justice settings if they are not actually in these settings. The number of drug users in criminal justice settings can be reduced through decriminalisation of drugs, which means that no drug users enter the criminal justice system for possession offences (though decriminalisation of drugs would not necessarily reduce the number of drug users who enter the system for other offences, which could be reduced by developing diversion or alternative sanctions) (Stevens, forthcoming). Different European countries have tried various forms of decriminalisation. They include the Netherlands’ expedient nonprosecution of cannabis supply at the retail level, as well as the non-criminal offences of personal drug use in the Czech Republic, Estonia, Italy, Spain and suspension of prosecution of personal use offences in Germany and Austria.


      The most comprehensive process of decriminalisation so far has occurred in Portugal. From July 2001 people who are found by the Portuguese police to be in possession of fewer than ten days’ personal supply of any drug have not been arrested, though the drug is still confiscated. They have instead been referred to regional drug dissuasion committees, which have the option of imposing warnings, fines, administrative sanctions (such as taking away driving or firearms licences), or — in the case of dependent users — referring them to treatment. Since decriminalisation, and the simultaneous expansion of prevention, treatment and harm reduction services, there have been dramatic reductions in drug-related deaths and HIV. Rates of drug use seem to have fallen among children, but risen slightly in adults, in line with pan-European trends. The respective roles of decriminalisation and the simultaneous expansion of drug treatment in producing these changes can be debated (IDT, 2007; IDT, 2005; Hughes and Stevens, 2007; Greenwald, 2009). But Figure 14.1 shows clearly that decriminalisation reduced the use of imprisonment for drug offences and led to an overall reduction in the prison population (IDT, 2006, Table 62). This reduction has also been accompanied by substantial reductions in the number of people using drugs and living with HIV within Portuguese prisons (Torres et al., 2009).


      The second contradiction is just a more extreme form of the long-standing argument that harm reduction conflicts with the goal — still subscribed to by all UN members (ECOSOC, 2009) — of eliminating illicit drug use. Over time, there has been a gradual acceptance that harm reduction measures do not prevent people from achieving abstinence, but rather protect the health of people who will continue to use drugs, whether or not they have the means to protect their health. This acceptance has been supported by decades of evaluative research on harm reduction measures outside the criminal justice system, including opiate substitution treatment (using methadone, buprenorphine or heroin itself) and needle and syringe exchange programmes (Hunt, 2003; Ritter and Cameron, 2005; Tilson et al., 2007; Kimber et al., 2010). As evidence develops on the use of such measures within the criminal justice system, we could expect that resistance to harm reduction within the criminal justice system will also subside. But we should not be too optimistic. The negotiations at the high level segment of the Commission on Narcotic Drugs in Vienna in March 2009 showed that resistance to harm reduction remains strong, even outside the criminal justice system. A glimmer of hope from that meeting can be perceived, if we look hard enough, in the commitment to provide treatment and ‘related support services ... on a non-discriminatory basis, including in detention facilities’ (ECOSOC, 2009).


      Figure 14.1: Number of prisoners under sentence for drug and other offences in Portugal,
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      Source: Hughes and Stevens, 2007.


      Harm reduction in the criminal justice system


      Our exploration of existing harm reduction services in criminal justice systems starts in the place where drug-related harms of the criminal justice system are most acute: prisons.


      In a report on the implementation of the European Council Recommendation (of 18 June 2003 ([11])) on the prevention and reduction of health-related harm associated with drug dependence ([12]) it was stated that a policy to provide drug users in prisons with services that are similar to those available to drug users outside prisons exists in 20 EU Member States and was about to be introduced in four countries (van der Gouwe et al., 2006). However, recent European monitoring data show that that the implementation of harm reduction programmes is quite heterogeneous in European prisons (EMCDDA, 2009a). Availability and accessibility of many key harm reduction measures in prisons lag far behind the availability and accessibility of these interventions in the community outside prisons (EMCDDA, 2009b).


      Illustrating this gap most vividly is the provision — or lack thereof — of needle and syringe programmes (NSP), currently only implemented in five EU countries (EMCDDA, 2009c). The availability of opioid substitution treatment (OST) in prisons is low compared to the level of OST provision in the community in most European countries (EMCDDA, 2009d; see Figure 14.2). These findings support an earlier statement from the European Commission that:


      Harm reduction interventions in prisons within the European Union are still not in accordance with the principle of equivalence adopted by UN General Assembly, UNAIDS/WHO and UNODC, which calls for equivalence between health services and care (including harm reduction) inside prison and those available to society outside prison. Therefore, it is important for the countries to adapt prison-based harm reduction activities to meet the needs of drug users and staff in prisons and improve access to services.


      (European Commission, 2007, conclusion 5).


      These findings also echo a 2008 WHO Regional Office for Europe report that monitored State progress in achieving Dublin Declaration goals. The Dublin Declaration commits the signatory States to take 33 specific actions — and in some cases meet specific targets — to address the HIV prevention, care, treatment and support situation across the region. The report found that, of the 53 signatory countries, condoms were available in prisons in only 18, syringe exchange programmes available in six and substitution treatment available in 17 (Matic et al., 2008). A more recent review (in 2009) by the International Harm Reduction Association (IHRA) found the situation has only marginally improved, with nine countries (out of 46) in Europe and Central Asia having syringe exchange in prisons and 28 substitution treatment (Cook, 2009; see also Cook et al., 2010).


      Calls for an urgent and comprehensive response to addressing health risks within prison settings, including harm reduction measures (WHO Regional Office for Europe, 2005) are not new, and have been highlighted in international reports and policy documents spanning two decades (Parliamentary Assembly of the Council of Europe, 1988; UNODC et al., 2006; WHO, 1993; Matic et al., 2008). However, despite existing recommendations, guidelines and commitments made by governments and many others (Lines, 2008), only very few countries within the European region have come close to achieving the goals set out (Cook, 2009).


      There are four key harm reduction tools for the prison setting. We describe each of these, including an example of best practice, below.


      Figure 14.2: Provision of substitution/maintenance treatment (OST) in the community and availability of OST programmes in the prison system in 2007 in the EU (expert rating)
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      Notes:


      This figure is available at: http://www.emcdda.europa.eu/stats09/hsrfig2.


      Comments:


      Data were not available for Sweden.


      Rating scales:


      Prison: expert rating of the availability of OST programmes in prisons in the country (and does not reflect level of OST provision in prison):


      • Full: substitution/maintenance treatment exists in nearly all prisons.


      • Extensive: exists in a majority of prisons but not in nearly all of them.


      • Limited: exists in more than a few prisons but not in a majority of them.


      • Rare: exists in just a few prisons.


      Community: expert rating of the level of provision of OST in the community, in relation to the needs of target group problem opioid users:


      • Full: nearly all problem opioid users (POUs) in need would obtain OST.


      • Extensive: a majority but not nearly all POUs in need would obtain OST.


      • Limited: more than a few but not a majority of POUs in need would obtain OST.


      • Rare: just a few POUs in need would obtain OST.


      Sources: EMCDDA, 2009d. Structured questionnaire on ‘treatment programmes’ (SQ27/P1), submitted by NFPs in 2008. Data for Malta is from DG Health and Consumer Protection, ‘Final report on prevention, treatment, and harm reduction services in prison, on reintegration services on release from prison and methods to monitor/analyse drug use among prisoners’, SANCO/2006/C4/02.


      Needle and syringe exchange programmes in prisons


      A position paper of the United Nations system identifies NSP as one component of ‘a comprehensive package for HIV prevention among drug abusers’ (Commission on Narcotic Drugs, 2002). In prisons, NSPs have been operating successfully for more than 15 years. A meta-analysis (based on 11 evaluations of the implementation of prison-based NSPs) revealed that none of the fears often associated with planned NSPs occurred in any project: syringe distribution was followed neither by an increase in drug intake nor in administration by injection. Syringes were not misused as weapons against staff or other prisoners, and disposal of used syringes was uncomplicated. Sharing of syringes among drug users disappeared almost completely or was apparent in very few cases. These studies demonstrate both the feasibility, safety and efficacy of harm reduction including NSP in prison settings (Meyenberg et al., 1999; Stöver and Nelles 2003).


      At present, NSPs have been established in prisons in nine countries worldwide (Lines et al., 2006), including six countries in Europe. Coverage of the national prison systems is, however, variable. In Spain, implementation of needle and syringe exchange is authorised in all prisons (see box below) and in 2006, programmes existed in 37 prisons (Acín García, 2008). In Switzerland, NSPs are available in eight of 120 prisons, and in Germany, Luxembourg, Romania and Portugal such programmes operate in one or two prisons. Other countries, including the United Kingdom (Scotland), are considering the implementation of pilot projects (EMCDDA, 2009a; Lines et al., 2006). A review published in 2007 stated:


      Prison NSPs have been implemented in both men’s and women’s prisons, in institutions of varying sizes, in both civilian and military systems, in institutions that house prisoners in individual cells and those that house them in barracks, in institutions with different security ratings, and in different forms of custody (remand and sentenced, open and closed).


      (Stöver et al., 2009, p. 83)


      Prison-based needle and syringe exchange programmes in Spain


      Spanish prisons implement needle and syringe programmes (NSPs) via negotiated protocols and frameworks based on consensus among all actors involved. Following the positive experience of pilot projects, the Spanish government made a commitment to expand availability, and in March 2001 the parliament approved a green paper recommending NSPs in all prisons. This was followed by a directive, in June 2001, from the Directorate General for Prisons requiring all prisons to implement NSPs. In October, there was a further similar directive from the Subdirectorate General for Prison Health setting January 2002 as the target. In March 2002, the Ministry of the Interior and the Ministry of Health and Consumer Affairs jointly published guidelines, policies, and procedures, and training and evaluation materials, for the national implementation of prison-based NSPs. With these guidelines, every prison elaborates its own NSPs. In order to implement, follow up and evaluate the programme:



      • a Commission is created, with the Director and vice directors (including sanitary vice director) and representatives of security staff of the prison, as well as representatives of the Drug Dependence and AIDS Regional Programmes;



      • the needs of the prisoners and their patterns of drug use are assessed;



      • the protocol for the NSP is developed; the attitudes of prisoners and staff are assessed;



      • the implementation strategies are identified; and the evaluation designed.



      (Stöver et al., 2007)



      The Ministry of Labour and Social Security endorsed this process with additional guidance on reducing potential harm to prison staff (Ministry of Labour and Social Security, 2002).


      Opioid substitution treatment


      While opioid substitution treatment (OST) has become standard practice in community drug treatment services in many European countries (EMCDDA, 2009a), the implementation of OST in custodial settings in most European countries is still lagging behind the availability and quality of the treatment provision in the community (Kastelic et al., 2008; EMCDDA, 2009d).


      Studies have indicated that OST initiated in the community is most likely to be discontinued in prisons (Stöver et al., 2004; Stöver et al., 2006; Michel, 2005; Michel and Maguet, 2003). This often leads to relapse both inside prisons and immediately after release, often with severe consequences, as indicated by high mortality rates after release from prisons (Singelton et al., 2003). Many studies have also shown the benefits of OST for the health and social stabilisation of opioid-dependent individuals passing through the prison system (Stallwitz and Stöver 2007; Larney and Dolan, 2009).


      Substitution treatment has been widely recognised as an effective treatment for opioid dependence in the general community (Dolan et al., 1998; Farrell et al., 2001; Larney and Dolan, 2009; UNODC et al., 2006) and as having crime reducing effects (Lind et al., 2005). Despite this and the fact that methadone and buprenorphine have been added to the WHO model list of essential medicines (WHO, 2005), it remains controversial for prisons, particularly in Eastern European countries where substitution treatment also only exists on a low level in the community (van der Gouwe et al., 2006). Nevertheless, experience has clearly shown the benefits of this treatment in prisons (WHO et al., 2007; Heimer et al., 2005; Stöver et al., 2008b; Stöver and Michels, 2010).


      In countries that provide OST in prisons, it is most commonly used for short-term detoxification, and less frequently as a maintenance treatment (Kastelic et al., 2008). In some countries, such as Austria, England (see box here) and Spain, substitution treatment is provided as standard therapy to many prisoners who began treatment in the community and are deemed likely to continue it after release (Stöveret al., 2004). In others it is either not available in prisons at all, although legally possible (Estonia and Lithuania), or only provided in very rare cases (Sweden). OST treatment that has been started in the community cannot legally be continued in prisons in Slovakia, Latvia, Cyprus and Greece. New substitution treatments cannot be initiated in Slovakia, Latvia, Cyprus, Greece, Portugal, Finland and Estonia (EMCDDA, 2009a).


      Acknowledgement that the benefits of substitution treatment in the community might also apply to the prison setting has taken years. The sources of the controversy — and the slow and patchy manner of the intervention’s implementation thus far — can be traced first to the prisons’ general failure to provide adequate healthcare, with limited resources for populations with high concentrations of poor physical and mental health (Møller et al., 2007; Bertrand and Niveau, 2006). Second, due to the parallel prison healthcare system (separate to the national health services in most countries), responsibility for a prisoner’s medical treatment is often transferred to healthcare providers only after that prisoner has been released. Third, the ethos of coercion and incapacitation manifests itself in a strict abstinence-based approach to drug use. Therefore, while opioid-dependent individuals in the community may be treated as patients and receive substitution treatment, in prison they continue to be treated as prisoners who are supposed to remain drug free. This double standard leads to frequent interruptions in treatment and inconsistency in dosages, especially as many opioid users spend substantial periods of time incarcerated.


      Opioid substitution treatment (OST) in England


      The number of methadone maintenance (OST) treatments started in prisons in England has increased from 700 in 2003 ([13]) to 19 450 for the year 2008. All 130 adult prisons in the country are now funded to provide OST. Approximately 26 000 treatments are anticipated for 2009, rising to 39 000 for the year 2010 (Marteau and Stöver, 2010).


      Figure 14.3: Methadone maintenance treatments in prisons in England
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      The massive expansion of OST in prisons is the result of: a shift of responsibility for prison healthcare from the Home Office to the National Health Service; political and professional leadership and investment; and a strong investment in training and education of staff in prisons. With these efforts, the number of patients in prison-based OST has been increased substantially over the past two years (Stöver et al., 2008b).


      This example shows that the Integrated Drug Treatment System (IDTS) has been welcomed by a large section of the health and criminal justice community. It has also helped the British government to avoid repeated litigation by drug users who have been denied the appropriate treatment (in the past, the government has had to settle cases on this) (Radcliffe and Stevens, 2008; Marteau and Stöver, 2010). A large research programme will evaluate the process and outcomes of the IDTS.


      Evidence shows that methadone maintenance treatment (MMT, the most studied form of pharmacological drug treatment) can reduce risk behaviour in penal institutions, such as reduced frequency of illicit drug use in prison and reduced involvement in the prison drug trade (Dolan et al., 1998; Kimber et al., 2010). Studies have also demonstrated that methadone maintenance treatment provision in a prison healthcare setting can be effective in reducing heroin use, drug injection and syringe sharing among incarcerated heroin users (Stöver and Marteau, 2010). A sufficiently high dosage also seems to be important for improving retention rate, which helps in the provision of additional healthcare services (Dolan et al., 2002).


      There is evidence that continued MMT in prison has a beneficial impact on transferring prisoners into drug treatment after release. The initiation of MMT in prisons also contributes to a significant reduction in serious drug charges and in behaviour related to activities in the drug subculture. Offenders participating in MMT also had lower readmission rates and were readmitted at a slower rate than non-MMT patients. For example, a 2001 evaluative study of the methadone programme of the Correctional Service of Canada (CSC) concluded that participation in methadone programmes had positive post-release outcomes. The study found that opiate users accessing MMT during their incarceration were less likely to be readmitted to prison following their release — and were less likely to have committed new offences — than were those not accessing methadone. These findings have been supported by a more recent randomised trial from the United States. It showed that prisoners who started methadone treatment before release and continued after it were significantly more likely to stay away from illicit drugs in the first year after release. Their outcomes were better than those achieved by similar prisoners who received only counselling in the prison, than if they were transferred to methadone programmes on release (Kinlock et al. 2009; Stöver and Marteau 2010; Stöver and Michels, 2010).


      Studies have shown that prison staff tend to support the introduction of OST to a higher degree than they support other harm reduction measures, such as syringe exchange (Allen, 2001). Greater knowledge of substitution programmes is directly associated with more positive attitudes towards it (McMillan and Lapham, 2005). This suggests that training for staff on all levels may decrease resistance to substitution programmes and contribute to patient-oriented, confidential and ethical service delivery. Institutional constraints can also be overcome by highlighting the benefits of a substitution programme for the prison itself (Stöver and Marteau, 2010).


      Provision of bleach and disinfectants


      Many prison systems have adopted programmes that provide disinfectants such as bleach to prisoners who inject drugs, as a means to clean injecting equipment before re-using it (see box here). According to UNAIDS in 1997, the provision of full-strength bleach to prisoners as a measure had been successfully adopted in prisons in Europe, Australia, Africa, and Central America (UNAIDS, 1997). The WHO further reported that concerns that bleach might be used as a weapon proved unfounded, and that this has not happened in any prison where bleach distribution has been tried (WHO, 2007).


      However, disinfection with bleach as a means of HIV prevention is of varying efficiency, and therefore regarded only as a secondary strategy to syringe exchange programmes (WHO, 2005). The effectiveness of disinfection procedures is also largely dependent upon the method used. Before 1993, guidelines for syringe cleaning stipulated a method known as the ‘2x2x2’ method. This method involved flushing injecting equipment twice with water, twice with bleach and twice with water. Research in 1993 raised doubts about the effectiveness of this method in the decontamination of used injecting equipment, and recommended new cleaning guidelines where injecting equipment should be soaked in fresh full-strength bleach (5 % sodium hypochlorite) for a minimum of 30 seconds (Shapshank et al., 1993).


      All of these developments further complicate the effective use of bleach and disinfectants in prison settings, where fear of detection by prison staff and lack of time often means that hygienic preparation of equipment and drug use happens quickly, and that prisoners will often not take the time to practise optimal disinfection techniques (WHO, 2005). Furthermore, bleach is effective in killing the HIV virus, but may be less effective for the hepatitis C virus.


      Training drug users to clean syringes with bleach may provide the user with false reassurance regarding the risk of re-using injecting equipment. Despite these limitations, provision of disinfectants to prisoners remains an important option to reduce the risk of HIV transmission, particularly where access to sterile syringes is not available. The Royal College of General Practitioners concluded that ‘[o]n current evidence it would be difficult to support a policy of not distributing bleach’ (2007, p. 13).


      By August 2001, bleach was provided in 11 of 23 pre-expansion EU prison systems (Stöver et al., 2004). Disinfectants are also made available to prisoners in Canada, England and Wales, Iran, Kyrgyzstan, Moldova, Turkmenistan, Switzerland, and some parts of the Russian Federation.


      Provision of bleach in Austrian prisons


      In all 28 Austrian prisons, anonymous access (in most parts of the prison system) to disinfectants in order to avoid the transmission of blood-borne viruses (BBV) via sharing of needles and equipment is provided. The Austrian Ministry of Justice stated in several orders (‘Erlass’) that beside condoms, the disinfectant Betaisadona should be made available freely and anonymously in all prisons. The primary purpose is the cleaning of injection equipment and the treatment of injection punctures. In this context the target group are not only drug users but also those prisoners involved in tattooing. Implementation, however, is varied, with limited staff resources being a factor.


      Provision of condoms, dental dams, and water-based lubricants


      Many prisons globally provide condoms to prisoners as part of their institutional health and STI prevention policies. This is in keeping with the recommendation of the WHO Guidelines, ‘Since penetrative sexual intercourse occurs in prison, even when prohibited, condoms should be made available to prisoners throughout their period of detention. They should also be made available prior to any form of leave or release’ (WHO, 1993).


      Multiple barriers exist to the use of condoms in many prisons, and there is often poor knowledge among prisoners of sexual risk behaviour and risk reduction (MacDonald, 2005; Todts et al., 1997; UNODC et al., 2006). These barriers include prison rape, the social stigma attached to homosexuality and same-sex activities, and insufficient privacy to enable safer sex. Furthermore, condoms, dental dams, and water-based lubricants are often theoretically available but often not easily and discreetly accessible, at least not available on a 24-hour basis. Prisoners may be reluctant to access safer sex measures for fear of identifying themselves as engaging in such activities.


      Evidence suggests that the provision of condoms is feasible in a wide range of prison settings (WHO et al., 2007). No prison system enabling condom distribution has reversed this policy, and none have reported security problems or any major negative consequences. Research also demonstrates the importance of identifying the factors shaping resistance among stakeholders and prison officials to introducing harm reduction measures in custodial settings, including condom distribution (Jürgens et al., 2009; Stöver et al., 2007). The orientation of ministries of justice, public opinion, and prison system financial constraints are all factors shaping staff acceptance or resistance to implementing harm reduction, and it is important to develop tailor-made strategies to address these (Marteau and Stöver 2010; Stöver et al., 2009).


      Through-care and aftercare


      Prison may be the place where drug-related harms are most visible and acute, but the vast majority of prisoners will one day be released. According to Williamson (Williamson, 2006) the major challenge for prison healthcare is:


      to enable continuity of care, within, between, on admission and upon release. Using the prisoner journey from pre-arrest to post release as a template it will be possible for local health and social care, and criminal justice communities to better plan continuity of health and social care, alternatives to imprisonment and long term support services.


      (Williamson, 2006, p.5)


      Several studies have shown that effective and rapid access to aftercare for drug-using prisoners is essential to maintain gains made in prison-based treatment (e.g. Zurhold et al., 2005; Inciardi et al., 1997; Department of Health/National Offender Management Service, 2009). Prisoners are marginalised in society and tend to fall into the gaps between care systems and structures, which find it hard to deal with multiple needs. Care should be taken to overcome this tendency. From previous studies on recidivism following in-prison treatment (e.g. Inciardi et al., 1997), maintaining therapeutic relationships initiated in the prison into the post-release period would be likely to reduce recidivism and improve health outcomes. Prisons can be places of relative safety and health promotion for prisoners. Many people slip back into less healthy habits when they leave this structured environment. The box on p. 391 gives an example of a promising programme that seeks to avoid this danger.


      The ‘Through the Gates’ service


      Many prisoners, including a high proportion of those with drug problems, leave prison with no home to go to. This increases the likelihood that they will continue risky patterns of drug use and offending. In response to this problem, the St Giles Trust (a non-governmental organisation based in London) set up the ‘Through the Gates’ service. This service employs a team of caseworkers (half of whom are themselves ex-offenders) to work with individual prisoners. The caseworkers go to meet prisoners before they are released in order to assess their housing and other needs. They then meet the prisoner at the gate of the prison on the day of their release. The worker accompanies the client to initial meetings with the housing service, with probation officers and, when necessary, drug treatment services. In the first year of this service, 70 % of the homeless clients it worked with were successfully placed in temporary or permanent accommodation. Probation officers reported that the service dramatically increased the chances of successful resettlement. Some clients reported that it was the first time that they had been helped to step off the repetitive treadmill of imprisonment, drug use and crime.


      The following conclusions were drawn by a multi-country survey of key informants on aftercare programmes for drug-using prisoners in several European countries (Fox, 2000):


      • Aftercare for drug-using prisoners significantly decreases recidivism and relapse rates and saves lives.


      • Interagency cooperation is essential for effective aftercare. Prisons, probation services, drug treatment agencies and health, employment and social welfare services must join up to meet the varied needs of drug-using offenders.


      • Short-sentence prisoners are the most poorly placed to receive aftercare and most likely to re-offend. These prisoners need to be fast-tracked into release planning and encouraged into treatment.


      • Ex-prisoners need choice in aftercare. One size does not fit all in drug treatment.


      • Aftercare that starts in the last phase of a sentence appears to increase motivation and uptake.


      • In aftercare, housing and employment should be partnered with treatment programmes. Unemployed and homeless ex-prisoners are most likely to relapse and re-offend.


      • Drug treatment workers must have access to prisoners during their sentence to encourage participation in treatment and to plan release.


      As the mortality risks due to overdose are most critical in the first week after release (Singleton et al., 2003; Farrell and Marsden, 2008), all harm reduction measures to prevent overdose or drug-related infections should be available and accessible.


      Earlier stages of the criminal justice system


      As with prisons and through-care, the practice and policy of the police with regard to harm reduction varies throughout Europe, dependent on different legal backgrounds. What can be found all over Europe is a high level of formal or informal discretion (EMCDDA, 2002). The police on the street can simply turn a blind eye towards illicit behaviour, or the official strategy of the police might pro-actively support harm reduction. The basis for these choices is a growing awareness of the adverse effects of control and custody with regard to the health of drug users and thus an increasing acknowledgment of all forms of support, assistance, counselling and treatment for this target group.


      The introduction of policing practices that are more open to harm reduction interventions can contribute substantially to reducing some of the negative consequences of police patrolling, such as a reluctance to carry syringes and unsafe disposal, hurried and unsafe preparation of injection, and the potential for police attention to deter drug users from going to treatment centres (MacDonald et al., 2008). The availability of an injection location that is safe from police interference is a significant harm reduction measure (Kerr et al., 2008). Drug consumption rooms are an interesting model of accepting an unlawful behaviour (possession and consumption of drugs) for the sake of the health of the drug users. In most countries where they operate, these facilities are not only tolerated, but also demanded and supported by the police, who also facilitate their use (DeBeck et al., 2008). Furthermore, the police mostly see drug consumption rooms as a ‘win–win’ situation, as they spend less of their time dealing with users, and therefore have more resources available to target dealers. In addition, drug consumption is no longer taking place in the local area and causing public nuisance, but is taking place under hygienic and less visible circumstances (Stöver, 2002; Hedrich et al., 2010). The success of drug consumption rooms depends on the police agreeing not to target drug users within and around them.


      There are other examples in Europe of structured combinations of harm reduction and crime prevention approaches. Arrest referral programmes, which first appeared in the United Kingdom in the 1980s and were expanded at national level by the Home Office Circular in 1999, are an example of a criminal justice-based programme that can introduce drug users to treatment and harm reduction services (Seeling et al., 2001). Arrest referral places specially trained substance use assessment workers in police stations to counsel and refer drug-using arrestees who voluntarily request assistance with their drug-related problems. Arrest referral schemes provide an access point for new entrants to services. Data from the national monitoring programme in England and Wales showed that half (51 %) of all those screened by an arrest referral worker had never accessed specialist drug treatment services (Sondhi et al., 2002). This implies that arrest referral is successful in contacting problem drug-using offenders at an earlier point than they might have otherwise considered using services. Outcomes of the arrest referral schemes included consistent reductions in drug use and offending behaviour among problem drug-using offenders who have been engaged in the scheme (Sondhi et al., 2002).


      However, arrest referral often suffers from low rates of retention, with large proportions of the contacted drug users not going on to contact services (Edmunds et al., 1998). In England and Wales, the Drug Intervention Programme was supplemented by a system of case management of drug-using offenders and, since 2005, testing on arrest and required assessments in order to address this problem. These latter measures enable the police to require a person arrested for any one of a specific list of offences to undergo a drug test. If the test is positive for cocaine or heroin, the person can then be ordered to attend an assessment with a drug treatment worker. The effect of these measures has not been evaluated. They have brought more drug users into treatment assessments, but many of them have been recreational users of cocaine who see no need to enter treatment.


      At the stage of arrest, many drug users face risks associated with the seizure of their injecting equipment, as this increases the risks of syringe sharing the next time they use drugs. The provision of syringe exchange within police custody could reduce this risk. The revised 2007 ACPO Drug Strategy for Scotland, as well as reaffirming the support of police forces for harm reduction interventions, also acknowledges the role of the introduction of syringe exchange schemes in custody suites. As MacDonald et al. (2008) have stated:


      Research has demonstrated that the police can have a role in harm reduction provision, without necessarily compromising their legal and moral values. For example, they can encourage users in detention to make use of local needle exchange sites and provide information on their location, and they can use discretion in not arresting users at such sites, while consulting with the community on the need for such methods.


      (MacDonald et al., 2008, p. 6)


      Early interventions have been implemented in many European states to avoid the negative impact of both continuous untreated drug addiction and conviction and possibly incarceration. ‘FreD goes net’ is a European network of such early intervention projects, which are diverting young drug users from police to counselling agencies to avoid adverse effects of the criminal justice system (LWL, 2009).


      In a number of European countries legislation expands the options available to the courts for the diversion of drug-related offenders away from the criminal justice system to treatment, or for court-mandated treatment to form part of a sentence (EMCDDA, n.d.). Although data on usage of these options remain rare (European Commission, 2008), it seems they have historically been under-used (Turnbull and Webster, 1997). Few have been formally evaluated (Hough et al., 2003). Those that have been evaluated have tended to show that treatment that is entered through the legal system can be as effective as when people enter through other modes (McSweeney et al., 2007; Stevens et al., 2005). The under-exploitation of opportunities to divert drug users from the criminal justice system through alternative measures to imprisonment remains a major problem — particularly in new Member States of the European Union — which demands further investigation and action. In Cyprus in 2008, for example, a law had existed since 1992 that enabled drug-using offenders to be diverted into treatment, but no suitable treatments were in place and so the law was not used (Fotsiou, 2008).


      Conclusion


      The evidence and examples provided in this chapter have shown that it is possible to negotiate the tensions between law enforcement and harm reduction. Services have been successfully implemented that have reduced the harms experienced by drug users in the criminal justice system. However, implementation in many countries remains at the level of discussion, or small pilot projects. It is rare that countries actually practice the principle of equivalence between services inside and outside prisons to which they have signed up. And the chances of rapid extension of harm reduction in criminal justice systems may seem to be low, given the current scale of economic uncertainty and strains on the public purse.


      Nevertheless, given the frequent contact between drug users and criminal justice systems, and ongoing epidemics of blood-borne viruses linked to problem drug use, there is an urgent need for harm reduction services to be scaled-up. Reducing the numbers of drug users in prison will be the least costly means of increasing the proportion of prisoners who have access to harm reduction. It would reduce demand for drug services in prison and would free up resources to spend on harm reduction and other services, assuming that these resources are not diverted away from working with drug users.


      Additional challenges remain. These include the need to develop and expand services for non-opiate users (such as methamphetamine users in parts of Eastern Europe, and cocaine/crack users in the United Kingdom; see Decorte, 2008; Hartnoll et al., 2010), as well as the challenge of involving drug users themselves in the design and delivery of harm reduction services (see Hunt et al., 2010), which are especially severe when those drug users are subject to the criminal justice system.


      All elements of the criminal justice system have roles to play in the reduction of drug-related harm, including police officers, prosecutors, courts, prisons, probation services and non-governmental organisations that work with offenders. Harm reduction is a challenge for law enforcement, and law enforcement is a challenge for harm reduction. The contradictions between the aims of these two approaches cannot be wished away. However, we can protect both public health and individual rights to healthcare by acknowledging these tensions and finding ways to move beyond them to provide high-quality harm reduction services to all who need them.
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      Abstract


      This chapter describes the diversity of problem drug use patterns across Europe, the different harms that may arise, and the implications for harm reduction responses. Harm reduction developed in response to concern about heroin injecting in the 1980s in western Europe. Since then, other patterns of problem drug use have increased and the geographical context has expanded. While heroin continues to present challenges, the problematic use of stimulants such as (meth-)amphetamine or cocaine, of other opioids such as home-made opiates or synthetic opiates, and of multiple drug combinations calls for innovative responses. These responses need to be flexible and based on consensus and cooperation between key actors, in particular from the health, social and law enforcement sectors.


      Keywords: problem drug use, Europe, harm reduction, drug use patterns, responses.


      Introduction


      Historically, harm reduction has been heroin-focused and driven by concern over the risks of injecting. However, patterns of problem drug use vary widely across the European region. Different patterns of use can have different impacts on the burden of drug-related harms. The aim of this chapter is to highlight this diversity and to discuss the implications for harm reduction priorities and interventions.


      The chapter does not provide an overview of drug use patterns in Europe but focuses on selected key themes together with illustrative case studies to underline the importance of innovative harm reduction responses that are adapted to the particular harms that different drug use patterns may incur. The emphasis is on health-related harms. For reasons of space, social harms such as drug-related crime or public order, though important, are not covered.


      The Annual reports of the EMCDDA provide information on the broad differences in problem drug use ([14]) observed across Europe.


      • Historically (from the 1970s/1980s) there has been a predominance of heroin in western and southern European countries compared to amphetamines in northern countries and homemade opiates and/or misuse of medicines in central and eastern Europe (Hartnoll, 2003).


      • More recently (1990s to early 2000s) there has been an increase in heroin/opiates in eastern and central countries compared to stabilisation or some decreases in western and southern countries; after 2003, there are signs of heroin increasing again.


      • Also, more recently, there has been a significant increase in cocaine as the predominant stimulant in south and west Europe compared to amphetamines in northern, central and eastern countries.


      • There has been a continuing high level of injecting (whether opioids or stimulants) in northern, central and eastern countries compared to relatively lower levels of injecting, together with increases in smoking or sniffing, in south and west Europe.


      


      Some exceptions to this general picture are described later in this chapter. In all countries, multiple drug use, especially of opiates and stimulants, often together with heavy alcohol use or pharmaceuticals such as benzodiazepines, is common amongst problem drug users. Unless otherwise referenced, information on patterns of problem drug use in the EU is based on the Annual reports of the EMCDDA and national reports from the Reitox network of focal points in Member States.


      Amphetamine and methamphetamine


      While heroin and more recently cocaine have been the main drugs of concern in many European countries, in parts of northern and central Europe amphetamine use has been important among problem drug users for many years, either as a primary drug or in combination with opiates (Sweden, Finland, Norway, Czech Republic). Over recent years, relatively high levels of amphetamine injecting have also been reported from other countries around the Baltic, as well as from Slovakia and Hungary. Some problematic use is reported from other northern and north-western countries, though only the United Kingdom reports a substantial proportion of injectors. The drugs involved are mainly amphetamines (amphetamine sulphate powder, or in some cases tablets). Methamphetamine, which is more potent than amphetamine, is not common in European Union (EU) countries, with the notable exception of pervitin in the Czech Republic and, quite recently, Slovakia (EMCDDA, 2008; Griffiths et al., 2008). Reports of smoking crystal methamphetamine are rare in Europe (in contrast to the United States).


      In the Czech Republic, methamphetamine has been the primary problem drug since the 1970s (see Case study 15.1). Recently, substantial increases have occurred in neighbouring Slovakia. In addition, increased availability and use of methamphetamine is reported from countries where amphetamine use has traditionally been prevalent (Norway, Sweden, Finland). For example, in Norway methamphetamine has been increasingly found in blood samples from arrested drivers (21 % in 2007 compared to 10 % in 2003) while the trend for amphetamine appears to be declining (SIRUS, 2008). Latvia, Lithuania and Hungary also report some increases.


      Important levels of injecting home-made liquid forms of methamphetamine (‘vint’) or methcathinone (‘jeff’ or ‘boltushka’) ([15]), derived from ephedrine or pseudoephedrine, are reported in parts of Russia, Ukraine and other former Soviet Union countries (Grund et al., 2009). The (pseudo)ephedrine is usually extracted from common prescription medicines or over-the-counter cold preparations.


      Legal restrictions on the sale of ephedrine-containing medicaments have led to the development of alternative methods of producing stimulant-type drugs. For example, a recent study in Odessa, Ukraine describes young drug users injecting home-made drugs containing cathinone, a weaker, shorter-lasting stimulant obtained by mixing freely available medications containing phenylpropanolamine with vinegar and potassium permanganate (Chintalova-Dallas et al., 2009). However, Czech customs report seizures of larger shipments of pure pseudo/ephedrine thought to originate in Balkan and/or in former Soviet countries. This may signal a renewed interest of criminal groups in the Czech pervitin market following failed attempts to control it in the late 1990s and early 2000s (Zabransky, 2009).


      With some exceptions (e.g. the Czech Republic or Sweden) data on drug users in treatment facilities may underestimate the extent of problem use of amphetamines, and of stimulants in general, perhaps because of limited treatment options for amphetamines or because users may not have, or may not perceive, a need for treatment. For example, in Finland the estimated prevalence of problem use of amphetamines in 2005 was four times that of opiates. Despite that, opiates were the most common primary drug for which treatment was sought (Stakes, 2008).


      Risks, harms, protective factors


      Evidence on the risks and harms of injecting (meth)amphetamine, relative to heroin or other opioids, is variable, with different studies showing different results (see also Grund et al., 2010). For example some studies have shown lower HIV prevalence among amphetamine users, despite high levels of risk behaviour (e.g. Käll and Olin, 1990; Talu et al., 2010), while others report similar or higher HIV rates (e.g. Shaboltas et al., 2006; Zeziulin et al., 2008). It is likely that differences in risk behaviours and rates of infection reflect differences in the populations involved, in the contexts of use, and in the forms in which the drugs are prepared and used more than they reflect the specific substance per se. It has also been suggested that opiate-mediated immuno-suppression increases the likelihood of HIV infection in opioid compared to amphetamine users (Vallejo et al., 2004).


      For example, a study of stimulant injectors in Ukraine (Booth et al., 2008) found a lower prevalence of HIV among stimulant users compared to opiate users in some cities and the reverse in others. Furthermore, despite an overall lower HIV prevalence, stimulant injectors showed higher risk scores on composite measures of both injection and sex risk. Since stimulant injectors were younger with shorter injecting histories, the study concluded that without intervention HIV was likely to increase among stimulant injectors.


      Studies also suggest that the type of drug injected is associated with different profiles of risk behaviour. For example Kruse et al. (2009) report that risks specific to stimulant-only users were related to direct syringe sharing (sharing needles and rinse water) while risks specific to heroin users were related to sharing drugs while preparing for injection (front/backloading, sharing cotton and cookers). These differences only became apparent when geographical clustering by neighbourhood was included. The authors suggest that attention to neighbourhood differences might improve the impact of interventions for injectors of different drugs.


      The frequency and intensity of injecting are also important aspects of infection risk (Colfax and Shoptow, 2005; Braine et al., 2005). For example, in a cohort study of predominantly heroin injectors in St Petersburg, frequent psychostimulant use was the main factor associated with HIV seroconversion (Koslov et al., 2006).


      In settings where amphetamines are used in small, private groups, or on an intermittent or binge basis rather than daily, user groups may display lower levels of marginalisation and lower levels of risk behaviours than is often found among heroin using populations (see Case Study 15.1). In other populations of amphetamine users, health risks remain high, for example where use is associated with social exclusion, marginalised lifestyles, working in the sex industry, or imprisonment (March et al., 2006).


      There is consistent evidence of increased sexual risk behaviour among (meth)amphetamine users, both injectors (Booth et al., 2008; Molitor et al., 1999; Käll and Nilsonne, 1995; Klee, 2006) and non-injectors (Molitor et al., 1998).


      Overdose deaths appear to be relatively uncommon (EMCDDA, 2009a), in part because amphetamines are not central nervous system depressants and the range between effective and deadly dose is wider than with opiates. However overdoses can be more difficult to manage since there is no equivalent to naloxone that might be distributed to street workers or users — the only option is rapid, sophisticated medical help to deal with the threat of acute heart failure (personal communication, T. Zabransky).


      The form of the drug preparation is also important regarding the risk of injection-related complications. Thus home-based methods of preparing central nervous system stimulants leave traces of chemicals such as phosphorus, permanganate or sulphuric acid. The additives may cause damage to blood vessels and liver (Pavlenko, 2008) or neurological damage and, in the case of permanganate, irreversible Parkinson-like symptoms (de Bie et al., 2007).


      Implications


      If, as appears to be the case in Finland (see above, Stakes, 2008), amphetamine injectors are less likely than their opiate-using counterparts to contact services, then greater emphasis is needed on outreach and peer education approaches targeted at amphetamine-using networks and groups. This is especially important where the populations involved are young. The high levels of sexual risk behaviour associated with methamphetamine use mean that sexual risk education needs to be addressed systematically in service development and delivery, not only in services targeting sex workers, and to go beyond providing condoms (Corski and Booth, 2008).


      The current lack of an equivalent low-cost and effective treatment such as substitution treatment for opiate addiction implies that higher priority should be given to developing treatments for stimulant users. Several studies are underway in this regard (Elkashef et al., 2008).


      In developing responses it may be useful to consider whether distinct approaches or services might encourage stimulant users to seek help. Thus opening hours could take account of more socially integrated users with regular jobs, or the locations and images projected of services could be more discrete in order to overcome barriers such as perceptions that drug services are for heroin addicts or ‘junkies’. The distribution of hard gelatine capsules for pervitin users described in Case study 15.1 is another example of a specific, targeted intervention.


      At the level of policy, several studies have noted that efforts to suppress home-production of amphetamine-type stimulants may have paradoxical adverse consequences in terms of users turning to potentially more risky patterns of drug production and consumption, or in terms of production becoming more professionally organised, leading to an expansion in the market (Grund et al., 2009; Chintalova-Dallas et al., 2009; see also Case study 15.1). This implies a need for discussions between those responsible for different aspects of drug policy.


      Case study 15.1: Methamphetamine (pervitin) injecting in the Czech Republic


      In contrast to other EU countries, the major drug used by problem drug users in the Czech Republic is crystal methamphetamine, locally known as pervitin ([16]). The predominance of pervitin has persisted from the early 1970s to the present.


      Hard gelatine capsules


      Quite recently, a remarkable harm reduction intervention specifically for pervitin users was introduced in the Czech Republic and is quickly spreading through the country.


      Distribution of empty hard gelatine capsules was introduced in 2006 in South Moravia (personal communication, B. Janiková). The inspiration for providing capsules was the practice of some methamphetamine users of swallowing the drug in a bolus, wrapped in paper or a plastic bag, when they were experiencing severe problems with injecting due to injured veins. In English, this is nicknamed ‘parachuting’ (Hendrickson et al., 2006).


      According to the only Czech study to date (Škařupová et al., 2009) in 2008 almost 29 000 capsules were distributed by at least 17 harm reduction organisations in different parts of the country ([17]). A further 20 facilities plan to introduce capsule distribution shortly. Drug users usually fill the capsules with pervitin powder before swallowing, though some report using liquid pervitin (dissolved powder) after failed attempts to inject.


      The study reports that drug users perceive the effects of ‘piko’ used in this way as comparable in intensity to injecting the same amount of the drug. Administered rectally, the onset is perceived as even more intense. Oral use in capsule form reduces the intolerably bitter taste of methamphetamine and, compared to intravenous administration, has an exiguous onset of effect. The study identified that in addition to drug users switching to capsules from injecting, other groups were successfully targeted: sniffers looking for enhanced drug experience, and relatively stable, employed injecting drug users (IDUs) wishing to reduce injecting at work in order to avoid discovery.


      Overall, providing hard gelatine capsules is perceived as a successful harm reduction intervention, averting risks of injecting (and sniffing) pervitin. However, professionals are concerned that titration of dosages can be difficult for inexperienced users, and that gastric ulcers may develop after long-term daily oral use of methamphetamine. Further studies are needed.


      Drug markets and harm reduction


      Many drug-related harms arise more from the characteristics of drug markets than from drug use per se (e.g. MacCoun and Reuter, 2001; Join Together, 2007). A specific aspect of pervitin in the Czech Republic is its mode of production. Most of what is consumed is locally produced and distributed in very small quantities (Mravčík et al., 2008). The producers (‘cooks’) use simple tools, freely available industrial chemicals and pseudoephedrine extracted from anti-cough medications that until recently were readily available from pharmacies. Production and subsequent use usually occurs in small groups of three to eight people who share the logistics of production ([18]). There is little communication between these groups in terms of drug distribution and, most importantly, in terms of use (Miovský et al., 2007) — an aspect that probably contributes to the very low prevalence of HIV (<0.01 %) and hepatitis C (HCV (<35 %) among Czech users of pervitin. Finally, the atomised Czech pervitin market is comparatively non-violent since ‘turf fights’ associated with criminalised drug distribution are rare, and recruitment of new drug users is low due to the social seclusion of the ‘squads’.


      However, this relatively low-harm (‘balanced’ in economic terms) situation could rapidly change if small production patterns were destroyed — for example by restricting pseudoephedrine-containing medications to prescription only or by a complete ban ([19]). Disrupting the ‘balanced’ drug market could well result in increased violence and health harms (e.g. Goldstein, 1989; Rasmussen et al., 1993; Rasmussen and Benson, 1997). The transition from atomised drug production and use into a ‘standard’ pyramidal drug market with marketing driven by high monetary profits could have long-term negative consequences.


      Harms resulting from unintended consequences of drug policies — especially legal and law enforcement interventions — represent an area of harm reduction that needs to be further explored and the room for manoeuvre assessed.


      The other important issue in terms of reducing the harms of homemade drugs is the production process and quality of the final product. For the Czech ‘cooks’, it is imperative to evaporate the final methamphetamine liquid into crystals and to share only the powder between the squad (Grund et al., 2009). From the public health point of view, sharing powder (that is subsequently dissolved and injected by each individual) is, compared to communal sharing of the liquid, substantially less risky in terms of disseminating blood borne diseases within the group.


      Cocaine and crack


      In western and southern Europe the predominant stimulant is cocaine rather than amphetamines, though there are large differences in the extent of problematic use, with high rates reported from Italy, Spain, the Netherlands and the United Kingdom. Different sub-groups of problem cocaine users can be distinguished (EMCDDA, 2007).


      One common pattern among socially integrated groups involves escalating use of cocaine, mainly by snorting, alongside heavy alcohol consumption, cannabis, benzodiazepines and, less commonly, heroin. In other groups, cocaine is more closely associated with heroin use as either a primary or secondary drug. Cocaine-injecting is mostly reported among heroin injectors (including clients of methadone programmes who were primary heroin injectors before entering treatment). In countries where heroin is mostly smoked rather than injected then cocaine is mainly either snorted or smoked. Crack appears to be mostly restricted to areas of some large cities and, as in the United States and Canada, is concentrated among more marginalised groups of heroin users, sex workers and certain minorities (Fischer et al., 2006). As shown in Case study 15.2, in the United Kingdom crack use appears to be more prevalent and widespread than in the rest of Europe, though still concentrated in major cities, especially London (GLADA, 2004) and other large metropolitan centres. While crack is usually smoked, the injection of crack in crack-heroin speedballs has been reported from several cities in the United Kingdom (Rhodes et al., 2007) and in a few cases from Dublin (Connolly et al., 2008).


      As with amphetamines, cocaine-related problems may be less visible in services, especially in drug treatment, partly because of limited treatment options (no equivalent to methadone or buprenorphine), partly because of the more socially integrated profile of many primary cocaine users. This is reflected in long lag-times reported between first cocaine use and first treatment demand (9–12 years). Despite this, countries such as Spain, Italy or the Netherlands report relatively high numbers of cocaine users entering treatment. In Spain and the Netherlands, cocaine is more prevalent than heroin in treatment demand data (EMCDDA, 2009a). In Spain, the number of cocaine-related incidents seen in hospital emergency departments exceeds those for heroin or other drugs (Ministerio de Sanidad y Consumo, 2007).


      Risks, harms, protective factors


      Injecting cocaine, whether as a primary drug or in addition to heroin or methadone, involves more frequent injection than other drugs, including (meth)amphetamine, because of cocaine’s shorter duration of action. This high frequency of injecting may carry higher risks of infections related to injecting (Tyndall et al., 2003; Chaisson et al., 1989; van Beek et al., 1994). The compulsive nature of crack use combined with user profiles also implies higher-risk use patterns (Edlin et al.; 1994, McCoy et al., 2004; van Beek et al., 2001). The use of both powder cocaine and crack is also linked to health risks such as medical emergencies and cardiovascular problems (Egred and Davis, 2005; Pozner et al., 2005). Smoking crack cocaine involves particular risks and harms, including mouth ulcers and the potential for transmission of HCV via sharing of crack pipes (Tortu et al., 2004; Fischer et al., 2008; Neaigus et al., 2007). The possibility that crack smoking methods might constitute risk factors for HIV infection had been suggested in the mid-1990s (Porter et al., 1994). Crack use is also associated with increased sexual risk behaviours (Booth et al., 2000). Cocaine injecting or crack use can also adversely affect opiate substitution treatment outcomes (Williamson et al., 2006).


      Snorting cocaine, though less risky than injecting in terms of mortality or transmission of infectious diseases through sharing paraphernalia, also has risks, including dependence, damage to nasal membranes or escalating financial problems among heavy users (Smith et al., 2002; Grund et al., 2010). Sexual risk behaviours are also relevant. For example, a study comparing young cocaine users with young heroin users in three Spanish cities found that cocaine users were less marginalised, reported much lower levels of injecting or borrowing syringes, and were much less likely to be HIV or HCV positive than heroin users. However, cocaine users reported higher levels of unprotected sex with occasional partners, and higher rates of sniffing through tubes used by more than 10 persons (Brugal et al., 2009).


      Implications


      Problem cocaine users may be harder to reach than users of opiates. Socially integrated users may be slow to acknowledge problems and may not perceive drug services for ‘junkies’ as relevant to them. This implies the need for different approaches and messages for socially integrated users, for example as tried in Italy (Ministerio della Salute, 2007) and Ireland. The Irish pilot project suggested that cocaine users’ reluctance to approach heroin-oriented programmes could be reduced through separate access during evenings, or immediately before and after the weekend (Horgan, 2007). However, the social networks and economic resources of more socially integrated users may also enable them to resolve problems without contacting services (Cohen and Sas, 1993; Decorte, 2000), though users do not consider recovery to be easy (Cunningham, 2000).


      Highly marginalised heroin/cocaine/crack users may also be reluctant to contact regular treatment or harm reduction services, or may lead such chaotic lives that services are unable (or unwilling) to attract or retain them in treatment or facilitate reductions in risk behaviour (Prinzleve et al., 2004). This has several implications.


      Intensive, targeted outreach projects are needed to access and deliver treatment or harm reduction interventions to such populations. Examples are found in the Netherlands and Ireland (Henskens et al., 2008; Connolly et al., 2008). The high-frequency injection needs of cocaine users have important implications for the number and manner of distribution of syringes/needles by NSPs, the capacity and opening hours for consumption rooms, and the type of health education and prevention messages (e.g. regarding syringe re-use). Crack use implies reviewing needs regarding provision of relevant paraphernalia and information on the risks associated with using and sharing crack pipes. For example, in several Canadian cities ‘safer crack use kits’ are distributed (Haydon and Fischer, 2005; Boyd et al., 2008; O’Byrne and Holmes, 2008). The distribution of materials for crack or heroin smoking or freebasing — such as aluminium foil and straws or crack pipes — takes place in low-threshold centres in Austria, Belgium, the Czech Republic, France, Luxembourg and Spain (EMCDDA national reports, 2008). An evaluation of the impact of distributing crack-smoking equipment at the needle exchange programme in Ottawa found that not only did infection-related risk behaviours associated with crack smoking diminish, but that there was also a shift from injecting to smoking the drug (Leonard et al., 2008).


      Cocaine-injecting methadone clients may be seen as a group for whom substitution treatment is not working effectively (Williamson et al., 2006; Tyndall et al., 2003; Booth et al., 2003; Audit Commission, 2002). This points to the need to reinforce links between treatment, harm reduction sectors and the wider care system (e.g. joint case management of individual cases) and to the need to improve the quality of treatment services. Marginalisation, serious physical and mental health problems and the acute effects of crack such as paranoia and aggression impose special demands on staff and imply specific strategies for training staff as well as for contacting and delivering services to crack users.


      Case study 15.2: The diffusion of crack-based speedball injection in the United Kingdom


      Whereas only 1 % of heroin injectors in London reported crack injecting in 1990, over 50 % regularly did so by 2003, usually as part of a crack-heroin ‘speedball’ (Rhodes et al., 2006). In some metropolitan centres of the United Kingdom, such as Bristol and Manchester, over 70 % of injectors regularly inject crack-heroin speedball (Health Protection Agency et al., 2006). Patterns of injection in some United Kingdom cities have changed dramatically over the last decade. There is an emerging culture of crack-based speedball injection among many injectors that is quite distinct from injecting opiates alone, and almost unique to the United Kingdom (Rhodes et al., 2007).


      In the United Kingdom, the odds of having HCV infection are elevated among injectors of crack and crack-based speedball (Hickman et al., 2007). The regular injection of crack-heroin speedball also appears linked to increased vein damage, including abscesses and bacterial infections. Qualitative research links such vein damage to ‘missed hits’ related to the local anaesthetic action of crack, the excess use of citric in the preparation of speedball injections, ‘flushing’ when making a hit, and the interplay of homelessness and crack injecting (Rhodes et al., 2007). Importantly, various data sources in the United Kingdom link speedball injection with shifts towards groin (femoral vein) injection, articulated by speedball injectors as an ‘acceptable risk’ and not merely as a ‘last resort’ in the face of increased vein deterioration (Rhodes et al., 2007). Surveys show that almost half (45 %) of injectors in England report groin injecting in the last month, with crack injectors significantly more likely than opiate-only injectors to inject into their femoral vein (Rhodes et al., 2006; Hickman et al., 2007). Groin injection may persist despite awareness of increased health risks and medical complications. Groin injectors are more likely to report open wounds at their injection sites and to have had deep vein thrombosis.


      This emphasises an urgent need to review how harm reduction services respond in relation to vein care. Shifts to crack-based speedball and groin injection highlight a need for interventions to consider how to promote safer speedball injecting alongside emphasising basic vein care and injecting hygiene. Interventions also need to focus on preventing transitions towards groin and crack injection among users of heroin.


      Opiates and opioids


      Over the past decade or so, heroin injecting appears to have decreased, at least to some extent, in many western European countries, and its use by other routes, notably smoking or chasing ([20]), has increased. This is especially notable in the Netherlands, Spain and Denmark, and to a lesser extent in some other countries such as Ireland, Portugal, Germany and the United Kingdom. Sniffing heroin has increased in countries such as Austria, France and Greece. In some areas, this has led to decreases in demand on needle and syringe programmes.


      However, despite the trend towards smoking or sniffing in some countries, there are large differences between countries, and injecting remains the predominant route of administration of opiates in most of the newer Member States as well as in some older members such as Finland, Italy and Luxembourg. Even in countries where injecting has decreased, important proportions of heroin users still inject and new groups of injectors continue to emerge. In France, for example, where injecting had decreased substantially in earlier years, increased injecting has been reported since 2005 among some groups of young people (Cadet-Taïrou et al., 2008; CEIP de Marseille, 2006). In Italy, the estimated incidence rate of new heroin use has not decreased over this decade and injecting remains the most common route of administration despite some increases in heroin smoking (Drug Policy Department, 2008). This is in marked contrast to Spain, where estimated incidence of new heroin use has dropped sharply, especially regarding use by injection (Sánchez-Niubò et al., 2009).


      Although public and professional attention is often focused on recent trends, the legacy of the past may impose heavy burdens on current services. In many western European countries, the aftermath of the heroin ‘epidemics’ of the 1980s/90s and the heritage of two decades of harm reduction can be seen in cumulative populations of ageing addicts, especially in substitution programmes, with increasing needs for care, chronic health problems, co-morbidity, unemployment, and service dependency (EMCDDA, 2010b).


      Heroin is not the only illicit opiate used in Europe. Market conditions sometimes limit or interrupt the availability of heroin leading to the use of a variety of other opiates or synthetic opioids.


      Injecting home-produced liquid opiates has been observed in many central and eastern European countries since the 1980s (e.g. Poland, the Baltic States, Hungary, Czech Republic, Slovakia) (Grund, 2005). Since the disintegration of the Soviet Union and the opening up of previously closed economies, drug markets have also changed and heroin has become the predominant opiate. However, in parts of Russia, Ukraine, Belarus,


      Moldava and other former Soviet Union countries, as well as in the Baltic States, injecting liquid opiates remain an important component of problem drug use patterns (Grund, 2001; Abdala et al., 2006).


      Since 1985 there has been a substantial expansion of methadone substitution treatment across the EU (Hedrich et al., 2008). This expansion has been accompanied by the emergence of an illicit market in diverted or stolen methadone. This is reflected, for example, in increasing mentions of methadone in fatal overdose cases, often in combination with other drugs or alcohol (EMCDDA, 2008). Methadone tablets are also sometimes crushed and injected.


      In recent years the use of buprenorphine for substitution treatment has grown as an alternative to methadone. Initially implemented on a large scale in France (OFDT, 2003; Canarelli and Coquelin, 2009), other countries have also introduced it, and by 2007 buprenorphine accounted for 20 % of substitution treatment in the EU (Hedrich et al., 2008). Alongside this therapeutic use illicit markets have also developed, with the tablets often being crushed for snorting or injecting (Roux et al., 2008; Cadet-Taïrou et al., 2008).


      For example, since 2000 the injection of buprenorphine tablets (which are intended for oral administration) has become an increasingly important pattern of problem use in Finland (Aalto et al., 2007) and in 2007 was reported as primary drug by a third of clients entering treatment (Stakes, 2008). Counselling centres report similar patterns among their clients, with buprenorphine often used in combination with amphetamines. Buprenorphine is also the most commonly reported substance found in drug-induced deaths (Alho et al., 2007). In both treatment and mortality data buprenorphine has almost entirely replaced heroin as the main problem opiate. Buprenorphine-naloxone and buprenorpine alone account for over half of the substitution treatment provided in Croatia, Cyprus, Finland, France, Latvia and Sweden (EMCDDA, 2009d).


      Combined buprenorphine-naloxone tablets were introduced in 2006 in an attempt to reduce the risks of misuse, particularly by injection, and increased controls on prescribing were imposed in countries such as France. Despite this, buprenorphine remains available on the illicit market in many countries through diversion, theft from pharmacies or importation.


      Apart from Finland and France, these include the Czech Republic (Mravčík et al., 2008), Sweden (Hakansson et al., 2007) and Georgia (Otiashvili et al., 2009).


      The illicit use of fentanyl ([21]), as well as overdose deaths, has been reported in parts of the United States since the 1980s (Henderson, 1988). Since 2002, following a heroin shortage, fentanyl powder, marketed as ‘China White’ or ‘White Persian’, has become the most widely used drug along with amphetamine among injecting drug users in Estonia (Talu et al., 2008). Some availability and use of fentanyl has also been reported from Finland, Lithuania and Sweden (EMCDDA, 2008) as well as from Russia and Belarus (Lelevich et al., 2008).


      Risks, harms, protective factors


      The different patterns of opiate use outlined above affect the balance of risks and harms. Relative to injecting, smoking (or sniffing) heroin carries lower risks in terms of injection-related damage, transmission of infections and overdose, though health risks remain including, of course, dependence. However, new groups of users and injectors noted above may emerge among populations who have not been exposed to harm reduction messages and interventions like the previous generation, putting them at higher risk of harms such as HIV/HCV or overdose.


      Regarding chronic heroin users, there is a risk that the scenario of growing populations of institutionalised users with a low quality of life will be repeated in countries currently expanding substitution programmes. This may reflect a diminished (political) priority for old heroin users who become seen as less ‘attractive’.


      The injecting of home-produced opiates, which are found largely in countries bordering the EU, brings its own risks, as described in Case study 15.3.


      Case study 15.3: Health risks of drugs purchased in liquid vs. solid form


      In most of western and central Europe, drugs that are injected are purchased almost exclusively in powder form, whereas in most of the Baltic States, while drugs in powder form are also available for street purchase, a large proportion of IDUs inject home-made opiates purchased in liquid form (EMCDDA, 2008). The types of drugs injected by injecting drug users have several implications for harm reduction. Issues of concern are syringe type and related infection probability, drug injecting hygiene, and sharing of other injecting equipment.


      Different types of syringes may be used for injecting different types of drugs. Drugs purchased in powder form (such as heroin) are most often injected using one-piece syringes, while drugs purchased in liquid form (such as ‘shirka’ or ‘kompot’ ) are nearly always injected using two-piece syringes (Gyarmathy et al., 2009b). The one-piece syringe, also called the low dead-space syringe, has minimal dead space between the needle and the depressed plunger, and has a very small, thin needle (Grund and Stern, 1991; Zule et al., 1997; Zule et al., 2002; Zule and Bobashev, 2009; Gyarmathy et al., 2009b). The two-piece syringe, also called the high dead-space syringe, has a detachable needle, and the syringe is attached to a hollow hub at the end of the needle. When the plunger of a two-piece syringe is completely depressed, there is still considerable space between the syringe and the needle. Two-piece syringes have larger, thicker needles. The larger space in the two-piece syringe enables it to hold more blood than the one-piece syringe, and studies have shown that those IDUs that inject with two-piece syringes are more likely to be infected with HIV (Zule et al., 1997; Zule et al., 2002; Zule and Bobashev, 2009), and possibly with HCV (Gyarmathy et al., 2009b). In addition, there is an indication that thorough cleaning of one-piece syringes may reduce the probability of HCV infection in low HCV-prevalence populations where syringe sharing is uncommon (Gyarmathy et al., 2009b), although this association has yet to be confirmed in longitudinal studies. The harm reduction implication of this is that in countries where drug users inject (almost) exclusively drugs purchased in powder form, syringe exchange programmes should offer only one-piece syringes, and in countries where both liquid and powder drugs are available for street purchase, syringe exchange programmes should offer both types of syringes. Providing drug users who inject drugs purchased in powder form with one-piece instead of two-piece syringes will have implications of reduced HIV and possibly HCV infection prevalence on the population level.


      Infection prevalence is not the only harm reduction implication of one- and two-piece syringes and drugs purchased in powder vs. liquid form. Another aspect is drug injecting hygiene and infections related to lack of hygiene. As two-piece syringes have larger needles than one-piece syringes, injecting wounds caused by them are also larger. This may lead to more infections and abscesses among IDUs who use two-piece syringes. Furthermore, injecting liquid drugs usually involves purchasing the drugs in a large syringe and sharing the content of the large syringe with other drug injectors by means of syringe-mediated drug sharing (Jose et al., 1993; Grund et al., 1996). Drug users cannot be sure whether the syringes that they purchased that were pre-loaded with the liquid drug, or the other syringes used for syringe mediated drug sharing, are sterile or not. This constitutes a risk of drug-related infections for all drug users injecting the liquid drug. Furthermore, as drugs sold in liquid form are produced and sold under very unhygienic circumstances (J. Kulsiene, personal communication), there is a heightened risk of infections related to hygiene, such as, for example, hepatitis A (Perevoscikovs et al., 2009; O’Donovan et al., 2001). Lastly, the reason why injectors of drugs purchased in liquid form use two-piece syringes is that these liquid drugs have a lot of floating larger particles (J. Kulsiene, personal communication), and the thin needles of one-piece syringes get clogged with the particles. The combination of larger puncture wounds by two-piece syringes, unhygienic drug preparation and distribution practices, and large floating particles in the drugs may explain the larger sized and more common abscesses, skin lesions and skin infections among IDUs in Baltic countries compared to IDUs in western and central European countries (V. A. Gyarmathy, unpublished ethnographic findings). Harm reduction efforts in countries where drugs are sold in liquid form should also address injecting hygiene, provide filters and teach IDUs how to use and dispose of them properly, and teach users how to treat abscesses and infected injecting wounds.


      Sharing injecting equipment other than syringes (e.g. filters and cookers) may also be associated with infection with drug-related infectious diseases (Hagan et al., 2001). In populations with low HCV and HIV prevalence where mostly sterile syringes are used by IDUs, no such association was found (Gyarmathy et al., 2009a). When two-piece syringes are used to inject liquid drugs in populations where syringes are often re-used, sharing other injecting equipment may also be a source of infection risk. Harm reduction efforts in such populations may include promoting the use of non-injectable sterile syringes for drug distribution.


      Crushing and injecting buprenorphine tablets is linked to higher health risks than heroin in terms of vein and tissue damage, endocarditis and limb amputations, since it is difficult to grind the tablets finely enough (Mravčík et al., 2007; Partanen et al., 2009). Similar risks may arise from injecting other pharmaceutical products intended for oral administration, such as crushed methadone tablets.


      The risks arising from the high potency and rapid onset of action of fentanyl is reflected in mortality data, with 117 fatal fentanyl overdoses reported in Estonia in 2005–06 (Ojanperä et al., 2008). Furthermore, fentanyl injectors reported higher-risk behaviours and were three times more likely to be HIV positive compared to amphetamine injectors (Talu et al., 2010).


      Implications


      The increase in the smoking of heroin may imply a greater need for facilities for heroin smokers at drug consumption rooms and for interventions that may discourage smokers from starting to inject (Hedrich et al., 2010). It has also prompted interventions to encourage injectors to reduce risks by switching to smoking. For example, a study at four needle and syringe programmes in the United Kingdom suggested that distributing foil packs to attendees can be a useful means of engaging clients in discussions of ways to reduce injecting risks and can reduce injecting in settings where there is a pre-established culture of heroin chasing (Pizzey and Hunt, 2008).


      For countries with existing populations of older, long-term users, there is the need for more dignified options and ‘normalised’ conditions for living, in line with efforts to improve quality of life for elderly or handicapped elderly people in general (e.g. protected housing), or discussions on the changing role of drug consumption rooms in Switzerland (Sozialdepartement der Stadt Zürich, 2008).


      For countries dealing with more recent ‘epidemics’ it would be valuable to anticipate the longer-term consequences of implementing harm reduction programmes that are concerned with keeping people alive and reducing infectious diseases and other harms now. This might include emphasising the importance of linking programmes to social reintegration options, education, training or work schemes in order to reduce the number of long-term ‘institutionalised’ users in the future.


      The injection of synthetic opioids such as buprenorphine or methadone raises a general issue about the formulation of drugs used in substitution treatment (the composition of tablets, syrup, gel, etc.) and how to reduce the likelihood of them being injected, or at the very least how to reduce the risks if they are injected. For example, in the Czech Republic increasing number of doctors are asking for injectable buprenorphine, which they believe is better than injectable methadone because of a much lower risk of overdose, but at the same time they want to prevent disorders arising from particles that corrode the endothelium in blood vessels and heart (T. Zabransky, personal communication).


      Heroin prescription therapy, which has existed in the United Kingdom since the early twentieth century (Bean, 1974), is becoming increasingly accepted in several European countries following clinical trials in different countries (EMCDDA, 2009c). For example, in recent years it has become an established treatment programme in Germany, the Netherlands and Switzerland. In clinical trials, heroin prescription has been shown to be highly effective among IDUs who are resistant to other forms of treatment, such as methadone. Not only are there higher rates of treatment retention among heroin patients than among methadone clients, but they also have higher proportions of improved mental health, decreased use of illicit drugs, and reductions in criminality (Frick et al., 2006; Drucker, 2001; Rehm et al., 2001; Hartnoll et al., 1980).


      Discussion: cross-cutting issues


      Multiple drug use


      Among problem drug users multiple drug use is the norm. While users may have a preferred or primary drug, ‘pure’ users of only one type of drug are relatively uncommon. Separating users into categories such as amphetamine-type stimulants, cocaine, opiates, is thus somewhat artificial. Common combinations include stimulant and opiate (e.g. ‘speedball’ — cocaine and heroin, ‘Czech speedball’ — methamphetamine and buprenorphine) or stimulant and sedative (cocaine and alcohol and benzodiazepines). Injection drug use raises particular concerns whatever drugs are involved. Some combinations are especially associated with elevated health risks, for example opiate and alcohol (overdose) or heroin and cocaine injecting (infectious diseases) (Best et al., 2000). Other patterns of problem drug use (not covered in this chapter) that are reported by some treatment centres and counselling services for young people include heavy use of various combinations of cannabis, ecstasy, amphetamines, alcohol and benzodiazepines.


      While those working in drug services are aware that problem drug use often involves multiple substances, it is possible that this is not fully appreciated by policymakers, the media or the public who tend to focus on ‘the drug of the moment’, with the implicit accompanying assumption that previous drug use patterns are now less important. The diversity of multiple drug use patterns, including the role of legal drugs such as benzodiazepines and alcohol, reinforces the importance of ongoing information exchange between researchers, practitioners and the political level.


      Individual and public health harms


      As noted at the beginning of this chapter, harm reduction evolved as a reaction to harms arising from heroin injecting. The substantial expansion of harm reduction policies and responses observed in the EU since the mid-1980s, especially substitution treatment and needle and syringe programmes, has been a major pillar of policies to reduce risk behaviours and contain serious harms such as HIV infection and overdose deaths. At the end of the 2000s, where do harm reduction responses stand in relation to the diversity of chapter?


      The incidence of new cases of HIV among injecting drug users is low or declining in many countries, but still relatively high in some countries including Portugal, Estonia and Latvia, and very high in Russia and Ukraine. In central European countries HIV prevalence remains low or relatively low, despite high levels in some neighbouring countries. However, some as yet small increases in incidence are observed in a few countries (e.g. Bulgaria, Sweden), and ongoing transmission among young injectors is reported in several localities, for example in France, Spain, Estonia, Lithuania and Poland. Risk behaviours too, though reduced, are still reported from many countries (EMCDDA, 2009a).


      HCV prevalence among IDUs is high or relatively high in many European countries, even in some with low HIV levels. High rates of infection found among samples of new IDUs in several countries suggest that incidence also continues at significant levels (EMCDDA, 2010). Tuberculosis (including drug-resistant strains) is re-emerging as a potentially serious health threat (Deiss et al., 2009).


      Drug overdose deaths in the EU as a whole decreased somewhat from a peak around 2000, though recent years show some increases (Vicente et al., 2008). However, trends, both long-term and short-term vary considerably between countries (EMCDDA, 2008).


      That acute drug deaths have not continued to decrease overall in the EU might be thought puzzling in view of the trend of reduced injecting in many countries, and the introduction or expansion of substitution treatment and other harm reduction measures. Possible reasons include:


      • The capacity and coverage of treatment and harm reduction services, including substitution treatment, have not yet reached a threshold in enough countries to maintain an observable impact (in terms of continued decreases) at population level.


      • The high risk of overdose after release from prison (Seaman et al., 1998; Farrell and Marsden, 2008) or at the end of treatment (Davoli et al., 2007), which together could account for 15–25 % of all acute drug-related deaths, has not been adequately addressed.


      • Increases in the use of high-risk drug combinations have counteracted the positive impact of other changes.


      • Ageing and health deterioration of long-term users may increase the risk that opiate overdoses are fatal (Darke et al., 2006).


      • Increased availability of heroin reflects increasing opium production in Afghanistan (following shortages in 2001–03) and has contributed to renewed rises in heroin use and more deaths.


      It is also possible that without increased levels of substitution treatment and other interventions, overdose deaths would have been higher.


      Apart from overdoses, other drug-related deaths continue to occur, for example among older users due to multiple morbidity, HCV and alcohol liver damage (McDonald et al., 2009). An increasing number of deaths due to AIDS among IDUs are reported from a few countries, for example Latvia and Estonia where a high proportion of IDUs are unaware of their HIV status, raising questions about policies regarding access to both testing and treatment (Abel-Ollo et al., 2009).


      Thus, despite some success in containing and reducing individual and public health harms, harm reduction responses face a variety of challenges in terms of continuing risk behaviours and changing drug use patterns.


      New drug injecting populations and local increases in HIV incidence underline the importance of continuing preventive and educational measures regarding HIV. In some newer Member States and countries bordering the EU this remains a major public health challenge.


      It is recognised that HIV preventive measures are not adequate for HCV and that additional efforts are required. Examples given in this chapter reinforce the conclusion that not all risk behaviours regarding sharing of injecting equipment or other paraphernalia are dealt with adequately, for example specific practices such as syringe mediated drug sharing (Grund et al., 1996), syringe types (Gyarmathya et al., 2009a; Zule and Bobashev, 2009) straws or crack pipes (Haydon and Fischer, 2005).


      Other health measures to reduce harms associated with infectious diseases include hepatitis B vaccination, hepatitis C treatment, and TB prevention (especially in high-risk environments, e.g. prisons).


      Regarding deaths, a range of measures has been used in various countries, including pre-release counselling for prisoners, overdose prevention education for drug injectors or take-home naloxone (Strang et al, 2008; EMCDDA, 2009b). With all these measures, as with those seeking to prevent HIV/HCV, coverage of the relevant high-risk populations is critical, as is the need for evidence on the effectiveness of possible interventions.


      Health harms such as vein and other tissue damage associated with injecting crushed tablets or home-made drugs, groin injection of crack/heroin, or smoking of crack in home-made metal pipes point to the continuing importance of delivering health and hygiene education in difficult contexts to often-marginalised populations.


      Mental health harms associated with problem drug use present a further challenge to harm reduction responses in the future. It is well established that there is extensive psychiatric co-morbidity among clients with diagnoses of drug dependency (EMCDDA, 2004). Harm reduction interventions have tended to focus on somatic health harms such as infectious diseases, but are increasingly confronted by mental health and behavioural disturbances, in some contexts including violence, accentuated by heavy stimulant use. Prisons are another setting where mental health and drug use problems are especially severe (e.g. Hannon et al., 2000). It is unrealistic to expect frontline services to offer more than prophylactic assistance regarding drug-related harms to clients with serious mental health problems. It makes more sense to establish links and procedures such as joint case management with specialised mental health services.


      Injecting and transitions to or from other routes


      The majority of serious drug-related health harms arise from injecting. The shift towards other routes of administration observed in some countries is not incompatible with continuing levels of high risk. Many factors affect the preferred route of administration, for example the form and purity of a drug on the market (Bravo et al., 2003), or cultural attitudes and taboos about injecting. These can change.


      The implications are that it is important to avoid complacency because trends suggest decreasing injecting. It does not mean that current, younger non-injectors will not inject in the future. Prevention of transitions to injecting, and encouragement of transitions to other routes among injectors should be a priority for those unwilling or unable to cease drug use altogether.


      Several examples of interventions to encourage transitions from injecting to less harmful routes of administration have been noted in this chapter, including the distribution of foil packs for heroin chasing, safer crack use kits for crack cocaine smoking, and hard gelatine capsules for oral or rectal use of pervitin. In all of these examples, non-injecting drug users were also attracted to the services, suggesting possibilities for an expanded role for interventions such as needle and syringe programmes. The design and development of harm reduction interventions would benefit from the inclusion of qualitative/anthropological methods that take account of the perspectives of users themselves.


      Geography, persistence and change


      Geographical differences and changes in drug use reflect many dimensions: long-standing historical and cultural patterns; recent developments in politics, economy and youth cultures; drug markets and trafficking routes; drug policies, enforcement policies, prescribing policies.


      Changes can be rapid, for example the emergence of the use of fentanyl in Estonia following reduced opium production in Afghanistan and a subsequent heroin shortage in the early 2000s. However, the specific nature of such changes is hard to predict, for example the same shortage of heroin appears to have been associated with increased injection of buprenorphine tablets in nearby Finland. In other situations, for example in Australia, a heroin shortage was associated with increases in benzodiazepine use and injection of stimulants (cocaine in New South Wales where a cocaine market already existed, methamphetamine in other states) (Topp et al., 2003; Degenhardt et al., 2005). In the Australian example, heroin injection diminished, especially among younger users, and fatal and non-fatal heroin overdoses decreased by between 40–85 %, but incidents of psychosis and violence attributed to stimulant use increased, as did requests for treatment of stimulant-related problems (Degenhardt et al., 2004). It is also hard to anticipate where rapid change will occur, or not. Thus explosive HIV epidemics have been observed over the last decade in the Baltic States (Uusküla et al., 2008), Russia and other former Soviet Union countries (Rhodes et al., 2002; Grund, 2001), but not in other areas of central Europe, despite high levels of risk behaviour among injectors.


      Diffusion to neighbouring areas can also occur. For example, since 2000 the use of pervitin (methamphetamine) spread from the Czech Republic to Slovakia, but otherwise evidence of the diffusion of pervitin is more limited. Some pervitin is reported in border areas in Germany (Pfeiffer-Gerschel et al., 2008), among some sub-populations in Hungary (Griffiths et al., 2008) and Austria (VWS, 2008). An increase in methamphetamine in Nordic and Baltic countries appears to be associated with trafficking from Lithuania, not with export from Slovakia or the Czech Republic (EMCDDA–Europol, 2009). The increase in imported heroin observed in many newer Member States could be seen as a logical concomitant of EU membership and the harmonisation of markets in general, of which the drug market is a special case.


      At the same time there is also continuity in differences, for example methamphetamine in the Czech Republic and amphetamine in Nordic countries. The predominance of cocaine as the main stimulant in southern and western Europe compared to amphetamines in northern and central Europe is another example. Sustained differences are also found within countries or even within cities (personal experience of author).


      While it is feasible to monitor long-term trends through instruments such as those used by the EMCDDA, it is more difficult to identify rapidly emerging problems in time to react appropriately. The French TREND scheme provides one model (OFDT, 2007). Ethnographic and quantitative data are collected through a network of local co-ordination groups in seven cities, focusing on population groups with high drug use prevalence.


      Contexts: implications for harm reduction


      Many of the studies cited in this monograph make clear that problem drug use and drug-related harms are often closely associated with social dislocation and social exclusion and with factors such as unemployment, unstable living conditions, minority status, imprisonment, sex work, migration. Social exclusion and stigma are key contextual factors that exert a powerful influence on patterns of problem drug use and often hinder attempts to implement effective harm reduction measures. Attitudes towards human rights and problem drug users are a key element influencing how far harm reduction policies can be implemented. It is possible that this situation is further exacerbated by recession and economic crisis. A further dimension related to implementation of harm reduction policies concerns the importance of understanding the contexts, priorities and needs of problem drug users themselves when designing interventions.


      It may be difficult for those working at the local level in specific areas of drug policy or service provision to change the broader structural context referred to above. However, it may be more feasible to influence local situational factors and risk environments. Studies focusing on micro-environmental factors are starting to provide insight into how local injecting environments and risk behaviours can be highly sensitive to public health, law enforcement and policing policies (Rhodes, 2002). In particular, policing practices can have a considerable effect on injecting behaviours and health harms at both individual and group level as well as a detrimental impact on the coverage and effectiveness of interventions such as needle exchange (Maher and Dixon, 1999; Wood et al., 2002). For example, Rhodes and colleagues report that police practices in Russia can encourage a fear of arrest, fine or detention among drug users that leads to reluctance to carry needles and syringes and in turn to paraphernalia sharing at points of drug sale (Rhodes et al., 2003). The implications of these studies point clearly to the importance of including law enforcement agencies in local harm reduction policies.


      Conclusion


      The specific implications of the variety of drug use patterns and health harms described in this chapter depend on local circumstances, but the broader message, especially to policymakers and service managers, is that changing conditions on the illicit market as well as the form and conditions in which substitute drugs are prescribed can have considerable impacts on local drug use patterns. Similarly, the balance within drug policies, especially in terms of policing approaches vis-à-vis treatment and harm reduction responses, can influence the risk environments in which drug use occurs. Local responses thus not only need to be flexible and adjust to changing needs, but also need to be based on consensus and cooperation between key actors. The rate at which risky drug use patterns can change suggests that brief rapid needs assessments and monitoring is needed to target information and health education at new user groups, and to identify new drug use patterns, risks and risk situations.
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      The drift to evidence-based European drug policies


      Over the last 20 years, whether as an overarching concept, or as shorthand for specific interventions, ‘harm reduction’ has changed the way we think about and respond to drug problems in Europe. Debates continue today about what sort of interventions legitimately fall under the heading of harm reduction, and what value they bring. However, measures that reduce harm, but do not specifically attempt to reduce drug use, are an important element in a drug strategy and harm reduction is now a largely uncontested component of European drug policy. Indeed, practice is ahead of political rhetoric in this respect, with governments sometimes being more cautious in their public pronouncements than they are in their actions.


      How Europe got to today’s pragmatic approach, where the balance is tipped to what can be shown to work, rather than what policymakers might wish would work, is addressed by many of the contributors to this monograph. It would be naive to suggest that modern drug policies are solely directed by a cold assessment of the scientific evidence for effectiveness. Many examples can be cited to demonstrate that this is not the case — for instance, the investment of large sums of money in anti-drug mass media campaigns where there is growing evidence that this approach is at best ineffective, and at worst counter-productive. Drug policies, like other social policies, are shaped by many factors, and Herring and colleagues’ (2010) statement on alcohol is true for other substances as well: ‘Evaluation and research findings are only one element in decisions to adapt or reject harm reduction as a legitimate goal for policy’.


      Nonetheless, the development of harm reduction as a mainstream concept in Europe does demonstrate that over time, and when faced with a serious public health threat, evidence-based argument can result in the adoption of policy options that are initially viewed as controversial. It is beyond the scope of this chapter to discuss how the mainstreaming of harm reduction into drug policy was possible in the European Union (EU) and some other countries, whilst in other parts of both the developed and developing world harm reduction has remained largely outside of the mainstream. The diffusion of harm reduction in Europe was brought about initially by public health concerns related to HIV. It seems likely it has also been facilitated by structural factors, including a strong public health ethos, a culture of independence within the medical and health professions, activism and user involvement, and advocacy by affected individuals and communities. At the EU level, a growing political culture of sharing experiences of what works and moving towards common positions may have also played a part and, importantly, removed some of the anxiety felt by policymakers that they were moving alone into uncharted waters. It is interesting to note that many of the Member States joining the EU in 2004 very rapidly adopted relatively sophisticated drug policies that reflected Community norms, and in which harm reduction was a component. Arguably, a key factor contributing to these countries’ avoidance of major HIV epidemics among their injecting populations is their rapid adoption of the European model in which HIV prevention was an integral element.


      The question of definition


      Interventions towards substance use and dependence have always been topics of discussion well beyond the public health arena. Ethical issues relating to the use of drugs have influenced the objectives and aims of interventions, both preventive and therapeutic. Indeed, the historical development of drug policy is often represented as an ongoing debate between a moral position in which drug use is portrayed as ‘criminal’ and ‘deviant’ and a public health position where drug users are seen as in need of treatment and help. Harm reduction gives clear primacy to a public health perspective in which the imperative is to reduce immediate harms, and the question of long-term abstinence from drug use is either unaddressed or left open. Moreover, many of those who advocate for a harm reduction approach also point out that the regulatory control system itself can contribute to harm, and some regard it as a major contributing factor. Furthermore, some, on both sides of the drugs debate, would equate harm reduction as running in close parallel to an anti-prohibitionist perspective. However, it is important to note that the mainstreaming of harm reduction within political policy debate at the European level has taken place overwhelmingly within a context of concern about the health of the public and has not be linked with the issue of drug prohibition.


      From a European policy perspective, where Member States’ domestic policies differ, the question of definition is an important one; or conversely, an important area for flexibility in interpretation. A fundamental position of current European drug policy is support for the international drug control conventions, and no European country would regard its policies as out of step with the leeway given to States to interpret their obligations in this respect. Harm reduction as mainstream in Europe is therefore viewed by policymakers as compatible with a balanced approach, which also includes support for vigorous supply reduction measures.


      This is not to say that policymakers have ignored the argument that harms can result from the drug control system. Recognition of this fact can be seen, for instance, in a shift in emphasis in which a distinction is now commonly made between those who traffic and trade in drugs, and those who consume them. It is reflected in policies that attempt to divert those with drug problems from the criminal justice system towards treatment or that introduce more lenient penalties for the personal use of drugs. These developments have, however, largely taken place within a policy debate on how the costs of drug control can be minimised and the benefits maximised. The reduction of harm is clearly part of this agenda, but this is usually implicit rather than explicit and harm reduction is most commonly discussed in the context of HIV risk reduction, not criminal justice policies. A strong argument can be made that the absence of an explicit common definition of what constitutes ‘harm reduction’ at the EU level has facilitated the mainstreaming of the concept against a background where there is considerable diversity in respect to national and local policies and actions. And when events have forced the adoption of a working definition the approach has usually been a relatively restricted one: for example, explicitly listing measures targeting HIV risk behaviour among drug injectors.


      The question of evidence


      The mantra for the European approach to drugs is for comprehensive, balanced and evidence-based policies. The importance given to evidence in this perspective can be contrasted with policies that are more ideologically driven. This raises two important questions. First, what constitutes sufficient evidence for policy formation? And second, to what extent are policies skewed towards the easily measurable, at the expense of the potentially most desirable?


      It is probably fair to say that in many areas of drug policy the evidence base for supporting current approaches is often weak, and where evidence does exist it is rarely unequivocal. That said, the situation is considerably better than it once was and research and evaluation studies provide a growing base of evidence for informing policy decisions. It is understandable that policymakers will be more concerned with the quality and availability of evidence for politically controversial measures than they are for actions that have broad-based support. This is likely to be why harm reduction has come under greater scrutiny than many other areas of drug policy, although this is arguably changing in light of a more generic concern to fund only interventions that can be shown to be effective.


      Appraisal of the available evidence for an intervention is a complex process requiring methodological rigour, particularly in conducting a comprehensive search of the literature, evaluating quality of primary studies and summarising the results (Higgins and Green, 2008). The credibility of this process depends on a rigorous approach to the evaluation exercise. The gold standard for the evaluation of medical research is the randomised control trial (RCT).


      This model is often applied to drug interventions, especially in the more medically orientated areas such as treatment. Interventions can be considered effective if there is evidence deriving from multiple well-conducted studies. In the last 15 years, considerable efforts have been made to ensure that all conducted RCTs are registered and their findings made accessible. This is not the case for most other types of research and comprehensively auditing and accessing the evidence base for other types of study design is consequently more difficult. The efforts made to improve the quality of reporting for RCTs has also to some extent resulted in an improvement in quality of the studies published in the scientific literature (Moher et al., 2001; Plint et al., 2006). Only recently have guidelines for reporting results of study designs other than RCTs also been published (von Elm et al., 2007).


      For good reason, RCTs therefore represent a gold standard for research evidence as, when replicated and properly applied, they provide a robust evidence base for demonstrating with a high probability of certainty that a given intervention has resulted in a measurable effect. They do, however, have some obvious weaknesses that have important implications for their use in the drugs field. RCTs work best with simple study designs and where extraneous variables can easily be controlled for. This model fits well for testing the effectiveness of a new medicine where the condition to be treated is well described and the desired action of the drug can be easily measured. However, harm reduction interventions usually take place in real world settings, in which other interventions may also be taking place. Furthermore, confounding variables are difficult to control for, subject characteristics are often highly heterogeneous, and outcomes may be complex to interpret and difficult to measure. Practical, methodological and ethical challenges exist to developing convincing RCT study designs that are applicable to many areas of social policy evaluation. This is a particular problem for controversial social policy options as it may be in practice very difficult using other study designs to provide policymakers with the high level of certainty that properly conducted RCTs can provide. The number of RCT study designs in the harm reduction area is growing but remains limited. Not surprisingly RCTs are most commonly found in the treatment area, as this setting is most amenable to this kind of approach. In considering other areas, the evidence is largely drawn from more observational studies and ecological ones. Such studies provide a weaker evidence base for drawing conclusions and can be more challenging to interpret. These kind of studies are probably also at higher risk of publication bias, where there is a greater likelihood of getting positive rather than negative results published, although RCTs are not immune to this problem.


      This monograph has provided the reader with a systematic review of the evidence regarding harm reduction among injecting opiate users. In other areas, the lack of studies makes a systematic appraisal more difficult but the contributions elaborate the evidence that exists. In order to consider future priorities for the European research agenda, we provide below an overview, using strict assessment criteria, of the current state of the art with respect to the evidence for effectiveness of harm reduction activities. The reader should note that lack of robust evidence means that the research conducted so far is not sufficient to make confident judgements, negative or positive, on the effectiveness of the intervention in question.


      Harm reduction among injecting drug users


      There is sufficient evidence to support the role of opioid substitution treatment (OST) in reducing HIV transmission, while the evidence in support of needle and syringe distribution programmes is more tentative, and the evidence that drug consumption reduces transmission is insufficient at present. All three interventions appear to reduce self-reported injecting risk behaviour. The evidence on the impact of drug consumption rooms and peer naloxone distribution in reducing overdose deaths at the community level remains insufficient, although the studies that have been conducted suggest the potential that these approaches may have and therefore both interventions remain important areas for further study. No strong evidence exists to support the concern that any of these interventions, when well managed, leads to increased harms for those using them, or encourages drug use in the wider community. However, a problem with the diversion of drugs from substitution treatment into the illicit market has been reported in some countries.


      In terms of research priorities, methodologically robust primary studies on the impact of harm reduction interventions on the incidence of HIV and HCV are needed as are studies on what measures may reduce drug overdose deaths. In the EU, drug overdose now represents the major cause of avoidable morbidity associated with illegal drug use and therefore must be regarded as a priority area for the identification of effective interventions. In general, future studies of interventions designed to reduce drug-related infectious diseases would be wise to focus on primary biological outcomes rather than behavioural ones, as this is a key weakness in current evidence. Where possible, randomised designs should be employed and compare the impact of additional or increased intensity of interventions against current or low level of activity. A number of studies have suggested that the impact of interventions may be enhanced by, or even dependent upon, providing the target population with a package of different services. This implies the need to research how different interventions work together to provide benefit. Although this approach is analogous to some standard medical research questions — the provision of multi-drug therapy, for example — for interventions conducted in the real world settings, in which most harm reduction approaches are employed, such research questions pose real methodological challenges. More innovative approaches, including natural experiments, large-scale modelling and carefully evaluated case studies, may prove to be the way forward here.


      Harm reduction policies for cocaine and other stimulants


      There is now greater understanding of the mental and physical health consequences associated with the use of cocaine and other stimulants. However, to date, most harm reduction interventions have largely focused on risks related to infectious diseases transmission and assumptions are built largely on the evidence of HIV prevention among heroin injectors.


      Although some studies have looked at crack cocaine users overall, there is little evidence from published studies on the effectiveness of harm reduction interventions among users of cocaine or other stimulants. This population is often considered a subset of a study, rather than the target population, and most research has exclusively focused on intravenous drug use. Interventions for crack users have been developed based on the assumption that providing material for safer crack smoking will reduce the risk of viral transmission, but these have not yet been systematically evaluated.


      No convincing evaluations, and very limited service development, has targeted the majority of stimulant users who neither inject nor smoke their drugs. Some limited experimentation with pill testing initiatives has been conducted in some countries, but it has not been systematically evaluated, and recently the limited support for this kind of programme appears to be waning further.


      ‘Safer dancing’ programmes have looked at environmental risks such as fire safety and drinking water availability along with information-giving. Impact evaluations are not available in this area but as these measures are not viewed as particularly controversial and generally considered to represent sensible public health and safety measures, this may not be a priority as long as investment in researching more controversial measures is lacking.


      In terms of research priorities, the extent of stimulant-related harm in Europe remains largely unmeasured. Around 400 deaths per year are thought to be associated with cocaine use but this may be an underestimate, as the extent to which cocaine use is an aggravating factor in deaths related to cardiovascular problems remains unknown. Treatment demands for stimulants are growing however, and some countries have long-established amphetamine injection populations that are probably not directly comparable to opioid injectors.


      The pattern of polydrug use consumption, especially the co-use of alcohol, is also likely to be a major issue both for assessing the harm of different consumption patterns and for targeting interventions. Put simply, despite the growing importance of stimulant use with the European drug field, there is very little research evidence to permit an informed analysis of the effectiveness of harm reduction interventions and therefore even informed speculation on what approaches might prove successful currently remains difficult.


      Harm reduction policies for cannabis


      Despite a growing interest in, and evidence base for, harms attributed to cannabis use there is very limited evidence of effectiveness of the proposed harm reduction strategies in this area. There is not sufficient evidence that roadside drug-testing reduces mortality due to car crashes. Screening and brief interventions for excessive cannabis users have been proposed as adaptations of similar interventions for alcohol abuse, but no sufficient evidence is available yet on their effects. Vaporisers and other developing technology may reduce the risks associated with smoking cannabis products but the extent to which this is so remains unclear. The question also remains open on the extent to which vaporisers are likely to be viewed by consumers as acceptable alternatives to current modes, especially given the link between tobacco smoking and cannabis use that exists in Europe. There is therefore a wide range of important questions to be addressed by well-constructed primary research in this area. These include, but are not limited to: the extent to which roadside testing would reduce motor vehicle accident fatalities; whether informing cannabis users about related harms can reduce the actual levels of problems experienced; to what extent brief interventions can reduce harm; and how new technologies, or behavioral changes, reduce risks associated with smoking.


      Harm reduction policies for tobacco


      There is good evidence that public smoking bans and mandatory reduced ignition propensity standards for cigarettes reduce tobacco-related harms to non-smokers and improve health at the population level. There is no evidence that modified smoked tobacco products and cigarette-like devices substantially reduce harm, and limited evidence that pharmaceutical nicotine or low nitrosamine smokeless tobacco products might reduce tobacco-related harm in those who are unable or unwilling to quit but are willing to switch to such products. Nonetheless, given the high probability of health damage for those who continue to smoke there remains a considerable need for primary research into the extent to which innovative new products would be attractive to current smokers and to what extent they can reduce harm to users who are unable to quit. A parallel research question would be the extent to which ‘safer smoking technologies’, should they become available, would undermine smoking reduction policies at the population level. This is, however, an area in which multi-site RCTs to evaluate both benefits and risks of new products are clearly feasible. Studies in this area will need to identify biomarkers that are sensitive to short-term changes in smoking behaviour and are also predictive of long-term harm.


      Alcohol harm reduction


      There is sufficient evidence on the effectiveness for some outcome measures of a total ban on sales, minimum legal purchase age, government monopoly and restrictions of retail sales, alcohol taxes, lowered limits of blood alcohol concentration (BAC) for car drivers and low BAC limits for young drivers. There are several studies on public service messages and alcohol education in school but no evidence of effectiveness. There are too few studies in the areas of voluntary codes of bar practice, promoting alcohol-free activities, warning labels, college student education, designated drivers and ride services to allow comment on their effectiveness, although all these areas appear interesting topics for further research. In general there is a growing interest in interventions that can reduce the harm accruing from alcohol use, and across Europe alcohol problems are becoming an area of greater policy concern. As drugs and alcohol are often consumed together in recreational settings the challenge will be to develop research designs that are adequate to the complexities of assessing interventions targeting poly substance consumption patterns. Finally, in this area a clear need exists for a thorough systematic review to identify the key gaps in the current knowledge base and provide a better road map for setting future research priorities.


      Pragmatism, policy and the evidence base


      The value of taking a strict approach to assessing the quality of evidence concerning the impact of harm reduction interventions is that it allows policymakers to make decisions with greater certainty. The problem, however, is that this may set the bar too high, given that in the ‘real world’ there are practical, methodological and ethical reasons that mean that it may be extremely difficult or even impossible to generate such a high level of evidence. Moreover, if RCT designs are employed it may be necessary to control the parameters of the study so strictly that any findings may have limited applicability to the real world setting in which harm reduction interventions typically take place. This problem is not restricted to harm reduction but is common to many areas of social policy. Models are being developed that try to incorporate the available evidence to inform policy formation even if this has to be based on a lower level of certainty.


      An interesting development in this field is the guidelines produced by the GRADE method group (Guyatt et al., 2008). This approach clearly opens the way towards considering other study designs in appraising the evidence. An example of this can be found in the recently published WHO guidelines for substitution treatment, which used non-randomised studies to evaluate the evidence supporting recommendations for the use of substitution treatment in reducing HIV infection and mortality (WHO, 2009).


      In reality, policymakers are often faced with making choices in areas in which a high level of certainty is lacking and pragmatic choices are required. But how can pragmatic policy choice  or them receive that those to harm producing not are interventions that Evidence supported? beto the wider community is likely to be important. As is evidence that they are reaching their intended recipients, who are appearing to benefit from well-constructed measures. If there is no evidence of harm, and some evidence of benefit, it can help to provide sufficient justification for pragmatic policy choices to be made, even when clear evidence of effectiveness is lacking.


      This can be seen in the area of needle and syringe exchange where the evidence can still be regarded as tentative in respect of demonstrating that HIV transmission is reduced. However, numerous studies do show that reported risk behaviour is lowered and/or are suggestive that provision of syringe exchange can be associated with low, or reduced, rates of new HIV infections at the population level. Moreover, no strong evidence exists that this type of intervention delivers harm, although this concern has been repeatedly raised by those who were hostile to the development of this kind of service.


      When faced with this evidence policymakers in Europe have made a pragmatic choice that there is sufficient data to include this sort of provision in a comprehensive package of services for drug injectors, even if it is still not possible to show conclusively that such services reduce by themselves rates of new infections. In practice needle and syringe programmes (NSPs) are usually not isolated services, but are typically implemented by agencies who offer a range of other services, operate in a variety of settings, and in the context of diverse epidemic and behavioral scenario. A multitude of mediating factors therefore have to be accounted for when assessing their impact, which complicate both the collection and interpretation of evidence.


      Future perspectives: harm reduction and contemporary patterns of drug use in Europe


      This monograph has provided a state-of-the-art reflection on the development of harm reduction services in Europe and considered what we know about their effectiveness. It has provided historical context and an analytical framework for understanding how harm reduction approaches have moved into the mainstream in Europe. It has also launched a discussion on the potential role for harm reduction in addressing the problems caused by the consumption of alcohol and tobacco. The EMCDDA’s role is to monitor and report on drug use in Europe and the policies and responses Member States have developed to respond to the drug situation. It is from this perspective that we offer some concluding remarks on the future challenges that changing patterns of drug use will bring to the debate in Europe on how best to reduce the harm associated with drug consumption.


      Drug policy at the European level is not only concerned with understanding the situation within the EU. An explicit element of the EU drug strategy and accompanying action plans is to enable the EU to have a strong and united voice in the international debate on drugs. This is important for many reasons, not least because the future drug problem faced by the EU will be influenced by the situation and policies of other countries. Drug problems transcend national boarders and are becoming increasingly global in nature. In this context, the situation in countries bordering the EU is clearly an important factor for consideration.


      The issues for the diffusion of harm reduction practice look somewhat different when looking out from Europe rather than within. In many non-EU countries HIV epidemics among injectors appear to be a growing problem, the availability of services of all types is often limited, and considerable political and professional resistance can exist to introducing harm reduction approaches, even where the evidence base is robust. In international debates and in funding for development programmes, Europe has supported the role of harm reduction as an important part of a comprehensive HIV prevention strategy. This battle is far from won. Globally the problem of HIV infections acquired through drug injection remains a critically important public health issue and one in which Europe is likely to want to remain a strong advocate for evidence-based approaches.


      Within the EU, preventing HIV infections related to drug injection remains an important objective for drug policies and there is a need to develop services and responses further. However, it no longer has the primacy it once had. Overall, the long-term trend appears to be for a stabilisation, or fall, in both levels of injecting, and opiate use, and despite some localised problems the assessment of the situation in respect to drug related HIV infections is generally a positive one (EMCDDA, 2009). Despite this, morbidity and mortality associated with drug injecting remains considerable. There is a need to develop treatment regimes that are attractive to those that are currently hard to treat. There is a need to develop effective approaches to HCV infection — which is found virtually universally at high prevalence among drug injectors across Europe. Finally, there is a pressing need to find effective measures to address opioid-associated drug overdose. This is now the major avoidable cause of morbidity amongst injectors. To date, in each of these areas some innovative harm reduction approaches have been developed, but the evidence base for informing policymakers remains inadequate.


      At points throughout this monograph it has been argued that harm reduction interventions may sometimes be most effective when provided as part of a ‘package’ of care, rather than as a stand-alone approach. If this is the case, a challenge for the future will be to develop research and evaluation designs that are adequate to the task of exploring the impact of programmes delivered consequently, and across different levels of intensity. Methodologically this is no trivial task. Nonetheless, progress in this direction is required to gain a more holistic understanding of how interventions work in order to inform spending choices on what sort of programme mixes are likely to be most appropriate.


      During the 1980s, and 1990s, the concept of problem drug use in Europe was virtually synonymous with opioid use and drug injection. It was recognised that some, mainly Nordic, countries had long-established amphetamine injecting populations, that smoking was becoming a common mode of administration among some heroin using groups, and that drugs like ecstasy were becoming more important on the recreational drug scene. However, the focus for discussions on drug problems remained very much on the chronic use of heroin usually by injection. The perspective today looks very different. Heroin and injecting problems remain with us, but policymakers are equally concerned by what can be seen as a broader, more complex and faster moving drug situation.


      Today’s concerns are as likely to focus on the widespread use of cocaine and other stimulants, the misuse of medicinal products, polydrug use including the use of licit substances or even intensive cannabis use, as they are to focus on heroin injecting. To some extent the harm reduction agenda has failed to keep pace with the political one in this respect. A challenge for the future growth of harm reduction services in Europe will be to develop intervention models that address the harms associated with a broader set of consumption patterns. This monograph helps to chart where developments are needed in these areas. Here, the boundaries between drug prevention, drug treatment and harm reduction become increasingly fluid. This can be seen at the service level, for example in brief interventions for cannabis users, and at the individual level, for example where practitioners develop client care plans that include prevention, treatment and harm reduction services simultaneously.


      Finally, this monograph has concentrated on the topic of evidence and how it should be assessed. Yet it is important to remind ourselves that the absence of evidence does not necessarily justify the absence of action. As Fry (2010) argues in his discussion on the ethical aspects of harm reduction, ‘values’ have to be taken into account, especially when disputes and uncertainty about ‘facts’ exist. In this policy field, ‘evidence’ can be a precious commodity. The challenge for the research community is to provide policymakers with a higher degree of certainty that the policies and actions they pursue are more likely to reduce rather than augment harm.
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        (January 2004)


        Guidelines for the evaluation of outreach work: a manual for outreach practitioners Available in English – Only electronic – http://www.emcdda.europa.eu/publications/manuals/outreach

        (December 2001)


        Annual report and Statistical bulletin


        EMCDDA Annual report — http://www.emcdda.europa.eu/publications/annual-report

        The state of the drugs problem in the EU – analysis and statistics


        EMCDDA Statistical bulletin — http://www.emcdda.europa.eu/stats/home

        Data tables and commentary


        Web pages to related projects


        Harm reduction: http://www.emcdda.europa.eu/themes/harm-reduction


        Best practice portal: http://www.emcdda.europa.eu/themes/best-practice


        Epidemiological key indicators: http://www.emcdda.europa.eu/themes/key-indicators

        Deaths and mortality, Infectious diseases, Demand for treatment

      

    

  


  
    	[1]


    	Between 1993 and 2009, the European Union (EU) legally comprised three pillars: economic, social and environmental policies; foreign policy and military matters; and one concerning cooperation in the fight against crime. This structure was introduced with the Treaty of Maastricht in 1993, and was eventually abandoned on 1 December 2009 with the entry into force of the Treaty of Lisbon, when the EU obtained a consolidated legal personality.


    	[2]


    	Acronym deriving from the original title of the EU assistance programme, Pologne Hongrie Assistance pour la Réstructuration Economique.


    	[3]


    	These include Albania, Andorra, Austria, Belgium, Bosnia and Herzegovina, Bulgaria, Croatia, Czech Republic, Denmark, Estonia, Finland, former Yugoslav Republic of Macedonia, France, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Liechtenstein, Lithuania Luxembourg, Malta, Monaco, Montenegro, Netherlands, Norway, Poland, Portugal, San Marino, Serbia, Slovenia, Slovakia, Romania, Spain, Sweden, Switzerland and United Kingdom.


    	[4]


    	These include Armenia, Azerbaijan, Belarus, Georgia, Moldova, Russian Federation, Ukraine, while central Asian countries include Kazakhstan, Kyrgyz Republic, Tajikistan, Turkmenistan and Uzbekistan.


    	[5]


    	This section on NSPs is largely based on Palmateer et al., 2010.


    	[6]


    	Most of the review-level evidence on the effectiveness of OST relates to MMT, but the findings can be largely taken to refer to OST in general.


    	[7]


    	0 = lack of effectiveness, + = evidence for limited effectiveness, ++ = evidence for moderate effectiveness, +++ = evidence for high effectiveness.


    	[8]


    	0 = no well-designed study of effectiveness, + = only one study completed, ++ = from two to four studies completed, +++ = five or more studies completed.


    	[9]


    	The acronym ENCOD stood initially for European NGO Council on Drugs.


    	[10]


    	The legal framework is Article 72 of DPR 309/90, Decree of the Ministry of Health 11/2/1997, Modalita’ di importazione di specialita’ medicinali registrate all’estero, (G.U. Serie Generale n. 72 del 27 marzo 1997), http://www.normativasanitaria.it/jsp/dettaglio.jsp?attoCompleto=si&id=20747 and D.Lgs 24 April 2006 n 72 paragraph 6.


    	[11]


    	http://europa.eu.int/eur-lex/pri/en/oj/dat/2003/l_165/l_16520030703en00310033.pdf


    	[12]


    	http://ec.europa.eu/health/ph_determinants/life_style/drug/drug_rec_en.htm


    	[13]


    	Refers to the fiscal year 2003–04 which runs from 1 March 2003 until end February 2004. All dates cited in this box follow this pattern.


    	[14]


    	Problem drug use is defined by the EMCDDA as ‘injecting drug use or long-duration/regular use of opioids, cocaine and/or amphetamines’. This definition is currently being reviewed in the context of changes in the drug situation in recent years.


    	[15]


    	Methamphetamine is produced by reduction of (pseudo)ephedrine, while methcathinone is produced by oxidation. The latter is a simpler process though methcathinone is less potent than methamphetamine.


    	[16]


    	Originally a German label name for industrially produced methamphetamine. Commonly known as ‘piko’ (pronounced as ‘pee-koh’) in the Czech drug subculture.


    	[17]


    	This is quite low compared to approximately 4 500 000 needles and hypodermic sets distributed by Czech needle and syringe programmes (NSPs) in the same year, and another 1 500 000 needles and sets sold to drug users by pharmacies in 2007 (Mravčík, et al., 2008).


    	[18]


    	Procuring the pseudoephedrine-containing pharmaceuticals and other chemicals, providing the house or apartment for preparing the drug, sharing the necessary know-how.


    	[19]


    	Both options were recently discussed by the Czech decision makers together with less severe forms of regulation such as electronic ID registration of buyers of pseudoephedrine products.


    	[20]


    	Technically, smoking and chasing are not the same. Smoking is mixing heroin with, for example, tobacco or marijuana, or both, and smoking it in cigarettes. Chasing is inhaling the evaporated fumes of heroin from a metal foil that is heated from underneath. In many studies and sources of data, however, these are not distinguished. In this chapter, the term ‘smoking’ is used in a generic sense to cover both meanings. With smoking, combustion occurs at high temperatures (about 1 000°C), which destroys many organic substances. With chasing, vaporisation occurs at lower temperatures (about 200°C), resulting in much lower levels of destruction.


    	[21]


    	Fentanyl is a potent synthetic opioid widely used in surgery for anaesthesia and analgesia, and sometimes to manage chronic pain. In medical use it is administered via injection, transdermal patch or as a lozenge.
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Table 10.3 (continved)

Name of project  Start date  Country  Goal, infervention and ouicome measures  Main findings
Reducing alcohol- 2004 St e ey e Do Ao e el ety
related injury, disorder in the city centre. decrease (4.4 %) in ambulance incidents. Increase.
violence and disorder RBS, ‘Best Bar None (BBN),fest purchasing. (+74.4 %) in police-recorded alcohol-related
in Glasgow city cenfre Nie Zone' transport/community safety incidents, increase (+6.5 % in emergency
improvements (e gl relocation of Busisiops) fexxi it depatiment cfendiares
‘wardens, extra CCTV with loudspeckers). Nite Zone: decrease in road accidents (-11.4 %),
Awareness raising (conference, radio campaigns  violent crime (19 %), serious assault (4.4 %),
and website, police custody cards). robbery (-21.5%).
Awareness: >100 000 websites hits, >2 000 calls to
radio station, 2 889 information packs supplied, 17
treatment referrals from 400 cards.
(Mistral et al., 2007)
Muli-agency, 2004 Wales  Reduce excessive drinking in the iy centre. Decrease (-25.7 %) in emergency department
community-based Improve regulafion of licensed premises by attendances, but increase (+33 %) in police-
intervention fo reduce feedback of individual risk assessments of recorded crimes/incidents.
excessive drinking in premises and RBS. Awareness-raising. = 9% of ciy centre staff successfully rained.
Cardiff city centre Community Safety Partnership focus on reducing 30 % of premises failed fest purchasing.
crime and disorder. Audits — minority heavily intoxicated, training
Test purchasing, police/National Health Service  fargeted to problem premises, defails of public liter
statistics, environmental audits. (Mistral et al., 2007)
Route 50’ Project, 2005 England  Reduce alcohol-related harm in the communi Public place wounding decreased by 295 % within

Birmingham

using a multi-component approach. Focus on
licensed premises. Engage in partership
working.

RBS, strict enforcemen, awareness-raising —
publicity campaigns and partnership working
Test purchasing, police stafistics, survey.

800m of project area and mors than neighbouring
police area (-172 %) (but caution as numbers small)
Signs that awareness raised — e.g. Pubwatch
established and active, community forum on alcohol.
Parinertips establisheelland cive (e/g) poice)
licensees, local government)

(Mistral et al., 2007)
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Table 10.3 (confinved)

Name of project

Start date  Country

Goal, intervention and outcome measures

Main findings

The Ringsted Project

‘Caschiamoci’

‘Questa sera
chiamatemi Bob' —a
designated driver
campaign

2001

2005

2005

Denmark

Iraly

Italy
(Piedmont)

A controlled experiment in a provincial fown,
focusing on normative misperceptions/
exaggerated beliefs amongst Danish youth in

relation fo the use of tobacco, alcohol and drugs.

To prevent drink-driving: information campaign
during a beer fesfival in Arezzo province in
2005,

During the festival social and health workers
offered information and the opportunity to
measure BAC using alcohol fests.

To prevent drink-driving: social campaign on
drink-driving (radio, poster, free cards, disco
events vith information and lcohol testing.
Evaluation of the campaign: 1 451

questionnaires, 1 235 inferviews, 1 focus group,
11 health worker diaries.

Statistically significant reduction in the use of
alcohol and general risk behaviour.
(Balvig et al., 2005)

More than 50 % of peaple who did the alcohol
tests were positive (more than 0.5g/1 BAC).
(Ranieri et al,, 2007)

Positive evaluation of the campaign.

Positive evaluation of information activifies in the
discos (10), both about methods (gadget, alcohol
testing) and quality of information.

Positive evaluation about security.
award,

Suggestion for future campaign.
(Beccaria and Marchisio, 2006)

ing course.
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Table 10.3 (continued)

Name of project ~ Start date  Country ~ Goal, intervention and outcome measures ~ Main findings
Responsible Hosts 2000 Norway  Reduce alohol-related violence, over-serving and ~Low parficipation in RBS training (12 % of licensed
Brogrami serving o\ mitors premizas) = intervertion thusinct folly exploried.
Trondheim RBS. No impact: no changes in police-reported violence.
Pre- and post-intervention measures. in/around licensed premises, underage sales,
over-serving or atfitudes/perceptions of saff.
(Baklien and Buvik, 2006)
Kirseberg project 1988 Sweden  Reduce alcohol consumption in the population  Consumption declined in men but nof women.
and decrease the incidence of alcohol-related Alcohol-related problems showed a stafistically
problems. Consumplion measures, problem significant reduction for men, and  decline for
measures, survey of exposure fo project. binge drinkers, but no reduction among women.
High awareness (67 %) of project.
(Hanson et al., 2000)
Alcoholinferlock 1999 Sweden  To prevent drink-driving. Two programmes: DWI: Only 11 % of eligible DWI offenders

programme

driving while infoxicated (DWI) offenders (instead!
of licence revocation); and commercial drivers
(buses/taxis/trucks).

DWE two-year programme, biomarkers/AUDIT.
Control groups. Postinfervenfion measures.
Commercial: Primary prevention. Blood alcohol
concentration (BAC] fests

pariicipated. 60 % akcohol dependent/abusers.
Reduced alcohol consumpion during programme
(Bjerre, 2005). PosHreatment (when compared fo five
year period prior fo freatment]recidivism 60 % lower
and police-recorded accidents 80 % lower.

Control - acident reduction similar but not DWI
recidivism (Bjerre and Thorsson, 2008),

Commercial: Among 600 heavy vehicles, 0.19 % of al
farts prevented as BAC >0.02 % (20 m/dl), mostly
at weekends or mornings.

(Bjerre and Kostela, 2008)
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